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Abstract. The relevance of this study is driven by the growing number of patients with upper-limb amputations
resulting from military actions in Ukraine and the need to improve early post-traumatic rehabilitation. Arm amputation,
particularly at the shoulder level, leads to pronounced functional impairments, a sharp decline in self-care abilities, and
significant psycho-emotional stress. In the acute postoperative period (1-21 days), patients typically experience high
levels of anxiety, phantom pain, reduced motor activity, and dependence in everyday activities, which necessitates a
multidisciplinary intervention combining physical therapy (PT), occupational therapy (OT), and psychological support.

Purpose of the research— to assess the effectiveness of a comprehensive early PT and OT program in patients with
upper-limb amputation by determining its impact on pain intensity, muscle strength, range of motion, anxiety level, and
functional independence.

Methods. Twelve male service members aged 26-52 years after shoulder-level amputation were examined. The
assessment tools included the Hamilton Anxiety Rating Scale (HAM-A), Visual Analogue Scale (VAS) for pain, manual
muscle testing, shoulder goniometry, and the Barthel Index. Evaluations were conducted on days 1-3 and days 20-21.
The rehabilitation program included edema control and stump shaping, contracture prevention, muscle-strengthening
exercises, sensory desensitization, self-care training, and emotional support.

Results. At baseline, most patients reported very severe pain; by day 21, pain had decreased to mild or minimal lev-
els. All MMT indicators and ranges of motion improved significantly (p<0.05). Anxiety levels on the HAM-A decreased
from 25.42+2.77 points (clinically significant anxiety) to 13.17£2.12 points (mild level) (p<0.001). Functional indepen-
dence according to the Barthel Index increased from 45+2.04 to 75+2.04 points, indicating a transition from severe to
moderate dependence (p<<0.001). These findings demonstrate the positive impact of an early comprehensive program on
physical and psycho-emotional status, particularly the reduction in anxiety as an important barrier to rehabilitation.

Conclusions. An early individualized PT and OT program is effective for patients in the acute period after upper-limb
amputation. It contributes to reducing pain and anxiety, improves motor function, muscle strength, and independence.
Integration of psycho-emotional support is a critically important component of successful rehabilitation and preparation
for prosthetic fitting. The obtained data may be used to develop standardized protocols for early domestic rehabilitation.

At the same time, our data demonstrate that early interventions can prevent the development of profound psycholog-
ical distress, which is characteristic of the later stage of rehabilitation in other studies.

An individualized early program of physical therapy and occupational therapy can be considered as a basic com-
ponent of postoperative management of patients with upper limb amputation. Its application provides a comprehensive
impact on the physical and psychoemotional aspects of recovery and creates favorable conditions for the subsequent stage
of prosthetics.

Keywords: upper-limb amputation; physical therapy; occupational therapy; acute phase; anxiety; manual muscle
testing; goniometry; Barthel Index; psycho-emotional state; rehabilitation.

Introduction. As a result of military operations in
Ukraine, the issue of rehabilitation of amputees has be-
come unprecedentedly urgent. Traumatic amputation of
the upper limb is one of the most maladaptive injuries,
as it disrupts the fundamental function of self-care, work
and social activity. Special attention should be paid to the
acute postoperative period (the first 2-4 weeks), since it is
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at this time that the foundations of successful prosthetics
and psychological recovery are laid [4, 6].

Amputation causes not only physical deficits, but also
deep psychological trauma. Patients in the acute post-trau-
matic period often experience shock, grief, denial, as well
as high levels of anxiety, depression and phantom pain.
This psycho-emotional distress can become a serious ob-
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stacle to active participation in the rehabilitation program,
slowing down healing and stump formation [1, 9]. There-
fore, an effective rehabilitation program using physical
therapy (PT) and occupational therapy (OT) should inte-
grate functional interventions with components that direct-
ly affect the psycho-emotional state of the victim.

Modern international rehabilitation protocols (in par-
ticular, the recommendations of the WHO and the Inter-
national Committee of the Red Cross) emphasize a multi-
disciplinary approach, where PT and ET are integral parts
[5, 10]. Studies have shown that intensive early physical
activity and training the patient in self-care of the stump
reduces feelings of helplessness and improves psycho-
logical indicators [14]. Physical methods, such as stump
desensitization, proper bandaging and the use of mirror
therapy, effectively reduce phantom pain, which is di-
rectly correlated with a decrease in anxiety levels [7, 9].
However, most domestic studies focus mainly on physi-
cal parameters (stump formation, muscle strength recov-
ery), while the quantitative assessment of the impact of PT
and ET on the level of anxiety in the acute post-traumatic
rehabilitation period remains insufficiently studied. The
issue of using standardized tools to assess the impact of
a patient-centered, structured PT and ET program on the
level of anxiety in patients after upper limb amputation
during the early stage of post-traumatic rehabilitation re-
mains unresolved. This creates a scientific and practical
gap that needs to be filled in order to develop full-fledged,
patient-centered PT and ET programs that meet modern
military realities in Ukraine.

Research justification. The relevance of studying
the issue of anxiety in patients after upper limb amputation
during post-traumatic rehabilitation in the acute period is
associated not only with social challenges, but also with
the functional significance of the injury, given the critical
importance of the upper limbs in life [2, 11, 13].

Unlike the lower limb, amputation of the upper limb
(especially at the shoulder level) affects the level of self-
care, working capacity and social integration, causing a
high degree of patient dependence. The success of subse-
quent prosthetics and functional recovery directly depends
on the quality of rehabilitation in the acute period [11].
One of the constituent aspects of the rehabilitation process
should be the psycho-emotional component [4]. Existing
recommendations for rehabilitation in Ukraine in the acute
period are mainly focused on surgical stump care and ba-
sic prevention of contractures. However, numerous stud-
ies confirm the high prevalence of clinically significant
anxiety, phantom pain, and posttraumatic stress disorder
in patients after amputation. Underestimation and non-in-
tegrated management of these psycho-emotional states act
as a significant barrier to physical recovery and complicate
patient compliance.

PT and ET are central elements of post-traumatic re-
habilitation, as they have a direct and indirect effect on the
psycho-emotional state of patients.

Direct effect: reduction of muscle tension - relaxation
exercises and breathing techniques integrated into the reha-
bilitation program directly reduce physiological manifes-
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tations of anxiety; improvement of sleep - physical activi-
ty, guided by PT and ET, contributes to the normalization
of circadian rhythms and improves sleep quality, which is
critical for reducing anxiety; endorphin release - physical
activity stimulates the release of endorphins, which have a
natural antidepressant and anti-anxiety effect.

Indirect impact: regaining control - successful per-
formance of physical exercises and purposeful functional
movements, a sense of progress in restoring functions give
the patient a sense of control over their own body and life,
which is a powerful counterfactor for anxiety; social in-
teraction - individual work with a therapist, group classes
provide social support and destroy the feeling of isolation;
preparation for prosthetics - successful formation of a
stump and achievement of functional goals reduce anxiety
about future prosthetics [10, 11].

Purpose of the research. To analyze the effective-
ness of the early post-traumatic program of physical ther-
apy and occupational therapy, developed for patients in
the acute period (1-21 days) after upper limb amputation,
through a comprehensive analysis of the impact of the in-
tervention on key functional, pain and psycho-emotional
indicators.

Materials and organization of the research. The
study was conducted on the basis of the Medical Faculty of
the Lesya Ukrainka Volyn National University and the Vo-
lyn Regional Clinical Hospital. An examination was con-
ducted of 12 male military personnel who suffered upper
limb injuries, as a result of which surgical interventions
were performed, namely amputation of the upper limb at
the shoulder level. The age of the patients was 26-52 years,
the average age was 39.4+3.9 years. Among them: 58% (7
patients) suffered amputation of the left upper limb, and
42% (5 patients) - the right.

All participants were informed in advance about the
purpose, methods and organization of the study, and also
provided voluntary consent to participate. The study was
approved by a multidisciplinary team of specialists, con-
ducted in accordance with international ethical standards
- in particular, the Declaration of Helsinki of the World
Medical Association and Ukrainian legislation on ethical
norms in medical research involving human subjects.

Assessment methods. The Hamilton Anxiety Scale
(HAM-A) is a convenient, objective standardized ques-
tionnaire for identifying and controlling the level of anx-
iety, allows for a quantitative assessment of the level of
anxiety, covers mental and somatic symptoms of anxiety
and helps to improve the quality of postoperative care and
the effectiveness of rehabilitation [2, 4]. Includes 14 items,
each of which is rated on a 5-point scale (0—4 points).
Anxiety levels on the scale: 0—17 points - absent or in-
significant anxiety (mild degree); 18-24 points - moderate
anxiety; 25-30 points — severe anxiety; 30 points and more
— pronounced or clinical anxiety, severe anxiety. The level
of anxiety was assessed on the 3rd and 20th day of work
with patients.

Pain intensity assessment: determined by the Visual
Analogue Scale (VAS) - Visual Analogue Scale, VAS [5]
- a scale from 0 to 10 points. Pain assessment: 0-1 cm —
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extremely weak pain; from 2 to 3 cm — weak; from 4 to 6
cm — moderate; from 7 to 8 cm — very strong, pronounced;
9-10 points — unbearable pain.

- The functional status of the operated limb was as-
sessed using Manual Muscle Testing (MMT) in the follow-
ing directions of movement: flexion, extension, abduction
and adduction, using a five-point rating scale, where 0 -
complete absence of muscle activity, 5 - normal muscle
strength. The dynamics of the stump movement was as-
sessed by the method - goniometry of the shoulder joint of
the stump in the following directions of movement. MMT
and goniometry were performed on the first day after sur-
gery; on days 3-4 and 21 after rehabilitation interventions.

- The Barthel Index (BI) [7] was used to quantita-
tively assess the patient’s level of independence in per-
forming ten basic activities of daily living (ADL), such
as eating, dressing, self-care, moving, using the toilet and
controlling bowel movements. The total score ranges from
0 to 100. A higher score corresponds to a higher level of
independence. Generally accepted interpretation of scores:
0-20 points - complete dependence; 21-60 points - severe
dependence; 61-90 points - moderate dependence; 91-99
points - mild dependence; 100 points - complete indepen-
dence.

The Barthel Index score allows objectively record
how the restoration of motor functions and training in
self-care skills (the occupational therapy component of
post-traumatic rehabilitation) affected the level of inde-
pendence of patients. The level of functional independence
was determined on the 3rd and 20th day;

Statistical data processing. The distribution of vari-
ation series was checked for normality using the Shap-
iro-Wilk W criterion. In cases where the distribution does
not differ from normal at the significance level p=>0.1,
the mean value (X) and error (m) were calculated. For a
variation series whose distribution differs from normal, the
median (Me), quartile I (Q1) and quartile IIT (Q3) were
calculated. Data were compared for two related samples
using the Wilcoxon T-test and by the multiple comparison
method using the Dunn test. The difference was consid-
ered statistically significant at p <0.05.

Results of the research. To assess the effectiveness
of post-traumatic rehabilitation using FT and ET in the
acute rehabilitation period, a study was conducted among
12 patients who had an upper limb amputation at the
shoulder level.

After analyzing the patients’ medical histories, it was
found that in all of them the time interval from the moment
of injury to the moment of surgical intervention was differ-
ent: in 3/12 (25%) - more than six months; 4/12 (33.3%)
- approximately two months; 5/12 (41.7%) - 7-10 days be-
fore the moment of surgery.

In order to form a more complete picture of the psy-
cho-emotional state of the patients, an additional survey of
relatives of servicemen was conducted. The information
obtained allowed us to detail the psychological portrait of
the patient, as well as to establish his current needs in con-
ditions associated with being in a combat zone and experi-
encing stressful effects.
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When compiling the FT and ET program, the pa-
tient’s personal factors, severe postoperative condition,
and the presence of post-traumatic stress disorder were
taken into account. The method of conducting classes for
these patients was individual. The average duration of the
rehabilitation program was 21 days and was based on the
principles of early onset, intensity, and integration of psy-
chological aspects.

Daily classes lasted 60 min. and included:

1. Control of edema and stump formation: regular,
up to 3 times a day, elastic bandaging using the spiciform
method to create a cone-shaped shape; limb positioning to
prevent edema and contractures (avoiding prolonged ad-
duction and internal rotation of the shoulder);

2. Prevention of contractures and restoration of range
of motion: passive and active movements in the remaining
joints (shoulder, elbow - if available), daily goniometry to
control the amplitude.

3. Functional strengthening: isometric and isotonic
exercises to strengthen the muscles of the shoulder girdle
and trunk; training of the healthy arm for compensatory
functions.

4. Sensory and psychological work: desensitization
of the stump (massage, tapping, use of different textures)
to reduce hypersensitivity and phantom pain; training in
stump care and preparation for prosthetics [9].

The research focused on the characteristics of the
pain syndrome, which was assessed using the VAS. In the
first days after the operation, most patients experienced
unbearable, severe pain. All patients were prescribed ap-
propriate pain medication by the attending physician. The
nature of the pain changed every day: on day 7, no pa-
tient had unbearable pain, very severe and moderate pain
prevailed. On day 14, moderate pain was experienced by
91.7% of the injured. By the 21st day of the rehabilita-
tion program, 58.3% of patients periodically experienced
mild pain, subject to the action of an external stimulus, and
41.7% noted minor pain sensations. The dynamics of pain
intensity is shown in Fig. 1.

MMT was performed to assess the strength of the
muscles of the shoulder joint of the affected/operated arm.
According to the data obtained, the flexion indices on the
first day: Me-20; Q1- 20; Q3 — 20; on the third day of re-
habilitation: Me-30; Q1- 30; Q3 —40; on the 21st day: Me-
4.50; Q1-40; Q3 — 50. Extension indices: on the first day:
Me-2.50; Q1- 30; Q3 — 30; on the third day of rehabilita-
tion: Me-3.50; Q1- 30; Q3 —40; on the 21st day: Me-4.50;
Q1- 40; Q3 — 50. Abduction index: on the first day: Me-
2.50; Q1- 20; Q3 — 30; on the third day of rehabilitation:
Me-30; Q1- 30; Q3 — 40; on the 21st day: Me-40; Q1- 40;
Q3 — 50. Adduction indicators: on the first day: Me-30;
Q1- 20; Q3 — 30; on the third day of rehabilitation: 40;
QI1- 30; Q3 — 40; on the 21st day: Me-40; Q1- 40; Q3 —
40. According to all the studied indicators, the difference
is statistically significant at the p<0.05 significance level.

To determine the dynamics of the amplitude of move-
ments in the shoulder joint of the operated limb, the goni-
ometry method was used for the main movements.
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Fig. 1. Dynamics of pain intensity, VAS,%

Thus, according to the data obtained, the flexion indi-
cators on the first day: Me-88.50; Q1- 84.50; Q3 — 91.50;
on the third day of rehabilitation: Me-100.50; Q1- 95.50;
Q3 —104.50; on the 21st day: Me-134.50; Q1- 131.00; Q3
—139.00. Extension indicators: on the first day: Me-33.50;
Q1- 31.50; Q3 — 35.00; on the third day of rehabilitation:
Me-40.00; Q1- 38.50; Q3 — 41.50; on the 21st day: Me-
47.00; QI- 45.50; Q3 — 48.50. Abduction indicator: on
the first day: Me-97.00; Q1- 93.50; Q3 — 101.50; on the
third day of rehabilitation: Me-111.50; Q1- 108.50; Q3
— 117.50; on the 21st day: Me-143.50; Q1- 138.50; Q3 —
151.50. Adduction indicators: on the first day: Me-13.00;

Q1-12.00; Q3 — 14.00; on the third day of rehabilitation:
Me-18.00; Q1- 17.00; Q3 — 19.00; on the 21st day: Me-
23.00; Q1-22.00; Q3 —24.00. All patients showed positive
dynamics of varying degrees, improvement of motor func-
tion of the shoulder joint after conducting an individual-
ized program of FT and ET. For all the studied indicators,
the difference is statistically significant at the significance
level p<0.05. Table 1 presents the results of individual
percentage changes in the amplitude of movements in the
shoulder joint of the operated limb. The obtained data are
taken into account when adjusting the individual program
of FT and ET.

Table 1
Individual dynamics of the motor function of the shoulder joint of the operated injured limb
. Indicator dynamics,%

Ne patient bending extension withdrawal bringing
1 52.94% 28.57% 47.37% 83.33%
2 50.0% 53.33% 50.0% 71.43%
3 60.0% 41.18% 50.0% 76.92%
4 52.17% 46.88% 47.62% 06.67%
5 51.14% 36.11% 47.96% 90.91%
6 52.63% 45.16% 50.00% 76.92%
7 59.04% 51.52% 47.92% 71.43%
8 58.62% 46.67% 49.02% 83.33%
9 49.45% 31.43% 47.87% 66.67%
10 53.57% 46.88% 49.50% 90.91%
11 50.56% 41.18% 47.31% 76.92%
12 52.69% 36.11% 48.54% 71.43%

For an objective assessment of the psycho-emotion-
al state of patients, the Hamilton Anxiety Scale was used.
Anxiety assessment is an important indicator that allows
the therapist to adapt the approach in time: change the
load, involve a psychologist/psychotherapist, and establish
communication with the family.
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On the 3rd day, the average anxiety score among pa-
tients was 25.42 + 2.77 points, which corresponds to clin-
ically pronounced anxiety. Severe anxiety was recorded in
7 patients (58.3%), moderate anxiety in 41.7% (5 patients).
This indicates the need to include elements of psychologi-
cal support in the post-traumatic rehabilitation program in




order to improve the emotional state of patients, increase
their motivation for the rehabilitation process, and prevent
psycho-emotional disorders.

On the 20th day, a significant decrease in anxiety was
observed to 13.17 + 2.12 points. All study participants
had a mild degree of anxiety. Comparison of two related
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samples showed a statistically significant difference at the
significance level p<0.001. The dynamics of individual re-
sults of changes in psycho-emotional state are shown in
Fig. 2.
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Fig. 2. Results according to the Hamilton scale, points.

Functional independence, which was examined ac-
cording to the Barthel scale at the beginning of the study,
had an average score of 45.0+2.04 points, which indicated
a pronounced dependence of patients in most activities of
daily living. This is explained by the consequences of a re-
cent operation, pain syndrome and lack of adaptive skills.
After a 21-day course of FT and ET, the average score
increased to 75.0+2.04 points, which transferred patients
to the category of moderate dependence. This increase is
statistically highly significant (p<0.001).

Clinically, this means that patients have successfully
mastered basic self-care skills, which is a direct result of
the integration of early ET into the post-traumatic rehabil-
itation program.

Increasing independence not only improves physical
skills, but also has a positive effect on the psycho-emotion-
al state, reducing anxiety associated with a sense of help-
lessness and dependence on medical personnel/relatives.

Discussion of the results. The obtained results con-
firm the hypothesis that the comprehensive program of FT
and ET has a significant positive effect on the psycho-emo-
tional state of patients in the acute period after amputation.
The decrease in anxiety levels, which was statistically sig-
nificant, is a direct consequence of several factors integrat-
ed into the FT and ET program:

- active pain management: the rehabilitation program
provided significantly more effective pain control, elim-
inating one of the main causes of psychological distress;

- restoration of control - early training of the patient
in stump care, positioning and preparation for prosthetics
transforms the serviceman from a passive recipient of care
into an active participant in the process, which restores his
sense of control over his own body and future [14];

- physical progress - improved muscle strength and

stump formation create a reliable physical basis for pros-
thetics, eliminating uncertainty, which is a source of anx-
iety.

In our study of an integrated early PT and ET pro-
gram in patients with upper limb amputation, a significant
decrease in the level of anxiety on the Hamilton scale
was observed - from clinically pronounced to mild after
21 days. The obtained results are consistent with the data
of other authors who emphasize the importance of psy-
cho-emotional support in post-traumatic rehabilitation.
For example, the study by Al Ghailani et al. (2025) showed
that professional psychological support significantly in-
creases the resilience of patients after amputations and
contributes to better adaptation [1].

However, some studies show a different picture. In
the work of Jo et al. (2021) it was found that in the first 6
months after traumatic amputation, approximately 60% of
patients suffered from anxiety. This is a significantly high-
er figure than ours on the 20th day [10]. A possible reason
for this difference is the different chronological context:
our intervention started very early (1-21 days), which
could have prevented the increase in psychological dis-
tress, while in the Jo study anxiety levels were measured
at a more distant period. In addition, the level of support,
social and psychological resources may have differed.

Our results also correlate with systematic reviews: for
example, Rudenko and Assonov (2023) note that PTSD,
anxiety, depression often occur after amputation - and
these conditions are underestimated in clinical practice
[13].

Furthermore, a study by Giiveng et al. (2025), dedi-
cated to patients after amputation of a finger, demonstrated
that not only anxiety, but also sleep disturbances signifi-
cantly worsen the quality of life [8]. This emphasizes that
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the psycho-emotional state after amputation is multidi-
mensional and is not reduced only to the level of anxiety
- it is extremely important to also consider other factors
(sleep, depression, adaptation to the prosthesis).

Another important aspect is the role of social support.
Al Ghailani et al. (2025) [1] emphasize that social and
psychological resources (self-esteem, support, acceptance
of the prosthesis) are strongly correlated with psycholog-
ical resilience. In our study, although we did not measure
psychological resilience separately, the improvement in
independence (according to the Barthel index) and the de-
crease in anxiety may partly reflect the increase in internal
resources and acceptance of the new reality.

Also, there are methodological differences that may
explain the discrepancies with the results of other re-
searchers. For example, many studies used cohorts of pa-
tients with different types of upper and lower limb amputa-
tions, while our study was exclusively devoted to shoulder
amputations of military personnel - patients with unique
psychological challenges (combat trauma, stress, social
maladjustment).

Conclusion. The results of the research confirm the
effectiveness of a comprehensive program of early PT and
ET in patients in the acute postoperative period after up-
per limb amputation. Already during the first three weeks
of rehabilitation, a significant decrease in pain intensity,
improvement in muscle strength and range of motion in
the shoulder joint, an increase in the level of functional
independence, and a pronounced decrease in anxiety were
noted. The obtained results are consistent with the data of
modern scientific studies that emphasize the importance of
integrated multidisciplinary approaches to early post-trau-
matic rehabilitation.

The decrease in the level of anxiety recorded within
the program indicates a significant impact of psycho-emo-
tional support and training in self-care skills on the ability
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of patients to adapt to new functioning conditions. At the
same time, the data we obtained demonstrate that early
interventions can prevent the development of profound
psychological distress, which is characteristic of the later
stage of rehabilitation in other studies.

Thus, an individualized early PT and ET program can
be considered as a basic component of postoperative man-
agement of patients with upper limb amputation. Its appli-
cation provides a comprehensive impact on the physical
and psychoemotional aspects of recovery and creates fa-
vorable conditions for the subsequent stage of prosthetics.

Prospects for further research. Conduct a study
with a duration of more than 21 days, for example, for 3—6
months, to understand the stability of the effect of early
rehabilitation on the level of anxiety. Study the impact of
social and family support, integrating surveys of relatives,
social adaptation and support resources to optimize multi-
disciplinary approaches.
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Pe3rome. AKTyalbHICTb TOCIIKEHHS 3yMOBIICHA 3POCTAHHSIM KUIBKOCTI MAI[iEHTIB 3 aMITyTaI[isIMA BEPXHIX KiHIli-
BOK YHACJIJIOK BOEHHUX il B YKpaiHi Ta HEOOX1IHICTIO yI0CKOHAIEHHSI paHHBOI TOCTTpaBMaTH4HOI peabinitamnii. Amiry-
Tallis pykd, 0coOIMBO Ha PiBHI IJIe4a, MPU3BOANTD /10 BUPAKEHUX TTOPYIIEHb (DYHKI[IOHYBaHHS, PI3KOT0 3HMKEHHS PiBHS
CaMo00CITyrOBYBaHHS Ta 3HAYHOTO [ICHXOEMOIIIHOTO cTpecy. Y TocTpoMy micisionepaniiiHomy nepioai (1-21 nens) s
TIAIi€HTIB XapaKTepHi BUCOKUH piBeHb TPUBOTH, (PaHTOMHMI Oll1b, 3HWKEHHSI PYXOBOi aKTUBHOCTI i 3aJI€XKHICTb Y I10-
BCSIKACHHHMX JIiSIX, IO TIOTPEOy€e MyIBTHAMCIMILTIHAPHOTO BTPYYaHHs i3 moeaAHaHHsAM ¢izuuHoi Teparii (PT), eproreparii
(ET) Ta ncnxonorivHoi miATpUMKH.

Meta octigKeHHsI — OIIHUTH e()EKTUBHICTh KOMILIEKCHOT paHHboi nmporpamMu OT ta ET y nauieHTis i3 ammyTari-
€10 BEPXHbBOI KIHI[IBKH, BU3HAYMBIIHN i BIUIMB HA IHTEHCUBHICTH OO0, M’SI30BY CHITY, aMIUTITYy PyXiB, pIBEHb TPHBOTH
Ta (PYHKI[IOHATBHY HE3aJICKHICTb.

MeTtomu. O6ctesxxero 12 BiiCbKOBOCITYKOOBIIIB YOJIOBIHOI cTaTi BIkoM 26—52 poKH Miciisl aMITyTallii Ha piBHI MJieya.
Bukopucrano: mikanxy tpusoru ['aminsrona (HAM-A), BAILI uist oninku 60ito, MaHyanbHe M’sI30B€ TECTYBaHHS Ta T0-
HIOMETPIFO TIEYOBOTO cyrio0a, inaeke bapren. OuiHoBaHHS MpoBOAwIH Ha 1—3-if Ta 20-21-ii nHi. PeabiniTariitaa mpo-
rpama BKJII0Yajia KOHTPOJIb HaOpsIKy Ta (pOpMyBaHHSI KYKCH, MPO(]ITaKTUKY KOHTPAKTYp, BOPABH JUIsl 3MIIIHEHHS M SI31B,
CEHCOpPHY JIeCeHCHOLTI3aliI0, HAaBYaHHS CaMOOOCITyTOBYBaHHIO Ta €MOIIHHY ITiITPUMKY.

Pe3yabraTu. Ha mouarky ociiUkeHHS IHTEHCUBHICTH OOJTI0 Y OUTBIIOCTI NAi€HTIB Oyi1a Tye BUCOKOI0; 10 21 Hs
01716 3MEHIIUBCS 710 cyiabkoro abo MiHiManbHOro. Yei nmokasHukn MMT Ta aMIutiTyam pyXiB JOCTOBIPHO MOKPAIIMINCS
(p<0,05). PiBens TprBoru 3a HAM-A 3uu3uBcs 3 25,42+2,77 GaniB (KIiHIYHO BUpaXkeHa TpuBora) no 13,17+2,12 Gamnis
(nmerkwmii ctyminb) (p<0,001). dyHKITIOHATBHA HE3aICKHICTD 3a 1HIeKCcOM baprten 3pocna 3 45+2,04 no 75+2,04 6amu, o
CBIIYMTH TIPO Mepexiz BiJ BUpaxkeHoi 1o nmomipHoi 3anexHocti (p<0,001). OTpumMani pe3ynbraru AeMOHCTPYIOTh MO3HU-
TUBHUH BIUTUB PaHHBOI KOMIUIEKCHOI MporpaMu Ha (i3MYHMI Ta ICUXOEMOIIHHHUN CTaH, 30KpeMa 3MEHIICHHS TPUBOTH
SIK BXKJIMBOTO 0ap’epa peadimitariii.

BucnoBku. Panns ingusinyanizosana nporpama OT ta ET € eekTuBHOIO JU1s NAIi€HTIB Y TOCTPOMY Tepiofi mic-
JIsSL aMITyTallil BEpXHBOI KiHIIBKH. BOHa CIIpHsie 3MEHIIICHHIO OOJI0 Ta TPUBOXKHOCTI, MIOKPAILYE PYXOBY (DYHKIIIIO, CHITY
M’s131B 1 piBeHb HE3aJIEXKHOCTI. [HTErparis ICHX0eMOIIHHOT MIATPUMKH € KPUTHYHO BaXKJIMBOIO CKJIAJIOBOIO YCHIIIHOT
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peabiniTanii Ta MirOTOBKM Mali€HTIB 10 Npore3yBaHHs. OTpUMaHi JaHi MOXKYTh OyTH BHKOPHUCTaHI JUIsl ()OpPMYBaHHS
CTaHJapTU30BaHNUX MPOTOKOJIB PaHHBOI BITUM3HIHOT peadimiTarii.
Bonnouac orpriMaHi HaMH J1aHi IEMOHCTPYIOTh, 1110 paHHI BTPYYaHHs MOXKYTh HOIEPEKAaTH PO3BUTOK TIIHOOKOTO
TICHXOJIOTTYHOTO JIUCTPECY, SIKUH XapaKTepHUH [UIsl Mi3HINIOro eTary peadiniTanii B iHIINX JOCIIIKSHHSIX.
[nauBiyanizoBana paHHs rmporpama (i3uyHOI Teparrii Ta eproreparii MOXKe pO3IIISLAATHCS SIK 0a30BUI KOMIOHEHT
Tic/IA0nepaniitHoro MeHePKMEHTY TIAIlieHTIB 3 aMITyTallielo BEpXHbOT KiHIIBKH. 1i 3acTocyBaHHs 3a0e3meuye KOMILIeK-
CHMH BIUTHB Ha (Di3WYHI Ta ICMXOEMOIIIHHI aCTIEKTH BIJIHOBJICHHS Ta CTBOPIOE CITPUSTIMBI YMOBH IS TOAAJIBIIOTO €TaITy
MIPOTE3yBaHHI.
KoarouoBi ciioBa: ammyTaiiisi BepXHbOi KIHIIBKY; (i3UUHA Teparis; eproreparisi; ToCTpUil epioj; TpUBOTra; MaHy-
aJbHE M’30BE TECTYBaHHS; TOHIOMETPIst; iH1eKe bapren; ncuxoemouiiHuii craH; peadimiTaris.
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