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Introduction a wide range of psychotherapy methods with proven

Chronic pain remains one of the most debilitating
problems in modern medicine and clinical psychology,
significantly reducing the quality of life of millions
of people. According to the World Health Organization
(WHO), every fifth person in the world suffers from
chronic pain. An important milestone in understanding this
pathology was the introduction of ICD-11, in which chronic
primary pain has been determined as an independent
diagnostic category, considered as a separate disease
rather than merely a symptom [1]. Among chronic pain
conditions, the prevalence of myofascial pain syndromes
(MPS) reaches 20-30 %.

Contemporary  scientific ~ evidence  indicates
the leading role of central sensitization and nociplastic
pain in the development of MPS, where pain is maintained
not so much by peripheral tissue damage as by increased
excitability of the central nervous system and dysfunction
of antinociceptive systems. This leads to secondary
psycho-emotional disorders such as depression, anxiety,
kinesiophobia, and pain catastrophizing, which, in turn, are
powerful predictors of further chronification [2—4].

Despite the recognition of cognitive behavioral
therapy (CBT) and mindfulness practices as the ‘“gold
standard” [5—7], modern domestic practice demonstrates
a lack of systematic studies on the psychogenic factors
of MPS and a shortage of integrative protocols combining
somatic rehabilitation with multimodal psychotherapy.

An important context is the reform of the healthcare
system in Ukraine. In particular, the Law of Ukraine
“On Rehabilitation in Healthcare” [8] establishes
a multidisciplinary approach as the basis for
providing rehabilitation care. Order of the Ministry
of Health No. 1782 [9] officially introduces the positions
of clinical psychologist and psychotherapist in healthcare
and rehabilitation institutions. At the same time,
Order of the Ministry of Health No. 2118 [10] defines

effectiveness, including gestalt therapy, EMDR, neuro-
linguistic programming (NLP), systematic desensitization,
and others. These changes create the necessary regulatory
preconditions for the full integration of psychological
support into the rehabilitation process [11].

However, at present, the national system
of psychological support in rehabilitation is characterized
by a certain degree of decentralization and a lack
of systemic coherence. The process of training specialists
requires unification and alignment with international
standards of evidence-based medicine [11].

The scientific novelty of this study lies
in the development and clinical validation of an original
multimodal psychotherapy model which, unlike existing
mono-approaches, integrates methods of cognitive
behavioral, rational, and body-oriented therapy with
elements of neuro-linguistic programming (NLP).
The latter is included in the program as an experimental
component for the targeted correction of cognitive patterns
of “secondary gain” and the reframing of pain experience,
thereby ensuring a synergistic effect on both the somatic
and psychological components of MPS.

The research hypothesis is based on the assumption that
the inclusion of comprehensive multimodal psychotherapy
in the standard program of physical rehabilitation for patients
with chronic MPS will result in a statistically significant
reduction in pain intensity and improvement in neurological
status compared to traditional treatment methods alone, due
to decreased levels of catastrophizing and the transformation
of maladaptive attitudes toward illness.

The purpose of this study is to examine the influence
of psychological factors (anxiety, depression, and pain
catastrophizing) on the course of myofascial pain syndrome
(MPS), as well as to provide a scientific rationale
and evaluate the effectiveness of a comprehensive model
of psychological support within the structure of treatment
and rehabilitation interventions.
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Object, materials and research methods

Object of the study: the clinical and psychological
status and the dynamics of the pain syndrome in individuals
with chronic myofascial pain syndrome (MPS).

Study Organization. The study was conducted at the Spine
Center “POSTAVA” (Chernivtsi, Ukraine) during 2023-2024.
By design, the study was a prospective, controlled, non-
randomized clinical trial with parallel groups. The sample
was formed using a consecutive patient recruitment method,
followed by group allocation depending on patients’ consent
to receive additional psychotherapeutic support.

A total of 60 individuals (45 women and 15 men)
aged 25 to 50 years (mean age 48.56 + 0.98 years) were
included in the study. The average duration of the disease
was 2.49 + (.28 years.

Inclusion criteria: verified diagnosis of myofascial
pain syndrome (MPS) (localized in the lower back, pelvis,
and lower extremities); duration of symptoms > 6 months;
confirmation of the condition by neuroimaging methods
(CT/MRI); provision of written informed consent.

Exclusion criteria: radicular syndromes, spinal
cord compression, oncological diseases, spinal injuries,
acute inflammatory processes, severe mental disorders,
and pregnancy.

Patients were divided into two groups: the main group
(n = 30), which received standard rehabilitation combined
with the author’s psychotherapy model, and the comparison
(control) group (n = 30), which received only standard
therapy. At baseline, the groups showed no statistically
significant differences in clinical and demographic
characteristics (p > 0.05).

Both groups underwent a standard 15-day rehabilitation
program, whichincluded manual therapy, therapeutic massage,
kinesitherapy, orthopedic correction, and physiotherapeutic
procedures (magnetotherapy and shockwave therapy).

In addition, the main group was offered
a comprehensive multimodal psychotherapy program
(10 sessions over 5 weeks), which included: a cognitive-
behavioral component (rational psychotherapy to enhance
compliance and systematic desensitization (fading) to
overcome kinesiophobia); a body-oriented component
(Jacobson progressive muscle relaxation and mindfulness
practices); and an NLP component (the “six-step reframing”
technique to correct pain perception patterns and address
“secondary gain” from illness). The NLP component
was included as an auxiliary tool for the linguistic
transformation of subjective pain experience.

Assessment  Methods. The effectiveness of the
intervention was evaluated at three stages (before, during,
and after the intervention). Neurological status was
assessed using the following tools: the Faces Pain Scale-
Revised (FPS-R) to measure pain intensity; the McGill Pain
Questionnaire (MPQ) to evaluate the sensory and affective
components of pain; the Muscle Syndrome Severity Index
(MSSI); and a 5-point neurological symptom scale.

Psychological status was assessed using the following
instruments: the TOBOL questionnaire (to determine
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the type of attitude toward illness); the Hospital Anxiety
and Depression Scale (HADS); and the Giessen Somatic
Complaints Questionnaire (GBB).

Statistical Analysis. Data were processed using
Microsoft Excel 2016 with the application of methods
of variation statistics. The arithmetic mean (M), standard
error of the mean (+m), and the significance of differences
(p) were calculated using Student’s #-test for dependent
samples (within-group dynamics) and independent samples
(between-group comparisons). The level of statistical
significance was set at p < 0.05.

Thestudy complied withthe principles ofthe Declaration
of Helsinki. All participants were anonymized and had
the right to withdraw from the study at any stage.

Research results

Dynamics of Neurological and Muscle Tone Status.
At the stage of initial examination, patients in both
groups demonstrated a similar clinical picture, including
impaired biomechanics, limited range of motion,
and pronounced muscle hypertonicity. The mean score
of neurological symptoms was 2.77 + 0.16 in the main
group and 2.63 + 0.18 in the comparison group (p > 0.05),
corresponding to a moderate level of severity.

After completion of the 5-week course, positive
dynamics were observed in both groups; however, the extent
of improvement differed significantly. In the main group,
symptom intensity regressed to amild level (1.50£0.10 points),
whereas in the comparison group the indicator remained
higher (1.87 £ 0.18 points; p < 0.05 between groups) (Table 1).

The Muscle Syndrome Index (MSI) as the most
informative criterion of effectiveness demonstrated
the most pronounced changes. At baseline, the groups
were homogeneous in this parameter (approximately
11.5 points). After the intervention, the MSI level in the main
group decreased almost threefold to 3.85 £+ 0.12 points,
corresponding to Grade I severity. In the comparison group,
the reduction was only 1,5-fold (to 7.53 £+ 0.20 points),
which still corresponded to Grade II severity (Table 1).
The statistically significant between-group difference
(» < 0.05) confirms the synergistic effect of integrating
psychotherapy into the physical rehabilitation protocol.

Pain syndrome assessment. Baseline values on
the Visual Analog Scale (FPS-R) in both groups indicated
moderate to high pain intensity (6.5 + 0.11 points).
After rehabilitation, the main group demonstrated
a statistically significant reduction in pain to a mild level
(1.90 £ 0.13 points), whereas in the control group pain
remained at a moderate level (3.47 + 0.13 points; p < 0.05).

Analysis using the McGill Pain Questionnaire revealed
that multimodal psychotherapy influenced not only pain
intensity but also its qualitative perceptual structure.
The reduction in affective scale scores in the main group
(1.5+£0.46) was twice as pronounced as in the control group
(0.68 £ 0.32; p < 0.01), indicating successful correction
of the emotional component of pain (fear, tension) through
reframing techniques and mindfulness practices (Table 2).
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Table 1

Dynamics of Neurological Symptoms and the Muscle Syndrome Index in Patients with Chronic MPS
during Comprehensive Rehabilitation (M + m)

el After
Indicator Group Before rel}abllltatlon rehabilitation P
(points) .
(points)
5-point neurological symptom scale | Main group (n = 30) 2.77+0.16 1.50+0.10 <0.05
Control group (n = 30) 2.63+£0.18 1.87£0.18 <0.05
Muscle Syndrome Index (MSI) Main group (n = 30) 11.42 +£0.46 3.85+0.12 <0.05
Control group (n = 30) 11.53+0.3 7.53+0.2 <0.05

Table 2
Dynamics of Pain Indicators According to the McGill
Pain Questionnaire in the Main and Control Groups

M £+ m)

2Z s 3

TES ZE¢° 5

McGill Pain £LC 2 £ET & oy

Questionnaire Scale s S| 22 3

Eo g | ESE® 15

R o= o= ® o= =

SSFIN|E5E 5

CEES|OVOESE | S

Sensory scale (1-13) 31613 | 1.6£0.68 | <0.01

Affective scale (14-19) 1.5+0.46 | 0.68 +0.32 | <0.01

Evaluative scale (20) 0.97+0.26 | 0.56 +0.18 | <0.01
Changes in Psychological Status. Assessment
of the type of attitude toward illness (TOBOL)

demonstrated that in the main group the proportion
of patients with a harmonious type increased to 90.0 %
compared with 63.3 % in the comparison group (p < 0.01).
The effectiveness of the transition to a harmonious type
in the main group was 5.5 times higher. It should be
noted that the least pronounced dynamics were observed
in individuals with hypochondriacal and egocentric types,
which confirms the persistence of “secondary gain”
behavioral patterns (Table 3).

Table 3
Comparative Assessment of Types of Attitudes Toward
Illness in the Main and Control Groups
after the Rehabilitation Course

Main group | Control group
Type of attitude toward (n=30) (n=30)
s e | e,

Harmonious 27 90.0 19 63.3
Anxious 0 0.0 6 20.0
Hypochondriacal 2 6.7 2 6.7
Ergopathic 0 0.0 2 6.7
Egocentric 1 33 1 33
Sensitive 0 0.0 0 0.0

Data from the Giessen Subjective Complaints
Questionnaire (GBB) (Table 4) confirmed a reduction
in the overall intensity of somatic complaints in the main
group from 40.8 £+ 3.2 to 20.1 £ 2.7 points (p < 0.01).
In the control group, the changes in this indicator were not
statistically significant (34.1 vs. 33.8 points; p > 0.05).

The level of anxiety on the HADS scale in the main
group decreased from a subclinical level (8.67 £ 0.26) to

a normal range (6.1 £ 0.29; p < 0.05). This indicates that
the comprehensive intervention helped patients overcome
not only physical discomfort but also associated psycho-
emotional disorders that contribute to the maintenance
of chronic pain. The results are presented in Table 5.

Thus, the study findings demonstrate the high
effectiveness of the proposed comprehensive psychotherapy
model as an adjunct to standard physical rehabilitation
in patients with chronic myofascial pain syndromes.
The most pronounced positive effects were observed
in the reduction of pain intensity, muscle-tonic syndrome,
anxiety, and somatic complaints, as well as in the formation
of'a harmonious type of attitude toward illness.

Discussion of research results

The obtained data confirm the hypothesis that
theintegration of multimodal psychotherapy into the physical
rehabilitation process of patients with myofascial pain
syndrome (MPS) significantly enhances treatment
effectiveness. The key factor of success in the main group
was the overcoming of the “pain vicious circle”: through
cognitive restructuring of kinesiophobia and reduction
of catastrophizing levels, patients became active agents
in the rehabilitation process. This is consistent with
international literature data regarding the high effectiveness
of cognitive-behavioral therapy and mindfulness practices
in the treatment of chronic musculoskeletal pain [12; 13].

Importantly, in the main group the muscle syndrome
index decreased to a mild level, whereas in the control
group it remained at a moderate severity level. This
indicates the ability of psychotherapeutic intervention to
disrupt the pathological cycle “pain — muscle spasm —
pain,” which is a central mechanism sustaining MPS [14].
The mechanism of this effect is associated with reduced
sympathetic ~ activation, decreased cortisol-induced
hyperalgesia, and improved muscle perfusion as a result
of relaxation techniques [15].

Significant changes in the types of attitudes toward
illness (TOBOL) in the main group represent an important
predictor of treatment compliance: the transition to
a harmonious type correlates with higher motivation
and adaptive coping strategies [16; 17]. At the same
time, the observed resistance to therapy in patients with
hypochondriacal and egocentric types indicates the role
of chronic pain as a mechanism of unconscious avoidance
or secondary social gain, which requires separate
therapeutic attention [18].
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Table 4
Dynamics of the Giessen Subjective Complaints Questionnaire Indicators in Patients of the Main
and Control Groups (M + m)
Scale GBB Main group (n = 30) Control group (n = 30)
Before rehabilitation | After rehabilitation | Before rehabilitation | After rehabilitation
Exhaustion 158+1.2 7.4+2.0 124+1.6 102 +1.4°
Gastrointestinal complaints 125+ 1.6 59=+1.6 113+1.4 10.4 +1.9*
Rheumatic factor 6.4+0.7 24+0.5 6.5+04 4.2+0.8"
Cardiac complaints 8.1+£0.7 4.1+1.0 8.0+0.3 6.5+0.1
Intensity of complaints (total score) 40.8+£3.2 20.1 £2.7* 34.1+£3.6 33.8+3.0"

Note: * p < 0.01 compared with baseline values within the group; intergroup differences after rehabilitation were statistically
significant (p < 0.05) for all scales, except for gastrointestinal complaints (p < 0.05).

Table 5
Dynamics of Patients’ Psycho-Emotional State According to the HADS Scale (M + m)
HADS Group Before rehabilitation (points) | After rehabilitation (points) P
Anxiety Main group (n = 30) 8.67+0.26 6.1 +0.29 <0.05
Control group (n = 30) 8.3+0.48 724027 <0.05
Depression Main group (n = 30) 7.1+0.47 5.6+0.21 <0.05
Control group (n = 30) 6.9+0.32 6.8 +0.39 > 0.05
Analysis using the HADS scale demonstrated Prospects for further research

a clear advantage of the multimodal model: anxiety levels
in the main group decreased by 30 %, and depression by
21 %, whereas in the control group these changes were
statistically insignificant (10 % and 1 %, respectively). This
confirms that isolated physical rehabilitation has a limited
effect on affective disorders that frequently accompany
chronic pain [19; 20]. The bidirectional relationship
between pain and affect-where increased pain perception
is driven by neurotransmitter changes and negative
cognitions-necessitates a multidisciplinary approach,
which is a standard in the EU, USA, and Canada [7; 21].
Dynamics according to the Giessen Subjective
Complaints Questionnaire (GBB) confirmed
a reduction in psychosomatic manifestations: the decrease
in the “Exhaustion” scale correlates with regression
of depressive symptoms [20]; positive changes
in “Gastrointestinal” and “Cardiac complaints” indicate
a reduction of distress markers; and the reduction
in the “Rheumatic factor” reflects the alleviation of pain
and spastic components as a result of the synergy between
physical and psychotherapeutic interventions.
Theproposedintegrativemodelaffectsthe pathogenesis
of MPS at both neurobiological and cognitive levels,
optimizing nervous system functioning [5; 21; 22]. The use
of behavioral therapy and reframing techniques allows for
the reduction of kinesiophobia and secondary illness gains,
thereby facilitating the restoration of motor activity [4].
The practical significance of the study lies
in the possibility of integrating this model into existing
outpatient rehabilitation programs. This fully aligns with
the current healthcare development strategy in Ukraine,
as established by the Law “On Rehabilitation in Healthcare”
and the Order of the Ministry of Health No. 1782 regarding
the introduction of clinical psychologist and psychotherapist
positions in rehabilitation and healthcare institutions.

Future research will focus on conducting randomized
controlled trials with larger patient samples. A promising
direction is the investigation of the long-term stability
(remote outcomes at 6—12 months) of the proposed model,
as well as the application of mathematical modeling
methods to predict rehabilitation success based on
the patient’s initial psychological profile.

Conclusions

It has been demonstrated that chronic myofascial
pain is associated with a high level of affective disorders
and maladaptive types of attitudes toward illness, which
impairs the effectiveness of standard physical rehabilitation.

The implementation of the developed comprehensive
psychotherapy model resulted in a statistically significant
(p < 0.05) reduction in pain intensity on the VAS scale to
1.90 £ 0.13 points, whereas in the traditional treatment
group this indicator remained at 3.47 £ 0.13 points.

The multimodal approach ensured a pronounced
correction of muscle tone status: the muscle syndrome
index in the main group decreased by 2.96 times, indicating
deep relaxation not only at the physical level but also
at the psycho-emotional level.

The experimental application of NLP techniques
in combination with CBT and mindfulness proved to be
an effective tool for the rapid correction of the emotional
coloration of pain, as confirmed by positive dynamics
in the affective scale of the McGill Pain Questionnaire.

Practical significance: the model can be implemented
inrehabilitation centers, neurological departments, and pain
management clinics; it complies with current legislation
of Ukraine (Law “On Rehabilitation in Healthcare,” Order
of the Ministry of Health No. 1782).
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Purpose. To scientifically substantiate and evaluate the clinical effectiveness of a comprehensive multimodal psychotherapy
model integrated into the physical rehabilitation protocol for patients with chronic myofascial pain syndromes (MPS).

Materials and methods. A prospective, controlled, non-randomized clinical trial was conducted involving 60 patients (45 women,
15 men; mean age 48.56 + 0.98 years) with verified chronic MPS. Participants were divided into a main group (n = 30), which received
standard physical rehabilitation (manual therapy, kinesiotherapy, physiotherapy) combined with the author’s 5-week multimodal
psychotherapy program (CBT, progressive muscle relaxation, mindfulness, and NLP reframing), and a control group (n = 30), which
received standard rehabilitation alone. Assessment tools included the Faces Pain Scale-Revised (FPS-R), McGill Pain Questionnaire
(MPQ), Muscle Syndrome Severity Index (MSSI), TOBOL, HADS, and the Giessen Subjective Complaints Questionnaire (GBB).

Results. The integration of multimodal psychotherapy resulted in a statistically significant (p < 0.05) reduction in pain intensity
(FPS-R: 1.90£0.13 vs. 3.47 £ 0.13 points in the control group). The MSSI decreased nearly threefold in the main group (to 3.85+£0.12),
indicating profound muscle relaxation. Significant positive dynamics were observed in the affective component of pain (MPQ),
anxiety levels (HADS), and the formation of a harmonious attitude toward illness (90.0 % vs. 63.3 %). The control group showed less
pronounced changes in psychological and somatic status.

Conclusions. The proposed multimodal psychotherapy model significantly enhances the effectiveness of physical rehabilitation
for chronic MPS by targeting central sensitization mechanisms, reducing kinesiophobia, and correcting maladaptive cognitive patterns.
The model demonstrates high practical applicability within multidisciplinary rehabilitation settings.

Key words: pain catastrophizing, kinesiophobia, cognitive reframing, multidisciplinary rehabilitation, nociplastic pain, psycho-
emotional correction.

MeTo1o 11i€i HayKOBOi pOOOTH € TeOpeTHYHE OOTPYHTYBAaHHS Ta KIiHIYHA arpoOallist KOMIUIEKCHOT MYJIBTUMOAAIbHOT MOJIEINI TICH-
XoTeparii, iIHTerpoBaHoi 10 mporpaMu $izn4gHoi peadimiTamii MamieHTiB i3 XpOHIYHUMH MiodacuiadbHUMHI OOTLOBUMH CHHAPOMAaMHU
(M®BC). docmimkeHHs cipsMOBaHe Ha BUBYECHHS BIUTUBY IICUXOJIOTIYHUX YMHHHUKIB, 30KpeMa TPUBOXKHOCTI, enpecii, katacTpodi-
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%ﬁ}? HAIIi  DI3UYHA TEPAIILI TA PEABUIITAIILA
—

3anii 6oiro Ta KiHe310go0ii, Ha Tepedir XPOHIYHOro GOILOBOIO PO3Jaly, a TAKOXK Ha OLIHKY CHHEPriyHOro e(eKTy Bij IMO€aHAHHS
CTaHAAPTHUX peaOlTTAIfHIX BTPYYaHb i3 METOJaMU KOTHITHBHO-TTOBE/IIHKOBOT, TiJIECHO-OPiEHTOBAHOI Tepartil Ta eIeMeHTaMH Hel-
pomiarBicTuaHoro nporpamyBanss (HJIIT). OxpemuM 3aBIaHHSIM CTaJIO BU3HAUCHHS JMHAMIKH 3MiH y THIaX CTAaBJICHHS JI0 XBOPOOH
Ta piBHSA COMATHYHUX CKapT ITi/] BIUIMBOM 3arpOIIOHOBAHOT MOJIEII ICHXOTeparii.

Marepianu Ta Metoau. J{ocmimkeHHsT BUKOHAHO Y (opMari KOHTPOJIbOBAHOTO HEPAaHJIOMI30BAHOIO KIIIHIYHOTO BHITPOOYBAHHS
Ha 0a3i Llentpy xpedra POSTAVA (M. UepniBui, Ykpaina) Bnpogosxk 2023-2024 poxkis. o Bubipku ysiiium 60 oci6 (45 xiHok Ta
15 donogikiB) BikoMm Big 25 1o 50 pokiB (cepenniit Bik 48,56 = 0,98 pokxy) i3 BepudikoBaHuM miarHo3oM xpoHiuHoro M®BC (tpu-
BJIICTh CUMITOMIB TOHa/ 6 MicsiuiB). Kputepii BiroueHHs nepeabdadani HasBHICTh M’S30BO-TOHIYHOTO OO0 B JUISHII MOMEPEKY,
Ta3a Ta HIKHIX KiHIIBOK, MiJATBEP/PKEHOIO JaHUMHM HelipoBisyaiizawii. KpurepisiMu BUKITIOUSHHS CITyTyBaJIM PAIHUKYIISIPHI CHHIPOMH,
OHKOIIATOJIOTIsI, TOCTPI 3allaibHi MPOLECH Ta TSDKKI NCUXIYHI po3iTaan. YYacHUKIB PO3MOUICHO Ha JBi TpymH: ocHOBHY (1 = 30), ska
Ha TJIi CTaHAAapTHOI 15-nernoi mporpamu ¢isndHoi peabimitamii oTpuMyBaia Kype MyJasTHMOAaIbHOI icuxoTeparii (10 ceciit mpoTsrom
S THXHIB), 1 KOHTpOJIBHY (7 = 30), e 3acTOCOBYBaIIH JIMILE CTaHAAPTHY peabimiraiito. [IcuxoTepaneBTHYHMIT MOTY/Tb BKJIIOYAB KOTHi-
THUBHO-TIOBE/IIHKOBUIT KOMIIOHEHT (pallioHaibHa Teparis, CHCTeMaTHYHa JJeceHCcHOuTi3anist Juist mofoiaaHHs Kine3iohobii), TiecHo-opi-
€HTOBaHHH OJIOK (TIporpecuBHA M’30Ba penakcais 3a JkekoOcoHoM, MaltH(yITHeC-TPAaKTUKY) Ta ekcrepuMenTansanit HJIIT-kommo-
HEHT (TeXHiKa MIeCTUKPOKOBOTO pe(peiMiHTy I KOPEKIIii TaTepHiB «BTOPUHHOI BUTOIM» ). [HCTpyMeHTapill OIiHIOBAaHHS OXOTLIIOBAB:
mikany 6omo FPS-R, Maxk-T'isniBeskuit 6onpoBuit onutyBaisHuk (MPQ), iHnexce m’sizoBoro curapomy (IMC), onutyBansank TOBOJI,
rocritanpHy 1mkaiay tpuBoru Ta aenpecii (HADS), INiccencbkuit onuryBanbauk comarnynux ckapr (GBB). Craructiuny oGpoOky
JTAHUX TIPOBOJIVMJIM 3 BHKOPHCTAHHSM t-KpuTepito CTHIOJICHTA JITS 3AJIC)KHUX Ta HE3aJICKHUX BUOIPOK (piBeHb 3HauyImocTi p < 0,05).

Pe3yabTaTn. [HTETpaIiis MynbTUMOAATBHOI ICHXOTEparii 3ade3neunia cTaTicTuaHo 3Havye (p < 0,05) 3HIKEHHS IHTCHCHUB-
HocTi 6011bOBOTO CHHIpPOMY 3a mikanoio FPS-R B ocHoBHil Tpymi g0 piBHs serkoro 6oo (1,90 £ 0,13 6ana), Toai SK y KOHTPOJIbHIH
rpymi 6inpb 3anummBes Ha nomipHoMy piBHi (3,47 £ 0,13 Gana). [nnexc M’s130BOro cHHAPOMY B OCHOBHIHM IpyIi 3MEHIIHMBCS Maike
Brprui — 3 11,42 £ 0,46 no 3,85 £ 0,12 Gana, 0 BiIOBiJa€ JETKOMY CTYIEHIO TSDKKOCTI, Ha BIAMIHY BiJi KOHTPOJIBHOI TPYIIH, /1€
MMOKAa3HUK 3HU3UBCH Jnie 10 7,53 £ 0,20 6ana. Anamni3 3a Mak-I 1u1iBCbKUM ONTUTYBaIbHUKOM 3aCB1TYMB, IO 3HIDKCHHS TOKA3HUKIB 32
a(eKTHBHOIO IIKAJIOI0 B OCHOBHIM rpymi Oymo BaBiui Bupasnimmm (1,5 £ 0,46 mpotu 0,68 £ 0,32; p < 0,01), 110 miaATBEpIKYE yCHILIHY
KOPEKIIF0 EMOIIIHOTO BHPaKeHHsT 00IbOBOr0O M0CBiAy. [ICHXOMOTIUHUIA CTaTyC MaIlieHTiB OCHOBHOI IPpyMU XapakTepu3yBaBcs Gop-
MYBaHHSIM TapMOHIIHOTO THITY CTaBIeHHS 710 xBopoou y 90,0 % BumankiB nportu 63,3 % y KOHTpombHIH rpymi. PiBens TpuBoru 3a
mKkanoto HADS 3Hu3MBCS 13 CyOKITIHIYHOTO 10 HOPMATHBHOTO Jiana30Hy, TOMl SIK Y KOHTPOJIBHIHN TPy JHHAMIKA JeTPECUBHUX MPO-
SIBIB BUSBHJIACS CTATUCTHYHO HE3HAYYIIO0. 3arajbHa iHTEHCHBHICTh COMAaTHYHUX CKapr 3a onuTyBanbHuKoM GBB B ocHOBHIl rpymi
ckopotuiacs 3 40,8 £ 3,2 o 20,1 + 2,7 6ana, 110 CBIAYUTH PO PEAYKINIO MCHXOCOMATHYHHX MPOSIBIB JUCTPECY.

BucnoBku. 3anpornoHoBaHa KOMIUIEKCHA MOJIENb TICHXOTEpaItii IEMOHCTPY€E BHCOKY KIIHIYHY e(eKTHBHICTh y CTPYKTYpi pea-
OimiTanii nanienTiB i3 XpoHivHUM M®BC. [ToetHaHHS KOTHITHBHO-TIOBEIIHKOBUX 1HTEPBEHIIIH, MaltHA(DYTHEC-IPAKTHK Ta IEMEHTIB
HIJIIT nae 3mMory He JHIlIe CYyTTEBO PEAYKYBaTH IHTEHCHUBHICTH OOJIO Ta M’sI30BO-TOHIYHUX MPOSBIB, aje i 3/iCHIOBATH LIIECIPSIMO-
BaHy KOPEKI[if0 a)eKTUBHUX PO3JIA/AIB i Ie3aJalTUBHUX KOTHITUBHUX nartepHiB. OCHOBHUMH MeXaHi3MaMH BIUIUBY € 3HW)KSHHsI PiBHS
karactpodizarii, mogonanus kine3ioo0ii Ta TpaHchopMalis HaTepHIiB «BTOPHHHOI BUTOMM» Bix xBopoOu. OTpHMaHi pe3ylsraTi
Y3TOIKYIOTBCS 13 CYYaCHUMH YSBICHHSMH PO IEHTPANbHY CEHCUTH3AIII0 Ta HOMUIDIACTHYHHIN 0171, @ TAKOK CTBOPIOIOTH MIATPYHTS
JUTSL IMPOKOTO BIIPOBAKEHHST MOZEINI B KIIHIYHY HPAKTUKY MYJIBTHAMCHMIUTIHAPHUX pealdiniTauiifHuX KOMaH/ BiMOBIHO /0 YUH-
HOTO 3aKOHOJABCTBA YKpaiHu y cepi 0XOPOHHU 310pOB’sI.

Kurouosi caoBa: karactpodizarist 6oitto, KiHe310¢0o0is, KOTHITHBHHUN pedpedMIHT, My TbTHANCIUILTIHApHA pealiriTaris, HOIH-
IUTACTHYHHHN O11b, TICHXOEMOLIiITHA KOPEKIIis.
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