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Introduction

Erectile dysfunction (ED) is primarily defined
as the inability to achieve and maintain an adequate erection
for satisfactory sexual intercourse [1; 2]. Erectile function
is controlled by both the parasympathetic nervous system,
which is responsible for blood flow, and the sympathetic
nervous system, which is associated with ejaculation [3].
Disruption of these autonomic pathways leads to erectile
dysfunction. Although erectile dysfunction is not life-
threatening, it has a significant impact on the patient’s
quality of life, as well as that of their sexual partners,
causing anxiety, depression, and a loss of confidence
or self-esteem. Sexual health is a state of physical,
emotional, mental, and social well-being in relation to
sexuality and overall quality of life [1; 2].

Epidemiological studies demonstrate a significant
prevalence of ED among the adult population in various
countries around the world, ranging from 15% to 19.2%
[4]. Compared with the general population, veterans with
combat trauma have an increased risk of sexual dysfunction
and other sexual problems, which can be as high as 89% [2].

The causes of ED in combat veterans are multifac-
torial, resulting from a complex interplay of physical,
physiological, psychological, and social factors [5; 6].
ED is often a consequence of endothelial dysfunction
in which the walls of blood vessels produce insufficient
amounts of nitric oxide. Consequently, during arousal,
nerve endings release an inadequate amount of it. Nitric
oxide is required to activate guanylate cyclase, which is
involved in the relaxation of the smooth muscles of cor-
pora cavernosa. As a result, the blood vessels dilate
and blood fills the tissues of the penis under pressure;
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the blood pressure then compresses the veins, prevent-
ing venous outflow.

Combat veterans often develop post-traumatic stress
disorder (PTSD), which is accompanied by ED [2; 7;
8]. PTSD is a nosological diagnosis which, according
to the current DSM-5 classification of psychiatric
disorders, is characterized by the following criteria
of symptoms persisting for at least 1 month [9; 10]:
the presence of a traumatic stressor (Criterion A of DSM-5);
re-experiencing symptoms of the event, including
nightmares and/or flashbacks or intrusive thoughts
(Criterion B according to DSM-5); avoidance of thoughts,
situations, places, and people that remind the individual
of the traumatic event (Criterion C according to DSM-5);
negative thoughts and mood (Criterion D of the DSM-
5); symptoms of increased arousal, such as irritability,
difficulty concentrating, and sleep disturbances (Criterion
E according to DSM-5); significant distress or impairment
in functioning (Criterion G according to DSM-5); no other
causes that could explain these symptoms (Criterion H
according to DSM-5).

Since the start of the Russian Federation’s full-scale
invasion of Ukraine, there has been an upward trend
in the incidence of PTSD among combatants [11]. Recent
studies indicate that the rate of sexual dysfunction among
veterans who have suffered combat-related trauma is sig-
nificantly higher among those with PTSD [6]. At the same
time, the results of various studies show some variability,
which is likely due to methodological differences. How-
ever, the available data provide grounds for asserting that
PTSD is one of the key factors in the development of sex-
ual problems [8].

In general, the issue of sexual dysfunction among
combatants requires more in-depth study by both
sexologists and psychologists, as well as a systematic
analysis of the factors that cause sexual disorders. PTSD
in military personnel is a physiological and psychological
condition that arises after experiencing extremely traumatic
events during combat operations, such as life-threatening
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situations, the death of comrades, or injuries. Sexual
dysfunction and PTSD require professional medical care,
which should include psychotherapy, as well as counseling
and medication from a sexologist to improve quality of life
[2; 6].

It is believed that PTSD, rather than combat
trauma itself, plays an even greater role in determining
the severity of sexual problems [2; 13]. However, there is
a direct link between combat trauma and sexual problems
among combat veterans [14; 15]. Given the negative
impact of PTSD on physical and emotional health, it is
not surprising that veterans with this disorder experience
higher rates of sexual dysfunction. In general, sexual
dysfunction in men includes erectile dysfunction, prema-
ture ejaculation, delayed ejaculation, low sexual desire,
and pain during sex [1].

PTSD impairs sexual function in many areas: desire,
arousal, orgasm, activity, and satisfaction [16]. The most
commonly reported issues include erectile dysfunction,
premature ejaculation, and a general lack of interest in sex
[15]. A number of comorbid conditions, including hyper-
tension and diabetes, lead to impaired sexual function
in men with combat-related trauma [17; 18].

The International Index of Erectile Function (IIEF) is
the most commonly used tool for diagnosing ED and assess-
ing its severity; it is a widely used self-report questionnaire
[19; 20]. This questionnaire has a high degree of specificity
and sensitivity for diagnosing and assessing the prevalence
of ED. In addition, this questionnaire is also widely used
to assess the severity of ED before and after appropriate
therapy [7-9]. One limitation, however, is that the IIEF
cannot be used to distinguish between different pathophys-
iologies of ED. PTSD symptoms are diagnosed according
to the current DSM-5 (Diagnostic and Statistical Manual
of Mental Disorders) classification [21].

The aim of this study is to investigate the character-
istics of erectile dysfunction in men with combat-related
trauma compared to the course of erectile dysfunction
associated with post-traumatic stress disorder.

Object, materials and methods of research

This study is based on the results of a survey of 298
men who had been injured in combat (shrapnel and bullet
wounds, mostly multiple), using the International Index
of Erectile Function-15 (IIEF-15) [19; 20] and the DSM-5
(Diagnostic and Statistical Manual of Mental Disorders)
classification system for diagnosing PTSD [21].

The mean age of the patients was 39.2 + 8.5 years.
The study group was divided into two: men without
PTSD (group 1), men with PTSD (group 2). Each group
was divided into two age subgroups: subgroup 1.1 — men
aged 20-39 years without PTSD, subgroup 1.2 — men aged
40-53 years without PTSD, subgroup 2.1 — men aged
20-39 years with PTSD, subgroup 2.2 — men aged 40-53
years with PTSD.

The inclusion criteria for Group 1 were men with
combat-related injuries who had undergone basic wound

care but did not have PTSD or acute stress reactions.
The inclusion criteria for Group 2 were men with combat
injuries who had undergone basic wound care and had
been diagnosed with PTSD. The exclusion criteria were
the presence of chronic wounds, severe comorbidities,
and active psychoses.

The study is based on the results of a survey
of patients (all of them were injured as a result of combat
operations) at the Military Medical Clinical Center
of the Western Region, the urology clinic of the State Non-
Profit Enterprise “Danylo Halytsky Lviv National Medical
University” and Medical Center “Salutas”.

Commission on Ethics in Scientific Research,
Experimental Development, and Scientific Works at Danylo
Halytsky Lviv National Medical University found no
violations of moral and ethical standards in the conduct
of'the study (Protocol No. 7 dated June 26, 2023). Measures
were implemented to ensure patient safety, respect for their
rights, human dignity, and moral and ethical standards
in accordance with the principles of the Declaration
of Helsinki, the Council of Europe Convention on Human
Rights and Biomedicine, and relevant Ukrainian laws.

For specialized practices where ED is the primary
concern, amore detailed supplementary tool, such as the full
version of the International Index of Erectile Function
(IIEF-15), is useful [19]. Multicomponent questionnaires
(IIEF-15) allow for a brief yet nuanced assessment of sexual
function in men. The ITEF-15 consists of 15 questions that
quantitatively assess 5 domains (sexual desire, erectile
function, satisfaction with intercourse, ejaculatory/
orgasmic function, and overall sexual satisfaction).

The erectile domain of the IIEF-15 includes responses
to questions 1 through 5 and question 15. In addition to
erectile function, the full IIEF-15 questionnaire assesses:
libido (sexual desire) — questions 11 and 12; orgasmic
function — questions 9 and 10; satisfaction with sexual
intercourse—questions 6,7, 8; overall satisfaction—questions
13, 14. Ability to experience orgasm — assessed by the sum
of the scores for questions 9 and 10, with possible values
ranging from 0 to 10; calculation of scores for assessing
sexual desire — the sum of the scores for questions 11
and 12, with possible values ranging from 2 to 10; the score
for assessing satisfaction with sexual intercourse is the sum
of the scores for questions 6, 7, and 8, with possible values
ranging from 0 to 15; the score for assessing satisfaction
with sexual life is the sum of the scores for questions 13
and 14, with possible values ranging from 2 to 10.

The erectile function domain quantitatively determines
the severity of ED on a scale from 5 to 30. According
to the scale: 26-30 — no dysfunction, 17-25 — mild-to-
moderate ED, 11-16 — moderate ED, 6-10 — severe ED.
Participants assessed their level of sexual function over
the past four weeks. The third criterion was the total score
on the IIEF-15 questionnaire, with a minimum possible
score of 5 and a maximum of 75.

PTSD symptoms were assessed using the Post-
Traumatic Stress Disorder Checklist (PCL-5) and Criterion
A[21;22]. The PCL-5 is a 20-item self-report checklist that
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captures PTSD symptoms in accordance with the DSM-5
criteria [21]. Participants rated each item on a scale of 1 to
5 to indicate the degree of distress caused by that symptom
over the past month. The total symptom severity score
was calculated as the sum of all items (range 0 — 80). To
diagnose PTSD, we used a total score of 33 or higher,
consistent with previous studies [9; 10].

A detailed analysis was conducted for each scale,
and statistical characteristics were calculated for the entire
sample and for each age group. The correlation coefficient
(p) was used to determine the relationships between age
and the severity of ED, as calculated based on the IIEF-15
domains.

Research results

Using a systematic approach based on a questionnaire
survey, we examined the sexual and mental health
status of patients affected by combat operations. This
system is based on the principles of comprehensiveness,
differentiation, consistency, and phased implementation,
and consists of components including the IIEF-15
questionnaire. The main advantages of the IIEF-15
questionnaire are considered to be its relative brevity
and ease of use, multifactorial assessment of sexual function,
and the reliability and reproducibility of quantitative
data. The IIEF-15 questionnaire was used to perform
a differential diagnosis between patients with and without
erectile dysfunction, as well as for a clinically meaningful
assessment of the severity of the identified symptoms
(Table 1).

It can be seen that in subgroup 2.2, the confidence score
regarding the ability to achieve and maintain an erection
is 1.4 times lower than in the corresponding subgroup 1.2

(p < 0.05). No significant difference was found between
the younger age subgroups 1.1 and 2.1. Regarding erection
firmness, it is 1.2 times lower in subgroup 2.2 compared
to subgroup 1.2 (p<0.05). Analysis of the frequency
of penetration into the partner showed that in subgroup
2.2 it was 1.2 times lower compared to subgroup 1.2
(p<0.05). Indicators of the ability to maintain an erection
until the completion of sexual intercourse in subgroup
2.2 are 1.4 times lower than in subgroup 1.2 (p<0.05).
At the same time, no significant difference was found
between subgroups 1.1 and 2.1. Regarding confidence
in achieving and maintaining an erection, it was
1.2 times lower in subgroups 2.1 and 2.2 compared to
the corresponding subgroups 1.1 and 1.2 (p<0.05).

Erectile function scores on the IIEF scale can be
classified according to the severity of dysfunction. Thus,
the total score in subgroup 1.1 was 20.43, corresponding
to moderate ED, while in subgroup 2.1 the score was
17.21 which is 1.2 times lower but also corresponding to
moderate ED. In subgroup 1.2, the mean score was 17.75,
which was 1.3 times higher than in subgroup 2.2 (p<0.05).
Only among men in subgroup 2.2, who were affected by
combat operations and diagnosed with PTSD, was the total
score 13.96 + 0.15, which corresponded to moderate
severity.

Overall, all self-assessment scores for sexual function
criteria in both age groups of men with injuries and PTSD
were significantly lower, with the exception of satisfaction
with sexual intercourse.

To assess the relationship between combat trauma
and combat trauma accompanied by PTSD, we compared
subgroups across various domains of sexual functioning
(Table 2). Combatants with PTSD had lower scores for
erectile dysfunction, orgasmic function, sexual desire,

Table 1

Results of a self-assessment of sexual function criteria among men of different age groups who have been affected
by combat operations, with and without post-traumatic stress disorder (M+m)

Index Men without PTSD Men with PTSD
ED-IIEF-15 Subgroup 1.1 | Subgroup 1.2 | Subgroup 2.1 | Subgroup 2.2
(n=119) (n=77) (n=64) (n=38)
How often have you been able to get an erection during 356+0.12 336+0.12 313+0.15 234+0.14 *
sexual activity over the past 4 weeks?
Over the past 4 weeks, when you’ve had erections
following sexual stimulation, how often has your erection 3.98+0.13 332+£0.11# 331+0.12 * 2.72+£0.15 *
been firm enough for penetration?
Over the past 4 weeks, when you attempted sexual
intercourse, how often were you unable to penetrate your 3.82+0.14 339+£0.12# 3.15+£0.18 * 2.82+0.16 *
partner?
Over the past 4 weeks, during sexual intercourse,
how often were you able to maintain an erection after 312 266 2 05% 201 *
penetrating your partner?
Over the past 4 weeks, during sexual intercourse, how
difficult was it for you to maintain an erection until the end 2.43 1.89 2.35 1.35
of intercourse?
Over the past'é} weeks, how copﬁdqnt have you been in 3524013 3134022 # 301 +0.20 27240.17
your ability to get and maintain an erection?
Total score 20.43 17.75 17.21%* 13.96*

Note: * p < 0.05 — changes are statistically significant compared to the results for men without PTSD; # p < 0.05 — changes are
statistically significant compared to the results for men aged 20-39.
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Table 2
Parameters of additional criteria for sexual function in men of different age groups affected
by combat operations, with and without post-traumatic stress disorder (M+m)
Score Men without PTSD Men with PTSD
IIEF-15 range Subgroup 1.1 Subgroup 1.2 Subgroup 2.1 Subgroup 2.2
(n=119) (n=77) (n=64) (n=38)
Erectile function 1-30 12.74 £ 0.82 11.85+0.73 11.13 +£0.83 9.18£0.78
Orgasmic function 1-10 8.36 £ 0.68 6.79 +0.63 6.12 + 0.53** 5.80+0.51
Sexual desire 2-10 7.18 £0.67 5.93+0.57 6.17 £0.56 4.54+0.5%
Satisfaction from sexual 0-15 8.73+0.68 7.3940.67 7.3240.66 6.93 % 0.61
intercourse

Overall satisfaction 2-10 3.94+0.18 320+£0.17# 2.26 +0.26%* 2.14+0.25

Notes: # p < 0.05 — changes are statistically significant compared to the values for men aged 20-39; * p < 0.05 — changes are
statistically significant compared to the values for men in the corresponding age group without PTSD.

satisfaction with sexual intercourse, and overall satisfaction
compared to the group without PTSD, indicating a higher
level of sexual dysfunction in subgroups 2.1 and 2.2 with
PTSD. Overall, combatants with PTSD were more likely to
suffer from moderate erectile dysfunction.

The total score on the IIEF-15 questionnaire, with
a minimum possible score of 5 and a maximum of 75
(fig. 1), is highest in subgroup 1.1 — 40.95. In subgroup
1.2, it is 35.16; in subgroup 2.1, it is 33.0; and in subgroup
2.2, it is the lowest at 28.59. Thus, the total score is the sum
of the answers to all questions and indicates the presence,
nature, and severity of sexual dysfunction.

Thus, the study found that combatants with combat-
related injuries and PTSD experience sexual difficulties
significantly more often than combatants with combat-
related injuries but without PTSD. This is observed across
all areas of sexual function (desire, arousal, orgasm,
and satisfaction) as well as in overall personal satisfaction
and satisfaction with sexual intercourse.

Discussion of research results
These findings are consistent with existing research,

which confirms a correlation between PTSD and sexual
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dysfunction [7; 8; 23]. The problem is expected to grow
further, as the number of people, particularly combatants,
suffering from PTSD and sexual dysfunction will increase
in the coming years due to the rising number and intensity
of wars, conflicts, natural disasters, man-made disasters,
and so on. This is exemplified by data from Croatia, where,
as aresult of the war (1991-1995), veterans still experience
health problems, including PTSD and sexual disorders [2;
6]. To date, a large proportion of these disorders remain
undiagnosed.

PTSD is associated with biological, cognitive,
and affective processes that can lead to sexual dysfunction
[8]. Research on the relationship between PTSD and sexual
disorders among veterans and military personnel has
confirmed that PTSD is associated with an increased
risk of at least one sexual problem [16]. Regarding
specific disorders, PTSD is most clearly associated with
impairments in sexual desire, sexual satisfaction, and sexual
distress, as well as with mixed results in studies examining
the relationship between PTSD and sexual arousal, erectile
dysfunction, delayed ejaculation, premature ejaculation,
and frequency of sexual activity [16].

Regarding the severity of erectile dysfunction in both
groups of participants, scores on the IIEF scale allowed us

subgroup 2.1 subgroup 2.2

Patients

Fig. 1. Total score on the International Index of Erectile Function-15 among men with combat-related
injuries aged 20-39 (subgroup 1.1) and aged 40-53 (subgroup 1.2), and among men with combat-
related injuries and PTSD aged 2039 (subgroup 2.1) and aged 40-53 years (subgroup 2.2)
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to classify the severity of erectile dysfunction as severe,
moderate, mild, or absent. Scores in our sample indicated
that veterans with PTSD were significantly more likely
to experience moderate erectile dysfunction compared
to veterans without PTSD, while the prevalence of mild
sexual difficulties was similar. Previous studies have
shown consistent results indicating that participants with
symptomatic PTSD exhibited significantly more severe
symptoms related to erectile dysfunction [24]. The fact that
our studies did not identify any severe forms of sexual dys-
function may be due to patients concealing or denying their
sexual functioning problems, a desire to feel like a “real
man,” or, for example, shame.

Combat-related PTSD increases the risk of develop-
ing all of the conditions listed in current international clas-
sifications of PTSD, including low sexual desire in men,
erectile dysfunction, delayed ejaculation, and premature
ejaculation. The duration of combatants’ trauma treatment
and the high severity of the trauma are considered poten-
tial risk factors for the development of PTSD and sexual
dysfunctions.

It is well known that patients with PTSD often have
comorbid mental health conditions. Indeed, data from
epidemiological studies have shown that depression,
anxiety disorders, and substance use disorders are the most
common comorbid mental disorders among patients
with PTSD, and, in turn, all of them increase the risk
of developing sexual disorders [25].

It is known that combatants with PTSD use at least one
psychotropic medication [6; 25]. Compared to the group
without PTSD, those with PTSD use them five times more
frequently. The most common psychotropic medications
in the general sample are anxiolytics and antidepressants
[6; 25], and their association with sexual dysfunction is
well-documented [2]. Benzodiazepines are associated
with decreased libido and impaired arousal and orgasm,
although the association is likely dose-dependent [2].
The use of antidepressants correlates with all types
of sexual dysfunction [26; 27]. In addition, veterans with
post-traumatic stress disorder, even regardless of whether
it resulted from combat, may also be more prone to alcohol
and other substance abuse [2]. This further increases
the risk of sexual dysfunction.

Validated  questionnaires  quantitatively — assess
the severity of erectile dysfunction and its consequences (e.g.,

discomfort, sexual satisfaction, impact on relationships).
These tools, or the incorporation of their content as part
of the medical history and subsequent interviews, are useful
for measuring treatment effectiveness and adjusting
treatment plans based on results over time. They can be used
to quantitatively assess baseline erectile function compared
to erectile function observed during treatment or between
different treatment methods (e.g., at different medication
doses). Questionnaires can also provide an opportunity to
initiate a conversation about erectile dysfunction when
sexual problems are not the primary concern.

For example, in one study of male Gulf War veterans
diagnosed with post-traumatic stress disorder, 85%
reported erectile dysfunction, compared with 22% among
male war veterans without any mental health diagnosis
[28]. Another study of 90 male veterans with post-
traumatic stress disorder found that over 80% experienced
sexual dysfunction [28].

Prospects for further research

It is planned to improve methods of diagnosis
and treatment of various forms of erectile dysfunction
in men with combat injuries, taking into account
the characteristics of this group of patients.

Conclusions

The study demonstrated that veterans with combat-re-
lated post-traumatic stress disorder (PTSD) exhibit a sig-
nificantly higher prevalence of sexual difficulties across all
functional domains compared to combatants with combat
injuries but without PTSD.

The total score on the International Index of Erectile
Function-15 (IIEF-15) was lowest among men aged 40-53
with combat-related injuries and concomitant PTSD
(Subgroup 2.2), reflecting the presence, specific nature,
and established moderate-to-high severity of clinical
sexual dysfunction in this cohort.

Validated questionnaires  quantitatively — assess
the severity of erectile dysfunction and its consequences.
These instruments, or the inclusion of their content as part
of the medical history and subsequent interviews, are
useful for measuring treatment effectiveness and adjusting
treatment plans based on the results.
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Purpose: to determine the characteristics of erectile dysfunction in men with combat trauma compared to the course of erectile
dysfunction accompanied by post-traumatic stress disorder.

Materials and Methods. The work was based on the results of a survey of 298 men injured as a result of combat operations, using
the International Index of Erectile Function-15 questionnaires and the DSM-5 disease classifier for diagnosing post-traumatic stress
disorder. The study group was divided into two: men without PTSD (group 1), men with PTSD (group 2). Each group was divided into
two subgroups: subgroup 1.1 — men aged 20-39 years without PTSD, subgroup 1.2 — men aged 40-53 years without PTSD, subgroup
2.1 — men aged 20-39 years with PTSD, subgroup 2.2 — men aged 40-53 years with PTSD.

Results. It was found that the total score on the IIEF-15 scale in subgroup 1.1 was 20.43, which corresponds to a moderate form of
ED, and in subgroup 2.1 this score was 17.21, i.e. it was 1.2 times lower, but also corresponded to a moderate form of ED. In subgroup
1.2 the average score was 17.75, which was 1.3 times higher than in subgroup 2.2. Only in men of subgroup 2.2 who suffered as a
result of hostilities and were diagnosed with PTSD the total score was 13.96+0.15, which corresponded to a moderate form of severity.

Conclusions. The study demonstrated that veterans with combat-related PTSD demonstrated a significantly higher prevalence of
sexual difficulties in all functional domains compared with combatants with combat trauma but without PTSD. The total score on the
IIEF-15 was lowest among men aged 40—53 years with combat trauma and comorbid PTSD (subgroup 2.2).

Key words: combat trauma, erectile dysfunction, posttraumatic stress disorder, International index of erectile function-15.

Merta: 3’sicyBaHHS 0COONMMBOCTEH PO3BUTKY €PEKTIIIBHOI TUCQYHKIIT y YOJIOBIKIB i3 OTPUMaHOI0 O0MOBOIO TPABMOIO OPIBHSHO
3 epebiroM epeKkTHIbHOI TUCRYHKIIIT, 10 CYMPOBOMKYETHCS ITOCTTPABMAaTHYHUM CTPECOBHM PO3JIA/I0M.

Marepiaan Ta Metoau. J{ocmipKeHHS IPyHTY€EThCS Ha pe3yJbTaTax ONMTYBaHHS MAIi€HTiB (YCi BOHM OTPUMAJH MOPAHEHHS B
pe3yabTari 60#oBuX Iiif) y BilicbkoBo-MenuMIHOMY KIIIHIYHOMY HIeHTpi 3aximHoro perioHy, yponoriusiit kmiximi JJHT «JIpBiBchKHi
HaIlOHAJTbHAN MeTUYHHUH yHiBepcuTeT iMeHi Jlanmna ["anumekoro» Ta MmeauaaoMy eHTpi «Camytacy. OCHOBY pOOOTH CKIIAJIN PE3yilb-
TaTu aHKeTyBaHHs 298 4YOJIOBIKIB, MOCTPaXKAAINX BHACTIIOK OOHOBUX i, i3 BUKOPUCTAHHAM aHKeT MiKHApOIHOTO iHAEKCY epeK-
TiibHOT (yHKIii-15 (MIE®-15) Ta knacudikaropa xBopod DSM-5 st piarHOCTyBaHHS ITOCTTPAaBMAaTHYHOTO CTPECOBOTO PO3JIaLy
(IITCP). Hocningna rpyna Oyna po3niiena Ha aBi: gonosiku 6e3 [ITCP (rpymna 1), gonosiku i3 IITCP (rpyna 2). Koxxna rpymna Oyna
po3nineHa Ha aBi miarpynu: miarpyna 1.1 — gonoiku Bikom 20-39 pokis 6e3 IITCP, miarpyma 1.2 — gonoBiku Bikom 40—53 poku 6e3
ITCP, miarpyna 2.1 — yonosiku Bikom 20—39 poxis i3 IITCP, miarpyna 2.2 — gonosiku Bikom 40—53 poku i3 [ITCP. Kpurepisimu BKitto-
YeHHs y Ipymny 1 Oy 4osoBiky 3 00HOBUMH TpaBMaMH, sIKi IPOIUTH 6a30Be JIIKYBaHHSI I[O10 paHOBOI MoBepxHi, onHak 6e3 [ITCP un
TOCTPHX peakIiif Ha cTpec. KpuTepisMu BKIIIOYEHHS B TpyITy 2 OyIIM 90JI0BIKH 3 00HOBUMH TpaBMaMH, sIKi IPOHIILTH 06a30Be JIIKyBaHHS
oo paHoBoi mosepxHi Ta aiarHoctoBaHuMHU [ITCP. Kpurepismu BukimodeHHs OyiM HAassBHOCTI XPOHIYHHX PAHOBHX MOBEPXOHbB,
BaXKKI CYITyTHI 3aXBOPIOBAHHSI, aKTHBHI ICHXO3H.

Pe3yabraTn. BeraHoBneHo, mo cymapuuii 6an 3a mxanoro MIE®-15 y minrpymi 1.1 ckmama 20,43, mo BiImoBigae momip-
Haif popmi E/I, a y miarpyni 2.1 nie 6an ckmagas 17,21, To6To OyB B 1,2 paza HIDKIMM, OIHAK TEX BiAmoBixaB moMipHii gopmi EJI.
VY minrpymi 1.2 cepenniit 6an cknagas 17,75, mio Oymo BummM Hix y miarpymi 2.2 B 1,3 paza (p<0,05). Tineku B 90JIOBIKiB MiATPYTIH
2.2, sKi MOCTpaXkIany BHACHIAOK 0oioBUX 1iH 1 B sikux naiarHoctoBaHo IITCP cymapuuit 6an ckmagas 13,96+0,15, mo Bignosizaizo
cepenniid popmi Baxkocti. I[Toka3HUK BIIEBHEHOCTI B 3MO3i JOCATTH Ta YTPUMYBAaTH epekiiro y marpymi 2.2 € B 1,4 pa3a HIKIUM
oo BiamoBinHOI miarpymu 1.2 (p<0,05). BeTepanu 3 MOCTTpaBMATUYHUM CTPECOBUM PO3JIAJIOM, TTOB’SI3aHUM 13 OOMOBHMH JisIMH,
3HAYHO YaCTillle CTUKAJIHCS 3 CEKCYyaTbHUMH TpyIHOIIaMu, Hi Berepanu 6e3 [ITCP. 3aranpauii 6an 3a onutysansaukoM [IEF-15, e
MiHIMaJIbHO MOYJIUBHUH Oasl CTAHOBUTH 5, a MAKCUMAaIbHUHN — 75, € HalBumwM y miarpymi 1.1 —40,95. ¥V miarpymi 1.2 BiH cTaHOBHTH
35,16; y migrpymi 2.1 — 33,0; a B miarpymi 2.2 — HaitHmwkunit: 28,59. 3aransuuit 6an MIE®-15 y 4onoBikiB i3 0TpruMaHO0 00HOBOIO
tpaBmoro Ta [ITCP Bikom 40—53 poky € HAHIKINM, IO BKa3y€e Ha HAsIBHICTB, XapaKTep 1 BACOKHH CTYMIHb BUPAKEHOCT] CEKCYyaTbHIX
po3namiB.

BucnoBku. /lociimkeHHS MPOAEeMOHCTPYBao, o Betepanu 3 [ITCP, mo’s3anuM 13 60H0BUMH IisIMH, JEMOHCTPYIOTH 3HAYHO
BHILY MOMIUPEHICTh CEKCyalbHUX TPYAHOLLIB Y BCiX QyHKI[IOHATBHUX cepax MOPiBHIHO 3 KOMOaTaHTaMu 3 60OBUMH TpaBMaMH, aJie
6e3 [ITCP. 3aranshuii 6ain 3a MikKHapoOIHUM 1HJIEKCOM epeKTHIBHOT (yHKLIT-15 OyB HAWHWKIUM cepest YoJIOBiKiB BikoM 40—53 pokiB 3
6oitoBnmu TpaBMamu Ta cymyTHiM [ITCP (miarpyna 2.2), mo BigoOpaskae HassBHICTb, CHIEU(IYHIN XapaKTep Ta BCTAHOBJIEHY HOMipHY
Ta BUCOKY TSDKKICTB KIIIHIYHOT CeKCyallbHOT AUCYHKIIT B il KoropTi. BaminoBaHi aHKETH KiUIBKICHO OLIHIOIOTH TSXKKICTh €PEKTHIIEHOT
nqucoyHkuii Ta 11 Hacniakis. Lli incTpymMeHTH a00 BKIIIOYSHHS IXHBOTO 3MICTY 0 iCTOpii XBOpOOHU Ta MOJATIBIINX IHTEPB 10 KOPUCHI IS
BHMIipIOBaHHs e()eKTUBHOCTI JIIKYyBaHHs Ta KOPUTYBaHHSI IUIaHIB JIIKYBaHHs Ha OCHOBI Pe3yJbTaTiB.

Korouosi ciioBa: 60ifoBa TpaBMa, epeKTIIIBHA AUCQYHKITIS, TOCTTPAaBMATHIHUH CTPECOBHH po3nax, MiXXHapOXHHUH iHIEKC epek-
THIIBHOT QyHKIIT-15.
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