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IIepenmoBa

[IpononoBaHna mpaiis sBiisie COO0I0 MPAKTUKYM, CIPSIMOBAHUM Ha IiJIBUILIEHHS PIBHSA
THIIIOMOBHO1 TPO¢eCIHHO-KOMYHIKATUBHOI KOMITETEHTHOCTI 3700yBadiB IEPIIOTO
OakanaBpchKoro Kypey crerianbHocTi 227 «Oxopona 310poB’si» XJIADK y nporeci
BUBYEHHS JUCHUIUIIHU «MoOBa CIeniaibHOCTI Ta KyJIbTypa NpoQeciiHOro MOBIICHHS
(anrmiicbka MoBa)». IlormOneHe omaHyBaHHS 3a3HAYEHOI'O KYpCY € BaKIMBHUM
YUHHUKOM T1JITOTOBKH CTYJEHTIB JI0 HAyKOBOi Ta MPOQeCciifHOl MIsUTBHOCTI, OCKIJIbKU
3a0e3neuye MOXJIUMBICTh €()EKTUBHOIO BUKOPUCTAHHS 1HO3EMHOI MOBHU Yy (haxoBOMY

CepeIoBUIII.

[IpakTuky™m po3po0IeHO BIAMOBIAHO 10 Cy9acHUX BUMOT MiHICTEpCTBa OCBITH 1 HAYKH
VYkpainu ta PoOouoi mporpamu HaB4YaibHOI AMCHMILIIHK «MoOBa CHEUIaIbHOCTI Ta
KyJIbTypa npodeciiiHOro MOBJEHHs (aHIIiiicbka MOBa)» Uil 3100yBadiB MEPILIOTO
OakanaBpCchKoro Kypcy crerianbHocTi 227 «OxopoHa 310poB’ s» XJIADK. [Tpaktukym
VKIAZ€HO 3 ypaxyBaHHSM TMOJOXEHb KPEIUTHO-MOAYJIBHOI CHCTEMH OpraHizarlii

HaBYAJIBHOIO MTPOLIECY.

OCHOBHUMHU 3aBIaHHAMHU JUCHUILUTIHM «MoBa CIHEIIalbHOCTI Ta KYJIbTypa
npodeciitHOro MOBJICHHS (aHTITIHiChKa MOBA)» € MIATPUMKA Ta BIOCKOHAJICHHSI paHillle
c(OpMOBaHMX yMiHb 1 HaBUYOK NPO(PECIHHOrO I1HIIOMOBHOIO CIIJIKYBAaHHS,
BUKOPHUCTAHHS iX K 03¢ JIsl OJIAJIBIIIOTO PO3BUTKY KOMYHIKaTUBHOT KOMIIETEHTHOCTI
y HayKoBIH 1 podeciiiHiil chepax, a TAKOXK po3MUPEHHS (PaxoBOro JIEKCUYHOTO 3aracy

BIIMOBIHO /10 CIeliaii3allii Ta HanpsiMy JisTIbHOCTI 3100yBauyiB.

Mertoro npakTukymy € miarotoBka ctyneHTiB XJIADK no dopmysanns mpodeciiino
3HAUYIIMX yMiHb 1 HAOyTTS JOCBIAYy I1HIIOMOBHOI KOMYHIKAIlli B YCIX BHJAxX
MOBJICHHEBOI JISUIBHOCTI (YWTaHHI, TOBOPIHHI, ayAllOBaHHI, MHCbMI) B YMOBax
HAyKOBOTO Ta MpOQeCiHOTO CIIJIKyBaHHSA, a TAaKOXX PO3BUTOK yMiHb CaMOCTIHHO
IpaltoBaTH HAJl MIJBULIEHHSAM PiBHS BOJIOAIHHS 1HO3EMHOIO MOBOIO Ta 3aCTOCOBYBATU

il y mpodeciiiHiii AisIBHOCTI.



[TpakTkyM MicTUTh 19 mNpakTUYHUX 3aHATh, Y SKUX IMPEACTABICHO HEOOXIAHMM
HaBYAJIbHHUI MaTepiall, IO MOCIII0BHO Ta IPYHTOBHO 3a0e3Meuye OMaHyBaHHS TEM,

nepeadayeHux Pobouoro mporpaMmoro Kypcy.

Marepianu mpakTHKyMy MOXYTh BUKOPHCTOBYBATHUCS SIK JJIS CAaMOCTIHHOT poOOTH

3/100yBaviB, TaK 1 B MPOIECI HABYAHHS 111 KEPIBHUIITBOM BHKJIajaua.



(5] 0101 07 (0] ISP PRPR 3
SIMICT evteeniteeitee et et ettt et e st e sttt ettt e bt e e s et e e ab e e s abe e e bt e e bb e e eab e e sab e e eabeeebteenabeesabee s 5
3aHaTTa 1, 2. Tema: Types of traumas .........cccecvveeeeiieeeciie e 6
3ansatTs 3. Tema: Endoprosthetics of the joints ..........ccoccveeviieiiieiiiiiiieceeee, 15

3ansatta 4. Tema: Traumatic dislocations. Injuries of ligaments, tendons and
TIUSCLES .ottt ettt ettt et e st e st e e e 20
3anatTa 5. Tema: Amputation of eXtremities .........cccceeveeiveeeicieeeeiieeesiieeeeieeens 28

3anstTs 6. Tema: Injuries of pelvis. Injuries of bones and joints of lower

EXITEIMNILY 1eiiiiiieiiiie et e eetee e et e e et e e et eeeetaeeesatbeeesssaee s ssaeeessseeessseeeensseeesnsseeans 37
3anartsa 7. Tema: Polytrauma. Traumatic shock. Gunshot wounds of bones and

JOIMES Leiiitiieeitieeeettee et e e et e e eeteeesstaaeesssaeeesseeeessseeesssseeeassaeeeansseeasseeesnsseeessseeens 42
3anstTs 8. Tema: Degenerative dystrophic diseases of spine and joints ........... 48

3ansatta 9. Tema: Remedial gymnastics after combat damage and
musculoskeletal SYSTEM ........cccviiiiiiiiiiiiic e 55
3ansarts 10. Tema: Kinesiotherapy. Kinds of kinesiotherapy ...........ccccccueeneee. 61
SamsatTs 11. Tema: Remedial gymnastics after amputation, endoprosthetics and
TACTUIES .ottt et ettt e et e et eesaeeeeareas 66

3ausarrta 12. Tema: Rehabilitation of invalids with defects of extremities and

with artificial KNee JOINT ........cccveiiiciiiiiiie et 72
3anmsatTs 13. Tema: Physical therapy after dislocations of different localization.
Physical therapy after thermic INJUries .........cccccvveeeiiiieciiie e 77
3ansatra 14. Tema: Physical therapy after frostbites ..........ccccoeeeciiiieiciiiieenen.n, 83
3ansatta 15. Tema: Physical therapy after traumas and diseases of maxillofacial
ATEA +.uvteeueeeeutee ettt ettt e ettt e ea bt e ettt e bt e bt e e bt e e e ab e e et e e e bt e e bt e e e bt e e e ab e e et e e e ba e e bt e e nateenarees 90
[TpakTuune 3anatTs 16. Tema: Physical therapy after frostbites ....................... 98

[Tpaktuune 3ansarrs 17. Tema: Physical therapy after traumas and diseases of
Maxillofacial area ..........coocviiieiiiiii e 105
[TpakTuune 3ansaTTs 18. Tema: Communicative and rhetorical properties of
JANGUAZE .oeieviieeiiee ettt ettt e e et e e et e e e ba e e e nneeeennreeas 111
[TpakTuune 3anaTTsa 19. Tema: My future profession .........ccccveeeevveeevveeeennnen. 122
] ] 0T 1 1) o X PSS 127



Moayasb 1. CnijikyBaHHS i KOMYHIKaIist

IIpakTuyne 3anarTsa Ne 1, 2

Moayasb 1. CnyikyBaHHS | KOMYHIKaLiA

Tema: Physical therapy in trauma. Physical therapy in recovering period.

Mera: akTuBi3alis Ta 3aKPIIJICHHS 3HaHb 3 PABONUCY, CHHTAKCUCY Ta FPaAMaTUKH 32
TeMOI0 3aHATTA. POpMyBaHHS HABUYOK MEPEKJIaTy pEueHb 3 aHIIIMCbKOI MOBU Ha

yKpaiHcbKy. BuxoBaHHsI 11000Bi1 0 MOBH.

Iian.

1. Physical therapy in trauma. Physical therapy in recovering period.

2. [IpaBuia 3 mpaBomucy, MOp(oIIorii, CHHTAKCUCY Ta TPAaMaTHKH.

3. IlpaBunia yTBOpEHHS Ta BXXKHBAHHS aHTJIIHCHKOTO pEYeHHs 3a (haxoM.

4. BuxoHaHHs BIpaB ,MOPQOJIOTIYHUNA, CHUHTAKCMYHUN 1 TpaMaTU4YHHUI aHami3

Marepiaiy.

MeTonn4Hi pexkomMeHaamii:

[Tin yac BuBuenns temu : Physical therapy in trauma. Physical therapy in recovering
period BapTO 30CepeauTH yBary Ha 3aCBOEHHI JIEKCHMKO-TPAMaTU4YHOIO Marepiaiy,

MPOCTEKUTH (PYHKIIOHYBAHHS JEKCUYHUX OAMHHULIBL y TEKCTI 3a (axoMm. baxano

MIPOITIOHYBATH YCHUU IIEPEKA3 TEMU.



IIpakTuyne 3anarTsa Ne 1, 2

Tema: Physical therapy in trauma. Physical therapy in recovering period.

3ananns 1. [IpounTaiite, mepekaagiTh 1 BUBYITh CJIOBA TA CIIOBOCIIONTYYEHHS 10 TEMH:

disrupt to the way the brain functions
a blow to the head

concussion

to be at higher risk

to risk due to sports injuries

to be at risk from falls

to regain physical function

to relearn daily tasks

to restore fitness and wellness

3aBmanns 2. [IpounTaliTe TEKCT 1 3HAUAITH HOBY JIEKCHKY.

Physical Therapist and Traumatic Brain Injury

Traumatic brain injury (TBI) occurs when an injury disrupts the way the brain
functions. The most common causes of TBI are falls, car crashes, and blows to the
head. There are 2.8 million cases of TBI diagnosed each year in the United States.
Concussion, which is a mild TBI, makes up approximately 80% of all diagnosed TBIs.
Traumatic brain injury can happen to anyone; however, some people are at higher risk
than others. Children under the age of 4 are at risk of injury from falls and child abuse.
Adolescents aged 15 to 19 are at an increased risk due to sports injuries and car crashes.

People aged 75 years and older are at risk from falls. Physical therapists help people


http://www.moveforwardpt.com/SymptomsConditionsDetail.aspx?cid=4f2ebb00-f1c0-4691-b2ab-742df8dffb99
http://www.moveforwardpt.com/SymptomsConditionsDetail.aspx?cid=4f2ebb00-f1c0-4691-b2ab-742df8dffb99

with TBI regain their physical function, relearn daily tasks, and restore their fitness and

wellness.

3aBmanns 3. JaiiTe BiAMOBIII Ha 3alTUTAHHS.

[E—

. When does traumatic brain injury (TBI) occur?
. What are the most common causes of TBI ?

. What is a mild TBI?

N W N

. Where traumatic brain injury can happen?

3aBnanns 4. [IpounTaiite, mepekaiTh 1 BUBYITh CJIOBA Ta CIIOBOCIIOTYYEHHS 10 TEMH:
the forces exerted on brain tissue
the skull is intact a closed injury
to break through the skull
a penetrating injury
to sustain moderate-to-severe TBI
outside stimulation

to be affected by the injury

3aBmanns 5. [IpounTtaiiTe TEKCT 1 3HANIITH HOBY JICKCHUKY.

What is Traumatic Brain Injury?

TBI occurs as a result of forces exerted on brain tissue. Common causes of TBI
are falls, car accidents, blows to the head, and battlefield injuries. Movement of the
brain that causes damage even though the skull is intact is called a closed injury.
Damage caused by a wound that breaks through the skull, such as a gunshot or a

puncture by a sharp object, is called a penetrating injury.



Those who sustain moderate-to-severe TBI require specialized hospital and
rehabilitative care to address the serious physical, cognitive, and emotional changes
that result from injury to the brain. Nearly half (43%) of those who need hospitalization
for TBI will have some form of disability 1 year after the injury.

Severe TBI often causes a period of unconsciousness, called coma. During this
time, the person may not be responsive to outside stimulation. Consciousness may
gradually improve, but many brain functions can be affected by the injury, including

those guiding thought, movement, sensation, and behaviour.

3apmanHs 6. JlaliTe BIAIIOBII HA 3aIIUTAHHS.

1. How does TBI occur?
2.What trauma is called a closed injury?
3What damage is called a penetrating injury?

4. Who requires specialized hospital and rehabilitative care?

3aBnanHs 7. 3HANAITH €KBIBAJICHTHI TApU CIIOBOCIIOIYYECHb:

to disrupt the way the brain functions 3akputa TpaBma

concussion HNOPYIIUTH C1IOCIO (YHKIIOHYBaHHS MO3KY

to risk due to sports injuries CTPYC MO3KY

to regain physical function PU3HMKYBAaTH Yepe3 CIOPTUBHY TPaBMY

to relearn daily tasks MPOHUKAIOYa TpaBMa

a closed injury MIATPUMYBATHU CEPEIHBO-TSIKKI TPABMU MO3KY
a penetrating injury OyTH MONIIKOKEHUM 13-3a MOPaHEHHSI

to sustain moderate-to-severe TBI BiTHOBUTHU (Hi3udHI QYHKITIT

to be affected by the injury 3aHOBO BHMBYATH IIOACHHI 11


http://www.moveforwardpt.com/SymptomsConditionsDetail.aspx?cid=4f2ebb00-f1c0-4691-b2ab-742df8dffb99

3aBnanns 8. [IpounTaiite, mepekaagiTh 1 BUBYITh CJIOBA Ta CIIOBOCIIONIYYEHHS 10 TEMH:
the affected person
to have a reduced awareness of these difficulties

emotional agitation

3aBaanua 9. [IpounTaiiTe TEKCT 1 3HANAITH HOBY JICKCHUKY.

Signs and Symptoms

Because the brain controls our ability to move, think, sense, and socialize, the

symptoms that result from TBI can vary widely. They may include:

e Physical symptoms, such as weakness or difficulty moving the arms, legs, body,
and head. The affected person may have difficulty sitting, standing, balancing,
walking, or lying down and changing position in bed.

e (Cognitive symptoms, which can include difficulty remembering, paying
attention, or solving problems. The affected person may have a reduced
awareness of these difficulties, which can cause safety concerns.

e Sensory symptoms, which can include changes in vision, hearing, or the sense
of touch. Balance senses that are aided by the inner ear may also be impaired.

e Emotional and behavioral symptoms, which can include difficulty in controlling
emotions, or a change in personality. If cognitive deficits are significant, the
affected person's inability to understand what has happened may result in

significant emotional agitation.

3apmanns 10. JlaliTe BiAmOBIAI HA 3aIIUTaHHSL.

1.What does the brain control?

2. What may include symptoms that result from TBI?

10



3aBmanns 11. IIpouuTaiiTe, nmepexknaaiTh 1 BUBYITH CJIOBAa Ta CIIOBOCIOIYYECHHS [0

TCMH:

to address the challenges and functional limitations associated with the injury
to be in a vegetative state

to be unaware of surrounding activity

ensure proper posture and flexibility

reduce the likelihood of any problems

to be in a minimally conscious state

help with stretching, positioning, and equipment use

to maintain alertness and follow commands

equipment, such as an ankle brace, a walker, or a wheelchair

3aBaanus 12. [IpounTaiite TEKCT 1 3HANAITH HOBY JIEKCHKY.

How Can a Physical Therapist Help?

The physical therapist will work with the patient, family, and other health care
providers to develop goals and an individualized treatment plan to address the
challenges and functional limitations associated with the injury. Depending on the
severity of the injury, the patient’s level of consciousness, and the problems the patient

has the treatment plan will widely vary.

When a person is said to be in a vegetative state, some basic brain functions
resume, such as eye-opening on a regular sleep/wake cycle, breathing, and digestive
functions, but they are unaware of surrounding activity. During this phase, the physical

therapist will help with positioning and equipment that will ensure proper posture and

11



flexibility, reduce the likelihood of any problems, such as bed sores, and encourage the

individual’s responsiveness to the environment.

When a person is said to be in a minimally conscious state, they show beginning
signs of awareness (the ability to do purposeful things), but these responses are often
not consistent. During this phase, a physical therapist will help with stretching,
positioning, and equipment use while working with the individual to increase

consistent responses to commands for movement and communication.

As the person becomes more conscious and is able to more actively participate
in physical therapy, the physical therapist will use a combination of exercise, task-
specific training, patient and family education, and different types of equipment to help

the patient improve, including:

e The ability to maintain alertness and follow commands

e Muscle and joint flexibility that may be reduced after inactivity

e The ability to move around in bed, to sit without support, and to stand up

e The ability to balance safely when sitting, standing, or walking

e The ability to move by strengthening and the practicing of functional activities

e Balance and coordination

e Strength and energy, reducing any feelings of fatigue that occur from inactivity

or injury to the brain itself

e A return to sports and fitness activities
If limitations prevent the return to preinjury activities, a physical therapist can help an
individual improve mobility and master the use of equipment, such as an ankle brace,

a walker, or a wheelchair.

3apmanns 13. JlaiiTe BiAIOBIAl HA 3alIUTaHHS.

1. What will the physical therapist do in the hospital?

2. What will the physical therapist do when a person is said to be in a vegetative state?

12



3. How can the physical therapist help to a person who is said to be in a minimally

conscious state?

4. What will use the physical therapist to help the patient improve his abilities?

3aBnanus 14. [IpounTaiiTe Ta NepeKIaIiTh TEKCT.

Real Life Experiences

Ryan is a 20-year-old college engineering student at a local university. He has
many friends, but doesn’t own a car. He often relies on a friend to drive him to meetings

or social events.

Just last week, Ryan sustained a severe brain injury with facial wounds and a
broken left arm when the car in which he was a passenger rolled over in an accident.
He was unresponsive at the scene of the accident and was taken by ambulance to the
nearest trauma center. On the way to the hospital, Ryan needed help breathing. His
initial diagnosis showed a severe injury: he was not opening his eyes, could not speak,
and was unable to move his arms or legs. His parents rushed to be by his side in the

hospital.

Ryan remained in a coma for several days, but eventually resumed breathing on
his own, opened his eyes, and moved the right side of his body. Although groggy and
confused, he was able to begin physical therapy. Ryan's physical therapist worked with
him each day on sitting and moving in bed, standing at the side of the bed, and taking
a few steps with the help of a walker. His left-sided weakness was an important focus,

so strengthening and coordination exercises were part of his routine.

With focused medical care and work with his physical therapist, Ryan began to
recover some of his faculties. After his condition improved, Ryan was transferred to a
rehabilitation center. Ryan clearly still had problems with important skills such as

paying attention, memory, and the ability to plan and problem-solve.

13



At the rehabilitation center, Ryan’s physical therapist’s main focus was on
helping him improve control of the left side of his body in order to perform important
skills safely and independently. At first, he needed physical help to stand up, walk more
than a short distance, and climb stairs. As he progressed in physical therapy, Ryan
began to walk with a cane and build his endurance by exercising on a treadmill. He and
his physical therapist developed a fitness workout that was similar to what he used to

do at the college fitness facility.

During  rehabilitation,  Ryan's  speech-language  pathologist  and
neuropsychologist completed specific testing to determine the extent of his cognitive
problems. While his ability to pay attention, remember, and problem-solve improved
gradually, upon leaving the rehabilitation center, Ryan still wasn’t ready to go back to
the cognitive challenges of college. Further outpatient therapy was planned in speech

pathology to address the goals he had yet to achieve.

After his discharge from the rehabilitation center, Ryan continued to see a
physical therapist on an outpatient basis to work more on the remaining weakness in
his left ankle that affected his endurance, balance, and ability to jump and run. Ryan's

goal was to resume playing intramural basketball.

After a few more months of hard work, Ryan was able to return to the university.
This week, his physical therapist informed his coach that, with careful guidance, Ryan

was ready to rejoin his intramural basketball team for modified practices.

3asmannsa 15. Hanumite 10 muTade 10 TEKCTA.
3aBaanus 16. Po3kaxits npo TpaBMy Paifana.

3aBnanss 17. Hanuiite MoB1IOMIIEHHS PO TPAaBMY, SIKY BU 3HA€ETE.

14



IIpakTuune 3aHaTTH Ne 3

Moayas 1.
Tema: Endoprosthetics of the joint

Mera: (popMyBaHHSI BMIHHS OTPUMYBAaTH 3 TEKCTY HOB1 3HAHHS, PO3BMBATU BMIHHS
CaMOCTIMHO 3aCTOCOBYBAaTH IpaBujia, MPOOYyIUTH INI3HABAIbHINA 1HTEpEC OO TEMHU

3aHATTS.
Iliaan:

1. Endoprosthetics of the joints.

2. IIpaBuna 3 nmpaBonucy, MOpQoJorii, CHHTaKCHCY Ta TpaMaTHKU

3. IlpaBuna yTBOpEHHS Ta BXKHBAHHS aHTJIIHCHKOTO pEYeHHs 3a (haxoM.

4.BukoHaHHs BIpaB ,MOp(}OIOriYHIN, CAHTAKCUYHUM 1 rpaMaTUYHUNA aHaJi3

Marepiany.
MeToan4Hi pekoMeHaamii:
[Tix wac BuBuenns Temu: Endoprosthetics of the joints.

BapTO 30CEPEUTH yBary Ha 3aCBO€HHI JIEKCUKO-TpaMaTuuHOTo Marepiany. HeoOximHo
3’sicyBaTd (YHKITIOHYBaHHS JIGKCHYHMX OJWHHUIL Yy TEKCTi 3a Qaxom.baxaHo
MIPOTIOHYBATH YCHUH MepeKa3 TeMU 1 BUKOHAHHS BIPAB TSI 3aKPITUICHHS OTPUMaHUX

3HaHb.

15



IIpakTuuHe 3aHaTTsE Ne 3

Tema: Endoprosthetics of the joints

3aBnanus 1. [IpounTaiite, nepekyiaaiTh 1 BUBUITH CJIOBA Ta CIOBOCIIOIYUYCHHS 10

TCMU:

a blood transfusion

the reducing the chance of complications
walking aids

the affected joint
joint replacement surgery
size-matching to the x ray images
strength and toughness

healing

knee replacements

to be at risk for complications
shard break off

to prevent cracks

a high fracture toughness and a high shear toughness.

3aBaaHHs 2. 3HANAITH €KBIBAJICHTHI AP CJIOBOCTIONYYCHb:

the reducing the chances of complications  mepenuBaHHs KpPOBI

a blood transfusion 3arO€HHS
healing 3aMiHa KoJiHa
knee replacement 3MEHIIICHHSI MOJKJIMBOCT1 YCKJIaIHCHHS
the affected joint 3ano0irTi TPILLMHA

16
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walking aids BiJIJTaMaTH yJIaMOK

strength and toughness X1pypris 1Mo 3aMifi cyrio0iB
shard break off 3aco0u IPUCTOCYBAHHS IS XOABOH
to prevent cracks MIIHICTE Ta B’ A3KICTh
joint replacement surgery ypakeHU# cyriioo

3aBaanus 3. [IpounTaiite TEKCT 1 gaiiTe oMy Ha3BYy. 3HANAITH HOBY JIEKCHKY.

Before major surgery is performed, a complete pre-anaesthetic work-up is
required. In elderly patients this usually would include ECG, urine tests, hematology
and blood tests. Cross match of blood is routine also, as a high percentage of patients
receive a blood transfusion. Preoperative planning requires accurate X Rays of the
affected joint, implant design selecting and size-matching to the x ray images (a process

known as templating).

A few days' hospitalization is followed by several weeks of protected function,
healing and rehabilitation. This may then be followed by several months of slow

improvement in strength and endurance.

Early mobilisation of the patient is thought to be the key to reducing the chances
of complications such as venous thromboembolism and Pneumonia. Modern practice
is to mobilize patients as soon as possible and ambulate with walking aids when
tolerated. Depending on the joint involved and the pre-op status of the patient, the time
of hospitalization varies from 1 day to 2 weeks, with the average being 4—7 days in

most regions.

Physiotherapy is used extensively to help patients recover function after joint
replacement surgery. A graded exercise programme is needed initially, as the patients'

muscles take time to heal after the surgery; exercises for range of motion of the joints

17
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and ambulation should not be strenuous. Later when the muscles have healed, the aim

of exercise expands to include strengthening and recovery of function.

Some ceramic materials commonly used in joint replacement are alumina,
zirconia, silica, hydroxyapatite, titanium nitride, silicon nitride. A combination of
titanium and titanium carbide is a very hard ceramic material often used in components
of arthroplasties due to the impressive degree of strength and toughness it presents, as

well as its compatibility with medical imaging.

Titanium carbide has proved to be possible to use combined with sintered
polycrystalline diamond surface (PCD), a superhard ceramic which promises to
provide an improved, strong, long-wearing material for artificial joints. PCD is formed
from polycrystalline diamond compact (PDC) through a process involving high
pressures and temperatures. When compared with other ceramic materials such as
cubic boron nitride, silicon nitride, and aluminum oxide, PCD shows many better
characteristics, including a high level of hardness and a relatively low coefficient of
friction. For the application of artificial joints it will likely be combined with certain
metals and metal alloys like cobalt, chrome, titanium, vanadium, stainless steel,
aluminum, nickel, hafnium, silicon, cobalt-chrome, tungsten, zirconium, etc. This
means that people with nickel allergy or sensitivities to other metals are at risk for

complications due to the chemicals in the device.

In knee replacements there are two parts that are ceramic and they can be made
of either the same ceramic or a different one. If they are made of the same ceramic,
however, they have different weight ratios. These ceramic parts are configured so that
should shards break off of the implant, the particles are benign and not sharp. They are
also made so that if a shard were to break off of one of the two ceramic components,
they would be noticeable through x-rays during a check-up or inspection of the implant.
With implants such as hip implants, the ball of the implant could be made of ceramic,
and between the ceramic layer and where it attaches to the rest of the implant, there is
usually a membrane to help hold the ceramic. The membrane can help prevent cracks,

but if cracks should occur at two points which create a separate piece, the membrane
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can hold the shard in place so that it doesn't leave the implant and cause further injury.
Because these cracks and separations can occur, the material of the membrane is a

biocompatible polymer that has a high fracture toughness and a high shear toughness.

3aBnaHHs 4. 3HANAIT Y TEKCT1 aHIVIIICHKI €KBIBAJIEHTH CJIOBOCIIONYYEHb:

nepes] MPOBEICHHSIM CEpHO3HOI omepallii; monepeaHs aHecTesis; nepexpecHuit 30ir
KpOBI; 3ICTaBJIEHHS PO3MIPIB; IOBUIbHE TMOJIMIICHHS CWJIM Ta BUTPUBAJIOCTI;
WMOBIPHICTh YCKJIQIHEHHS; BIIPABU Il aMIUTITYId PYXiB; 3arO€HHS M’531B; 3aBASKH
BpPaXKalo4uoro CTyNEHsS MIITHOCTI Ta B SI3KOCTI; CyMICHICTh 3 MEAUYHUM 300paKE€HHSM;
y pa3l BIAKONY IMIUIAaHTa; HE TOCTpa YacTKa, KyJdbKa IMIUIAHTA; MiICIEe HOTO
MPUKPITUJIEHHS; JOMOMOITH 3alo0IrTH TPINIMHU; BUCOKA B'A3KICTh PYWHYBaHHS;

BHCOKa B'S3KICTh MIPHU 3CYBI.

3aBmanHs 5. JlaliTe BiIIIOBII HA 3alIHTaHHS.

1. What is performed before major surgery?

2. What does preoperative planning require?

3. What is thought to be the key to reducing the chances of complications?
4. How can the time of hospitalization vary?

5. How is physiotherapy used to help patients recover function after joint

replacement surgery?
6. What materials is commonly used in joint replacement?

7. What ceramic parts are used in knee or hip replacements?

3aBaanHs 6. Po3kaxiTh, 110 BU 3HAETE MPO 3aMiHY CYII001B.

19


https://en.wikipedia.org/wiki/Physiotherapy

IIpakTuuHe 3aHATTH Ned

Moayas 1.
Tema: Traumatic dislocations. Injuries of ligaments, tendons and muscles.

Meta: ¢dopmyBaHHS HAaBUYOK CaMOCTIHHO1 MdiSUTBHOCTI CTYJAEHTIB Ha 3aHSTTI,
PO3BUBATH BMIHHSI CAMOCTIHHO 3aCTOCOBYBATH MpaBUiIa, BUKJIUKATH [TOUYTTS IHTEpECY

710 BUBYCHHSI IHO3EMHOT MOBH.

Iliaan:

1. Traumatic dislocations. Injuries of ligaments, tendons and muscles.
2. IIpaBuna 3 nmpaBonucy, MOpQoJorii, CHHTaKCHCY Ta TPaMaTHKHU.

3. IlpaBunia yTBOpEHHS Ta BXXKHBAHHS aHTJIIHCHKOTO pEYeHHs 3a (haxoM.

4. BuxoHanHs BopaB ,MOp(}OJIOTTYHHUI, CHHTAKCUYHHUM 1 TpaMaTUYHUN aHa13
Marepiany.

MeToan4Hi pekoMeHaamii:

ITix yac BuBUeHHS TeMu : Traumatic dislocations. Injuries of ligaments, tendons and
muscles BapTo 30cepeuTH yBary Ha 3aCBOE€HHI JIEKCUKO-TPaMaTUYHOI0 Marepiaiy.
HeoOxigHo 3’sicyBatu (pyHKIIIOHYBaHHS JISKCUYHUX OJMHUIL Y TEKCTI 3a (haxoM.

baxxano nmpornonyBaTu yCHUM niepeka3 TeMHU 1 BUKOHAHHS BIIPaB IS 3aKPITICHHS

OTPUMAHHX 3HAHb.
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IIpakTuyne 3auaTTs Ne 4

Tema: Traumatic dislocations. Injuries of ligaments, tendons and muscles.

3aBnanss 1. [TpounTaiite, nepekyiaaiTe 1 BUBYITh CIOBA Ta CIOBOCIOIYYEHHS J10

TCMU:

a joint dislocation

a partial dislocation

to be referred to

to be often caused by
skilled manipulation
closed reduction
deformity of the joint area
stiffness

bruising

a subluxation

3aBaanHs 2. 3HANAITh EKBIBAJICHTHI TApU CIIOBOCIIOIYYEHb:

a subluxation 3a01if

to be often caused M1JIBUBUX
a joint dislocation 3aKpUTE CKOPOUYEHHS
to be referred to HEPYXOMICTh
skilled manipulation YaCTKOBUI BUBUX
closed reduction nedopmairis cyrmo6oBoi odmacti
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stiffness BUBUX

bruising OyTH BUKIMKAHUM
a partial dislocation OyTu 3raganum
deformity of the joint area BMLJIa MAHIITYJISIIISI

3aBnanss 3. [IpounTaiiTe TEKCT 1 3HAUIITh HOBY JIEKCHUKY.

A joint dislocation

A joint dislocation, also called luxation, occurs when there is an abnormal
separation in the joint, where two or more bones meet. A partial dislocation is referred
to as a subluxation. Dislocations are often caused by sudden trauma on the joint like an
impact or fall. A joint dislocation can cause damage to the surrounding ligaments,
tendons, muscles, and nerves. Dislocations can occur in any joint major (shoulder,
knees, etc.) or minor (toes, fingers, etc.). The most common joint dislocation is a

shoulder dislocation.

Treatment for joint dislocation is usually by closed reduction, that is, skilled
manipulation to return the bones to their normal position. Reduction should only be
performed by trained medical professionals, because it can cause injury to soft tissue

and/or the nerves and vascular structures around the dislocation.
The following symptoms are common with any type of dislocation.

e Intense pain

e Joint instability

e Deformity of the joint area

e Reduced muscle strength

e Bruising or redness of joint area
o Difficulty moving joint

e Stiffness
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3aBnanns 4. JaiiTe BiAMOBIII HAa 3alTUTAHHS.

1 Why does a joint dislocation occur ?

2.What is the name of a joint dislocation ?

3. What joint dislocations do you get to know ?
4. What is the treatment for joint dislocation ?

5. What are the following symptoms for any type of dislocation ?

3aBaanHs 5. HanmuiiTh miiaH TEKCTa Ta pO3KaXKiTh TEKCT.

3aBnanus 6. [IpounTaiite TEKCT caMOCTiiiHO Ta BUnuimiTh 10 ciiB abo

CJIOBOCIIONIIYYCHD JO TCMHU.

Treatment and Care of Joint Dislocations

A dislocated joint usually can be successfully reduced into its normal position
only by a trained medical professional. Trying to reduce a joint without any training

could substantially worsen the injury.

X-rays are usually taken to confirm a diagnosis and detect any fractures which
may also have occurred at the time of dislocation. A dislocation is easily seen on an X-

ray.

Once a diagnosis is confirmed, the joint is usually manipulated back into
position. This can be a very painful process, therefore this is typically done either in
the emergency department under sedation or in an operating room under a general

anaesthetic.

It is important the joint is reduced as soon as possible, as in the state of
dislocation, the blood supply to the joint (or distal anatomy) may be compromised. This
is especially true in the case of a dislocated ankle, due to the anatomy of the blood

supply to the foot.
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Shoulder injuries can also be surgically stabilized, depending on the severity,
using arthroscopic surgery. The most common treatment method for a dislocation of
the Glenohumeral Joint (GH Joint/Shoulder Joint) is exercise based management.
Another method of treatment is to place the injured arm in a sling or in another

immobilizing device in order to keep the joint stable.

Some joints are more at risk of becoming dislocated again after an initial injury.
This is due to the weakening of the muscles and ligaments which hold the joint in place.
The shoulder is a prime example of this. Any shoulder dislocation should be followed

up with thorough physiotherapy.

On field reduction is crucial for joint dislocations. As they are extremely
common in sports events, managing them correctly at the game at the time of injury,
can reduce long term issues. They require prompt evaluation, diagnosis, reduction, and

postreduction management before the person can be evaluated at a medical facility.

After a dislocation, injured joints are usually held in place by a splint (for straight
joints like fingers and toes) or a bandage (for complex joints like shoulders).
Additionally, the joint muscles, tendons and ligaments must also be strengthened. This
is usually done through a course of physiotherapy, which will also help reduce the

chances of repeated dislocations of the same joint.

For glenohumeral instability, the therapeutic program depends on specific
characteristics of the instability pattern, severity, recurrence and direction with
adaptations made based on the needs of the patient. In general, the therapeutic program
should focus on restoration of strength, normalization of range of motion and
optimization of flexibility and muscular performance. Throughout all stages of the
rehabilitation program, it is important to take all related joints and structures into

consideration.

e Each joint in the body can be dislocated, however, there are common sites where
most dislocations occur. The following structures are the most common sites of
joint dislocations:

e Dislocated shoulder

24


https://en.wikipedia.org/wiki/Arthroscopy
https://en.wikipedia.org/wiki/Physiotherapy
https://en.wikipedia.org/wiki/Splint_(medicine)
https://en.wikipedia.org/wiki/Bandage
https://en.wikipedia.org/wiki/Physiotherapy

e Shoulder dislocations account for 45% of all dislocation visits to the

emergency room. Anterior shoulder dislocation, the most common type of

shoulder dislocation (96-98% of the time) occurs when the arm is in

external rotation and abduction (away from the body) produces a force

that displaces the humeral head anteriorly and downwardly.Vessel and

nerve injuries during a shoulder dislocation is rare, but can cause many

impairments and requires a longer recovery process. There is a 39%

average rate of recurrence of anterior shoulder dislocation, with age, sex,

hyperlaxity and greater tuberosity fractures being the key risk factors.

Knee: Patellar dislocation

Many different knee injuries can happen. Three percent of knee
injuries are acute traumatic patellar dislocations.Because
dislocations make the knee unstable, 15% of patellas will re-
dislocate.

Patellar dislocations occur when the knee is in full extension and

sustains a trauma from the lateral to medial side.

e Elbow: Posterior dislocation, 90% of all elbow dislocations

e Wrist: Lunate and Perilunate dislocation most common

o Finger:

Interphalangeal (IP) or metacarpophalangeal (MCP) joint

dislocations

In the United States, men are most likely to sustain a finger
dislocation with an incidence rate of 17.8 per 100,000 person-years.
Women have an incidence rate of 4.65 per 100,000 person-years.
The average age group that sustain a finger dislocation are between

15 and 19 years old.

e Hip: Posterior and anterior dislocation of hip

e Anterior dislocations are less common than posterior dislocations.

10% of all dislocations are anterior and this is broken down into
superior and inferior types. Superior dislocations account for 10%

of all anterior dislocations, and inferior dislocations account for
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90%. 16—40-year-old males are more likely to receive dislocations
due to a car accident. When an individual receives a hip dislocation,
there is an incidence rate of 95% that they will receive an injury to
another part of their body as well. 46—-84% of hip dislocations occur
secondary to traffic accidents, the remaining percentage is due
based on falls, industrial accidents or sporting injury.

e Foot and Ankle:

e Lisfranc injury is a dislocation or fracture-dislocation injury at the
tarsometatarsal joints

e Subtalar dislocation, or talocalcaneonavicular dislocation, is a
simultaneous dislocation of the talar joints at the talocalcaneal and
talonavicular levels. Subtalar dislocations without associated
fractures represent about 1% of all traumatic injuries of the foot and
1-2 % of all dislocations, and they are associated with high energy
trauma. Early closed reduction is recommended, otherwise open
reduction without further delay.

e Total talar dislocation is very rare and has very high rates of
complications.

e Ankle Sprains primarily occur as a result of tearing the ATFL
(anterior talofibular ligament) in the Talocrural Joint. The ATFL
tears most easily when the foot is in plantarflexion and inversion.

e Ankle dislocation without fracture is rare.

3aBnanHsa 7. 3HAWOITH aHDIINCHK] €KBIBAJIEHTH B TEKCTI:

cnpoba 3MEHIIUTH CYIIIOO; TJATBEP/DKEHHS JIIarHO3y; BHUXIJHE IIOJOXKEHHS,
XBOPOOJIUBHIA TIPOIIEC; KPOBOMIOCTAYaHHS CyTII00a; ITi T 3aralbHIM HapKO30M; 3aJICKHO
BiJl TSDKKOCTI; MIOBUHEH CYIIPOBOIKYBaTUCA (hi310Tepariero; yTpuMyBaTUCs Ha MICII

IIMHOIO 200 MOB'SA3KOI0; 3MEHUIUTH WMOBIPHICTh MOBTOPHUX BHUBHUXIB; BIJHOBIICHHS
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CHIIN; HaWOIIBII MOWIMPEH] MAUISTHKK BHBHUXIB, CTpPaXXJaTH BiJ BHUBUXIB;

BaXBOpI-OBaHiCTB )KiHOK; PO3ITATHCHHA 3B'SI30K.

3asnanng 8. Hanuimnite 10 nutadb 10 TEKCTA.
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IpakTuyne 3aHaTTa Ne §

Moayas 1.
Tema: Amputation of extremities.

Meta: dhopmyBaHHS BMIHHS CTaBUTU MPOOJEMHI MUTAHHS Ta BIANOBIJATH HA HUX,
PO3BHUBATH TBOPUYE MHUCIICHHS CTYJACHTIB 3 TEMU 3aHATTS, (JOPMYyBATH BIIMOBITATHHE

CTaBJICHHS JI0 BUBYEHHS 1HO3EMHOI MOBH.

Inan:

1. Amputation of extremities.

2. IIpaBuna 3 npaBonucy,MOpQoJIOoTii,CHHTAaKCUCY Ta TPAMaTHUKH.

3. IlpaBunia yTBOpEHHS Ta BXXKHBAHHS aHTJIIHCHKOTO pEYeHHs 3a (haxoM.

4. BuxoHaHHs BIpaB ,MOPQOJIOTIYHUNA, CHUHTAKCMYHUN 1 TpaMaTUYHHUI aHami3

Marepiany.
MeToan4Hi pekoMeHaamii:
ITin yac BuBUeHHs TeMu : Amputation of extremities.

BapTO 30CEPEUTH yBary Ha 3aCBO€HHI JIEKCUKO-TpaMaTuuHOTo Marepiany. HeoOximHo
3’sicyBaTd (YHKIIIOHYBaHHS JIEKCHYHUX OJWHHIL y TeKCTi 3a ¢axoMm. baxaHo
MIPOTIOHYBATH YCHUH MepeKa3 TeMU 1 BUKOHAHHS BIPAB TSI 3aKPITUICHHS OTPUMaHUX

3HaHb.
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IpakTuyne 3aHaTTa Ne §

Tema: Amputation of extremities.

3aBnanns 1. IIpounraiite, nepekaagiTh 1 BUBYITH CJIOBA Ta CIOBOCIOIYYEHHS 10

TEMHU:
the removal of a limb
congenital amputation

fetal limbs

mutilations

a ritual accomplishment

minor amputations

major amputations

ankle disarticulation

partial foot amputation

to be pinned by a boulder

body integrity identity disorder
to be compelled to remove
irreparable damage to the limb
limb-sparing techniques
decubitus ulcers

bedridden patients

impaired circulation

29

limb ulcers

the stump

phantom limbs

to itch

an adaptation to a prosthesis

digit
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3aBmaHHs 2. 3HANAITH €KBIBAJICHTHI TAPH CIIOBOCTIONYYCHb:

ankle disarticulation cBepOITH

digit MPOJICKHI

decubitus ulcers KyKca

limb ulcers KaJIILITBO

impaired circulation BUBHUX IIUKOJIOTKH

the stump Jexadl XBopi

to itch MOPYLIEHHS KPOBOOOITY
mutilations najenb

bedridden patients BpPOJKEHA aMITyTallis

to be compelled to remove TeXHIKa 30€peKeHHs KIHI[IBOK
limb-sparing techniques BUJIAJICHHS KIHITIBOK
congenital amputation OyTH 3MYIIICHUN BUIATTUTH
the removal of a limb BHUPA3KH KiHIIIBKH

3aBnanns 3. [IpounTaiiTe TEKCT 1 3HANUAITH HOBY JICKCHUKY.

Amputation of extremities.

The word amputation is derived from the Latin amputare, "to cut away", from
ambi- ("about", "around") and putare ("to prune"). The English word “Poes” was first

applied to surgery in the 17th century, possibly first in Peter Lowe's 4 discourse of the
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Whole Art of Chirurgerie (published in either 1597 or 1612); his work was derived
from 16th-century French texts and early English writers also used the words
"extirpation" (16th-century French texts tended to use extirper), "disarticulation", and
"dismemberment" (from the Old French desmembrer and a more common term before
the 17th century for limb loss or removal), or simply "cutting", but by the end of the

17th century "amputation" had come to dominate as the accepted medical term.

Amputation is the removal of a limb by trauma, medical illness, or surgery. As a
surgical measure, it is used to control pain or a disease process in the affected limb,
such as malignancy or gangrene. In some cases, it is carried out on individuals as a
preventative surgery for such problems. A special case is that of congenital amputation,
a congenital disorder, where fetal limbs have been cut off by constrictive bands. In
some countries, amputation of the hands, feet or other body parts is or was used as a
form of punishment for people who committed crimes. Amputation has also been used
as a tactic in war and acts of terrorism; it may also occur as a war injury. In some
cultures and religions, minor amputations or mutilations are considered a ritual

accomplishment.

When done by a person, when the person executing the amputation, he is an

amputator. The amputated person is called an amputee.

In the US, the majority of new amputations occur due to complications of the
vascular system (the blood vessels), especially from diabetes. Between 1988 and 1996,
there were an average of 133,735 hospital discharges for amputation per year in the
US. In 2005, just in the US, there were 1.6 million amputees. In 2013, the US has 2.1
million amputees. Approximately 185,000 amputations occur in the United States each
year. In 2009, hospital costs associated with amputation totaled more than $8.3 billion.
There will be an estimated 3.6 million people in the US living with limb loss by 2050.
African-Americans are up to four times more likely to have an amputation than white

Americans.

31


https://en.wikipedia.org/wiki/Disarticulation
https://en.wikipedia.org/wiki/Dismemberment
https://en.wikipedia.org/wiki/Physical_trauma
https://en.wikipedia.org/wiki/Medical_illness
https://en.wikipedia.org/wiki/Surgery
https://en.wikipedia.org/wiki/Cancer
https://en.wikipedia.org/wiki/Gangrene
https://en.wikipedia.org/wiki/Congenital_amputation
https://en.wikipedia.org/wiki/Congenital_disorder
https://en.wikipedia.org/wiki/Fetus
https://en.wikipedia.org/wiki/Punishment

Lower limb, or leg, amputations can be divided into two broad categories —
minor amputations and major amputations, Minor amputations generally refers to the
amputation of digits. Major amputations are commonly referred to as below-knee

amputation, above-knee amputation and so forth.
Types of amputations include:

e partial foot amputation — amputation of the lower limb distal to the ankle
joint.

e ankle disarticulation — amputation of the lower limb at the ankle joint.

e trans-tibial amputation — amputation of the lower limb between the knee joint
and the ankle joint, commonly referred to as a below-knee amputation.

e knee disarticulation — amputation of the lower limb at the knee joint.

e trans-femoral amputation — amputation of the lower limb between the hip
joint and the knee joint, commonly referred to an above-knee amputation.

e hip disarticulation — amputation of the lower limb at the hip joint.

e trans-pelvic disarticulation — amputation of the whole lower limb together
with all or part of the pelvis. This is also known as a hemipelvectomy or
hindquarter amputation.

Types of upper extremity amputations include:

e partial hand amputation

e wrist disarticulation

e trans-radial amputation, commonly referred to as below-elbow or forearm

amputation

o clbow disarticulation

e trans-humeral amputation, commonly referred to as above-elbow amputation

e shoulder disarticulation

In some rare cases when a person has become trapped in a deserted place, with

no means of communication or hope of rescue, the victim has amputated his or her own

limb. The most notable case of this is Aron Ralston, a hiker who amputated his own
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right forearm after it was pinned by a boulder in a hiking accident and he was unable

to free himself for over five days.

Body integrity identity disorder is a psychological condition in which an
individual feels compelled to remove one or more of their body parts, usually a limb.
In some cases, that individual may take drastic measures to remove the offending
appendages, either by causing irreparable damage to the limb so that medical

intervention cannot save the limb, or by causing the limb to be severed.

Traumatic amputation is uncommon in humans (1 per 20,804 population per
year). Loss of limb usually happens immediately during the accident, but sometimes a
few days later after medical complications. Statistically the most common causes of

traumatic amputations are:

o Traffic accidents (cars, motorcycles, bicycles, trains, etc.)
e Labor accidents (equipment, instruments, cylinders, chainsaws, press
machines, meat machines, wood machines, etc.)

e Agricultural accidents, with machines and mower equipment

e Electric shock hazards

o Firearms, bladed weapons, explosives

e Building doors and car doors

e Gas cylinder explosions

e Other rare accidents

The development of the science of microsurgery over last 40 years has provided
several treatment options for a traumatic amputation, depending on the patient's

specific trauma and clinical situation:

e st choice: Surgical amputation - break - prosthesis

e 2nd choice: Surgical amputation - transplantation of other tissue - plastic
reconstruction.

e 3rd choice: Replantation - reconnection - revascularization of amputated
limb, by microscope (after 1969)

e 4th choice: Transplantation of cadaveric hand (after 2000).
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Methods in preventing amputation, limb-sparing techniques, depend on the
problems that might cause amputations to be necessary. Chronic infections, often
caused by diabetes or decubitus ulcers in bedridden patients, are common causes of

infections that lead to gangrene, which would then necessitate amputation.

There are two key challenges: first, many patients have impaired circulation in
their extremities, and second, they have difficulty curing infections in limbs with poor

vasculature (blood circulation).

Crush injuries where there is extensive tissue damage and poor circulation also
benefit from hyperbaric oxygen therapy (HBOT). The high level of oxygenation and

revascularization speed up recovery times and prevent infections.

A study found that the patented method called Circulator Boot achieved
significant results in prevention of amputation in patients with diabetes and
arteriosclerosis.Another study found it also effective for healing limb ulcers caused by
peripheral vascular disease. The boot checks the heart rhythm and compresses the limb
between heartbeats; the compression helps cure the wounds in the walls of veins and
arteries, and helps to push the blood back to the heart. For victims of trauma, advances

in microsurgery in the 1970s have made replantations of severed body parts possible.

The establishment of laws, rules, and guidelines, and employment of modern

equipment help protect people from traumatic amputations.

The individual may experience psychological trauma and emotional discomfort.
The stump will remain an area of reduced mechanical stability. Limb loss can present

significant or even drastic practical limitations.

A large proportion of amputees (50-80%) experience the phenomenon of
phantom limbs; they feel body parts that are no longer there. These limbs can itch,
ache, burn, feel tense, dry or wet, locked in or trapped or they can feel as if they are
moving. Some scientists believe it has to do with a kind of neural map that the brain
has of the body, which sends information to the rest of the brain about limbs regardless

of their existence. Phantom sensations and phantom pain may also occur after the
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removal of body parts other than the limbs, e.g. after amputation of the breast,
extraction of a tooth (phantom tooth pain) or removal of an eye (phantom eye

syndrome).

A similar phenomenon is unexplained sensation in a body part unrelated to the
amputated limb. It has been hypothesized that the portion of the brain responsible for
processing stimulation from amputated limbs, being deprived of input, expands into
the surrounding brain, (Phantoms in the Brain: V.S. Ramachandran and Sandra
Blakeslee) such that an individual who has had an arm amputated will experience

unexplained pressure or movement on his face or head.

In many cases, the phantom limb aids in adaptation to a prosthesis, as it permits
the person to experience proprioception of the prosthetic limb. To support improved
resistance or usability, comfort or healing, some type of stump socks may be worn

instead of or as part of wearing a prosthesis.

Another side effect can be heterotopic ossification, especially when a bone injury
is combined with a head injury. The brain signals the bone to grow instead of scar tissue
to form, and nodules and other growth can interfere with prosthetics and sometimes
require further operations. This type of injury has been especially common among

soldiers wounded by improvised explosive devices in the war.

Due to technological advances in prosthetics, many amputees live active lives
with little restriction. Organizations such as the Challenged Athletes Foundation have
been developed to give amputees the opportunity to be involved in athletics and

adaptive sports such as Amputee Soccer.

Nearly half of the individuals who have an amputation due to vascular disease
will die within 5 years, usually secondary to the extensive co-morbidities rather than
due to direct consequences of amputation. This is higher than the five year mortality
rates for breast cancer, colon cancer, and prostate cancer. Of persons with diabetes who
have a lower extremity amputation, up to 55% will require amputation of the second

leg within two to three years.
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3aBmanns 4. JaiiTe BiAMOBIII HA 3alTUTAHHS.

1. What do you know about the history of the word amputation?
2. What is amputation?

3. What types of amputations do you know?

4. What are the methods in preventing amputation?

5. What do you know about the phantom limb aids?

6. What is the prognosis of the amputation?

3aBaanuga 5. Hanuinite miaH TekcTa.
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METOAUYHA PO3POBKA Ne 6
JJIS IPOBEACHHS NPAKTHYHOIO0 3aHATTH

Tema: Rules for writing a scientific article, course project, diploma. Basic laws of

communication.

Merta: po3mUpHUTH 3HAHHS 3 TEMH 3aHATTS, HABYUTHU CTYJEHTIB 3aCTOCOBYBAaTH HaOyTi
3HAHHS HA MPAKTHUIIl, PO3BUBATH BMIHHS y3arajibHIOBATH 1 CUCTEMAaTH3yBaTH 3HAHHS,
BUXOBYBaTH 3aI[IKaBJICHICTh JUCIUILUIIHOK, TPAarHEHHS OTPUMYBAaTH HOBI 3HAHHS

CaMOCTIHHO.
Il1an:

1. Po3misiHyTH 1 BUKOHATH NTPaKTUYHUM Marepian 3 TeMu: Ten steps for writing a

successful scientific article. - 45 xB.

2. BukoHaTu npakTH4HI 3aBIaHHS 3 BXKUBAHHS MPOQECIMHOT TeKCUKH, Ta TPAMaTHKU. -

45 xB.
MeToan4Hi pekoMeHaamii:

Bupyarouu 1110 TeMy, HEOOX1THO JOCIITUTH IIPAaBHIIa BXKUBAHHS MPOQECiitHOT JIEKCHUKH,
MpPOaHaJ3yBaTH TMpaBUja BXKUBAHHA JIE€CTIBHUX KOHCTPYKIIH, PO3MISAHYTH pIi3HI

JIEKCUYHI (POPMH.
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IIpakTu4He 3aHATTH 6

Tema: Rules for writing a scientific article, course project, diploma. Basic laws of

communication.
Exercise 1. Read and translate the text.

One of the ways that researchers can disseminate the results of their investigations and
observations is publishing scientific articles. In order to publish an article in a scientific
journal, some qualities are required. The subject should be relevant, the research should
have quality and the report should be well written. The present article presents practical
concepts that may help researchers in the preparation of good scientific reports.

* Step 1 Decide the article’s objective.

Writing becomes easier when the objective is clear and well-focused. Poorly defined
objectives or many objectives hamper the writing process, because they make it harder
to achieve the qualities of a good text, such as clarity, concision and logical sequence.
The objective of a research may become clearer if it is drafted as a question.

* Step 2 Choose the journal to which you will submit your article.

There are plenty of scientific journals in several knowledge areas. There is also some
hierarchy between them, based on the influence they have over the scientific
community. There are many criteria that influence this hierarchy, such as the indexation
of the journal in prestigious bibliographic databases, the number of citations received
by the journal and the publication language. Being aware of these criteria enables better
choices. However, in highly prestigious journals, which are the most searched by
authors, the proportion of refusals is higher. It is important to take this difficulty in
consideration when choosing the journal. An average prestigious journal can reach the
desired target audience as well.

* Step 3 Provide yourself with guides that help writing.

After selecting the journal to which you will submit your article, the next step is to
read its instructions to authors. It is a good practice to verify recent issues of the chosen

journal to understand the profile of articles that have been published. Moreover, there
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are many reporting guidelines that can be used as reference, as well as several
resources, such as articles or books, which can be useful to clarify doubts and avoid
unnecessary improvisation.

* Step 4 Write the article’s structure.

Any type of communication, oral or written, has a logical sequence. It can be formed
by an introduction, development of the subject and conclusion. The conclusion
represents the author’s answer to the research question to be answered. Editors and
many readers defend that a four-part standardization is more useful, because it enables
a better understanding and text analysis. Each part of the manuscript must contain
information required so the reader can understand what has been done and be
convinced of the adequacy and credibility of the authors’ conclusion.

« Step 5 Complete the other parts of the text. Besides preparing the article, in the IMRD
format, there are other demands from the journals’ editors. Among them, make a list of
references of all the material cited in the texts, an abstract, the title of the article and
the authors’ names. For each of these aspects, there are guidelines to be followed. For
example, the list cannot exceed thirty references and the abstract should have a
maximum of 150 words. It is important to verify these and other limits in the
instructions to authors of the chosen journal and, if it is not available, search on
scientific writing guides.

* Step 6 Review the text over and over.

The objective of proofreading is to ensure that the words used reflect correctly what
the authors intended to report. It is usually necessary to perform many reviews. Other
objectives of proofreading are: confirm numbers, eliminate grammar mistakes, exclude
repetitions and remove whatever is unnecessary. The American writer Mark Twain
(1835-1910) affirmed that there are three rules to write well: “The first is to review; the
second 1s to review; and the third is to review.”

* Step 7 Make sure the article is methodologically right.

The author who intends to submit an article to a journal must know that the text will
be assessed and that it will compete for space in scientific journals. Therefore, it is

important to produce a high quality text, so the chances of success are greater. It means
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that, among other things, authors have to produce a text which contains answers to
possible methodological questioning. The article will be assessed by strict experts who,
not rarely, will demand perfection in situations which not even themselves are capable
of achieving. It is fundamental to have the text ready for this type of evaluation. Taking
into account the high number of articles that the readers are supposed to read to keep
themselves updated, they would be glad if they found only clear and concise texts. The
proofreaders and editors act like readers’ representatives and, in a broader way,
representatives of the scientific community, having the duty of only allowing the
publication of quality articles.

* Step 8 Make sure there are no flaws in writing.

Readability is the authors’ responsibility. After revising the text and asking for
suggestions to co-workers and experts in the subject, a good possibility to make sure
the text 1s free of flaws is to send it to a language professional. Choose someone who
assists you on grammar and writing matters, but without changing your style. If this
person has substantially contributed, we recommend the authors to recognize it at the
acknowledgments section. The person must agree to have his or her name cited in the
acknowledgments.

* Step 9 Submit the article for publication.

We suggest the authors to read one more time the instructions to authors and to verify
the most recent issue of the chosen journal before submitting the article. Follow strictly
what is asked in the instructions, even if you do not understand the reasons for the
request. This way, you will be cooperating with the journal’s staff. The submission of
the manuscript that does not comply with the journal’s rules delays the process, being,
many times, reason for refusal. The journal’s website contains instructions on how to
send the files and what documents should be attached during manuscript submission.
When the editor receives the article, he or she will send it to expert professionals,
including themselves, so it can be evaluated. The text will be evaluated by specialists
who are experts in the research subject and the method. As those two conditions are

not usually found in the same person, and aiming to reduce subjectivity in evaluation,
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more people will assess the text in order to provide recommendations to the editor. If
possible, the manuscript should be further improved.

* Step 10 Cope well with the editors and reviewers. After the article is submitted, the
author must wait for the journal’s decision, of whether it will be accepted or refused. It
can come shortly, or take weeks, even months. In cases of long delay, the author could
write a message to the editor, inquiring about the progress of the evaluation. In the case
of acceptance, the author will need to fit the material into the reviewers’ suggestions.
If the article is refused, the author should stay calm. Editors and reviewers are human
beings, who are very attentive to the role they play when deciding the future of an
article they evaluate. They may make mistakes, but rarely admit it. The problem is that
there is no room in a journal for all submitted articles. The refusal may not always be
due to value judgment on the text quality. Avoid asking extra information to the editor,
because they are rarely given. What should you do? Maybe another journal can accept
it. Experienced authors have been through similar problems. Try, the sooner you can,
another journal. Before that, review the text and include all the relevant suggestions

that the editor have sent. And good luck.
Exercise 2. Read and write answers.

Ten steps for writing a successful scientific article

[

. Decide the article’s objective.

. Choose the journal to which you will submit your article.
. Provide yourself with guides that help writing.

. Write the article’s structure.

. Complete the other parts of the text.

. Revise the text over and over.

. Make sure that the article is methodologically right.

. Make sure there are no flaws in writing.

O 00 I O W B~ W

. Submit the article for publication.

10. Cope well with the editors and reviewers.
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IpakTuyne 3auarTsa Ne7

Moayas 1.
Tema: Injuries of pelvis. Injuries of bones and joints of lower extremity.

Meta: ¢opmyBaTu BMiHHS MOHOJIOTITYHOTO MOBJIEHHS 3 TEMHU 3aHSTTS, PO3BUBATH
BMIHHS y3arajibHIOBaTH 1 CUCTEMAaTU3yBaTH 3HAHHSI, BUKJIMKATH MOYYTTS IHTEpECY 110

BHBUYCHHS 1HO36MHOT MOBH.

Ilnan:

1. Injuries of pelvis. Injuries of bones and joints of lower extremity.

2. IIpaBuna 3 nmpaBonucy, MOpQoJorii, CHHTaKCHCY Ta TPaMaTHKHU.

3. [IpaBuia yTBOpEHHS Ta BXKUBAHHS aHIIIHCHKOTO PEYCHHS 3a (haxoM.

4. BukoHaHHs BHpaB ,MOpP(OJIOTIYHUI, CHUHTAKCUYHUM 1 TpaMaTUYHUI aHaji3
Marepiany.

MeToan4Hi pekoMeHaamii:

[Tin wac BuBueHHs Temu : Injuries of pelvis. Injuries of bones and joints of lower
extremity HE0OX1JHO MPHUIIIUTH yBary 3aCBOEHHIO JIEKCUKO-IPaMaTHYHOTO MaTepiay.
HeoOxigno 3HaiiTH Ta 3acBOITH (YHKIIIOHYIOUI JIEKCHYHI OAMHHUIIL Y TEKCTI 3a

¢daxom.baxkaHo TPOMOHYBaTH YCHUW TepeKa3 TEeMH 1 BHUKOHAHHS BIpPaB s

BaKpiHHCHHH OTPUMAHUX 3HAHD.
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IIpakTuyne 3auarTsa Ne 7
Tema: Injuries of pelvis. Injuries of bones and joints of lower

extremity

3aBmanns 1. [TpounTaiite, nepekyiaaiTh 1 BUBYIThH CIOBA Ta CIOBOCIOIYYEHHS J10

TEMH:

pelvic joint injuries

to be attached to the sacrum

to be flat with ridged surfaces

to bend forwards with a twist

the cartilage labrum

the groin

to feel lopsided

rotation displacement of the pelvis
to adopt a protective posture

to lean away from the painful side
to wear down

the belly button

inflammation

fracture to the hips

the hernia

the lump
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3aBaaHHs 2. 3HANAITH €KBIBAJICHTHI ITAPH CIIOBOCIIONYYCHb:

inflammation

fracture to the hips

the hernia

to adopt a protective posture

to lean away from the painful side
the belly button

the groin

to feel lopsided

to bend forwards with a twist

the lump

to wear down

TyTIOK

nmouyBaru cede 0THOOOKUM
3HOCHUTHCS

HaXUJIUTHUCS BIEPE 3 TOBOPOTOM
mmax

nepesioM CTerHa

3alHSITH 3aXUCHY 1103y

rprKa

BIIXUJIATUCS B1Jl XBOPOi CTOPOHU
3aIraJcHHS

KOMOK

3aBaanus 3. [IpounTaiiTe TEKCT 1 3HANAITH HOBY JICKCHUKY.

Injuries of pelvis.

We see patients who have injured their backs every day and probably more

than half of these are pelvic joint injuries.

The pelvis lies between the hips and the bottom of the spine and is made

up of the triangular sacrum in the middle with the last lumbar vertebra sitting on

top and the tailbone or coccyx hanging from the bottom of the sacrum. The broad

bones of the pelvis are attached to the sacrum on either side by the sacroiliac

joints. They are joined to each other at the front by the pubic symphysis and the



deep ball and socket joints of the hips are located on either side. The sacroiliac
joint is the one which is most commonly strained. The sacroiliac joints are flat
with ridged surfaces angled obliquely and supported by tough ligaments. The SI
ligaments can be strained or overstretched and this usually occurs when we bend
forwards with a twist.

The symphysis pubis at the front of the pelvis can also be strained during
pregnancy when hormones soften the supporting soft tissues that hold the joint
together. Otherwise it is less common to strain the pubic symphysis.

The coccyx or the sacrococcygeal joint can also be strained. Most often
this happens when someone falls heavily onto their bottom.

The ball and socket joint of the hip can also be strained but it usually
requires considerable force to damage this strong joint. Some sporting injuries
can dislocate the hip and other forceful falls and injuries can damage the cartilage
labrum (the rim which deepens the hip socket).

Pain is the most common symptom. For SI strains the pain is usually felt
at the bottom of the back to one side or the other. The sacroiliac joint can refer
pain into the groin on the same side and in some men also into the testicle.

As osteopaths we often see patients who have strained their sacroiliac joint
and feel lopsided: ‘It feels like I have one leg longer than the other’. The
lopsidedness can occur for a variety of reasons so it is important to do a careful
examination to find out what has happened in each case. For example:

e There may have been some rotation displacement of the pelvis — a forward
rotation gives the effect of the leg on that side appearing longer, a backward
rotation gives the effect of a shorter leg;

e Some patients adopt a protective posture — they usually lean away from the
painful side: ‘my back feels like a banana’. This may or may not be
accompanied by a pelvic rotation;

® One leg may in fact be longer. While we are growing our bones don’t

always grow symmetrically and when we finish growing there can be some
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unevenness. Similarly, our feet and hence shoes sizes are not always

exactly the same;

e A flat foot on one side, a one-sided bow-leg or knock-knee can also give
an impression of lopsidedness;

e An arthritic hip or knee where the articular cartilage has worn down on one
side can also give the effect of one leg being longer than the other.

When the sacroiliac joints have been strained it is common for patients to
mention that they can bend forward but coming up straight again or bending
backwards is quite painful.

If the symphysis joint has been strained there will usually be pain at the
front of the pelvis a couple of inches below the belly button. Also walking can be
very painful.

Coccyx pain is usually felt over the coccyx. Be aware that coccyx pain does
not always come from the coccyx — for example a strain of the bottom lumbar
joint can send referred pain to the coccyx.

Hip pain can be felt at the side, at the widest part of the hip where the
knobble of the greater trochanter can be felt just under the skin. It can also be
experienced as referred pain in the groin, front of the thigh and or front of the
knee. Hip strains are also usually associated with pain on movement ‘It is painful
reach my foot and I am struggling to put my socks on’.

For pelvic joint strains the advice is to rest (a day or 2 in bed if it is really
severe) otherwise it is best to keep it gently moving — sit a bit, move a bit, stand
a bit, move a bit. Use heat and ice as needed. Heat for muscle spasm, ice for
inflammation. Use medication — painkillers and anti-inflammatory drugs can
help.

If your pain is persisting we would need to do a proper examination to find
out what has been damaged and work out a management and treatment plan.
Treatment can involve a range of techniques including traction (stretching), soft

tissue massage to relax muscles, passive joint stretching, manipulation.
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Corrective positional manipulation is often helpful. Other techniques include
muscle energy and cranial techniques which can be used in certain circumstances.

Fractures to the hips and pelvis are normally associated with serious
trauma.

The bladder, uterus, bowel and other pelvic organs can all give pain in the
back, or groin (as with pelvic joint strains) so it is important to bear these in mind.
When we see patients with a fresh injury we will always ask questions to check
the organs are working correctly and if there is any suspicion of a problem which
is not from the muscles and joints we will ask patients to speak to their doctor.

A hernia occurs most commonly where there is a weakness in the muscles
of the abdomen, this can be caused by physical strain (eg heavy lifting) or from
excessive straining or at sights of old wounds (eg surgical scars.) So, while a
hernia may give pain in the groin, like referred pain from the sacroiliac joint, there
will usually also be a lump. If present this will also need to be discussed with your

doctor.

3aBmanHs 4. 3HAWITH Y TEKCTI aHIIIHCHKI €KBIBAJICHTH CJIOBOCIIOIYYCHb:
TpaBMyBaTH CIIHHY; Ta3 JIEKUTh MK CTETHAMH; TUIOCKI 3 PEOPUCTUMU TTOBEPXHSIMH;
mapHipHe 3'€IHaHHS Cyrio0a; BiguyBaTu cebe OMHOOOKHM; PeTebHE 00CTEKEHHS;
3CyB 00epTaHHs Ta3y; 3aXMCHA 1103a; IEPEBIPUTH BIPHICTh pOOOTH OpraHiB; CIA0KICTh

B M'd3aX KHUBOTA.

3aBnaHHs 5. HanumiiTh miiaH TEKCTY.
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IpakTruHe 3aHaTTHA Ne§

Moayas 1.
Tema: Polytrauma. Traumatic shock. Gunshot wounds of bones and joints.

Mera: nomMOUTHM 3HaHHS 3 TEMHU 3aHATTSA, PO3BUBATH TBOPYE MUCIICHHS
CTYJACHTIB 3 TEMH 3aHSTTA, (OPMYBATH BIANOBIIaJbHE CTABICHHS /10 BUBUYCHHS

1HO3€MHO1 MOBH.

Inan:

1. Polytrauma. Traumatic shock. Gunshot wounds of bones and joints.
2. IIpaBuna 3 npaBonucy, MOpQoJorii, CHHTaKCHCY Ta TPaMaTHKHU.

3. IlpaBunia yTBOpEHHS Ta BXKHBAHHS aHTJIIHCHKOTO pEYeHHs 3a (haxoM.

4. BuxoHaHHs BIpaB ,MOpP(OJIOTIYHUMN, CUHTAKCUYHUHN 1 TpaMaTUYHUI aHai3
Marepiany.

MeTonn4Hi pekomMeHaamii:

ITix yac BuBueHHS TeMu : Polytrauma. Traumatic shock. Gunshot wounds of
bones and joints HEOOX1HO MPUIIIUTH YBary 3aCBOEHHIO JICKCUKO-TPaMaTUYHOTO
Marepiany. HeoOx11HO 3HAlTH Ta 3aCBOITH (PYHKI[IOHYOU1 JIEKCUYHI OJUHHUIN Y

TeKCTi 3a (paxoM. baxkaHo MPONOHYBaTH YCHUI TTepeKa3 TeMHU 1 BUKOHAHHS BIIPaB

JJIA BaKpiHJ'ICHHSI OTPUMAHHX 3HAHD.
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IIpakTuuHe 3aHATTHA Ne 8
Tema: Polytrauma. Traumatic shock. Gunshot wounds of bones

and joints.

3aBnanns 1. [IpounTaiite, mepekyiaaiTh 1 BUBYIThH CIOBA Ta CIOBOCIOIYYEHHS J10

TEMH:
to be exceeded

the polytraumatized patient
the orthopedic surgeon
trauma resuscitations

assessment of the polytraumatized

patient

a stepwise longitudinal approach
the obstructed airway

to handle

edema

causes of blockage

the jaw-thrust

rule out

snoring or gurgling

a hoarse voice

the gag reflex
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3aBaanHs 2.3HalIITh €KBIBAJICHTHI ITAPH CJIOBOCIIOIYUYEHb:

the jaw-thrust MEPEIIKOIKaHHI TUXANbHI MUISTXH
edema XPHUIKHANA TOJIOC

causes of blockage MOIITOBX IIEJIEH

rule out PBOTHHI pedrekc

a hoarse voice HaOpsIK

the gag reflex 00pobaTHCS

trauma resuscitations TpaBMaTU4HA peaHIMallis

to handle BUKJTIOYUTH MOKJIUBICTh

the obstructed airway BUIIA0K 3aKyTIOPKU

3apnanns 3. [IpounTaiiTe TEKCT 1 3HAUIITH HOBY JICKCHKY.
Polytrauma. Traumatic shock.

Trauma is the leading cause of death for people aged 1-44 years and is
exceeded only by cancer and atherosclerotic disease in all age groups. Orthopedic
surgery plays a key role in the treatment of the polytraumatized patient. In a study
at Brown University, gunshot wounds required more orthopedic trauma resources
than other surgical areas. The orthopedic surgeon is a member of a team
consisting of many specialists, including emergency medicine physicians, trauma
surgeons, neurosurgeons, and other surgical subspecialists. Each person on that

team should be familiar with the basics of trauma resuscitations.
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All resuscitations should be performed using Advanced Trauma Life
Support (ATLS) guidelines. For the individual physician, assessment of the
polytraumatized patient is performed using a stepwise longitudinal approach, in
which the airway is handled first and no procedures are initiated until the airway
is secured. Then, breathing and circulation are addressed. In the trauma team
approach, each team member should be assigned a specific task or tasks so that
each of these can be performed simultaneously to ensure the most rapid treatment

possible.

An obstructed airway is one of the most immediate and deadliest threats to
life. The goals are to provide a patent airway while maintaining inline cervical
stabilization and to protect the airway from future obstruction by blood, edema,

vomitus, or other possible causes of blockage.

Diagnosis

e Ask the patient a question; for example, ask how he or she is feeling.
If the patient responds verbally, he or she has an intact airway, is
breathing, is thinking, and, therefore, has a pulse. Also, the patient's
level of consciousness can be briefly assessed.

e [f the patient is unresponsive, check airway patency by looking at the
patient's chest while leaning the ear toward the patient's mouth. Look
for chest expansion, listen, and feel for air movement. This may be
performed while using the jaw-thrust (or head-tilt/chin-lift maneuver
if cervical injury has been ruled out).

e Anticipate potential problems. If the patient is breathing
spontaneously, listen to the quality of the breathing. Snoring or
gurgling suggests partial airway obstruction. A hoarse voice,
subcutaneous emphysema of the anterior part of the neck, or a

palpable thyroid cartilage crepitus may indicate laryngeal trauma.
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e Assess the ability of an unconscious victim to protect the airway by
checking the gag reflex. Touch the posterior pharynx with a tongue
blade to initiate the gag response. If the patient is alert, the best way
to check for the ability to protect the airway is to witness swallowing.
Patients without a gag reflex cannot protect themselves from

aspirating secretions into the lungs; these patients should be intubated.

3aBnaHHs 4. 3HAUAITH Y TEKCT1 aHIVIIICHKI €KBIBAJIEHTH CJIOBOCIIOIYYEHb:

OyTH 3HAlOMHM 3 OCHOBaMH peaHimallli; oOpoOka JMXaJbHUX IUISXIB;
BOTHENAJIbHE MOPAHEHHS; 3a0MUTI JUXalbHI INUISAXU; PO3IIUPEHHS TPYIHOI

KJIITHHHU; HAXWI TOJIOBH; IMIATSKKA M1 I00P1AAs; OMIHIOBAHHS 3aTHOCTI TUXaHHS.

3aBaanus 5. JlaiiTe BiAMOBIAI HA 3aITUTAHHS.

1. What is the leading cause of death for people aged 1-44 years ?

2. What science plays a key role in the treatment of the polytraumatized
patient ?

3. What wounds required more orthopedic trauma resources than other
surgical areas ?

4. What is handled by the orthopedic surgeon first and no procedures are
initiated without it ?

5. What should you do to make true diagnosis of polytrauma ?

3aBnanHs 6. Po3KkaxiTh, 110 BU 3HAETE PO TIOTIOMOTY TIPH TPABMI.

3aBnanHs 7. [IpounTtaiiTe TEKCT Ta 1aiiTe HOMy Ha3BY.
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A gunshot wound (GSW), also known as ballistic trauma, is a form of
physical trauma sustained from the discharge of arms or munitions.The most
common forms of ballistic trauma stem from firearms used in armed conflicts,
civilian sporting, recreational pursuits and criminal activity. Damage is dependent
on the firearm, bullet, velocity, entry point, and trajectory. Management can
range from observation and local wound care to urgent surgical
intervention. Trauma from a gunshot wound varies widely based on the bullet,
velocity, entry point, trajectory, and affected anatomy. Gunshot wounds can be
particularly devastating compared to other penetrating injuries because the
trajectory and fragmentation of bullets can be unpredictable after entry.
Additionally, gunshot wounds typically involve a large degree of nearby tissue
disruption and destruction due to the physical effects of the projectile correlated

with the bullet velocity classification.

The immediate damaging effect of a gunshot wound is typically severe
bleeding, and with it the potential for hypovolemic shock, a condition
characterized by inadequate delivery of oxygen to vital organs. In the case of
traumatic hypovolemic shock, this failure of adequate oxygen delivery is due to
blood loss, as blood is the means of delivering oxygen to the body's constituent
parts. Devastating effects can result when a bullet strikes a vital organ such as the
heart, lungs or liver, or damages a component of the central nervous system such

as the spinal cord or brain.

Common causes of death following gunshot injury include arterial
bleeding, hypoxia caused by pneumothorax, catastrophic injury to the heart and
major blood vessels, and damage to the brain or central nervous system. Non-
fatal gunshot wounds frequently have mild to severe long-lasting effects,
typically some form of major disfigurement such as amputation due to a severe
bone fracture, and may cause permanent disability. Gunshot wounds can thus

cause severe bleeding, fractures, nerve deficits, and soft tissue damage. The
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Mangled Extremity Severity Score (MESS) is used to classify the severity of
injury and evaluates for severity of skeletal and/or soft tissue injury, limb
ischemia, shock, and age. Depending on the extent of injury, management can

range from superficial wound care to limb amputation.

Vital sign stability and vascular assessment are the most important
determinants of management in extremity injuries. As with other traumatic cases,
those with uncontrolled bleeding require immediate surgical intervention. If
surgical intervention is not readily available and direct pressure is insufficient to
control bleeding, tourniquets or direct clamping of visible vessels may be used
temporarily to slow active bleeding. People with hard signs of vascular injury
also require immediate surgical intervention. Hard signs include active bleeding,
expanding or pulsatile hematoma, bruit/thrill, absent distal pulses and signs of

extremity ischemia.

For stable people without hard signs of vascular injury, an injured extremity
index (IEI) should be calculated by comparing the blood pressure in the injured
limb compared to an uninjured limb in order to further evaluate for potential
vascular injury. If the IEI or clinical signs are suggestive of vascular injury, the
person may undergo surgery or receive further imaging including CT

angiography or conventional arteriography.

In addition to vascular management, people must be evaluated for bone,
soft tissue, and nerve injury. Plain films can be used for fractures alongside CTs
for soft tissue assessment. Fractures must be debrided and stabilized, nerves
repaired when possible, and soft tissue debrided and covered. This process can

often require multiple procedures over time depending on the severity of injury.

3aBnanus 8. Hanumiite pedepar TekcTy.
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IIpakTuuHe 3aHATTH Ne 9

Moayas 1.
Tema: Degenerative dystrophic diseases of spine and joints.

MeTta: cucteMaru3yBaTh Ta MOITTMOUTH 3HAHHS 3a TEMOIO, PO3BUBATH BMIHHS
y3arajJbHIOBaTHU 1 CHUCTEMAaTWU3yBaTU 3HAHHS, BUXOBYBAaTH 3alliKaBJICHICTh

JTUCITUTUTIHOO, IPAarHEHHS! OTPUMYBATH HOB1 3HAHHS CaMOCTIHHO.

Ilnan:

1. Degenerative dystrophic diseases of spine and joints.

2. IIpaBuia 3 nmpaBonucy, MOpgoJIorii, CHHTaKCHCY Ta TpaMaTHKH.

3. [IpaBuia yTBOpEHHS Ta BXKUBAHHS aHIIIHCHKOTO PEYCHHS 3a (haxoM.

4. BuxoHaHnHs BopaB ,MOp(OJIOTTYHUI, CHHTAKCUYHUM 1 FpaMaTUYHUN aHa13

Marepiaiy.
MeTonn4Hi pekomMeHaamii:

[Tin vac BuBueHHs Temu : Degenerative dystrophic diseases of spine and joints
HEOOX1AHO MPUAUIUTH YBary 3aCBOEHHIO JIEKCUKO-T'PaMaTUYHOTO MaTepiaiy.
HeoOxigHo 3HaiiTH Ta 3aCBOITH (PYHKIIOHYIOU1 JIGKCUYHI OAMHMUIII y TEKCTI 3a
¢daxom. baxkaHO ITPONOHYBAaTH YCHUM MepeKa3 TEMU 1 BUKOHAHHS BIIpaB JJIs

BaKpiHHCHHH OTPUMAHUX 3HAHD.
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IIpakTuuHe 3aHATTH Ne 9
Tema: Degenerative dystrophic diseases of spine and joints.

3aBnanus 1. [IpounTaiite, nepekyiaaiTh 1 BUBUITH CJIOBA Ta CIOBOCIIOIYUYCHHS 10

TEMH:
a loss of function

intervertebral discs

loss of soluble proteins

the rigid outer shell

shifting of the vertebral bodies
impingement of a spinal nerve

to cause mild to severe pain

an adjacent spinal nerve root
fusion of adjacent vertebral bodies
correcting abnormal posture

a sudden worsening of symptoms

elective surgery

3aBaanHs 2. 3HANAITh EKBIBAJICHTHI TAPU CIIOBOCIIOYYEHb:

shifting of the vertebral bodies BTpara dyHnkiiit

elective surgery KOPEKIIisl HEPaBUJIbHOI ITOCTaBU

to cause mild to severe pain ~ MDKXpEOETHI TUCKU

intervertebral discs OyTH MPUYUHOIO HEBEJIMKOI Ta CUIIBLHOT 011

the rigid outer shell CyCiaHIM KOpiHEIlb CIIMHHOTO HEPBa
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an adjacent spinal nerve root 3CYB TLJIa XpeoIs
correction abnormal posture YKOPCTKA 30BHIIIHSA 000JOHKA TUCKa

a loss of function IJIaHOBA OTIeparlis

3aBnanus 3. [IpounTaiiTe TEKCT 1 3HAUAITH HOBY JIEKCHKY.

Degenerative disc disease

Degenerative disc disease (DDD) is a medical condition (ICD-10-
CMMS51.35-37) in which there are anatomic changes and a loss of function of
varying degrees of one or more intervertebral discs of the spine of sufficient
magnitude as to cause symptoms. The root cause is thought to be loss of soluble
proteins within the fluid contained in the disc with resultant reduction of the
oncotic pressure, which in turn causes loss of fluid volume. Normal downward
forces cause the affected disc to lose height, and the distance between vertebrae
is reduced. The annulus fibrosus, the rigid outer shell of a disc, also weakens.
This loss of height causes laxity of the longitudinal ligaments, which may allow
anterior, posterior, or lateral shifting of the vertebral bodies, causing facet joint
malalignment and arthritis; scoliosis; cervical hyperlordosis; thoracic
hyperkyphosis; lumbar hyperlordosis; narrowing of the space available for the
spinal tract within the vertebra (spinal stenosis); and/or narrowing of the space
through which a spinal nerve exits (vertebral foramen stenosis) with resultant

inflammation and impingement of a spinal nerve, causing a radiculopathy.

DDD can cause mild to severe pain, either acute or chronic, near the
involved disc, as well as neuropathic pain if an adjacent spinal nerve root
involved. Diagnosis is suspected when typical symptoms and physical findings

are present; and confirmed by x-rays of the vertebral column. Occasionally the
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radiologic diagnosis of disc degeneration is made incidentally when a cervical x-
ray, chest x-ray, or abdominal x-ray is taken for other reasons, and the
abnormalities of the vertebral column are recognized. The diagnosis of DDD is
not a radiologic diagnosis, since the interpreting radiologist is not aware whether
there are symptoms present or not. Typical radiographic findings include disc
space narrowing, displacement of vertebral bodies, fusion of adjacent vertebral
bodies, and development of bone in adjacent soft tissue (osteophyte formation).
An MRI is typically reserved for those with symptoms, signs, and x-ray findings

suggesting the need for surgical intervention.

Treatment may include physical therapy to reduce pain and increase any
reduced range of motion of the spine; strength training with emphasis on
correcting abnormal posture, assisting the paravertebral (paraspinous) muscles in
stabilizing the spine, and core muscle strengthening; stretching exercises;
massage therapy; oral analgesia with non-steroidal anti-inflammatory agents
(NSAIDS); and topical analgesia with lidocaine, ice and/or heat. Immediate
surgery may be indicated if the symptoms are severe or sudden in onset, or there
is a sudden worsening of symptoms. Elective surgery may be indicated after six

months of conservative therapy with unsatisfactory relief of symptoms.

3aBnanHs 4. 3HANAITH Y TEKCT1 aHIVIIACHKI €KBIBAJICHTH CJIOBOCIIOIYYEHb:

BTpara pPO3UYMHHHUX OUIKIB B PIAUHI; BTpara 00'eMy pIAWMHU; BPAXKEHUU JHCK
BTpaya€e BHCOTY; 3MIMIEHHS Cyr100a; oCcialOieHHs 3B'S30K; KOPIHEIb CIIMHHOTO
HEpBAa; 3BYKEHHS AMCKOBOIO MPOCTOPY; 3MUTTA CYMIXHUX TUI XpeOlliB; CHUIIOBI
TPEHYBAaHHS HAa KOPEKI[1}0 HEMPABUIbHOI MTOCTABU; 3MIIIHEHHSI OCHOBHUX M'SI31B;

HeraifHe Xipypriyde BTpy4aHHs.
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3aBmanus 5. JaiiTe BiAMOBIII Ha 3alTUTAHHS.

What is degenerative disc disease ?
What is the root cause of degenerative disc disease ?
What causes the affected disc to lose height ?

What are typical symptoms of degenerative disc disease ?

N R WD =

What may treatment of degenerative disc disease include ?

3aBnanHs 6. Po3kaxiTh, 0 BU 3HAETE MPO JOMOMOTY IPU TPaBMi.

3aBnanHs 7. HanumiiTe aHOTALIIO A0 TEKCTY.

3aBnanss 8. [IpounTaiiTe TEKCT Ta 3HAUIITH HOBY JIEKCHUKY.

Signs and symptoms of degenerative disc disease

Degenerative disc disease can result in lower back or upper neck pain. In
fact, the amount of degeneration does not correlate well with the amount of pain
patients experience. Many people experience no pain while others, with exactly
the same amount of damage have severe, chronic pain. Whether a patient
experiences pain or not largely depends on the location of the affected disc and
the amount of pressure that is being put on the spinal column and surrounding

nerve roots.

Nevertheless, degenerative disc disease is one of the most common sources
of back pain and affects approximately 30 million people every year. With
symptomatic degenerative disc disease, the pain can vary depending on the
location of the affected disc. A degenerated disc in the lower back can result in
lower back pain, sometimes radiating to the hips, as well as pain in the buttocks,

thighs or legs. If pressure is being placed on the nerves by exposed nucleus
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pulposus, sporadic tingling or weakness through the knees and legs can also

occur.

A degenerated disc in the upper neck will often result in pain to the neck,
arm, shoulders and hands; tingling in the fingers may also be evident if nerve

impingement is occurring.

Pain is most commonly felt or worsened by movements such as sitting,

bending, lifting and twisting.

After an injury, some discs become painful because of inflammation and
the pain comes and goes. Some people have nerve endings that penetrate more
deeply into the annulus fibrosus (outer layer of the disc) than others, making discs
more likely to generate pain. In the alternative, the healing of trauma to the outer
annulus fibrosus may result in the innervation of the scar tissue and pain impulses
from the disc, as these nerves become inflamed by nucleus pulposus material.
Degenerative disc disease can lead to a chronic debilitating condition and can
have a serious negative impact on a person's quality of life. When pain from
degenerative disc disease is severe, traditional nonoperative treatment may be

ineffective.

3aBaanus 9. Hanumiite pedepar TekcTy.
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Monayan 2. IIpodecionanizMmu i TepMinu

IIpakTuune 3ansaTTs Ne 10
Tema: Traumas of musculoskeletal system of athletes.

Meta: cucreMaru3yBaTh Ta MOITIMOMTH 3HAHHS 32 TEMOIO, PO3BUBATU BMIHHS
y3arajJbHIOBaTH 1 CUCTEMAaTU3yBaTH 3HaHHS, CTBOPUTH arMocdepy eMOLIHNHOTro

niaiomy.

Ilnan:

1. Traumas of musculoskeletal system of athletes.

2. IlpaBuna 3 npaBonucy, MOpdoJIorii, CHHTAKCUCY Ta TPaMaTHUKHU.

3. [IpaBuna yTBOpEHHS Ta BXKUBAHHS aHTIIHCHKOTO PEYCHHS 3a (haxoMm.

4. BukoHaHHs Bpas , MOPGOIOTIYHIHN, CHHTAKCUYHUN 1 TpPaMaTUYHUIN aHami3

Martepiaiy.
MeToauuHi pekoMeHaamii:

ITix yac BuBueHHs Temu : Traumas of musculoskeletal system of athletes, Bapto
30CEepEeaUTH yBary Ha 3aCBO€HHI JIEKCUKO-TpamMaruyHoro marepiaixy. HeoOxigHo
3’scyBaTy (PYHKI[IOHYBaHHS JIGKCMYHUX OIMHUIL Y TEKCTi 3a (paxom. baxkano
NPOMOHYBaTH YCHUW TMepeKa3 TeMU 1 BUKOHAHHS BIpPaB MJs 3aKpilICHHS

OTPUMAaHHX 3HAHD.
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HpakTnune 3anarTa Ne 10

Tema: Traumas of musculoskeletal system of athletes

3aBmanns 1. [IpounTaiiTe, mepekiaaiTh 1 BUBYITH CIOBA Ta CIOBOCIIONYYEHHS JI0

TCMHU.

children and adolescents

to contribute to the patterns of injuries
injuries previously seen in mature athletes
sport-related musculoskeletal injuries
repetitive overuse and acute macrotrauma
to define sports injuries

on athlete-exposure time

3aBnanHs 2. 3HaWIITh €KBIBAJICHTHI MMAPU CIIOBOCIIONYYCHD:
-sport-related musculoskeletal injuries -JITH Ta MTITKA

-to define sports injuries -TpaBMH, K1 PaHillIe CIIOCTEPITaInCs

y 3pLIUX CIIOPTCMEHIB

-children and adolescents -IIOBTOPIOBaH1 HAJAMIpHI Ta

roCTpl MaKpOTPaBMHU

-repetitive overuse and acute macrotrauma -CHPHUSTH MOSBI TPAaBM
-to contribute to the patterns of injuries -BU3HAYUTHU CIIOPTUBHY TPABMY
-on athlete-exposure time -TpaBMH, fK1 3B’s13aH1 3

OTNIOPHO-PYXOBHUM anaparom

-injuries previously seen in mature athletes -4ac BIUTMBY Ha CIIOPTCMEHA
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3aBganHg 3.

to contribute - contributing to modulate
to provide to relate
to define to increase

3aBnanng 4. [Ipounraiite TEKCT 1 3HANAITH HOBY JIEKCHKY.

Sports-related musculoskeletal injuries in young athletes in United States

Over the past several decades there has been increased participation in
sports by children and adolescents at earlier ages in the United States, as well as
more intense participation and specialization in sports at very early ages. This
trend has also partly contributed to the patterns of injuries seen in young athletes,
and especially in recent years, injuries previously seen in mature athletes are
being seen in young athletes. Overall, the vast majority of sport-related
musculoskeletal injuries in children and adolescents are due to repetitive overuse
and acute macrotrauma is less frequently seen in young athletes. Epidemiological
data on sports injuries are provided by several national surveys. Investigators
have used different methods to define sports injuries and the most widely used
definition is based on athlete-exposure time. Certain aspects related to adolescent

growth and development modulate the pattern of injuries.

3aBmanns 5. JaiTe BiAMOBIII Ha 3alUTAHHS.

1. What has been there increased over the past several decades?
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2. What trend has also partly contributed to the patterns of injuries seen in
young athletes?

3. What injuries are due to repetitive overuse and acute macrotrauma ?

4. What are provided by several national surveys?

5. What the most widely used definition is based on?

3aBaanus 6. [IpounTaiiTe TEKCT CAaMOCTIMHO Ta JaiTe HOMy Ha3BY.

The musculoskeletal system is divided into three components; the trunk,
the upper extremity and the lower extremity. Each component is further classified
into bones, joints, ligaments, tendons and muscles.Thus, the musculoskeletal
system consists of three general components that rely on each other in order to
function properly. Injury to one component may lead to dysfunction and
ultimately to the deterioration of the other two components. In addition, the
musculoskeletal system relies on and supports the circulatory system and the
nervous system. Musculoskeletal injuries can result in damage to either of these
two systems, and damage to the circulatory and/or nervous system can result in
dysfunction or deterioration of the musculoskeletal system. The skeletal system
is mostly made of bones and cartilage. The bones are connected together by a
number of joints to form the skeleton of the body. The bone is a hard connective

tissue. This is due to its high content of calcium salts.

Generally, participation in sports activities promotes health and reduces the
risks of developing chronic diseases such as hypertension, heart disease, cancer
and diabetes; however, it also carries the risk of injuries. Soft tissue, bone,
ligament, tendon and nerve injury can occur in athletes of all ages. Among
children, there is a risk of injury at the epiphysis, the growth plate of the bone,
because the musculoskeletal system is not fully developed. Moreover, injury may
occur in children with an immature musculoskeletal structure due to an

imbalance between muscle strength and flexibility. Sports injuries and disabilities
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generally occur at the knee, ankle, hip, shoulder, elbow and wrist joints, or the
vertebrae. Sports injuries are common at the ankle and knee. Age, gender and

the type of sports activity affect the incidence of injury.

To prevent injuries among athletes, it is necessary to examine the history
of injuries in athletes and to perform a physical evaluation before they participate
in sports. The foot-ankle region showed the highest incidence of injury, whilst the
hip-femur region had the lowest. Participation in sports has been linked to many
health benefits including improved cardiovascular, musculoskeletal, and
psychosocial health but participation is also associated with a potential risk of
injury. The shoulder has been reported as the joint most frequently injured,
followed by the elbow. Adolescent athletes present a particular challenge when
injured, as they are most often during or just after periods of rapid growth.

Musculoskeletal injuries account for most sports- related injuries.

Overuse-musculoskeletal injuries account for more than half of all sport-
related injuries in adolescents and young adults. Overuse injuries can result in
chronic or intermittent symptoms, depending on the athlete’s level of activity.
Acute muscle injuries (strains, contusions, and lacerations) can bring significant
structural or functional damage to the muscle. Studies of gender-specific rates
showed that males aged 5 - 24 years were managed for a musculoskeletal injury

more than twice as often as females from the same age group.

3aBnanns 7. HanumniTh miiaH TEKCTY.
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METOINYHA PO3POBKA Ne 11

JJIS1 IPOBEAEeHHSI MPAKTHYHOIO0 3aHATTS 3 HABYAJIbHOI M CIUIJIIHH

Monayas 2.

Tema: Remedial gymnastics after combat damage and musculoskeletal system.

Mera: akTuBi3allisl Ta 3aKpilUICHHS 3HAaHb 3 MIPABOMUCY, CUHTAKCUCY Ta
rpaMaTuKi 3a TeMOK 3aHATTS. DOopMyBaHHS HAaBHUYOK MEPEKIaly PEUYCHb 3

aHIIIIChKOT MOBH Ha YKpaiHChbKY. BuxoBaHHs J11000B1 10 MOBH.

Ilnan:

1. Remedial gymnastics after combat damage and musculoskeletal system.
2. [IpaBuna 3 mpaBonucy,MopQoiorii,CHHTAKCUCY Ta TPaMaTHKH.

3. IlpaBui yTBOpPEHHS Ta BKUBAHHS aHIJIIHCHKOTO PEYCHHS 3a (haxoM.

4. BuxkoHaHHS BIpaB ,MOP(OJOTIUHUI, CHUHTAKCUYHUHN 1 TpaMaTUYHUN aHai3

Marepiay.

MeToan4Hi pekoMeHaamii:

[Tin wac BuBueHHs Temu: Remedial gymnastics after combat damage and
musculoskeletal system He0OXiTHO NPUILTATA yBary 3acBOEHHIO JIEKCHUKO-
rpamatuyHoro wmarepiany. HeoOximHO 3HaWTHM Ta 3acBOITH (PYHKIIOHYIOY1
JIEKCUYH1 OIMHMIII y TEKCTI 3a (paxoM.bakaHo mporoHyBaTu yCHHM IepeKas TeMu

1 BUKOHAHHS BIIPaB ISl 3aKPITJICHHS! OTPUMAHUX 3HAHb.
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IIpakTuune 3anaTTs Ne 11

Tema: Remedial gymnastics after combat damage and musculoskeletal

system

3aBnanns 1. [IpounTaiite, mepekyiaaiTh i BUBYITH CJIOBA Ta CIIOBOCIIOTYYEHHS 10

TCMU:

to improve a weightlifter's health and lifestyle, alleviating pain and reducing
potential for injury, ultimate impact of sports massage therapy, the body's internal
tissues, long stroking movements, to help repair damaged muscles, increasing a
fresh blood and oxygen supply and removing toxins, to regulate the pores in the
fibrous tissues, new oxygen and nutrients are supplied, release tension and
pressure build up, stretch muscles lengthwise and sideways, to exhibit a high
degree of flexibility, disturbances of collagen scar tissue, development of various
adhesions, tissues stubbornly stick together, opposing muscles, to increase muscle

relaxation levels, to identify potential trouble spots.

3aBnanus 2. [IpounTaiite TEKCT 1 AaiiTe HoMy Ha3BY. 3HAUIITh HOBY JIEKCHKY.

The physical effects of massage therapy can greatly improve a
weightlifter's health and lifestyle by alleviating pain and reducing potential for
injury in several ways. The ultimate impact of sports massage therapy is to
increase the health of the body's internal tissues by improving circulation of blood
and nutrients, while simultaneously removing toxins. This is accomplished by

varying type of stroke use.
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Long stroking movements are used to move fluid through the circulatory
system. How this works is interesting. As pressure increases in front of the
masseur's stroke, suction is created behind the stroke. This helps repair damaged
muscles by increasing a fresh blood and oxygen supply and removing toxins that
have built up in the tissue. Deep massages help to regulate the pores in the fibrous
tissues, which increases permeability. This allows for more fluids and nutrients
to flow through the tissue. Waste products are removed and new oxygen and

nutrients are supplied.

Stretching of the tissues during a massage helps muscle fibers release
tension and pressure build up. The massage helps stretch muscles lengthwise and
sideways along the natural flow of circulation and the muscle tissues. Some of
the following claimed benefits should result from basic massage techniques,

whereas others will tend to come from more advanced and focused techniques.

Massage therapy can improve flexibility. For a lifter to achieve optimal
performance, he or she must exhibit a high degree of flexibility. Since massage
therapy stretches the muscle fibers, flexibility is promoted and maintained. High
volume or intensity training cycles and competition usually lead to increased
muscle tension. The effects here may include disturbances of collagen scar tissue
and development of various adhesions where the muscle, fascia, and other tissues
stubbornly stick together. If this happens you will experience a reduction in

overall flexibility and an increased chance of injury.

It should also be remembered that all muscles even when they do become
overly tight, do not become so to the same extent all over the body. Tightness in
one muscle group may not be balanced off by a similar degree of tightness in the
opposing muscles. If not attended to, this can cause a permanent imbalance in the
muscles. We see the best example of this occurring with bench pressers. They
have well-developed pecs that are often in a permanently tight condition. The

opposing muscles in their back are not always as well developed or as highly
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maintained. The result is the bench presser's hunched-over posture, familiar to

anyone who has spent time in an elite power gym.

Massage therapy improves circulation, and with better circulation the lifter
can breathe easier and move more smoothly. Heavy training cycles causes
microscopic damage (micro-trauma) to the muscle and fascial tissue. That
damage must be repaired via increased blood flow (i.e., nourishment). Since
massage helps the blood flow, the circulation of the lifter will be improved and
this will enhance his or her performance levels. This will have a great impact on
lymphatic and blood circulation, influencing waste removal from these areas, as
well as food and oxygen supply to these areas. All of this leads to faster recovery

and an earlier return to effective training.

Tight muscles are also problematic in the opposite direction of blood flow.
If tight muscles slow down blood flow to the muscles, then they also slow down
the removal of metabolites. Remember it is in the recovery phase of training that
strength adaptation occurs. Nutrients gained via adequate nutrition are
transported in the blood to rebuild broken-down tissues and make them stronger.
If the muscles are tight, then that will reduce that blood flow during the recovery

phase. The result will be less than adequate progress.

Massage alleviates muscular pain, whether caused by overwork or injury.
If an athlete 1s in pain, he or she will not be able to approach maximum
poundages. Chronic or acute pain unavoidably psyches out the lifter. The less pain
that is felt, the better the lifter will perform. Pain is a signal that something is
wrong, so that will have to be dealt with. Massage will often be part of the
required therapy.As we already know, sleep is another big part of the recovery

Process.

Massage therapy promotes better sleep patterns. Massage can actually

improve the quantity and quality of sleep. By getting more and deeper sleep, the
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athlete will be better able to perform at his or her best. The lifter who goes to bed
in a high-tension state will have difficulty getting to sleep and may often wake
during the night or wake too early. All of this compromises recovery. Massage
will reduce some of that tension and promote deeper and longer sleep. Volume
and intensity are not just important in your training. They apply to sleep

parameters as well.

Massage therapy increases muscle relaxation levels. Many lifters exhibit
that hard driving type-A personality where relaxing is difficult. In those situations
stress can get the better of the lifter. With regular massage, such a lifter can learn

to relax body and mind and perhaps improve his performances.

By having a deep tissue massage at least once per week, lifters can keep
their muscles healthy, improve their flexibility, maintain a state of relaxation and
thus have a better sleep cycle. It is worth considering if you are having problems
recovering from workouts. Massage therapy can also help to identify potential
trouble spots before they progress into something more serious. A skilled touch
may reveal those soft tissue micro-injuries. So, treat yourself to a massage and

your body and your performance may thank you for it.

3aBaanHs 4. 3HANAITh y TEKCTI aHIIIMChK1 €KBIBAJIGHTH CJIOBOCIIONYYECHbD:

¢13u4HI ePeKTH MacakKHOIO Teparii, IMOBIPHICTh TPaBMHU, MOJINIICHHS 310POB's
BHYTPIIIHIX TKAHWH, MOTIMIIEHHS UPKYIAIIT KPOB1 1 MOKUBHUX PEYOBUH, JOBT1
MOMIAJKYIOUU PYXH, 301JIbIIYBATH IIPUILIIUB CBIXKO1 KPOBI 1 KMCHIO, 301IbIIIYBaTH
MPOHUKHICTh, PO3TATYBAHHS TKAaHWH IIJI YaCc Macaxy, TPEHYBAJIbHI ITUKIU
BEJIUKOTO 00cCiIry ab0o 1HTEHCHMBHOCTI, 3MaraHHsl 3a3BHYail MTPU3BOIATH 0O
301IbIIEHHS. M'SI30BOi HAIMPYTH, MiJBUIICHHSI HMOBIPHOCTI OTpUMaHHS TPaBMH,

TePMETUYHICT, B OJIHIM T'pymi M'sI3iB, 3ropOJieHa 103a KUMY JIeKaud, BaxKi
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TPEHYBaJIbHI ITUKJIM, MIKPOCKOITIYHE YIITKOJKEHHS (MIKpOTpaBMa) M'si31B, Macax
3HIMa€ M'SI30BUM O11b, BUKIIMKATU MEPEBTOMOIO 200 TPaBMOIO, PIBEHb M'SI30BO1

pemakcartii, MMOOKHiA Macak TKAHWH, BU3HAYUTH MTOTEHITIIHI TTPOOIEMHI MiCIIS.

3apmanus 5. JlaliTe BiAIIOBII HA 3aIIUTAHHS.

What can greatly improve a weightlifter's health and lifestyle?
Wherein lies the ultimate impact of sports massage therapy?
What for are the long stroking movements in massage?

What do deep massages help?

What does stretching of the tissues help during a massage?
What can improve massage therapy?

Why will massage can often be part of the required therapy?

What does massage therapy promote?

o o N kWD =

Why does massage therapy increase muscle relaxation levels?

10.What may reveal skilled touch?

3apnanHs 6. HanumriTe 1uian TEKCTY.

3aBmanHs 7. Po3kaxiTh, 1110 BH 3HAETE PO TEPANCBTUIHY KOPUCTh MACaKY.
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IIpakTuune 3aHaTTs Ne 12

Moayab 2.
Tema: Kinesiotherapy. Kinds of kinesiotherapy.

Meta: popMyBaHHS HaBUYOK CAMOCTIMHOI MISUTBHOCTI CTYJICHTIB Ha 3aHSTTI,
PO3BHUBATH TBOPYE MUCIICHHSI CTYICHTIB 3 TEMH 3aHATTS, COPHUITH (HOPMYBAHHIO

Mi3HaBAJIBHOTO IHTEPECY B MPOIIECi HABYAHHS.

Iliaan:

1. Kinesiotherapy. Kinds of kinesiotherapy.

2. IIpaBuna 3 npaBonucy, MOpQoJorii, CHHTaKCHCY Ta TPaMaTHKHU.

3. IlpaBunia yTBOpEHHS Ta BXKHBAHHS aHTJIIICHKOTO pEYeHHs 3a (haxoM.

4. BuxoHanHs BopaB ,MOp(OJIOTTYHUI, CHHTAKCUYHHUM 1 TpaMaTUYHUN aHa13
Marepiany.

MeTonn4Hi pekomMeHaamii:

[Tin wac BuBuenHs temu: Kinesiotherapy. Kinds of kinesiotherapy #HeoOximHo
OPUIUIMTH YyBary 3acBOEHHIO JIEKCHKO-TpamMaTuyHoro marepiainy. HeoOxigHo
3HANTH Ta 3aCBOITH (PYHKIIOHYIOU1 JIEKCUYHI OAUHULI Y TeKCTI 3a (haxoM.baxkaHo

MPOTIOHYBaTH YCHHWM TepeKa3 TEeMH 1 BUKOHAHHS BIOpaB IS 3aKPITJICHHS

OTPUMAHHX 3HAHb.
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IpakTnune 3anaTTs Ne 12

Tema: Kinesiotherapy. Kinds of kinesiotherapy

3aBaanus 1. [IpouunTaiite, mepexiaaiTh 1 BUBUITH CJIOBA Ta CJIOBOCHIONYUYCHHS

J0 TEMMU:

physical activity; exercise goals; to recover from injury; to improve their
overall well-being; to involve exercises; to use ultrasounds, medical tools, and
massages; a healthcare professional; to use hands-on therapy; to be evident in
job duties; canes, wheelchairs, and walkers; geriatrics or orthopedics;

advanced rehabilitation.

3aBaaHHs 2. 3HANAITH €KBIBAJICHTHI TApH CIIOBOCIIOIYYECHb:

to apply exercise principles - oriHka ¢iTHeC piBHS Malli€eHTa

to improve their mobility, strength, and endurance - kiiHIYHI TOAUHU

a healthcare professional - BukoHyBaTH OCHOBH1 peadiTiTaliiHI TEXHIKH
clinical hours - MenuuHuMil poOITHUK

to perform more basic rehabilitation techniques - BnpaBu Ha 3ano0iraHHs TpaBM
planning fitness and exercise programs - OyTH CIIPSIMOBAHUM Ha T€. 110
evaluating patients' fitness level-momninmryBaru pyXiauBiCTh, CUITy 1 BUTPUBAIICTD

preventing injury through exercise - manyBanHs porpam 3 (iTHeCY 1 BIIpaB
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3anannsg 3. [IpounTaiite TEKCT 1 3HANAITH HOBY JICKCHKY.

Kinesiology vs. Physical Therapy

Kinesiology is the science of physical activity. Kinesiotherapy uses
kinesiology principles to help patients meet exercise goals or recover from injury.
Students wondering 'what is kinesiotherapy?' and 'how is it different than physical
therapy?' should know that although both kinesiotherapy and physical therapy
aim to help people improve their overall well-being, the techniques used are often
different. Kinesiotherapy applies exercise principles to help patients improve
their mobility, strength, and endurance, while physical therapy involves exercises

and other techniques, such as using ultrasounds, medical tools, and massages.
Kinesiotherapist vs. Physical Therapist

A kinesiotherapist is a healthcare professional who uses exercises and
movement education to help patients, while a physical therapist is a healthcare
professional who uses hands-on therapy, exercises, stretches, and more to help
patients. Both professionals may work with patients who have lost mobility
and/or strength in their body due to injuries or illnesses. However, one of the

biggest differences between the two careers is the education requirements.

Kinesiotherapists, or exercise physiologists, must have at least a bachelor's
degree in kinesiology, exercise science, or another related field. Bachelor of
Science (BS) in Kinesiotherapy programs or a concentration in the field are also
available and usually require around 1,000 clinical hours of hands-on experience.
Graduates may then pursue the American Kinesiotherapy Association's
Registered Kinesiotherapist (RKT) credential, or graduates of these bachelor's
degree programs may pursue other optional certifications to demonstrate

proficiency in the field, such as the Exercise Physiologist Certified (EPC)
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certification, the Certified Exercise Physiologist (EP-C), or the Certified Clinical
Exercise Physiologist (CEP).

Physical therapists, on the other hand, must have a Doctor of Physical
Therapy (DPT) degree. Physical therapy schools are available across the country,
including physical therapy schools in New Jersey and physical therapy schools in
Texas. These programs require 1-year residencies after completing coursework
and help prepare students to take the National Physical Therapy Examination.
Graduates may also pursue physical therapy certification programs in different

areas of specialization.

What Does a Kinesiotherapist Do?

Other differences between a kinesiotherapist and a physical therapist are
evident in their job duties. While some of these duties may be similar,
kinesiotherapists usually perform more basic rehabilitation techniques than a

physical therapist. Some specific job duties for kinesiotherapists may include:

o Planning fitness and exercise programs

o Analyzing patients' medical histories

o Evaluating patients' fitness level

o Taking patients' heart rate, blood pressure, etc.

o Creating individualized exercise plans for each patient

What Does a Physical Therapist Do?

Physical therapists tend to perform more advanced rehabilitation and
treatment plans for their patients. They may incorporate the use of medical
equipment, such as canes, wheelchairs, and walkers, and some physical therapists
may specialize in a particular type of care, like geriatrics or orthopedics. Other

specific job duties may include:
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Diagnosing patients' movements through observation and medical
histories

Educating patients about the recovery process

Creating an individualized treatment plan for each patient

Increasing mobility and/or preventing injury through exercise, equipment
use, hands-on therapy, etc.

Monitoring patients' progress and adjusting treatment as needed

Kinesiotherapist Salary vs. Physical Therapist Salary

In September of 2019, PayScale.com reported that the average annual

salary for a registered kinesiotherapist (RKT) was $67,000. The website also

reported that the average annual salary for a physical therapist was $70,699, as of
November 2019.

The U.S. Bureau of Labor Statistics (BLS) also reported the average

salaries for these professions in 2018. The BLS stated that exercise physiologists

made an average annual salary of $54,760, while physical therapists made an

average annual salary of $88,880.

3aBnanHs 4. JlaiiTe BIANOBIAl HA 3alIUTAHHS.

ook D

. What is kinesiology?

What principles do kinesiology use?
Who is a kinesiotherapist?
Where are physical therapy schools available?

What is the difference between a kinesiotherapist and a physical therapist?

3aBnanusa 5. Hanuiite miad Tekcra.
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METOJINYHA PO3POBKA Ne 13

JJIS1 IPOBEAEeHHSI MPAKTHYHOIO0 3aHATTS 3 HABYAJIbHOI M CIUIJIIHH

Monayas 2.

Tema: Remedial gymnastics after amputation, endoprosthetics

and fractures.

Mera: axTuBi3alis Ta 3aKpilUIEHHA 3HAaHb 3 TIPABOIHKCY, CHUHTAKCHUCY Ta
rpaMaTUKH 32 TEMOIO 3aHATTI. DOopMyBaHHS HABUYOK IMEPEKIIaTy pEUYCHb 3

aHTITIMChKOT MOBH Ha yKpaiHChbKY. BuxoBaHHsI 11000Bi1 10 MOBH.

Ilnan:

1. Remedial gymnastics after amputation, endoprosthetics

and fractures.

2. [IpaBuna 3 mpaBonucy,MopQoiorii,CHHTAKCUCY Ta TPaMaTHKH.

3. IIpaBui yTBOpEeHHsI Ta BKUBAHHS aHIIIHCHKOTO PEUYECHHS 3a (paxoMm.

4. BuxoHaHHs BIpaB, MOP(OJIOTIYHUHN, CUHTAKCUYHUMN 1 TpaMaTUYHUI aHai3

Marepiaiy.

MeTtoau4Hi pekoMeHaaWii:

[Tin vac BuBuenns temu: Remedial gymnastics after amputation, endoprosthetics
and fractures HeOOX1JHO MPUIUIMTH yBary 3aCBOEHHIO JIEKCUKO-IPaMaTuyHOIO
Marepiany. HeoOx11HO 3HAUTH Ta 3aCBOITH (PYHKI[IOHYOU1 JIEKCUYHI OJUHHUII Y
TEKCTI 3a paxoM. baxkaHo mponoHyBaTy yCHUH IlepeKa3 TEMU 1 BAKOHAHHS BIIPaB

JIIA SaKpiHJIeHH}I OTpUMAaHUX 3HAHb.
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IpakTrune 3ansaTTa Ne 13

Tema: Remedial gymnastics after amputation, endoprosthetics and

fractures

3aBnanHs 1. [IpounTaiiTe, nepeKyIaaiTh 1 BABUITH CJIOBA Ta CIOBOCIIOIYYEHHS 10

TCMU:

to limit a person's abilities; to arrive at a diagnosis; to establish a management

plan; manual therapy; mechanical devices; assistive devices; intervention;

wellness-oriented programs; functional movement; private-owned physical

therapy clinics; outpatient clinics; the non-patient care roles.

3aBaaHHs 2. 3HANAITH €KBIBAJICHTHI TApH CIIOBOCTIONYYCHb:

to address the illnesses

to perform functional activities
to incorporate the results
traction

the loss of mobility

lifespan

health care executives

MEJIUYH1 MpaIliBHUKH
TPUBATICTD KUTTS

BTpara pyxy

3yCTPITUCS 3 XBOPOOaMHU
BUKOHYBAaTH (PyHKIIIOHAJIBbHI 11
310paTu pe3ysibTrartu

KOHTPOJIb HiI[ HaBaHTaXCHHAM

3aBnanus 3. [IpounTaiiTe TEKCT, 1aiTe oMy Ha3BY 1 3HAUIITh HOBY JIEKCHUKY:
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Physical therapy attempts to address the illnesses, or injuries that limit a
person's abilities to move and perform functional activities in their daily lives.
PTs use an individual's history and physical examination to arrive at a diagnosis
and establish a management plan and, when necessary, incorporate the results of
laboratory and imaging studies like X-rays, CT-scan, or MRI findings.
Electrodiagnostic testing (e.g., electromyograms and nerve conduction velocity
testing) may also be used. PT management commonly includes prescription of or
assistance with specific exercises, manual therapy and manipulation, mechanical
devices such as traction, education, electrophysical modalities which include
heat, cold, electricity, sound waves, radiation, assistive devices, prostheses,
orthoses and other interventions. In addition, PTs work with individuals to
prevent the loss of mobility before it occurs by developing fitness and wellness-
oriented programs for healthier and more active lifestyles, providing services to
individuals and populations to develop, maintain and restore maximum
movement and functional ability throughout the lifespan. This includes providing
therapeutic treatment in circumstances where movement and function are
threatened by aging, injury, disease or environmental factors. Functional
movement is central to what it means to be healthy. Physical therapy is a
professional career which has many specialties including musculoskeletal,
orthopedics, cardiopulmonary, neurology, endocrinology, sports medicine,
geriatrics, pediatrics, women's health, wound care and electromyography.
Neurological rehabilitation is in particular a rapidly emerging field. PTs practice
in many settings, such as private-owned physical therapy clinics, outpatient
clinics or offices, health and wellness clinics, rehabilitation hospitals facilities,
skilled nursing facilities, extended care facilities, private homes, education and
research centers, schools, hospices, industrial and this workplaces or other

occupational environments, fitness centers and sports training facilities.

79


https://en.wikipedia.org/wiki/Medical_history
https://en.wikipedia.org/wiki/Physical_examination
https://en.wikipedia.org/wiki/Medical_diagnosis
https://en.wikipedia.org/wiki/Electromyograms
https://en.wikipedia.org/wiki/Healthy
https://en.wikipedia.org/wiki/Musculoskeletal
https://en.wikipedia.org/wiki/Orthopedics
https://en.wikipedia.org/wiki/Cardiopulmonary
https://en.wikipedia.org/wiki/Neurology
https://en.wikipedia.org/wiki/Endocrinology
https://en.wikipedia.org/wiki/Sports_medicine
https://en.wikipedia.org/wiki/Geriatrics
https://en.wikipedia.org/wiki/Pediatrics
https://en.wikipedia.org/wiki/Women%27s_health
https://en.wikipedia.org/wiki/Wound_care
https://en.wikipedia.org/wiki/Electromyography
https://en.wikipedia.org/wiki/Neurological_rehabilitation
https://en.wikipedia.org/wiki/Outpatient_clinic
https://en.wikipedia.org/wiki/Outpatient_clinic
https://en.wikipedia.org/wiki/Rehabilitation_hospital
https://en.wikipedia.org/wiki/Schools
https://en.wikipedia.org/wiki/Hospices
https://en.wikipedia.org/wiki/Health_club
https://en.wikipedia.org/wiki/Sports_training

Physical therapists also practice in the non-patient care roles such as health
policy, health insurance, health care administration and as health care executives.
Physical therapists are involved in the medical-legal field serving as experts,

performing peer review and independent medical examinations.

Education varies greatly by country. The span of education ranges from
some countries having little formal education to others having doctoral degrees

and post-doctoral residencies and fellowships.

3aBnanus 4. JaiiTe BiMOBIAI HAa 3aITUTAHHS.

1.What does physical therapy attempt?

2.What does physical therapy use?

3.What does physical therapy management commonly include?
4.Whom does physical therapy work with?

5. What specialties does physical therapy include?

6. What is neurological rehabilitation

7. Where does physical therapy practice?

3aBnadHs 5. HanuiniTe miaH TekcTa.

3aBaanus 6. Hanumiite pedepar upboro Tekcra.

3aBnanns 7. [IpounTaiite 1 mepekiaagiTe TeKCT. JlaliTe oMy Ha3By.
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Low rates of exercise among people with post-traumatic stress disorder
(PTSD) may explain why many people with PTSD have been found to be at high
risk for a number of physical health problems, such as obesity, heart disease, pain,
and diabetes. There may be several reasons why people with PTSD are less likely

to exercise.
Why People with PTSD Exercise Less

First, exercise can increase bodily arousal. Your heart might race. You may
experience shortness of breath. Although most people don't think twice about
these symptoms, if you have PTSD, you may be particularly hesitant to

experience this arousal.

Many people with PTSD fear bodily symptoms that are associated with
anxiety, such as increased heart rate and shortness of breath. They also may fear
that bodily arousal from exercise might cause their hyperarousal symptoms to
worsen. As a result, they may try to avoid exercise or any other activity that
increases bodily arousal. In addition, PTSD is associated with a higher risk of
experiencing depression. When you're depressed, you may experience low
motivation, low energy, and tend to isolate yourself. Given this, it's possible that
if you have symptoms of depression along with your PTSD, this might prevent

you from exercising.

Finally, people with PTSD engage in more unhealthy behaviors, such as
smoking and alcohol use. These behaviors may make it more difficult for

someone with PTSD to start an exercise program.
Exercise Benefits With PTSD

Whether or not you have PTSD, regular exercise has a number of benefits.
It can contribute to many positive physical health outcomes, such as improved
cardiovascular health, weight loss, and greater flexibility and mobility. In addition

to these physical health outcomes, regular exercise can also have a positive
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impact on your mental health by reducing anxiety and depression. Given the
benefits of exercise, as well as the numerous mental and physical health problems
experienced by people with PTSD, a regular exercise regimen may have a number

of advantages for you if you have PTSD.
The Effect of Regular Exercise on Symptoms

Several studies have looked at the effect of a regular exercise program on
PTSD symptoms. In one study of adults with PTSD, a 12-week exercise program
that included three 30-minute resistance training sessions a week, as well as
walking, was found to lead to a significant decrease in PTSD symptoms,
depression, and better sleep quality after the program ended. A review of four
randomized controlled trials (RCTs) on the effect of regular exercise on PTSD
also found that physical activity significantly reduced depressive and PTSD
symptoms. It suggested that more studies should be done on this relationship and
concluded that including physical activity in the treatment of PTSD appears to be
helpful.

Starting an Exercise Program

Before embarking on any exercise program, it's important to first check
with your doctor to make sure that you do it safely. Your doctor may also be able
to help you identify the best exercises given your goals, age, weight, or other
physical health problems that you're experiencing. If you're currently working
with a mental health provider, it may also be important to let him or her know
that you're interested in starting an exercise program. Exercise can be an excellent
form of behavioral activation, and your exercise goals may be able to be

incorporated into the work that you're already doing with your therapist.

3aBmgannga &. Hanumnite miiaH 1bOro TeKCTa.
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IIpakTuune 3anaTTa Ne 14

Moayab 2.
Tema: Rehabilitation of invalids with defects of extremities and
with artificial knee joint.

Meta: axTuBi3allisl Ta 3aKpilUICHHS 3HaHb 3 TIPABOMUCY, CHUHTAKCUCY Ta
rpamMaTvKd 3a TEMOI 3aHATTS. POpMyBaHHS HAaBUYOK MEPEKIaZy pEyYEHb 3

aHTITIMChKOT MOBH Ha yKpaiHChbKY. BuxoBaHHs 11000Bi1 10 MOBH.

Iliaan:

1. Rehabilitation of invalids with defects of extremities and

with artificial knee joint.

2. [IpaBuia 3 mpaBonucy,MopQoIorii,CHHTAKCHCY Ta TPaMaTHKH.

3. IlpaBunia yTBOpEHHS Ta BXXKHBAHHS aHTJIIHCHKOTO pEYeHHs 3a (haxoM.

4. BuxoHaHHs BIpaB ,MOp(ONOriYHUIN, CUHTAKCUYHUI 1 TpaMaTUYHUIA aHal3
Marepiaiy.

MeTonn4Hi pekomMeHaamii:

ITix yac BuBuenHs temu: Rehabilitation of invalids with defects of extremities
and with artificial knee joint HeOOX1HO MPUILTUTH yBary 3aCBOEHHIO JIEKCUKO-
rpamatuyHOro Mmarepiamy. HeoOxigHO 3HalTH Ta 3acBOITH (YHKIIOHYIOUl

JIEKCUYH1 OJIMHUIIL Y TeKCTi 3a (paxom. baxkaHo mponoHyBaTy yCHUM repekas TeMu

1 BAKOHAHHS BITpaB IJIA SaKpiHJIeHHH OTPUMAHHUX 3HAHD.

83



IpakTnune 3anarTa Ne 14

Tema: Rehabilitation of invalids with defects of extremities and with

artificial knee joint

3aBnanHs 1. [IpounTaiiTe, nepeKyIaaiTh 1 BABUITH CJIOBA Ta CIOBOCIIOIYYEHHS 10

TCMU:

locomotor disabilities; a medical community; to put in our best efforts to
rehabilitate; the major cause for amputations; to have a potential to become
contributing, happy members of our society; to present best possible solutions;
artificial limbs for the lower extremity; the first established example of a
prosthesis; the wooden toe; metal hooks and wooden pegs; an amputation
surgery; to reduce mortality; to eliminate the need to handcraft individual
components, reducing rehabilitation time; the new devastating weaponry;
pneumatically powered hand; to introduce improved prosthetic designs; several
assessment scores; a residual limb length; a transfemoral amputee; the available

clearance; a knee disarticulation amputee.

3aBaanus 2. [IpounTaiiTe TEKCT 1 3HANAITH HOBY JICKCUKY:

Prosthetic Rehabilitation in the Lower Limb

Data from Census 2011 state that there are 5,436,000 people with
locomotor disabilities in India. Unfortunately, there is little data available on the
number of amputees in India. Nevertheless, as a medical community, it is

extremely important to put in our best efforts to rehabilitate this subset of patients
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for social reasons. The major cause for amputations in India is trauma. It is known
that trauma disproportionately affects young, economically active, male
individuals who have a significant lifespan ahead of them. Successfully
rehabilitated, these young amputees have a potential to become contributing,

happy members of our society.

This article is our effort to present best possible solutions currently
available for lower limb amputees and highlight how incorporating these
solutions in the rehabilitation plan can help enhance quality of life for these

amputees and, effectively, those of the families dependent on them.

History of artificial limbs for the lower extremity is extremely interesting

and often intertwined with the history of war and of surgery.

The first established example of a prosthesis is the Egyptian noblewoman's
toe dating back to 950—710 BC. Although the wooden toe offered no function, it
possibly made the noblewoman “complete,” by allowing her to wear an Egyptian
sandal. Metal hooks and wooden pegs crafted by artisans—which seem as mere

exaggerations today—were a reality for many centuries later.

The major advances in amputation surgery as well as prosthetic technology
came during or after the American Civil War (1861-1865). Use of ether or
chloroform for anesthesia, use of bromine to prevent gangrene, allowing only
experienced surgeons to perform amputations, mass casualty management
systems—these and many more techniques reduced mortality. However, soldiers
who survived—many of them amputated—had to be rehabilitated. In Europe and
in USA, many entrepreneurs designed newer types of prosthetic components as

well as suspension techniques benefitting amputees.

The World War we saw the need for providing prostheses to war amputees
quickly, especially in Germany. German technician Otto Bock started serial

production of prosthetic components, eliminating the need to handcraft individual
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components, reducing rehabilitation time. As wood was beginning to become

scarce, newer materials such as plastics were now used as substitutes.

In 1915, the first pneumatically powered hand was introduced in Germany.
Pneumatics and, eventually, hydraulics found their way into lower limb
prosthetics as well. However, the key milestone in the history of leg prosthetics
was introduction of the C-leg in 1999—the first fully microprocessor-controlled
prosthetic knee. Clinically proven to reduce falls, C-leg today has become a
standard of care for above-knee amputees and can be seen being used by several

Indian amputees as well.

Iraq and Afghanistan conflicts also saw a large number of young soldiers
being severely injured due to the new devastating weaponry, yet surviving due to
advanced evacuation techniques. These amputees did not want to be pushed back
to “desk jobs” but wanted to get back to service, even to active combat. The
Genium X3 was a result of R&D from the U.S. Army, which allowed these
veterans to run, climb stairs one over one, perform activities in or even under

water, and go back to active service.

The first Paralympic games were held at Rome in 1960. Since then,
Paralympic movement has inspired thousands of disabled athletes and other
amputees to participate in sports and has introduced improved prosthetic designs

exclusively for sport use.

Currently for prosthetic rehabilitation, advanced components and
techniques are available and accessible. Correct, usable information about the
available choices and processes can help the teams guide the patient and family
appropriately. Great outcomes could be achieved if the surgical team intervenes
and helps the patient and family make a reliable choice of a skilled and

experienced service provider as well as an appropriate prosthetic solution.
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This is just to reiterate the African proverb that says, “If you want to go

faster, go alone. If you want to go longer, go together!”

Several assessment scores are available to help surgeons make “salvage or

amputation” decision. Hence, we will not elaborate on tools to make this decision.

However, with 20 years of experience in treating Indian amputees, they

wish to outline certain insights that can assist during amputation decision.

The obvious principles here include preserve as many joints as possible and

preserve maximum possible bone length.

A study evaluating 28 transtibial amputees for their functional mobility
concluded that the amputation technique and resulting residual-limb factors may

be important for patients to achieve functional prosthetic use.

Ideally, a residual limb length of less than 5 cm in transfemoral or TT is
not viable for a prosthesis. However, we recommend that the decision to choose
the next higher amputation level be made in consultation with an experienced
prosthetist. For example, in a TT residual limb, length less than 5 cm is short per
say, but if reasonable range of motion (ROM) is available at the knee, it is
preferred over a transfemoral amputation. With advanced prosthetic suspension
techniques, the patient can still achieve an outcome that may be considered
suboptimal for a TT amputee but still will be better than that for a transfemoral

amputee!

Another perspective to take note of is that longest possible may not always
be ideal. If the available clearance (distance between the end of residual limb
from ground or from the next higher joint) is very limited, special components
built to be of low height need to be used. This may compromise function and add
unnecessary costs. We will like to share an example of a knee disarticulation
amputee for whom kneeling in prayer is crucial to follow his religious beliefs. In

his case, the prosthetist will not be able to use a “rotation joint”—an accessory
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that allows the lower segment to rotate and clear way for kneeling—as it makes
the prosthetic thigh longer than the normal thigh. This may keep the person away
from achieving “complete” rehabilitation. Therefore, in this case, a transfemoral

amputation could have been considered.

Pain on weight-bearing, limited, or no ROM at the proximal joint and very
short bony and muscular lever arms are the indicators to consider a proximal level

of amputation.

Transfemoral versus knee disarticulation has been a long-standing debate.
Once again, the decision must be made based on individual patient situation and,

preferably, in consultation with an experienced prosthetist.

3aBaanus 4. JlaiiTe BiMOBIAl HA 3alTUTaHHS.

f—

. How many people with locomotor disabilities are there in India?

2. What is the major cause for amputations in India?

3. Whom does trauma disproportionately affect?

4. What is this article about?

5. What do you know about the history of artificial limbs for the lower extremity?
6. What did German technician Otto Bock start?

7. What was introduced in Germany in 1915?

8. What has become a standard of care for above-knee amputees today?

9. When were the first Paralympic games held?

10. Why the amputation technique and resulting residual-limb factors may be

important for patients to achieve functional prosthetic use?
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11. What is the available clearance?

12. Why is the longest possible segment may not always be ideal?

3aBnanusa 5. HanuiiTe miad Tekcra.
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IIpakTuune 3anaTTs Ne 15

Monyas 2.

Tema: Physical therapy after dislocations of different localization. Physical

therapy after thermic injuries.

Mera: cucreMaTusyBaTH Ta MOTIIMOWTH 3HAHHS 32 TEMOIO, PO3BUBATH BMIiHHS
CaMOCTIHHO 3aCTOCOBYBAaTH MpaBHJIa, CTBOPUTU arMocdepy eMOIiiHOro

niaiomy.

Iaan:

1. Physical therapy after dislocations of different

localization. Physical therapy after thermic injuries.

2. IlpaBuna 3 npaBonucy, MOp¢oJIorii, CHHTAKCUCY Ta TPaMaTHUKHU.

3. [IpaBuna yTBOpEHHS Ta BXKUBAHHS aHTIIHCHKOTO PEYCHHS 3a (haxoMm.

4. BukonanHs BIpaB ,MOp(}OIOTIYHUN, CHHTAKCUYHUIN 1 TpaMaTUYHUNA aHai3

Marepiaiy.
MeToauuHi pekoMeHaamii:
ITix yac BuBueHHs TeMu :Physical therapy after dislocations of different

localization. Physical therapy after thermal injuries He0OX1JHO PUIIITUTH yBary
3aCBOEHHIO JICKCHKO-TpaMaTUYHOro Matepiany. HeoOxinHO 3HalWTH Ta 3acBOITH
(YHKITIOHYIOUI JISKCUYHI OJWHHUIN y TEKCTi 3a (paxom. baxaHo mpomoHyBaTH

YCHI/Iﬁ IIepeKa3 TCMu 1 BAKOHAHHS BITpaB IJIA 3aKpiHJI€HH51 OTPUMAHHX 3HAHD.
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HpakTnune 3anarTa Ne 15

Tema: Physical therapy after dislocations of different localization. Physical

therapy after thermic injuries

3aBnannsg 1. [IpounTaiiTe, mepekaaaiTh 1 BUBYITH CJIOBA Ta CIOBOCTIONYYCHHS 10

TCMU:

patellar dislocations; immobilization techniques; patient-reported outcomes;
redislocation rates; to advocate the use; a debilitating injury; acute dislocations;
noncontact twisting injuries; the best treatment modality; the patellofemoral joint;
the medial patellofemoral ligament; an initial traumatic dislocation; the
predisposing anatomic abnormalities; robust evidence; the first-time and

recurrent patellar dislocations; to explore the variability in practice.

3aBmanns 2. [IpounTaiiTe TEKCT 1 3HANAITH HOBY JICKCUKY:

Clinical Outcomes After the Nonoperative Management of Lateral Patellar

Dislocations

The first-line treatment for patellar dislocations is often nonoperative and
consists of physical therapy and immobilization techniques, with various adjuncts
employed. However, the outcomes of nonoperative therapy are poorly described,

and there is a lack of quality evidence to define the optimal intervention.

Patient-reported outcomes consistently improved after all methods of

treatment but did not return to normal. Redislocation rates were high and close to
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the redislocation rates reported in natural history studies. There is a lack of quality
evidence to advocate the use of any particular nonoperative technique for the

treatment of patellar dislocations.

A patellar dislocation is a debilitating injury typically associated with the
younger population, with incidence rates of primary dislocations varying from 29
to 43 per 100,000 in adolescents. Acute dislocations often occur as a result of
noncontact twisting injuries and frequently result in a loss of activity. Recurrent
dislocations may occur in a high proportion of patients (estimated as up to 50%),
and current evidence for the best treatment modality (operative vs conservative
[nonoperative] management) remains controversial, with a recent Cochrane

review suggesting the need for more high-quality trials.

Management principles for patellar dislocations are based around
strengthening or reconstructing the stabilizing elements of the patellofemoral
joint. In a patellar dislocation, the medial patellofemoral ligament (MPFL) is
often disrupted. This ligament is the primary medial static stabilizer of the patella,
with in vitro lateral translation increasing by 50% when deficient. This may
explain why recurrent instability often presents after an initial traumatic
dislocation. A high proportion of patients also have predisposing anatomic
abnormalities, such as patella alta, trochlea dysplasia, and quadriceps dysplasia,
which may increase the risk of ongoing instability. While a large body of literature
has focused on the results of surgical outcomes, the potential benefits of

nonoperative treatment are much less well understood or documented.

Nonoperative management has formed an integral part of treating primary
and recurrent dislocations. It is often considered to be the first-line treatment for
patellar instability. One of the challenges around nonoperative management is the
complexity of the interventions offered and the different approaches to
rehabilitation taken in different centers. Various physical therapy techniques have

been described with the aims of strengthening the quadriceps muscles; restoring
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range of movement; addressing deficiencies in hip, trunk, or foot biomechanics
that may precipitate instability; reducing pain; and improving patient confidence.
Different methods of immobilization have also been used in the acute phase, and
this also remains controversial. There are little data to determine which regimen

is best or even what approaches are most commonly used in practice.

Few and poor-quality studies have meant that previous systematic reviews
have failed to find robust evidence to suggest optimal nonoperative treatment
regimens or even to determine whether current approaches to nonoperative
management (such as physical therapy) have any effect on outcomes. The aim of
this review was to define clinical outcomes after the nonoperative management
of both first-time and recurrent patellar dislocations and to explore the variability

in practice within the literature.

3aBmanns 3. J[aiiTe BiAMOBIAI HAa 3alTUTAHHS.

1. What is the first-line treatment for patellar dislocations?
2. Why are the outcomes of nonoperative therapy poorly described?
3. When did patient-reported outcomes consistently improve?

4. Whom is a patellar dislocation as a debilitating injury typically associated

with?

5. When do acute dislocations often occur?

6. When may recurrent dislocations occur?

7. What are management principles for patellar dislocations based on?

8. What has nonoperative management formed?

93



9. What is the aim of this review?

3aBnanfg 4. Hanmunnite aHOTAIIIO [[OTO TEKCTA.

3aBmanns 5. [IpounTaiiTe TEKCT 1 BUMIIIIUTH HOBY JICKCHKY.
Rehabilitation of the burn patient

Rehabilitation is an essential and integral part of burn treatment. It is not
something which takes place following healing of skin grafts or discharge from
hospital; instead it is a process that starts from day one of admission and continues
for months and sometimes years after the initial event. Burns rehabilitation is not
something which is completed by one or two individuals but should be a team
approach, incorporating the patient and when appropriate, their family. The term
‘Burns Rehabilitation’ incorporates the physical, psychological and social aspects
of care and it is common for burn patients to experience difficulties in one or all
of these areas following a burn injury. Burns can leave a patient with severely
debilitating and deforming contractures, which can lead to significant disability
when left untreated. The aims of burn rehabilitation are to minimise the adverse
effects caused by the injury in terms of maintaining range of movement,
minimising contracture development and impact of scarring, maximising
functional ability, maximising psychological wellbeing, maximising social

integration.

The rehabilitation for patients with burn injuries starts from the day of
injury, lasting for several years and requires multidisciplinary efforts. A
comprehensive rehabilitation programme is essential to decrease patient’s post-
traumatic effects and improve functional independence. However, while optimal

treatment provision involves a multidisciplinary team approach, when this is not
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possible or when availability of therapists and support services are limited, all
members of the burns team can take responsibility for their part in rehabilitation
to maximise the benefit to the patient. While different professionals possess
expertise in their own specialities, there are some simple and effective methods
that can be utilised to help the patient reach their maximum functional outcome.
It is the dedication of the individuals within the burn team and the commitment
to caring for the patient and encouraging them to participate and engage fully in
their rehabilitation, which can make such a difference to their long-term quality

of life.

In this article, an effort is being made to share the basic aspects of burn
rehabilitation and provide practical information, which can be followed by
different professionals working within the speciality of burns (and can be taught
to family members) to best help their patients. Rehabilitation of burns patients is
a continuum of active therapy starting from admission. There should be no
delineation between an ‘acute phase’ and a ‘rehabilitation phase’ as this idea can
promote the inequality of a secondary disjointed scar management and/or
functional rehabilitation team. However, for the ease of following a pathway of
patient care, the stages of rehabilitation have been divided into early stages and
later stages of rehabilitation; although, it must be understood that there may be
significant crossover between these two stages depending on the individual

patient.

Depending on the size and severity of the injury, the patient’s age and other
pre-morbid factors, this stage can last from a few days to several months. The
patient may be an inpatient or may be treated as an outpatient and is likely to be
undergoing regular dressing changes, which are often painful and may also be a

very frightening experience for the patient.

Regular pain relief is essential, in particular prior to all interventions such

as change of dressing and exercise; this needs to be given in adequate time to take
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effect before commencing the procedure. The aim of analgesic drugs should be
to develop a good baseline pain control to allow functional movement and
activities of daily living to occur at any time during the day. Inadequate pain relief
in the early stages can result in a complete reluctance of the patient to participate

in their rehabilitation in both the short and long term.

Early commencement of rehabilitation is the key to compliance with
treatment and maximising long-term outcome. When the various aspects of
rehabilitation are introduced as an integral part of care from day one, whether the
patient is an in-patient or out-patient, they are easier for the patient to accept and
follow rather than as an additional element to their care at a later date when

contractures are already developing.

Patients may want to delay their rehabilitation until they feel better;
however, every day without burn therapy intervention will make the eventual
rehabilitation process more difficult and painful and may result in a poorer
outcome. If windows are missed, they cannot be regained easily, since the
inevitable sequelae of ever-increasing joint stiffness and tethered soft-tissue glide
become more and more devastating with the passage of time. Patients may try to
refuse treatment as they are in pain and may not understand fully the impact of
not participating in their rehabilitation; they therefore need the support and
encouragement of the burn care professionals to help them through this difficult

experience with the knowledge of how different their quality of life can be.

3ananns 6. Hanumrite pedepar 1ip0ro Tekcra.
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IIpakTnuHe 3anaTTa Ne 16

Moayab 2.
Tema: Physical therapy after frostbites.

Mera: BiI[HpaHIOBaTI/I HaBU4YKHW YCHOI'O MOBJICHHA 3 TCMHU 3aHATTS, PO3BHUBATHU
TBOPYC MHUCJICHHA CTy,Z[eHTiB 3 TCMHU 3aHATTA, IPUIICTINTU OCMHCIICHC CTABJICHHS

710 BUKOHYBaHO1 poOOTH.

Iliaan:

1.Physical therapy after frostbites.

2.IlpaBwuiia 3 mpaBonucy, MOpQoJorii, CHHTAaKCHCY Ta TPaMaTHKHU.
3.IIpaBuy yTBOpEHHS Ta BXXUBAHHS aHIIIIHCHKOTO PEYCHHS 3a PaxoMm.

4.BukoHaHHsl BIpaB, MOP(OJIOTTYHUM, CHHTAKCUYHUNA 1 TpaMaTU4YHHUI aHaui3
Marepiany.

MeTonn4Hi pekomMeHaamii:

[Tin yac BuBuenns temu: Physical therapy after frostbites HeoOXxiqHO TPUALTUTH
yBary 3acBOEHHIO JIEKCHMKO-IpaMaTuyHoro marepiainy. HeoOxigHo 3HaiiTH Ta
3acBOiTH (DYHKITIOHYIOUl JIEKCHYHI OMWHUIN Yy TekcTi 3a (daxom. baxkano

MPOTIOHYBaTH YCHHWM TepeKa3 TEeMH 1 BUKOHAHHS BIOPaB IS 3aKPITJICHHS

OTPUMAHHX 3HAHb.
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IpakTnune 3anarTa Ne 16

Tema: Physical therapy after frostbites

3aBnanss 1. [IpounTaiiTe, nepekiaaiTh 1 BUBUITH CJIOBA Ta CIIOBOCIOIYYEHHS 10

TCMHU.

the surprising characteristics of frostbite; crippling tissue; to be more apt; the
immersion foot; to be poorly adjusted; the severity of tissue damage; a direct
thermal injury to the tissue; changes in the microcirculation; forming intracellular
ice crystals; interstitial freezing with consequent extraction of water from the
cells; to undergo acute changes within hours; sedation; suffering from exposure;
to be incoherent; to be a mottled purple; to be dressed with fluffed gauze;

shriveled tissue.

3aBnannsg 2. [Ipounraiite TEKCT 1 3HAHAITH HOBY JICKCHUKY:

Treatment of Frostbite Today

One of the surprising characteristics of frostbite is the large amount of
tissue that can be saved - even when the hand or foot seems hopelessly frozen.
The best chance of preventing crippling tissue loss comes when you are lucky
enough to see the patient while the tissue is still frozen and can be rewarmed
rapidly. Unfortunately, he is more apt to be seen first by someone not familiar
with rapid rewarming, since it only recently became the accepted treatment for

frostbite.
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Much of what we now know about frostbite was learned during wartime.
During military campaigns, frostbite and the clinically similar immersion foot
(which results when the foot is immersed in water for long periods) have reached
epidemic proportions. Although immersion foot is uncommon among civilians,
frostbite is still a problem in all but the southernmost parts of the United States.
In five years, 54 frostbite victims have been hospitalized at Colorado General

Hospital and Denver V.A. Hospital.

Neurasthenic, poorly adjusted, excessively sweating, or self-destructive
individuals have been known since antiquity to have an increased susceptibility
to frostbite. Many alcoholics are victims, having fallen asleep in a snowbank, a
car, or an abandoned garage. Also, there have been patients who suffered repeated

episodes of frostbite that seemed to be suicidal gestures.

Other likely victims include winter sports enthusiasts and accident
survivors trapped in their wrecked automobiles. Several studies suggest that

Negroes may have a decreased adaptability to cold.

The severity of tissue damage depends upon the degree and the duration of
cold. Thus, wind, wetness, contact with metal, or anything that speeds heat loss

increases the danger to exposed parts of the body.

In studies in rabbits, frostbite occurred when thermocouples deep in the
tissue showed temperatures below 22°F., an observation generally confirmed in
clinical studies during the Korean War. The nature of frostbite has been highly
controversial. Until recently, most authorities believed that it was a direct thermal
injury to the tissue. Others believed the indirect injury resulted from changes in
the microcirculation. Now it appears that both mechanisms are important. Cold
can destroy tissue directly by forming intracellular ice crystals or more commonly
by interstitial freezing with consequent extraction of water from the cells. But the

blood supply to the frozen area also wundergoes profound changes.
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Microangiographic studies in animals have revealed that frostbite causes tortuous
dilatation of the small vessels, as well as sharply delineated occlusions and
intravascular tubular filling defects. Vascular stasis follows. If the injured area
does not undergo necrosis, it is left with a distorted vascular system reduced in

Cross section.

The frostbitten limb undergoes acute changes within hours. First the distal
areas become pale, then cyanotic. Just proximal may be a zone of intense
hyperemia. In time, the most severely affected areas blister and turn black. The

depth of the gangrene is difficult to assess until weeks later.

Even without tissue loss, frostbite may cause lasting symptoms:
hypersensitivity to cold, causalgia, hyperhidrosis, coldness, and stiff joints. The
explanation may be found in studies showing that blood vessels in frozen tissues
often lose their ability to constrict or dilate normally. In children, epiphyseal

damage may cause abnormal development of joints or bones.

In most cases, the hands or feet will already have been thawed when you
first see them. This is unfortunate because the supreme opportunity to favorably

influence the outcome of frostbite is when the extremity is still frozen.

Until a few years ago it was thought that the frozen part should be re-
warmed slowly by allowing it to warm at room temperature or even by rubbing it
with snow, beating it, or immersing it in cold water. Such recommendations were
passed from generation to generation and often taught by physicians to first-aid
classes. Then in the mid-1950’s the brilliant studies of R. B. Lewis conclusively
demonstrated the fallacy of this approach. He recommended rapid rewarming
instead, and clinical studies have amply confirmed his finding that much less

tissue is destroyed by rapid rewarming than by slow.

The ideal warming device is a deep-water bath with automatic temperature

control. Because this 1s almost never available, use a makeshift tub and control
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the temperature by adding appropriate quantities of warm water as the water
cools. Keep the temperature between 103° and 107.5° F. (40° to 42° C.); higher
temperatures risk further injury to the tissue, lower temperatures will not produce
maximum benefit. During warming, the line between cyanotic, partially
devitalized tissue and the proximal healthy tissue will move distally—first quite
rapidly, then more slowly. Sedation may be cautiously prescribed if required
during painful rewarming. If the patient is also suffering from exposure, as in the

following case, he may require rewarming of the whole body.

A 25-year-old mountain climber was lost in a snowstorm without food for
40 hours. When rescued, he was conscious, but incoherent. His rectal temperature
was 25° C.; respiration, 18; heart rate, 50; and blood pressure and peripheral pulse
were unobtainable. At the hospital, the BUN was measured at 56 mg.%; the
arterial pH, at 7.1.

When rewarming began, the patient’s ankles were a mottled purple; his feet
were dead white with no evidence of capillary filling. In water at 37° to 42° C.,
the color returned gradually to his feet, moving toward the toes rapidly at first,
then more and more slowly. Simultaneously, he was wrapped in blankets and
treated for shock and acidosis. It was apparent when the patient’s feet were
removed from the water that little if any tissue would be lost. A few hours later,
oliguria set in and persisted for 72 hours, requiring dialysis. Two days later the

BUN had dropped from 180 to 18 mg.%.

The frostbitten extremity may be dressed with fluffed gauze or left
exposed. In either case, watch closely for infection. After a few days of
immobilization, have the patient begin daily exercises. You can conveniently
combine this with cleansing by having him flex his fingers and toes during
whirlpool treatments using warm water and mild soap. In F. A. Simeone’s analysis
of cold injuries in wartime, exercise was one of the few measures of undoubted

value.
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One of the characteristics of frostbite is the large amount of tissue that can
be salvaged in an apparently badly injured member. Often the black, shriveled
tissue will eventually slough away like a cast, leaving far more viable tissue than
had been anticipated. The amount of tissue loss may not be apparent for weeks or
even months. That is why amputation should be delayed as long as possible—

usually months. Debridement should be conservative.

The care of the patient long after frostbite is essentially supportive. The
patient should avoid exposure to cold at all costs. Sympathectomy may be of

value in patients with evidence of sympathetic hyperactivity.

For almost 25 years there have been isolated reports of the benefits of
sympathectomy during the acute phase of frostbite. Such reports were difficult to
evaluate; hence sympathectomy has not been applied widely. Recently
Wesolowski and his associates have reported studies of patients who had
symmetrical freezing of the hands or feet. Sympathectomy was performed on
only one side; the other side was used as a control. On the side of the
sympathectomy, the extremity had less pain, more rapid resolution of edema, less

tissue loss, earlier demarcation, and faster healing.

These investigations as well as recent animal investigations suggest that
the best time for sympathectomy is between 24 and 72 hours after thawing. This
is not a recommendation for indiscriminate sympathectomy; it is not needed
unless massive tissue damage is evident from the outset. Even then, the risk of
the sympathectomy must be carefully weighed against the possible benefit. Less
controversial is the role of sympathectomy for palliation of the symptoms that
persist for years after cold injury—symptoms such as hyperhidrosis, coldness and

pain.

Intra-arterial vasodilators such as Priscoline, anticoagulants, fibrinolysins,

and low molecular weight plasma expanders may have value, but it has not yet
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been established. Recent studies with low molecular weight dextran, however,

suggest that it may prove valuable.

3apmanus 3. JlaliTe BIiAIIOBII HA 3alIUTAHHS.

1. What is one of the surprising characteristics of frostbite?

2. When do we know much about frostbite?

3. Who are the likely victims of the frostbite?

4. What does the severity of tissue damage depend upon?

5. What happens in frostbite?

6. What are the new ways to treat frostbite?

7. How long does it take healing of the frostbitten extremity?

8. What is the controversial role of early sympathectomy?

9. What are the experimental drugs for healing of the frostbitten extremity?

3aBnanns 4. Hanumrits pedepar 1ip0ro TeKcra.
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IlpakTuune 3anaTTst Ne 17

Moayab 2.
Tema: Physical therapy after traumas and diseases of maxillofacial area.

Mera: akTuBi3alisg Ta 3aKpIIUIEHHA 3HaHb 3 IIPABOINMKCY, CHUHTAKCHUCY Ta
IpaMaTUKH 3a TEMOIO 3aHATTA. DPOpMyBaHHS HABUYOK IEPEKIIaly pEYEHb 3

aHTITIMChKOT MOBH Ha yKpaiHChbKY. BuxoBaHHsI 11000Bi1 10 MOBH.
Iliaan:

1. Physical therapy after traumas and diseases of maxillofacial area.
2. IIpaBuna 3 npaBonucy, MOpQoJorii, CHHTaKCHCY Ta TPaMaTHKHU.

3. IlpaBus yTBOpPEHHSI Ta BXKUBAHHS aHIIIIHCHKOTO PEYCHHS 3a paxom.

4. BuxoHaHHs BIpaB ,MOp(ONOrIYHUIN, CUHTAKCUYHHUI 1 TpaMaTUYHUNA aHal3
Marepiany.

MeTonn4Hi pekomMeHaamii:

[Tlin wyac BuBuenHs temu: Physical therapy after traumas and diseases of
maxillofacial area HeEOOXiIHO TPHUIIIUTA yBary 3acBOEHHIO JIEKCHKO-
rpamatuyHOro Mmarepiamy. HeoOxigHO 3HaTH Ta 3acBOITH (YHKIIOHYIOUl

JICKCUYH1 OJIMHUIIL Y TeKCTi 3a paxom. baxkaHo mponoHyBaTy yCHUM nepekas TeMu

1 BAKOHAHHS BITpaB IJIAd SaKpiHJIeHHH OTPUMAHHUX 3HAHD.
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HpakTnune 3anarTa Ne 17

Tema: Physical therapy after traumas and diseases of maxillofacial area

3aBnanss 1. [IpounTaiiTe, nepeKiIaaiTh 1 BUBYITH CJIOBA Ta CIIOBOCIIOIYYEHHS 10

TCMU:

injuries with maxillofacial trauma; the incidence of inflammatory complications;
significantly worsens the outcome of trauma; to compensate lifecycle limitations;
the persons of the able-bodied age; the expressed disadaptation; to be
accompanied by expressed impairments; to be in the forefront; to accelerate bone
healing; to reduce the degree of inflammation; masticatory muscles; the

introduction of adaptive skills into everyday activities;

forced restriction of motor activity; the contracture of the mandible; the inability
to open the mouth and the risk of displacement of bone fragments of the

immobilized jaw.

3aBnanus 2. [IpouunTaiite TEKCT 1 3HANAITH HOBY JICKCUKY:

Complex Rehabilitation of Patients with Jaw Fractures
In the recent year the number of injuries with maxillofacial trauma has
significantly increased in all countries of the world. Among maxillofacial injuries,
fractures of the jaws occupy the main place (65- 80%), and most of the patients
are young and able-bodied people. Despite the continuous improvement of the
treatment methods of jaw fractures, the periods of immobilization and temporary
disability are not reduced, and the incidence of inflammatory complications

remains high, which significantly worsens the outcome of trauma. This largely
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depends on the lack of an effective system of rehabilitation of patients and a
comprehensive approach to treatment with the use of both, pharmacological,
psychotherapeutic, and physical rehabilitation measures. Complex treatment and
rehabilitation of patients with jaw fractures will promote rapid stabilization and
reduction of posttraumatic manifestations of the disease and, as a result, improve
physical and mental health and increase the life potential and the level of their
working capacity. Rehabilitation is the process and system of medical,
psychological, pedagogical, socio-economic measures aimed at eliminating or
possibly more fully compensating for lifecycle limitations caused by a disorder
of health with persistent disorders of the body's functions. Rehabilitation is a part
of daily care and reduces the consequences of the disease. The scientific
substantiation of the rehabilitation system for patients with injuries of the
maxillofacial area is a multidisciplinary problem and is an urgent task of modern
medicine due to large economic losses associated with their high prevalence
among persons of the most able-bodied age. In recent years, the world has been
growing the tendency to increase the chronic disability of patients with facial
fractures and their rejuvenation. The expressed disadaptation leads in some cases
to the refusal of professional activity, while maintaining the work capacity, the
efficiency of their work 1s reduced, which leads to a significant decrease in the
quality of life of patients, manifested in the limitation of communication and the

impossibility of full participation in social life.

Damage to the maxillofacial area is accompanied by expressed
impairments in the functions of chewing, swallowing, breathing, speech,
aesthetics of the face. The consequences of diseases and injuries require long-
term comprehensive rehabilitation measures from the side of the maxillofacial
surgeon, orthodontist, speech therapist, orthopedist, physiotherapist, dentist
therapist, otorhinolaryngologist, ophthalmologist, neurologist. In the

rehabilitation complex after jaw fractures, such activities as timely and effective
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fastening of fragments, antimicrobial and general tonic therapy, physical methods
of treatment, nutrition, psychological support, exercise therapy and oral hygiene

are in the forefront.

To accelerate bone healing, as well as to normalize the condition of local
tissues and the entire body for the rehabilitation period, patients are recommended
to undergo a course of physiotherapy. Physiotherapy is one of the methods of
treatment, which is based on the impact of physical factors (heat, cold,
electromagnetic waves, vibration, etc.) that have anti-inflammatory, antibacterial,
and regenerative and immunomodulating effects on the body or the damaged area.
Currently, in the maxillofacial traumatology, various physical factors are widely
used, such as galvanization, laser therapy, ultrasound therapy. To reduce the
degree of inflammation, physiotherapeutic effects were used - magnet therapy
that reduces edema of tissues and magneto-laser radiation on the projection of the
fracture, the electric field of UHF and ultraviolet irradiation, electrophoresis of
calcium chloride and preparations preventing the development of connective
tissue - lidase, ronidase. Hypothermia, which reduces ischemia of tissues and has
analgesic and anti-inflammatory effect. Sollux, microwave therapy, percutaneous
neuroelectrostimulation, electrostimulation of masticatory muscles with
exponential current and diadynamic currents, hydrotherapy of the oral cavity,
infrared radiation. Thermal and cold applications in the field of masticatory

muscles, pelliotherapy, facial, neck, and collar massage.

Physiotherapy cannot be considered as the main method of treatment of
jaw fracture; however, this method allows to significantly accelerating the
process of recovery and healing. The use of new physico-pharmacological
methods allows stimulating osteoreparative processes in bone tissue and

significantly shortening the general terms of rehabilitation of patients.

Nutrition of patients with a jaw fracture plays a fundamental role in the

complex of therapeutic and rehabilitation measures, affects the clinical outcomes
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of the disease. Patients with jaw fractures are subject to malnutrition due to post-
traumatic stress catabolism, which double the body's nutritional needs. The
response is affected by starvation, which is observed after the immobilization of
the jaws. Blocking the chewing function of the jaw, the painfulness of the feeding
procedure due to the localization of trauma in 1-2 weeks and other factors is the
cause of alimentary fasting; the consequence is the development of a number of

catabolic changes.

Training of patients is an integral component of almost all complex
rehabilitation programs. The learning process is aimed at providing the patient
and his family members with information about the disease and treatment
methods; it promotes the active participation of the patient in the treatment
process, forming self-management skills and adherence to therapy. This helps the
patient and his family better cope with the disease. The educational process within
the framework of an integrated rehabilitation program promotes the introduction
of adaptive skills into everyday activities, acquired in the process of
rehabilitation, provides a long-term commitment to physical training and a

healthy lifestyle.

Forced restriction of motor activity, prolonged immobilization of the jaws,
and the possibility of scarring of soft tissue damaged during fracture can lead to
such serious complications as contracture of the mandible, ankylosis of the
temporomandibular joint, etc. The degree of severity of these disorders depends
on the localization of the fracture: in fractures of the condylar process,
degenerative changes in both joints are observed more often than with

extraarticular fractures.

The use of therapeutic physical exercises influences to the improvement of
the general condition of the patient, the prevention of complications associated
with the hypodynamia and immobilization of the temporomandibular joint, the

acceleration of bone fragments consolidation, the faster restoration of these jaws'
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the function and the reduction of the patient's incapacity for work, as this is an
important element of complex treatment and rehabilitation. The fulfillment of
these tasks depends to a large extent on how timely the functional treatment is

started and whether it is performed correctly.

The method of therapeutic gymnastics for fractures of the jaw depends on
the periods of bone healing, acting in traumatology, features of immobilization
(one or two-jaw splinting, osteosynthesis) and the clinical condition of the patient.
For each gymnastics session, general strengthening (general tonic), and special
exercises should be included in such sequence and dosage to ensure a general
effect on the body and to improve local processes in damaged tissues. The
character of general tonic and breathing exercises depends on the regimen of
movements and the functional state of the respiratory and circulatory organs of

the patient.

The use of special exercises for mimic and masticatory muscles depends
on the method of immobilization. Contributing the recovery of the coordinated
work of the muscles involved in swallowing, chewing and speech is the primary

goal of the first period gymnastics.

In the case of a double-maxillary splint, exercises for masticatory muscles
are not used because of the inability to open the mouth and the risk of
displacement of bone fragments of the immobilized jaw. Doctor can send
impulses to reduce the actual masticatory muscles with closed teeth at a slow pace

(1-2 seconds interval), without much effort.

Functional load for the temporomandibular joint is strengthened by
prescribing individual tasks, which consist of several special exercises performed
by the patient independently 7-10 times during the day. Mechanotherapy and
passive movements of the lower jaw should not be prescribed together with

double-jawed splinting, as this can lead to the formation of a false joint.
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The therapeutic exercises include breathing and general tonic exercises for
all muscle groups in quantity, which does not cause the pulse to accelerate by
more than 20-30% compared to the state of rest. Already on the 4th-5th day, most
patients go from bed rest to open ward regimen. In the initial stage, general
strengthening exercises with gymnastic sticks, dumbbells, exercise and then
gradually add jumping rope, lunges, pushups, squats, twists, hoops, morning jogs
etc. While performing gymnastic exercises, patients can feel fatigue at the
beginning, then, under the influence of regular physical exertion, ease of
movement, strength, high spirits, improvement of endurance and motor activity
are experienced. Regular physical exertion in a gentler mode and with the control
of a diet, in patients improves both physical states and psychopathological
manifestations of the disease. Due to physical exertion, most patients with trauma
in the maxillofacial region may experience an emotional lift, also an increase in
self-esteem, which is the effectiveness performed of the therapeutic and
rehabilitation measures, determined by the dynamics and improvement of the
physical and mental state of the patients. Therapeutic gymnastics improves the
general condition of the patient, stimulates reparative processes in damaged bones
and soft tissues, prevents complications associated with immobilization
(osteomyelitis, false joint, contracture) and increases the functional efficiency of

operations or orthopedic treatment.

Rehabilitation measures improve physical activity and functional status,
improve general health status, reduce the severity of local symptoms of the
underlying disease, and, possibly, have a positive effect on the progression of the
disease. Timely treatment and constant care will help to survive this unpleasant

episode without significant losses.

3ananns 3. Hanumits pedepar 11poro Tekcra.
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IIpakTuuHe 3anaTTa Ne 18

Moayab 2.
Tema: Communicative and rhetorical properties of language

Mera: akTuBi3alisg Ta 3aKpIIUIEHHA 3HaHb 3 IIPABOINMKCY, CHUHTAKCHUCY Ta
IpaMaTUKH 3a TEMOIO 3aHATTA. DPOpMyBaHHS HABUYOK IEPEKIIaly pEYEHb 3

aHTITIMChKOT MOBH Ha yKpaiHChbKY. BuxoBaHHsI 11000Bi1 10 MOBH.
Iliaan:

1. Communicative and rhetorical properties of language

2.IlpaBwuiia 3 mpaBonucy,Mop¢oJIoTii,CHHTAaKCUCY Ta TPAMATHUKH.
3.IIpaBuy yTBOpEHHS Ta BXXUBAHHS aHIIIIHCHKOTO PEYCHHS 3a PaxoMm.

4.BukoHaHHsl BOpaB ,MOP(OJIOTTYHUM, CHHTAKCUYHUWA 1 TpaMaTU4YHUI aHaui3
Marepiany.

MeTonn4Hi pekomMeHaamii:

ITix gwac BuBueHns temu: Communicative and rhetorical properties of language
HEOOX1THO HPUIIIMTH yBary 3acBOEHHIO JIEKCMKO-IpaMaTHUYHOTO Marepiaiy.
HeoOxigHo 3HalTH Ta 3acBOITH (DYHKI[IOHYIOYl JISKCMYHI OJMHHUII Y TEKCTI 3a

¢daxom. baxxaHo MpomMoOHyBaTH yCHUM Iepeka3 TEMU 1 BUKOHAHHS BIPAB IS

BaKpiHHCHHH OTPUMAHUX 3HAHD.
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IIpakTuuHe 3anaTTH 18

Tema: Communicative and rhetorical properties of language

3aBmanss 1. [IpounTaiiTe TEKCT 1 3HAHIITH HOBY JIEKCHUKY.

3aBganas 2. Jlaiite BimmoBigbk Ha 3ammTaHHA: What are the main business

etiquette rules?

BUSINESS ETIQUETTE RULES

When it comes to business etiquette, there are rules that aren’t meant to be
broken. Some of these may seem like common sense, but you would be surprised
by how many times you may have made a mistake without even noticing it.

We’ve put together these business etiquette rules that will help you avoid
awkward situations.

1. Pay attention to names.

Names are one of the first pieces of information that we learn about
someone. It is how people recognize and address you.

When you tell others your name, include your last name. This is especially
important if you have a common first name like Ashley or John.

When you first meet someone, pay attention to their name. If you aren’t
sure how to pronounce it, be sincere and ask. If it is an unusual or difficult to
pronounce name, the person is probably used to it and won’t mind. It shows that
you have taken an interest in them and care about getting it right. Don’t carelessly
butcher their name or invent a nickname. Call people what they want to be called.

Remembering names can be challenging, especially if you meet multiple
people at one time. One trick that you can use is to identify a characteristic that
helps you differentiate them. Another is to repeat their name and try to use it in

your conversation 3 to 4 times, but not so frequently that it is obvious.

112



2. Greet everyone.

Greeting the people that you come in contact with isn’t only polite but it
establishes rapport. You never know who the people that you greeted could be, so
it is important to greet everyone with the same degree of kindness.

A simple “Hi, how are you?” or even a smile and nod is enough. However,
adding more could make them remember you and view you as friendly and
pleasant. It can also strike up conversation. Be considerate though. If they appear
to be in a rush or not interested at the moment, don’t force a conversation on them.

Some ways to strike up a conversation could be to:

Compliment something that they are wearing and ask where they found it.

Remark on your surroundings. This can be anything ranging from the
weather to a book they are holding or the office space.

The key i1s to ask open-ended questions that will require more than a “yes”
or “no” and move the conversation along.

3. Offer a handshake and make eye contact.

Handshakes are the universal business greeting. A firm handshake is still
considered a positive trait. A weak one is negative.

Usually, the higher ranking person will offer their hand first, but if they
don’t, you can still offer yours. Make eye contact when you shake their hand and
smile. Those who avert their eyes are viewed as lacking confidence and honesty.

4. Give cues that show you’re paying attention.

When someone else is speaking, it is important to nod or smile. This shows
that you are engaged and actively listening. It tells them that you care about what
they say and value their thoughts.

Be careful not to interrupt. If you wish to speak, you may send a nonverbal
signal by opening your mouth, but it is polite to wait for them to finish.

5. Introduce others.

No one likes to awkwardly stand with a group of people who have no idea

who they are and what they are doing there. It’s uncomfortable. If you strike up a
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conversation with someone and are with a person that they haven’t met yet, it is
polite to make an introduction.

Give a little more information than just their name though. You might add
the person’s role at your company and what they do. This gives others some
background, but keep it brief.

6. Send customized, handwritten Thank You notes.

It’s perfectly fine to send out auto-confirmation and thank you emails after
customers make a purchase online. However, a thank you by email—especially if
it 1s a large account or long-standing business relationship—is considered
ingenuine and rude.

Instead, write out a thoughtful thank you and send it by snail mail. It may
take a few more minutes of your time and a little change for postage, but it is
more appreciated.

7. Proofread emails for grammar and typo mistakes.

If you are like most professionals, you will communicate a lot through
email. Each message sent reflects on you, so you need to make sure that they are
professional and well-written. You shouldn’t have typos in emails. It only takes a
few seconds to proofread your emails before hitting send.

Technology can even do most of it for you. For example, you can download
the Grammarly extension for free. It checks your emails for mistakes and offers
suggestions to correct mistakes.

8. Be polite and professional in all forms of communication.

It doesn’t matter if you are meeting face-to-face, by phone or through
email, each interaction needs to be professional.

When you communicate through text only, you don’t have the tone of
voice, facial expressions and other nonverbal cues that accompany it. Remember
this when writing emails. Keep messages short and to the point, but don’t send

anything that you wouldn’t say in-person.
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9. Always be on time.

Whether it is arriving to work or a meeting or making a deadline,
punctuality is critical. Time is precious.

When you miss a deadline, the whole team is affected and may have to
cover for you. Teams rely on everyone to do their part. It is easy to underestimate
how much time you’ll need to complete a project if you don’t regularly track your
work. When you are late, you are being disrespectful and inconsiderate of another
person’s time and commitments. Don’t be late.

If you are running behind schedule, contact them as soon as you realize
that you won’t make it on time. Don’t show up too early either. Arriving between
5 to 10 minutes before your appointment is ideal.

10. Dress appropriately.

Dress codes have become much more relaxed in recent decades. However,
just because there is no rule that says you can’t show up for work in a hoodie,
sweatpants and flip flops, it doesn’t mean that you should.

As much as we like to tell ourselves not to “judge a book by its cover,” our
immediate reaction is to do just that. In fact, studies have shown that the first
thing that people notice about others is their appearance. It is the primary
influence on first impressions.

You don’t have to put on a three-piece suit, but dressing smart shows that
you put effort into your appearance and are more likely to put the same
enthusiasm into your work.

When you dress in loungewear in a professional setting, people may think
that you are lazy. It doesn't mean that you can’t wear a comfy shirt and jeans
occasionally. If it is appropriate for the work environment and situation, then go
for it.

11. Always practice good hygiene.

No matter what you wear, good hygiene is always a must. Comb your hair.

Trim your beard. Clean your fingernails. Make sure your clothes smell good. No
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one wants to sit next to and work alongside someone who smells like body odor
and fried food.

12. If you invite others to a business lunch, it’s your treat.

Lunch meetings give you the opportunity to get to know a colleague better,
impress an investor or learn more about a client and their needs. The rule of thumb
is that the person who extends the invitation covers the bill.

13. Table manners matter.

You should also be aware of other dining etiquette. Many of the rules that
your parents enforced at the dinner table are still in play.

Don’t talk with your mouth full or chew with it open.

No elbows on the table.

Don’t blow your nose with the napkin. No texting or playing with your
phone at the table.

14. Keep your workspace neat.

A desk cluttered with old coffee cups, piles of paper and more Post-It notes
than free space, will distract you and annoy others.

If you can’t keep your workspace clean and organized, then how will you
manage your work? It is a question that colleagues, clients, and others will think.

Your workspace reflects on your professional image as well as on your
company, so clean it up. Dust a few times a month, develop a system of
organization and promptly discard trash in the bin.

15. Show respect for shared areas and items.

Working in an office often means that you are sharing the space with others.
Many offices will have a shared kitchen or at least, a company fridge to store
lunches, snacks, and drinks. Don’t be the person that steals someone else’s food
from the company fridge.

Clean up after yourself. If you use the company printer, stapler or other
office supplies, then be respectful. Replenish paper and staples for the next person

who uses it.
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16. Don’t overshare but don’t be too distant either.

Don’t drag your personal life into professional settings. Telling everyone
in the office about your cheating boyfriend or your wild, drunken weekend
escapades puts others in tense and awkward positions. It’s not appropriate for
work either, and those who overshare are often fired for it.

People want to know a little bit about you though. If you don’t share
anything, you will come off as snobbish or distant. It is important that you know
which topics are work appropriate and which are not. Talking about the great food
and beaches you visited during a recent trip to Thailand may be appropriate.
However, sharing that you went skinny dipping after smoking a huge joint while
on vacation there is not.

In general, politics and religion are the two topics considered inappropriate
in nearly every professional setting. If you have a personal or medical issue that
will affect your work, have a private one-on-one meeting with your manager or
boss to let them know.

Don’t be a nosy neighbor. Remember to respect the privacy and personal
space of others. You may be comfortable sharing details about yourself, but others
may not be.

17. Be mindful of how others work.

Some people like to work while blasting loud music. Others might need
complete silence to focus and concentrate.

In one office space, there is a mix of workers with different styles of
working. If you like to listen to music, do it through headphones. If you need
silence, try headphones with active noise-cancelling technology.

18. Be aware of nonverbal cues.

You might be surprised by how much your facial expressions, body
language and hand movements convey to others. Your facial expressions play a

huge role in how others perceive you.
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For example, a recent study by Cornell researchers found that people
formed impressions of others based on their facial expressions in photographs.
Whether the person in the photo was smiling determined if they viewed their
personality as negative or positive. Their first impression from the photo even
influenced how they felt about the person after meeting them face-to-face months
after.

19. Put away your phone.

We've become so attached to our smartphones, tablets and wearable
devices that it can be hard to disconnect. However, there are times when pulling
out your phone is offensive.

Texting or surfing the Internet on your phone during a meeting is plain
rude. Checking your Facebook feed or Twitter notifications in front of a customer
reflects poorly on your company and will likely cause you to lose that customer
and your job. It's impossible to give someone your full attention when you are
distracted by your phone, so put it away. Switch it to silent or turn it off
completely.

The rules of business etiquette may change based on the location and
culture. If your business is global or you travel internationally for work, research
the business culture and etiquette. In some cases, people are understanding if you
mess up because of a cultural or language barrier. However, showing that you are

considerate of their traditions is appreciated.

3aBaanns 3. JlaiTe BiamoBiak: Is it true or false?

1. Don’t arrive on time.
Dress appropriately for work.
Speak kindly of others.

Show interest in others.

A

Watch your body language.
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6. Don’t introduce yourself and others.

7. Interrupt others.

3aBaanng 4. BcraBbTe ciioBa, 1¢ HEOOXI1THO.
(workspace, handshake, nonverbal, respect, mindful,)

1. Offer .... and make eye contact.

2. Show.... for shared areas and items.
3. Be........ aware of cues.

4. Be........ of how others work.

5. Keep your.... neat.

3aBaanus 5. [IpounTaiiTe TEKCT 1 3HANUAITH HOBY JICKCHUKY.
Oral presentation

Giving an oral presentation as part of a speaking exam can be quite scary, but
we're here to help you. Watch two students giving presentations and then read

the tips carefully. Which tips do they follow? Which ones don’t they follow?

It’s not easy to give a good oral presentation but these tips will help you. Here

are our top tips for oral presentations.
Do:

« Use the planning time to prepare what you’re going to say.

« Ifyou are allowed to have a note card, write short notes in point form.
o Use more formal language.

« Use short, simple sentences to express your ideas clearly.

o Pause from time to time and don’t speak too quickly. This allows the

listener to understand your ideas. Include a short pause after each idea.
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o Speak clearly and at the right volume.

« Have your notes ready in case you forget anything.

« Practise your presentation. If possible record yourself and listen to your
presentation. If you can’t record yourself, ask a friend to listen to you.
Does your friend understand you?

« Make your opinions very clear. Use expressions to give your opinion.

« Look at the people who are listening to you.
Don’t:

« Write out the whole presentation and learn every word by heart.

« Write out the whole presentation and read it aloud.

« Use very informal language.

o Only look at your note card. It’s important to look up at your listeners

when you are speaking.
3aBmanHs 6. BUBUITH HOBI CJIOBa Ta CJIOBOCTIONYYCHHS.
Explain what your presentation is about at the beginning:

I’'m going to talk about ...
1'd like to talk about ...

The main focus of this presentation is ...
Use these expressions to order your ideas:

First of all, ...
Firstly, ...
Then, ...
Secondly, ...
Next, ...
Finally, ...
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Lastly, ...
To sum up, ...

In conclusion, ...

Use these expressions to add more ideas from the same point of view:

In addition, ...
Whats more, ...
Also, ...

Added to this, ...

To introduce the opposite point of view you can use these words and

expressions:

However, ...
On the other hand, ...

Then again, ...
3aBnanHs 7. BubepiTh TeMy Balloi mpe3eHTallii.

My future specialty.
The sale of cigarettes should be made illegal.

Should school students be required to wear a school uniform?
How to become an Olympic champion.

Popular sports in Ukraine.
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IpakTnuHe 3anaTTa Ne 19

Moayab 2.
Tema: My future profession

Mera: akTuBi3alisg Ta 3aKpIIUIEHHA 3HaHb 3 IIPABOINMKCY, CHUHTAKCUCY Ta
IpaMaTUKH 3a TEMOIO 3aHATTA. DPOpMyBaHHS HABUYOK IEPEKIIaly pEYEHb 3

aHTITIMChKOT MOBH Ha yKpaiHChbKY. BuxoBaHHsI 11000Bi1 10 MOBH.

Iliaan:
1. My future profession

2.IlpaBwuiia 3 mpaBonucy, MOpQoJorii, CHHTaKCHCY Ta TPaMaTHKHU.
3.IIpaBmy yTBOpEHHS Ta BXXUBAHHS aHIIIIHCHKOTO PEYCHHS 32 axoMm.

4.BukoHaHHs BOpaB ,MOpP(OJIOTTYHHM, CHHTAKCUYHUNA 1 TpaMaTU4YHHUI aHaui3

Marepiany.

MeTonn4Hi pekomMeHaamii:

[Tin yac BuBueHHs Temu: My future profession HEOOXiTHO MPUIUIUTH yBary
3aCBOEHHIO JIEKCUKO-IpaMaTuyHOro marepiany. HeoOxiaHO 3HAWTH Ta 3aCBOITH

(GyHKIIOHYIOUl JIEKCHYHI OAMHMIN Yy TEKCTi 3a (axoMm. bakaHo mpornoHyBaTu

YCHUH NIepeKa3 TEMHU 1 BUKOHAHHS BIIPAB IS 3aKPIILUICHHS OTPUMAHKUX 3HAHb.
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IIpakTuune 3anaTTs 19
Tema: My future profession
3ananng 1. [Ipounraiite TEKCT Ta MEPEKIAIITh.
My Future Profession: Rehabilitation Specialist

My future profession is a rehabilitation specialist, also known as a
rehabilitologist. This profession plays a very important role in modern healthcare,
as it helps people recover their physical abilities and improve their quality of life
after injuries, illnesses, or surgeries. Rehabilitation specialists work with patients
of different ages, from children to elderly people, and support them on the path

to regaining independence and self-confidence.

A rehabilitation specialist works with patients who have disorders of the
musculoskeletal system, nervous system, or chronic diseases that limit movement
and daily activities. Such specialists often help people after strokes, fractures,
spinal injuries, or sports traumas. Their main task is to restore motor functions,
reduce pain, prevent complications, and help patients adapt to new physical
conditions. For this purpose, rehabilitologists use therapeutic exercises, massage,

physiotherapy, and modern rehabilitation technologies.

An important part of this profession i1s communication with patients. A
rehabilitation specialist must be patient, attentive, and empathetic, because
recovery is often a long and difficult process. Psychological support and
motivation are as important as physical treatment. The specialist explains
exercises, monitors progress, and adjusts rehabilitation programs according to

individual needs and health conditions of each patient.

Rehabilitation specialists usually work in hospitals, rehabilitation centers,

sports clinics, or private medical institutions. They often cooperate with doctors,
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nurses, psychologists, and social workers to achieve the best results. Teamwork

allows them to create comprehensive rehabilitation plans and provide effective

carc.

I have chosen this profession because I want to help people regain their

health and return to an active life. I believe that being a rehabilitation specialist

requires not only professional knowledge and skills but also kindness,

responsibility, and a strong desire to help others. In the future, I hope to become

a highly qualified rehabilitologist and make a positive contribution to the

healthcare system.

3aBmanus 2. JaiTe BiAMOBIII Ha 3alTUTAHHS.

8.
9.

. What is the role of a rehabilitation specialist in modern healthcare?

. Who do rehabilitation specialists work with in terms of patients’ age and

conditions?

. What types of injuries or illnesses do rehabilitologists often help patients

recover from?

What are the main goals of rehabilitation treatment mentioned in the text?

. Which methods and techniques are used by rehabilitation specialists in

their work?
Why is communication an important part of a rehabilitation specialist’s

profession?

. What personal qualities should a rehabilitologist have according to the

text?
Where do rehabilitation specialists usually work?

Why is teamwork important in the work of a rehabilitation specialist?

10.Why did the author choose the profession of a rehabilitation specialist?
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3aBnannsg 3. [IpounTaiite TEKCT Ta MEPEKIAIITh.
My thoughts about the profession of trainer

Each person chooses his goal in life, focusing on their ability to ability. I
think that people are for something special in life. I would like to become a sport
trainer. I want to look good and have good health. I really like to be with people.
I like to give advice and help people. Trainer monitors the training of athletes,
prepares them for competitions. Trainer leads athletes to a higher level, improving

the results.

The main tasks of a trainer is to study and maximum use of individual
physical and psychological resources of the sportsman, to properly distribute the

load, intensity and mode of training that an sportsman had time to recuperate.

The trainer also needs to know an effective remedy their wards. He or she
must also make the best use and methods of physical, technical, tactical,

psychological and theoretical training for best results.

The trainer has to see the status sportsman's health, emotional support and
for win. Trainers for people whose love sports are a family man "second mom".

Every sport trainer will be happy to see the result of their work.

Every trainer wants to achieve good results, so that his student-sportsman
rises to champion. This process requires patience, long years of self-control
training for an objective assessment of achievements and failures, the willingness
to enhance skills, improve, honesty in work (especially when working with

children).

I shall be very glad if I could become a trainer, and I'1l do anything to me

it happened.
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3aBmanus 4. JaiiTe BiAMOBIII Ha 3alTUTAHHS.

1. Why it is so difficult to choose a profession for yourself?
2. Is it important to make your decision in advance?

3. What are your favourite activities?

4. Have you made the decision of your future profession?
5. What kind of working hours are suitable for you?

3aBnanng 5. Po3kaxite Temy “My future profession”.
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	Тема: My future profession
	1. My future profession
	Під час вивчення теми: My future profession необхідно приділити увагу засвоєнню лексико-граматичного матеріалу. Необхідно знайти та засвоїти функціонуючі лексичні одиниці у тексті за фахом. Бажано пропонувати усний переказ теми і виконання вправ для з...
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