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Summary. On the basis of United Nations staff deployed in a highly volatile conflict zone there were 195 civilian and mil-
itary personnel interviewed and surveyed with a modified and revised version of Impact of Event Scale -Revised (IES-R).
The research was conducted with a purpose to assess the effectiveness of 6 hrs. Resilience Training (RT) conducted prior
to deployment on the affected staff in decreasing and alleviating Acute Stress Disorder (ASD) and Post-Traumatic Stress
Disorder (PTSD) common diagnostic criteria, namely avoidance, intrusion, and hyperarousal. Survey results showed that
scoring on modified Impact of Event Scale-Revised for those who passed 6 hrs. RT without following RT handout instruc-
tions improved by 13 % compared to control group. Those who passed RT training and closely followed RT handout
instructions for the whole duration of their deployment improved by 41 %. The length of deployment (or exposure time)

is 7+4,5 months.
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Introduction and hypothesis: After an
exposure to a highly traumatic event victims
or/and survivors may experience a wide range
of wild psychological reactions commonly
referred to as Acute Stress Reaction (ASR).
If ASR lasts for over 2 days it may turn to a
stage of Acute Stress Disorder (ASD). ASD is a
psychiatric diagnosis with diagnostic criteria
markedly similar to those of Post-Traumatic
Stress Disorder (PTSD), though the criteria for
ASD place a greater emphasis on dissociative
symptoms. In fact, a diagnosis of ASD turns to
a diagnosis of PTSD nearly automatically if the
symptoms go on for over 30 days.

Most studies of adults indicating that at least
half of those trauma survivors with ASD meeting
criteria for subsequent PTSD [1]. These studies
suggest that people who do meet criteria for
ASD are at higher risk for persistent PTSD. In
contrast, the sensitivity across most studies was
poor, indicating that the majority of trauma
survivors who eventually developed PTSD did
not meet the full criteria for ASD. Although 50
% to 90 % of the population may be exposed
to traumatic events during their lifetimes [2, 3]
most exposed individuals do not develop ASD
or PTSD. But the rest are still in danger.

Effective treatments for the symptoms of
ASD or PTSD encompass psychopharmacology,
psychotherapy, psycho-education and other
supportive measures [4].

Antidepressant medication and short-term
cognitive behavioral interventions (exposure
therapy and cognitive restructuring) during
the acute aftermath of trauma are common
methods of treating ASD [5-8]. Bryant and
colleagues [8, 9] have conducted the studies
that specifically assessed and treated ASD. They

have shown that a brief cognitive behavioral
treatmentmaynotonlyalleviate ASD symptoms,
but it may also prevent the subsequent
development of PTSD [10-13]. For the purpose
of treating PTSD Cognitive Behavioral Therapy
(CBT) encompasses a number of approaches
such as cognitive processing therapy, exposure
therapy, systematic desensitization, relaxation
training, assertiveness training etc.

Nowadays the fact is obvious that in high-
risk occupations directed efforts should be
undertaken to enhance psychological resilience
in order to prevent the development of both
ASR and PTSD. The American Psychological
Association defines resilience as «the process of
adapting well in the face of adversity, trauma,
tragedy, threats or even significant sources of
threat.»

Emerging scientific research has begun to
show that neurobiological systems associated
with resilience can be strengthened to respond
more adaptively to stress. For example, research
using EEG and fMRI technology has shown
that mindfulness meditation and training in
cognitive reappraisal can increase activation
of the left prefrontal cortex. This is important
because people with greater activation of the
left prefrontal cortex recover more rapidly from
negative emotions such as anger, disgust, and
fear [14]. University of Wisconsin researcher
Richard Davidson has proposed that resilience
is largely related to activation of the left
prefrontal cortex and the strength of neural
connections between the prefrontal cortex
and the amygdala. Robust activation of the PFC
inhibits the amygdala, quiets associated anxiety
and fear-based emotions, and allows the PFC to
facilitate rational planning and behavior.
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As prof. lvan Robertson stated personal
resilience is the capacity to maintain wellbeing
and work performance under pressure,
including being able to bounce-back from
setbacks effectively. Our natural resilience
is a combination of personal characteristics
and learned skills — but most importantly the
quality can always be developed whatever an
individual’s starting point [15].

Considering the above we can hypothesize
that prior to deployment Resilience Training
(RT) comprising basic knowledge of a set of
psychological techniques will alleviate ASD and
PTSD common diagnostic criteria of avoidance,
intrusion, and hyperarousal.

Materials and Methods: On the basis of
United Nations staff deployed in a highly
volatile conflict zone there were 195 civilian
and military personnel (males and females
aged 39+13 years) interviewed and surveyed
with a modified and revised version of Impact
of Event Scale (IES-R). IES is not a diagnostic
for PTSD, but is an appropriate instrument to
measure the subjective response to a specific
traumatic event in the adult population.
The IES-R statements were modified and
had to be assessed in present tense that is
describing symptoms of avoidance, intrusion,
and hyperarousal as they are currently felt.
The research was conducted with a purpose
to assess the effectiveness of 6 hrs. Resilience
Training (RT) conducted prior to deploymenton
the affected staff in decreasing and alleviating
ASD and PTSD common diagnostic criteria,
namely avoidance, intrusion, and hyperarousal.
The survey against IES-R was conducted
twice, once before the deployment and after a
certain period of time. The time frame for the
second assessment was very heterogeneous
7+4,5 months due to limited availability of
staff members for the survey. All the study
participants were arranged in three groups:
one control group and two experimental ones.
The control group consisted of 44 staff member
who did not attend a RT. The first experimental
group was composed of 63 members, who
took part in RT but did not follow RT handbook
instructions during the whole period of their
deployment. The second experimental group
comprised 88 participants who did both
successfully passed RT training and closely
followed the RT handbook instructions for the
whole duration of their deployment.

RT and handout instructions comprise
brief practical knowledge of specific
psychotherapeutic strategies and basic skills
development. Shortened versions of a case
study are presented as appropriate. The training
and handout instructions are intended as a self-

help guide and include the following set of CBT
approaches:

Cognitive Processing Therapy (CPT) is a
modification of a CBT used by psychotherapists
to help clients to explore their traumatic
experiences and recover from PTSD. CPT
views erroneous beliefs about the aversive
and/or traumatic event as a cause of negative
emotions which in turn prevent from
processing the trauma memory. The emphasis
is made on the danger of the use of avoidance
as a coping strategy which interrupts natural
recovery process. The primary focus is to gain
an understanding and modify the meaning
attributed to a traumatic event. Participants
are taught both to identify ‘stuck points, which
are problematic beliefs that prevent natural
recovery from traumatic experiences and to use
asetofSocraticquestionstodeal with automatic
thoughts that can be highly distressing in
order to modify these maladaptive beliefs. The
major focus is on teaching the participant the
cognitive skills necessary to identify, evaluate,
and modify their beliefs as necessary regarding
any traumatic events they may experience.

Systematic Desensitization (SD) is a therapy
intended to overcome phobias and extreme
anxiety. The participants are first taught to
instill deep muscle relaxation and then imagine
fear-producing stimulus while in a relaxed
state; though constructing of fear hierarchy as a
time-consuming component is excluded from
the training.

Rational Problem Solving (RPS) is an efficient
technique for learning effective thinking which
lies in proceeding through logical reasoning
to satisfactory solutions of personal problems.
The process includes the following five steps:
general orientation, problem definition,
generation of alternatives, decision making,and
verification. The steps are to be remembered
by heart and produced and followed even in a
highly stressful environment.

Progressive Muscular Relaxation (PMR) involves
alternately tensing various muscles while
attending closely to and differentiating sensations
one is experiencing when their muscles tensed in
comparison when they are relaxed.

Centering is a breathing martial arts
procedure that helps to relax and eliminate
problem thoughts. It involves conscious
relaxation and particular way of breathing from
very low down in your abdomen.

Assertiveness Training (AT) is an approach to
interpersonal communication which teaches
to maintain an appropriate balance between
passivity and aggression. It promotes the use
of «I» statements as a way to help individuals
express their feelings in contrasted with «you»
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statements, which are not always received
well by others. The participants are taught to
express negative thoughts and feelings in a
healthy and positive manner, receive criticism
and compliments positively and learn to say
«No» when they needs to.

All these techniques are just a pool of survival
strategies from which a person can select what
they really need in a particular situation or
general setting.

Interpretation of the results of the test carried
out on the basis of calculation of received grade
points: number of points in the range of 0t0 0,9
were classified as range of normality (Zonel),
from 1 to 1,9 — as mild anxiety simptoms
(Zone 1), from 2 to 2,9 — moderate mild anxiety
simptoms (Zone Ill), from 3 to 4 - severe anxiety
simptoms (dependence) (Zone IV).

Mathematical and statistical analysis of
received grade points was performed using
the software Microsoft Office XL 2010 with
the calculation of the percentage (P) and its
error (sp). Valid data were recognized with the
significance level p<0.01. The indicator was
calculated using Microsoft Excel and SPSS 15.0
for Windows.

Results and discussion: All groups showed
tendency to increase IES-R scoring which
revealed increase in adverse effect of the
traumatic experiences. But the extent of
negative effect was quite different (table 1-3).

Comparison of results is presented on fig. 1.

Table 1
The frequency (P+sp) of different degrees of
the adverse effect of the traumatic experiences
among participants of the control group

Degrees Before After
n(42) Ptsp n Ptsp
ZonelV  3-4 0 0 2 4,50%+3,0%
Zonelll 2-29 0 0 4 9,50%4,0%
Zonell 1-19 3 70%+30% 5 12,0%5,0%
Zonel 0-09 39  930%+30% 31  74,0%%6,0%
Table 2

The frequency (P+sp) of different degrees of
the adverse effect of the traumatic experiences
among participants of the first experimental

group (RT)
Degrees Before After
n (65) P+sp n P+sp
ZonelV  3-4 0 0 1 1,0%z1,0%
Zonelll 2-29 0 0 3 4,0%22,0%
Zonell 1-19 5 8,0%%3,0% 5 7,0%3,0%
Zonel 0-09 60  92,0%*30% 56  88,0%4,0%

Table 3
The frequency (P+sp) of different degrees of
the adverse effect of the traumatic experiences
among participants of the second experimental

group (RT+h)
Degrees Before After
n (88) Ptsp n P+sp
Zone IV 3-4 0 0 0 0
Zonellll 2-29 0 0 2 2,0%+1,0%
Zonelll 1 =19 7 8,0%+2,0% 6 7,0%=+2,0%
Zonel 0-09 81 92,0%+3,0% 80  91,0%+3,0%
Control  Control Exp. Exp. Exp. Exp.
group group Groupl Groupl Group2 Group?2
before after before after before after
W Zonel LlZonell LiZonelll M ZonelV

Fig. 1. Comparison of the frequency (P+sp) of different
degrees of the adverse effect of the traumatic experiences
among participants of all groups

As can be observed in the tables and picture
1 in the control group where psychotraining
was not carried out the higher degree of post-
traumatic symptoms was identified.

The average scores before deployment (or
exposure) for control and both experimental
groups were — 0,81; 0,79; 0.83 on IES-R scale
respectively. (table 4).

Table 4
average scores of the adverse effect of the
traumatic experiences before and after
deployment (or exposure) among participants of

all groups
before after
Control group 0,81 1,94
Exp. group 1 0,79 1,69
Exp. group 2 0,83 1,14

We can observe a negative average increased
in control and both experimental groups by
13,9%, 11,4%, 37,0% respectively (table 4,
fig.2).

On the other hand comparison showed that
on the background of the control group there
was noticeable improvement by 13,0% in the
first control group and 41,0% in the second
control group.

Summary: therefore, we can state that RT
markedly enhances its effectiveness if it is
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Fig. 2. Comparison of average scores of the adverse

effect of the traumatic experiences before and after deploy-
ment (or exposure) among participants of all groups

Exp.groupl Exp.group 2

followed by the use of a handout instruction
support. So, results of our study have shown
that RT as a strategy of developing skills
relevant to psychological resistance in adverse
circumstances is highly advisable.

Perspectives for future research:
implementation  of  Stress  Resilience
training in the practice psychotherapy and
psychotrainings for alleviation of post-
traumatic symptoms in staff deployed in a
conflict zone.
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B/IMAHUE CTPECC-PESWINEHCTPEHUHIA
HA BbIPAXXEHHOCTb MOCTTPABMATUYECKOK
CUMNTOMATUKN

J1. H. BonowmuHa, K. H. Emeu
XapbKoBCKuii HaLMOHanbHbIN yHUBepcuTeT umenm B. H. KapasuHa

AHHOTaumA. Ha 6a3e nnyHoro coctasa OOH B 30He
BOEHHOro KOHGMKTa 6bino obcnegoBaHo 195 ye-
NOBEK Cpean rpaxAaHCKMX JINL 1 BOEHHOIO COCTaBa
C MOMOLLbI MOAUPULMPOBAHHON BEPCUN OMpPOC-
HuKa Impact of Event Scale — Revised. ViccnepoBa-
HWe NpoBefEeHO C Lenbto onpeaeneHna sopdexkTnBs-
HOCTW 6-yacoBoro CTpecc-Pe3nnmeHc TpeHuHra no
CHVIKEHUIO U CMATYEHMIO OBLWNX ANArHOCTUYECKMX
Kputepunes octporo (ASD) n nocttpaBMaTnyecko-
ro (PTSD) cTpeccoBbiX paccTpoOncTe (n3beraHue,

BMWUB CTPEC-PE3UIIEHC TPEHIHTY HA BUPA3HICTD
MOCTTPABMATUYHOI CUMIMTOMATUKW

1. M. BonotumHa, K. M. Emeup
XapKiBCbKuil HaLioHanbHUiA yHiBepcuTeT imeHi B. H. Kapasina

AHoTauia. Ha 6a3i oco6osoro cknagy OOH B 30Hi
BilNCbKOBOI0O KOHONIKTY 6yno obctexxeHo 195 ocib
cepef UMBINbHKX i BINCbKOBOrO CKflagy 3a AOMNOMO-
roto MoaudikoBaHoi Bepcii onutyBanbHUKa Impact
of Event Scale — Revised. [locnigeHHA npoBeae-
HO 3 MEeTOl BU3HAYEHHs epeKTUBHOCTI 6-roaunH-
Horo CTpec-PesinieHC TpeHiHry Wwofo 3HWMXKeHHA
i MOM'AKLWEHHA 3arafibHUX AiarHOCTUYHUX KpuTte-
piiB roctporo (ASD) i noctTtpaBmaTuuHoro (PTSD)
CTpPecoBUX pPoO3NnagiB (YHUKHEHHA, HaB'A3NMBOCTI
" rinep36ypnuneocTi), NpoBefeHOro Ao BiAnpaBKM
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HaBA3UYMBOCTb U MMNepPBO30YANMOCTb), MPOBEAEH-
HOro O OTMpPaBKM JIMYHOTO COCTaBa B 30HY KOH-
¢bnukTa. PesynbraThl nccnegoBaHWA Nokasanu, 4yto
nokasartenu no moanduumnpoBaHHon wkane (IES-R)
nud, npowefwmnx 6-yacosbln Crpecc-Pe3nnneHc
TPEHWUHT, OJHAKO He BbIMOJIHABLUMX B MOCHenyto-
LWeM VHCTPYKUWUIA, npuiaraemMbix B byknete, ynyu-
wwunacb Ha 13,0% NO CPAaBHEHUID C KOHTPOJbHOMN
rpynnou. Pe3ynbTaThl y4aCTHMKOB 3SKCMEPUMEHT],
KOTOpble NPOLWAN TPEHWHT U ClIef0Bann NUHCTPYK-
LUMsM, NPeasIoKeHHbIM B OyKneTe, ynyylmnamncb Ha
41,0 %. Bpems npebbiBaHMA B 30He KOHOMKTA CO-
cTaBnano 7+ 4,5 mecaua.

KnioueBble cnoBa: Crpecc-Pe3vnineHc TPeHUHT,
ocTpoe cTpeccoBoe pacctponcteo, [MTCP, Pesu-
JINEHC TPEHWHT UHCTPYKLUN.

Y[OK: 616.89-085.84'854

0Cco60BOro CKNagy B 30HY KOHOniKTy. Pesynbratin
JOCTiIKEHHA MOKasanu, Wo NoKasHUKM 3a Moaundi-
KoBaHoto wkanoto (IES-R) oci6b, aki nponwnn 6-ro-
AnHHMI CTpec-PesinieHC TpeHiHr, NpoTe He BMKO-
HyBanu B NOZanbLUOMY iHCTPYKLIN, AKi JoAaloTbCA B
6ykneTi, nokpawmnnca Ha 13,0 % NopiBHAHO 3 KOH-
TPOJbHOIO rPynot0. Pe3ynbTaTn yYaCHUKIB ekcnepu-
MEHTY, AKi NPOMLWAN TPEHIHT i crigyBanu iHCTPYKLi-
AIM, 3aNPONOHOBaHMM y ByKneTi, NoKpawmnmnca Ha
41,0 %. Yac nepebyBaHHA B 30HiI KOHONIKTY CKNagas
7 £ 4,5 micays.

KniouoBi cnoBa: Crpec-PesinieHc TpeHiHr, ro-
cTpunctpecoBuin posnag, MNTCP, PesinieHc TpeHiHr
IHCTPYKLUIil.

AHANIN3 SOOEKTUBHOCTN TEPANTUN AOOEKTUBHDIX
HAPYLUEHUW B CTPYKTYPE ALAUKTUBHOW NMATOJIOTMIA
METOAOM 3CT B COYETAHNW C NCMXOTEPANUEN

A. 3. Tpuropau

3anopoXCKMil roCyAAPCTBEHHDIA MeAUUMHCKIA YHUBEPCUTET

AHHoTauus. C uenbto aHann3a 3GHEKTUBHOCTN UCMOMNb30BaHNA METOAA NIEKTPOCYLOPOXKHOW Tepanmm y nalnueHTos,
cTpagaowmnx addeKTUBHBIMU PAcCTPONCTBaMU B CTPYKTYPE afANKLMIA, C MOMOLLbIO KITMHUKO-NCUXOMNATONIOrMyeckoro
MeTOf1a, B paMKax KOTOPOro Bepudpukauma n KBaHTUOMKaLmMa NCUXONaToNorMyeckom CUMNTOMATUKIM NPOV3BOAMIach
C NMOMOLLbIO LKaJIbl OLIEHKM MO3UTMBHBIX U HeraTuBHbIX cuHapomoB (PANSS), 66110 ob6cnegoBaHo 30 MauneHTOB,
CTpajatoLwunx NoAMHapPKOMaHUAMN. Ha OCHOBaHUM AaHHbIX LWKasibl OLLEeHKM MO3UTMBHOWM M HEraTUBHOM CUMNTOMATUKM
(PANSS), nonyuyeHHbIx B pe3ynbraTe WCCNeAOBaHWA, CAenaH BbIBOA O BbICOKOM 3PPeKTUBHOCTU MeToAa
371eKTPOCYAOPOXKHON Tepanuy B OTHOLEHUN abPeKTUBHbBIX PaCcCTPONCTB B CTPYKTYpe afanKLWA.

KnioueBble cnoBa: 3M1eKTPOCYAOPOXKHaA Tepanus, adpdpeKTUBHble PACCTPONCTBA, HAPKOMAHMSA, LWKana OLEHKM

MO3UTUBHOW N HEFATUBHOWN CUMMTOMATUKN.

BBepgeHune

AdbEeKTUBHBIN KOMMOHEHT UrpaeT BaXHeu-
wyto ponb B GOPMUPOBAHMN 3aBUCUMOCTU OT
MCUXOAKTMBHbIX BELECTB — KaK 3a CYeT Nnosu-
TUBHOIO NOAKPEeNneHns nx ynotpebneHunsa, Tak
M 3a cyeT dopmMumpoBaHMA cneumdruyeckoro
MopAyca IMYHOCTHBIX PeakUnii, nexalymx B oc-
HOBE afAVKTMBHOro nosegeHus. Mommmo 3T1o-
ro, UMeHHo pacctpoincTea adpdpeKTMBHON Cche-
pbl onpefenAlT OCHOBHOW BEKTOP nepexopa
HapKOIOMMYEeCKOro KOHTUHIEeHTa B NCUXUATPU-
YecKylo KNUHUKY, GOpMUPYA LVPOKNIA CNEKTP
KomopbuaHon natonoruu, Tpebdyiowen cneum-
dunyeckoro nopxoda K Tepanuu, 3ayacTyio
TPYZAHOOCYLLECTBMMOTO B YCIIOBMAX COBPEMEH-
HOM AeMapKaLunn HapKoNormyeckom n ncmxua-
TPUYECKON KNVHUK U chep KoMNeTeHL K.

Hannume cnoXHblx NcMxonaTtoreHeTUYeCcKnx
MEXaHN3MOB B3aVMIMOOTArOLWAOWErO BANAHUA

pacCcTPONCTB 3MOLMOHANbHO-BOIEBON Ccdhepbl
N afaVKTUMBHOW naTtonorum TpebyeT He Tosb-
KO TLATENbHOW AECKPUNUMA N aHaNn3a, HO U
NMOUCKa KOHIPY3HTHbIX METOAOB Tepanun, BO3-
AeNCTBYIOWNX HA KaXAbll KOMNOHEHT Hannye-
CTBYIOLLErO KOMMJIeKca NCMxonaToormyeckmx
HapyweHuin [1-4].

Hanuune Taxenbix, 3a4acTylo pe3nCTeHTHbIX
dopm adpPeKTUBHbIX HapyLIeHU Yy naumeH-
TOB, CTpagalolmx naTtonornyeckumm ¢opma-
MW 3aBUCMMOCTN OT MCUXOAKTUBHbIX BELLECTB,
LAVKTYeT HeoOXoAUMOCTb BKITIOUYEHNA B CMEKTP
Tepanuy 6MoNOrMYecKkx MeTogoB NX Kynmpo-
BaHWA, HE MMeLWNX NPAKTUKN PYTUHHON SKC-
nayataumn B agAaMKTONOrMYeCKON KIVHUKE W,
cnepoBatenbHo, TpebylWwmxX AeTanbHOro n3y-
yeHuA nx appekTnBHocTH [3, 5.

dnekTpocygopoxHaa Tepanua (3CT), naB-
NAACb MeTOAOoM Bblbopa AnA neveHns dapma-
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