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Abstract.

This article examines the effectiveness of cognitive-behavioral therapy (CBT) in the
psychological rehabilitation of patients with stage I-II hypertension. Contemporary
research demonstrating the relationship between cognitive patterns, stress, anxiety,
and the clinical course of arterial hypertension is reviewed. Core CBT techniques that
contribute to emotional stabilization, improved treatment adherence, and better
control of blood pressure are outlined. Clinical evidence indicates that the integration
of CBT into rehabilitation programs significantly enhances adaptation, quality of life,
and overall prognosis for hypertensive patients.
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Arterial hypertension is among the most prevalent chronic conditions, with its
clinical manifestations and long-term prognosis strongly influenced by psychological
and behavioral factors. Patients diagnosed with stage I-II hypertension frequently
demonstrate elevated anxiety, heightened stress sensitivity, and distorted
interpretations of bodily sensations, all of which negatively affect blood pressure
stability and adherence to treatment. According to the American Heart Association,
emotional stress represents one of the most underestimated risk factors contributing
to persistent hypertension [Spruill, 2010].

Cognitive-behavioral therapy occupies a central position among psychological
interventions due to its ability to directly modify maladaptive cognitive patterns and
behavioral responses associated with stress, anxiety, and health-related behaviors. In
the context of hypertension rehabilitation, CBT focuses on correcting dysfunctional
beliefs, developing self-regulation skills, improving stress tolerance, and shaping
health-promoting behaviors. These components are especially relevant for
hypertensive patients who often exhibit catastrophic interpretations of symptoms and
chronic hypervigilance.

A core component of CBT is the identification and restructuring of negative
automatic thoughts that intensify physiological arousal and emotional distress. Many
hypertensive patients interpret mild fluctuations in blood pressure as signs of
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imminent danger, which activates the sympathetic nervous system and further
increases blood pressure. Beck emphasizes that modifying such maladaptive
cognitive schemas reduces emotional reactivity and stabilizes physiological
indicators [Beck, 2011].

Another essential CBT direction is behavioral self-regulation, which includes
relaxation training, controlled breathing, mindfulness practices, and structured stress-
management techniques. In a randomized controlled trial by Blumenthal, stress-
reduction programs incorporating CBT strategies produced a statistically significant
decrease in blood pressure, comparable to the effect of initial doses of
antihypertensive medications in early-stage hypertension [Blumenthal et al., 2010].
These findings highlight CBT as a clinically meaningful intervention rather than
simply an adjunctive component of rehabilitation.

CBT also plays a key role in shaping long-term health behavior, which remains
a major determinant of hypertension prognosis. A WHO report identifies behavioral
factors as the leading cause of poor treatment adherence among patients with chronic
cardiovascular diseases [WHO, 2003]. CBT interventions help patients develop
consistent habits related to medication adherence, physical activity, dietary
modifications, and reduced reliance on maladaptive coping strategies. Within
rehabilitation programs, goal-setting modules, behavioral activation, and motivational
interviewing techniques significantly improve long-term adherence.

Patients with hypertension often struggle with adjustment to diagnosis, leading
to avoidance, denial, or reduced trust in treatment. In such cases, CBT supports
acceptance of the illness, improves emotional coping, and restores a sense of control.
A study by Linden demonstrated that individualized CBT-based stress-management
programs reduced the frequency of hypertensive crises, improved psychological
functioning, and enhanced overall quality of life [Linden et al., 2001].

Taken together, cognitive-behavioral techniques represent one of the most
evidence-based and effective psychological interventions for stage I-II hypertensive
patients. They target psychological and behavioral risk factors, improve blood
pressure control, increase treatment adherence, and reduce the influence of stress on
disease progression. Incorporating CBT into rehabilitation aligns with the
biopsychosocial model and should form an integral part of a multidisciplinary
treatment approach for arterial hypertension.
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TEOPII TPUBOXKHOCTI B IICUXOJIOTI'TYHIA HAYIII

Yopua Bikropis OnexkcanapiBHa

KaHIUAT COIIOJIOTTYHUX HAYK, JOICHT

Caob6oasin Basiepis IlaBiiBHa

3100yBad JPyroro (MaricTepchbKOro) piBHS BHUIIOi OCBITH
CrnemansHicth 053 «IIcuxomnorisy»

YHY im. Ilerpa Morumu

MuxonaiB, Ykpaina

AHai3 cy4acHHUX MCUXOJOTIYHUX JKEpEN 3acBiIUye, 10 MpobiieMa TPUBOTH Ta
TPUBOXKHOCTI TIpUBEpTAa€ OCOOJMBY yBary JOCTIJHUKIB YIOPOJOBXK Oararbox
JNECATUIITh. Y HAYyKOBIM JiiTepaTypi ICHye 3HAUHMM MacuB pOOIT, MPUCBIUYECHUX
MPUPOJIl IUX SBHII, iX CTPYKTYpl Ta ME€XaHi3MaM BHUHUKHEHHs. 3. Dpoiin ogHuM 13
NepIIMX TOB’SI3yBaB TPUBOTY 3 BHYTPIIHIM KOH(MIIKTOM MIX HOPUPOJIHUMHU
NOTSraMu Ta COLIaJbHUMHU oOMexeHHsMHU. Ha #oro nymky, nepeauyTrs HeOe3neKku
ab0 TepeXUBaHHS HEBU3HAYEHOI CHUTyallll BUKIMKAE B JIIOAUHU TMOYYTTS
3aHEMOKOEHHS, 1110 CYTPOBOJIKYEThCSA nepez{6aquH;1M 3arpo3u, XBUJIIOBAHHSM II0]10
MaiOyTHIX HACTIJKIB 1 TUIECHUMH pEaKIlisiMU opraHizmy [35, ¢.73].

EBomronist mcuxoanamituuHuX morisaaie dpoiga CcBiAYUTH, IO TPUBOTA HE
MOXe OyTH TOSICHEHa OJHO3HAYHO W Mae OararomrapoBy mpupoxdy. [ocmimHuk
PO3MEXOBYBAB CTpax 1 TPUBOTY: CTPax CHPSIMOBAaHUN HAa KOHKPETHHUM 00’ €KT, TOJI SIK
TPUBOTa € BHYTPIIIHIM CTaHOM, SIKUU «HE Mae mpeameray. OcoOnuBy yBary BiH
MPULISAB BIAMIHHOCTI MK pealibHOI (00’ €KTHBHOIO) TPHUBOT'OK Ta HEBPOTHUYHOIO.
OO0’exTUBHA TPUBOTA, IO IOCTA€ AK PEAKI[is HAa AKTyalbHY 3arpo3y XHUTTIO YH
Oesrielli, BUKOHY€E aJanTUBHY (QYHKIIO W 3alycKae IHCTHHKT CaMO30€peKeHHs.
Takuii crtan ®poiig Ha3MBaB «TPUBOKHOIO TOTOBHICTIOM, MIAKPECIIOIYN HOTro
KOPHUCHICTB JIs TTOTIepeKeHHs Hebe3neku [2, ¢.121].

[t migxin 3anporonyBaB A. Amep. BiH BBaxkaB, 10 TpUBOra BHHMKAE
BHACIIZIOK TEPEKMBAHHS HETOBHOLIHHOCTI Ta HEMOXJIMBOCTI JOCSTTH Ba)KITUBUX
KUTTEBUX LUIeH. TpuBora, 3a Aanepom, rajibMye€ aKTHBHICTb, CHPUSE YHUKHEHHIO
BIJINOBIIAJILHOCTI ¥ MOKE€ BUKOHYBATH HAaBITh MAaHIMYJATUBHY (YHKIIIO, CTalO4H
IHCTPYMEHTOM BIUIMBY Ha IHINUX JIOACH. BiH mimkpecroBas, 1m0 MOI0JaHHS TPUBOTH
MO>KJIMBE JIMIIE Yepe3 PO3BUTOK COLIATBLHOI BKIFOYEHOCT] Ta MOYYTTSI CHLIBHOCTI [3].

VY xonuenuii K. XopHiI OCHOBHOIO MNPUYMHOIO TPUBOTH BHUCTYMAIOTh HE
BHYTpIIIIHI TOTATH, a 1e(OopMOBaH1 MI>KOCOOHUCTICHI CTOCYHKU. TpuBora ¢popMmyeThbcst
B IMTUHCTBI Yepe3 CTpax HEMPUHHATTS Ta HECXBAJICHHS 3HAUYIIUX JOPOCTUX. XOpHI
3a3Hayaia, 1[0 TPUBOXKHICTH MOXe OyTH  4YacTKoBO  a00  MOBHICTIO
HEYCBIJJOMIIIOBAHOIO, OCKUIBKH CBIJIOMICTh «BIJCIKA€» IppaLliOHANIbHI MEPEKUBAHHSL.
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