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The purpose of the work is to investigate the screening frequency of anxiety and
depressive disorders and their manifestations in young adolescents to determine risk
factors and develop measures for their prevention. Anxiety testing was conducted for
313 students of educational institutions of the Khmelnitsky region aged 10-14 years:
156 (49.8 %) boys and 157 (50.2 %) girls. 258 people were tested for the spectrum of
depressive disorders, of which 51.9 % (134) were boys and 48.1 % (124) girls. Spielberger
State-Trait Anxiety Inventory (STAI) was used to study anxiety, and Children's Depression
Inventory (CDI) by M. Kovacs, was used to diagnose depression. The probability was
evaluated using Student's t-test with the construction of a 95 % confidence interval (Cl)
for the difference in means. Quantitative traits are given as M+o. A high level of personal
anxiety was determined in 20 (6.4 %), and situational anxiety in 17 (5.4 %) people. The
average level of personal anxiety was determined in 38 (12.1 %), and situational anxiety
-in 142 (45.3 %) people. A low level of personal anxiety was identified in 255 (81.5 %),
and situational anxiety - in 154 (49.3 %) people. That is, most students of early
adolescence had a low level of both personal and situational anxiety. Signs of depressive
disorders were detected in 50.0 % of the examined children of early adolescence who
completed the questionnaires, in particular, mild manifestations of depression were
found in 70 (27.2 %) people, moderate in 46 (17.2 %) people, severe depression in 13
(5.0 %) people. The level of depressive symptoms in girls was higher (563.32+12.54
points) compared with boys (50.01+£9.94 points), respectively (95 % CI, 0.5 - 6.0;
p<0.019). The level of depressive symptoms among students in the city was higher
(50.45+8.93 points) compared with students in rural schools (46.74+10.81 points),
respectively (95% CI, 0.5 - 6.9, p<0.023). When comparing the severity of depressive
symptoms in children from a boarding school (59.64+15.03 points) with students of
other secondary schools (52.02+9.74 points), its predominance was significant precisely
in children who study at a boarding school (95% Cl, 2.5 - 16.3; p<0.008). So, in children
of early adolescence, most have a low level of anxiety. At the same time, depressive
disorders of varying degrees were revealed in 50.0 % of the examined children, which
manifested themselves mainly in the form of low mood and anhedonia. Female sex,
urban living, and having an incomplete family or orphanhood are some of the key risk
factors for depression in young children.
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Introduction

The problem of prevalence and chronicity of
psychogenic diseases is becoming one of the most
important in modern medicine given the economic losses
associated with compensation for the treatment of this
pathology and its consequences [10, 11, 16].

The work of Tsarkov A. and Petlovanyi P. (2017) shows
that anxiety is one of the most common mental disorders
in children and adolescents, especially among girls [13]. It
increases the risk of developing psychopathological
disorders in adulthood, in particular in the development of

depression [4].

Depressive disorders in children aged 5-12 years,
which are often manifested at this age by somatized
manifestations, are a serious mental illness that has
significant consequences for the psychosocial
development of the child and remains an underestimated
and often undiagnosed condition [5].

Depression in children and adolescents is not just a
"bad mood." This is a serious emotional disorder that
affects their quality of life. Typical manifestations of
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depression in children and adolescents are mood
depression, motor retardation, slow cognitive processes.
Most parents notice that something is going on with their
child, but do not suspect that it may be depression. At different
ages of childhood, depression can look different and often
hide behind the symptoms of somatic pathologies or
behavioral disorders [13, 16].

In the period of 9-12 years, depression is often
manifested by low self-esteem, guilt, hopelessness, fear
of death. At the age of 13-18 - increased irritability,
impulsivity and behavior change, decreased school
performance, sleep disturbances [9].

The most common comorbid disorders with depression
at this age are headache, back and limb pain, dizziness,
loss of appetite, behavioral disorders [10].

The main risk factors for depression are female sex,
childhood stress, the presence of relatives in the family
with emotional disorders, substance abuse [14].

Without treatment, depression in children and
adolescents may increase the risk of drug abuse, poor
learning, social functioning, and suicidal behavior [9].

Given the above, anxiety and depressive disorders in
children and adolescents need to be detected and treated
in a timely manner, as measures taken can reduce the
development of comorbid pathologies in adult life, improve
social functioning and quality of life, which will be important
socially.

The aim is to screen for the presence of anxiety and
depressive disorders and their manifestations in young
adolescents to identify risk factors and develop measures
for their prevention.

Materials and methods

The total number of children tested for anxiety was 313
schoolchildren of educational institutions of Khmelnytsky
region aged 10 to 14 years (early adolescence), of which
156 boys and 157 girls. Among them, 33 children attended
a boarding school, 33 - in a lyceum with intensive education,
98 - in a secondary school, 86 - in a school with healthy
teaching methods and 63 children are students in rural
schools.

The total number of children tested for the presence of
a range of depressive disorders was 258, of whom 51.9 %
(134) were boys and 48.1 % (124) were girls. Among them,
18.2 % (47) studied in a boarding school, 9.7 % (25) - in a
lyceum with intensive education, 54.3 % (140) - in a regular
secondary school, 17.1 % (44) - in rural schools.

Prior to the examination, all children and their parents
were given informed consent to participate in the study.

For the study used: STAI, modified by Andreeva AD
(1988) and CDI by Kovacs M. (1992). The generally accepted
STAI, modified by Andreeva A. D., allows to identify the level
of cognitive activity, anxiety and anger as an existing state
and as a personality trait. The scale consists of two parts.
The minimum score on each scale is 10 points, the
maximum is 40 points [1].

CDI, developed by M. Kovacs (1992) and adapted by
the staff of the Laboratory of Clinical Psychology and
Psychiatry. The method is designed to study children and
adolescents aged 6-17 years and allows you to assess
the affective and cognitive symptoms of depression,
somatic complaints, social problems and behavioral
problems. The overall normal CDI rate can range from 0 to
54, where 50 is the critical value, after which the depth of
symptoms increases [8]. Separately, the values of the
subscales were investigated: subscale A shows mood
depression, subscale D - loss of pleasure - anhedonia, as
two key symptoms of depression, according to ICD-10.

The study was conducted in accordance with the
principles of the Declaration of Helsinki. The study protocol
was approved by the Local Ethics Committee for all
participants.

Statistical analysis was performed using the package
of Statistica 8.0.360 and Excel (2007). Quantitative features
are given in the form Mto. Probability was assessed using
Student's t-test with the construction of a 95 % confidence
interval (Cl) for the difference between the means. Valid
values were considered at p<0.05.

Results

Our screening study for the presence of anxiety in
adolescents, both in general and in individual groups,
showed the presence of anxiety symptoms in children.

Anxiety levels in adolescents according to the STAI are
shown in Figure 1.

A high level of personal anxiety was found in 20 (6.4 %)
and situational anxiety - in 17 (5.4%) people, which is quite
high for this category of children. The average level of
personal anxiety was found in 38 (12.1 %) and situational
anxiety in 142 (45.3 %) people. The low level of personal
anxiety was found in 255 (81.5%) and situational anxiety in
154 (49.3 %), which was the vast majority of adolescents.

Thus, early adolescent schoolchildren in most cases
showed a low level of situational anxiety. At the same time,
in almost half of the cases, moderate reactive anxiety is
detected.

There were no significant differences in the presence
and severity of anxiety depending on sex, place of residence
and place of study and social status.

Our screening study for the presence of depressive
symptoms included children in whom the total score on the
questionnaire exceeded the upper limit of the average of 50
points, their number was 129 (50.0 %) people (Fig. 2), ie,
every second schoolchildren of a young adolescent
Depressive disorder were of varying severity, of which 5.0 %
had severe depression, 17.5 % had moderate depression
and 27.2 % had mild depression.

In a study of the sex difference in the frequency and severity
of depressive disorders, it was found that the level of
depressive symptoms in girls in early adolescence was
higher (53.32+12.54 points) compared to boys (50.01+9.94
points, respectively 95 % Cl; 0.5 - 6.0; p<0.019). According to
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Fig. 1. Anxiety levels in adolescents according to the STAI.
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Fig. 2. The severity of depressive disorders in young adolescents
according to the CDI (Kovacs M., 1992).

subscale A, the decrease in mood was characteristic of
both girls and boys without a significant difference between
them (51.031+12.14 and 52.70+£12.02 points, respectively,
p>0.05).

Both boys and girls reached the critical level on the
subscale D (51.14+9.93 and 53.55+10.80 points,
respectively), which indicated that they had anhedonia,
which was more pronounced in girls, but the differences
were also insignificant (p>0.05).

In addition, we compared the frequency of development
of these affective disorders in schoolchildren of this age in
urban and rural schools. The overall T-score exceeded the
critical threshold for diagnosing depression by 50 points
only in urban school schoolchildren, while in rural
schoolchildren it was within normal limits, ie, the level of
depressive symptoms in urban schoolchildren was higher
(50.45+8.93 points) compared to rural schoolchildren
(46.74+10.81 points, respectively (95 % CI; 0.5 - 6.9;
p<0.023) According to subscale A, which characterizes the
decline in mood, in general, children in the city showed a
significant decrease (57.91+6.74 points), compared with
schoolchildren in villages (46.42+9.31 points, respectively
95 % CI; 9.0 - 14.0; p<0.001) A significant difference in the
comparison of urban schoolchildren with rural children was
achieved by the subscale D (52.3418.95 and 47.54+11.02
points, respectively), which indicated more frequent
development of anhedonia in children who studied in urban
schools, compared with children from rural schools, where
it was not observed (95 % CI; 1.6 - 7.9; p<0.003).

When comparing the frequency of detection of
depressive disorders in young adolescents enrolled in high

school and general secondary school in the city, no
statistically significant difference was found.

When comparing the severity of depressive symptoms
in children of boarding school (59.64+15.03 points) with
schoolchildren of other schools (52.02+£9.74 points)
showed a significant predominance of it in children studying
in boarding schools (95 % CI; 2.5 - 16.3; p<0.008).

According to subscale A, which characterizes the decline
in mood, in general, boarding school schoolchildren had a
moderate decrease in mood (57.94%15.61 points)
compared with schoolchildren of other schools
(50.12+11.65 points, respectively, 95 % CI; 0.8 - 14.8;
p<0.030). Significant differences in the comparison of
boarding school children with children from other schools
were achieved by the subscale D (567.42+13.93 and
50.44+8.52 points, respectively), which indicated the
presence of significant anhedonia in children enrolled in
boarding school (95 % CI; 0.9 - 13.0; p<0.024).

Discussion

Anxiety is an individual psychological feature, which is
an increased tendency to feel anxious in a variety of life
situations. There are two types of anxiety - situational or
reactive and personal. Reactive anxiety is an indicator of
the intensity of experiences that occur in relation to typical
events. Reactive or situational anxiety is characterized by
tension, anxiety, nervousness. Personal anxiety is a
person's readiness (attitude) to experience fear and anxiety
about a wide range of subjectively significant phenomena.
Personal anxiety is a persistent condition. It characterizes
a person's tendency to perceive a wide range of situations
as threatening, to respond to such situations with a state
of anxiety [7].

The results obtained by us show that situational anxiety
in children of the studied age is low. However, reactive
anxiety of moderate severity is detected in almost half of
the studied cases. This may indicate an emotional
response to the learning process and interpersonal
relationships in the learning and communication process
and their importance in the child's life. Although high levels
of both personal and situational anxiety were found in a
small number of children, they are at risk for developing
emotional disturbances and comorbid depression in
adolescence and adulthood. Such children should be
identified and provided with psychological assistance in a
timely manner to eliminate possible factors of anxiety, which
will have important social significance in the prevention of
mental disorders in the future, especially such as panic,
obsessive-compulsive, somatoform disorders and others.

Not less often in adolescents there are various
manifestations of the spectrum of depressive disorders
[10]. Preclinical manifestations of depression can
accompany a child or adolescent for months and
sometimes years, causing devastating effects on peer
communication, learning, and other areas of life. Therefore,
high rates of depression, even at the pre-clinical level,
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deserve careful attention. The CDI technique, developed
by M. Kovacs, is most often used worldwide for the
diagnosis of depression in children and adolescents who
are not diagnosed with depression (actually aimed at
studying subclinical manifestations of depression) [2].

Our findings indicate that every second schoolchildren
in early adolescence had varying degrees of depressive
disorder. Among schoolchildren of early adolescence with
signs of depressive disorders in 10.1 % of persons the
indicators reached 70 and higher points, which
corresponded to a pronounced degree of disorder. Such
children need appropriate attention, because they are the
greatest risk of developing suicidal behavior [10].

In the course of the study, we found a sex difference in
both the frequency and severity of depressive disorders. It
was found that the level of depressive symptoms in girls in
early adolescence was significantly higher than in boys,
which indicates a greater predisposition of women to
depression and may be one of the key risk factors for its
development in this period of life [12]. At the same time,
according to subscale A, which characterizes the decline
in mood, no sex differences were found. Similar data were
obtained by analyzing the results of subscale D, which
indicated the presence of anhedonia, which was more
pronounced in girls, but without significant differences from
boys. Anhedonia is characterized by a decrease or loss of
the ability to have fun, and therefore is an important
manifestation of depression [15].

A significant predominance of depressive disorders in
girls over boys was found in other studies, which identified
female sex as a risk factor for the development of
depression [3].

The results of comparing the frequency of development
of these affective disorders in schoolchildren of this age in
urban and rural schools showed that the level of depressive
symptoms in urban schoolchildren was higher compared
to rural schoolchildren. The findings suggest a greater
predisposition to depression in children studying in the
city, and the "city" may be one of the key risk factors for its
development. According to the indicator of "mood drop"
subscale Ain children of the city was observed significantly
lower its value (567.91+6.74 points) compared with
schoolchildren in villages (46.42+9.31 points, respectively,
95 % CI; 9.0 - 14.0; p<0.001). Significant differences in the
comparison of urban schoolchildren with rural children were
achieved by indicators on subscale D, which indicated a
more frequent development of anhedonia in children who
attended urban schools, compared with children from rural
schools, where it was not observed. Probably, the
predisposition to depression and its significant
predominance in children of educational institutions of the
city is due to the learning process itself (more complex
programs and learning process, overloading
schoolchildren with additional classes) and extracurricular
factors (additional classes with tutors, classes in various
clubs, lack of significant rest after school, low physical

activity), which leads to rapid both physical and emotional
exhaustion of children, and, accordingly, to the development
of affective states.

Our screening study of adolescents did not show the
dependence of the presence of depressive disorders on
such forms of education as lyceum and general secondary
school in the city, although more often they occurred in
schoolchildren enrolled in schools with intensive curricula.

Special mention should be made of the formation of
depressive disorders in children enrolled in boarding
schools, compared with their peers enrolled in regular
schools and institutions with intensive education. It was
found that the severity of depressive symptoms in children
of boarding schools was significantly higher compared to
schoolchildren of other schools. Both in terms of mood
decline (subscale A) and in the manifestations of
anhedonia, the performance of boarding school children
compared to those of children in other schools reached a
significant difference.

Predisposition to depression and its significant
predominance in boarding school children is primarily due
not to the educational process, but to the presence of low
social status and disadvantaged families, and in most
cases - partial or complete orphanhood, which can be
considered one of the main and significant risk factors for
depression and suicidal behavior.

Property stratification, social inequality, poverty,
breakdown of family and group ties are such deep
preconditions for the formation of inadequate family
relations that provoke a lack of attention to the adolescent,
a tense family atmosphere, deviant behavior of parents,
etc. These factors disrupt the social adaptation of
adolescents and become the basis of depression and
suicidal behavior [6].

According to Consoli A. and others (2013) 16.2 % of
adolescents with depression reported suicidal ideation in
the last 12 months, and 8.2 % reported suicide attempts.
Family factors and intrafamily relationships were key factors
associated with these conditions in adolescents [3].

Thus, the problem of single-parent or socially
disadvantaged family has a very important social
significance and requires both comprehensive research
and social impact and education among the adult
population as a guarantee of prevention and prevention of
possible development of mental disorders and their
consequences in children, formation such children in
society, the formation of stereotypes of behavior in adult life
and their attitude to family values.

Conclusions

1. In young adolescents, in most cases there is a low
level of anxiety.

2. Manifestations of both personal and situational anxiety
are not related to the place of residence and social status
of schoolchild.

3. 50.0 % of children showed varying degrees of
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depressive disorders, which manifested themselves
mainly in the form of low mood and anhedonia.

4. ldentified differences in the development of
depression depending on individual factors. The overall
level of depressive symptoms was significantly higher in
girls compared to boys (95 % CI; 0.5 - 6.0 points; p<0.019),
urban schoolchildren - compared to rural schoolchildren
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TPUBOXHI TA AENPECUBHI PO3JIALW Y LWKOJNAPIB PAHHbOIO NIANITKOBOI O BIKY

Jlucuuys KO. M., Pumwa C. B.

Mema pobomu - docnidumu CKpUHIH2080 Yacmomy mpuBOXHUX i denpecusHUX MOopyweHb ma ix nposisu y dimel paHHbO20 r1id1iMKo8020
8iKy Oris1 8U3HaYyeHHs1 ghakmopie pu3uKy ma po3pobku 3axodig ix npogpinakmuku. TecmysaHHs Ha mpugoey rposedeHo 313 yuHsam
HaesywarbHuX 3aKnadie XmenbHuybskoi obrnacmi sikom 10-14 pokis: 156 (49,8 %) xnonyukam i 157 (50,2 %) dis4amkam. TecmyeaHHs Ha
HasigHicmb criekmpy OernpecusHux posnadie npodiwu 258 ocib, 3 akux 51,9 % (134) cknanu xnonquku i 48,1 % (124) dievamka. [ns
docnidxeHHsi mpusoau sukopucmosysanu mecm Cninbepzepa, 0ns GiazHocmuku derpecii - onumyesanbHUK Oumsyoi denpecii
M. Kovacs. BipoeidHicmb ouiHtoganu 3a doromozor t-kpumepito CmbrodeHma 3 nobydosorw 95 % dosipyoeo iHmepsany (Al) ons
pisHuUUyi cepedHix. KinbkicHi o3Haku HaseleHi y suansdi Mto. Bucokuli pieeHb ocobucmicHoi mpugoau sussnsscsi y 20 (6,4 %),
cumyamuegHoi mpusoeu -y 17 (5,4 %) oci6. CepedHil piseHb ocobucmicHoi mpueoau susiensecs y 38 (12,1 %), cumyamusHoi - y 142
(45,3 %) ocib. Husbkuli pieseHb ocobucmicHoi mpugoau susiensecsi y 255 (81,5 %), cumyamusHoi mpueoau - y 154 (49,3 %) ocib.
Tobmo, y 6inbwocmi wkonspie paHHbO20 MiOMIMKO8020 8iKy Mas Micue HU3bKUU pigeHb siK ocobucmicHoi, mak i cumyamueHol
mpusoxHocmi. O3Haku OenpecusHux po3snadie susisrieHo y 50,0 % obcmexeHux dimell paHHLO20 MiGNIMKOB8020 iKY, SKi 3arMosHUNU
aHKkemu, 30Kpema, neeki nposieu Oenpecii 3ycmpivanuce y 70 (27,2 %) ocib, nomipHoi - y 46 (17,8 %) oci6, supaxeHoi denpecii - y 13
(5,0 %) ocib. PiseHb OernpecusHoi cumnmomamuku y dis4amok 6ye suwum (63,32+12,54 6anis), nopieHsHo 3 xnonyukamu (50,01+9,94
6anis), eiornosioHo (95 % [I; 0,5 - 6,0; p<0,019). PiseHb OenpecusHoi cumnmomamuKu 8 y4Hie micma bye suuwum (50,45+8,93 bariie)
y MOPIBHSAHHI 3 YYHSAMU CiflbCbKUX WKin (46,74+10,81 6anig), gidnosioHo (95 % [I; 0,5 - 6,9; p<0,023). lNpu nopisHsHHI 8upaxxeHocmi
denpecusHoi cumnmomamuku y dimed 3i wkonu-iHmepHam (59,64+15,03 6anig) 3 yyHsIMU iHWUX cepeldHix wikin (52,02+9,74 barnis),
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8USIBMANIOCH 3Ha4YHe i nepesaxaHHs came y dimed, siki Hag4arombcsi 8 iHmepHami (95 % [Al; 2,56 - 16,3; p<0,008). Omxe, y dimel
paHHbOoE20 idnimKogoeo 8iKy & binbwocmi gaunadkie 3ycmpiyaembcs HU3bKUU pieeHb mpugoxHocmi. Pazom 3 mum, y 50,0 % obecmexeHux
dimel 8us6MsNIUCHL Pi3HO20 cmyreHs1 OernpecusHi MOPYWeHHs, sIKi NPOsI8NSNUCH NepesaxkHo y 8uasidi 3HUXEeHO20 Hacmporo | aH2edOoHIl.
JKiHoya cmamb, npoxueaHHs 8 Micmi | Hasi8HICMb HENOBHOI CiMT Yu cupimcmea € 00HUMU 3 KITH04Y08UX (hakmopie pu3uKy po38UMmKy
denpecii y dimeli paHHbO20 MiOMIMKOBOZO BIKY.

KnrouoBi cnoBa: denpecisi, mpueoea, nidnimku.

TPEBOXHbIE U OEMPECCUBHBLIE PACCTPOUCTBA Y LUKOJIbHUKOB PAHHEIO MOOPOCTKOBOIO BO3PACTA

Jlucuya KO. H., Pbimwa C. B.

Llenb pabomsi - uccriedo8ame CKPUHUH2080 Hacmomy mpegoXHbIX U OernpeccusHbIX HapyweHul U ux rposerneHusi y demeli paHHe20
MnoOpocmkoeo2o gospacma Onsi onpedesieHUs1 hakmopos pucka u paspabomku mep ux npogunakmuku. TecmuposaHue Ha mpesoay
rnposedeHo 313 y4yeHukam y4yebHbIx 3asedeHull XmenbHuykol obnacmu e eo3pacme 10-14 nem: 156 (49,8 %) manw4yukam u 157
(50,2 %) desoykam. TecmuposaHue Ha Hanu4ue criekmpa OenpeccusHbIX paccmpolicme npowrsu 258 yenosek, usz komopbix 51,9 %
(134) cocmasunu maneduku u 48,1 % (124) desouku. [ns uccnedosaHusi mpesoau ucronb3osanu mecm Crunbepaepa, 0551 duacHOCMUKU
Odenpeccuu onpocHuk demckol denpeccuu M. Kovacs. BeposimHocmb oueHuganu ¢ nomowbio t-kpumepusi CmbrodeHma ¢ nocmpoeHUuem
95 % OosepumernbHo2o uHmepsana (M) ona pasHuybl cpedHux. KonuyecmeeHHbie npusHaku rpusedeHsl 8 sude Mxo. Bbicokuli
ypogeHb nu4YHocmHou mpesoau onpedesnsncs y 20 (6,4 %), a cumyamusHol mpeeoau -y 17 (5,4 %) wkonbHukos. CpedHull yposeHb
nu4yHocmHoul mpesoau ornpedensncs y 38 (12,1 %), a cumyamusHol mpesoau - y 142 (45,3 %) yenosek. Huskuli yposeHb NU4HOCMHOU
mpeesoau onpedensscs y 255 (81,56 %), a cumyamueHol mpesoeu - y 154 (49,3 %) yenosek. To ecmb, y 60bWUHCMBa WKOTLHUKO8
paHHe20 noOpocmKo8o20 8o3pacma UMes1 Mecmo HU3KUU YpOo8eHb KaK IU4HOCMHOU, makK u cumyamusHol mpegoxHocmu. [MpusHaku
denpeccusHbix paccmpolicme ebisieneHbl y 50,0 % obcnedosaHHbix demeli paHHe20 MoOPOCMKO8020 8o3pacma, 3aroHU8WUX
aHKembl, 8 YacCmMHOCMU, flegkue nposiereHusi denpeccuu ecmpeyvanuck y 70 (27,2 %) Yernosek, ymepeHHol - y 46 (17,8 %) yenosex,
sbipaxeHHoU Oenpeccuu - y 13 (5,0 %) denosek. YposeHb OenpeccusHol cumnmomamuku y 0egoyek bbin ebiwe (53,32+12,54
6arnnos) no cpasHeHuto ¢ mansqukamu (50,01+9,94 6annos) coomeemcmeseHHo (95 % AN, 0,5 - 6,0; p<0,019). YposeHb derpeccusHol
CUMMMOMamuKU y WKObHUKO8 20p0o0CKUX wkKosn bbin ebiwe (50,45+8,93 6annos) mo cpasHeHUK C y4YeHUKaMu CerlbCKUX WKOJ
(46,74+10,81 6annos) coomeemcmeeHHO (95 % [N, 0,5 - 6,9, p<0,023). [Npu cpasHeHUU 8bipaxeHHocmu OernpeccusHoU cuMnmomamuku
y Oemel u3 wkonbl-uHmepHam (59,64+15,03 6annos) ¢ yyeHukamu Opyaux cpedHux wkon (52,02+9,74 6anmnos) umesno mecmo
3HayumeribHoe ee rnpeobnadaHue uMeHHO y demel, Komopbkle ydamcs 6 wkone-uHmepHam (95 % AW, 2,5 - 16,3; p<0,008). mak, y
demell paHHe20 NMoOpOCMKO8020 8o3pacma & boNbWUHCMEe Cllyyaes ecmpeqaemcs HU3KUl yposeHb mpesoxHocmu. Bmecme ¢
mewm, y 50,0 % obcnedosaHHbIx Oemeli umerom Mecmo pa3Hol cmerneHu OenpeccusHble HapyuweHusl, Komopble rnposessanuch
MPeuMyuwecmeeHHo 8 8UOe CHUXEHHO20 HacmpoeHUs U aH2edoHUU. XKeHcKul nosl, npoxusaHue 8 20p00e U Hannu4yue HernosHot cembu
unu cupomemeo s6151H0mcesi 00HUMU U3 KITFOYEe8bIX (haKmopos pucka pa3sumusi 0enpeccuu y demeti paHHe20 ModpocmKo8020 go3pacma.
KnroueBble cnoBa: Oenpeccusi, mpegoza, nodpoCmKuU.
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