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aKIEHTYalsMH Xapakrepa OOJIbHBIX, MX BHYTpeHHel kaptuHoit mechanisms of psychological defense are revealéd.
GoJe3HH M MexaHU3MaMH MICHXOJIOrHYecKoi 3aiuThl. Beisenensr  peculiarities of these parameters depending onemati
0COOCHHOCTH JIaHHBIX [APaMETPOB B 3aBucHMOCTH OT monoBoit gender and their experience of the disease are rshow
NPHHAJICKHOCTH OONBHBIX M CTaxa uX 3aboneBanus. Boisnensr — Significant differences were also found for intdnpiature of
TaKKe cyiectBennble pasianuus 1o BKB y GonbHbix ¢ paznmuunoit  the disease (IPD) in patients with different digedaration:
MPOJOJKUATENBHOCTRIO OOJIe3HH: y MalMeHtoB co craxem patients who have been diseased less than 5 yeaes w
Gonesnu MeHee 5 yier 3HaUMMO pexe BeTpeuarotes ceHcutuBHbi - Significantly less likely to have sensitive andfseintered

u srouentpuunbiii Tunel BKB, u, HaoGopor, 3uaunTesnpho yame IPD types, and, conversely, euphoric type was @ksemore
Habomaercs ditdoprdeckuii THII IO CpaBHEHHIO ¢ manuentamy, frequently than in patients whose disease hasdldsteover
MIPOIODKUTENBHOCTD 3a00/IeBaHUs KOTOPBIX IpeBbimaet 15ner. 15 years.
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MCHXOJIOTHYECKO 3aIluThl, BHYTpEeHHssi Kapruna Oonesnu, PsSychological defense, internal picture of the aise chronic
XPOHUYECKHH KOJIUT. colitis in remission.
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OPTMIZATION OF THE SELF-PERCEPTION OF HEALTH
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Clinical-psychological rehabilitation with the aotts "Program of clinical and psychological rehigdion of
cardiologic patients by optimizing the self-peréeptof health " can be used to control the quadityd effectiveness of
rehabilitation of patients after acute coronarycspme. It was established that the use of suchpproach contributed to the
change in objective and subjective data of patiergwell as to a healthy lifestyle. Along withgthihe factors of improving the
quality of rehabilitation are the use of complexdical therapy, close cooperation of a multidiscigty team consisting of a
cardiologist, a physician of physical and medieflabilitation, a psychologist, a physical theraaigd a patient.
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The present study is a fragment of the researcieprdNon-alcoholic fatty liver disease: influenoa the course of
cardiovascular diseases, optimization of treatmgstiite registration No. 0118U004756.

The development of modern medical science suggestover the past three decades, there has
been a general tendency in Europe to reduce mtgriadim ischemic disease, although it remains tlestm
common cause of death worldwide. The leading metiit@atment with STEMI is percutaneous coronary
intervention (PCI), according to the Percutaneoam@ary Interventions Register data during the 2017
nearly 7500 PCI were performed in patients withtacuyocardial infarction with ST segment elevation
(STEMI) [2, 5]. Also, current research studies stibat the reduction of mortality in STEMI is proed
by both through reperfusion therapy, primary penebus coronary intervention (PCIl) and the
performance of secondary prevention [8]. Secongdawphylaxis, in particular rehabilitation and reeoy
period after STEMI, is an integral part of effeetisomprehensive treatment for patients with STEBI [
6]. An important task at the present stage of dgwaknt of rehabilitation practice is to improve amdfy
the procedure for the rehabilitation of patientghvagoronary heart disease.

The rehabilitation involves the close collaboratainthe patient with the interdisciplinary team
providing of the rehabilitation process, respedyivieis important to control the factor of the feait's
attitude towards his/her health in general and¢habilitation procedure in particular. The refientof a
person’s attitude towards his/her health has be¢bemphenomenon of the self-perception of healtH(SP
whose main function is the regulation of the indual’s activities in relation to his/her behavinrsupport
of health and the response to the disease, andhilafunction should be realized, the SPH showdd b
uncontroversial [1]. The definition of the structlicomponents of the SPH allows performing the rabnt
of rehabilitation more qualitatively. Thuthe sensitive component of the SRHnterpreted as an image of
a body that manifests itself in the extended oitéchpossibilities of possession of his/her ownybdde
emotional component of the SPHs-the usual way of experiencing their own lifauations, as well as
responsibility for their recovery, the ability t@aept emotional support for the familyhe cognitive
component of the SPid considered as an awareness of the patient'pleaity of the disease, the role of
the psychological factors in the development ofdisease and the acceptance of the consistentrzatte
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the course, the prospects of recovery. Value-mttimal component of the SPH — beliefs and internal
values as stimuli for a constructive behavior sfygtare the motive for recovery (the will for hbalfor
life). The combination of efforts, actions, anda&fpie human actions aimed at achievement of suivelgt
meaningful health rehabilitation goals, refleitts behavioral component of the SEE

In the rehabilitation of patients, we've used thighar’'s “Program of psychological rehabilitation
of cardiologic patients by optimization of the spéfrception of health”, based on the idea of oation
of SPH in patients with ischemic heart disease.[11]

The purpose or the workwas to study thehanges in objective and subjective health indices
during clinical-psychological rehabilitation of céwlogical patients through the optimization of -
perception of health of patients with ACS with SlEvation (STEMI) after percutaneous coronary
interventions (PCI).

Materils and methods. We've evaluated the results of clinical-psycholagicehabilitation
implemented into the activity of the lvano-FrankivRegional Clinical Cardiological Center, Infarctio
Department No. 2 and rehabilitation of 78 patievtt® were performed PCI. The average age in thepgrou
of patients was 61.05+1.38 years; thus men undgedts old — 6.41%; 45-59 years: women — 7.69%, men
— 30.77%; 60-74 years: women — 12.82%, men — 28.ZB¥ears and more: women — 5.13%, men —
8.97%. Residents of the city — 46.2%, residenth®illage — 53.9%.

The course of ACS according to the clinical-anarioesnd objective data using psychometric
techniques and conversations, was evaluated. Téstigning was performed during the first week after
admission to the cardiological center: the dataeviited in by the patients independently in thegance of
a doctor or a psychologist; the same diagnosigpediermed after participating in the rehabilitatfmoegram.

In the diagnostics of SPH, the author's model eféktimation of the formation of the components,
representing a mutually complementary complexiafagl and psychodiagnostic methods, which basicall
contains the therapeutic potential and is baséti@multimodal biopsychosocial approach (table 1).

Table 1

Model of estimation of the formation of SPH componeis

Components of SPH Methods of diagnostics

Sensitive component Medico-clinical unit— complaints, clinical signs, objective indicedleod pressure, heart ratg;
lipid profile, Echo-CG data, exercise tolerancedobsn 6-minute walking test, Borg scale
“Seattle questionnaire of life quality of patientgith angina pectoris” (Seattle Angin
Questionnaire - SAQ), scales:

- Limitation of physical activity (Physical Limitan — PL),

- Stability of angina pectoris (Angina StabilityAS),

- Frequency of attacks (Angina Frequency — AF),

Determination of life quality (The 36-Item ShortrRoHealth Survey - SF-36)scales:
- Physical functioning (Physical Functioning - PF);

- Intensity of pain (Bodily Pain - BP),

- Social functioning (Social Functioning - SF).

Medico-clinical unit — complaints, clinical signsbjective indices — blood pressure, heart rate;
lipid profile, Echo-CG data,
Emotional component Hospital scale for detectioamfiety and depression (Hospital Anxiety and Dsgien Scale -
HADS);

Questionnaire of patient about health conditiorti@Pa Health Questionnaire-9- PHQ-9)
Scale of the level of reactive and personal anxaétgpielberg-Hanin.

Determination of life quality (The 36-Item ShortrRoHealth Survey - SF-36), scales:

— Social functioning (Social Functioning - SF),

“Role functioning conditioned by the emotional stafRole Emotional - RE)

Mental health (Mental Health — MH).

Cognitive component “Seattle questionnaire of Ifeality of patients with angina pectoris” (Seattfngina
Questionnaire - SAQ)

“Satisfaction with the treatment” (Treatment Satisfon — TSO,

“Attitude to the disease” (Disease Perception — DP)

Determination of life quality ( SF-36)scale:

General health condition (General Health - GH).

Value-motivational Determination of life qualitySF-36) :

- Viability (Vitality - VT),

Determination of the behavioral component — aceaydo the SF-36:

Behavioral component Medico-clinical unit — exeecislerance based on 6-minute walking test, Boadesc
Determination of life quality (SF-36) scales:

Role functioning conditioned by physical state @Bhysical Functioning - RP),

Role functioning conditioned by emotional state lRBmotional - RE)

Social functioning (Social Functioning - SF).

[)
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Interpretation of the results was performed acecmydio the keys of each method. Statistical
processing was performed using the software syStatistica (version 8.0) with the calculation oé th
arithmetic mean, standard deviation, taking intooaat the methods for determination of differenfoes
gualitative §2) and quantitative (t) variables. The differen@swonsidered reliable at the result of p<0.05
for each of the parameters. In optimization of S”kpatients the multimodal biopsychosocial approach
and the system approach, which involves understgrafithe SPH as a complex system, the links o€lvhi
are closely interrelated and interdependent frooh edher; this approach is implemented in the “Paog
of psychological rehabilitation of cardiologicaltigats by optimisation of the self-perception ofie”.
The principle of a systematic approach to the SRidva us to perform the formation of influence ooly
of its various levels and subsystems, but alsontlagn system-forming factors of the SPH. Clinical-
psychological rehabilitation of cardiological patie according to the “Program” consists of three
complementary parts: medical-clinical, physical aswtio-psychological. The medical-clinical part
involves clinical diagnostics, non-medical and noatlitreatment of patients throughout the time of
rehabilitation. Physical rehabilitation involvegmtilation of available physical activity in orderimprove
the quality of life in general and tolerance to gibgl activity throughout the time of rehabilitatidcsocio-
psychological — is a psychological accompanimenttreatment and training of patients, provides
diagnostic and counseling (group and individualykmeith patients throughout the time of rehabiliat

The form of performance — group and individual equest, duration of lessons: up to 60 minutes,
frequency of classes — once a week. The progrdessdns according to the “Program” included 5 mesti
Classes were cyclical. The chosen form of workvatid us to be in a conversation mode, an interactive
dialogue between the treating physician, the dasftghysical and medical rehabilitation, the psyobist,
the physical therapist and the patient. In cagesoéssity and upon request of the patient theithaiy work
is performed [9]. Each group session is intendeapdimization of the patient's SPH and is congs&dcso
that at the same time as a result of the selectextises, the optimization of all components of 8RH is
performed through the work with one that is in shperposition at a particular lesson.

All patients received standard therapy for patiemtth IHD in accordance with ESC
recommendations, conservative treatment with agiplin of anti-platelet medicines (acetylsalicyl@d
thienopyridine derivatives), anticoagulants (unticatated heparin, low molecular weight heparingji-a
ischemic therapy (beta-blockers, nitrates), stati®€E inhibitors. The PCI consisted in coronary
angiography and stenting of the infarct-dependertdrzary artery.

Results of the study and their discussiorin the majority of the examined patients, there amas
AHII, despite the applied medical technology anel ¢burse of IHD. There were documented 19.23% of
patients with concomitant diabetes mellitus type Il

In general, we've recorded a decrease in angiaakatin most patients. Shortness of breath at the
beginning of treatment was noted by 57.6% of pédieafter 1 month only 23.1%. The tendency to desme
in the process of rehabilitation was fatigue, iasex sweating, general weakness, and so on.

Attitude to health is an important component invergive and rehabilitative medicine [2].

The patient's attitude to his or her health magafthe course of cardiovascular disease due to the
patient's behavior. Failure to follow the recommegiwhs of the physician in both primary and seconda
prophylaxis, in particular in rehabilitation, leaidsa deepening of maladaptation processes, whitlrm
leads to complications of the course of the disaaskre-hospitalizations [2].

According to the model of the formation of the campnts of SPH, we’ve obtained the results for
each of them. As a result of the implementatiothefrehabilitation program in STEMI patients whal ha
PCIl in the emotional sphere (emotional componetii®@SPH), not only the level of anxiety and degims
decreased, but also self-awareness and self-kngwlédproved. We can note the development of
emotional self-awareness, improvement of the gbitit analyze the mood and skills to overcome the
devastating effect of emotions on the cardiovascsyatem. There was an optimization of emotional
response to the disease (table 2).

Table 2
Indices of the emotional component of SPH
) Questionnaire of :
HADS PHQ-9 Spielberg-Hanin SF-36

Levgl of Level qf Level o.f PT OT SE RE MH

anxiety depression | depression
Q;gi]r?ning 7.96+0.52 7.91+ 0.53 6.40+1.2 47.4+1.30  48.0+1.23 2.9420 45.7+18 43.2 £17
After the 6.12+0.49* 7.45+ 0.51 6.0+1.0 34.+£1.28* 36.2+1.2%*69+13.1 | 65.5+18.2 68+20.2
treatment

Notes:Reliability of difference of indices: *<0.05
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In the body (sensitive component of SPH) there wasertain dynamics of changes in blood
pressure, thus at the beginning of rehabilitatiba, SAP level was 138.9£2.6 mmHg, after its conihet
120.5+1.0 mmHg, DAP decreased from 84.6+1.6 mmHg4®+0.9 mmHg, the mean heart rate at the
beginning was 110+3 beats/min, and after the treatmhwas 80+1 beats/min. By evaluating the dymami
of indices of left ventricular contractility, a dease in volumetric indices of LV EDV and ESV waged
after 1 month of optimized treatment. Such changese accompanied by an increase in EF from
47.5+1.31% to 54.2+1.26% (p<0.05).

Clinical diagnosis showed a decrease in lipid mataim, so the total level of cholesterol at the
beginning of the study was 6.19+£0.22 mmol/l, a rhdater it decreased to 4.13+0.15 mmol/l (p<0.05),
LDL levels were 4.29+0.11 mmol/l and 2.48+0.08 minoespectively (p<0.05).

We can note the acceptance and understanding af¢haing of physical comfort or discomfort,
understanding of symptoms of the disease and ckanglee dynamics of symptoms during rehabilitation
which contributed to a positive attitude towardsdioal treatment and increased responsibility. The
symptom was evaluated by the patient as the akdliget information on the dynamics of the diseéea,
of the symptom decreased, and, accordingly, tHdiebito have control of the body were expandede D
to the trust in the body’s sensations in the prgdkare is a construction of a prospect of recpaed the
possibility of the body in the future with the aptance of age-related opportunities and the imp#ct
concomitant diseases. Particularly important isatbeeptance of the optimum of physical capabiliies
can be achieved during and after the treatmentetmabilitation (table 3).

Table 3
Indices for assessement of the sensitive componeftSPH
SAQ SF-36
PL AS AF PF BP SF
At the beginning 434 4418 376 40.4£13.4 42.3414. 42.9+20.0
After the treatment 5615 5218 50+5* 69+12.1 70.02 69+13.4

Notes: Reliability of difference of indices: *<0.05

Improvement of the range of knowledge of the patjeagnitive component of SPH) concerning
the ways to support and improve health is an ingmbrfactor in the increase of the responsibility tfee
treatment and rehabilitation. During the implemé&otaof the program, the patients received a rasfge
knowledge about all the components of the SPH, lwhitables them to be competent in the health. It is
important to get reliable knowledge about the ifdlial peculiarities of the disease. The improvenuént
self-knowledge, awareness and comprehension of déeisions affecting health have been fixed. In
general, the expansion of cognitive resources, [dpaeent of the ability to identify successful ségies

for health improvement (table 4). o
Table 4

Indices for assessement of the cognitive, value-maitional, behavioral components
of SPH in patients with STEMI, who were performed PC

Indices for assessement of the cognitive component

SAQ SF-36

TS DP GH
At the beginning of treatment 774 4515 43.3+14.4
After the treatment 874 70+5* 67+18.2*

Indices for assessement of the value-motivationairponent

SF-36

\A) RE SF
At the beginning of treatment 38.8+17.7 45.71+18.5 42.9+22.4
After the treatment 66.9+24.1* 65.5+23.0 69+13.1*

Indices for assessement of the behavioral component
SAQ SF-36

PF RP VT
At the beginning of treatment 40.4+£13.0 40.3+12.4 8.8317.2
After the treatment 68+15.2 69+13.2 66.9+24.4

Notes: Reliability of difference of indices: *<0.05
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The perceived need for cardiovascular behavior ghdras been evaluated by other researchers.
Researchers say patients identify a particulastiife change as the most important to improve tiestth,
most have indicated their intention to improve ithghysical health next year, and almost all planned
changes are known to modify cardiac risk, arguirggmalue of the result selected [13]. The motivatd
the patient plays a leading role in keeping theicappointments and new rules of healthy lifestyilhe
analysis of the results of optimization of the \eahotivational component of SPH indicates about the
increasing responsibility for the health and awassnof his/her own significance for making vital
decisions. The expansion of life perspectives effhtient, finding new life goals, faith in the uksof
rehabilitation, change in the system of values amtoactive position regarding the implementatién o
health value.

Studies that examined the impact of patients'uaigis on health on health recovery showed that
patients considered the main cause of their illnedsehavioral risk factors. They then indicate
psychological, biological and environmental factomsspectively. Patients at the rehabilitation stag
considered psychological problems as the secondriant factor in the development of the disease. At
the same time, many patients were unaware of tiigecaf their illness [4].

Optimization of SPH contributed to the increasdadérance to physical activity of the patient
(Behavioral component) According to the test witB-minute walk, an increase in SAP and heart rate,
reduction of angina attacks, which contributedndrecrease in load volume (the walked distance was
415.3+10.7 m). When calculating the integrated s@mcording to the Borg scale, a lower averagesscor
of shortness of breath was observed, angina psctord fatigue after loading.

The result of clinical-psychological rehabilitaticnthe setting for a healthy lifestyle, the search
awareness and implementation of behavior that faliealth promotion. During the participation in the
“Program”, we observe the formation of a behaviategy aimed at restoration and maintenance dffhea
The formed establishment of the extension of tiea af responsibility in actions aimed at healthyasy
important. Patients themselves indicated an inergmagital activity and expansion of spheres of @mass
of their strengths, disclosure of internal resosrc&specially valuable is timely and qualitative
performance of medical appointments, physiotherapeehabilitation exercises.

Clinical-psychological rehabilitation of cardiactigmts through optimization of the self-perception
of health is accessible and effective. Such reltatidn can be performed with the help of “Prograiffie
formed mutual complementary complex of clinical grsychodiagnostic methods, implemented in the
model of evaluation of the formation of componesitsSPH, is the basis for control of the quality and
efficiency of cardiological patient rehabilitation.

As a result of the multidisciplinary approach apation in the clinical-psychological
rehabilitation of cardiological patients, there bdeen positive changes in both objective and stitage
indices of health. We believe that the main factorthe improvement of the quality of rehabilitatiare
the use of complex medical therapy, close coopmradif the multidisciplinary team consisting of a
consulting physician, a doctor of physical and mabiehabilitation, a psychologist, a physical #pist
and a patient.

Realization of such tasks of rehabilitation as ease of trust in a body; development of
understanding of bodily sensations; developmenthefreflection of the internal emotional states and
experiences of the patient; formation of a resgmasittitude towards health; awareness of healthbasic
value; the inclusion of health into the structufeital claims; creating a motivation for a healtlifestyle
is possible due to the influence of the main psgobkil factors.

Psychosocial factors of the program are: proagiostion in the field of health; system of value-
based beliefs and health orientations; emotionalwational competence; the ability to program their
actions and behavior; assessment and correctiowagk to achieve a result in the restoration and
preservation of health.

Prospects for further research are as follows: depment of an individual profile of a cardiologiatent taking into
account the self-perception of health with the fimkity of application at different stages of meali@and psychological suppot.
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KJIMHUKO-IICUXOJIOTHYECKASI PEABUJINTALIUS
KAPJUOJIOT'HYECKHX BOJIBHBIX

KJITHIKO-TICUXOJIOT'TYHA PEABLJIITAIIS
KAPIIOJIOT'TYHUX XBOPUX

YEPE3 OIITUMI3AILIIIO BHY TPILIHBOI
KAPTHUHMU 310POB's1
Hecrepak P.B., I'aciok M.B.

BaxmuBuM 3aBAaHHIM peaOUTITAIiiHOT MEAUIIUHN €
yIIOCKOHAJIHHs Ta YyHidikamis npouenypu peabimiTamii
XBOpUX Ha imieMiuHy XBopoOy cepus. BimoOpaxeHHsM
CTaBJICHHS JIIOJWHU [0 CBOTO 370pPOB’S CTaB (heHOMEH
BHYTpiHb01 KapTuau 310poB’ss (BK3), ocHoBHOWO ii
(YHKLIEIO € peryismis AisIbHOCTI 1HAMBiIA Yy BiJHOIIEHHI
HOTO TOBEIIHKHM, CHPSIMOBAHOI Ha MiATPHMKY 3JI0pOB’S i
npoTHIist XBopoOi. KiiHiko-1icuxomnoriyHa peabiumitaiis 3a
JIOIIOMOTOF0 aBTOPCHKOT «[Iporpamu KJIIHIKO-
NcuxoJyioriyHoi  peabimiTanii  KapAioJOTiYHUX — XBOPHX
LULIXOM ONTHMi3alii BHYTPIMIHBOI KapTHHH 3I0POB'S»
MOXE 3aCTOCOBYBAaTHUCh JUISI KOHTPOJIO SKOCTI Ta
eeKkTHBHOCTI pealimiTamil XBOPUX MICJIST TOCTPOro
KOPOHAapHOTO CHHAPOMY. 3aCTOCYBaHHS TaKOTO IiIXOIy
Cupussio 3MiHI 00 €KTMBHHX Ta Cy0 €KTMBHHX JaHUX
XBOpHX, a TAaKOXX HAIAMITYBAaHHIO HA 3JOPOBHI CHOCIO
KUTTS. UMHHWKAMU TWiIBUINCHHS SKOCTI peaduriTamii €
3aCTOCYBaHHS KOMIUICKCHOI MEIMKAaMEHTO3HOI —Tepairii,
TiCHOT CHIBIpaLli MyJIbTHIMCIMILUTIHAPHOT KOMaHIH y CKJIa i
Kapaionora, Jjikaps (isndHoi Ta Meau4HOi peabimiTtarii,
ncuxojora, (Gi3HYHOro TepareBTa i mamieHTa.

KiouoBi cioBa: rocTpuii KOpOHapHHH CHHIPOM,
Yyepe3lKipHe  KOpPOHAapHE  BTpydYaHHsA, peadimiTamis,
BHYTPIIIHS KapTHHA 300POB'S.

Crarrs Hagivinua 28.03.201%.

YEPE3 ONITUMHM3ALIAIO BHYTPEHHEM
KAPTHUHBI 31OPOBbSI
Hecrepak P.B., I'aciok M.B.
BakHoii 3ana4eii peaOMITUTAIHOHHON MEUIIMHBI SIBJISICTCS
COBEPIIICHCTBOBAHNE U YHU(PHKAIMSA MPOLETYPhl peaOHIUTAIIIH

OONMBHBIX ~HIIEMHYECKOW OomesHpto cepaua. OrpakeHueMm
OTHOILLIEHHE YeJIOBEKa K CBOEMY 3/I0pOBbIO CTan (heHOMEH
BHyTpeHHe! kapTuHbI 300poBbst (BK3), ocHOBHOI ee (yHKImeH
SIBJISICTCSI PETyJIALUs JEsTeIbHOCTH MHAMBHAA B OTHOLICHUH €ro
TOBEJICHNs, HAIPaBICHHOTO Ha MOANEP)KAaHWE 3I0pOBbS U
TIPOTHBOJICHCTBHE Gore3HH. Kimunko-nicuxonornaeckast
peabmnTanus ¢ HOMOIIBIO aBTOPCKOH «[IporpaMMbl KIIMHHKO-
HICUXOJIOTMUECKO peabminTalyy KapAUOJIOTHUECKHX OOJIBHBIX
IyTeM ONTHMH3AllMK BHYTPEHHEH KapTHHBI 3JOPOBBS» MOXET
HPUMEHATBCSL 11 KOHTpOJNsA KauecTBa M 3(PEKTHBHOCTH
peabuiuTayy 60JIBHBIX MOCIE OCTPOr0 KOPOHAPHOTO CHHAPOMA.
IIpuMeHEHHE TaKOro IOAXO4a CIIOCOOCTBOBAJIO HM3MEHCHHIO
OOBEKTUBHBIX M CYOBCKTHUBHBIX JAHHBIX OOJBHBIX, a TaKXKe
HaCTpOHKe Ha 30pOBBIi 00pa3 xwu3HH. DakTopamMu MOBBIIIEHHS
KauecTBa peadWINTaliy SBISIETCS TPUMEHEHHEe KOMIUIEKCHON
MEIMKAMEHTO3HOM  Tepamuy,  TECHOro  COTpYIHUYECTBA
MYJIBTUUCIUINIMHAPHONW KOMaHIbl B COCTaBE KapHojora, Bpaya
¢u3nyeckol W MEIUUMHCKOW peabwiIuTaluu, IICHUXOJIOora,
(M3MYECKOro TepaneBTa U MalueHTa.

KiroueBble ci1oBa: OCTpBI KOPOHApPHBIA CHHIPOM,
YPECKOXKHOE KOPOHApHOE BMEIIATENbCTBO, peaOMIUTaLuA,
BHYTPCHHSSI KAPTHHA 37I0POBBSI.
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