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Abstract

Relevance: Psychological trauma, stress-related disorders are the main problem in modern psychiatry, particularly acute stress dis-
order (ASD), post-traumatic stress disorder (PTSD). In the conditions of fifth generation modern wars, combat trauma has a special 
meaning and content, reflected in the nature of mental disorders.

The Aim: To examine the main forms of psychopathological disorders among 44-day Artsakh war participants.

Material, Methods: 104 war veterans aged 18-50 were examined with clinical-psychopathological, laboratory, instrumental, psy-
chological methods (SCL-90-R, Mississippi PTSD scale, Shmishek Personality Scale).

Results: Identified; ACD 77 patient (74%), depressive, psychotic disorders etc 27 participants (26%). Among them 39 (37.5%) had 
PTSD at the earliest stage of pathological development. The most frequent type of personality accentuation was exalted type (69 
people, 66.3%). There are significant links between combatants’ age, military duty type, hospital admission period (SCL-90-R scale, 
Mississippi scale of personality). Predicatively and statistically significant symptoms were identified.

Discussion: All forms of psychopathological disorders were because of an unusual combat trauma, which, in the current case is 
characterized by «invisibility, inaccessibility of the source of trauma, its reality, tangibility». Boundaries between post-trauma clinical 
manifestations are amorphous, overlap, chronological criteria do not correspond to ICD and DSM. Combat trauma is a catalyst factor 
for all posttrauma disorders.

Conclusion: The uncommon trauma criteria lose its value. PTSD and ACD chronological criteria do not correspond to clinical real-
ity. ASD, PTSD problem differentiation is appeared. The data obtained allow us to speak of peritraumatic stress disorders, uniting all 
posttrauma disorders.
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Introduction

Throughout human history, wars large and small, mass bloodshed, destruction, acts of terrorism, violence have periodically arisen, 
which have created and continue to create an atmosphere of disorder, chaos, tension, forcing people to experience the horrors of unfore-
seen suffering, injury, loss and death. This chaos is fraught with physical and, especially, mental trauma for those who are directly exposed 
to trauma, who are present at the suffering and death of other people, at the destruction of the physical environment, as a result of the 
horror and helplessness that are caused by the totality of these events-experiences [1]. At the same time, psychic trauma can occur in 
isolation or in combination with physical trauma.

As a stressful phenomenon, psychic trauma is characterized by three main features - criteria: it occurs suddenly and unexpectedly, it 
threatens the life and psychophysical integrity of the organism and personality, and the trauma is outside the normal everyday life experi-
ence. Our research allows us to add a fourth criterion, which will be discussed later. 

The problem of psychic trauma and post-traumatic disorders is an actual problem of modern psychiatry [2-4]. At the same time, com-
bat trauma and its acute stress reactions and post-traumatic stress disorders are of particular relevance. There are still no clear theoreti-
cal concepts that define approaches to the study of the psychological and biological mechanisms of the development of post-traumatic dis-
orders. Frequent natural and even more frequent anthropogenic disasters, unusual “sociogenic” events (terrorist acts, hostilities, wars), 
changes in the environmental situation are accompanied by deep traumatic experiences, cause the multifactorial and polymorphic nature 
of post-traumatic disorders, the study and systematization of which has become the imperative of the times [2,5].

In this article, we will talk about acute stress disorder (ASD), post-traumatic stress disorder (PTSD), concepts that are presented in 
both world classifications. However, given a number of features of the emergence and development of these disorders in the participants 
of the 44-day war in Artsakh, we prefer to talk about peritraumatic disorders that do not quite meet the rather controversial criteria for 
post-traumatic disorders according to ICD-10 and DSM-5, and we will try to justify this form. traumatic disorders.

Relevance

Speaking of psychic trauma and its consequences, we mean the reactions that arose as a result of an event of an extreme nature, an 
event that went beyond the limits of ordinary human experiences, causing them intense fear, horror, a feeling of helplessness [6,7]. In the 
ICD-10, these reactions are defined as “acute stress reactions “ (ASR) [8], in DSM-5 as “acute stress disorder” (ASD) [9]. In terms of clini-
cal criteria and manifestations, these disorders are very close and similar, but there is a difference in the chronological criteria - for ARS 
48 hours after exposure to trauma and 72 hours for ASD. In this study, we proceeded from the DSM-5 criteria, since, like most scientific 
studies, evidence-based recommendations, many psychological scales and tests were developed mainly on the basis of the criteria of the 
American classification.

A combat injury, unlike a number of other injuries, is not only just stress, not even just extraordinary stress, as noted in the classifica-
tions of mental disorders. This phenomenon is more voluminous and massive. This is a mental, and physical, and social, and moral trauma. 
This is a trauma that affects all the deep and “superficial” foundations and layers of the personality and the individual, his socio-psycho-
logical and biological essence. Combat trauma occurs during combat operations, but continues (with unfavorable dynamics) throughout 
the life of the combatant. Moreover, it has a destructive effect on subsequent generations, both through the mechanisms of social inheri-
tance (the reason is in special relationships in the families of veterans) [10], and the possible genetic inheritance of acquired pathological 
changes. In the aspect of combat trauma, different wars are usually considered in the literature: the Vietnamese and Afghan wars, the 
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war in the Gulf, the Iraqi Desert Storm campaign, and the Falkland Islands war. At the same time, there are similarities between them and 
smaller-scale, more localized military conflicts. Many studies have shown that the intensity of a combat injury erases the individual and 
personal characteristics of the victims and contributes to the development of post-traumatic disorders in the future, which can develop in 
extreme situations in almost every person [11]. 

Our analysis of the manifestations of post-traumatic disorders in the participants of the first Karabakh war showed that a prerequisite 
for the occurrence of PTSD is the presence of extreme stress against the background of additional factors that determine the nature of the 
disorder (psychogenic, exogenous, exogenous-organic, endogenous, constitutional), which complicate the picture of the disease and cause 
the development of comorbid pathology [11].

The pathogenetic mechanisms of OSR development remain largely unknown. Questions remain open as to why After a traumatic event, 
some people develop ASD and others do not, why some ASD develops into PTSD, others do not. However, despite this, some conceptual 
models and scientific studies shed light on the role of a number of factors in the development of post-traumatic disorders. There is an 
opinion that dissociative symptoms, such as impaired consciousness, memory, motor skills, identity or awareness of the body, self or 
environment in response to trauma, are a key factor in maladaptive reactions to trauma. Dissociation of trauma memories and associated 
affect interferes with the processing of these responses and thus leads to subsequent PTSD [12].

Despite the fact that mental trauma is singled out as the main criterion for diagnosing ASD, but in varying degrees of severity, it can pre-
cede other mental disorders, both as an etiological factor, and as a concomitant, and as an indifferent one. Trauma can cause, in addition 
to post-traumatic, also depressive, anxiety, dissociative, personality disorders. Trauma can also cause cognitive impairment, perceptual 
pathology, and somatic symptoms. These data cast doubt on the leading role of psychic trauma as the main factor in the development of 
ASD and PTSD.

The issue of differentiation and verification of risk factors for the occurrence and development of ASD remains debatable. As such, 
most of which are also associated with PTSD [6] the presence of a mental disorder is highlighted history, family, female gender, genetic and 
neuroendocrine factors, personality traits, early traumatization, negative upbringing experience, low level of education, trauma severity, 
neuroticism, avoidance behavior, stressor intensity, preparedness for unexpected events and reactions to them, severity of symptoms, 
availability of social support. But these factors have been assessed by psychological tests in survivors of trauma. A different picture is 
possible when testing and persons before the impact of trauma. These studies carried out on the firefighters, revealed certain individual 
differences in reactivity to stressors, learning difficulties, a tendency to catastrophic thinking. In a traumatic situation, these people show 
worse results.

The participants in the hostilities in Afghanistan and those who are in a combat situation for a long time, A.L. Pushkarev., et al. [13] 
identified a number of simultaneously or sequentially influencing factors: 1) a clearly perceived feeling of a threat to life; 2) pronounced 
stress of a direct participant in hostilities, as well as psycho-emotional stress associated with the death in front of comrades in arms or the 
need to kill people; 3) the impact of specific factors of the combat situation; 4) hardships and hardships of wartime; 5) climatic conditions. 
An extraordinary mental trauma leads to a restructuring of the personality and a global reassessment of its entire value system: physical, 
mental, spiritual, social. 

Quite controversial is the problem of the injury itself as a necessary and sufficient conditions (predictor) for the development of ASD 
and PTSD [14]. Questions of possible predictors of RSD are discussed. The literature lists a huge number of predictors, controversial and 
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reliable, clinical and dynamic, personal and non-personal [15-18]. From the point of view of Paris J. [14], personality traits can be consid-
ered as predictors of ASD and PTSD. Gunderson JG and Sabo AN [19] showed that what vulnerable to ASD development may be considered 
individuals with borderline personality disorder who have limited resources to resolve traumatic experiences. The need to study the role 
of protective psychological mechanisms, in particular, a positive orientation to the future, in predicting traumatic stress is emphasized. 
In fact, SSRs describe the state of individuals who have experienced extraordinary stress, and, by definition, Bryant R.A., are “a moderate 
predictor of late post-traumatic stress disorder” [11]. A Spanish-Swedish research group [7] identified 130 potential risk factors based on 
33 systematic reviews and meta - analysis. Of these, 57 showed a significant association with PTSD. Among them are socio - demographic 
factors (women, Native Americans ), pre- traumatic factors (history of somatic and mental illnesses, in the family), peri - traumatic factors 
(cumulative impact of potentially traumatic experiences, severity of trauma, hopelessness of the situation).

Clinical practice shows that the “limiting criterion of duration” (i.e., symptoms that appear within the first 48 hours according to the 
ICD-10 criteria [8] and 72 hours according to the DSM - 5 criteria [9]) is valid only in 10% of victims. At least in relation to ICD-10, the 
question of revising the guidelines is being raised. According to DSM-5 [9], АSD lasts up to 3 days and is accompanied by dissociative 
symptoms that dominate the clinical picture of the disorder. Dissociation, as a violation of the integration of mental activity, includes a 
feeling of isolation and loss of connection with reality, insensitivity, derealization, depersonalization and dissociative amnesia. In cases 
where the stress disorder lasts up to 4 weeks, dissociation is considered as a predictor of PTSD.

As far as the clinical picture of PTSD is understood and studied, the clinical manifestations of ASD are just as variable and unstable, 
which are described by different authors as psychologically understandable reactions, as states manifested by psychovegetative disorders 
with a pronounced emotional component, as states of emotional shock, confusion, dissociative disorders, etc., with equally variable clini-
cal symptoms (intrusive memories, avoidance behavior, etc. [20], distancing from people, dullness of emotions, intense psycho-vegetative 
manifestations, irascibility and aggressiveness, increased sensitivity and vulnerability, sleep disturbances, nightmares, perceptual sensa-
tions (smells of smoke, gunpowder, blood, sweat, combustible materials), attention deficit [21], decreased working memory and attention 
[22], symptom of “ short future “. 

Longitudinal studies show that a high level of acute stress indicates a high risk of subsequent health problems [23]. 

Goals and objectives of the study. The purpose of this study was to study the main forms of psychopathological disorders detected in 
the participants of the 44-day Artsakh war, the severity of these disorders and their nosological forms in veterans who are hospitalized in 
the mental health rehabilitation department “Stress”. The task was to study the possible correlations and interdependencies between the 
severity of the injury, the nature of the hostilities and the personal and psychopathological profile of the combatants, to study the issues of 
predicting acute stress disorders and PTSD, the degree and nature of psychopathological disorders, and also to determine the nosological 
framework of known stress - related disorders. The task was also set to investigate the problem risk factors for post-traumatic disorders 
and highlight symptoms specific to these disorders.

Material and Methods

We examined 104 patients - participants in the war in Artsakh, aged 18 to 50 years, whose average age was 29.98 ± 8,17 years old. 
Socio-demographic characteristics of the examined patients are presented in table 1.
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All patients underwent a complete clinical-psychopathological, psychological, laboratory examination, and instrumental examination 
is also necessary. The average length of stay of combatants in the hospital was 24.6 days (min = 6, max = 57). The main instruments of 
psychological examination were:

1. Mississippi PTSD scale, military variant. Clinical test method developed in 1987 by Keane T.M., et al. [24] to assess the severity of 
post-traumatic stress disorder in combat veterans. The scale contains statements reflecting the state of people who have experi-
enced a traumatic situation and includes three main scales (intrusions, avoidance, excitability), as well as questions describing 
symptoms related to guilt and suicidal tendencies. The scale has high sensitivity and specificity in diagnosing PTSD in individuals 
with mental disorders. It is intended to confirm the diagnosis of PTSD in the appropriate population and assess the severity of the 
disorder. Theoretical foundations, internal structure, clinical significance, interpretation of the scale are presented in the mono-
graphs of Tarabrina N.V [25].

2. G. Shmishek’s personal questionnaire is designed to diagnose the type of personality accentuation [26]. Using this technique, 10 
types of personality accentuation are determined (according to the classification of K. Leonhard): demonstrative, pedantic, stuck 
personality type, excitable, hyperthymic, dysthymic, anxious-fearful, cyclothymic, exalted, emotivic [27]. 

3. Symptomatic questionnaire SCL-90-R (Simptom Check List-90-Revised) is a clinical test and screening technique designed to as-
sess patterns of psychological signs in individuals with mental disorders, as well as in healthy individuals [28]. The structure, cal-
culation of results, interpretation, clinical significance of the questionnaire are presented in the monographs of Tarabrina N.V. [25].

N Parameter Quantity surveyed
Abs. %

one Number of examined 104 100.0
2 Live in cities 62 59.6
3 Live in villages 42 40.4
4 Education:

•	 the average
•	 specialized secondary
•	 incomplete special
•	 higher

49
6
2

47

47.1
5.8
1.9

45.2
five Type of service ( military responsibilities ) :

•	 urgent
•	 officers
•	 contractors
•	 volunteers
•	 mobilized

21
33

eleven
17
22

20.2
31.7
10.6
16.3
21.2

6 Family status
•	 married
•	 single

57
47

54.8
45.2

Table 1: Socio-demographic characteristics of the examined patients.



Citation:  Sukiasyan SG., et al. “Acute Stress Reactions and Disorders in Participants of the war in Artsakh”. EC Psychology and Psychiatry 
11.5 (2022): 25-43.

Acute Stress Reactions and Disorders in Participants of the war in Artsakh

30

The present study involved combatants with acute mental disorders that arose immediately after a combat injury. They were admitted 
to the mental health rehabilitation department “Stress” of the MRC “Artmed” within 1 - 12 days after traumatization. Clinico-psychopatho-
logically, 77 combatants (74%) were diagnosed with acute stress disorders (F43.0), and 27 (26%) combatants were diagnosed with acute 
psychotic disorders (F22, F23), depression (F32), mental disorders due to damage or dysfunction of the brain (F06) in the form of affec-
tive, anxiety and dissociative disorders, personality and behavioral disorders due to illness, damage and dysfunction of the brain (F07), 
anxiety - phobic (F40), anxiety disorders (F41). Our study shows that combat stress does not always cause ASD, and PTSD symptoms ap-
pear already 1 - 2 weeks after the injury, at least the symptoms of ASD are difficult to differentiate from the symptoms of PTSD. That is, the 
diagnosis of ASD does not adequately identify the majority of people who eventually develop PTSD. There is a need to formally describe 
a wide range of initial acute stress responses. These results are to a certain extent consistent with the opinion prevailing in the literature 
that combat trauma can cause both the development of acute stress disorder and PTSD, as well as non-specific “post-traumatic” types of 
reactions to extreme stress - depressive, anxiety, obsessive-compulsive and others. forms of reactions and psychological consequences 
(acute stress disorders, fear, pain, unexplained physical symptoms, family problems). Shalev AY., et al. [29] they underline that _ _ _ any 
_ herb ma maybe _ OS false thread Xia depression _ _ or PTSD. Assessment of acute mental reactions to traumatic events is an important 
marker for morbidity and mortality associated with mental trauma, which requires long-term monitoring and/or early intervention [23]. 

In a number of cases, as clinical practice shows, in the course of military operations, acute transient psychotic disorders are observed 
in injured soldiers. They are interpreted as psychogenic disorders because they largely meet the criteria for psychogenic, reactive disor-
ders. But in a number of cases, it becomes necessary to differentiate them with schizophrenic or affective spectrum disorders, since a high 
risk of subsequent development of schizophrenia, schizophrenic spectrum disorders, and bipolar affective disorder is revealed [24,30].

Disorders of extreme stress (Disorders of extreme stress not otherwise specified - DESNOS), the development of which is associated 
with such factors as trauma in early childhood and participation in atrocities in the war zone, an extreme level of experience of obsessive 
trauma, insufficient characterological functioning, etc [31]. In the context of the principles underlying modern classifications, PTSD is just 
a syndrome - a typical non-specific pathological condition that can occur in the structure of various mental disorders. 

Examination of our patients with the Mississippi PTSD scale revealed that 39 combatants (37.5%) had PTSD, which is not consistent 
with the chronological framework of the DSM-5 and ICD-10. The severity of PTSD according to the Mississippi scale in the examined pa-
tients showed a wide range - from 54 points to 139 (mean level - 106.65 ± 19.91). The survey results are presented in table 2.

N N Parameter Number of examinations
Abs. %

Patients with PTSD 39 37.5
Patients without PTSD 62 59.6

Not response 3 2.9
The severity of the disorder Min - 54 points

Max - 139 points
M±m

106.65±19.91

Table 2: Results of the Mississippi PTSD Scale.

We can assume that combat trauma in these cases acts not as a specific etiological, but as a provoking or catalyzing factor. The “post-
stress response” that follows this stress manifests itself from psychological forms of defense in the form of affective, dissociative forms of 
impaired consciousness, acute shock (stress) reactions of a “non-personal” nature, through adaptation disorders of an already “personal” 
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nature to cerebrasthenic, neurosis-like, psychopathic, psycho-organic syndromes, the formation of which depends on many external and 
internal factors. It is noted in the literature that the more severe the “to- catastrophic assessments” of the consequences of trauma in 
the initial period after traumatic exposure, the higher the possibility of developing PTSD. And negative and exaggerated assessments of 
a traumatic event, the severity of symptoms, and expressed beliefs about a possible future illness increase the likelihood of developing 
PTSD. The onset of PTSD symptoms so early in the posttraumatic period in our patients, perhaps due to a combination of psychic trauma 
with craniocerebral, barotrauma in the combat zone, as some authors say [32]. But Yurgil., et al. [33] note that even a history of TBI can 
be a predictor of the development of PTSD in military personnel. Although our patients did not have any indications of traumatic brain 
injury, with the exception of barotrauma.

The most common type of personal accentuation was exalted (69 people, 66.3%) in pure and combined variants, less often were anx-
ious (12 people, 11.5%) hyperthymic (7 people, 6.7%) and demonstrative types (6 people, 5.8%). The results obtained are presented in 
table 3.

N Parameter Abs. %
Demonstrative 6 5.8

Stuck 1 1.0
Excitable 1 1.0

Hyperthymic 7 6.7
Distymny 2 1.9
Alarming 12 11.5
Exalted 69 66.3
Emotive 1 1.0

Cyclothymic 1 1.0
Pedantic 0 0

Not gave response 4 3.8
Total 104 100.0

Table 3: The results of the examination according to the Shmishek personality questionnaire.

Persons of the exalted type are distinguished by high plasticity, intensity and variability of emotional reactions. They easily fall from 
one extreme to another, go from a state of delight to a state of sadness, react violently to any events. At the same time, emotional experi-
ences are accompanied by pronounced vegetative and somatic reactions: trembling, cold sweat, tachycardia, suffocation, etc. Exalted per-
sons are more altruistic than egoists ; they tend to be empathetic and compassionate. In a stressful situation, they show such maladaptive 
reactions as dependence on mood swings, weakness of self-control (irritability, irascibility, impatience), anxiety and panic, avoidance of 
difficulties, a tendency to self-blame, selfishness. 

Miller M.W. [34] data are associated with the noted features. In a review on the influence of personality on the development, course 
and behavioral expression of PTSD, analyzing the literature in connection with three broad-range personality traits such as negative 
emotionality (NEM), positive emotionality (PEM) and limitation/inhibition CO), the author came to the conclusion that that high nega-
tive emotionality is the main personal risk factor for the development of PTSD, while low inhibition of emotionality, positive emotionality 
serve as deterrents. From these positions, the author believes that a premorbid personality, characterized by high negative emotionality 
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combined with low positive one, predisposes the trauma-prone individual to an internalizing form of post-traumatic reaction, character-
ized by pronounced social avoidance, anxiety and depression.

According to Iranian researchers [35], the most common personality disorder among veterans with PTSD identified by the Millon 
Clinical Multiaxial Questionnaires 3 (MCMI-III) was borderline personality disorder (17.9% versus 4.8% in veterans without PTSD). 
Other types were identified less frequently – avoidant type 10.4% and 1.9% respectively, affiliated type 10.4% and 0%, pessimistic type 
7.5% and 1.0%.

The relationship between borderline personality disorders and the spectrum of post- traumatic disorders has been pointed out by 
Dell’Osso L., et al. [36]. In the development of PTSD, personality traits are also given importance by Anestis, J. C., et al. [37]. They note 
that personality traits associated with a deficit of emotionality, empathy and inhibitory control may be adaptive in certain situations, 
maladaptive in others. The authors showed that the relationship of combat traumatic impact with PTSD decreases as the frequency of 
interpersonal-affective psychopathic traits increases.

Mattson E., et al. [38] showed that the attitude of personality (coping style) to trauma determines post-traumatic outcomes: while 
adaptive coping with trauma and positive personality traits, such as openness, were positively correlated with post-traumatic growth, 
and maladaptive coping and neuroticism were positively correlated with symptoms of PTSD. Higher neuroticism predicts lower reactivity 
to stress, greater reduction in positive affect, and lower subjective controllability. Individuals with higher levels of extraversion showed 
less of an increase in negative affect. In addition, a higher openness score was associated with a lower stress response to cortisol. These 
data indicate that personality trait dimensions such as neuroticism, extraversion, and openness are associated with various aspects of the 
stress response.

Descriptive statistics of SCL - 90 parameters are presented in table 4. The most pronounced indicators were identified in terms of 
somatization (1.8 ± 0.19), depression 1.8 ± 0.10 and anxiety (1.73 ± 0.22).

Parameter Minimum Maximum Average value Standard - no deviation
•	 Somatization (Som) 1.10 2.20 1.8317 0.19120
•	 Obsession (O - C) 1.10 2.00 1.5337 0.17660
•	 Interpersonal Sensitivity (int) 0.90 1.50 1.1731 0.11925
•	 Depression 1.60 2.00 1.8154 0.09831
•	 Anxiety 0.16 2.20 1.7333 0.22244
•	 Hostility (Hos) 1.20 2.10 1.5173 0.18299
•	 Phobic Anxiety (Phob) 0.80 1.80 1.3240 0.20832
•	 Paranoid Tendencies (Par) 0.80 1.80 1.0173 0.18085
•	 Psychoticism (Psy) 0.00 1.70 0.9154 0.23014

Table 4: Descriptive statistics of SCL parameters - 90 – R.

The “somatization” scale reflects the distress arising from the sensation of bodily dysfunction. The scale includes complaints from all 
organs and systems, pain sensations and somatic equivalents of anxiety. The symptoms of the “somatization” scale can indicate both the 
presence of a psychogenic disorder and the manifestation of real somatic diseases. The depression scale reflects a wide range of manifes-
tations of clinical depression: depressed mood, dysphoria, anhedonia, loss of meaning, impotence, suicidal tendencies, regardless of etiol-
ogy, nosology and structure. The anxiety scale consists of a number of symptoms that clinically associated with a high level of manifest 
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anxiety. The main symptom is anxiety with all its components: anxiety, tension, fussiness, a sense of impending threat and danger, motor 
excitation, tremor.

Research Results

Analysis of the relationships between the parameters of the Mississippi PTSD scale, the Shmishek questionnaire and SCL-90-R and a 
number of demographic indicators was carried out by the method of group comparisons (T Student and one-way ANOVA). A low level 
of PTSD (t (99) = 2.155, p = 0.034) was found in the group of married combatants (M = 111.23, SD = 18.86) compared with unmarried 
combatants (M = 102.82, SD = 20.124). Statistically significant differences were also found in the severity of PTSD in groups with different 
types of military service (F (4.96) = 3.149, p = 0.018). They were the highest among conscripts (M = 119.8, SD = 11.546) compared with 
officers (M=105.27, SD=19.504), volunteers (M = 103.35, SD = 20.208), mobilized (M = 100.52, SD = 22.479). In other words, the most 
severe manifestations of PTSD were noted among conscripts, as the youngest, not burdened with family problems and not wiser with life 
experience. These links will be presented below. Statistically significant differences were not found in the place of residence (urban, rural) 
and the level of education.

Analysis of the relationship between the parameters of the Mississippi PTSD scale and SCL-90-R, carried out by the method of correla-
tion analysis using the Pearson formula, revealed strong positive relationships between the severity of PTSD and scales “somatization” (r 
= 0.422 **, p < 0.0001), “compulsion” (r = 0.573 **, p < 0.0001), “interpersonal sensitivity” (r = 0.462 **, p < 0.0001), “depression” (r = 0.603 
**, p < 0.0001) and “hostility” (r = 0.400 **, p < 0.0001). At the same time, an inverse relationship with phobic anxiety is found (r = - 0.196 
**, p = 0.049). At the same time, stepwise regression analysis revealed that, in addition to a pronounced correlation between the above 
parameters, the SCL-90-R scales “depression” (β = 0.425, p < 0.0001), “obsession” (β = 0.352, p < 0.0001) and “hostility” (β = 0.273, p < 
0.0001) are contingent on PTSD. The explanatory value of the model is 55.4% (adjusted R2 = 0.554). The obtained data testify that that the 
development of PTSD at 55.4% is due to the presence of depressed mood, obsessive phenomena in the psychopathology of the developing 
disorder, and aggressive tendencies in patients.

In the literature on post-stress disorders, the problem of predicting ASD and PTSD, risk factors for post-traumatic disorders is actively 
studied, specific symptoms for ASD and PTSD, as well as symptoms that are predictors of the possible development of PTSD, are high-
lighted. These questions were also addressed in the present study. We looked for correlations between the length of stay of combatants 
in the hospital, that is, the duration (more precisely, effectiveness) of therapy, the duration of the period from injury to hospitalization 
(that is, the period during which the combatant did not receive specialized medical care), the age of patients and the SCL-90-R scales, in 
other words, between the main symptoms disorders, psychopathological status of patients. Correlation analysis revealed a number of 
significant relationships. Thus, it turned out that the age of patients is a factor determining the length of stay in the hospital: the older the 
age, the earlier they were discharged from the hospital (r = -0.271 **, p = 0.005). In turn, the length of stay in the hospital showed a strong 
positive relationship with the scales SCL -90- R “compulsiveness” (r = 0.369 **, p < 0.0001), “interpersonal sensitivity” (r = 0. 256, p = 
0.009) and “depression” (r = 0.267, p = 0.006). This suggests that, in addition to depressed mood, “delay” in the hospital is also facilitated 
by obsessive phenomena, personal characteristics - a sense of one’s own inadequacy and inferiority, discomfort in interpersonal commu-
nication, negative expectations in relationships with other people; continuous, irresistible and alien “I” thoughts, impulses and actions.

The symptoms of post-stress disorders, including the symptoms of PTSD on the Mississippi scale, were in reverse relationship with 
the age of the combatants (r = -0.251 *, p = 0.011), which allows us to assume that the younger the combatant, the more severe and pro-
nounced the clinical manifestations of post-stress disorders of the acute period and the symptoms of PTSD.

Analysis of the features of relationships in patients with and without PTSD with SCL-90-R scales, length of stay in hospital, period of 
time, previous hospitalization and age was carried out using the Pearson formula. It was shown that younger patients, regardless of the 
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presence or absence of PTSD symptoms, stayed longer in the hospital (r1 = - 0335*, p = 0.028; r 2 = -0.407**, p = 0.002). In the group of pa-
tients with PTSD, a strong inverse relationship was found between the age of patients and the duration of the period from injury to hospi-
talization. This suggests that younger patients with PTSD have higher stress tolerance and are later admitted to the hospital for treatment 
(r = - 0.40 9 **, p = 0.0 0 7). Later (delayed from the moment of injury) admission of combatants to a hospital was inversely correlated with 
a high level scale “obsessiveness” according to SCL-90-R (r = -0. 231*, p = 0.018) and the severity of u PTSD according to the Mississippi 
scale (r = -0.319**, p = 0.001). The severity of PTSD according to the Mississippi scale is inversely related to anxiety (r = -0.224**, p = 0.022), 
phobic anxiety (r = -0.275, p = 0.003) and the age of the respondents (r = -0.387, p < 0.0001). That is, the young age of the combatants cor-
relates with the severity of the symptoms of the disorder; the more severe the clinical picture of PTSD, the less pronounced anxiety-phobic 
symptoms, such as nervousness, tension and trembling, panic states, a sense of danger, fears and fears, irrational reaction reactions.

As noted above, 27 (26%) combatants were diagnosed not with acute psychotic disorders, depression, dysfunctional mental disorders 
and personality and behavioral disorders due to somatic diseases or disorders of the brain, anxiety - phobic e, anxiety disorders. Com-
parison of these two diagnostic groups (with and without acute stress disorders) according to the SCL-90-R scales revealed differences in 
psychotic scales - “paranoia” (t (102) = 2.153, p = 0.039) and “psychoticism” (t (102) = 2.369, p = 0.02). At the same time, these scales were 
most pronounced in the group of combatants with psychotic disorders (M paran. = 1.09, SD = 0. 242; M psycho. = 1. 003 SD = 0. 129), while in 
the group of combatants with acute stress disorders, the severity of the scales was less: paranoid M = 0. 99 SD = 0. 145, psychotism M = 0. 
88 SD = 0. 227). The data obtained are quite understandable and adequate. The “paranoia” scale in the questionnaire reflects the type of 
thinking disorders. Its cardinal characteristics are: hostility, suspicion, propensity for supervalues, fear of loss of independence, distrust, 
need for protection. Characterized by fixation on one’s self and its overestimation, delusions of attitude, jealousy, rigidity of judgments, a 
tendency to interpretive delusions, pronounced sensitivity to failures and rejections. The scale “psychoticism” reflects the tendency of the 
individual to distort reality, there is an obvious discrepancy between the behavior of the surrounding reality, the subjectivity of perception 
and assessment of reality, immersion in the world of one’s own ideas.

Differences between the diagnostic groups in terms of types of personal accentuation. Analysis of the results obtained on the personal-
ity questionnaire from Shmishek, showed that in the vast majority of cases (Table 2) patients were found to have exalted traits (69 people, 
66.3%) in pure and combined variants, which allowed us to conditionally distinguish two groups: 1) patients with exalted character traits 
and 2) patients with non-exalted traits (31 people, 29.8%). Four questionnaires (3.8%) turned out to be invalid. Persons of the exalted 
type are distinguished by high plasticity, intensity and instability of emotional manifestations. They react violently to any events, falling 
from one extreme to another. Their psychological experiences are accompanied by pronounced somato-vegetative reactions. The exalta-
tion of behavior is mostly motivated by altruistic tendencies in the personality than by egoistic ones; they tend to be compassionate to the 
point of despair. In a stressful situation, they show such maladaptive reactions as dependence on mood swings, weakness of self-control 
(irritability, irascibility, impatience), anxiety and panic, avoidance of difficulties, a tendency to self-blame, selfishness.

Based on the hypothesis that the type of personality accentuation is a possible predictor of post-stress disorder, we undertook a study 
of the relationship between the type of personality accentuation (according to the Shmishek personality questionnaire) and the SCL-90-R 
scales, the Mississippi PTSD scale and socio-demographic parameters. The analysis was carried out on two selected groups - persons with 
exalted accentuation and not exalted ones. Data from statistical analysis are presented in tables 5-7. As follows from Table 5, the identified 
positive relationships between the SCL-90-R scales, between the SCL-90-R scale and the Mississippi PTSD scale are not due to the exalted 
type of personality accentuation.

In both groups (Table 5), correlations were found between the parameters on the scales within the SCL-90-R symptomatic question-
naire, between SCL-90-R and the severity of PTSD according to the Mississippi scale, and in the group of exalted combatants, between the 
SCL-90-R scales and some socio-demographic parameters, such as the relationship between length of stay in the hospital and the scales 
SCL-90-R “anxiety” (r = -0.278 *, p = 0.016), “phobic anxiety” (r = -0.27 2 *, p = 0.018), with age of combatants (r = -0. 424 **, p < 0.0001), as 
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well as a positive relationship with the severity of PTSD on the Mississippi scale (r = 0.329 **, p < 0.004), between interpersonal sensitiv-
ity and hostility (r = 0.425, p < 0.0001), interpersonal sensitivity and length of hospital stay (r =0.293, p < 0.01), interpersonal sensitivity 
and anxiety (r = 0.330 *, p = 0.004). In the group of non-exalted patients, no such relationships were found, which indicates that the noted 
interdependencies are due to a certain extent to exalted dispositions of the personality.

N Parameter Group exalted Group not exalted
R P R P

Somatization – PTSD 0. 373** 0. 001 0. 521 0. 009
obsession - interpersonal sensitivity 0. 427** 0. 0001 0. 549* 0. 004

obsession – depression 0.237* 0. 04 0. 700** <0. 0001
obsession – PTSD 0. 455 <0. 0001 0. 835** <0. 0001

Interpersonal _ sensitivity - psychotism 0. 267* 0. 021 0. 666** <0. 0001
Interpersonal _ sensitivity – obsession 0. 427** <0. 0001 0. 549** 0. 004

Interpersonal _ sensitivity – PTSD 0. 425** <0. 0001 0. 613** 0. 001
Depression – PTSD 0. 421 <0. 0001 0. 893** <0. 0001

Hostility – PTSD 0. 329** 0. 004 0. 541** 0. 006
PTSD - duration of stay in b-tse 0. 272* 0. 019 0. 426* 0. 038

Table 5: Positive correlations with the SCL-90-R scale, the Mississippi PTSD scale, and socio-demographic parameters in  

individuals with exalted accentuation and without exaltation.

At the same time, such relationships as “depression - hostility” (r = 0.543**, p = 0.005), “depression - psychotism” (r = 0.529, p = 0.007), 
“depression - length of hospital stay” (r = 0.417*, p = 0.038) are due to non-exalted personality accentuations (Table 6).

Persons with an exalted personality accentuation
N Parameter r p

Obsession - length of hospital stay 0.383** 0. 001
Interpersonal sensitivity – hostility 0.425** <0. 0001

Interpersonal sensitivity - length of stay

in the hospital

0.295* 0.01

Somatization – depression 0.278* 0.016
Interpersonal sensitivity – anxiety -0.330** 0. 004
Length of hospital stay – anxiety - 0. 278* 0. 016

Length of hospital stay - phobic anxiety -0. 272* 0. 018
Length of hospital stay – age -0. 424** <0. 0001

Hostility - phobic anxiety -0 . 249* 0. 031
PTSD – age -0. 237* 0. 042

Persons with non-exalted personality accentuation
N Parameter r p

Obsession – hostility 0. 478* 0. 016
Obsession – psychotism 0. 482* 0. 015

Interpersonal Sensitivity – Depression 0. 480* 0. 015
Interpersonal Sensitivity – Paranoia 0. 538** 0. 006

Depression – hostility 0. 543** 0. 005
Depression – psychotism 0. 529* 0. 007

Depression - duration stay 0. 417* 0. 038
Somatization – hostility 0. 629** 0. 001
Somatization – paranoia 0. 430* 0. 032

Phobic anxiety - period before hospitalization -0.414* 0.039

Table 6: Relationships between the SCL-90-R scales, the Mississippi PTSD scale and socio-demographic parameters in individuals with 

exalted personality accentuation and in individuals with non-exalted personality accentuation.
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The observed relationships in the group of exalted patients obviously correlate with such clinical manifestations of depression as 
symptoms of anhedonia, feelings of hopelessness, lack of interest in life, decreased motivation, vitality, suicidal thoughts, as well as cog-
nitive and somatic correlates of depression. And in the group of non-exalted patients, in which persons with anxious, hyperthymic and 
demonstrative features dominated, affective-neurotic symptoms and demonstrativeness were detected. Anxious individuals were domi-
nated by features of uncertainty, indecisiveness, low self-esteem, constant doubts about the correctness of their actions and thoughts, 
which do not have visible reasons, the desire to smooth out conflicts and avoid them. These are mostly timid and submissive people, but 
in extreme cases they compensate for their timidity with self-confident and defiant behavior. On the other hand, hyperthymic faces are 
characterized by activity, vigor, optimism, and high vitality. Distinguished by talkativeness, violently experiencing failures, frivolous atti-
tude to rules and duties; impulsive, fussy, prone to adventurism, fickle in interpersonal relationships, promiscuous in contacts. Persons of 
a demonstrative type are sociable people, focused on their own success and recognition in any conditions, prone to overestimating their 
personality and their own capabilities. They are jealous and envious people. They can conflict, lie and manipulate people, do not differ-
entiate between reality and fiction. These personality traits can actually be seen as predictors of post-stress disorder. As such, the results 
obtained allow us to consider the scales “into hostility” and “paranoia” SCL-90-R that includes thoughts, feelings, or actions affective-
negative content, including aggressive behavior, irritability, anger and resentment.

In order to identify differences in the SCL-90-R scales in patients with and without PTSD, according to the Mississippi scale, an analysis 
was carried out according to the Student ‘s T formula for independent groups. The difference between the two groups was revealed in 
many parameters (Table 7).

N Parameter Mississippi PTSD scale
+PTSD -PTSD

1 Somatization (t( 99) = -3, 338, p=0.001) M =1.90, SD=0.178 M =1.79, SD=0.158
2 Obsession (t(99) = - 5 , 260 , p<0.0001) M =1.63, SD=0.142 M =1.46, SD=0.169
3 interpersonal sensitivity (t (99) = - 5. 033, p<0.0001) M =1.24, SD=0.122 M =1.13, SD=0.933
4 Depression (t(99) = - 4 . 904 , p<0.0001) M =1.87, SD=0.892 M =1.78, SD=0.893
5 Hostility (t( 99) = - 2 , 639 , p = 0.01) M =1. 58 , SD=0. 197 M =1. 4 8, SD=0. 160
6 phobic anxiety (t( 99)=- 2 , 209 , p = 0.029) M =1.27, SD=0. 17 3 M =1.36, SD=0.224

Table 7: Severity of SCL-90- R parameters in patients with and without  
PTSD according to the Mississippi scale.

As follows from the table, with the exception of phobic anxiety (an irrational fear reaction), the scales SCL-90-R (somatization, obses-
sion, interpersonal sensitivity, depression, etc.) were more pronounced in individuals with PTSD on the Mississippi scale. This is consis-
tent, in principle, with the clinical picture of PTSD and its structure.

Based on the assumption that a number of clinical symptoms identified in patients in the first days after a psychic trauma may act as 
predictors of the development of a pathological process and its transformation into PTSD, we performed a logistic regression analysis. 
As a predictive factor, we considered all 105 symptoms identified in patients with varying frequency. According to the obtained results, 
the logistic regression model is statistically significant - χ2 (13) = 84.306, p < 0. 0001. The latter accounts for 77% (Nagelkerke R 2) of 
the dispersion PTSD and classifies 88.9% of cases. In the entire model, the predictive-conditioning values of the following symptoms are 
statistically significant (Table 8):
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In addition, we undertook a logistic regression analysis of the predictive value of the most frequently occurring symptoms. For each 
symptom, the regression model was tested separately. The model is statistically significant for the predictive value:

•	 Dizziness (χ2(1) = 7.756, p = 0.005), which account for 9.9% (Nagelkerke R2) of PTSD dispersion and classifies 63.4% of cases (B = 
1.148, SE = 0.422, Wald = 7.407 p= 0.006);

•	 Headache (χ2(1) = 4.638, p = 0.031), causing 0.06% (Nagelkerke R2) dispersion of PTSD and classifies 62.4% of cases (B = 0.913, 
SE = 0.428, Wald = 4549 p = 0.033);

•	 Crying (χ2(1) = 5.089, p = 0.024), accounts for 6.6% (Nagelkerke R2) of PTSD variance and classifies 62. 4% of cases (B = -1.695, SE 
= 0.830, Wald = 4.171 p = 0.041 );

•	 Symptom “battle voices” (χ2(1) = 4.157, p = 0.041, determines 5.4% (Nagelkerke R2) of PTSD variance and classifies 62.4% of cases 
(B= -1.167, SE = 0.591, Wald= 3.9, p = 0.048);

•	 Symptom “battle scenes” (χ2(1) = 4.023, p = 0.045), causes 5.2% (Nagelkerke R2) of PTSD variance and classifies 62.4% of cases (B 
= -1.03, SE = 0.527, Wald = 3.866, p = 0.049).

In other words, the listed symptoms can be considered as factors associated with the development of early PTSD. As prognostic crite-
ria for the development of PTSD in the acute period of injury Bergiannaki JD., et al. [12-39] noted an increased heart rate and a feeling of 
derealization during the first 48 hours after a traumatic event in earthquake survivors. We did not find such works with regard to combat 
trauma. In addition, we tried to determine the predictive value of a number of symptom complexes - similar in essence and content of 
symptoms, such as conflict and aggressiveness, gloom and depressed mood, sleep disorders and nightmares, tinnitus, headaches and 
hearing loss. Logistic regression analysis showed that the associations between the latter with symptoms - tinnitus, headaches and hear-
ing loss (χ 2(1) = 8.813, p = 0.003) were statistically significant. This constellation of symptoms accounts for 11.2% (Nagelkerke R2) of 
the variance in PTSD and classifies 66.3% of cases (B = 1.312, SE = 0.454, Wald = 8.376, p = 0.004). It can be considered as the basis of the 
cerebrasthenic syndrome, a predictor of subsequent PTSD. 

Discussion

A huge number of articles are devoted to the description of the clinical manifestations of traumatic disorders on the materials of vari-
ous large and small wars, local hostilities, and military conflicts. There are no works comparing the clinic of traumatic disorders depend-

N Symptom B SE Wald p

Cry -3.939 1.592 6.125 0.013
And vomit 6.796 3.181 4.564, 0.033

Oh dullness of consciousness -4.079 1.537 7.042 0.008
Battle scenes and voices -5.172 1.635 10.001 0.002

P arrestes -5.267 1.791 8.647 0.003
Fucking _ 2.748 1.159 5.623 0.018

Bole sensations 3.953 1.758 5.059 0.025
Vomiting 10.814 5.217 4.296 0.038

About feeling short of breath -5.751 2.834 4.116 0.042

Table 8: Statistically significant predictive-causing symptoms of PTSD and their meanings.
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ing on the power of the military conflict. But it should be noted that the latest war in Artsakh, in its power and character, is noticeably 
different from all previous wars. The authors mainly emphasized the relationship between the severity of traumatic experience and the 
variety of clinical symptoms of trauma. The most interesting and significant works in this aspect are related to the war in Korea and Viet-
nam, which, in fact, served as the basis for the allocation of post-traumatic disorders: ASD and PTSD.

The clinical picture of ASR is quite variable depending on the type of injury, severity, and individual characteristics of a person. The 
reactions to trauma in our patients were at the level of psychopathological reactions, manifested by acute stress disorders. post-traumatic 
stress disorder, as well as acute psychotic, depressive, anxiety-phobic and other disorders. All this set of psychopathological reactions 
had one common root, from which they manifested themselves - combat mental trauma. Psychic trauma as a stressful phenomenon is 
characterized by three main features - criteria: it occurs suddenly and unexpectedly, it threatens the life and psychophysical integrity of 
the organism and personality, and the trauma is outside the normal everyday life experience. As the 4th criterion, based on the peculiari-
ties of the Artsakh war, we consider the invisibility and inaccessibility of the source of trauma, and its reality and tangibility for patients. 
Based on the noted features of trauma and the clinical diversity of psychopathological phenomena after trauma, we prefer to speak of 
peritraumatic disorders. At the same time, we mean the reactions that arose as a result of an event of an extreme nature, an event that 
went beyond the limits of ordinary human experiences, causing them strong fear, horror, a feeling of helplessness. This approach is due to 
the fact that the boundaries between the clinical manifestations of post-traumatic trauma are quite amorphous and largely overlap, the 
chronological criteria for determining acute and post-traumatic disorders, both in ICD-10 and DSM-5, are far from clinical reality. More-
over, both classifications offer different time frames.

The source of mental disorders is not the combat trauma itself and the traumatic situation, but the negative meaning that the combat-
ant put into this event. This, from our point of view, is confirmed by statistically significant differences in the severity of PTSD depend-
ing on the age of military personnel, their marital status, and the time of admission to the hospital. Trauma is the loss of vital meanings, 
trauma is negative semantic experiences, negative meaning formation and meaning generation. According to the requirements of DSM-5, 
the diagnosis of ASD requires the presence of two criteria: 1) exposure to a traumatic event and 2) the presence of 9 out of 14 symptoms 
from the following clusters: 1) intrusion; 2) negative mood, 3) dissociation; 4) avoidance; and 5) arousal. Symptoms can last from 72 
hours (three days) to four weeks after exposure to a traumatic event and present with two types of reactions: peritraumatic distress and 
peritraumatic dissociation. Peritraumatic distress indicates emotional and physical reactions during or immediately after exposure to 
trauma [6,40]; peritraumatic dissociation concerns disturbances in the perception of time, place, and people [41].

Ozer EJ., et al. [6] supplements these two types of reactions with 5 more disorders considered by the authors as predictors of PTSD or 
its symptoms: (1) previous trauma, (2) previous psychological adaptation, (3) family psychopathological history, (4) perceived threat life 
during trauma, (5) posttraumatic social support, (6) peritraumatic emotional responses, and (7) peritraumatic dissociation. At the same 
time, the authors emphasize that peritraumatic psychological processes, rather than previous ones, are significant predictors of PTSD.

Note that in the ICD-10, rheumatic stress is defined as an independent disorder, manifested by symptoms such as obsessive re-expe-
riencing of a traumatic event; avoidance of anything related to trauma; inability to remember important episodes of the trauma; a feeling 
of detachment and alienation from others; dullness of emotions, sleep problems, irritability or outbursts of anger, impaired memory and 
concentration, hypervigilance, etc. In most cases, symptoms develop within a few minutes, and their severity decreases within 2 - 3 to 48 
hours. After the reaction, partial or complete amnesia may persist. Previous research has shown that trauma victims typically experience 
dissociative, anxiety, and other symptoms during or shortly after the traumatic event. Although some of these symptoms are protective, 
they can lead to the development of post-traumatic stress disorder and other disorders.

Despite the fact that for many years both “acute stress reactions” and “acute stress disorders” have been singled out as a separate 
diagnostic rubric in both ICD-10 and DSM-5, some authors question the validity of their isolation [42]. The authors discuss the evidence 
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for and against the disorder, for and against the current focus on peritraumatic dissociation, and analyze the spectrum of biological and 
cognitive mechanisms that potentially mediate the acute traumatic response. They believe the evidence points to the need to consider 
alternative ways of conceptualizing ASD and identifying severely traumatized individuals at risk of developing PTSD.

At the clinical level, the main symptoms in our patients were not usually described flashback syndromes, obsessions, nightmares, etc., 
but dizziness, headaches, crying, “battle voices” and “battle scenes”, as well as tinnitus, headaches and hearing loss. The experience of 
trauma leads to the development of anxiety-depressive reactions with a pronounced somatovegetative component already at the initial 
stages of the disorder, as evidenced by the SCL-90-R scale (depression, anxiety and somatization). These symptoms continue to be ob-
served in more distant periods of trauma, when PTSD is formed, they are accompanied by an acute anxiety state, overexcitation, a feeling 
of complete helplessness and prostration, obsessive memories and inappropriate actions and behavior, aggressiveness, irascibility, a feel-
ing of powerlessness, a feeling of fear, striving for isolation [43]. Despite the fact that the literature reports that the development of ASR 
is most often observed in individuals with disturbing personality traits, which can be a significant prognostic factor in response to acute 
stress, our results showed that the majority of hospitalized individuals with post-traumatic disorders were of the exalted type according 
to personality predispositions. Anxiety is regarded as a powerful predictor of sympathetic response [44]. 

Conclusion 

The peculiarity of hostilities during the 44-day war was, from our point of view, that the source of the threat caused a feeling of un-
certainty among the military personnel due to the absolute novelty of the experience of experiences from strikes “invisible” aircraft, a 
fundamental disagreement with what they believed, experienced and what they expected before arriving in the theater of operations. 
Under the “ heavenly” fire, it was not possible to defend oneself with available methods (attack, retreat, take cover), strike back, come to 
the aid of wounded comrades. This presents us with a completely new and special character of the last war, which determined a number 
of clinical and chronological features among the participants in this war.

Our study showed that combat stress does not always cause ASD (other psychopathological disorders were also diagnosed), and PTSD 
symptoms were detected already 1 - 2 weeks after the injury, which contradicts the general approaches laid down in the ICD-10 and DSM-
5. That is, the diagnosis of ASD does not adequately identify disorders that eventually transform into PTSD. Our study identified PTSD 
in more than a third of the combatants examined. (37.5%), which is not consistent with the chronological criteria and framework of the 
DSM-5. Moreover, almost every fourth (26%) combatant had acute psychotic and affective (depressive) disorders, affective, anxiety and 
dissociative disorders due to brain dysfunction and others. We assume that combat psychological trauma in the conditions of this war acts 
as a provoking or catalytic factor. The appearance of PTSD symptoms in the early stages of trauma in our patients may be due to a combi-
nation of psychic trauma with massive barotrauma in the war zone, as well as the psychological and technological impact of the enemy. In 
the formation of post-stress disorders, the personality factor is also important. Our study showed a statistically significant dependence of 
post-traumatic manifestations, in particular the symptoms of PTSD, on the personal characteristics of the combatants. The vast majority 
of combatants showed exalted character traits that determined the interdependence between the scales of the SCL-90-R symptomatic 
questionnaire and socio-demographic parameters.

It was found that the most severe manifestations of PTSD were observed in conscripts, as the youngest, not burdened with family 
problems and not wiser life experience. Development of PTSD at 55.4% were due to the depression, obsession, and hostility scales of 
the SCL-90-R symptomatic questionnaire, that is, the presence of depressed mood, obsessive phenomena in the psychopathology of the 
developing disorder, and aggressive tendencies in patients. The most pronounced indicators according to the questionnaire were in the 
parameters “somatization”, “depression” and “anxiety”. The more severe the clinical picture of PTSD, the less pronounced anxiety-phobic 
symptoms were, such as nervousness, tension and trembling, panic states, a sense of danger, fears and fears, irrational reactions. At the 
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same time, it was found that younger patients with PTSD have a higher stress resistance and later enter the hospital for treatment. They, 
regardless of the presence or absence of PTSD, stayed longer in the hospital. This was facilitated by depressive mood, obsessive phenom-
ena, personal predispositions, such as a sense of one’s own inadequacy and inferiority, discomfort in interpersonal communication, nega-
tive expectations in relationships with other people; continuous, irresistible and alien “I” thoughts, impulses and actions.

Many aspects of the identification and classification of ASD and PTSD the combatants confirm and x clinical reality. However, after the 
recognition of their reality, a lot of questions arise related to the nosological and ontological aspects of this problem. First, the severe, 
extraordinary combat trauma that all of our patients underwent caused various forms of pathology in them, from acute stress reactions to 
acute transient psychotic disorders. That is, the criterion of “uncommonness” of traumatic experiences loses its significance for the diag-
nosis of ASD. Secondly, the chronological criteria for post-traumatic disorders require clarification, which, in the existing framework, cre-
ate more problems than they allow them to be resolved. B - a third of them, there arises the problem of distinguishing not only ASD from 
PTSD, but also the problem of distinguishing normal reactions to trauma from ASD, the various, personally conditioned forms of which 
seem to be psychologically understandable and adequate. There is a need to distinguish between symptoms as manifestations diseases 
and as reactive forms of behavior. Primary responses to traumatic events emerge as adaptive, coping and survival responses. And this pro-
cess involves all the physiological and psychological resources of the body and the mechanisms of co-ownership. And in cases where they 
are insufficient, the process of adaptation is transformed into a maladaptive one, and pathological forms of resistance to trauma develop 
- acute stress disorders, anxiety, depressive and other disorders. Trauma depresses everyone without exception and causes constant 
obsessive memories and experiences, complicated by dissociative, depressive disorders. The trauma experienced by our patients had 
particular features in the conditions of the 44-day war in Artsakh. which consisted in some characteristics of the war in Artsakh. First, it 
was, as experts define it, war the fifth generation, which relied not on military power, not on the combat potential of the state in achieving 
strategic goals, but on information and psychological pressure on the population of the country, its state apparatus and on high science-in-
tensive technologies. In this war, the enemy used such types of weapons that completely changed the nature of the war as a whole. Almost 
the entire process of armed struggle proceeded in the form of long-range massive strikes with high-precision ground and air weapons 
on military-economic and social targets, on manpower, with the widespread use of electronic warfare. Secondly, most military personnel, 
especially in the first 1 - 2 weeks of the war, noted that there were no direct contacts with enemy personnel, but instead they were under 
direct fire from unmanned aerial vehicles, shelling and rocket attacks. Under these conditions, the source of the threat caused a feeling of 
uncertainty among the military personnel due to the incongruity of the situation, that is, the absolute novelty of the experience of experi-
ences from strikes and the fundamental disagreement with what they believed, experienced and what they expected before arriving in the 
theater of operations: there was no way to defend themselves (to go on the attack, retreat under fire, take cover), strike back, come to the 
aid of wounded comrades. This presents us with a completely new and special character of the last war, which determined a number of 
clinical and chronological features among the participants in this war. Third, the trauma was certainly extraordinary. But in the conditions 
of any trauma, the individual has the ability to respond to it within the capabilities of protective mechanisms - instinctive, psychological, 
behavioral. A traumatized person strives to protect and secure himself, both in adaptive and maladaptive ways. Almost all of our patients 
emphasized one significant fact - “the fire poured on them from above, and there was no way to respond to them with a counterblow, 
there was no way to protect themselves and come to the aid of wounded comrades.” All this eventually led to such disorders that do not fit 
into the framework of “acute stress reactions” (according to ICD-10) or “acute stress disorders” (according to DSM-5). The symptoms of 
PTSD, which, according to two world classifications, should develop months later, were noted literally from the first moments of the injury. 

Finally, all the features noted by us allow us to talk about peritraumatic stress disorders without differentiating them into known 
clinical forms, the boundaries between which have always been unclear. The category of “peritraumatic disorders” seems to us the most 
adequate for distinguishing between psychopathological disorders that develop after a combat injury. It includes all the disorders that 
arise after an extraordinary mental trauma, in particular, a combat one, and could not manifest itself without it.
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