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K CBEAEHHUIO ABTOPOB!
[Ipu HampaBIEeHUY CTAaTbH B PEAAKITUIO HEOOXOIUMO COOIONATh CISAYIONINE TIPABHIIIA;

1. CraTps nomkHa OBITH IPEJCTaBICHA B IBYX SK3EMIUIIPAX, HA PYCCKOM HMJIM aHTITUHACKOM SI3bI-
Kax, HaTrleyaTaHHas yepe3 MoJITopa HHTepBaJjia Ha OIHOI CTOPOHE CTAHIAPTHOIO JIUCTA € INMPHHOI
JIEBOTO NOJIsI B TPHM caHTHMeTpa. Mcnonb3yemblil KOMIIBIOTEPHBII WPUQT U1 TEKCTa Ha PYCCKOM U
aHnuickoM s3bikax - Times New Roman (Kupuiuna), 115 TeKcTa Ha TPy3UHCKOM S3BIKE CIIEAYeT
ucnoip3oBath AcadNusx. Pasmep mpudra - 12. K pykonrcu, HaneyaTaHHOW Ha KOMITBIOTEPE, JTODKEH
o5ITh IprtoskeH CD co crarbeit.

2. Pa3Mep craTbu TOTKEH OBITH HE MEHEe NeCsTH 1 He OoJiee 1BaALATH CTPAHUI] MAITHOIINCH,
BKJIIOYAsl yKa3areJlb JINTepaTypsl U Pe3loMe Ha aHIJIMIICKOM, PYCCKOM U IPYy3HHCKOM SI3bIKaX.

3. B crarbe 10KHBI OBITH OCBEIICHBI AKTyaIbHOCTh JAHHOTO MaTepHalla, METOIBI U PE3YIIbTaThI
UCCIIeIOBaHUs U X 00CYyKACHHE.

[Ipu npencTaBiIeHNHN B IIeYaTh HAYYHBIX SKCIIEPUMEHTAIBHBIX PA0OT aBTOPHI JOJIKHBI YKa3bIBATH
BHUJl U KOJMYECTBO SKCIIEPUMEHTANBHBIX KUBOTHBIX, IPUMEHSBIINECS METOABl 00e300MMBaHUS U
YCBHIJICHHUS (B XOJI€ OCTPBIX OIIBITOB).

4. K crarbe JOIKHBI OBITH MIPUIIOMKEHBI KpaTKoe (Ha MOJICTPAaHUIIBI) Pe3OMe Ha aHIIIUICKOM,
PYCCKOM M IT'PY3HHCKOM $I3bIKax (BK/IIOYAIOLIEE CIELYOLINE pa3aesbl: Liedb UCCIeI0BaHNs, MaTepHual U
METOJIBI, PE3YJILTATHI M 3aKIIFOUSHHE) U CIIUCOK KITtoueBBIX cioB (key words).

5. Tabnunp! HEOOXOIUMO NPENCTABIATE B Ie4aTHOH hopme. DoTokonuu He npuHUMaroTcs. Bee
nu¢poBbie, HTOTOBbIE H NPOLIEHTHbIE JaHHbIE B Ta0JIMIaX J0JIKHbI COOTBETCTBOBATH TAKOBBIM B
TeKcTe cTaThbU. Tabiuibl U rpaduKu TOJKHBI OBITH 03aryIaBIICHBI.

6. dotorpadun AOIKHBI OBITH KOHTPACTHBIMHU, (POTOKOIHHU C PEHTTEHOTPAMM - B IO3UTUBHOM
n300paxeHuH. PUCYyHKH, yepTeXu U IuarpaMmbl clIeoyeT 03ariaBUTh, IPOHYMEPOBATh U BCTABUTH B
COOTBeTCTBYIOIIEe MecTo TekcTa B tiff opmare.

B noanucsix k MukpogotorpadgusaM cieayeT yKa3plBaTh CTEICHb yBEIMUCHUS Yepe3 OKYISP HITH
00BEKTUB U METOJ] OKPACKU WJIM UMIIPETHALIMH CPE30B.

7. ®aMUIUU OTEYECTBEHHBIX aBTOPOB MIPUBOJAATCS B OPUTHHAIBHON TPAHCKPUIILIUH.

8. I[Ipu opopmnennu u HampaBneHun crared B xypHanm MHI mpocum aBTOpOB cobmronars
NpaBUIIa, U3JI0KEHHBIE B « EMUHBIX TpeOOBaHUSIX K PYKOMHUCSM, IPEACTABISIEMBIM B OMOMEIUIIMHCKHUE
JKypHAJIbD», TPUHATHIX MeXIyHapOAHBIM KOMHUTETOM PEIAaKTOPOB MEAMLMHCKUX KYpHAJIOB -
http://www.spinesurgery.ru/files/publish.pdf u http://www.nlm.nih.gov/bsd/uniform_requirements.html
B koHIIe Kax 101 OPUTHHATIBHOM CTaThU MPUBOAUTCA OnOIHOrpadguyeckuii cnucok. B cnmncok nurepa-
TYPBI BKJIFOYAIOTCSl BCE MaTepHalibl, HA KOTOPBbIE UMEIOTCS CCBUIKU B TeKcTe. CIHUCOK COCTaBIAETCs B
andaBUTHOM MOpsAKe U HymMepyeTcs. JIutepaTypHblii HCTOYHMK NPUBOAUTCS Ha sI3bIKE OpUrMHaia. B
CIMCKE JINTEPATyPhl CHavYajia IPUBOIATCS PabOThI, HAMCAHHBIE 3HAKaMU TPY3MHCKOTO andaBuTa, 3aTeM
Kupwuien u naruHuneidl. CChUIKM Ha IUTHUPYEMble pabOThl B TEKCTE CTAaTbH JAIOTCS B KBaIpPaTHBIX
CKOOKax B BUJI€ HOMEPA, COOTBETCTBYIOLIETO HOMEPY JaHHOH pabOoThI B CIIMCKE TUTEPaTypbl. bonbmmH-
CTBO IIUTHPOBAHHBIX UCTOYHUKOB JOJKHBI OBITH 3a IMOCTIEAHNUE S5-7 JIET.

9. ns momydeHus MpaBa Ha MyONMKAIMIO CTaThs OJDKHA MMETh OT PYKOBOIUTENSI pabOTHI
WIN YUPEXKJCHUS BU3Y U CONPOBOIUTEIHHOE OTHOLLICHNUE, HAIMCAHHBIC WJIM HAlledaTaHHbIE Ha OJIaHKe
Y 3aBEPEHHBIE MOJIHCHIO U NIEYATHIO.

10. B koHIe cTaThU NOJKHBI OBITH MOAMHCH BCEX aBTOPOB, MOJHOCTBHIO MPUBEAEHBI UX
(amMuInM, UIMEHa U OTYECTBA, YKa3aHbl CIIy>KeOHBIN M AOMAIIHUI HOMEpa TeJIe(OHOB U agpeca MM
uHble koopAuHaThl. KomuuecTBo aBTOPOB (COABTOPOB) HE NOHKHO MPEBBIMIATH IISATH YEJIOBEK.

11. Penakuus ocraBisiet 3a cO00i MpaBo COKpaIaTh ¥ HCIPaBIATh cTarhi. Koppekrypa aBropam
HE BBICBUIAETCS, BCS paboTa U CBEpKa IPOBOAUTCS 110 aBTOPCKOMY OPHTHHAILY.

12. HemomycTuMoO HampaBiieHHE B pelaklMIo padoT, MpeICTaBICHHBIX K MeYaTH B MHBIX
M3/1aTeNbCTBAX WIIM OMYOJIMKOBAHHBIX B APYTHX U3JAHUSX.

Hpﬂ HApYHNIEHUH YKa3aHHBIX IPABUJI CTATbU HE PAaCCMAaTPUBAIOTCH.
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Abstract.

Aim: The aim of the study was to evaluate the treatment
outcomes in patients who underwent arthroscopic repair of large
and massive rotator cuff tears and underwent rehabilitation at
different stages of the recovery process.

Materials and methods: The clinical study group consisted
of 88 patients, with an age range of 47 to 68 years (mean age
52,7£9,5 years). All patients underwent a double-row repair of
the rotator cuff tendons and tenodesis or tenotomy of the long
head of the biceps tendon under arthroscopic guidance. The
results were assessed using the Constant Shoulder Score and
the Oxford Shoulder Score scales at 6 and 12 months after the
surgery.

Study design: A total of 88 patients were selected, with
50 patients in the main group (MG) who had a 6-week
immobilization period. The control group (CG) consisted of
38 patients who had a shortened immobilization period of 3-4
weeks due to patient preference or recommendations from other
rehabilitation centers where patients underwent rehabilitation.
Shoulder immobilization was performed using a standard
sling with a triangular pillow and a 15° abduction angle in the
shoulder joint. Following the surgeon's recommendation, all
patients were offered a rehabilitation program consisting of
three periods: immobilization (0-6 weeks), functional (6-12
weeks), and training (>12 weeks) periods.

Results: Comparative analysis of the treatment results using
the Oxford Shoulder Score scale showed that significantly better
results were obtained in the MG patients (41,5+2,1 points)
compared to the CG patients (34,2+3,6 points) at 6,2+1,2
months (p<0.05). Comparative analysis of the treatment results
using the Oxford Shoulder Score scale at 12,2+1,3 months
showed that there were no statistically significant differences
between the MG and CG results (MG — 44,5422 and CG —
42,443, p>0,05). Similarly, according to the Constant Shoulder
Score scale, better results were observed in the MG both at 6
months and 12 months after the surgery (excellent in 82% of
MG vs 36.8% in CG, good in 18% of MG vs 57.9% in CG,
respectively).

Conclusion: Thus, in the short term, early activation of the
operated joint leads to delayed healing of the operated tissues
and worsening of joint function, as confirmed by the comparative
analysis of the examined groups. Significant advantages of
prolonged immobilization (at least 6 weeks) were found in
short-term observation (up to 6 months), and no differences in
functional outcomes were observed in the long term during the
follow-up at 12 months.

Key words. Rehabilitation, tears of the rotator cuff of the
shoulder, surgical treatment.
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Introduction.

Injuries to the rotator cuff of the shoulder are characterized
by the development of a symptom complex involving a range
of movements and positions that cause pain in the shoulder
joint area. This pain is associated with the loss of the rotators'
guiding function during abduction and rotation, as well as the
fibrosis of the capsuloligamentous apparatus of the shoulder
joint [1,2]. This not only impairs the function of the shoulder
joint but also leads to persistent pain syndrome and can result in
the development of degenerative shoulder arthritis [3,4].

Injuries to the rotator cuff of the shoulder are characterized by the
loss of anatomical integrity of the skeletal muscles: supraspinatus,
infraspinatus, teres minor, and subscapularis muscles [1,4-6]. The
main clinical manifestations of rotator cuff injuries are the absence
or impairment of active elevation of the upper limb accompanied
by persistent pain syndrome in the shoulder joint region. The lack
of movement leads to the development of contracture and limited
range of motion in the shoulder joint. Insufficient function of the
rotator cuff results in impingement of the greater tuberosity of the
humerus against the acromion during elevation, which is associated
with pain [4,6]. Another factor contributing to the pain syndrome
is the retraction of the multi-innervated capsule of the shoulder
joint and its impingement in the subacromial space during shoulder
elevation [1,4,5].

The main functional problem of the shoulder joint in this
pathology is the impairment of the shoulder-scapular rhythm.
An anatomical defect of the rotator cuff has been shown to cause
functional deficiency in the elevation of the upper limb [7].
Surgical treatment of the rotator cuff is aimed at overcoming
this functional impairment of the shoulder joint, along with
reducing persistent pain syndrome. The surgical management
of patients with this pathology includes repairing the injured
structures of the rotator cuff with transosseous fixation to the
greater tuberosity of the humerus, myolysis, and tenolysis
[4,5,8,9], suturing of the rotator tendons [3,6,9-11], shoulder
joint arthrolysis, closure of defects in the rotator cuff through
transposition of other shoulder and scapular muscles to the
greater tuberosity [2,6,10], decompressive procedures of the
subacromial space, including anterior acromioplasty [4,9,10],
and others. Unsatisfactory results of conservative treatment
[3,9,11,12] underscore the importance of analyzing the surgical
treatment of the rotator cuff and determining indications and
developing an algorithm for physiotherapeutic interventions for
such patients in the postoperative stage.

Aim. The aim of the study is to evaluate the treatment outcomes
of patients who underwent arthroscopic repair of large and
massive tears of the rotator cuff of the shoulder and underwent
rehabilitation at various stages of the recovery process.
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Materials and methods.

The clinical study group consisted of 88 patients, ranging in
age from 47 to 68 years (mean age 52.7+9.5 years). All patients
underwent double-row repair of the rotator cuff tendons and
tenodesis or tenotomy of the long head of the biceps tendon
under arthroscopic control. The results were assessed using the
Constant Shoulder Score and the Oxford Shoulder Score scales
at 6 and 12 months after the rotator cuff repair. The evaluation
according to the Oxford Shoulder Score scale was based on the
following criteria: maximum score of 48, minimum score of 0.
Scores ranging from 0 to 19 were considered unsatisfactory,
20-29 points were considered satisfactory, 30-39 points were
considered good, and 40-48 points were considered excellent.
The Constant Shoulder Score was used to assess both shoulder
joints. The maximum score was 100, and the minimum score
was 8. The scores of the affected and healthy upper limbs were
compared. A difference of more than 30 points was considered
unsatisfactory, 21-30 points were considered satisfactory, 11-
20 points were considered good, and less than 11 points were
considered excellent.

Statistical analysis of the research materials was performed
using the MedStat software, employing descriptive statistical
methods to calculate quantitative indicators in the study groups,
such as mean values (M) and standard error of the mean (m).
Qualitative indicators were presented as frequencies and their
percentage ratios. The statistical significance of differences
was determined using parametric and non-parametric methods.
For independent groups of quantitative variables, the t-test was
used. Differences were considered statistically significant at
p<0.05 for all types of analysis.

Study design.

Shoulder immobilization was performed using a standard
sling with a wedge-shaped pillow and a shoulder abduction
angle of 15°. The clinical study group consisted of 88 patients,
with 50 patients in the main group who underwent a 6-week
immobilization period. The control group comprised 38
patients who underwent a 3-4-week immobilization period. The
reduction in the immobilization period in the control group was
due to the following factors:

[J Patient's own desire to shorten the immobilization period.

[1 Recommendations from other rehabilitation centers where
postoperative patients underwent rehabilitation.

[1 Since the physiotherapy program was individually prescribed
to each patient, and some patients independently decided to
start earlier than the recommended 6 weeks, reducing the
duration of wearing the immobilization sling.

Results.

Based on the recommendation of the operating surgeon, patients
were offered a rehabilitation program in the postoperative period,
consisting of three stages: immobilization period (0-6 weeks),
functional period (6-12 weeks), and training period (> 12 weeks).

The immobilization period (0-6 weeks). After the repair of
the rotator cuff tendons under arthroscopic control, patients
were placed in a standard soft immobilizing sling with an
abduction angle of 15° or 45°, depending on the extent of tendon
retraction observed during the surgery. Patients were allowed
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finger movements and movements at the wrist joint. Passive
elbow joint movements (flexion and extension) were performed
once a day to prevent elbow joint contracture in patients after
rotator cuff repair under arthroscopic control. All patients were
prohibited from any movements in the shoulder joint and sudden
movements in the operated limb. Anti-inflammatory therapy
involved the administration of moderate therapeutic doses of
non-steroidal anti-inflammatory drugs orally or intramuscularly.
Analgesics were prescribed as needed.

Cold therapy included the use of gel cold packs or a local
hypothermia device. Postoperative wound management
followed standard procedures, and drains (if used) were removed
24-48 hours after the surgery. The goals during this period were
to ensure that there were no painful sensations during or after
the exercises. The recommended exercises included:

Passive external rotation of the shoulder while lying on the
back (Figure 1).

Passive shoulder flexion while lying on the back (Figure 2).

Shoulder shrugs.

Elbow flexion/extension (Figure 3).

The functional period began 6 weeks after the surgery with the
removal of the immobilization dressing and continued until full
restoration of shoulder joint range of motion (typically up to
12 weeks after the surgery). Passive, active-assisted, and active
range of motion exercises were performed for the shoulder joint.
Block trainers, rehabilitation equipment, and strength training
devices were utilized.

For patients who underwent arthroscopic repair of the rotator
cuff under arthroscopic control, during the first two weeks of
the functional period, the dressing was removed only during
exercises, and the patients remained in the dressing the rest
of the time. Patients who underwent immobilization with the
shoulder abducted at 45 degrees continued immobilization with
the shoulder abducted at 15 degrees.

Figure 1. Passive external rotation of the shoulder while lying on the
back.

- |

Figure 2. Passive shoulder flexion while lying down.




Figure 4. Strength exercises with additional weight of 0.5-3 kg.

The goals of this period were:
Protect the repaired tissues.
Improve range of motion in the shoulder joint.
Initiate muscle activation. Certain restrictions
recommended, including: DO NOT:
[J Lift heavy objects.
[J Hold onto handrails with the operated arm.
[J Perform abrupt movements.
[J Abduct the shoulder more than allowed in the dressing.
The following exercises were prescribed:
Pendulum exercise
Passive external rotation of the shoulder while lying on the
back
Passive external rotation of the shoulder while standing
Passive flexion of the shoulder while lying on the back
Flexion of the shoulder while sitting or standing
Passive internal rotation of the shoulder
Wall stretches
Strength exercises with an additional weight of 0.5-3 kg (to be
performed once a day) (Figure 4).
Pronation/supination of the forearm with resistance
Flexion/extension of the wrist with resistance
Isometric internal and external rotation in neutral position.
The training period (starting from the 12th week after surgery)
Goals:
1. Restore full range of motion.
2. Regain muscle strength.
Timelines required for return to professional sports: The main

were
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criterion is achieving full range of motion, strength, absence of
pain, and swelling. Swimming, tennis - 6-8 months.
Exercises:

3. Stretching (perform 1 time per day, 3 times per week)

4. Exercises for passive internal rotation of the shoulder

5. Wall stretches

6. Strength exercises with additional weight of 0.5-3 kg
(perform 1 time per day, 3 times per week)

7. Shoulder extension while lying down

8. Shoulder and scapular abduction while lying down (Y -type),

(Figure 5)

9. External and internal rotation with the use of resistance
bands

10. External rotation with a resistance band (W-type)

11. Diagonal resistance band pull from top to bottom.

Comparative analysis of treatment results using the Oxford
Shoulder Score showed that at 6,2+1,2 months, significantly
better results were obtained in the main group (41,542,1 points)
compared to the control group (34,2+3,6 points) (p<0.05).
Comparative analysis of treatment results using the Oxford
Shoulder Score at 12,2+1,3 months showed no significant
difference between the main group (44,5+2,2 points) and the
control group (42,4+3,9 points) (p>0.05). Thus, in the short-
term perspective, it was observed that early activation of the
operated joint leads to delayed healing of the operated tissues
and deterioration of joint functioning, which is confirmed by the
comparative analysis of the examined groups. In the long-term
analysis of treatment results, it was observed that at 12 months,
the results of both groups did not show significant differences,
indicating that the functional capabilities of the patients were at
the same level (Figure 6).

The comparative analysis of treatment results using the
Constant Shoulder Score scale at 6 and 12 months after the
surgical intervention showed that patients in the main group,
where immobilization lasted for 6 weeks, had slightly better
outcomes compared to patients in the control group, where
immobilization lasted for 4 weeks (p<0.05). After 6 months, an
excellent result was achieved by 80% of patients in the main
group, while only 26,4% of patients in the control group achieved
the same. A good result was obtained by 18% of patients in the
main group and 57,9% in the control group, while a satisfactory
result was observed in 2% of the main group and 15,7% in
the control group. These differences may be attributed to the
disruption of tendon-bone healing processes in elderly patients
who initiated early activation of the operated limb (Figure 7 &
Figure 8). A similar trend was maintained during the follow-up
at 12 months, with 82% of patients in the main group achieving
an excellent result compared to 36,8% in the control group. A
good result was obtained by 18% in the main group and 57,9%
in the control group, while the satisfactory result was absent in

Figure 5. Shoulder and scapular abduction while lying down (Y-type).



Shoulder function assessed using the Oxford Shoulder Score
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Figure 6. Comparative analysis of treatment results according to the Oxford Shoulder Score scale, (points).
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Figure 7. Comparative analysis of treatment results according to the Constant Shoulder Score scale after 6 months, (number of patients).
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Figure 8. Comparative analysis of treatment results according to the Constant Shoulder Score scale after 6 months, (% of patients).

the main group and present in 5,3% of patients in the control
group.

Thus, based on our observations, prolonging the immobilization
period of the shoulder joint contributes to better fusion between
the tendon and bone, thereby improving treatment outcomes.
Early loading on the shoulder joint after repair of large and
massive rotator cuff tendon tears is not always appropriate and
rational, especially in older patients.

Discussion.
In the study by Keener J.D., Galatz L.M. [13], which
compared the clinical outcomes and healing rates of tendons
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after arthroscopic rotator cuff reconstruction using two different
rehabilitation protocols (n=124, patients were randomized to
either a traditional early motion rehabilitation program or an
immobilization group with a delayed range of motion for six
weeks), it was found that active elevation and external rotation
were better in the traditional rehabilitation group at 3 months.
There were no significant differences in functional measures,
active motion, and shoulder strength between the rehabilitation
groups at 12 and 24 months.

The study by Sheps D.M., Silveira A. (Level of Evidence
1) [14] compared the effects of early mobilization (EM) with



standard rehabilitation (SR) during the first 24 months after
arthroscopic rotator cuff repair (n=206). The early mobilization
group (n=103) discontinued sling use and performed painless
active motion activity for the first 6 weeks, while the standard
rehabilitation group (n=103) wore a sling without active motion
for 6 weeks.

At 6 weeks post-surgery, the EM participants had significantly
better flexion and abduction (p < 0,03) compared to the SR
participants; no other group differences were noted. No group
differences in range of motion at 6 weeks and beyond (p > 0,08),
pain (p > 0,06), strength (p = 0,35), or HRQOL (p > 0,20) were
observed at 24 months. Among 52 patients (30% EM; 33%
SR) who underwent ultrasound examination at 12 months post-
surgery, full-thickness tears were found (p > 0,8).

Thus, our study results complement the findings of Keener
JD, Galatz LM (2014) regarding faster restoration of functional
capabilities of the operated limb with longer immobilization
of the shoulder joint in short-term follow-up (3-6 months).
However, in the long-term perspective, both our results and the
results of Sheps DM, Silveira A. (2019) and Keener JD (2014)
showed no differences in the restoration of active range of
motion and quality of life in patients (p > 0.05).

Conclusion.

Arthroscopic full-thickness repair of small and medium-sized
rotator cuff tears leads to a reliable improvement in clinical
results and a high degree of tendon integrity using the double-
row plastic technique in elderly patients. Significant advantages
in long-term immobilization (at least 6 weeks) were found
during short-term observation (up to 6 months), and later during
re-examination after 12 months. no differences in functional
results are observed.
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AHHOTanMs1. AHAJIN3 Pe3yJILTATOB ONEPATHBHOTO JIeYeHHSI
U paHHeld peadWIMTAUMH NANMEHTOB C MACCHBHBIMH
Pa3pbIBAMH CYXOKHJINH POTATOPHOI MaH:KeTHI IJIeYa

Cepruenko Pycinan, Bosuenko Anna, Kpapuyk JIronmuia,
3unvenko Buraamii, UBanoBckas Ogbra

Llenv  uccnedosanuss — OUCHUTH PE3YJIbTAThl JICUEHUS
OOJIBHBIX, KOTOPBIM BBINOJHEH AapPTPOCKOIHMYECKUH IIOB
OONBIIMX W MACCHUBHBIX Pa3pbIBOB CYXOXHJIHMH POTATOPHOI
MAaHXETBHI IJIe4a U IPOBEICHA peabMINTAIMS Ha Pa3HBIX dTamax
BOCCTaHOBHTEIILHOTO JICYECHHS.

Mamepuan u memoou uccrnedoganus. Kauauueckas rpymmna
o0cneioBaHus cocTaBmia 88 OOJIBHBIX, BO3PACT MAUEHTOB - OT
47 no 68 net (cpemuuii Bozpact 52,7+9,5 net). Becem OonbHBIM
OBbLT BBIMOJHEH JBYXPSAHBIH IIOB CYXOXWIHH POTATOPHOI
MaHXeThl IUleYa M TEHOAE3 WM TCHOTOMHS CYXOXKUIIHS
JUIMHHOW TOJIOBKM OuIlerca Iuieda MOJA apTPOCKOIMUYECKHM
KoHTposieM. Pe3ymbrarel onennBanuch mno mkaine Constant
Shoulder Score n nmo mkane Oxford Shoulder Score uepe3 6 u
12 Mec nocne onepanuu.

Juzaiin uccreoosanus. beuio oroOpano 88 OONBHBIX, U3
Hux 50 OOJBHBIX cocTaBwIM OcHOBHYW rpymmy (OI), y
KOTOPBIX MMMOOWIIN3AIMOHHBIIN MTeproA umiicst 6 Henenb. 38
OONBbHBIX cocTaBUIM KOHTpodbHYI0 rpymnmy (KI'), y KoTopsIx
MMMOOWIIM3AIIMOHHBIN Tepro]] OB CoKpalleH 10 3-4 Hexienb
B pe3yJbTaTe KeJaHHs CaMOro MalfeHTa WM PEKOMEHAAlunit
JPYTUX peabHIUTAOHHBIX [IEHTPOB, T MAUSHTHI TPOXOTUITH
peaOMINTallMOHHOE  BOCCTAaHOBIEHHWE.  MMmoOmim3arms
IUIEYEBOrO CyCTaBa NMPOBOAMIACH B CTaHAAPTHOW MOBS3KE C
KJIMHOBHUIHOW TOJYIIKOM M YIJIOM OTBEJICHUS B IUICYEBOM



cycraBe 15°. Ilo pexoMeHmaluM ONEPUPYIOLIETO XHUPypra
B TIOCJICONICPAIIMOHHOM TIIEpHOJiE BCEM TMalueHTaM Oblia
MIpeJIoKeHa MporpaMMa peaOMINTAlMOHHBIX BMEIIAaTeNbCTB,
cocTosiBIIasi W3 3 TepHoNoB: HUMMoOMIM3anuoHHoro (0-6
Henens), GyHkunoHansHOro (6—12 Henenb), TPEHUPOBOYHOTO
(>12 nenemns).

Pesynomamer  uccneoosanus.  CpaBHUTENBHBIH  aHAIH3
pe3ynpTatoB JiedeHus mo mkane Oxford Shoulder Score
moKasaj, 4ro uepe3 6,2+1,2 MecsueB AOCTOBEPHO JIydllHe
pe3ynbTarhl ObLIM ToONy4eHbl y marueHtoB OI (41,5421
6axna) B otmuue ot nanuentoB KI' (34,2+ 3,6 6amoB), (mpu
p<0,05). CpaBHUTENBHBIN aHATU3 PE3yJIBTATOB JICUCHUS IIO
mrkaire Oxford Shoulder Score wepes 12,2+1,3 mMecsna mokasa,
uyto pe3ynsraTsl B OI' u KI' yke He uMenu cTaTHCTUYECKU
3HaunMbIX pasmuunii (O - 44,5£2.2, u KT 42,443 (p >0,05)).
Amnanornuno, nmo mkane Constant Shoulder Score mywmmii
pesyabTar oTMedeH B Ol kak uepe3 6 Mec, Tak u yepe3 12 mec
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nociue onepauuu (orauuHslil y 82% OI mpotus 36,8 % B KT,
xopomuit y 18% OI npotus 57,9% B KI', cooTBeTCTBEHHO).

Buigoowr. Taxum o0pazom, B KpaTKOCPOYHOU
MEepPCIeKTHBE  OTMEYEHO, YTO  paHHSIS  AaKTHBU3ALUS
MPOOMEPHPOBAHHOTO CyCcTaBa MPUBOANT K 3aMEIJICHHIO

32)KMBJICHUS] IIPOONEPHPOBAHHBIX TKaHEW W  YXY/IICHHIO
(YHKIIMOHHPOBaHUS CycTaBa, 4TO TOATBEPXKIAET
CPaBHHTENBHBIH aHAIM3 00CIIeIOBaHHBIX TpyNIL. JlocToBEepHBIE
MIPEUMYIIECTBA B JUTUTENEHON MMMOOWIM3anuu (He MeHee 6
HeJleJIb) BBISIBJICHBI MIPU KPAaTKOCPOYHOM HAOIONEHHH (10 6
Mec), B JaJbHEHIIEM ITpy ITOBTOPHOM 00CiIeoBaHny depe3 12
MeC. OTJIMYMI OTHOCHUTENHHO (YHKIMOHAIBHBIX PE3yJbTaTOB
He HaOJroaercs.

KaioueBble cioBa: peaOunuTanusi, paspbiBBI POTaTOPHOU
MaH)XETHI IJIe4a, ONepaTUBHOE JICUEHHE
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