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Peslome

AAanTaLWoHHble MPOLECChl MPYU XPOHNYECKUX 3a60/1eBaHNAX, B TOM YMC/Ie NPU apTepuanbHOM runepteHsumn (AT) M XPOHUYECKON CepAEUHON He-
AoctatoyHocTy (XCH), 3aBUCAT Kak OT /IMYHOCTHBIX OCOBEHHOCTEI MaLMeHTa, Tak U OT KOMOPBMAHOCTU (HanMuMs y 60/ILHOMO COMYTCTBYHOWMX
3a6oneBaHuii) Lienb nccnefoBaHmsA: 13yunTb IMYHOCTHbIE OCOBEHHOCTU U MeXaHU3Mbl aganTauum 6obHbix ¢ AT v XCH. MaTtepuanbl u MeToAbl:
O6cnenoBaHo 122 60/1bHbIX (49 eHLMH 1 73 My»UUHBI, CPeAHMIA Bo3pacT 62,9+9,4 net) ¢ AT n XCH. [na gnarHocTuku AT pyKOBOACTBOBANNCH pe-
KOMEH/ALMAMM MO JIeYEeHUIO apTepuasbHoOi runepToHun Eeponerickoro O6wecTsa MNneptoHun u EBponeiickoro O6wectsa Kapauonoros (2013r.).
XCH onpeaenanun cornacHo peKoMeHAaLMAM NO ANarHOCTMKE U IeYEHUIO XPOHMYECKON cepzieyHoN HeaocTaTouHocT Obuectsa cneymanncTos
no cepAe4yHolr HeA0CTaTOYHOCTH (OCCH), Poccuiickoro kapaunonormyeckoro obuectsa (PKO) (2016r.). [Ana oLeHKN KOMOPOUAHOCTU MCMO/b30-
Ba/M MHAEKC KoMopbuaHocTu (MK) YapacoHa; KOMOpP6MAHOCTb pacLeHMBanM Kak BbiCoKyto npy MK 26 6annos (60 60/bHbIX). 118 OLEHKU ny-
HOCTHbIX OCO6EHHOCTE 1 0bLLero NCUXMYECKOro CTaTyca UCMo/Ib30Basach NPOEKTUBHAA MeTOAMKAa — TeCT BOCbMM B/iedeHni COHAM, ONPOCHUK
MUHW-My LT (COKpaLyeHHbIi BapuaHT MMPI). /15 OLEHKM afanTaLMOHHBIX MCUXONOTMYECKUX MEXaHNU3MOB UCMO/Ib30BaNNCh «MHAEKC KMU3HEHHOTO
ctuna» u «KonuHr-tecT». MpoBoguaach oLeHKa KOrHUTUBHOTO cTaTyca. PesyabTatbl. MK coctasun 5,3 (IQR:4-7) 6annos. Ipynna 6onbHbIX ¢ AT,
XCH v BbICOKOW KOMOP6MAHOCTbIO OT/IMYANACh BbIPAaXEHHOCTbIO eMPeCcCMBHO-UMNOXOHAPUYECKOro MPOdUIA MO CPaBHEHMIO C MaLMeHTaMM C HU3KOWM
KOMOP6MAHOCTBI0. CXOXMe AaHHbIe 6blIM NONyHeHbl NPU NMPOEKTUBHOM UCC/IeA0BaHUM: B FPYyMMe C BbICOKON KOMOP6UAHOCTLIO 6bin Hanbosee Bbl-
paxeH pakTop D- (aenpeccusHoe coctosHme) (1,7 (IQR:1-2) 1 0,9 (IQR:0-1), 6annos coots., p=0,009) u dakTop P- (napaHougansbHocts) (1,8(IQR:1-
2,5) n 1,3(IQR:1-2) 6ann08 cooTB., p=0,01). OnpegeneHbl B3aMMOCBA3M, NO3BO/AOLME FOBOPUTb O eMHbIX aAanTaLMOHHbIX MpoLeccax 60/bHbIX C
AT 1 XCH B 3aBUCKMOCTM OT KOMOPEUAHOCTU: Y 6O/IbHBIX C BBICOKON KOMOPEUAHOCTBIO HEKOHCTPYKTUBHbIE KOMMUHI-CTpaTerum («KOH$POHTATMB-
HbI», «6ercTBo-m3beraHme») KOpPeIMPOBANM C MEXaHU3MAaMU NCUXONOrMYECKON 3alnTbl «perpeccus» (r=0,41, p=0,003), n «3amewweHue» (r=0,39,
p=0,001). BbiBoAbl. KOMOP6UAHOCTb OKa3bIBAaeT HEFraTUBHOE BAVAHME Ha KOTHUTKBHbIE W afanTaLMOHHble BOSMOXHOCTH 60/1bHbIX ¢ AT 1 XCH, crno-
Co6CTBYET BO3HUKHOBEHMIO ZleNpPeCcCMBHO-MMOXOHAPUYECKMX COCTOAHWIA, CONPOBOXAAIOLLMXCA CHUKEHUEM MOTUBALIMM U NPUBEPXKEHHOCTU K J1eve-
HUIO, YTO HEO6XOAMMO YHUTBIBATb MPU MEXANCLIMIINHAPHOM NOAXO/AE K AaHHOM KaTeropum 60/1bHbIX.
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Abstract

Adaptation processes in chronic diseases, including arterial hypertension (AH) and chronic heart failure (CHF), depend both on the personality of
the patient and on comorbidity. Objective: to study the characteristics of adaptation and mental functioning of patients with hypertension and
heart failure with comorbidity (the patient has concomitant diseases). Design and methods. 122 patients (49 women and 73 men, average age
62.9 + 9.4 years) with hypertension and heart failure were examined. AH was diagnosed and evaluated according to guidelines for the treatment of
arterial hypertension of the European Society of Hypertension and the European Society of Cardiology (2013). CHF was diagnosed in accordance
with the guidelines for the diagnosis and treatment of chronic heart failure of the Society of Heart Failure Specialists, Russian Cardiology Society
(2016). Charlson Comorbidity Index (IC) was used to evaluate comorbidity; comorbidity was regarded as high at IC = 6 points (60 patients).
To assess personal characteristics and mental status, a projective methodology was used — Sondi's test, a Mini-mult questionnaire (shortened
version of MMPI). To assess the adaptive psychological mechanisms were used «Life Style Index» and «Copy Test». Cognitive functions and
quality of life were evaluated. Results. IC was 5.3 (IQR:4-7) points. The group of patients with hypertension, heart failure and high comorbidity
differed in the severity of the depressive-hypochondriacal profile compared with patients with low comorbidity. Similar data were obtained in a
projective methodology: in the group with high comorbidity, the most pronounced factor is D- (depression) (1.7 (IQR: 1-2) and 0.9 (IQR: 0-1),
points respectively, p= 0.009) and factor P- (paranoid) (1.8 (IQR: 1-2.5) and 1.3 (IQR: 1-2) points respectively, p= 0.01). Relationships have been
identified that make it possible to talk about common adaptation processes in patients with AH and CHF depending on comorbidity: in patients
with high comorbidity, non-constructive coping strategies («confrontational», «flight-avoidance») correlated with psychological defense
mechanisms of the regression type (r=0.41, p=0.003) and replacement (r=0.39, p=0,001). Conclusions. Comorbidity has a negative impact on the
cognitive and adaptive capabilities of patients with hypertension and heart failure, contributes to the emergence of depressive-hypochondriacal
conditions, accompanied by a decrease in motivation and adherence to treatment, which must be taken into account with an interdisciplinary

approach to this category of patients.
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Introduction but also on external environmental factors. Adaptation

Despite all the progress in diagnosis and therapeu-
tic options, arterial hypertension (AH) management
remains a challenge [1]. Poor adherence to therapy
is currently considered one of the primary reasons for
the low effectiveness of AH management [2]. Single-pill
strategy (using fixed combinations as early as the begin-
ning of treatment) is seen as one way to improve adher-
ence to therapy [3]. Adherence to therapy is determined
by many factors; personality traits of patients and their
motivation are of great importance. Studies show that
the cost of medications is not a critical factor, including
in Russia [4].

Shaping an attitude towards one’s disease is a long
process that depends not only on the patient’s personality

to the disease occurs in several stages, including aware-
ness of this new condition, acceptance or rejection of the
diagnosis, and, ultimately, reorganization of living space
with the re-evaluation of personal values. The patient’s
motivation for treatment depends on his/her personal-
ity and his/her desire and deliberate decision to comply
with the physician’s recommendations. In addition,
comorbidity, which is currently considered a pandemic
by the World Health Organization, influences adher-
ence to treatment [5]. There is an extensive ongoing
discussion on the problem of comorbidity (present con-
comitant pathology), including in patients with hyper-
tension. Comorbidity always causes poor adherence
to therapy and an unfavorable prognosis in patients
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with cardiovascular diseases. According to local studies,
the polymorbidity index is 16.8% [6] higher in patients
with arterial hypertension than in patients without AH.
According to the literature, the combination of arte-
rial hypertension and chronic heart failure is as high as
85.6%, and that of arterial hypertension and ischemic
heart disease — 81.3% [7]. In addition, arterial hyperten-
sion is the main risk factor for high comorbidity, which,
in turn, worsens the prognosis [8].

Cerebrovascular disease is the second most fre-
quent cause of cognitive impairment (vascular cogni-
tive impairment), which is why the analysis of cognitive
functions should be performed as part of comprehensive
diagnosis of patients with AH, especially in the elderly
population [9]. Despite the contradictory data concern-
ing the choice of the method for evaluating cognitive
deficit, «Hypertension in adults» (2020) Clinical Guide-
lines of the Russian Cardiology Society recommend eval-
uation of cognitive function in elderly patients with the
help of the MMSE test [10].

Comorbidity worsens the prognosis, raises the treat-
ment cost, affects the quality of life, and leads to the
consolidation of depressive reactions [11]. Arterial
hypertension is associated with depression and anxi-
ety. In addition, depression, hostility, and an increased
level of anxiety have a negative effect on adherence
to drug therapy in patients with arterial hypertension
[12]. According to our previous studies, an obsessive-
phobic attitude towards the disease and illness anxiety
disorder worsen adherence to therapy in patients with
CHF [13].

Particular attention is paid to the so-called cardiovas-
cular comorbidity [14]. Chronic heart failure (CHF) as a
component of cardiovascular comorbidity is an unfavor-
able prognostic factor. The prevalence of CHF is grow-
ing globally and within our country. In recent years,
it increased to 8.8% [15]. However, the effect of comor-
bidity on the emotional and motivational components
of the personality of the patient with arterial hyperten-
sion and chronic heart failure is under-investigated.

The objective of the study was to examine person-
ality traits and adaptation mechanisms of patients with
AH and CHF with the consideration of their comor-
bidity.

Materials and methods

A total of 122 patients (49 women and 73 men,
mean age 62.9 + 9.4 years) with arterial hypertension,
stage 2-3, grade III (according to Russian Hypertension
Classification) and chronic heart failure were exam-
ined. This study was approved by the Ethics Committee
of Ulyanovsk State University; patients signed volun-
tary informational consent. Diagnosis of AH was estab-
lished in accordance with the recommendations of the

European Society of Hypertension and the European
Society of Cardiology for the management of arterial
hypertension (2013). [16]. European recommendations
on arterial hypertension (2018) were considered when
analyzing the data obtained. [3]. CHF was diagnosed
in accordance with the recommendations for the diag-
nosis and management of chronic heart failure of the
Society of Heart Failure Specialists (SHFS), Russian Car-
diology Society (RCS) (2016). [17]. To evaluate comor-
bidity, we used the Charlson comorbidity index (CI);
comorbidity was regarded as high for CI > 6 points [13].
Comorbidity was defined as the combined manifesta-
tion of two or more chronic diseases related in patho-
genesis or present simultaneously in one patient, regard-
less of the activity of each of them [18]. All patients were
divided into two groups depending on the comorbidity
grade: 62 patients with low comorbidity (CI < 6 points)
and 60 patients with high comorbidity (CI > 6 points).
Table 1 presents clinical features of the examined
patients with AH and CHE.

Personality traits and mental status were assessed
using a projective technique — Szondi test (modified
by L. N. Sobchik, 2002), and the Mini-Mult question-
naire (shortened version of MMPI) [19-20]. Adaptive
psychological mechanisms were assessed using the Plut-
chik-Kellerman-Conte Life Style Index Questionnaire
and Coping Test [21-22]. Cognitive status was assessed
using the Mini-Mental State Examination scale (MMSE)
[23]. Clinical Dementia Rating (CDR) scale was used for
clinical evaluation of dementia severity. A multidisci-
plinary team, including different specialists, carried out
evaluation.

This paper is a prospective cohort study with a fol-
low-up period of 12 months. The total mortality rate was
estimated as the primary endpoint. The study had the
following exclusion criteria: acute myocardial infarc-
tion; acute cerebrovascular accident (stroke) within
six months before inclusion in the study; mental dis-
orders, severe cognitive disorders (moderate to severe
dementia) that make it difficult to conduct psychologi-
cal tests).

Statistical analysis was carried out using the StatSoft
Statistica v.10.0.1011.6 software package. Shapiro-Wilk’s
W test was used to evaluate data distribution in varia-
tional series. Depending on the study result, data were
presented as M + SD, where M is the arithmetic mean,
SD is standard deviation (with normal distribution),
or Me (IQR), where Me is the median, IQR is interquar-
tile range: 25 percentile — 75 percentiles (with distri-
bution other than normal). Student’s t-test and Mann-
Whitney U test (with distribution other than normal)
were used to compare groups. Analysis of categorical
data was carried out using Fisher’s exact test. A corre-
lation analysis was performed. Differences were consid-
ered significant at p < 0.05.
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Table 1. Patients with hypertension and chronic heart failure

Patients with Patients with
Patients with hypertension hypertension
Parameters hypertension and and CHF with and CHF with p*
CHF (n=122) low comorbidity high comorbidity
(n=62) (n=60)

Women (n, %) 49 (40,2%) 27 (43,5%) 22 (36,7%) 0,5
Men (n, %) 73 (59,8%) 35 (56,5%) 38 (63,3%) 0,5
Age (M + SD, years) 62,91+9,4 58,1+8,2 67,9+7,9 <0,0001
The presence of hypertension
(All patients had stage 3 hypertension) (n, %): 122 (100%) 62 (100%) 60 (100%)
AH 2 degrees 61 (50%) 34 (54,8%) 21 (35%) 0,03
AH 3 degrees 61 (50%) 28 (45,2%) 39 (65%) 0,03
Duration of hypertension (M + SD, years) 11,9 (5;16) 11,4(5;16) 12,4(6;18) 0,4
Duration of CHF (M + SD, years) 4,4(2;6) 3,5(2;5) 5,5(2;7) 0,003
The presence of CHF (n, %):
Functional class of CHF (n, %): 122 (100%) 62 (100%) 60 (100%)
1FC 7 (5,7%) 5 (8%) 2 (3,3%) 0,2
2FC 61 (50%) 45(72,6%) 16 (26,7%) <0,0001
3FC 54 (44,3%) 12 (19,4) 42 (70%) <0,0001
By LV ejection fraction (n, %)
CHE with low EF (less than 40%) (n, %) 26(21,3) 10(16,2%) 16(26,7%) 0,11
CHF with intermediate EF (from 40% to 49%) (n, %) 30(24,7%) 16(25,8%) 14(23,3%) 0,45
CHF with preserved EF (50% or more) (n, %) 66(54%) 36(58%) 30(50%) 0,24
CAD, including 100 (81,9%) 46 (74,2%) 54 (90%) 0,02
myocardial infarction in history (n, %) 31 (25,4%) 7 (11,3%) 24 (40%) 0,0002
Atrial fibrillation (n, %) 18 (14,7%) 6 (9,7%) 12 (20%) 0,09
Atrial fibrillation (n, %) 13 (10,7%) 4 (6,5%) 9 (15%) 0,1
GFR (M+SD, ml/min/1.73 m?) 63,9+16,2 72,7+13,6 55,9+12,8 <0,0001
BMI (M+SD, kg/m?) 31,579 33,3+6,7 29,4+4,6 0,008

Note: AH — hypertension, CAD — coronary artery disease, BMI — body mass index, LV — left ventricle, GFR — glomerular filtration rate (according to the formula CKD EPI, 2011),

EF — ejection fraction, FC — functional class, CHF — chronic heart failure

* — differences between the group of patients with low comorbidity and the group of patients with high comorbidity

Results

Charlson Comorbidity Index considering age was
5.3 (IQR: 4-7) points. Table 2 presents the structure
of comorbidities in examined patients.

During 12 months of follow-up, 12 (9.8%) patients
with AH and CHF died; all patients had high comorbidity.

Assessment of cognitive
functions of patients with AH
and CHF considering their
comorbidities

In the study of the cognitive status of patients with
AH and CHF, 68 (55.7%) patients with AH and CHF
had predementia cognitive impairment, and one in four
patients (30; 24.6%) had mild dementia. Results obtained
with the Mini Mental Status Exam (MMSE) did not con-
tradict the results obtained using the Clinical Dementia
Rating scale for dementia in patients with AH and CHF.

Patients with AH and CHF performed tasks to assess
orientation in time, place and perception — by 99%;
attention — by 62%; memory — by 40%; speech and
reading — by 90%. Memory (r = -0.41; p = 0.004)
and attention (r = -0.45; p = 0.001) deteriorated with

age. Also, with increasing comorbidity (dementia not
included in this scale), deterioration of parameters
indicating the level of attention (r = -0.50; p = 0.0001),
memory (r = -0.42; p = 0.0002) and speech was observed
(r =-0.40; p = 0.001).

Assessment of personality

traits and mental status
of patients with AH and CHF
considering their comorbidities

Multidimensional diagnosis of personality traits
of patients with AH and CHF was carried out using the
Mini-Mult questionnaire. Values of all basic scales of the
Mini-Mult questionnaire were in the range from 37.9 to
76.1 T-points. Results of this study showed high values
of hypochondria, depression, hysteria and psychasthenia
scales. According to the results of multivariate analysis,
the averaged personality profiles of patients were differ-
ent depending on their comorbidity (Fig. 1).

Compared with patients with low comorbid-
ity, patients with AH and CHF with high comorbidity
had high values on the hypochondria (76.7 + 10.9 and
70.1 £ 11.3 T-points, respectively, p = 0.01), depression
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Table 2. Characterization of comorbidity in patients with hypertension and CHF

Parameters

| " |

Chronic kidney disease (GFR <60 ml/min/1.73 m?)
Dementia

Type 2 diabetes,
including with target organ damage

Peripheral vascular disease

Cerebrovascular accident in history,
including hemiplegia

Chronic non-specific lung diseases

Peptic ulcer

Connective tissue diseases

Moderate liver damage (viral hepatitis in history)

Malignant tumors without metastases

60 (49,2%)
30 (24,6%)

27 (22,1%)
12 (9,8%)

18 (14,8)

15 (12,3%)
2 (1,7%)

14 (11,5%)
12 (9,8%)
10 (8,2%)
3 (2,5%)
3(2,5%)

Ipumeuanne: AT — aprepuanphas runeprensus, CK® — ckopocts kmy6oukosoit pumbrpanun (mo popmyne CKD EPI, 2011), XCH — xpoHudeckas cepiiedHas HefOCTaTOYHOCTD
Note: AH — hypertension, GFR — glomerular filtration rate (according to the formula CKD EPI, 2011), CHF — chronic heart failure

(63.1 £ 11.7 and 56.4 + 13.8 T-points, respectively,
p = 0.004), and psychasthenia (67.5 + 8.8 and
63.6 £ 11.1 T-points, respectively, p = 0.02) scales, which
is typical for a depressive-hypochondriac profile.

The significant complex of hypochondriac depression
in the clinical presentation included a pessimistic percep-
tion of somatic pathology with a hypertrophic evaluation
of its consequences. Patients were dominated by anxiety-
phobic emotions, fears of the recurrence of severe crises
and heart attacks, long-term treatment with unfavorable
outcome, negative social consequences, and futile treat-
ment. In 50% of cases with high comorbidity, patients
refused to follow medical instructions and sometimes
followed their «own recovery programn.

A projective technique — Szondi test — was used
to analyze the key drives in the structure of motivation
and personality traits of patients with AH and CHE Key
drives largely determine lifestyle, areas of social activity,
and have a significant impact on the development of an

individual hierarchy of values, which is an integral com-
ponent in developing an attitude towards a chronic path-
ological condition. The averaged profile of key drives
in patients with AH and CHF is presented in Fig. 2.

Test results revealed that patients with AH and CHF
demonstrated average types of reaction without patho-
logical personality traits. According to the obtained
profile, patients with AH and CHF are characterized
by high anxiety, unstable motivation, emotional lability,
and adaptation difficulties [19]. In general, comorbidi-
ties did not significantly affect the profile of key drives
in patients with AH and CHF. However, the D-factor
(depressive state) was most pronounced in patients
with high comorbidity compared to patients with low
comorbidity: 1.7 (IQR: 1-2) and 0.9 (IQR: 0-1) points,
respectively, p = 0.009. Patients with low comorbidity are
characterized by optimism, search for new contacts, and
high achievement motivation, which is lost in patients
with high comorbidity. The P-factor (paranoid) is also
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Figure 1. Averaged personality profile of patients with hypertension and heart failure according to comorbidity
Note. Scales: L — lies, F — reliability, K — correction, Hs — hypochondria, D — depression, Hy — hysteria, Pd — psychopathy, Pa — paranoia, Pt — psychasthenia, Se — schizoid,

Ma — hypomania
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Figure 2. Averaged profile of drives of patients with hypertension and heart failure according to comorbidity

Note. Factors: H — sexual indifference; S — sadism-masochism; E — epileptoid tendencies; HY — hysterical tendencies; K — catatonic manifestations; P — paranoia;

D — depressive state; M — manic manifestations

more intense in the group of patients with high comor-
bidity than in the group with low comorbidity: 1.8 (IQR:
1-2.5) and 1.3 (IQR: 1-2) points, respectively, p = 0.01.
Patients with high comorbidity and paranoid traits are
characterized by suspicion, hostility towards others,
a tendency to dramatization and selectivity in contacts,
which may influence their adherence to treatment.

Adaptation mechanisms
of patients with AH and CHF
considering their comorbidities

The severity of all protective mechanisms in patients
with AH and CHF did not exceed 60 standard points
(Fig. 3).

In general, patients with AH and CHF, regardless
of comorbidity level, have the most intense psycho-

Paumonanuzanus
lNunepxomIteHcaIusa
Komnencaris
ITpoexmus
Otpunanue
3aMelneHne
Perpeccus

BriTecHeHHe

logical defense mechanisms of «projection» (49.3 (IQR:
33-67) %), «rationalization»” (37.1 (IQR: 25-50) %) and
«denial» (35.1 (IQR: 18-45) %) types. The combination
of psychological defense mechanisms of the «projection»
and «rationalization» types indicates an awareness of the
disease as a traumatic situation and its rational interpre-
tation with suppressed emotions. However, the absence
of proper emotional response leads to a psychological
conflict and a decrease in the significance of traumatic
moments [24].

In our study, the level of comorbidity in patients
with AH and CHF had no significant effect on the
severity of psychological defense mechanisms. There
was a downward trend in almost all parameters of the
severity of psychological defense mechanisms. A sig-
nificant decrease in values on any scale of the ques-
tionnaire indicates the ineffectiveness of this type

49,3

fo

0.0 10.0

20.0 30.0

40,0 50.0 60.0

Figure 3. The severity of the mechanisms of psychological defense in patients with hypertension and heart failure

Note. The intensity of psychological defense mechanisms in %
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ITonoxuTenpHas nepeoleHKa
IInaHOoMepHOE peleHHe IIpodiemM
BerctBo-u3beranue

TIpu3HaHHe OTBETCTBEHHOCTH
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JluTaHIIMpOBaHHE
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Figure 4. Copying strategies of patients with hypertension and heart failure

Note. The intensity of coping strategies in %

of psychological defense, which most likely leads
to maladaptation.

The predominant types of coping strategies, regard-
less of the comorbidity level, in patients with AH and
CHF were «systematic problem-solving» (66.4 (IQR:
56-83) points), «seeking social support» (60.3 (IQR:
50-72) points), «acceptance of responsibility» (59.2
(IQR: 42-75) points) (Fig. 4). These coping strate-
gies can be described as relatively constructive and
constructive. AH and CHF patients are characterized
by active recognition of their role in the problem and
the desire to have informational and emotional support
from others.

Our study shows that the following construc-
tive mechanisms are more pronounced in patients
with low comorbidity than in patients with high
comorbidity: «seeking social support» (63.6 (IQR:
50-72) % and 56.9 (IQR: 50-72) % respectively, p = 0.03)
and «systematic problem-solving» (68.7 (IQR: 52-75) %
and 59.8 (IQR: 52-75) %, respectively, p = 0.02), which
characterize patients’ adaptive abilities to use the
resources of the external environment for obtaining
information and for emotional support.

Direct relationships of non-constructive coping
strategies («confrontation», «escape-avoidance») with
psychological defense mechanisms of the «regres-
sion» (r = 0.41, p = 0.003) and «substitution» (r = 0.39,
p = 0.001) types were revealed in patients with high
comorbidity. For patients with low comorbidity, direct
relationships of constructive coping strategies («sys-
tematic problem-solving», «seeking social support»)
with psychological defense mechanisms of the «ratio-
nalization» (r = 0.44, p = 0.0004), <hypercompensation»
(r=0.40, p = 0.02), and «denial» (r = 0.39, p = 0.03) types
were revealed. The revealed relationships allow defining
common adaptation processes in patients with AH and
CHF depending on comorbidity.

Discussion

In our study, patients with arterial hypertension gen-
erally had comorbidity, including high comorbidity, with
a Charlson comorbidity index of more than 6 points
(49% of examined patients). Chronic kidney disease
is observed in almost one in three patients with cardio-
vascular disease, including patients with arterial hyper-
tension and chronic heart failure; it leads to poor progno-
sis, deterioration of quality of life, and higher treatment
cost [25]. According to this study, all deceased patients
had high comorbidity during the follow-up period. Half
of the patients (49%) had chronic kidney disease, which
is consistent with data in literature sources. The high
prevalence of CKD in our study was also due to the age
of the patients and their high comorbidity.

In this study, patients with arterial hypertension
were characterized by a depressive-hypochondriac state,
which was aggravated by high comorbidity. High level
of anxiety complicates targeted efforts and attention
focusing for a long time, making long-term compliance
with medical recommendations harder. Depression and
asthenic syndrome lead to irrational defense methods,
a desire to withdraw from society, leading to more focus
on somatic problems, and skepticism about the success
of treatment. Patients may refuse to fulfill their needs
and may not cope with their social roles.

Considering the conventional holistic approach
to understanding personality and its studying in normal
and pathological states, it becomes relevant to identify the
features of psychological defense mechanisms in patients
with AH and CHE and the relationship between the
severity of psychological defense and comorbidity [26].
Our study determined common adaptation mechanisms
in patients with AH and CHF depending on the level
of comorbidity according to the Charlson CI. In addi-
tion, patients with high comorbidity were character-
ized by maladaptation to their pathological state and
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consolidation of primitive psychological defense mecha-
nisms. In contrast, patients with low comorbidity used
mature psychological defense mechanisms and con-
structive coping strategies.

Analysis of local studies on adaptation mechanisms
showed that, compared to healthy individuals, patients
with CHF were characterized by more intense psycho-
logical defense mechanisms, including «projection»
and «denial» types [27]. Psychological defenses and
coping strategies are usually considered as intrinsic ways
of responding to stressful situations and forms of adap-
tation processes [28]. Coping strategies are the most
advanced adaptive mechanism that provides a produc-
tive interaction between the personality and the environ-
ment in both typical and stressful conditions of chronic
disease. Comorbidity in patients with AH and CHF
negatively affects all components of relationships (cog-
nitive, emotional, behavioral) and contributes to the
aggravation of maladaptation to changed lifestyle [26,
29]. Mechanisms that reflect the relationship between
high comorbidity and changes in mental life in cases
of chronic diseases are diverse, which determines the
patient-oriented approach to this category of patients
and selection of targets to be modified, including those
useful for promoting satisfactory adherence to therapy.

Conclusion

Patients with arterial hypertension and chronic heart
failure are characterized by high comorbidity. In addi-
tion, high comorbidity aggravates the depression with
hypochondriac state in patients with AH and CHE, has
a negative effect on adaptive capabilities, which is accom-
panied by low motivation and adherence to treatment;
this fact should be considered when taking an inter-
disciplinary approach to the treatment of this category
of patients.
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