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1. Introduction

Lateral hip pain is a common musculoskeletal
complaint that frequently affects middle-aged and
older adults and may lead to substantial limitations in
daily activities, sleep quality, and physical function [1].
Among the causes of lateral hip pain, greater
trochanteric pain syndrome (GTPS) is considered one of
the most common clinical entities. GTPS is estimated to
account for a considerable proportion of patients
presenting with hip pain in outpatient settings and is
more frequently observed in women between the ages

of 40 and 60 years [2].
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Abstract

Greater trochanteric pain syndrome (GTPS) is one of the most common causes of lateral
hip pain and includes a spectrum of peritrochanteric disorders involving the gluteal
tendons, bursae, and surrounding soft tissues. Although historically associated with
isolated trochanteric bursitis, current evidence increasingly highlights the role of gluteal
tendinopathy and abductor tendon pathology in symptom development. GTPS is
currently considered a multifactorial condition influenced by biomechanical,
degenerative, and functional factors. Clinical evaluation remains the cornerstone of
diagnosis, while imaging modalities such as magnetic resonance imaging and
ultrasonography may help identify associated soft tissue abnormalities. Conservative
treatment, particularly exercise-based rehabilitation focusing on hip abductor
strengthening and load management, represents the first-line management strategy and
is successful in most patients. In refractory cases, surgical interventions including
endoscopic bursectomy, iliotibial band release, and gluteal tendon repair may provide
favorable outcomes.

This narrative review summarizes current concepts regarding the pathophysiology,
clinical presentation, imaging evaluation, and contemporary management strategies for
GTPS and lateral hip pain.

Keywords: Greater trochanteric pain syndrome, lateral hip pain, gluteal tendinopathy,
trochanteric bursitis, hip abductor tendons, rehabilitation.

Historically, lateral hip pain was primarily
attributed to isolated trochanteric bursitis. However,
advances in imaging and clinical research have
demonstrated that GTPS represents a broader spectrum
of peritrochanteric disorders rather than a single
inflammatory condition [3]. Current evidence suggests
that gluteus medius and gluteus minimus
tendinopathy, partial or full-thickness abductor tendon
tears, bursitis, and iliotibial band abnormalities may all
contribute to the clinical presentation [4]. Therefore, the
term GTPS is now preferred over isolated “trochanteric
bursitis” in contemporary literature.
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Patients with GTPS commonly report deep lateral
hip pain that may radiate to the lateral thigh and is often
aggravated by prolonged sitting, stair climbing, lying
on the affected side, or activities involving hip loading
[5]. Although the diagnosis is primarily based on
clinical examination, imaging modalities such as
magnetic resonance imaging (MRI) and
ultrasonography may help identify gluteal tendon
pathology, bursitis, and associated soft tissue
abnormalities [6].

Most patients respond favorably to conservative
management including activity modification, exercise-

2. Materials and Methods

Pathophysiology and Peritrochanteric Anatomy

Greater trochanteric pain syndrome is currently
considered a multifactorial disorder involving the
peritrochanteric soft tissues rather than an isolated
inflammatory condition of the trochanteric bursa [3].
Earlier studies mainly focused on bursitis as the
primary source of lateral hip pain; however,
contemporary imaging and histopathological findings
have shown that gluteal tendinopathy and abductor
tendon pathology play a central role in many patients
with GTIPS [8]. Degenerative changes, tendon
thickening, partial tears, and full-thickness tears of the
gluteus medius and gluteus minimus tendons are
frequently observed in symptomatic individuals [9].

The peritrochanteric region has a complex
anatomical structure consisting of multiple bursae,
tendon insertions, and surrounding fascial tissues. The
greater trochanter contains four distinct facets,
including the anterior, lateral, posterior, and
superoposterior facets, which serve as insertion sites for
the gluteus medius and gluteus minimus tendons [4]. In
addition, the trochanteric, subgluteus medius, and
subgluteus minimus bursae facilitate smooth
movement between the tendons and adjacent soft
tissues [9].

Biomechanical factors are also thought to
contribute to GTPS development. Repetitive
compressive and tensile loads across the gluteal
tendons may lead to tendon degeneration over time,
particularly in individuals with hip abductor weakness,
altered pelvic mechanics, obesity, or lower limb
malalignment [3]. Friction between the iliotibial band
and greater trochanter during hip motion may further
increase  mechanical  irritation =~ within  the
peritrochanteric region [3].

External snapping hip syndrome, also known as
external coxa saltans, may coexist with GTPS [10]. In
this condition, the iliotibial band or the anterior border
of the gluteus maximus moves over the greater
trochanter during hip flexion and extension, resulting

based rehabilitation, nonsteroidal anti-inflammatory
drugs, and injection therapies [7]. In refractory cases,
surgical management such as bursectomy, iliotibial
band release, or endoscopic abductor tendon repair
may be considered [4].

The purpose of this narrative review is to
current  concepts regarding  the
pathophysiology, clinical evaluation, imaging findings,
and contemporary management strategies for lateral
hip pain and GTPS.

summarize

in snapping sensations and repetitive soft tissue
irritation [10]. Chronic mechanical friction may
contribute to bursitis, gluteal tendinopathy, and
persistent lateral hip pain.

Several risk factors have been associated with
GTPS, including increasing age, female sex, obesity, low
back pain, hip or knee osteoarthritis, and leg-length
discrepancy [2]. In addition, anatomical variations such
as increased femoral offset or a wider pelvis may alter
hip biomechanics and increase tensile loading on the
gluteal tendons [3]. Collectively, these findings support
the current understanding of GTPS as a tendon-related
and biomechanically influenced disorder rather than a
purely inflammatory bursitis [8].

Clinical Presentation and Physical Examination

Patients with greater trochanteric pain syndrome
typically present with chronic or intermittent lateral hip
pain localized over the greater trochanter. The pain may
radiate to the lateral thigh and occasionally extend
distally toward the knee [1]. Symptoms are commonly
aggravated by activities that increase compressive
loading across the lateral hip, including prolonged
standing, stair climbing, walking, prolonged sitting,
lying on the affected side, and single-leg weight-bearing
activities [3]. Many patients also report sleep
disturbance due to pain while lying on the symptomatic
side.

Physical examination remains the cornerstone of
diagnosis. Local tenderness on palpation over the
posterolateral aspect of the greater trochanter is one of
the most consistent clinical findings and may reflect
pathology involving the gluteus medius tendon
insertion [11]. Pain reproduction during palpation is
considered clinically valuable, particularly when
combined with other provocative tests [5].

Several physical examination maneuvers have
been described for the evaluation of GTPS. Pain during
resisted hip abduction may indicate gluteal tendon
pathology or abductor weakness. Commonly used
physical examination tests are summarized in Table 1.
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The FABER (flexion, abduction, and external
rotation) test and Ober test may also reproduce lateral
hip pain by increasing tension across the
peritrochanteric structures [12]. In addition, a positive

Table 1 - Physical Examination Tests in GTPS [1,5,11-13]

Trendelenburg sign may demonstrate hip abductor
insufficiency and impaired pelvic stabilization during
single-leg stance [5].

Test Clinical Purpose Typical Positive Finding Reported Diagnostic
Value
Palpation of Greater Local tenderness Reproduction of lateral hip High sensitivity, limited
Trochanter assessment pain specificity
Single-leg Stance Test Gluteal tendon . ng.h .sgns1t1V1ty anc.:l
30's) loading Pain within 30 seconds specificity reported in
gluteal tendinopathy
Resisted External Derotation ~ Gluteal tendon  Pain during resisted external Useful for detecting
Test pathology rotation gluteal tendinopathy
Trendelenburg Hip abductor Pelvic drop during single-leg Indicates abductor
Test weakness stance insufficiency
FABER Test Perltrochan'terlc Reproductlon'of lateral hip Moderate. (?11agnost1c
compression pain utility
Ober Test Ihotablal band Restricted adduction May indicate ITB-related
tightness pathology
FADIR Test Differential Groin pain during flexion- More suggestive of intra-
diagnosis for FAI ~ adduction-internal rotation articular pathology

Diagnostic values vary among studies and should be interpreted together with clinical examination findings

Single-leg stance testing has also been reported as
a useful clinical maneuver in patients with GTPS [11].
Reproduction of lateral hip pain within 30 seconds of
single-leg standing may indicate gluteal tendon
pathology [11]. Furthermore, gait assessment may
reveal compensatory trunk lean, reduced hip stability,
or antalgic gait patterns in more symptomatic patients
[3].

Despite the availability of multiple provocative
tests, no single physical examination maneuver is
completely diagnostic for GTPS. Therefore, clinical

Table 2 - Differential Diagnosis of Lateral Hip Pain [1,5,12]

evaluation should include a combination of patient
history, palpation findings, functional assessment, and
provocative testing [12]. Differential diagnosis is
important, as lumbar radiculopathy, hip osteoarthritis,
femoroacetabular impingement syndrome, stress
fractures, and intra-articular hip disorders may present
with similar symptoms [1]. Differential diagnosis is
important because several lumbar, intra-articular, and
extra-articular pathologies may mimic GTPS (Table 2).

. Typical Pain Distinguishing Clinical . ..
Condition Location Test Typical Findings
Greater Trochanteric Lateral hip and Tenderness over greater . Pain Whﬂe lymg on affectgd
. . trochanter, Single-leg side, pain during stair climbing,
Pain Syndrome (GTPS) lateral thigh
stance test abductor weakness
Low back . . . .
Lumbar Radiculopathy radiating to Stralghjc—leg raise tesfc, Dermatomal pain, pa1:e§the51a,
neurological examination neurological deficits
buttock or leg
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Table 2 (Continuation) - Differential Diagnosis of Lateral Hip Pain [1,5,12]

o Typical Pain Distinguishing . ..
Condition Location Clinical Test Typical Findings
Hip Osteoarthritis (OA) Groin ar;l anterior =~ Reduced hlP internal Morning stiffness, crepitus,
ip rotation reduced range of motion
Femoroacetabular Groin and anterior Pain dur.1 ng hip ﬂex1F> n and
. . FADIR test rotation, mechanical
Impingement (FAI) hip
symptoms
Stress Fracture Deep groin or Hop test, imaging Pain aggrgvated.by yvelght—
thigh pain evaluation bearing activities
Meralgia Paresthetica Lateral thigh Sensory examination Burning pain or numbness

over lateral thigh

GTPS, greater trochanteric pain syndrome; OA, osteoarthritis; FAI, femoroacetabular impingement

Imaging Evaluation

Although the diagnosis of greater trochanteric pain
syndrome is primarily clinical, imaging modalities may
be useful for confirming the diagnosis, excluding
alternative pathologies, and identifying associated
tendon abnormalities [6]. Imaging is particularly
valuable in patients with persistent symptoms,
suspected abductor tendon tears, or inadequate
response to conservative treatment [14].

Plain radiographs are usually obtained as the
initial imaging modality to exclude other causes of hip

pain such as osteoarthritis, femoroacetabular
impingement syndrome, stress fractures, or avascular
necrosis [1]. Radiographic findings are often
nonspecific in GTIPS; however, enthesophytes and
irregularities at the greater trochanter may suggest
underlying gluteal tendon pathology [12]. The
anatomical relationship of the gluteus medius, gluteus
minimus, and surrounding peritrochanteric structures
is demonstrated in Figure 1. Previous studies have
reported an association between trochanteric surface
irregularities and abductor tendon abnormalities [9].

Figure 1 - MRI anatomy of the peritrochanteric region relevant to GTPS, demonstrating the gluteus medius subdivisions,
gluteus minimus tendon complex, and surrounding soft tissues

Magnetic resonance imaging (MRI) is considered
the gold standard imaging modality for evaluating
peritrochanteric soft tissue pathology [15]. MRI can
identify gluteus medius and gluteus minimus
tendinopathy, partial- or full-thickness tendon tears,

peritendinous edema, bursitis, and fatty muscle
atrophy [4] (Figure 2). In addition, MRI is valuable for
differentiating GTPS from intra-articular or spinal
pathologies that may mimic lateral hip pain [15].
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Figure 2 - MRI demonstrates asymmetric fatty atrophy of the gluteal musculature, particularly involving the gluteus
medius/minimus complex

3. Discussion

Conservative Treatment

Conservative management is considered the first-
line treatment for greater trochanteric pain syndrome
and is successful in most patients [8]. Current treatment
strategies primarily focus on reducing excessive tendon
compression, improving hip abductor function, and
restoring lumbopelvic ~ biomechanics. Initial
management generally includes activity modification,
exercise-based rehabilitation, nonsteroidal anti-
inflammatory drugs (NSAIDs), and injection therapies
[3].

Patient education and load management play an
important role during the early stages of treatment.
Patients are commonly advised to avoid positions and
activities that increase compressive forces across the
lateral hip, such as prolonged side-lying on the affected
side, crossing the legs, or excessive single-leg loading
[3]. Temporary reduction of aggravating activities may
help decrease pain and mechanical irritation around the
gluteal tendons [3].

Exercise-based rehabilitation is currently regarded
as one of the most important components of
conservative treatment [7]. Rehabilitation programs
generally aim to improve hip abductor strength, pelvic
stability, and lower extremity biomechanics.
Progressive strengthening of the gluteus medius and
gluteus minimus muscles, together with functional and
weight-bearing exercises, may reduce symptoms and
improve physical function [5,7]. In addition, movement
retraining and correction of abnormal loading patterns
may help decrease repetitive compression of the
peritrochanteric structures [7].

NSAIDs may provide short-term symptomatic
relief, particularly in patients with associated bursitis or
inflammatory irritation [8]. Corticosteroid injections are
also commonly used and may reduce pain in the short

term; however, long-term benefits appear to be more
limited when compared with exercise-based
interventions [7]. Ultrasound-guided injections may
improve injection accuracy, especially in patients with
deeper soft tissue pathology [14].

Extracorporeal shock wave therapy (ESWT) and
biologic treatments such as platelet-rich plasma (PRP)
injections have also been investigated in recent years
[16]. Although some studies have reported promising
clinical outcomes, the current evidence remains
heterogeneous, and further high-quality studies are
needed to clarify their effectiveness and optimal
indications [8].

Most patients improve with nonoperative
management, although symptom resolution may
require several months. Previous recommendations
suggest that conservative treatment should generally be
continued for at least six months before considering
surgical intervention in refractory cases [16].

Surgical Treatment

Surgical treatment may be considered in patients
with  persistent symptoms despite prolonged
conservative management. In general, surgery is
reserved for individuals who continue to experience
significant pain and functional limitation after at least
6-12 months of nonoperative treatment [4]. The choice
of surgical procedure depends on the underlying
pathology, including bursitis, iliotibial band
abnormalities, external snapping hip syndrome, or
gluteal tendon tears.

Bursectomy is one of the most commonly
performed procedures in patients with refractory
trochanteric bursitis or persistent peritrochanteric
inflammation [17]. In some cases, bursectomy may be
combined with iliotibial band (ITB) release to reduce
mechanical friction over the greater trochanter [18].
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Several techniques for ITB release have been described,
including longitudinal release, T-shaped incision,
fenestration, and Z-plasty procedures [18]. These
procedures may also be beneficial in patients with
external snapping hip syndrome.

In patients with partial- or full-thickness gluteal
tendon tears, surgical tendon repair may be indicated
[19]. Both open and endoscopic repair techniques have
been described in the literature, with generally
favorable clinical outcomes in terms of pain reduction
and functional improvement [20]. Endoscopic repair
techniques have gained increasing popularity because
they are less invasive and may be associated with lower
complication rates compared with open procedures.

Previous studies have reported similar clinical
effectiveness between open and endoscopic abductor
tendon repairs, although endoscopic approaches
appear to demonstrate lower complication rates and
reduced soft tissue morbidity [20]. In addition,
systematic reviews have shown promising success rates
following endoscopic treatment of GTPS [17].

In cases of severe tendon retraction, fatty
degeneration, or advanced muscle atrophy, primary
tendon repair may not be feasible [19]. In such
situations, tendon augmentation procedures or muscle
transfer techniques may be considered. However, the
evidence regarding these advanced reconstructive
procedures remains limited.

Although
provides favorable outcomes in carefully selected
patients, high-quality comparative studies are still
limited [19]. Therefore, further research is needed to
establish optimal surgical indications, rehabilitation

surgical ~management generally

protocols, and long-term outcomes following different
surgical techniques.

Future Directions and Emerging Concepts

The understanding of greater trochanteric pain
syndrome has evolved considerably over the past
decade. Rather than being viewed solely as an
inflammatory bursitis, GTPS is now increasingly
recognized as a complex tendon-related disorder
involving biomechanical, degenerative, and functional
factors [3]. This shift in perspective has influenced both
diagnostic approaches and treatment strategies.

One of the emerging concepts in GIPS is the
growing emphasis on gluteal tendinopathy and load-

4. Conclusions

Greater trochanteric pain syndrome 1is a
multifactorial condition representing one of the most
common causes of lateral hip pain. Contemporary
evidence suggests that gluteal tendinopathy and

related tendon pathology [13]. Similar to other lower
extremity tendinopathies,
loading, impaired pelvic control, and hip abductor

abnormal mechanical

weakness are believed to contribute to persistent
symptoms  [13].
rehabilitation approaches increasingly focus on

Consequently,  contemporary
movement quality, lumbopelvic stability, and
progressive tendon loading rather than isolated pain
reduction alone [3].

Advances in imaging techniques have also
improved the understanding of peritrochanteric
pathology. High-resolution MRI and dynamic
ultrasonography allow better visualization of gluteal
tendon abnormalities, bursae, and iliotibial band
disorders [9]. However, imaging findings do not always
correlate with clinical symptoms, highlighting the need
for more precise clinical classification systems and
patient-specific treatment approaches [6].

Another important area of interest is the role of
biologic and regenerative therapies. Platelet-rich
plasma injections, stem cell based treatments, and other
biologic interventions are increasingly investigated for
the management of chronic gluteal tendinopathy [21].
Although early results appear promising in some
studies, the current evidence remains limited and
inconsistent [16]. Further randomized controlled trials
are needed to establish their long-term efficacy and
optimal clinical indications.

Surgical techniques have also continued to evolve,
particularly with the increasing use of minimally
invasive endoscopic procedures. Endoscopic gluteal
tendon repair and iliotibial band release may provide
favorable outcomes with reduced soft tissue morbidity
and lower complication rates [17]. Nevertheless,
standardized rehabilitation protocols and long-term
comparative studies are still lacking [19].

Despite recent advances, several challenges remain
in the management of GTPS. The heterogeneity of
patient presentations, variability in imaging findings,
and limited high-quality evidence regarding optimal
rehabilitation and surgical indications continue to
complicate clinical decision-making [12]. Future studies
focusing on biomechanics, tendon loading strategies,
patient-reported
treatment algorithms may help improve long-term

outcomes, and individualized

outcomes in patients with lateral hip pain and GTPS.

abductor tendon pathology play a more important role
than isolated bursitis in many symptomatic patients.
Although imaging modalities may support the
diagnostic process, clinical history and physical
https://doi.org/10.52889/1684-9280-2026-77-3-jto055
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examination remain essential for accurate evaluation
and differential diagnosis.

Conservative management, particularly exercise-
based rehabilitation focusing on hip abductor
strengthening and load management, continues to be
the cornerstone of treatment and is effective in most
patients. In individuals with persistent symptoms
despite prolonged nonoperative treatment, surgical
interventions such as endoscopic bursectomy, iliotibial
band release, and gluteal tendon repair may provide
favorable clinical outcomes. As the understanding of

GTPS continues to evolve, future research is needed to
optimize individualized treatment strategies and
improve long-term patient outcomes.
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Tyiingeme

Ypusik aypysl cuHApoMBI (YAC) — >xambac OybIHBIHBIH Oy iip aliMaFbIHAAFBI ayBIPCBIHY ABIH €H KIi Ke3JeceTiH
cebentepinig Oipi. Oa Oekce ciHipaepiH, capbicyabl coMKeaepai (Oypcadapapl) >kKoHe aliHaAacBIHAAFBI KYMCak,
TiHAePAl 3aKbIMAAMTHIH IEPUYPIIBIKTHIK OY3BIABICTAPABIH CIEKTPiH KaMTuabl. Tapuxm TypFbldaH OyA CHHAPOM
OKIllayJaHFaH VPIOBIK OypcuTiMeH OallaaHBICTBIPBLAFAaHBIMEH, Kasdipri TaHAarbl JepeKkTep CUMIITOMAapAbIH
AaMyblHJa OeKce TeHAMHOIATIVIICH MEH 9KeTKilll OYAIIBIKeT CiHipAepi MaTOAOTMACHHEIH POl >KOFaphl eKeHiH >Kui
kepcetint oteip. Kasipri yaxeirra YAC OmoMexaHMKaABIK, AeTeHepaTUBTi >KoHe (PYHKINOHAAABK (paKTopAapAblH
acepiHeH TyBIHAANTHIH KeIldaKTOpABI XKaFjail peTiHAe KapacThIpblaaabl. KanHukaaslk Oaraday AMarHos KOIOABIH
Herisi Goawnl Kaaa Oepeai, aa MarHUTTIK-pPe30HAHCTHIK, TOMOTpadusl >KoHe YABTPaABIOBICTHIK 3€pTTEy CUSAKTHI
BU3yaAM3alisl 9icTepi iaecme >JKyMcak TiH aHOMaAusAapblH aHbIKTayra koeMekreceai. KoHcepsatnsTi emaey, acipece
>KaMOacThI 9KeTKIiIl Oy AIIBIKeTTePAl HEIFAlITyFa JKoHe JKYKTeMeHi OacKapyra OaFbITTaAfaH JKaTTHIFyAapra HeTizgeAreH
OHaATy, OipiHIIi TaHAayABI cTpaTerns 00ABII TaObL1aAbl JKoHe eMAeAyIlidepAiH KONIIidirinae coTTi HoTICKe Oepeai.
EM ocep ermeiiTiH Xardalidapda DHAOCKONMAABIK, OypPCOKTOMIISHBI, MAMOTMOMAAbABl TPAKTTBIH OOCATYBIH >KoHe
Ookce ciHipaepiH KaAmbiHa KeATipyAl KaMTUTBIH XUPYPTUAABIK apadacyJap >KaKchl HOTVDKeAepre KO JKeTKiszyre
MYMKiHAiK OGepeai.

bya mHappatmsri moaysga YAC meH skamOac OybIHBIHBIH Oyiiip aiiMarbIHAAFBI  aybIPCHIHYABIH
MaTopMU3NOAOTVACHHA, KAMHUKAABIK KOpiHiciHe, BM3yaamsalMaAAblK OaralaHyblHa >KoHe 3aMaHayU eMAey
CTpaTernsdapblHa KaTBICTH Ka3ipri TY>KbIphIMAaMadap KIMHaKTaAFaH.

TyiliH ce3aep: YpIIBIK aypybl CHUHAPOMBI, >KamOac OYBIHBIHBIH JAaTepadbAbl ayBIPCHIHYBI, OeKce
TEeHAVHOMATUACHI, YPIIBIK OYpCHUTi, >KaMOacThI 9KeTKiIll OYAIIBIKET CiHipAepi, oHaATy.
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Pesome

Cungpom 60an B o6aactu 60asmoro sepresa (CHEB) sBasgeTcs ogHOM 13 HanboOAee YacThIX IPUINH 00AU B
AaTepaabHOI oDaacTu Ta3obedpeHHoro cycrasa. OH BKAIOYaeT B ceDsl CIIeKTp IepuBepTeAbHBIX HapyIIeHMI,
MOpa’kaloINX STOAMYHBIE CYXOXKMANA, CyMKM (Oypchl) M OKpy>KaloIiye MATKME TKaHU. XOTsS MCTOPUYECKU DTOT
CUHAPOM CBS3BIBAAU C M30AMPOBAaHHBIM BEPTEABHBIM OYpPCUTOM, COBpeMEeHHBIe AaHHBIE BCe Yallle YKa3bBaloT Ha POAb
SITOAVYHON TEHAVMHOIIATUM M IIaTOAOTMM CYXOXKMAMII OTBOASIIMX MBIIII] B PasBUTUU CUMIITOMOB. B HacTosIee
spems CBBB paccmaTpuBaercs kak MHOropaKTOpHO€E COCTOSIHYE, pa3BMBaIOIIeecs 110/ BAUAHVEM OMIOMeXaHNYeCKIX,
AeTeHepaTUBHBIX ¥ PYHKIIMOHAABHBIX (PaKTOpoB. KAMHIYecKas OIleHKa OCTaeTCsl OCHOBOI AMAaTHOCTMKY, B TO BpeMsl
KaK MeTOABI BU3yaAn3ally, TaK/e Kak MarHUTHO-pe30HaHCHas ToMorpadusi 1 yAbTpa3ByKOBOe MccAeAOBaHVe, MOTYT
IIOMOYbD BBIABUTD COITyTCTBYIOIIME aHOMAaANY MSTKUX TKaHeil. KoHcepBaTnBHOe AedeHne, 0cOOEHHO peaOmAMTaIIVsI
Ha OCHOBe (PM3NIECKUX YIIPaskKHEHNII C YIIOPOM Ha YKpeIlJeHle OTBOAMIINX MBI OeApa U yIIpaB/AeHe Harpy3Koi,
IpejcTaBAseT CODOII CTpaTerMio IIepPBOMl AMHMUM ¥ OKa3BIBA€TCs YCIIEIIHBIM y OO/ABIIMHCTBA ITaIlMeHTOB. B
pedpaKkTepHBIX CAyYasX XUPYprU4yecKue BMeIlaTeAbCTBa, BKAIOYAs DHAOCKOINMYECKYIO OypCOKTOMMUIO, pean3
MANOTUONAABHOTO TpaKTa M IAACTUKY CYXOXUAMI SATOAVYHBIX MBIIII, MOIYT 0DOecredmTh OAaronpusTHLIE
pe3yAbTaThl.

B sanHOM HappaTuBHOM 0030pe OOOOIIEHBI COBpeMEHHBIe KOHIIEIINM, Kacalollyecs MaTO(pU3NOAOTUN,
KAVHUYECKO KapTMHBI, BU3yaAM3allIOHHON OLIeHKM U coBpeMeHHbIX crpaTternii Aedenmss CBBB u 6oam B
AaTepaabHOI 004acTy Ta300eApPeHHOIo CycTaBa.

Karouesble caoBa: cuHApOM 6041 B 004acTy OOABIIIOTO BepTea, AaTepalbHas 004b B Ta300e4peHHOM CyCTaBe,
SITOAVYHASA TEHAVHOIIATIS, BEPTEABHBIN OYPCUT, CyXOXKUAMS OTBOAAIIVIX MBIIIL] Oeapa, peaOuAnUTaLIVIAL.
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