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This review underscores the critical role of psychosomatic and psychosocial factors in cancer
rehabilitation, advocating for the integration of psychological assessments and interventions. It highlights how
syndromes like health anxiety and alexithymia affect outcomes and calls for a multidisciplinary approach that
includes psychological well-being alongside physical recovery, emphasizing the importance of cognitive-
behavioral mechanisms and the development of tools for assessing psychosomatic factors.
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Introduction. The intersection of
oncology and rehabilitation medicine represents
a critical juncture in patient care, particularly in
the context of improving quality of life and
facilitating recovery for individuals diagnosed
with cancer. As cancer treatments advance,
increasing the survival rates, the focus shifts
towards addressing the comprehensive
rehabilitation needs of survivors. Research,
including seminal works by Gilchrist et al.
(2009), Grassi et al. (2004), and others, has laid
a foundation for understanding both the
physical and psychosomatic dimensions of
rehabilitation in oncology. These studies
underscore the complex interplay between the
biological impacts of cancer, the psychological
responses to illness and treatment, and the
broader psychosocial factors influencing
recovery trajectories. Notably, the Diagnostic
Criteria for Psychosomatic Research (DCPR)
introduced by Grassi et al. (2004) have
illuminated the psychosocial variables critical in
breast  cancer  patients'  rehabilitation,
highlighting the prevalence of health anxiety,
demoralization, and alexithymia. Concurrently,
the framework for assessment in oncology
rehabilitation proposed by Gilchrist et al. (2009)
emphasizes the need for a multidimensional
approach to patient evaluation, incorporating
neurobiological, psychological, and functional
assessments to tailor rehabilitation interventions
effectively.

Purpose. This article aims to synthesize
existing research on the rehabilitation potential
of cancer patients, with a particular focus on the
integration of psychosomatic and psychosocial

factors into
implementation.

Methods. Systematic searches were
conducted across several databases, including
PubMed, PsycINFO, and Google Scholar, to
identify relevant studies published in the fields
of  oncology, rehabilitation  medicine,
psychosomatic research, and psychology.
Keywords wused in the search included
"oncology rehabilitation," "psychosomatic
factors in cancer," "psychosocial variables in
cancer patients," "rehabilitation potential," and
"quality of life in cancer survivors."

Originality.  Rehabilitation  potential
encompasses a broad spectrum of issues,
including its conceptualization as a distinct area
within medical-psychological research and
clinical practices. Key studies by Heinemann et
al. (2020), Cowley et al. (2021), and Bikker et
al. (2020) have highlighted the importance of
understanding rehabilitation potential not only
in terms of the patient's personal predispositions
and somatic complications but also considering
social support and quality of life factors, despite
chronic or multiple disabilities. This potential is
critically evaluated based on both individual
variables such as age, sex, education, and skills,
and environmental variables, notably the nature
of available services, which often set practical
limits on rehabilitation potential.

The discourse on rehabilitation potential in
Ukrainian  scientific ~ literature  appears
somewhat neglected, especially concerning the
neuropsychological  determination of an
individual's rehabilitation potential, despite its
significance in international research (Wells et
al., 2021; Champod et al., 2020; Boosman et al.,

rehabilitation  planning and
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2015). Moreover, the phenomenon of
rehabilitation potential is predominantly viewed
through pathologized models, where the
medical-psychiatric context has traditionally
influenced the conceptual apparatus of medical
and clinical psychology, focusing more on
deficits rather than strengths and health, thereby
prioritizing disease over wellness.

This ideology of morbidity inevitably
influences the perception of psychological
problems, directing attention primarily towards
aspects of human behavior deemed abnormal or
clinical. Maddux et al. (2004) identify three
primary ways this uncritical reception of
disease ideology has shaped the field of clinical
psychology, including promoting a dichotomy
between normal and abnormal behavior,
placing maladaptation within the individual
rather than their interactions with the
environment, and portraying those seeking help
as victims of intrapsychic and biological forces
beyond their control.

Given the growing prevalence of traumatic
events and the importance of preventing a wide
range of potential negative psychosocial
outcomes, it's reasonable that models of
medical-psychological support for rehabilitation
potential have expanded from those based
solely on medical models to those also
encompassing public health concepts. This shift
from ‘"compensatory" to '"capitalization"
therapy models emphasizes leveraging an
individual's strengths for growth.

The phenomenology of rehabilitation
potential opens perspectives for refining the
psychological characteristics of posttraumatic
growth, emphasizing  positive  changes
following stressful and traumatic events as a
methodology of positive psychology. This
approach, highlighting subjective psychological
well-being and posttraumatic growth, suggests
a gradual, stepwise development over time,
moving towards a more inclusive society and
preparing individuals for a full and productive
life.

The seminal work by Nagi (1964) on the
evaluation of disability and rehabilitation
potential offers a foundational perspective for
understanding and assessing the rehabilitation
needs and capabilities of individuals,
particularly within the context of oncology
rehabilitation. Nagi's approach emphasizes the
importance of a comprehensive evaluation that
incorporates both individual and environmental

variables to accurately assess an individual's
rehabilitation potential. This holistic view is
critical in the oncology setting, where the
impact of cancer and its treatment on a patient's

functional abilities and quality of life
necessitates a multifaceted approach to
rehabilitation.

Nagi's concept of rehabilitation potential,
focusing on the prognostic evaluation of the
levels of functioning an individual can achieve,
aligns with the goals of oncology rehabilitation.
In cancer care, assessing rehabilitation potential
involves evaluating not only the physical
impairments resulting from the disease and its
treatment but also considering nonclinical
individual variables such as age, sex, education,
and skills. These factors can significantly
influence the design and outcomes of
rehabilitation interventions, highlighting the
necessity for personalized rehabilitation plans.

Nagi's discussion on the critical role of
environmental  variables in  determining
rehabilitation potential is particularly relevant in
the oncology rehabilitation context. The
availability and nature of rehabilitation services,
including the comprehensiveness of programs,
the competence of staff, and financial resources,
significantly influence the extent to which a
patient can recover and regain function. This
underscores the importance of advocating for
better resources and support systems for cancer
rehabilitation, ensuring that all patients have
access to the services needed to achieve their
maximum rehabilitation potential.

Nagi's identification of five areas of
evaluation (social, medical, psychological,
occupational, and  vocational) for a
comprehensive assessment of disability and
rehabilitation potential can be directly applied
to oncology rehabilitation. Incorporating these
evaluations ensures a holistic understanding of
the patient's situation, facilitating the
development of targeted rehabilitation plans
that address not only physical impairments but
also psychological, social, and vocational
challenges. The inclusion of a panel evaluation,
synthesizing insights from separate evaluations,
supports the creation of integrated, patient-
centered rehabilitation strategies.

In conclusion, the evaluation framework
described by Nagi offers a valuable model for
oncology rehabilitation, emphasizing the need
for a comprehensive and multidisciplinary
approach to patient assessment. By integrating
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medical, psychological, occupational, and
vocational evaluations, oncology rehabilitation
professionals can  develop  personalized
rehabilitation plans that address the unique
needs of cancer survivors, ultimately enhancing
their rehabilitation potential and quality of life.

Incorporating the findings from O'Toole
and Golden (1991) into our discussion on
rehabilitation potential underscores the critical
role of functional assessment in oncology
rehabilitation. These findings are instrumental
for several reasons. First, they demonstrate the
tangible benefits of targeted rehabilitation
services in  improving the functional
independence of cancer patients, a cornerstone
in enhancing quality of life. Second, the study's
approach to correlating the KPS with the FIM
offers a nuanced method for assessing patients'
rehabilitation potential, advocating for a more
individualized and function-focused care plan.
This alignment encourages oncologists and
rehabilitation specialists to consider both
inpatient and outpatient rehabilitation services
for a broader spectrum of cancer patients,
moving beyond traditional criteria to include
functional performance and potential for
improvement as key considerations.

Considering O'Toole and Golden’s (1991)
study, it becomes evident that incorporating
comprehensive functional assessments into the
care of cancer patients can significantly impact
rehabilitation outcomes. This integration not
only facilitates a more precise identification of
rehabilitation needs but also aids in tailoring
interventions that address specific functional
deficits. Consequently, this approach can lead
to substantial improvements in patients'
independence and quality of life, reinforcing the
importance of functional assessments as a
fundamental ~ component of  oncology
rehabilitation programs.

Incorporating insights from the study by
Movsas et al. (2003) provides a compelling
argument for the integration of comprehensive
rehabilitation assessments within medical
oncology care. Their research, meticulously
documenting the rehabilitation needs of patients
admitted to an inpatient medical oncology unit,
underscores a critical gap in the identification
and management of functional impairments
among cancer patients. With the mean
Functional Independence Measure (FIM) scores

of unmet rehabilitation needs, ranging from
deconditioning and mobility impairments to
deficits in activities of daily living.

This evidence emphasizes the necessity for
a multidisciplinary approach to cancer care, one
that includes rehabilitation medicine specialists
from the outset of treatment. The discrepancy
between  functionally  based  physical
examinations and FIM scores further suggests
that traditional assessment methods may
overlook key areas of rehabilitation need. The
findings from Movsas et al. (2003) resonate
with our proposed integrative framework,
advocating for the inclusion of functional
assessments and rehabilitation planning as core
components of oncology care. By doing so,
oncologists and rehabilitation specialists can
collaboratively identify and address the
multifaceted needs of cancer patients,
enhancing their rehabilitation potential and
overall quality of life.

The study by Gilchrist et al. (2009)
provides a robust framework for assessing
rehabilitation needs and outcomes in oncology
patients through the lens of the International
Classification of Functioning, Disability and
Health (ICF). The ICF model, developed by the
World Health  Organization, offers a
comprehensive biopsychosocial approach to
understand health and disability, encompassing
body function and structure, activity, and
participation as its core domains. This
framework is pivotal for rehabilitation
professionals, including physical therapists, in
the oncology setting to evaluate and address the
multifaceted impacts of cancer and its
treatments on patient function.

The integration of the ICF framework into
oncology rehabilitation represents a significant
advancement in the field, promoting a more
nuanced and holistic understanding of patient
needs and outcomes. By embracing this model,
rehabilitation professionals can better design
and implement interventions that address the
complex interplay of physical, psychological,
and social factors affecting cancer patients,
ultimately contributing to improved
rehabilitation potential and quality of life.

The rehabilitation potential:
neurobiological mechanisms

The rehabilitation potential of a patient,
particularly in the context of neurological

revealing significant functional limitations upon recovery, is underpinned by various
admission, the study highlights the prevalence neurobiological mechanisms. These
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mechanisms facilitate the brain's ability to
adapt, reorganize, and recover from injury or
disease. Understanding these mechanisms is
crucial for designing effective rehabilitation
interventions. The primary neurobiological
mechanisms involved in ensuring a patient's
rehabilitation potential include:

Neuroplasticity. This is the brain's ability
to reorganize itself by forming new neural
connections throughout life. Neuroplasticity
allows the neurons (nerve cells) in the brain to
compensate for injury and disease and to adjust
their activities in response to new situations or
changes in their environment. This mechanism
is fundamental to recovery from neurological

conditions and is a target for many
rehabilitation therapies.
Synaptic ~ Plasticity. A subset of

neuroplasticity, synaptic plasticity is the ability
of synapses (the points of communication
between neurons) to strengthen or weaken over
time, in response to increases or decreases in
their activity. Synaptic plasticity is crucial for
learning and memory, and therapies that
enhance synaptic efficiency are believed to
support cognitive and functional recovery in
rehabilitation settings.

Axonal Sprouting. In response to damage,
axons (the long, threadlike parts of a nerve cell
along which impulses are conducted) can grow
new sprouts to reconnect with other neurons,
potentially forming new neural pathways to
bypass damaged areas. This mechanism can be
harnessed in rehabilitation to restore function or
compensate for lost abilities.

Neurogenesis. Although once thought
impossible in adults, recent evidence suggests
that the human brain can generate new neurons
in certain areas, such as the hippocampus,
which is involved in learning and memory.
Enhancing neurogenesis through physical
activity, cognitive engagement, and certain
medications may contribute to rehabilitation
outcomes.

Functional — Reorganization. Following
injury, the brain can undergo reorganization,
where functions previously managed by
damaged areas are taken over by other regions.
Rehabilitation therapies often aim to facilitate
this process, encouraging the brain to adapt and
find new ways to perform tasks.

Biochemical Factors. Recovery and
rehabilitation are also influenced by various
biochemical factors in the brain, including

neurotrophins like brain-derived neurotrophic
factor (BDNF), which supports the survival of
existing neurons and encourages the growth of
new neurons and synapses. Modulating these
factors  through  diet, exercise, and
pharmacological interventions can enhance
rehabilitation potential.

Inflammatory Responses. While acute
inflammation is a natural part of the body's
response to injury, chronic inflammation can
hinder recovery. Managing inflammation
through medical and lifestyle interventions can
support neurorehabilitation efforts.

Cortical Remapping. Intensive
rehabilitation training can lead to cortical
remapping, where the brain allocates more
cortical area to the functions being trained. This
is seen in motor and sensory rehabilitation,
where repeated practice of a task leads to
greater brain areas being dedicated to that task,
improving performance and function.

By leveraging these neurobiological
mechanisms, rehabilitation professionals can
design interventions that not only aim to restore
lost functions but also harness the brain's innate
capacity for adaptation and recovery. This
approach emphasizes the dynamic and
mteractive nature of rehabilitation, where
targeted therapies can significantly influence
the patient's recovery trajectory.

The exploration of psychosomatic factors
affecting rehabilitation potential, as detailed by
Yardley and Redfern (2001), highlights the
complex interplay between psychological states
and physical health outcomes, particularly in
the context of balance disorders. This research
underscores the significant association between
anxiety disorders and balance dysfunction, with
an elevated prevalence of anxiety diagnoses,
such as panic disorder and agoraphobia, among
individuals experiencing balance disorders.
Furthermore, the presence of balance system
dysfunction has also been noted in individuals
with  panic disorder and agoraphobia,
suggesting a bidirectional relationship between
these conditions.

Association Between Anxiety and Balance
Disorders. Anxiety disorders are significantly
more common in individuals with balance
disorders than in the general population. This
relationship is supported by both clinical
samples and community surveys, indicating a
broader psychosomatic connection between
anxiety and balance dysfunction.
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Somatopsychic and  Psychosomatic
Processes. The experience of dizziness can lead
to panic and avoidance behaviors, highlighting
somatopsychic  processes where physical
symptoms provoke psychological reactions.
Conversely, psychosomatic processes may also
play a role, where psychological factors
contribute to the onset, persistence, or severity
of balance system dysfunction.

Cognitive-Behavioral Mechanisms.
Recovery from vestibular disorders involves
cognitive-behavioral — processes akin  to
habituation to anxiety and neurological
adaptation to perceptual disorientation. This
parallel suggests that psychological
interventions targeting cognitive and behavioral
responses to anxiety and dizziness could
facilitate rehabilitation.

Psychophysiological Links. The
physiological arousal associated with anxiety
can exacerbate dizziness and imbalance,
suggesting that managing anxiety and its
somatic manifestations could be crucial for
recovery from vestibular disorders.

Role of Attention. The cognitive demand of
orientation activities implies that attention plays
a significant role in balance control. Patients
with persistent dizziness may benefit from
therapies aimed at enhancing attentional control
and perceptual-motor skills.

The study by Grassi et al. (2004) delves
into the psychosomatic factors affecting the
rehabilitation potential of breast cancer patients,
utilizing  the  Diagnostic ~ Criteria  for
Psychosomatic Research (DCPR) to examine
the interplay between psychological states and
cancer recovery. Key findings from this study
underscore the significant presence of DCPR
syndromes, particularly  health  anxiety,
demoralization, and alexithymia, among breast
cancer patients. These syndromes are linked to
a poorer quality of life and heightened cancer-
related concerns, illustrating the profound
impact of psychosomatic factors on patient
well-being and recovery.

Key Psychosomatic Factors Influencing
Rehabilitation Potential:

Prevalence of DCPR Syndromes. Two-
thirds of breast cancer patients exhibited DCPR
syndromes, notably health anxiety,
demoralization, and alexithymia, highlighting
the need for comprehensive psychological
evaluation in this population.

Impact on Quality of Life. Patients with
DCPR syndromes reported a diminished quality
of life, particularly in aspects such as leisure
activities, general well-being, and interpersonal
support, underscoring the detrimental effects of
psychosomatic conditions on daily living and
adjustment to illness.

Cancer-Related Concerns. Elevated levels
of cancer-related worries, including fears of
recurrence and sexual problems, were more
prevalent among patients with DCPR
syndromes, pointing to the role of
psychosomatic factors in exacerbating cancer-
related anxieties.

Coping Styles. While no significant
differences in coping styles were observed
between patients with and without DCPR
diagnoses overall, specific DCPR syndromes
correlated with coping mechanisms, such as
health anxiety with anxious preoccupation and
demoralization with hopelessness.

This study highlights the necessity for a
broad ivestigation of the psychological
consequences of medical illness, particularly in
breast cancer. The association between DCPR
syndromes and aspects of quality of life and
coping suggests that addressing psychosomatic
factors could enhance rehabilitation outcomes.
Moreover, the study calls for further research to
clarify the role of specific DCPR syndromes
and to explore less reliable parameters, such as
fighting spirit and fatalism.

In conclusion, the application of the DCPR
in breast cancer patients provides valuable
insights into the psychosomatic dimensions of
cancer recovery. Further wvalidation and
refinement of the DCPR system are essential
for enhancing its utility in clinical practice,
ultimately improving the psychosocial and
rehabilitation outcomes for breast cancer
patients.

Conclusion. The comprehensive review of
existing literature on the rehabilitation potential
of cancer patients, with a focus on
psychosomatic and psychosocial factors,
illuminates several key insights that have
significant implications for clinical practice and
future research in oncology rehabilitation. First
and foremost, the association between
psychosomatic syndromes—such as health
anxiety, demoralization, and alexithymia—and
rehabilitation  outcomes  underscores  the
necessity of  integrating  psychological
assessments and interventions into the standard
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rehabilitation protocols for cancer patients. This
integration is not merely an enhancement of
care but a fundamental component necessary
for addressing the holistic needs of patients
undergoing cancer treatment and recovery.

The prevalence of psychosomatic
syndromes among cancer patients and their
impact on quality of life and coping strategies
emphasizes the need for healthcare providers to
adopt a multidisciplinary approach. This
approach should combine the expertise of
oncologists, rehabilitation specialists,
psychologists, and social workers to craft

In conclusion, this article reaffirms the
critical importance of considering
psychosomatic and psychosocial factors in the
rehabilitation of cancer patients. An integrated,
patient-centered approach that addresses the
complex interplay between physical health and
psychological well-being is essential for
maximizing rehabilitation potential and
improving long-term outcomes for cancer
survivors. Future research should continue to
explore this interplay, with a focus on
developing and validating practical assessment
tools and interventions that can be seamlessly

individualized rehabilitation plans that address incorporated into oncology rehabilitation
both the physical and psychological aspects of  practices.
recovery.
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AHoTanis
Coxomox M. acnipanm xageopu oughepenyianvrol
i cneyianvroi ncuxonoeii, OdecbKuil HAYIOHATbHULL
yuieepcumem imeri I. I. Meunuxosa
HEWPOIICUXOJIOTTYHI TA ICUXOCOMATHWYHI YUHHUKH BILJIMBY HA
PEABLTITAIIIHHWI ITOTEHIIAJI OHKOJIOTTYHMUX XBOPUX: IHTETPATUBHUAI OI'JISI]

B npononosanomy 02120i  0ocnioxceno  MINCOUCYUNTIHAPHI  BUMIPDU  HEUPONCUXONOSTUHUX  §
NCUXOCOMAMUYHUX (hakmopie — peabinimayiiiHoco NoOmeHylany OHKONOSHHUX nayienmie. Ha ocHogi
MemameopemuiHo20 aHanizy y3a2aibHeHO NPOBIOHI OOCHIONCEHHA 8 YbOMY HANPAMKY WOoO00 6WIUBY UUX
haxmopie na pesyromamu peabinimayii, a makoxc 0OIPYHMOBAHO HeoOXIOHICMb THme2payii NCUXON0IYHUX
OYIHOK Ma 6MPYYaHb Y CMAHOAPMHI NPOMOKOU peadinimayii.

Mema - y3acanvhumu cyyacui 00CAiONCEHHS GNIAUBY NCUXOCOMAMUYHUX THA NCUXOCOYIATbHUX (haKmopig
Ha peabiiimayiiHul NOMEHYIan OHKONIOSTHHUX XBOPUX, 30KPeMa KOMIJIEKCHO20 NIOX00y 00 peabinimayii, sKkuil
OU 8PAX0BYBAE NCUXOIO2IUHE ONIAZONONYYYSL PA30M 13 QI3UMHUM BIOHOBICHHSIM.

Memoou Odocnidoicenns. Bukopucmosylouu cucmemamuynull nowyKk y pepepamusnux 6azax OaHux,
maxux sik PubMed, PsycINFO ma Google Scholar, 6 oensnoi 3iopano penesanmmi 00CHioNCeHHs 34 KIIOYOSUMU
cnosamuy, NOB'A3AHUMU 3 OHKONOZIYHOW — peabilimayicio, NCUXOCOMamuyHumMu  gakmopamu ma
neuxocoyianvHumu  3minHumy.  Takui memooonociunull  nioxio 3zabesnewye pemenvHull auaniz  ma
iHmepnpemayito OaHuXx.

Pesynomamu. Ananiz eusasus 3HauHy KOPENAYUIIO MIdHC NCUXOCOMAMUYHUMU CUHOPOMAMU (HaNPUKIAo,
MpUBO20I0 3a 300P08's, 0eMOPANI3AYIEI, ANEKCUMUMIEIO) ma pe3yibmamamu peabiiimayii OHKON0IYHUX
nayienmis. Lle niokpecnoe sUpiuaIbHy poib KOCHIMUBHO-NO0BEOTHKOBUX MEXAHI3ZMIE A Veacu ) GiOHOGNEHHI
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nopywens pigHo8asu ma NPUNYCKAE, WO NCUXONO0IUHI IHMEPBeHYii MOdXCymb CYMmeo O0ONOGHUMU
npomokoau 3 Qizuunol peabinimayii.

Hayxosa nosuzna. Ileii 0ensgd 6uceimaloe  GiacHe  HEUPONCUXONOSIMHI  3acadu  onmumizayii
peabinimayitinoco NOMEHYIany, NPONOHVIOUU NEePCHEeKMUBU, 30CEPeONCYIOUUCh HA CUTbHUX CMOPOHAX |
baazononyyyi nayiinmie, a He Ha MPAOUYIUHUX RAMONIO2I308aHUX MOOETSX peadiiimayii.

Hpakmuuna 3nayywicme. llpaxmuyne 3HaYeHHA Yb020 OOCHIONCEHH NOAAAE 8 MOMY, WO BOHO
3AKIUKAE OO PO3POOKU CHPOUSEHUX THCIMPYMEHIIG 0151 OYIHKU NCUXOCOMATMUYHUX (PAKMOpi8, CNpsIMOBAHUX HA
noinuenHs KIHIMHOT RPAKmMuKy 6 OHKON02IuHIN peabinimayil. Bono eucmynae 3a mMymomuoucyuniinapruil
peabimimayiinuil  nioxio, wo 00'€OHye OHKONOZI0, Peabilimayiiny MeOuyury, NCuxonocilo ma 00ceio
coyianbHoi pobomu.

Bucnosxu i nooanvui docniodtcenns. Inmespayis ncuxocomMamudHux i NCUXOCOYIATbHUX ACNEKMI Y
npomoxKonu peabinimayii mac QynoameHmanvie 3HAYeHHs Onsl 8CeOIUHO20 3A0080NEHHS KOMIIEKCHUX
nompeb oukono2iuHux nayicumie. Taxkuil nioxio, OpieHMOSaHUNl HA NayieHma, 3 AKYEHMOM Ha
NCUXONOSTHHOMY — Onazononyudi nopsod 3  PisudHUM  GIOHOGICHHAM, € GAMNCIUBUM ON  MAKCUMIZAYLl
peabinimayiiinoco nomenyiany. Maibymmi 00CiOHCceHHs: NOBUHHI 30Cepedumucst Ha po3pobyi ma eanioayii
NPaKmMuyHUx IHCMpPYMEHMIE OYIHKYU Ma 6MpPy4aHs, sKI KII0HYAI0Mb NCUXOCOMAMUYHI ACNEKMU 8 OHKOAO2IUHY
peadbinimayiro, NOKpawyouu SKiChb Hcummsi i 00620CMPOKOSI pe3yibmamiu 300pos's. H00el, SKi nepexcuiu
Dpax.

Leii 02na0 niokpecutoe 8ax3cnugicmy 8pAxy8anHs HEUPONCUXONOIYHUX [ NCUXOCOMAMUYHUX YUHHUKIG Y
peadbinimayii OHKOIOSTHHUX NAYIEHMIB, BUCIYNAIOHU 30 KOMIIEKCHULL NIOXIO, KU 8DAX0BYE B3AEMOOII0 MIdiC
PO3YMOM T mMiOM Yy npoyecax 00yxcanisi. JJocniodxcens iOKpusae wiisaxu Omst MAOYymHix OOCHIONCEHb 3
Memo NoOAIbU020 BUGHEHHST Ma [THMespayii yux 8ajdciusux Qaxmopie y KIHIYHY Npakmuxy, wo 6
KIHYe8oMy NIOCYMKY MA€E HA Memi NOKpawumu peabiiimayitinull nomenyial ma 3deaivie Onaeononyyus
OHKONO2TYHUX NAYIEHMIB.

Knrouosi cnosa: onxonozciuna peabinimayis; NCUXOCOMAMU4HI paxmopu,; peadinimayiiHuil nomenyial,
mpuso2a 3a 300p08's; AKICMb HCUMMAL.
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