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SUMMARY

Introduction/Objective The aim of this study is to identify and evaluate the use of New Mobility Score
(NMS) in estimating functional recovery three months after total hip arthroplasty (THA).

Methods In total, 70 patients, aged > 60 years, underwent THA. Treatment group was subjected to the com-
prehensive rehabilitation program and control group to the standard one. Primary outcome was assessed
with Harris Hip Score (HHS) and NMS, and secondary one by Medical Outcomes Health Survey (Short-Form
Health Survey - SF-36). Questionnaires were collected before and three months after hip surgery.
Results Treatment group showed significant improvement three months postoperatively. The correlation in
both groups between HHS and NMS was very strong (r > 0.700). Treatment group following surgery showed
strong correlation between Recovery through Personal Care Services (PCS) and HHS and NMS (r > 0.700),
moderate to strong between pain categories and HHS (r = 0.380; r = 0.583) and NMS (r = 0.424). Control
group showed strong correlation between PCS and HHS (r = 0.704), and NMS (r = 0.568) and moderate to
pain categories and HHS (r = 0.546; r = 0.466). The area under the curve (AUC) described the inherent validity
of allmeasurement used AUC, .= 0.724, p=0.001, AUC, . = 0.788, p = 0.000 and AUC, . = 0.747, p = 0.001.
Conclusion The NMS could be successfully used in routine clinical assessment of elderly patients fol-
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INTRODUCTION

Total hip arthroplasty (THA) is the most com-
monly performed surgical procedure under-
taken to relieve pain and restore function in
elderly people with end-stage hip osteoarthritis
[1]. With the projected increase in the number
of the elderly undergoing THA over the next two
decades, it becomes even more critical to de-
velop effective rehabilitation strategies, individu-
ally adapted, which can contribute most benefit.
Surgery alone fails to fully restore physical func-
tion and address longstanding impairments as-
sociated with chronic joint disease [2, 3].
Despite the increased interest in evaluating
outcomes following hip arthroplasty, challenges
remain in ensuring that such assessments of
outcome are accurate, reliable, and relevant [4].
Generic patient-reported outcome measures
(PROMs) describe a patient’s global health status,
and numerous comprehensive specific PROMs

instruments are available for patients with hip
problems [5]. Health-related quality-of-life data
are valuable as they can provide relevant health-
status information to health professionals and
should be used as rationale for implementing
the most adequate standard of health care [6].
There are many different tools available to mea-
sure an outcome, each with its advantages and
drawbacks. Pain assessment is a crucial compo-
nent of joint specific and generic self-assessment
instruments because it influences physical func-
tioning (PF) [7]. After surgery, outcome measures
are generally conveyed as the quality-of-life score,
and joint-specific tools focus on disability relat-
ing to a particular joint irrespective of the under-
lying pathology [7, 8]. Therefore, there is a need
for guidance in defining criteria for the most use-
ful outcome measures, using the International
Classification of Functioning, Disability, and
Health (ICF) model to conceptualize joint re-
placement outcomes [9, 10].



Measurement properties of New Mobility Score

The meta-analysis from 2019. distinguishes results on
patient-reported function, hip-related pain, and health-
related quality of life after total hip replacement and sug-
gests focusing on early rehabilitation [11, 12].

The aim of this study is to identify and evaluate the
use of New Mobility Score (NMS) together with already
confirmed Harris Hip Score (HHS) and the medical out-
comes study Short-Form Health Survey (SF-36) in esti-
mating functional recovery three months after primary
hip arthroplasty.

METHODS
Study design, participants, and ethics

This study was designed as a prospective randomized
controlled study. The data were collected preoperatively
and three months after THA to evaluate the effectiveness
of a comprehensive rehabilitation program compared to
the standard one after hip arthroplasty. Recruited patients
were enrolled between 2013 and 2015, prior to surgery at
the orthopedic surgery department. The inclusion criteria
were older than 60, end-stage primary hip osteoarthritis,
and primary unilateral total hip replacement. The exclu-
sion criteria were postoperative complications, cognitive
impairment (assessed clinically), history of congenital hip
dislocation, bilateral hip disease or inflammatory arthritis,
significant neuromuscular disease (e.g., Parkinson’s dis-
ease), lower extremity fractures, or paralysis.

A randomization sequence was created using a comput-
er-generated list of numbers in block sizes of four. Those
who qualified for the trial underwent a hip replacement, by
posterior-lateral approach, performed by the same surgery
team. Both groups received a standard exercise program
guided by a physiotherapist, starting on the first post-sur-
gery day. Participants in the treatment group were given a
comprehensive program with additional physical exercises
for the arm and upper body. Both program sessions were
performed twice a day, five days a week, during a two-week
stay at the hospital. The patients were supervised in an
inpatient rehabilitation center (for four weeks) and finally
at home, unsupervised (for six weeks).

All participants gave their voluntary written consent
according to approval by the Regional Committee for
Medical Research Ethics (n.29/V-17). The trial is registered
in ISRCTN Register with ISRCTN73197506.

Patient characteristics

Before surgery, a questionnaire including anthropometric
characteristics (age, sex, body height and weight, comor-
bidities) was completed for all patients.

Patient assessment

The primary outcome was changed in the lower limbs’
hip function and physical performances, assessed by HHS

and NMS, from baseline and after three months. HHS is a
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multidimensional assessment of the results of hip surgery
[2, 13]. The domains covered by the HHS are pain and
daily living activities, and hip function assessment (limp-
ing), absence of deformity, and range of motion. The final
score ranges from 100 points (no disability) to 0 (maxi-
mum disability).

NMS is a composite score of the patient’s ability to per-
form: indoor walking, outdoor walking, and shopping, pro-
viding a score between 0 and 3 (0 - not at all, 1 — with help
from another person, 2 — with an aid, 3 - no difficulty) for
each function, resulting in a total score from 0 (no walking
ability at all) to 9 (fully independent) [14, 15, 16].

Secondary outcomes were estimating and measuring
functional physical recovery after primary hip arthroplasty
and quality of life by SF-36. The SF-36 is a common general
health scale evaluating physical and mental health (MH),
which includes one multi-item scale that assesses eight
health concepts: 1 - limitations in physical activities be-
cause of health problems; 2 - limitations in social activities
because of physical or emotional problems; 3 - limitations
in usual role activities because of physical health problems;
4 - bodily pain (BP); 5 - general MH (psychological dis-
tress and well-being); 6 — limitations in usual role activities
because of emotional problems; 7 — vitality (energy and
fatigue), and 8 — general health state. It has been tested for
its psychometric properties. Each subscale score is con-
verted from 0 to 100; the higher the score, the better the
quality of life [4, 17].

Statistical analysis

Baseline data on patients’ characteristics were examined for
differences between the two groups by chi-square test for
categorical variables or Student t-test and Mann-Whitney
U test for continuous variables.

In this paper, we used norm-based scoring for all do-
mains of SF-36. Norm-based scoring generates Physical
Component Summary (PCS) and Mental Component
Summary (MCS) scores, using Scoring Software 4.5™ [18].
The response to 36 questions is transferred to 0-100 worst/
best scale, according to which 50 points score corresponds
to a generally healthy population.

Correlations between specific and generic tests in two
measurement periods were assessed with the Pearson lin-
ear correlation coefficient. The degree of correlation was
defined as low if the coefficient was less than 0.3, moderate
if it was between 0.3 and 0.5, and reliable if it was more
significant than 0.5 [19].

Receiver operating characteristic (ROC) curve plots
were generated for all used outcome measurements. The
point closest to the upper left corner of the curve repre-
sents the optimal trade-off between sensitivity and speci-
ficity for detecting clinical improvement. The area under
the curve can be interpreted as the probability of the test
to identify an improvement in patients correctly. An AUC
of 1 demonstrates an ideal test with a 100% sensitivity and
specificity, while an AUC of less than 0.5 indicates that the
test is less useful. Cut-off points are defined by positive-
to-negative (P/N) ratios [20].
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Figure 1. Flow diagram of the randomized clinical trial

IBM Statistical Package for Social Science for Windows
(SPSS) version 21.0 (IBM Corp., Armonk, NY, USA) was
used for statistical analyses.

RESULTS

In total, 98 patients were eligible for participation in the
study from January 1, 2013, to June 30, 2015. After exclu-
sion criteria had been implemented, 70 participants un-
derwent randomization and did not change groups until
the end of the research.

The treatment group consisted predominantly of fe-
males, 63% (n = 22) as well as in the control group, 77%
(n = 27). There were no significant pre-treatment differ-
ences between the groups, suggesting that the randomiza-
tion procedure produced well-balanced and comparable
groups at baseline. The average age of participants was 69
(SD = 6.3 years) in both groups.

A flow diagram of the trial progression (recruitment,
randomization, intervention allocation, follow-up, and
data analysis) is shown in Figure 1. The average baseline
characteristics of both groups are listed in Table 1.

‘ DOI: https://doi.org/10.2298/SARH200713005M

Table 1. Socio-demographic and clinical characteristics of the par-
ticipants

- Study grou Control grou
Characteristics ny:935 p he 3?5 P p
Age in years, mean (SD) 69.2 (6.29) 68.1 (6.35) 0.725
Sex 0.192
Male, n (%) 13(37.1) 8(22.9)

Female, n (%) 22(62.9) 27 (77.1)

BMl in categories, n (%) 0.408
Normal, n (%) 7 (20) 11(31.4)
Overweight, n (%) 17(48.6) 12 (34.3)

Obese, n (%) 11(31.4) 12 (34.3)
Comorbidities, mean (SD) 2.77 (1.8) 3.34(2.38) 0.138
ICED score 0.405
Mild, n (%) 1(2.9) 0(0)

Moderate, n (%) 2(5.7) 2(5.7)

Severe, n (%) 30(85.7) 33(94.3)

ICED - Index of Coexistent Disease; BMI - body mass index;
According to ¥, t-test, or Mann-Whitney U-test where appropriate

The only significant difference between treatment and
control study groups before the intervention was detected
in the Vitality (VT) domain of the SF-36 questionnaire.

Srp Arh Celok Lek. 2022 Jan-Feb;150(1-2):64-70
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Table 2. Mean scores of NMS, SF36, and HHS questionnaires before and 3

months after the intervention in treatment and standard groups

of statistically significant correlation was found
between SF-36 domains: BP, SF, and NMS, as well

Groups as VT and HHS.
. Questionnaire, mean (D) T"iaf“;g”t Cnoft;gl P Correlations three months after THA were given
ime = = .
HHS 346(1056) | 35503) | oeo3 | 0 1eble3. .
HHS-pain 11.713.82) | 12.86(4.58) | 0.261 In th.e treatment group, a strong significant
Physical Functioning 257(4.93) | 240(3.73) | 0121 correlation was found between HHS and NMS.
Role-Physical 304(6.95) | 284(10.3) | 0362 MOdira.te to Str‘;ng p(;)iltive Stat;;tlgzlg Slgr?lﬁc‘;ll:t
Bodily Pain 209(552) | 27.7(5.55) | 0.106 correlation was Iound between 5t-36 domains: £,
S Gene)r/al Health 53.9 59.06; 52.5 58.84; 0511 RP, GH, VT, PCS, pain category of HHS, and total
& |vitality 457 (10.68) | 397 (1029) | 0.019 HHS and NMS. A moderate significant correlation
£ |social Functioning 298(1063) | 27.4(922) | 0309 | Was present between BP and HHS.
‘v | Role-Emotional 35.1(11.1) |36.3(12.17) | 0670 In the control group, a strong significant correla-
€ | Mental Health 38.2(13.45) | 34.1 (12.09) | 0.183 tion was found between HHS and NMS. Moderate
[ Physical Component summary | 329 (5.44) | 30.4 (493) | 0054 to strong positive statistically significant correlation
Mental Component summary | 41.3 (12.31) | 38.8(12.62) | 0.402 was found between SF-36 domains: PE RP, GH, VT,
NMS 39(1.82) | 3.9(1.14) 1.000 and PCS and both HHS, as well as SF-36 domains:
Groups BP, SE RE, MH, MCS, pain category HHS and total
Questionnaire, mean (SD) Treatment | Control p* HHS. (Figure 2, Table 4)

Time n=35 n=35 AUC for NMS was 0.724 (CI 95% 0.598-0.849)
HHS 883 (4.62) | 824(551) | <0.001 | p=0.001, cut-off 7.5, with sensitivity of 80% and
HHS-pain 426(1.92) | 41.1(1.83) | 0.002 specificity of 71%.

Physical Functioning 49.3(6.9) 44.2 (7.8) 0.005 AUC for HHS was 0.788 (95% CI 0.683-0.894)
g | Role-Physical 21.9(5.17) | 47.0(542) | <0.001 |y (000, cut-off 85.5, with sensitivity of 71% and
g Bodily Pain 60.3 (4.54) | 55.4(5.43) | <0.001 specificity of 74%.
¢ |General Health 289(7.04) | 560(7.09) | 0096 AUC for PCS SF-36v2 was 0.747 (95% CI 0.628~
£ | Vitality 61.8(7.04) | 566(7.55) | 0.004 0.867) p = 0.001, cut-off 51.8, with sensitivity of
E Social Functioning 55.8(4.83) | 52.2(5.37) 0.005 77% and specificity of 77%.
© | Role-Emotional 54.1(5.88) | 51.4(6.92) 0.086
£ | Mental Health 56.3(7.96) | 52.4(7.13) | 0.032
:% Physical Component summary | 54.0 (5.70) | 49.1(5.62) | 0.001 DISCUSSION

Mental Component summary | 57.9(7.08) | 54.9 (6.37) 0.067

NMS 8.2(1.09) 7.1(1) <0.001

HHS - Harris Hip Score; NMS - New Mobility Score;
*According to the t-test

A higher score of VT was detected among treatment pa-
tients (45.7 vs. 39.7).

After the intervention, there were significant differences
in favor of treatment group as regards HHS (88.3 vs. 82.4),
pain category of HHS (42.63 vs. 41.14), NMS (8.2 vs. 7.1),
and SF-36 domains PF (49.3 vs. 44.2), Role-Physical (RP)
(51.9 vs. 47.0), BP (60.3 vs. 55.4), VT (61.8 vs. 56.6), Social
Functioning (SF) (55.8 vs. 52.2), MH (56.3 vs. 52.4), as
well as PCS (54 vs. 49.1), but for MCS (p = 0.067) there
were no statistically significant differences between groups
(Table 2).

Correlations prior to THA were given in Table 3.

In the treatment group, a strong statistically significant
correlation was found between HHS and NMS. Moderate
to strong positive statistically significant correlation was
found between SF-36 domains: PE, RP, BP, SE RE, PCS,
HHS, and NMS. A moderate statistically significant cor-
relation was found between the pain category of HHS and
total HHS.

In the control group, a strong statistically significant
correlation was found between HHS and NMS. Moderate
to strong positive statistically significant correlation was
found between SF-36 domains: PF, BP, VT, PCS, pain cat-
egory of HHS, and total HHS and NMS. A moderate level

Srp Arh Celok Lek. 2022 Jan-Feb;150(1-2):64-70

Previous studies have found that NMS was only
used for functional assessment of patients with hip
fractures [14, 15, 16]. In our study, NMS was used
for the first time to evaluate physical functional
recovery after primary hip arthroplasty in the elderly and
recorded the same significant improvement as estimated
by HHS and SF-36. Many papers assessed the PF of pa-
tients undergoing hip replacement surgery using different
PROMs. They provided a shortlist of the most promising
generic and joint-specific instruments [4, 5, 11, 12]. In
Gagnier et al. [4], seventy-three studies were investigated,
and 26 instruments were included, one of the most fre-
quently assessed instruments being HHS. This study opted
for physician-administered HHS, a widely used important
instrument for evaluating outcomes and predicting early
revision surgery after THA [6, 13, 21]. HHS and SF-36
are highly valid and reliable outcome measurement in-
struments, which we also used in this study. Mariconda
et al. [22] presented that HHS was the essential determi-
nant of SF-36 PCS and PF scale scores, showing that hip
functionality is critical in determining the patients’ general
functioning. The most important findings of the systematic
review and meta-analysis are that mid-term health-related
quality of life following THA is superior to preoperative
levels in a broad range of SF-36 domains and results in
patient satisfaction and specific functional gains [23].
Our study has proven statistically significant functional
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Table 3. Correlation coefficients between HHS, NMS, and SF-36 domains before and three months after the intervention in treatment and

control groups

Mitrovi¢ D. et al.

Before intervention

3 months after intervention

Group

HHS

NMS

HHS

NMS

Treatment group

r=0.737; p < 0.001

r=0.718;

p < 0.001

SF-36

Physical Functioning

r=0.715p <0.001

r=0.626 p <0.001

r=0.733 p<0.001

r=0.757 p < 0.001

Role-Physical

r=0.659 p <0.001

r=0.467 p =0.005

r=0.543 p=0.001

r=0.515 p=0.002

Bodily Pain

r=0.708 p < 0.001

r=0.454 p =0.006

r=0.380 p=0.024

r=0.305p=0.079

General Health

r=0.201p=0.246

r=0.196 p =0.259

r=0.616p <0.001

r=0.659p <0.001

Vitality

r=0.321p=0.060

r=0.186 p = 0.284

r=0.635 p < 0.001

r=0.513 p=0.002

Social Functioning

r=0.674p <0.001

r=0.470 p =0.004

r=0.323p=0.058

r=0.263p=0.133

Role-Emotional

r=0.378 p=0.025

r=0.146 p = 0.404

r=0.258p=0.135

r=0.209p=0.236

Mental Health

r=0322p=0.059

r=0.125p =0473

r=0.292 p =0.089

r=0212p=0.229

Physical Component summary

r=0.567 p<0.001

r=0.556 p=0.001

r=0.714p <0.001

r=0.757 p<0.001

HHS-Pain

r=0.527 p=0.001

r=0.218 p=0.208

r=0.583 p <0.001

r=0.424p=0.011

Mental Composite score

r=0.396 p=0.019

r=0.159 p=0.363

r=0214p=0.217

r=0.130 p = 0.463

Contro!

| group

r=0.695; p <0.001

r=0.733;

p <0.001

SF-36

Physical Functioning

r=0676 p <0.001

r=0.522 p=0.001

r=0.603 p <0.001

r=0.519 p=0.001

Role-Physical

r=0.319p=0.062

r=0.337 p=0.048

r=0.608 p <0.001

r=0.504 p =0.002

Bodily Pain

r=0.797 p <0.001

r=0.603 p <0.001

r=0.546 p=0.001

r=0.264p=0.125

General Health

r=0.243p=0.160

r=0224p=0.195

r=0.627 p <0.001

r=0.436 p=0.009

Vitality

r=0.398 p=0.018

r=329p=0.053

r=0.625p <0.001

r=0.501 p=0.002

Social Functioning

r=0.458 p = 0.006

r=0.380 p =0.024

r=0.530 p=0.001

r=0.223p=0.198

Role-Emotional

r=0.280p=0.103

r=0.195p =0.262

r=0.393 p=0.020

r=0.263p=0.126

Mental Health

r=0.280p=0.103

r=0.117p=0.503

r=0.542p=0.001

r=0.302p=0.077

Physical Composite score

r=0.632p <0.001

r=0.575p <0.001

r=0.704 p < 0.001

r=0.568 p < 0.001

HHS-Pain

r=0.715p < 0.001

r=0.474p=0.004

r=0.466 p = 0.005

r=0.228 p=0.187

Mental Component summary

r=0.292 p=0.089

r=0.175p=0.305

r=0.483 p=0.003

r=0.249p=0.149

HHS - Harris Hip Score; NMS — New Mobility Score

Table 4. Area Under the Curve (AUC) and P/N ratio cut-off points

Test result variable(s) AUC p 95% Cl lower limit | 95% Cl upper limit Cut-off Sensitivity Specificity
PCS postoperative 0.747 0.000 0.628 0.867 51.8 77 77
HHS postoperative 0.788 0.000 0.683 0.894 85.5 71 74
NMS postoperative 0.724 0.001 0.598 0.849 7.5 80 71

ROC Curve

08

086
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I

Source of the
Curve

- -~ PCS postoperative
— —HHS postoperative
----- NMS postoperative
— Reference Line

04 06

1 - Specificity

Diagonal segments are produced by ties.

08 10

Figure 2. ROC curves three months postoperatively
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PCS - Physical Component Summary of SF-36; HHS — Harris Hip Score; NMS — New Mobility Score

improvement, predominantly in the treatment group, three
months postoperatively, assessed with all used measure-
ments: NMS, HHS and in virtually all domains SF- 36: PE,
RP, BP, SE, VT, MH, and physical summary component.
We found that correlation in treatment and control groups
between HHS and NMS was very strong. The correlation
in both groups between preoperative physical performanc-
es and pain was strong. Three months after arthroplasty,
the correlation between the treatment and control group
was strong to very strong between assessed physical per-
formances. Following surgery and both physical exercise
programmes (comprehensive and standard), we found a
moderate correlation in treatment group and moderate to
strong in control one between pain domain SF-36, pain

category HHS and functional ability HHS.

Pain and physical function represent different but re-
lated health concepts and interventions [7, 23]. Therefore,
separate assessments of these attributes were recom-
mended at the Outcome Measures in Arthritis Clinical
Trials conference [9, 10]. Results of the Terwee et al. [24]
study confirmed that self-report measures of PF are more

Srp Arh Celok Lek. 2022 Jan-Feb;150(1-2):64-70
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influenced by the amount of pain experienced than perfor-
mance-based measures of PE. We have established a con-
nection between pain and PF following hip replacement
measured by specific HHS, NMS, and generic SF-36.

Elibol et al. [25] found moderate to strong correlations
between HHS and performance-based tests in evaluat-
ing patients with THA. In contrast, our study presented
a strong correlation between outcomes assessment HHS
and NMS in evaluating patients with THA.

ROC curves synthesized information on the sensitiv-
ity and specificity to discriminate significant functional
improvement in the treatment group, on the one hand,
and functional improvement in the control group. The
AUC is an effective and combined measure that describes
all measurements’ inherent validity used HHS, NMS, and
SF-36 [20]. The ROC curves of NMS with HHS and PCS
of SF- 36 were located closer to each other in “ROC space,’
which confirmed validity for NMS. Hoeksma et al. [26]
also used ROC curve to determine the ability of HHS and
SE-36, walking speed, and pain to measure clinically rel-
evant improvement after exercise therapy. In summary,
they showed that HHS could detect a small improvement
in hip function and recommended that it be used in reha-
bilitation interventions that focus on the improvement of
functional ability in patients with OA of the hip.

Kristensen et al. [27] suggest that NMS is a valid and
easily applicable score that provides a predictive value of
the short-term potential of the patient’s independence in
functional mobility during admission and discharge status.
Prieto-Moreno et al. [28] confirmed that NMS is a reliable
and valid outcome measure to assess the pre-fracture func-
tional status and cognitive impairment in older patients
with hip fracture in Spain. We agreed that the NMS is an
easy-to-use and quick-to-complete score that can be used
for all patients with hip surgery, based on the information
provided by the caregivers for the patients with functional
status [28]. We also found that a strong correlation be-
tween used outcome measurements confirms that NMS
is useful and important instrument for fast and relevant
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MepHa cBojctBa HoBor ynuTHMKA 3a NnpoL,eHy MO6MAHOCTU Y GYHKLMOHANHOM
ONOpaBKy CTapujux 0coba nocne ToTaNHe apTPONNACTUKE KYKa

Jparuua Mutposuh'2, Mpeppar Epuer’*4, Jburbana Munuh'*, Bnaguua hyk'>*, JosaH Jynocku'**, Pagocas Pagynosuh'?,
Jbybuua KoHctaHTMHOBMR?S, 30paH Pagojuunh’, BecHa P. JosaHoBUNE, Catba [yrominh?

'KnuHnyko-6onHnukny LeHTap 3e3napa, beorpag, Cpbuja;

2KnunHnuko-6onHMYKM LieHTap 3Be3fapa, Cnyx6a 3a dusmnkanHy MeauumHy n pexabunutauujy, beorpag, Cpbuja;

*YHueepauTet y beorpagy, MeanunHcku pakyntet, beorpag, Cpbuja;

*KnuHnuKo-6011HMYKM LieHTap 3Be3fapa, KnnHnuko ogersere 3a repujatpujy,Mpod. ap Metap Koponuja’, beorpag, Cpbuja;
SKnuHnuko-6onHMYKM LieHTap 3Be3fapa, KnuHuka 3a xupyprujy ,Hukona Cnacuh’, beorpag, Cpbuja;

KnuHuka 3a pexabunutauujy,Ap Mupocnas 3otoBuh’, Beorpag, Cpbuja;

’YHusep3uTet y beorpapy, GakynteT opraHu3aLMoHnX Hayka, VIHCTUTYT 3a cTatnctuky, beorpag, Cpbuja;

8Akapemuja cTpykoBHUX cTyamja, Opcek Brcoka 3gpaBcTBeHa Wwkona, beorpag, Cpbuja;

°BojHO-MeAMLMHCKa akafiemuja, IHCTUTYT 3a HykneapHy MeauuuHy, beorpag, Cp6uja

CAMXETAK

YBoa/Lum Linb oBe cTyauje je aa ce naeHTUdMKyje n ncnuta
ynotpeba HoBor ynuTHuKa ckopoBatba mobunHoctu (HYC) y
npoLeHy GyHKLMOHANHOT OnopaBKa TPV MeceLia HakoH ToTasHe
apTponnacTuKe Kyka.

Metope Y nctpaxusatbe je ykibyuyeHo yKynHo 70 naumjeHata,
cTapujux of 60 roanHa, Koju cy 6vnv NoABPrHyTU TOTaNHOj
apTponnactium Kyka. icnutrneaHa rpyna je noaBprHyTa cee-
00yxBaTHOM NpOrpamy pexabunuraimje, a KOHTPOHA rpyna
cTaHgapaHoM. MprmapHu ncxod GyHKLUMOHANHOT OropaBkKa je
oLiereH XapncoBrM ynUTHUKOM 3a Kyk (XYK) n HYC, a cekyH-
AapHu ONwTM yNMUTHUKOM O 3apaBiby (SF-36). YnutHuum cy
nomnykaBaHn NpeonepaTBHO 1 TPV MeceLja MoCTonepaT!BHO.
Pesynrtatu VicnutneaHa rpyna je y OAHOCY Ha KOHTPOJTHY MOKa-
3ara 3HayajHuje NobosbLUaHE TPU MeceLia Moc/Ie apTPonIacTu-
Ke Kyka. Kopenauuja y o6e rpyne namehy XYK n HYC je 6buna
BP0 jaka (p > 0,700). Y ucnutmsaHoj rpynu je Tpu meceua
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nocTonepaTnBHO MNOKa3aHa jaka MoBe3aHoCT uamehy ykyn-
Hor ¢usmnukor onopaska (YOO) SF-36, XYK n HYC (r > 0,700),
yMepeHa f10 jaka n3mehy kateropuja 6ona, XYK (r = 0,380; r =
0,583) n HYC (r = 0,424). Y KOHTPONHO] Fpynu je nokasaHa jaka
Kopenauuja namehy YOO SF-36, XYK (r = 0,704) n HYC (r=0,568)
1 ymepeHa namehy kateropuja 6ona n XYK (r = 0,546; r = 0,466).
Moapyuje ncnop kpmse (AUC) nokasano je BanvaHOCT CBUX KO-
puwheHnx mepHux nHcTpymerara: AUC, - = 0,724, p = 0,001,
AUC,,, = 0,788, p= 0,000 n AUC,,, = 0,747, p = 0,001.
3akmyuak HYC moxe ycneLwHo aa ce KOpUCTU y PyTUHCKO]j
KJIMHNYKO]j NpoLeHn GyHKLMOHaNHOr OnopaBKa CTapujux na-
LmjeHaTa nocne ToTajiHe apTPOMIacTuKe Kyka.
VctpaxmBame je pernctpoBaHo y peructpy ISRCTN (https://doi.
org/10.1186/ISRCTN73197506).

KmbyuHe peun: Xap1coB ynuTHUK 3a KyK; HOBM YNUTHUK CKO-
poBakba MOGUNHOCTY; SF-36; Mepetbe UCXOAa; apTponIacTka
KyKa; pexabunutauuja; ROC KpriBa
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