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Abstract
362 patients with cognitive impairment at depressive disorders were examined, of them
123 patients with recurrent depressive disorder (RDD), 141 patients with bipolar affective
disorder (BAD) and 98 patients with prolonged depressive reaction (PDR). Differentiated
clinical and psychopathological features of patients with cognitive impairment at depressive
disorders were established: 1) combination of apathetic-adynamic, astheno-energetic and
anxious symptom complexes; predominance of moderate and major depressive episodes;
severity of apathy, subjective and objective signs of depression, decrease in concentration
and ability to feel were determined in patients with RDD; 2) combination of astheno-energetic,
apathetic-adynamic, and melancholic symptom complexes; predominance of moderate and
major depressive episodes; the severity of apathy, subjective signs of depression, suicidal
thoughts, insomnia and decrease in concentration in patients with BAD; 3) combination of
anxious and apathetic-adynamic symptom complexes; the predominance of moderate and
minor depressive episodes; the severity of internal stress, apathy, suicidal thoughts and loss
of appetite in patients with PDR.
Keywords: patients with cognitive impairment, depressive disorders, clinical and
psychopathological features, recurrent depressive disorder, bipolar depressive disorder,
prolonged depressive reaction.
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Introduction
The relevance of the clinical study of

depressive disorders is associated with the high
prevalence of depression in both psychiatric and
general somatic practice, involving 10 % of the
population [1]. 20 % of women and 10 % of men
experience a depressive episode during their
lifetime [1–3].

According to the WHO, in the recent decade
depression has become not only a medical but
also a social problem that needs to be addressed
due to such adverse effects as a significant
reduction in the social functioning of these patients,
suicide problems, and finally significant economic
disability losses. [1, 4, 5]. The increase in the
number of affective, in particular, depressive
states, is associated with a number of factors: an
increase in the number of affective disorders,

pathomorphosis of mental illnesses occurring at
milder psychopathological levels, tendencies of
mental disorders to somatization with complex
autonomic and visceral disorders and
maladaptation [6].

It should be noted that there are significant
difficulties in providing medical and rehabilitation
care for the patients with depression. Thus,
duration of depressive episodes today is from 3
to 5 years [2, 5, 7]. Proper diagnosis and
administration of antidepressants takes place on
an average two years after the onset of depression
[1, 8–10]. The share of depression in patients who
seek help in general medical institutions of
outpatient and hospital network, ranges from 10 %
to 22–33 %, and only in 10–30 % of cases depressive
disorders are recognized as such by general
practitioners [4, 7, 9, 11]. In most cases, depression
has a chronic long-term course. According to the
level of disability, the population of patients with
depression exceeds the population of patients with
schizophrenia [5, 12]. The difficulties in recognizing
depression at the initial stage of the disease can
be explained by variety of somatic complaints that
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hide affective pathology. Adequate clinical
evaluation is important both for the prognosis of
depressive disorder and for the choice of effective
therapy. Therefore, investigation aimed at
clarifying the differential clinical and
psychopathological features of anxiety and
depressive manifestations in patients with
cognitive impairment (CI) at depressive disorders
(DD) is relevant and can improve diagnostic
criteria and effectiveness of treatment of different
types of DD.

2. Purposes, subjects and methods:
2.1. Purpose of the study was to identify

the clinical and psychopathological features of the
leading symptom complexes and severity of
depressive manifestations in patients with
cognitive impairment at different types of
depressive disorders.

2.2. Subjects & Methods
The study involved 362 patients with CI at

DD: 123 patients with recurrent depressive
disorder (RDD), 141 patients with bipolar affective
disorder (BAD) and 98 patients with prolonged
depressive reaction (PDR).

The study used an integrated approach, which
consisted of the use of clinical-psychopathological,
psychometric (Montgomery–Asberg Depression
Rating Scale (MADRS)) and statistical methods
[13]. Statistical data processing was used to
determine the average values of quantitative
parameters, their standard errors (in the format
% ± m %), the reliability of differences (Student-
Fisher criteria [t], Kolmogorov–Smirnov [λ]).
Statistical processing of the results was performed
using Excel-2010 and STATISTICA 6.1.
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3. Results & Discussion
 The group of the patients with RDD consisted

of 57 men (46.34 ± 2.78) % and 66 women (53.66
± 2.99) %, that with BAD – 76 men (53.90 ± 2.61)
% and 65 women (46.10 ± 2.42) %, with PDR –
43 men (43.88 ± 3.39) % and 55 women (56.12
± 3.83) %, which is generally consistent with the
typical distribution by sex in DD. That is, women
predominated (51.96 %, DC = 0.66, MI = 0.02,
p = 0.046), only in the group of patients with BAD
there were more men (53.90 %, DC = 0, 66, MI =
0.02, p = 0.046). The predominant number of
patients with CI in DD was characterized by the
age of 30–44 years (38.12 %). There were more
young people (18–29 years) among patients with
PDR (21.43 %, DC = 8.19, MI = 0.74, p = 0.0001)
and among patients with BAD (31.21 %, DC =
9.82, MI = 1.37, p = 0.0001), and middle-aged
people (45–59 years old) and elderly people (60–
65 years old) among patients with RDD (37.40 %,
DC = 1.54, MI = 0.09, p = 0.016 and 17.07 %,
DC = 4.78, MI = 0.27, p = 0.002).

Differentiated analysis of syndromal variants
of depressive disorder in patients with cognitive
impairment is presented in Figure 1.

Invetigation of the leading type of affect
revealed that apathetic-dynamic (27.64 ± 1.93)
%, astheno-energetic (26.83 ± 1.88) %, anxious
(13.01 ± 0, 99) % and senesto-hypochondriac
(11.38 ± 0.88) % symptom complexes dominated
in the patients with RDD. The prevalence of
dreary (5.69 ± 0.45) %, dysphoric (7.32 ± 0.58)
% and obsessive-depressive (8.13 ± 0.64) % of
symptom complexes was significantly lower.

Analysis of the syndromal structure of
depressive disorders in BAD allowed to determine

Fig. 1. Syndromal variants of depressive manifestations
in patients with cognitive impairment at depressive disorders
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the predominance of astheno-energetic (25.53 ±
1.57) %, apathetic-dynamic (24.82 ± 1.54) % and
melancholic (17.02 ± 1.11) % syndromes.

Senesto-hypochondric (6.38 ± 0.44) %, agitated
(7.80 ± 0.54) %, obsessive-depressive (8.51 ±
0.58)% and dysphoric (9.93 ± 0.67) % symptom
complexes were significantly less common.

In patients with PDR, the first place among
the typical affective syndromes is occupied by
anxiety (59.18 ± 3.90) %, as well as apathetic-
dynamic (23.47 ± 2.12) %, obsessive-depressive
(13.27 ± 1.27) % and senesto-hypochondriac
(10.20 ± 1.00) % syndromes. The least common
were dysphoric (6.12 ± 0.61) %, sad (7.14 ± 0.71) %
and astheno-energetic (7.14 ± 0.71) %
syndromes.

Statistical analysis of the syndromal structure
of depressive disorders showed that the patients
with BAD had a more pronounced sadness
syndrome (17.02 ± 1.11) %, compared with the
patients with RDD and PDR (5.69 %, DC = 4.76,
MI = 0.27, p < 0.0023 and 7.14 %, DC = 3.77,
MI = 0.19, p < 0.0124, respectively). The patients
with PDR had a more pronounced anxiety
syndrome (59.18 ± 3.90) % compared with
patients with RDD and BAD (13.01 %, DC =
6.58, MI = 1.52, p < 0.0001 and 7.80 %, DC =
8.80, MI = 2.26, p < 0.0001) and the least
pronounced astheno-energetic syndrome (7.14 ±
0.71) %, which was more characteristic of the
patients with RDD (26.83 %, DC = 5.75, MI =
0.57, p < 0.0001) and BAD (28.57 %, DC = 5.53,
MI = 0.51, p < 0.0001).

The clinical and psychopathological method
was supplemented by psychometric scales for
assessing depression MADRS, the results of
which allowed determining that among patients
with RDD dominated the persons with a moderate

depressive episode (36.59 ± 2.39) %; 34.96 % of
persons had a major depressive episode and 28.46 %
of patients had a small depressive episode (Fig. 2).

Among patients with BAD, the vast majority of
people had a moderate severity of depressive
episode (43.97 ± 2.35) %, 28.37 % of patients
had a major depressive episode and 27.66 % had
a minor depressive episode. The patients with
moderate (45.92 ± 3.48) % and minor (43.88 ±
3.38) % depressive episodes predominated
among patients with PDR, only 10.20 % of them
were diagnosed with major depressive episode.
The conducted statistical analysis allowed to
establish that the patients with a small depressive
episode predominated among persons with PDR
(43.88 ± 3.38) % than among patients with RDD
(28.46 %, DC = 1.88, MI = 0, 15, p < 0.0068) and
BAD (27.66 %, DC = 2.00, MI = 0.16, p < 0.0039),
in which there were more patients with a major
depressive episode (34.96 % and 28.37 %,
respectively) compared with the patients with
PDR (10.20 %, DC = 5.35, MI = 0.66, p < 0.0001
and DC = 4.44, MI = 0.40, p < 0.0003 respectively).

The patients with a moderate depressive
episode predominated in the group with PDR
(45.92 ± 3.48) % and BAD (43.97 ± 2.35) %
than in the group with with RDD (36.59 %, DC
= 0.99 , MI = 0.05, p < 0.041 and DC = 0.80, MI
= 0.03, p < 0.047, respectively).

The study analyzed in more detail the features
of manifestation of depressive disorders in
patients with CI at different types of depression
(Fig. 3). Thus, according to MADRS, it was
determined that in patients with RDD the most
pronounced depressive manifestations were
impaired concentration (5.89 ± 2.05 points),
subjective and objective signs of depression (5.88
± 2.11 and 5.67 ± 2.09 points, respectively),

Fig. 2. Severity of depression in patients with cognitive impairment at depressive disorders (MADRS)
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apathy (5.13 ± 2.42 points) and loss of ability to
feel (5.03 ± 3.07 points). In patients with BAD,
the most pronounced manifestations of depressive
disorders were insufficient sleep (5.92 ± 2.89
points), apathy (5.78 ± 3.06 points), subjective
signs of depression (5.74 ± 3.11 points), impaired
concentration (5.33 ± 2.86 points) and suicidal
thoughts (5.09 ± 3.06 points). In patients with
PDR depressive manifestations were expressed
primarily by the presence of internal stress (5.07
± 1.77 points), apathy (4.87 ± 1.46 points), suicidal
thoughts (4.29 ± 2.46 points) and decreased
appetite (4.21 ± 1.80 points).

Statistical analysis of the results revealed that
the patients with RDD and BAD differed from
those with PDR by greater severity of such
depressive manifestations as subjective (5.88 ±
2.11 points, p < 0.005 and 5.74 ± 3.11 points , p <
0.0025, respectively) and objective (5.67 ± 2.09
points, p < 0.001 and 4.98 ± 3.08 points, p < 0.0025,
respectively) signs of depression, more
pronounced sleep disturbances (5.13 ± 2.02
points, p < 0.025 and 5.92 ± 2.89 points, p < 0.001,
respectively), decreased concentration (5.89 ±
2.05 points, p < 0.0001 and 5.33 ± 2.86 points, p
< 0.005, respectively) and loss of ability to feel
(5.03 ± 3.07 points, p < 0.01 and 4.89 ± 2.03 points,
p < 0.025, respectively). It was also found that
the decrease in appetite was more pronounced
in patients with RDD (4.72 ± 1.87) than in patients
with BAD (3.67 ± 1.94 points, ð < 0,043).

According to numerous studies, the presence
of depressive disorders is associated with the
pathomorphosis of mental disorders, tendencies
to somatization with complex autonomic and
visceral disorders and maladaptation of patients
[4, 5]. The obtained results coincide with the

literature data and indicate that depressive
disorders in patients with cognitive impairments
have a complex syndromal structure, which
differs depending on the type of depressive
disorder. The obtained data will help to expand
the scientific understanding of the syndromal
characteristics of depressive manifestations in
patients with cognitive impairment in depressive
disorders and to improve the strategy of providing
treatment and rehabilitation care to patients with
depression.

Conclusions
Our findings demonstrate that:
– in patients with RDD, a combination of

apathetic-dynamic (27.64 %), astheno-energetic
(26.83 %, p <0.05), anxiety (13.01 %) symptom
complexes; predominance of moderate and major
depressive episodes (36.59 % and 34.96 %,
respectively); predominance of the following
clinical signs of depression: apathy (5.13 points),
subjective and objective signs of depression (5.86
and 5.67 points, respectively), decreased
concentration (5.89 points), loss of ability to feel
(5 .03 points) can be determined;

– in patients with BAD, a combination of
astheno-energetic (25.53 %, p <0.05), apathetic-
dynamic (24.82 %), melancholic (17.02 %, p <0.05)
symptom complexes; predominance of moderate
and major depressive episodes (43.97 % and 28.37 %,
respectively); predominance of the following
clinical signs of depression: apathy (5.78 points),
subjective signs of depression (5.74 points),
suicidal thoughts (5.09 points), sleep disturbances
(5.92 points), decreased concentration (5.33 points)
can be determined;

– in patients with PDR, a combination of anxiety
(59.18 %, p <0.05), apathetic-adynamic (23.47 %)

Fig. 3. Features of depressive manifestations in patients with cognitive impairment
at depressive disorders (according to the MADRS scale)
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symptom complexes; predominance of moderate
and minor depressive episodes (45.92 % and 43.88 %,
respectively); predominance of the following
clinical signs of depression: internal tension (5.07
points), apathy (4.87 points), suicidal thoughts
(4.29 points), loss of appetite (4.21 points) can
be determined.

Thus, the study identified clinical and
psychopathological features of depressive
manifestations and leading symptom complexes
in patients with CI in different types of DD, which
can be used as diagnostic criteria and should be
considered at implementation of
psychocorrectional and rehabilitation measures.
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