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ISHEMIK INSULTDAN KEYIN QO*‘SHIMCHA PSIXOMOTOR TERAPIYANING SAKKIZ HAFTALIK KURSI
DAVOMIDA QO‘L VA OYOQ HARAKAT FAOLIYATINING TIKLANISHI
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ANNOTATSIYA
Ushbu tadgiqotning magsadi ishemik insultdan keyingi bemorlarda standart reabilitatsiyaga qo‘shimcha ravishda psixomotor
terapiya (PMT) qo‘llanilgan va qo‘llanilmagan holatlarda Fugl-Meyer baholash shkalasi (Fugl-Meyer Assessment, FMA) bo‘yicha
oyoqg-qo’llarning harakat funksiyasi ko‘rsatkichlaridagi o‘zgarishlarni taggoslashdan iborat edi. Ushbu prospektiv, ochiq turdagi
nazoratli tadgiqotda bemorlar tasodifiy tagsimlash usuli asosida guruhlarga ajratildi va yakuniy tahlilga har bir guruhda 50 nafardan,
jami 100 nafar bemor kiritildi. PMT sakkiz hafta davomida, haftasiga to‘rt marta, har bir mashg‘ulotning rejalashtirilgan davomiyligi
60 dagiqgani tashkil etgan holda o‘tkazildi va zaruratga garab individual ravishda 90 dagigagacha uzaytirildi. FMA shkalasi bo‘yicha
harakat funksiyasi ko‘rsatkichlari boshlang‘ich bosgichda va 8-haftada baholandi. O‘zgarishlar 2 x 2 aralash dizaynli dispersiya
tahlili yordamida baholanib, o‘rtacha o‘zgarishlarning guruhlararo farglari, 95% ishonch oraliglari (10) va ta’sir kattaliklari keltirildi.
Qo’l ko‘rsatkichlari PMT guruhida 33,56 balldan 49,28 ballgacha, solishtirma guruhda esa 32,18 balldan 37,44 ballgacha oshdi, oyoq
ko‘rsatkichlari esa mos ravishda 23,26 balldan 30,78 ballgacha va 22,82 balldan 25,84 ballgacha oshdi. O‘rtacha o‘zgarishlarning
guruhlararo farglari PMT foydasiga yuqori ekstremita uchun 10,46 ballni (95% 10: 8,77-12,15), pastki ekstremita uchun esa 4,50
ballni (95% 10: 3,20-5,80) tashkil etdi. Har ikkala ko‘rsatkich bo‘yicha «vaqt x guruh» omillarining o‘zaro ta’siri statistik jihatdan
ahamiyatli bo‘ldi (p < 0,001) va guruhlararo o‘zgarishlar bo‘yicha har ikkala tagqoslash Holm tuzatishidan keyin ham statistik
ahamiyatini saglab goldi (p < 0,001). Shunday qilib, qo‘shimcha PMT qo‘llanilishi yakuniy tahlilga kiritilgan bemorlarda sakkiz
hafta davomida FMA shkalasining har ikkala harakat funksiyasi bo‘limi bo‘yicha yanada sezilarli yaxshilanish bilan bog‘liq bo‘Idi.
Biroq tadgiqot davomida ayrim ishtirokchilarning chigib ketishi, tadgigotning ochiq dizayni va qo‘shimcha terapevtik ta’sir hajmi
natijalarni sabab-ogibat nugtayi nazaridan talgin gilish hamda umumlashtirish imkoniyatlarini cheklaydi.
Kalit so‘zlar: ishemik insult; psixomotor terapiya; Fugl-Meyer baholash shkalasi; qo’llar; oyoglar; harakat funksiyalarining
tiklanishi; reabilitatsiya.
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UPPER AND LOWER LIMB MOTOR RECOVERY DURING EIGHT WEEKS OF ADJUNCTIVE
PSYCHOMOTOR THERAPY AFTER ISCHEMIC STROKE
ANNOTATION
This study aimed to compare changes in upper- and lower-extremity Fugl-Meyer Assessment (FMA) motor scores following
standard rehabilitation with or without adjunctive psychomotor therapy (PMT) in patients after ischemic stroke. This prospective,
open-label controlled study used random allocation and included 100 patients in the final analysis, with 50 patients per group. PMT
was administered over eight weeks, four sessions per week, with a planned session duration of 60 minutes, individually extended to
90 minutes when required. FMA motor scores were assessed at baseline and week 8. Changes were evaluated using a 2 x 2 mixed-
design analysis of variance, with between-group differences in mean change, 95% confidence intervals (Cls), and effect sizes
reported. Upper-extremity scores increased from 33.56 to 49.28 in the PMT group and from 32.18 to 37.44 in the comparison group,
while lower-extremity scores increased from 23.26 to 30.78 and from 22.82 to 25.84, respectively. The between-group differences
in mean change favored PMT by 10.46 points (95% CI 8.77-12.15) for the upper extremity and 4.50 points (95% CI 3.20-5.80) for
the lower extremity. Both time x group interactions were statistically significant (p < 0.001), and both between-group change
contrasts remained significant after Holm adjustment (p < 0.001). Adjunctive PMT was therefore associated with greater
improvement in both FMA motor domains over eight weeks among patients included in the final analysis. However, attrition, the
open-label design, and additional treatment exposure limit causal interpretation and generalizability.
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HNoonynnoeBa Madryna baxtuép kuszu
Hoonynnaes 3apudooii PaxkadoBuy
TamkeHTCKU TOCy 1apCTBEHHBIN METMLIMHCKUN YHUBEPCUTET

BOCCTAHOBJIEHUE JIBUTATEJIbHON ®YHKIIUY BEPXHUX 1 HIKHUX KOHEYHOCTEM B XOJE
BOCBMUHEJIEJBHOI'O KYPCA JJOTIOJHUTEJBHON IICUXOMOTOPHOM TEPAIINA MOCJIE
NIIEMHAYECKOI'O HHCYJIbTA

AHHOTANWA
Ienpio maHHOTO MCCIEIOBaHUS OBIJIO CpaBHEHHWE HM3MEHEHHWH ITOKas3aTeled ABHIAaTENbHOM (DYHKIIMM BEPXHHUX M HIDKHUX
KoHeuHocTel mo mkane Oyras—Meiiepa (Fugl-Meyer Assessment, FMA) mocne cTaHaapTHOH peabuinTaIiu ¢ JOMOTHUTEIBHBIM
npuMeHeHreM tncuxoMoTopHoi Tepamuu ([IMT) mmm 6e3 He€ y ManMeHToB, MEPEHECIINX HIIEMUYSCKUH HHCYIBT. B 3TOoM
IIPOCTIEKTUBHOM OTKPBITOM KOHTPOJIMPYEMOM HCCIIEIOBAHNH C PaHIOMHU3UPOBAHHBIM paclpeesicHHeM B OKOHYATEIIbHBIN aHaIn3
oputn BKITIOueHB! 100 marpeHToB, mo 50 genoBek B kaxkaoi rpymme. [IMT mpoBomuiacek B TeueHHE BOCEMH HEIETh, YeTHIPE 3aHATHS
B HEZIENIO, C 3aIUIAHNPOBAHHON MPOJOKUTEIEHOCTBIO OIHOTO 3aHATHST 60 MUHYT, KOTOpast IPH HEOOXOUMOCTH WHANBHLYaJIbHO
yBemmunBanachk 10 90 munyT. [loka3atenmn aBuraTenbHON (QYHKIWH 1Mo mKage FMA oleHHBaMiCh HA MCXOTHOM YPOBHE M Ha 8-i
Hepene. V3MeHEeHus! OLEHWBAIMCH C HCIOJIb30BAaHMEM JABYX(AKTOPHOIO AMCIIEPCHOHHOTO aHaJM3a CMEMIaHHOTro Tuma (2 X 2
ANOVA) ¢ npencTaBiIeHHEM MEXTPYTIIOBBIX PasIMuiil CpeAHUX U3MeHeHnH, 95% noseputenbHbIX nHTEpBATOB () 1 pazmepos
addexra. [TokazaTenn qBuraTenbHON QYHKIMN BEPXHEH KOHEUHOCTH YBETHMUMIUCH ¢ 33,56 1o 49,28 6aya B rpynmne [IMT n ¢ 32,18
110 37,44 Ganuta B TpyIIIe CpaBHEHNUS, TOTIa KaK IMTOKa3aTeNH JBUTaTeIbHON (DyHKINHM HIKHEH KOHEYHOCTH yBEINIHIINCH ¢ 23,26 10
30,78 n ¢ 22,82 o 25,84 6anna cooTBETCTBEHHO. MEXIPYIIIOBBIC PA3IHUNS CPEIHNX H3MeHeHHnH coctasum 10,46 6amma (95% AU:
8,77-12,15) mnsa Bepxueir koneunoctn u 4,50 Oamwma (95% JAW: 3,20-5,80) mns HiwkHEeH KoHedyHocTH B monb3y [IMT.
B3anmopeticTBus (hakTOpoB «Bpems X Tpymnma» ObUTM CTATUCTHYSCKH 3HAYMMEBIMH Al obomx mokazateneir (p < 0,001), a oba
MEXTPYIIIOBEIX CPAaBHEHHUS W3MEHEHWH OCTABAIMCh CTATUCTHYCCKH 3HAYMMBIMHU Tocie mompaBku Xomma (p < 0,001). Taxum
oOpasom, nononHutenbHoe npumenenrne [IMT Obuto cBsizaHo ¢ Oonee BBIPRKEHHBIM YJIYUIICHHEM JBUTATEIBHBIX (YHKIUH 1O
obonm paznenam mkaasl FMA B TeyeHHe BOCBMH HENENb CPEAM MAalMEeHTOB, BKIIOUEHHBIX B OKOHUYATENbHBIA aHaimn3. OmHako
BBIOBITHE YYAaCTHHKOB W3 HCCJICJOBAHUS, OTKPBITHIM IW3aH W JOMOJHUTEIBHBIH OOBEM TEpameBTHYECKOTO BO3ICHCTBUS
OTPaHUYMBAIOT IPUIMHHO-CIIECICTBEHHYIO HHTEPIPETAIMIO U BO3MOXXHOCTH 0000IIEHHS Pe3yIbTaTOB.
KnroueBble cjioBa: HIIEMUYECKUN WHCYJIBT; IICHXOMOTOpHAs Tepanus; mkaiga Oyrus-Meliepa; BepXHss KOHEYHOCTh; HIKHSS
KOHEYHOCTh; BOCCTAHOBJICHNE [IBUTATEIbHBIX (DYHKIHH; peaOnInTaIys.

Introduction. to FMA motor outcomes; it does not evaluate treatment effects
Motor impairment after ischemic stroke can restrict selective  on other clinical scales.

limb movement and coordinated task performance. An Materials and methods

evaluation of rehabilitation should therefore distinguish changes Study design and participants. The source study was a

in impairment from changes in independence or participation.  prospective, randomized, controlled, open-label clinical
The Fugl-Meyer Assessment provides a structured assessment  investigation involving patients after ischemic stroke who
of post-stroke sensorimotor impairment, with separate motor  attended the neurology department of the multidisciplinary clinic
sections for the upper and lower extremities [1]. This separation  of Tashkent State Medical University. The dissertation describes
permits a focused comparison of arm and leg recovery without  simple random allocation using an Excel spreadsheet. Allocation
conflating different clinical outcomes. concealment and blinded outcome assessment were not
Reliability studies support use of the upper- and lower- documented in the supplied source. The present article reports
extremity FMA motor sections in the early post-stroke period, the available aggregate FMA results rather than a new analysis
while emphasizing consistent administration and scoring [2,3].  of individual patient records.
Their use is particularly relevant when a rehabilitation A total of 130 patients after ischemic stroke were initially
programme combines several forms of movement practice: a  involved, and 100 were included in the final statistical analysis.
shared impairment measure can describe the overall motor  Thirty patients were not included: 23 did not complete the
response without assuming that a specific exercise caused the rehabilitation course, three were readmitted because of comorbid
observed improvement. illness, and four declined participation. The timing of these
The PMT programme investigated here combined body exclusions relative to allocation and their distribution by
awareness, sensory input, postural control, movement treatment group were not specified. Consequently, the available
coordination, purposeful actions, and relaxation. Its clinical analysis is treated as a completer analysis, not an intention-to-
rationale was to help patients attend to and control the affected  treat analysis. The final PMT and comparison groups each
body segments during progressively more complex movement.  comprised 50 patients. An additional 30 healthy participants
Whether this additional programme was associated with greater  contributed baseline comparisons in the dissertation but were not
motor improvement than standard rehabilitation alone was included in the treatment-effect analyses reported here.
examined using the FMA outcomes from the dissertation cohort. Eligibility required a first ischemic stroke confirmed by MRI
The objective of this article was to compare baseline-to-  or CT, age 30-70 years, and a post-stroke interval of seven days
week-8 changes in upper- and lower-extremity FMA motor to six months. Participants had stable neurological status,
scores between the two treatment groups. This report is restricted ~ sufficient cognitive and sensory capacity to understand
instructions, and the ability to undertake the assessment tasks.
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The stated NIHSS eligibility range was 5-20. Recurrent stroke,
severe comorbid somatic or psychiatric disease, and severe
neurological impairment outside the eligibility range were
exclusion criteria. Participation was voluntary, and written
informed consent was obtained.

Rehabilitation interventions. Both groups received standard
rehabilitation, including therapeutic physical exercises and other
clinically indicated rehabilitation measures adapted to functional
status. The intervention group additionally received PMT over
eight weeks. Four sessions per week were planned, giving 32
sessions and 1,920 planned treatment minutes at 60 minutes per
session. Sessions could be extended to 90 minutes according to
individual needs and tolerance. Planned exposure was not
assumed to equal actual exposure for every patient.

Sessions consisted of an introductory phase, a main practice
phase, and a concluding phase. Preparation included breathing
control, relaxation, and attention to body sensations. The main
phase addressed body schema, sensory—motor integration,
posture, coordination, and purposeful movement. The
concluding phase reduced exertion and encouraged awareness of
the movements performed. Exercise difficulty and assistance
were adjusted to the patient’s functional response.

During weeks 1-2, practice emphasized body awareness,
simple voluntary movements, visual guidance, eye—hand
coordination, and initial postural control. Weeks 3—4 introduced
sit-to-stand preparation, supported standing, weight transfer,
rhythmic movement, and walking coordination. Weeks 5-6
emphasized grasping and placing objects, changes of direction,
movement sequences, and additional tasks during movement.
Weeks 7-8 consolidated coordinated limb and trunk actions and,
where safe, reduced visual dependence to increase use of
proprioceptive information. Blood pressure, general condition,
fatigue, and tolerance were monitored, with reduction or
cessation of exercise when clinically indicated.

FMA outcome assessment. Assessment took place before
rehabilitation and after the eight-week course. The reported

motor domains were the FMA upper extremity (FMA-UE; 0-66
points) and FMA lower extremity (FMA-LE; 0-34 points);
higher scores indicate less motor impairment [1]. Change was
defined as the week-8 score minus the baseline score. No
combined FMA total or separate sensory, joint-motion, or pain
treatment effect was reconstructed, because the supplied results
did not provide the necessary longitudinal estimates for those
outcomes.

Statistical analysis. The dissertation used jamovi for
statistical analysis. Baseline values were summarized as means
and standard deviations (SDs), and baseline group comparisons
used the Mann-Whitney U test. Longitudinal FMA outcomes
were assessed using a 2 x 2 mixed-design analysis of variance,
with time as the within-participant factor and group as the
between-participant factor. The time x group interaction tested
whether the trajectories differed between treatments. All
reported F tests had 1 and 98 degrees of freedom.

Differences in mean change were expressed in FMA points
with 95% Cls. Partial eta squared (n2p) and Hedges g were
retained as reported in the dissertation. Holm-adjusted p values
were taken from the source’s multiple-outcome analysis and
were not recalculated as a separate two-outcome family. Tests
were two-sided, with p < 0.05 considered statistically significant.
Follow-up SDs were not available in the relevant source
summaries and were not imputed; the figures therefore
distinguish mean trajectories from confidence intervals for
between-group change contrasts.

Results

Baseline characteristics. The final cohort contained 56 men
and 44 women. Mean age was 59.26 + 9.31 years in the PMT
group and 61.50 £ 7.74 years in the comparison group. Baseline
characteristics and FMA scores are summarized in Table 1. The
dissertation reported no significant baseline group differences in
FMA scores (p > 0.05), although exact FMA baseline p values
were not supplied. This does not establish equivalence between
groups.

Table 1. Baseline characteristics of the analyzed treatment groups

PMT + standard

Characteristic

Age, years

Men, n (%)

Women, n (%)

FMA-UE, points

FMA-LE, points

Values are mean + SD unless otherwise stated. PMT,

psychomotor therapy; FMA-UE and FMA-LE, upper- and
lower-extremity Fugl-Meyer motor scores.

Upper and lower extremity motor recovery. FMA-UE
improved by 15.72 points with adjunctive PMT and by 5.26

Standard rehabilitation

rehabilitation

(n = 50) (n =50)
59.26 +9.31 61.50+7.74
27 (54.0) 29 (58.0)
23 (46.0) 21 (42.0)
33.56 +7.27 32.18+5.72
23.26 £ 5.95 22.82 + 4.56

points with standard rehabilitation alone. FMA-LE improved by
7.52 and 3.02 points, respectively. The between-group
differences in change were 10.46 points (95% CI 8.77-12.15)
and 4.50 points (95% CI 3.20-5.80). Both contrasts remained
significant after Holm adjustment (Table 2).
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Table 2. FMA motor scores before and after rehabilitation and differences in change

Outcome and group
FMA-UE: PMT + standard
FMA-UE: standard only
FMA-LE: PMT + standard
FMA-LE: standard only

All scores are points; n = 50 per group. Between-group
differences in change (PMT minus comparison): FMA-UE,
10.46 (95% CI 8.77-12.15), Hedges g = 2.39; FMA-LE, 4.50
(95% CI 3.20-5.80), Hedges g = 1.33. Both Holm-adjusted p <
0.001. Follow-up SDs are not provided in the source summaries.

Figure 1 shows the mean trajectories on the respective
domain scales. Improvement occurred in both groups, but the

A Upper extremity

Baseline mean Week 8 mean Mean change
33.56 49.28 +15.72
32.18 37.44 +5.26
23.26 30.78 +7.52
22.82 25.84 +3.02

separation between groups increased over the eight-week course.
Figure 2 displays the between-group differences in change and
their reported 95% Cls. The upper- and lower-extremity domains
have different score ranges, so their raw point changes should
not be interpreted as directly interchangeable measures of
benefit.

B Lower extremity

30.78
60 - 30 4
- 49.28 iy
< 501 €254 23.26
g g_ 25.84
) 40 4 33.56 o 20 22.82
g 37.44 S
wn - wn
S 301 3218 5 157
g g
< 20 1 o 10
= =
(S [V
10 5 -
0 T T 0 T T
Baseline Week 8 Baseline Week 8

—@— PMT + standard rehabilitation

—ll- Standard rehabilitation

Figure 1. Mean FMA motor scores at baseline and week 8. Panel A: upper extremity (0-66 points). Panel B: lower
extremity (0-34 points). Each group included 50 patients. Lines connect group means and do not depict individual
trajectories. Error bars are omitted because follow-up dispersion was not provided.

Mixed-design analysis of variance. For FMA-UE, the time
effect was significant (F = 582.38, p < 0.001), as was the group
effect (F = 35.74, p < 0.001). The time x group interaction was
also significant (F = 144.76, p < 0.001; n?p = 0.60). For FMA-
LE, the corresponding effects were F = 248.00 (p < 0.001) for

time, F = 9.67 (p = 0.002) for group, and F = 45.21 (p < 0.001;
n2p = 0.32) for the interaction (Table 3). The interaction terms
support a difference in change over time between treatments; the
time effects alone do not isolate an effect of PMT.

Table 3. Mixed-design ANOVA for upper- and lower-extremity FMA motor scores

Domain Effect
FMA-UE Time
FMA-UE Group
FMA-UE Time x group
FMA-LE Time
FMA-LE Group
FMA-LE Time x group

F(1,98) P n’p
582.38 <0.001 0.86
35.74 <0.001 0.27
144.76 <0.001 0.60
248.00 <0.001 0.72
9.67 0.002 0.09
45.21 <0.001 0.32

ANOVA, analysis of variance; n?p, partial eta squared. Values reproduce dissertation Tables 3.3 and 3.4. Interaction effect sizes
are rounded to two decimals here; the source summary reports 0.596 for FMA-UE and 0.316 for FMA-LE.
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10.46 (8.77-12.15)
FMA upper extremity - i } \ {
! 4.50 (3.20-5.80)
FMA lower extremity - ! ——
0 2 4 6 8 10 12 14

Between-group difference in mean change (FMA points)

Figure 2. Between-group differences in mean FMA change with 95% confidence intervals. Positive values favor PMT
plus standard rehabilitation. The dashed line indicates no difference. The estimates are reproduced from dissertation Table
3.11; both Holm-adjusted p values are <0.001. Domain score ranges differ.

Discussion

The principal finding was a larger eight-week improvement
in both FMA motor domains among patients receiving PMT in
addition to standard rehabilitation. The advantage was supported
by the differences in change and by significant time x group
interactions. These findings describe the incremental outcome
associated with the combined programme in the analyzed cohort.
They do not establish that PMT alone accounts for the full
observed recovery, since standard rehabilitation, spontaneous
recovery, and additional therapist contact may all have
contributed.

The programme repeatedly linked attention to body position
with purposeful limb movement, sensory feedback, and graded
coordination tasks. Such practice offers a plausible explanation
for improvement in the motor abilities sampled by the FMA.
However, the study did not directly measure neural plasticity,
sensory integration mechanisms, or changes in cortical networks.
These remain possible explanations rather than demonstrated
mechanisms. Because the programme contained several
interacting components, the results also cannot identify the
independent contribution of body-awareness exercises, rhythmic
movement, relaxation, or task practice.

The FMA is useful for documenting motor impairment, but
score increases should not automatically be equated with full
functional recovery. Reliability studies support its use when
testing is standardized [2,3]. In this study, the mean week-8
FMA-UE score of 49.28 remained below the maximum of 66,
indicating residual impairment at the group level. The PMT
group’s FMA-LE mean of 30.78 was closer to its maximum of
34. This proximity raises the possibility of a ceiling constraint on
further measurable improvement; it does not show that all
participants reached the ceiling.

Clinical importance requires a separate assessment from
statistical significance. Hiragami and colleagues estimated an
FMA-UE minimal clinically important difference of 12.4 points
in a small convalescent-stroke cohort with moderate to severe
hemiparesis [4]. The PMT group’s mean within-group
improvement of 15.72 points exceeded that estimate, but the
10.46-point between-group contrast is a different quantity. A
threshold derived for individual change should not be applied as
a definitive threshold for a group treatment contrast. Differences
in population and post-stroke timing further limit transferability,
and individual responder proportions cannot be determined from
the available aggregate results.
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Evidence from other rehabilitation trials also argues for
attention to treatment exposure and comparator content. The
ICARE randomized trial did not demonstrate superiority of its
structured task-oriented upper-limb programme over the
comparison approaches on its principal outcome [5]. That trial
evaluated a different intervention and outcome, so it neither
confirms nor refutes the present FMA findings. It illustrates why
improvement during a structured programme is not, by itself,
sufficient evidence that its specific therapeutic content is
responsible for the improvement.

Study limitations

Several limitations affect interpretation. First, 30 of the 130
initially involved patients were absent from the final analysis,
including 23 who did not complete treatment. The lack of group-
specific attrition information prevents assessment of differential
loss and limits confidence that the analyzed groups represent all
allocated patients. Second, the open-label design and absence of
documented assessor blinding allow performance and detection
bias. Details of allocation concealment were also unavailable.

Third, PMT was added to standard care, and an attention- or
dose-matched comparator was not documented. The observed
advantage therefore cannot separate PMT content from increased
practice time and professional contact. Fourth, follow-up ended
at eight weeks; persistence of the motor gains is unknown. The
broad inclusion interval after stroke may also encompass
different recovery trajectories, and the supplied results did not
establish treatment effects separately by post-stroke phase.

Finally, this manuscript uses the dissertation’s aggregate
estimates. Follow-up SDs, individual FMA data, and complete
model diagnostics were not available for independent reanalysis.
The source did not provide sufficient longitudinal results to
evaluate the nonmotor FMA domains. These limitations favor a
focused interpretation of the reported upper- and lower-
extremity motor outcomes rather than a claim about all
components of the FMA.

Conclusion

Among 100 patients included in the final analysis, adding an
eight-week PMT programme to standard rehabilitation was
associated with greater improvement in FMA upper- and lower-
extremity motor scores. The between-group differences in mean
change were 10.46 and 4.50 points, respectively, and both
remained significant after Holm adjustment. The findings
support further evaluation of adjunctive PMT with concealed
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allocation, blinded assessment, a comparator matched for  approval identifier. This article presents the FMA component of
treatment exposure, and longer follow-up. the authors’ dissertation research; all cohort values and statistical
Ethics and source reporting estimates were taken from that source. Ethics approval details,
Written informed consent was obtained, and the dissertation  funding, competing interests, and corresponding-author contact
states that procedures followed applicable ethical standards. The  information require author confirmation before journal
supplied source did not specify the ethics committee name or  submission.
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