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ABSTRACT

Aim. To determine the differences in self-assessment of social functioning by patients with chronic coronary artery
disease (CAD), depending on the presence of comorbid affective disorders (ADs).

Materials and methods. Using the Social Adaptation Self-Evaluation Scale (SASS), which makes it possible to
assess the degree of social functioning and satisfaction with various aspects of social life, we studied the features
of the social functioning of heart hospital patients with chronic CAD with (rn = 248) and without AD (n = 291).
In 290 patients (average age 56.6 + 6.7 years) with chronic CAD, chronic ADs (45%) were revealed; depressive
episodes (DEs) were diagnosed for the first time in 24% of patients, and 24.5% of patients had recurrent DEs.
Bipolar disorder was found in 6.5% of cases. Qualitative and quantitative parameters were investigated using the
Mann — Whitney U test and Student’s #-test. To assess the frequencies, the Pearson’s chi-squared test was used.

Results. The mean total SASS score in the patients with chronic CAD with AD corresponded to difficult social
adaptation (33.7 [29.5; 39]), while the patients without AD had good social adaptation score of 40.8 + 6.3
(p < 0.05). In the group without AD, patients with normal social adaptation prevailed (n = 215; 73.8%), while
patients with AD more often had difficulties with social adaptation (n = 148; 59.7%). In the CAD patients,
depending on the presence of AD, the frequency of disturbances in various spheres of social adaptation differed:
employment, interest in and pleasure from activities, disposition of income, pleasure from and interest in seeking
information, social support (p = 0.001).

Conclusion. Higher frequency of pronounced impairment in social functioning in patients with chronic CAD with
AD determines the need for taking this fact into consideration when planning rehabilitation measures in this group
of patients.
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PE3IOME

enb — onpeenuTh pa3InyKsi CaMOOLICHKH COIUAIbHOTO (DYHKIIMOHUPOBAHHUS MAIMEHTOB ¢ XPOHUYECKOH KOpO-
HapHOH OOJIE3HBIO B 3aBICUMOCTH OT HAJTHYHSI KOMOPOHIHBIX addeKkTUBHBIX paccTpoiicT (AP).

Marepuajbl 1 MeToAbl. C TOMOIIBIO ONPOCHUKA CAMOOLIEHKH colManbHON amanTauun (SASS), mosBosnsiomero
OLICHUTH YPOBEHb CONUAIBHOTO (DYHKIIMOHHPOBAHUS U YJOBIETBOPEHHOCTD PA3INYHBIMU ACTIEKTAMH COIMATBHON
JKH3HU, U3y4eHBI 0COOCHHOCTH COIMAIBHOTO (YHKIMOHHPOBAHHS OOJIBHBIX KapIHOIOTMYECKOTO CTAIHOHApPA C
xpoHudeckoi nmemmyeckoit 6onesnpo cepana (MUBC) ¢ AP (n = 248) u 6e3 (n = 291). Y 290 manmenToB (cpen-
HHUI Bo3pacT — 56,6 + 6,7 ner) ¢ xporndeckoit UBC BeisBisunch xponundeckue AP (45%), nempeccuBHBIE 31TH-
301561 (/ID) BrepBbIe BO3HUKINNE JUATHOCTUPOBAHBI Y 24% manneHToB, a pekyppentHeie 19 —y 24,5%. B 6,5%
cirydaeB 0OHapykeHo OunossipHoe adekTHBHOE paccTpoiicTBo. KadecTBeHHBIE U KONMWYECTBEHHBIC MTOKA3aTEH
HCCIIEN0BaHBI ¢ momMoulbio U-kputepust MaHHa — YUTHU U T-KpUTEpHUs, IJs1 OLIEHKH 4acTOT IPUMEHSUICS METON
x2 no Iupcony.

PesyabTarel. OOmuii cpennuii 6amut no SASS y GonpHbIXx xpoHuueckoir UBC ¢ AP coorBercTBOBaN ypoB-
HIO 3aTPYJHEHHOHN commanbHol amantanuu 33,7 [29,5; 39], a rpynme 6e3 AP — xoporiieii coruanbHON amanTa-
un 40,8 + 6,3 (p < 0,05). B rpynme 6e3 AP mpeo6nanany manueHTsl ¢ HOPMaJIbHON COLMANBHOM ajanranuen
(n=215;73,8%), a 'y 601bHBIX ¢ AP connanpHas aganTanus Oblia yaie 3aTpyaneHa (n = 148; 59,7%). Y nauu-
entoB xponnueckoit UBC B 3aBucuMocTtH 0T AP pasnuuanach 4acToTa HapyIICHHI B pa3HbIX cepax ConrHaTbHON
aJIanTalyy: 3aHATOCTh, HHTEPEC U yOBOJIBCTBUE OT AEATEILHOCTH, PACIIOPSDKEHUE CBOMMU JI0X0/IaMH, YI0BOJIb-
CTBHE U MHTEpEC OT NMOUCKa MH(POpMALUH, colraibHas noanepxka (p = 0,001).

3akaoyenne. boree BEICOKas 4acTOTa BEIPAXKEHHOTO HAPYIIEHUS COIHANBHOTO (DYHKIIMOHUPOBAHUS NAIINEHTOB
¢ xpoumdeckoit UBC u AP ompezensier HEOOXOANMOCTE yueTa JaHHOTO (haKTa MpH ITAHNPOBAHUH peaOrIHTaI-
OHHBIX MEPOINPUATHUI B JaHHOI IpyIIe NallueHTOB.

KnroueBbie cioBa: ahdhekTUBHBIC pacCTPONCTBA, XPOHUYECKAS UIIEMIYECKast 00JIe3Hb Cep/Illa, Ka4eCTBO KU3HH,
MIOJIOBBIE Pa3INYUs

KonpaukT uHTEpecoB. ABTOPHI JEKIAPUPYIOT OTCYTCTBHUE SIBHBIX U MOTEHIMAIBHBIX KOH()INKTOB HHTEPECOB,
CBSI3aHHBIX C MyOIUKaNueil HaCTOSIIEH CTaThH.

Hctounuk ¢punancupoBanus. Pabora BeinonHeHa B pamkax '3 075-01184-22-00, DHU «buoncuxocounaibHble
MEXaHU3MBI TATOreHe3a U KIIMHUYIECKOTo HOIMMOp(H3Ma, aanTal[MOHHbIH TOTESHIINAT U IPEIUKTOPHI 3 (HEKTUB-
HOCTH Teparuu y OOJIbHBIX ¢ ICUXUYECKUMHU M TIOBEJICHYECKUMH paccTpoiicTBaMu B perrnone CHOMpH», perucTpa-
LIUOHHBIN HoMep 122020200054-8.

CooTBeTcTBHE MPUHIMINAM 3THKH. Bece manueHTs! noamucany NHGOPMUPOBAHHOE COTJIACHe Ha y4acTHE B HC-
cienoBanny. MccnenoBanue ogo0peHo JIOKaNbHBIM dTHdecKuM komuteroM HMU nenxudeckoro 310poBbst Tom-
cxoro HUMII (mporokon Ne 115 ot 26.11.2018).
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INTRODUCTION

Socio-demographic and psychosocial factors con-
tribute to the development of depression and cardio-
vascular diseases (CVDs). Since psychosocial risk
factors (RFs) influence the prognosis of CVDs, their
screening using standardized questionnaires in per-
sons with high cardiovascular risk (CVR) and patients
with CVDs with subsequent correction is of great
importance [1]. Depression in patients with coronary
artery disease (CAD) is the most significant factor de-
termining their quality of life [2—4].

In the third National Health and Nutrition Exam-
ination Survey (NHANES III), major depression or
a suicide attempt in the medical history is associated
with a practically 15-fold increased risk of develop-
ing CAD in females and more than 3-fold increased
risk in males [5]. A prospective study of mental health
detected that females under 40 years with depression
have a 6-fold increased risk of developing CAD than
females of the same age without depression, and de-
pression appeared to be not associated with CAD in
males and the elderly. On the whole, scientific data
confirm a closer association of depression and CAD
in females of a younger age.

Recent reviews concerning the association between
depression and CAD were limited by unavailability of
data about the course of depression. Mainly, they
assumed an association between specific biological
or socio-demographic variables and depression at
the initial level, however, a response to antidepres-
sant therapy in patients with concomitant CAD was
studied less [6, 7]. Besides, many RFs for coronary
pathology are known to be markers of depression and
low response to antidepressant therapy, for example,
elevated inflammatory markers, absence of physical
activity, and thyroid disorders [8].

F. Vitinius et al. [9] detected an association of an
older age, absence of data on experienced myocardi-
al infarction, and higher heart rate variability with a
favorable outcome of depression. At the same time,
hyperuricemia, high triglyceride level, NYHA func-
tional class III, state after resuscitation, and the use of
thyroid hormones, antidiabetic drugs, pain relievers,
beta-blockers, and antihyperuricemic and anticholin-

ergic agents had an adverse impact on the depression
score according to the Depression Subscale of the
Hospital Anxiety and Depression Scale (HADS-D)
[10]. When evaluating complete blood count and
blood biochemistry tests, no significant differences
were found between the groups, and concomitant dis-
eases did not have a significant impact on the results.
Studies on the contribution of affective disorders (AD)
to self-assessment of social functioning and quality of
life in patients with chronic CAD are few.

The aim of the study was to determine the differ-
ences in self-assessment of social functioning and
quality of life in patients with chronic CAD with con-
comitant AD and without it.

MATERIALS AND METHODS

At a heart hospital, two groups of patients with
chronic CAD were formed: group 1 —with detected AD
(n =248), group 2 — without AD (n =291). In 290 pa-
tients (under 70 years) with chronic CAD, chronic
ADs (45%) were detected, newly identified depres-
sive episodes (Des) were diagnosed in 24% of pa-
tients, and recurrent DEs —in 24.5% of cases. In 6.5%,
of cases bipolar disorder was detected. In 91.7% of
cases, depression was accompanied with anxiety
(54.8%) [11]. 248 patients from this group filled in
the self-evaluation scale of social adaptation, of them
194 individuals were males (78.2%) and 54 — fe-
males (21.8%). The average age in the AD group was
56.6 £ 6.7 years. The average age of males was
57.2 £ 6.5 years, and the average age of females was
59.3 £7.1 years (p = 0.04).

According to the Beck’s Depression Inventory,
the depression score in the AD group was 9 [6; 13],
which corresponded to a clinically significant lev-
el. The severity of anxiety in the AD group reached
38 according to the Sheehan Patient-Rated Anxiety
Scale [22,5; 58]. AD lasted 10 [1.5; 20] years. CAD
more often developed against the background of a
manifested AD.

Group 2 included patients with chronic CAD with-
out AD (n =291) under 70 years. The average age in
the group without AD was 55.8 + 7.1 years. Males
in group 2 prevailed (84.5%, n = 246), females com-
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prised 15.5% (n = 45). The average age of males in
group 2 was 56.9 + 6.9 years, and the average age of
females was 60.7 £+ 6.4 years (p = 0.001).

The mean score according to the Beck’s Depres-
sion Inventory in this group was less than 6, namely
2 [1; 3], which was clinically insignificant, no anx-
iety and depressive disorders (F3, F4, F06.3-F06.4)
were detected. The severity of anxiety according to
the Sheehan Patient-Rated Anxiety Scale in the group
without AD scored 17 [11; 27], which corresponds to
its absence as a clinical syndrome.

Groups 1 and 2 did not differ in sex, age, and sever-
ity of the physical condition (functional class of angi-
na of effort (FC AE) and functional class of chronic
heart failure (FC CHF), presence of concomitant dis-
eases (transient ischemic attack (TIA) / acute cerebro-
vascular accident (ACVA)). However, they differed in
the presence of glucose tolerance disorder (GTD) and
diabetes mellitus (DM), the method of CAD therapy,
recentness of myocardial infarction (postinfarction
cardiosclerosis (PICS)), and exercise tolerance (ET)
with veloergometry (VEM) (Table 1).

Table 1

Comparative characteristics of some aspects of the physical state of patients with chronic CAD with and without AD

Parameter

Group 1 (CAD + AD)

Group 2 (CAD)

Functional class of angina of effort, Me [Q; O,] 2[2;3] 2[2;3] —
Functional class of CHF, Me [Q; O.] 2[1; 3] 2[1; 3] —
Duration of CAD, years, Me [O,; O,] 3.5[1.5; 8] 3.5[1.5; 8] -
The incidence of PICS, % 73.6 (183/248) 66.3 (193/291) -
Recentness of PICS, months, Me [0 ; O,] 21 [5; 60] 33[11;72] *x
LV EF, %, Me [Q; O] 64 (52; 86] 62 [53; 65] -
ET, Watt, Me [Q; O.] 25 [25; 50] 50 [25; 75] **

Six-minute walk test, m, Me [Q; O,]

350 [250; 432]

450 [350; 500]

The incidence of GTD (or DM), %

32.9 (or 166)

24.3 (or 220)

The incidence of TIA (or ACVA), %

6.5 (or 232)

3.4 (or 281)

Frequency of conservative treatment for CAD, %

31.5 (78/248)

5.8 (17/291)

Note: LV EF — left ventricular ejection fraction.
** p <0.05; *** p<0.001.

The groups did not differ in gender (p = 0.07).
GTD and DM were statistically significantly more of-
ten absent in patients without AD — 75.7% vs. 67.1%
in the group with AD (p < 0.05). ACVA and TIA
were more often revealed in the group with AD, 6.5%
vs. 3.4% in the group without AD (p > 0.05). Endo-
vascular interventions for CAD treatment were sig-
nificantly more often used in the group without AD,
while patients with AD usually received conservative
treatment (31.5% vs. 5.8% in individuals without AD,
p <0.001).

To study self-evaluation of social adaptation, a
scale with the same name was used, which allowed
to assess subjective evaluation of patients’ satisfac-
tion with various spheres of their life and their level of
social functioning [12]. Statistical processing of data
was performed using Statistica 8.0 software (StatSoft
Inc., USA).

Parametric parameters were assessed using the
Student’s #-test for independent samples (with a nor-
mal distribution of variables); nonparametric parame-

ters were analyzed using the Mann — Whitney U test.
To assess the frequencies, the Pearson’s chi-squared
test was used.

RESULTS

The mean total SASS score in the patients with
chronic CAD with AD corresponded to difficulties in
social adaptation (33.7 [29.5; 39]), while the patients
without AD had good social adaptation score of
40.8 + 6.3, which showed statistically significant dif-
ferences (p <0.05). In the group without AD, patients
with normal social adaptation prevailed (73.8%), and
patients with AD more often had difficulties in social
adaptation (59.7%) (Table 2). 2.8% of patients with
AD and CAD were characterized by social malad-
aptation, 37.5% of patients had normal adaptation in
society.

Below, parameters of self-assessment and the pres-
ence of parameters of social functioning and quality
of life according to the SASS in the study groups are
presented (Table 3).
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Table 2

Differences in the level of social adaptation in patients with chronic CAD with and without AD

Level of social adap- Social maladaptation Difficulties in adaptation Normal adaptation (score | Very good adaptation (score
tation (score up to 22) (score 23-35) 36-52) of more than 53)
Group 1 2.8% (7/248) 59.7% (148/248) 37.5% (93/248) 0
Group 2 0 21.4% (62/291) 73.8% (215/291) 4.8% (14/291)
Table 3

Differences in self-assessment of parameters of social functioning and satisfaction with various spheres of life between patients with
chronic CAD depending on the presence of AD

Presence of the symptom
according to self-assessment

Presence of the symptom
according to self-assessment

Parameter data in the patients with CAD | data in the patients with CAD P
and AD without AD
Employment / unemployment 56.0% (139/248) 41.4% (120/291) HAK

Interest in employment 39.5% (98/248) 15.7% (46/291) HoHE
Satisfaction with employment 47.7% (118/248) 25.7% (75/291) HHE
Interest in hobbies 28.4% (70/248) 5.7% (17/291) HHE
Quality of spare time 69.3% (172/248) 28.6% (83/291) HHE
Seeking communication with family 25.0% (62/248) 8.6% (25/291) FoHk
Assessment of family relationships 27.3% (68/248) 7.1% (21/291) HEE
Number of contacts outside the family 38.6% (96/248) 21.8% (63/291) HAE
Active behavior in relationships outside the family 78.4% (194/248) 58.6% (171/291) HEE
Assessment of relationships with other people on the whole 29.5% (73/248) 17.1% (50/291) n/a
Appreciation of relationships with others 25.0% (62/248) 8.5% (25/291) rxx
The fre:quency of other people’s seeking communication with 18.6% (46/248) 32.9% (96/291) o
the patient

Patient’s compliance with social norms 6.8% (17/248) 0% (0/291) roxx
Involvement in community activities 69.6% (173/248) 64.3% (187/291) n/a

Satisfaction from search for information

39.8% (99/248)

25.7% (75/291)

skokok

Interest in acquiring information

34.1% (85/248)

21.4% (62/191)

kk sk

Difficulties in expressing an opinion 10.2% (25/248) 5.7% (17/291) roxk
Feeling rejected 4.5% (11/248) 0% (0/291) Hkk
Importance of physical attractiveness 47.7% (118/248) 35.7% (104/291) *x
Difficulties in disposing income 31.9% (79/248) 11.4% (33/291) Hokk
The ability to control life 52.2% (129/248) 38.6% (112/291) roxx

Note: the studied phenomenon is presented as moderately or significantly pronounced (according to the SASS, 1 and 0 points). N/a — not available.

In patients with chronic CAD, depending on the
presence of AD, the frequency of essential distur-
bances in various aspects of social adaptation differed
significantly (p < 0.001). When analyzing the ability
to work in the group with AD, it was revealed that
disability was found in 18.7% (46 / 248) of patients,
40.7% (101 / 248) of patients were temporarily dis-
abled, 30.8% (76 / 248) of individuals were retired,
and 9.9% (25 / 248) of patients did not work.

In the group without AD, the ability to work dif-
fered as follows: disability was found in 12.1%
(357 291) of patients, 63.8% (186 / 291) of patients
were temporarily disabled, 10.3% (30 / 291) of in-
dividuals were retired, and 8.6% (25 / 291) did not

work. Thus, in the group with AD, retired individu-
als were revealed statistically significantly more often
(» < 0.05), and in the group without AD, the patients
statistically significantly more often (p < 0.05) were
temporarily disabled.

Employment, interest in it, and satisfaction from
work also statistically significantly differed in the
groups. 31.9% of the patients with AD and 11.4%
of individuals without AD stated that they “often” or
“always” experience difficulties in disposing their in-
come.

The assessment of the quality of spare time ap-
peared to be significantly low (69.3% of persons with
AD vs. 28.6% without AD). Up to 39.8% of patients
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with AD and 25.7% of persons without AD reported
a significant decrease in satisfaction from and interest
in searching for information. The sphere of hobbies
had essential disturbances (28.4% of persons with AD
vs. 5.7% of patients without AD). It may be due to a
decrease in hedonism, as well as limited activity and
exercise tolerance.

Before the assessment of satisfaction with social
relationships, marital status and the presence of chil-
dren were investigated. In the group without AD,
88.7% (256 / 291) of patients were married and 2% of
patients were childless. In the group with AD, 77.2%
(191 / 248) of patients had a partner, and 11.1% of
patients had no children (females statistically signifi-
cantly more often than males lost their children or
were childless). Females more seldom had a spouse
(p = 0.03). It may be associated with the fact that
females more seldom were married repeatedly than
males (p = 0.02).

38.6% of patients with CAD and AD were not sat-
isfied with relations in the family, as opposed to 21.8%
of patients without AD. A quarter of the patients with
AD did not seek communication and support in the
family (vs. 8.6% in group 2).

A quarter of patients with CAD and concomitant
depression regarded relations with other people insig-
nificant (as opposed to 8.5% of CAD patients without
depression). 29.5% of patients with AD negatively as-
sessed relations with other people on the whole, com-
pared with 17.1% of individuals in the group without
AD. Probably, due to this fact, 78.4% of persons with
AD (vs. 58.6% of people without AD) were not active
in relations outside the family.

47.7% of patients with AD and 35.7% of individu-
als without AD reported unimportance of their physi-
cal attractiveness as one of the self-assessment param-
eters. 10.2% of persons with AD and 5.7% of patients
without AD identified difficulties in expressing their
opinion. 32.9% of patients with AD, predominantly
males (vs. 18.6% of patients without AD), thought
that people around were not willing to communicate
with them. The level of involvement in community
activities was low in both groups without statistically
significant differences (69.6% vs. 64.3%; p > 0.05).
At the same time, a feeling of being rejected was
noted by 4.5% of patients with AD and no one from
the group without AD. Non-compliance with social
norms was reported by 6.8% of patients with AD and
no one in the group without AD. These data confirm
pronounced passive-aggressive behavior and negativ-
ism in patients with AD.

52.2% of persons with AD (vs. 38.6% of patients
without AD) had a significantly decreased ability to
shape their close circle of friends according to their
desire. These disturbances may be associated with AD
symptoms based on anergia and low mood and anhe-
donia associated with it. Patients with CAD and AD
are characterized by disturbances of social function-
ing in many spheres of life, which are more severe
and more frequent than in patients with chronic CAD
without AD.

DISCUSSION

Mental disorders lead to profound changes in most
parameters of the quality of life. Parameter values of
self-assessment of social functioning in these patients
are worse than in patients with CVDs [13]. Depres-
sive disorders affect the quality of life more than oth-
er mental diseases. In mood disorders, the social role
and social activity are impaired, and recovery from
concomitant physical health disorders decreases. De-
pressive rumination, pessimism, and passivity prevent
emergence of compliance (patients do not adhere to
doctor’s prescriptions, do not participate in rehabilita-
tion activities, and recover more slowly). In the group
of patients with chronic CAD and AD, retired and dis-
abled individuals are revealed significantly more often
(p <0.05), and in the group without AD patients are
statistically significantly more often (p < 0.05) tempo-
rarily disabled.

Doctors and patients assess professional and
social aspects of the quality of life differently, op-
posite to identification of the clinical and physical
status. The revealed differences in the quality of life
influence the diagnostic approach and subsequent
treatment strategy. Therefore, the use of self-assess-
ment questionnaires at runtime is important in the
assessment of psychosocial functioning when mea-
suring the quality of life. The use of clinical scaling
systems allows to register the severity of the disease,
the efficiency of the therapy, and adverse effects
of drugs.

In patients with chronic CAD and AD, low involve-
ment in community activities, small circle of friends,
and distrustful and hostile attitude to surrounding peo-
ple are revealed, which deprives them of the oppor-
tunity to receive social support in stressful situations
and during illness. For lonely people, deprived of the
support from relatives, relationships outside the fam-
ily are essential. Weak ties outside the family do not
allow them to receive necessary support from their
friends or other people. The presence of social sup-
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port essentially lowers or reduces to a minimum nega-
tive influence of distress and positively affects mental
health.

The conducted study shows a relationship be-
tween depressive disorders and satisfaction with life
and the level of social functioning [14]. Depressive
disorders significantly reduce the level of social
functioning and the quality of life in patients, espe-
cially communication with people around and the
ability to shape their inner circle as they wish. The
present study allows to suppose that AD may result
in the development of CAD in females of a younger
age who face adverse events in their lives and have
chronic stress and no social support. Social function-
ing may be considered as an external factor in self-as-
sessment of the quality of life. Relationships, work,
and spare time have principal effects on the quality
of life.

Patients with chronic CAD, depending on the pres-
ence of AD, were characterized by differences (p <
0.001) in the frequency of moderate or severe distur-
bances in such spheres of social adaptation as work,
disposition of income, interest in and satisfaction with
activities, search for information, interests and hob-
bies, quality of spare time, and physical unattractive-
ness. This also concerned social support (absence of
a spouse, childlessness, and loss of children). The
patients with AD had statistically significant differ-
ences in dissatisfaction with family relationships, un-
willingness to seek communication and support, de-
valuation of relationships with people and attributing
negative attitudes to others (it was mostly typical of
males with AD), and inability to shape the inner circle
as they wish.

The ability to interact with people around; choice
of situations according to needs, feeling of autono-
my and healthy self-esteem; a mission to realize the
potential; friendly relationships with others; and the
presence of a goal in life are essential for satisfaction
with life [15]. A direct correlation of these compo-
nents with satisfaction with life and assessments of
happiness and depression was revealed. Patients with
CAD and AD showed low satisfaction with some
spheres of life and pronounced disturbances of social
functioning. It is necessary to consider these factors
in treatment of CAD and planning of rehabilitation
measures in this group of patients. Patients’ self-as-
sessment of their state not always coincides with the
objective severity of clinical symptoms, but it should
be used for assessing the efficiency of the conducted
measures.

CONCLUSION

Low involvement in social activities was typical
of both groups of patients with chronic CAD, irre-
spective of the presence of AD. Social functioning
and self-assessment of the quality of life by patients
with AD and chronic CAD were significantly more
often impaired, compared with CAD patients without
depression. They more often had no support from a
spouse and offspring (experienced loss of children or
were childless). In patients with chronic CAD, de-
pending on the presence of AD, significant differences
were noted in the frequency of disturbances in differ-
ent spheres of social adaptation (p < 0.001), such as
work, satisfaction from work and spare time, dispo-
sition of income, social support, dissatisfaction with
relationships (in family and society) with devaluation
of relationships with people and projection, physical
attractiveness, and ability to control the life.
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