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Today chronic obstructive pulmonary disease (COPD) is an
urgent problem of public health service in both medico-social
and economic aspects because of its increased prevalence,
incidence of the disease, disability and death. People suffer
from COPD for many years and untimely die of it or its com-
plications [11].

Epidemiologic and statistical data show high prevalence of
COPD among the internal diseases in general and the dis-
eases of bronchopulmonary apparatus in particular. According
to the data of Medical Statistics Center of Ministry of Health
of Ukraine in 2011 the prevalence of COPD was 2969.1 per
100,000 of adult population [2], and the incidence of COPD
was 207.8 per 100,000 of adult population. COPD is one of
the leading causes of death and its incidence rate increases
rapidly [12]. According to recent data as to the prognosis of
COPD by 2030 it will become the fourth leading cause of
death in the world after cardiovascular diseases, oncopathol-
ogy and accidents [10], though in 1990 it took the sixth place
among causes of death. At the same time COPD is of great
importance from the point of view of economics as it makes
1/5t% of all causes of disability [11], being a great burden for a
particular patient and state economics in general.

COPD is a preventable and curable disease [16]. In recent
years frequency of diagnosing COPD has considerably
increased. But this is not because of increased incidence rate
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of the disease but due to extension of knowledge about it
owing to the work of native scientists in the field of pulmonol-
ogy. They clearly differentiated COPD and chronic bronchitis
in state normative documents and continue to deepen the
knowledge of it in accordance with modern world views of the
problem. In spite of the fact that principles of diagnostics and
treatment of COPD are constantly improving it is impossible
to achieve complete control of the disease and to stop its pro-
gression. That is why today the search of causes and mecha-
nisms aggravating clinical course of COPD [7] and accelerat-
ing its development is under way. Modern medicine regards
this pathology from the point of view of phenotyping.
Different clinical groups or variants of its course are distin-
guished leading to detection of more accurate confounding
factors and individualization of therapy approaches. On this
basis currently more and more attention is paid to study of
interaction between COPD and concomitant pathology [4,
6], which can be one of such factors. All this is reflected in a
new edition of international guidance “Global Initiative for
COPD” GOLD [16] and in State coordinative document —
The Order of Ministry of Health of Ukraine No 555 of June
27,2013 [5].

According to the data from foreign researchers the most
common concomitant diseases in patients with COPD are
cardio-vascular diseases (ischemic heart disease, hyperten-
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sion), dysfunction of skeletal muscles, osteoporosis, meta-
bolic syndrome, diabetes mellitus, lung cancer, sleep apnea
syndrome and depression [16]. Ukrainian scientists have
obtained similar data [1, 9] confirming the urgency of this
problem in Ukraine. Today information concerning the
prevalence of COPD associated with comorbid states is lim-
ited. There are isolated reports as to specific characteristics of
clinico-functional course of COPD associated with comorbid
diseases, efficacy of treatment and prognosis for this group of
patients [13].

At the same time, it should be mentioned that the 215 cen-
tury is the age of stresses and oppressive sorrows, predomi-
nantly psychic and emotional. There is the world tendency to
increased prevalence of psycho-emotional disorders and
states among population in general [3]. But among the
patients with COPD it makes 12—50 % by different data con-
siderably exceeding their prevalence in general population (<
5 %). This is precisely why lately more emphasis is put on the
study of depression in these patients. Patients with COPD are
distressed most because of loss of labor capacity accompanied
by frustration and the sense of uselessness for the society and
relatives. Usually such sufferings lead to pre-depression states
which often have masked or asymptomatic course and are
insufficiently studied.

According to figures from foreign authors, prevalence of
depression in patients with COPD ranges from 7 % to 80 %.
Thus, findings of Yohannes et al. [26] correlate with the results
of a large US National population sample trial using the ques-
tionnaire of the Centre of Epidemiological Depression Study.
They had diagnosed depression in 40 % of patients with
COPD and these patients were more prone to report the
symptoms of depression than those with strokes, hyperten-
sion, diabetes mellitus, ischemic heart disease, arthritis or
cancer. At the same time Zhang et al. in meta-analysis of eight
qualitative trials found the prevalence of depression to be 24.6
% in patients with COPD [30]. Occurrence of anxiety in
COPD, by the data of foreign sources, ranges from 6 % to 74
% [27]. These considerable differences in statistical data can
be explained by differences in sensitivity of psychologic test-
ing respondents in various investigations and differences in
criteria of selecting patients considering the influence of
external factors. No information is available concerning the
prevalence and structure of psycho-emotional disorders in
patients with COPD — residents of our region. There are
some data from Ukrainian scientists in literature as to the fac-
tors influencing the severity of anxiety and depression symp-
toms, the search for screening methods of diagnostics of these
disorders [11] and their drug correction [10].

Researchers dealing with comorbid psycho-emotional dis-
orders have suggested a number of theoretical models to study
the relationship between depression, anxiety and COPD.
Most of them consider the mechanism of development of
depression in patients with COPD to be the result of complex
influence of such risk factors as smoking, hypoxia, systemic
inflammation as well as the influence of the disease on the
patients’ lives [21, 26].

It should be mentioned double influence of smoking on the
state of psycho-emotional system: on the one hand, nicotine
may influence the mood through cholinergic receptors, and
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quitting smoking is a great stress [22]; on the other hand, by
the results of scientific research, depression is diagnosed more
often in smokers than in persons who do not smoke [28].
Recently it was found that the change of serotonin trans-
porter gene is associated with smoking and depression,
explaining the genetic determinant in the pathogenesis of
COPD [17]. Both COPD and smoking lead to the develop-
ment of hypoxia which in its turn is of great significance in the
development of depression, psychomotor inhibition, distur-
bances of memory and cognitive function [14, 21]. Systemic
inflammation in COPD is related to its various phenotypes
including depressive. Moreover, depression itself is associated
with immunodysfunction [25] and increased susceptibility to
infections [15] which can at least partially explain high inci-
dence of infection exacerbations in patients with COPD and
concomitant depression [19]. Some theories of depression
development in patients with COPD are based on the influ-
ence of the disease on special aspects of persons’ life. These
models generalized by Norwood [24] show that distress and
loss of usual working capacity contribute to the development
of depression while positive social and medical aid facilitate
the course of COPD. Respiratory disturbances and panic
states make the basis for hyperventilation anxiety model
which in its turn demonstrates that development of hypercap-
nia leads to aggravation of dyspnea and sense of anxiety [24].
There is also a theory of hypersensitivity to carbon dioxide, it
is based on the results of investigations which demonstrate
similar excessive sensitivity of brain chemoreceptors in
patients with COPD and patients with panic disorders having
«unreal dyspnea attacks» [18, 20].

In spite of the fact that there is much information as to the
prevalence of depression and anxiety disorders, little attention
is given to their influence on life of patients with COPD. Ng
T. P. et al. found that prevalence of depression depends on the
severity of COPD, and patients with severe COPD and
depression are more likely to have exacerbations, frequent
rehospitalizations and worse survival [23].

Modern scientists work much to study the prevalence of
depression in patients with COPD as well as the relationship
between these comorbid diseases. But scientific literature
lacks information concerning other borderline psycho-emo-
tional disorders associated with COPD.

Taking into consideration abovementioned mechanisms of
the development of psycho-emotional disorders and COPD
reviewed in literature as well as the information that chronic
somatic pathology (including COPD) contributes to forma-
tion of emotional and personal patients’ characteristics by
“neurotic” triad type, we defined the objective of our work —
to evaluate the course of COPD by personal observations on
the basis of available knowledge about the prevalence and
types of somato-psychic disorders.

Materials and methods

43 in-patients with COPD (30 males (69.7 %) and 13
females (30.3 %)) of Vinnytsia City Clinical Hospital Ne 1 and
21 apparently healthy persons (14 males (66.6 %) and 7
females (33.4 %)) were included into the study and investi-
gated in 2013. Mean age of COPD patients was (65.1 = 1.9)
years, and in the control group it was (56.0 = 7.3) years. The




duration of COPD was (10.6 = 1.2) years. The diagnose of
COPD was made according to the Order of Ministry of
Health of Ukraine No 555 of June 27th, 2013. Depending on
the severity of disease the patients were divided as follows:
Grade II — 16 persons (37.2 %), Grade III — 25 persons
(58.14 %), Grade IV — 2 persons (4.65 %).

Investigation of psycho-emotional state in COPD patients
and control group was done using the complex of standard
questionnaire methods:

1. Determination of neurotization level (NL) by L. L
Wasserman (2002).

2. Determination of the level of reactive anxiety (RA) and
personal anxiety (PA) using Spielberger — Hanin scale (State-
Trait Anxiety Inventory) (2002).

3. Determination of depression level (DL) using the meth-
od of V. Zung (1971) (The Zung self-rating depression scale)
in adaptation of T. 1. Balashova (2002) [8].

Results and discussion

Patients with COPD were found to have significantly
higher prevalence of concomitant somato-psychic disorders
in comparison with healthy persons. High NL was diag-
nosed in 34 (79.0 %) versus 3 persons (14.3 %) (p <0.001),
high level of RA — in 18(41,8 %) versus 5 persons (23,8 %),
high level of PA — in 33 patients with COPD (76.7 %) versus
6 (28.6 %) among healthy persons (p < 0.001). Clinically
significant DL was found in 10 patients of the main group
(23.2 %) versus 1 case (4.7 %) in the control group (p <
0.001). Having analyzed the prevalence of somato-psychic
disorders in COPD patients according to the severity of
disease we found an increased prevalence of SPD among
the patients to be associated with an increase of severity of
COPD (Fig. 1).

Thus, among the patients with COPD of grade II high NL
was diagnosed in 11 persons (68.75 %), high RA and PA lev-
els — in 8 (50 %) and 10 (62.5 %) cases respectively; among
the patients with COPD of grade 111 high NL was diagnosed
in 21 patients (84 %), high RA and PA levels —in 9 (36 %) and
21 (84 %) cases respectively; among the patients with COPD
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of grade IY high levels of neurotization and depression were
found in 2 persons (100 %), high RA level — in one patient
(50 %) (p <0,001).

According to our observations clinically significant somato-
psychic states were found to aggravate the course of COPD, to
decrease the tolerance to everyday physical activity, to worsen
the quality of patients’ lives, to enhance progression in
decreasing respiratory function indices as opposed to the
patients with less severe SPD.

We present here the review of clinical cases of COPD
course associated with various somato-psychic characteristics
in patients treated at the pulmonology department of
Vinnytsia City Clinical Hospital No 1.

Clinical case Ne 1. Medical history Ne 2312

Patient B., 72 years. Diagnosis in admission to the hospital:
Chronic obstructive pulmonary disease, Grade III, severe
course, severe infective exacerbation. Secondary lung emphy-
sema. Pulmonary insufficiency, Grade II.

The patient presented with complaints of dyspnea at rest
which increases in usual physical activity, frequent cough with
viscous mucopurulent sputum, increase of body temperature
to 38°C. He suffers from the disease for 20 years when dys-
pnea began to appear in walking upstairs and cough with small
amount of mucoid sputum.

COPD was diagnosed 8 years ago. Exacerbations requiring
hospitalization occur 3—4 times a year, he often calls an
ambulance. During the last 4 years he has the group III of
disability and does not work. He has been smoking for 32
years, index of smoking is 32 packs a year. He uses salbutamol
to relieve the symptoms and seretid-discus 500/50 mg — 1
inhalation 2 times daily — for basic treatment.

The objective examination showed: general state of moder-
ate severity, respiratory rate at rest — 24 per minute, noisy
breathing, wheezing is heard distantly, in auscultation rough
breath sounds with prolonged expiration are heard over the
lungs. Pulse rate — 68 beats per minute, rhythmical. Arterial
pressure on the left and right shoulder — 120/60 mm Hg and
130/70 mm Hg respectively.

O, O,

100+

90+ ) )

80+
70-
60-
50-
40+
30-
20-
10-

0-

NN N N N NN\

Il stage Il stage

ENL
K ERA
OPA
ObL

IV stage

Fig. 1. Prevalence of somato-psychic disorders depending on the severity of COPD.
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Additional methods of investigation. Investigation of respira-
tory function using computed spirometry showed: FVC=71 %
(2.921), FEV,=43 % (1.361), FEV, / FVC = 46.6 % (percent-
age is given with regard to proper values, investigation was
done after taking 400 ug of salbutamol). Pulse oxymetry
showed SatO, of arterial blood — 88 %. Radiography of the
chest organs detected inflated covering layer of the lungs,
streaking and low-structural lung roots, deformed lung pat-
tern.

Dyspnea was confirmed by the modified international scale
of dyspnea (mMRC) as the patient got 4 points. By the results
of CAT questionnaire (COPD assessment Test) the patient
got 40 points — the highest possible number.

Determination of the level of reactive anxiety (RA) and
personal anxiety (PA) was done using Spielberger — Hanin
test. Having made simple calculations by appropriate formu-
las we got the following results: RA level score = (17 + 38) =
55 and PA level score = (36 + 20) = 56 which are considered
to be high. Determination of depression level (DL) was done
using the method of V. Zung. It was found to be 53 scores
which corresponds to clinically subdepressive state (“masked”
or «somatoform» depression). In determining neurotization
level (NL) by L.I.Wasserman the patient gave positive answers
to 33 questions out of 40, therefore NL was high - 82.5 %.

In conclusion we can say that this patient has an extremely
severe course of COPD (by the number of symptoms, hospi-
talization rate, the extent of given therapy), and the indices of
respiratory function correspond to GOLD-3. As to the clas-
sification of COPD according to the Order of Ministry of
Health of Ukraine Ne 555 this patient can be referred to group
D which is characterized by a large number of symptoms,
frequent exacerbations and high risk of unfavourable events.
In this case association of COPD with clinically significant
somato-psychic syndromes of anxiety, neurotization and
depression promoted to some extent somatization of COPD
symptoms. The examined patient with such somato-psychic
status should undergo treatment of SPD in comlex COPD
therapy. Consultation of the psychologist is advisable.

Clinical case Ne2. Medical history Ne 1179. Patient Z., 73
years of age. Diagnosis in admission to the hospital: Chronic
obstructive pulmonary disease, grade 111, severe course, mild
noninfective exacerbation. Secondary lung emphysema.
Pulmonary insufficiency of grade II. Chronic cor pulmonale,
compensated CH,,.

The patient presented with complaints of dyspnea during
usual physical activity, feeling of wheezing in talking and deep
breething. She suffers from the disease for 15 years and has
one exacerbation a year. She uses salbutamol to relieve the
symptoms and seretid-discus 500/50 mg - 1 inhalation 2 times
daily- for basic treatment.

The objective examination showed: satisfactory general
state, respiratory rate at rest — 22 per minute. In auscultation
rough breath sounds with prolonged expiration are heard over
the lungs as well as scattered dry wheezing rales. Pulse rate —
76 beats per minute, rhythmical. Arterial pressure on the left
and right shoulder — 120/70 mm Hg and 125/80 mm Hg
respectively.

Additional methods of investigation. Investigation of respira-
tory function using computed spirometry showed: FVC = 61
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% (2.271), FEV = 35 % (1.011), FEV,/FVC=44 % (percent-
age is given with regard to proper values, investigation was
done after taking 400 microgram of salbutamol). Pulse oxym-
etry showed SatO, of arterial blood — 98 %. Radiography of
the chest organs detected increased airness of lung tissue on
both lung apexes, streaking roots, basal adhesions on the left.

The level of dyspnea was determined by mMRC scale and
was found to be 4 points. By the results of CAT questionnaire
the patient got 9 points.

Careful investigation of RA and PA levels found the follow-
ing results. RA level score = (16 + 20) = 36 corresponding to
moderate level of RA. PA level score = (27 + 10) = 37 corre-
sponding to moderate level of PA and suggests that insignifi-
cant increased anxiety is a personality trait of this patient.
General DL level score was, according to calculations, 29
corresponding to “depression free” state. In determining NL
by L.I.Wasserman the patient gave 12 positive answers to 40
questions to detect neurotization symptoms. Therefore NL
was 30 % suggesting low NL.

In conclusion it can be stated that association of COPD
with clinically insignificant level of SPD in the form of some
increased anxiety was characterized in that patient by nonse-
vere clinical course (few symptoms, infrequent hospitaliza-
tions because of exacerbations) which to some extent contra-
dicted the functional data (respiratory function indices
corresponded to stage GOLD 3). Summarizing the results of
patient’s Z. examination and using modern classification of
COPD she can be referred to group C which is characterized
by a small number of clinical manifestations and increased
risk of unfavourable events.

Having compared the course of COPD in two patients we
can state that on the background of virtually the same respira-
tory function indices it is characterized by more severe mani-
festations in the first patient and is associated with referral of
the patient to the group with more unfavourable course and
prognosis (group D in this case). Taking into account the fact
that severe course of COPD, according to our data, was asso-
ciated with marked changes in functional state of psycho-
emotional sphere, we confirm the coexistence of those
states — somatic (classic COPD) and psychic (concomitant
SPD). This undoubtedly should become the object of thor-
ough study in practical work of every doctor who manages
patients with COPD.

Conclusions

1. Today chronic obstructive pulmonary disease (COPD) is
an urgent medical and social problem. Lack of information
about possible causes of its progression despite modern meth-
ods of treatment requires the search of promoting factors of
this process.

2. Comorbid psycho-emotional disorders may be consid-
ered as one of the factors leading to inadequate control of the
disease.

3. Patients with COPD have significantly higher prevalence
of concomitant somato-psychic syndromes in comparison
with healthy persons: high level of neurotic disorders was
found in 34 (79.0 %) versus 3 patients (14.3 %), high level of
state anxiety — in 18 (41.8 %) versus 5 patients (23.8 %), trait
anxiety — in 33 (76.7 %) versus 6 patients (28.6 %), depressive




states were diagnosed in 10 (232 %) versus 1 case (4,7 %) in
the control group (p < 0,001).

4. The prevalence of psycho-emotional disorders was found
to depend on the severity of COPD which correlates with the
findings of foreign authors.

5. The review of clinical cases showed the course of the
disease to be associated with the severity of clinically signifi-
cant somato-psychic disorders, leading to more unfavourable
prognosis for the patient.

6. Further investigation of correlations between somatic
and psycho-emotional components in patients with chronic
obstructive pulmonary disease as well as the study of its
course, quality of life are required to work out the principles
of managing this group of patients.
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OPUTIHANBHI CTATTI

OCOBEHHOCTU MOPAXXEHUSA
NMCNXO3MOLIMOHAJIbHOW CPEPBI Y BONbHbIX
XPOHUYECKWUM OBCTPYKTUBHbIM
3ABOJNIEBAHMEM JIEFKUX C PA3NIUYHbIMU
KNMUHNYECKUMN ®EHOTUMAMMW: AHANU3
CINYYAEB KJIMHNYECKOIO TEYEHUS

Mo PE3YNIbTATAM COBCTBEHHbIX
MCCNEAOBAHUA

A. A. Jloseans

Pe3iome

AKTYalbHOCTb. XpoHuueckoe 00cmpykmugHoe 30001e8aHUe JeeKUX
(XO3J1) — sasxcnas meduko-coyuanbHas npobaema co8pemMeHHoCmu, KOmo-
pas 06ycaoeaugaem nopasiceHue He moabko ObiXamenbHol CUCEeMbl, HO U
Opyeux cucmem 0peaHu3Ma, 4mo 3HAYUMENbHO 8AUSeM HA NCUXOIMOUUO-
HAAbHOe cOCMOosHUe hayuenma u meuerue 3adonesanus. Haubonee yacmoi-
Mu komopbuonsimu cocmoarusmu npu X03JI aeasromes cepdeuro-cocyouc-
mole  3a004e6aHUsA, OUCPYHKUUS CKeNeMmHbIX Mblully, OCHeonopo3,
MemaboauuecKuli CUHOpoM, caxaphulii duabem, paK AeeKux, CUHOPOM HOH-
H020 anHo3 u denpeccus. Pacnpocmpanennocme denpeccuu cpedu 60abHbIX
XO3JI 3Hauumenwvro npesviuiaem makosyio 6 ooueii nonyaayuu. Ilpu smom
uacmo mpegoxchvle, npeddenpecushoie cocmosnus y 6oavhoix X03JI npo-
meKaiom cKpbimo U Mano uccaedo8aHbsl.

Heab. Ha ocHosanuu usyuenus pacnpocmpaHeHHOCMuU U U008 coma-
moncuxuueckux paccmpoiicmeé (CIIP) ouenumv meuenue XO3JI ¢ nomo-
Wbl cOOCMBEHHbIX HAOAI00eHU.

Pesynsrarbl. boavhoie XO3JI umeau docmosepro 0onee 8biCOKYIO pac-
npocmpanennocms conymemeyiouux CIIP 6 cpasHenuu ¢ KOHMpOAbHOU
2pynnoil, a UMeHHO: biCOKUIL yPOBEHb He8pomu3ayuu ouazHocmupogan y 34
(79,0 %) nayuenmos npomus 3 (14,3 %), peakmuenoii mpegoxcHocmu —
18 (41,8 %) npomus 5 (23,8 %), auunocmuoi mpegoycHocmu —
33 (76,7%) npomus 6 (28,6 %), denpeccusnvie cocmosnus — 10 (23,2 %)
npomus 1 (4,7 %) 6 epynne kornmpoas (p < 0,001). Yemanoeaero, umo pac-
NPOCMPAHEeHHOCMb PACMPOLICIE NCUXOIMOUUOHANLHOU cepbl 3a8UcCUm Om
msaxcecmu XO3JI, umo koppeaupyem ¢ OaHHbIMU 3GPYOEIUCHBIX ABMOPO8.
AHaAU3 KAUHUMeCKUX cAy4aé nokasan, umo msycecmsv meuenus XO3JI
acoyuupyemes ¢ 8bipaxceHHocmulo Kaunuvecku 3uavumoix CIIP u omo-
opascaemcs @ 6oaee HeOAALONPUAMHOM NPOCHO3€e 0451 NAUUEHMA.

BoiBoabl. KomopOuoHbie nCuxoImMoyuoHanbHbie paccmpoicmea Mozym
svicmynams Kax 00uH u3 pakmopos, cnocoocmayiouux HedocmamoyHomy
KOHmpoalo Hao 3abonesanuem. Pacnpocmpanennocms conymcmeyroujux
pacmpoiicme NCUxoIMouUoHanbHol cepol y 6oavHbix XO3J docmosepro
evlie, ueM y 300p0GUX AUY, U 3AGUCUM OM MSANCECMU 3a001€6AHUSA.
Cpasnenue kaunuyeckux cay4ae 6oavhvix XO3JI ¢ pasHbvim cocmosHuem
NCUXOIMOYUOHANLHOI chepbl NOKA3aA0, YMO HAAUYUe Y NAUUEeHMA KAUHU-
yecku 3navumux CIIP omseouwjaem meuenue u npoeHo3 3a0601e6aHUs.

KiioueBble cioBa: xpoHuueckoe o6cmpykmugHoe 3a601e6anue NeeKux,
CUHOPOM COMAMONCUXUHECKUX PACCMPOTICME, HeBPOMU3AYUS, PeAKMUBHAS
MPegOINCHOCHb, NUYHOCHHAS MPEBONCHOCb, 0enpeccusl.
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SPECIFIC CHARACTERISTICS OF
PSYCHOEMOTIONAL DISORDERS IN PATIENTS
WITH CHRONIC OBSTRUCTIVE PULMONARY
DISEASE WITH DIFFERENT CLINICAL
PHENOTYPES: REVIEW OF CLINICAL CASES
BY THE RESULTS OF PERSONAL
INVESTIGATIONS

A. O. Dovgan

Abstract

Actuality. Today chronic obstructive pulmonary disease (COPD) is an
urgent medical and social problem leading to the affection not only
respiratory system but also other body systems and having a great influence
on psychoemotional state of patients and the course of the disease. The most
common comorbidities in COPD are cardio-vascular diseases, dysfunction
of skeletal muscles, osteoporosis, metabolic syndrome, diabetes mellitus, lung
cancer, sleep apnea syndrome and depression. Prevalence of depression
among the patients with COPD is considerably higher than in general
population. Often thoughts of possible disability lead to pre-depression states
which have asymptomatic course and are insufficiently studied.

Aim. 7o evaluate the course of COPD by means of personal observations
on the basis of available knowledge about the prevalence and types of
somatopsychic disorders.

Results. Comorbid psycho-emotional disorders may be considered as one
of the factors leading to inadequate control of the disease. Patients with
COPD have significantly higher prevalence of concomitant somatopsychic
syndromes in comparison with normal persons: high level of neurotization
was found in 34 (79,0 %) versus 3 patients (14,3 %), high level of reactive
anxiety — in 18 (41,8 %) versus 5 patients (23,8 %) , personal anxiety — in
33 (76,7 %) versus 6 patients (28,6 %), depressive states were diagnosed in
10 (23,2 %) versus 1 case (4,7 %) in the control group (p < 0,001). The
prevalence of psycho-emotional disorders was found to depend on the
severity of COPD which correlates with the findings of foreign authors. The
review of clinical cases showed the course of the disease to be associated with
the severity of clinically significant somatopsychic disorders, leading to more
unfavorable prognosis for the patient.

Conclusions. Prevalence of concomitant psychoemotional disorders in
patients with COPD is significantly higher than in healthy persons, they
depending on severity of the disease. Comparison of clinical cases of patients
with COPD associated with psychoemotional states showed that the presence
of clinically evident somatopsychic disorders worsens the course of the
disease and the prognosis for the patient.

Key words: chronic obstructive pulmonary disease, somatopsychic
disorders, neurotization, reactive anxiety, personal anxiety, depression.
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