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Abstract 

Background  The World Health Organization (WHO) estimates the prevalence of Post-Traumatic Stress Disorder 
(PTSD) among the population of Ukraine at approximately 25%. Almost half of the population, or 57%, is at risk 
of developing PTSD.

Methods  This longitudinal study included an assessment of QoL dynamics among 109 Ukrainian civilians with PTSD, 
before and after receiving complex treatment during the Russian-Ukrainian conflict. Clinical, anamnesis, socio-
demographic, psychological, and statistical methods were employed. To assess quality of life, we used the Ukrain-
ian versions of the 36-item survey (SF-36) and European Quality Assessment Questionnaire in 5 Regions (EQ-5D-5L) 
questionnaires.

Results  On the 30th day after the complex treatment, the following parameters showed significant improvement 
compared to the 1st day: physical functioning (48 vs 5), general perception of health (56 vs 52), and synthetic index 
associated with physical health (34 vs 29). On the 90th day, there was additional improvement in body pain, vital-
ity, and mental health compared to the 30th day. By the 180th day, the score in general health reached statistical 
significance at 76. According to items characterizing mental health, it was possible to achieve reliable improvement 
in overall mental health 100, p = 0.0049 only on the 180th day of the study.

Conclusions  Normalization of mental health indicators in patients with PTSD occurs more slowly than physical 
indicators. Therefore, it requires long-term active monitoring of this category of patients during the post-rehabilitation 
period. In particular, special attention should be paid to psychological aspects even when somatic recovery has been 
achieved.

Keywords  Post-traumatic stress disorder, Quality of life indicators, The Russian-Ukrainian conflict, Cognitive 
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Introduction
In recent years, there has been a dramatic increase in 
traumatic events in both Ukraine and European coun-
tries. These events include mass murders, wars and civil 
wars, natural and man-made disasters, terrorist attacks, 
kidnappings, and sexual violence [1, 2]. Additionally, 
there are sudden and unexpected social changes that 
lead to human losses and forced displacement. All these 
events are associated with an increased risk of mental 
health issues related to stress. These conditions have a 
particular impact on the clinical picture of post-trau-
matic stress disorder (PTSD) in Ukraine. In addition to 
the typical symptoms of stress-related disorders, these 
conditions can cause additional feelings and reactions [3, 
4].

PTSD typically develops in 12–20% of people who have 
experienced or witnessed extreme events [5]. It is most 
commonly seen in the first three months following a 
traumatic event [6].

A review of epidemiological studies on traumatic 
events and PTSD in European countries, focusing on data 
from recent cross-national research initiatives, found that 
approximately two-thirds of the European population 
had experienced at least one traumatic event in their life-
time. However, only between 1 and 3% of the European 
population developed PTSD and were suffering from 
symptoms in the past year, corresponding to approxi-
mately 7.7 million people. The prevalence of PTSD varied 
considerably between European countries, influenced by 
differences in trauma exposure, war and combat experi-
ences, cultural factors, and healthcare access. The results 
of a study by the World Health Organization (WHO) 
showed that 60.3% of Polish people had experienced at 
least one event that could lead to PTSD, and 31.1% of 
those who had been exposed to trauma reported symp-
toms of PTSD. At the population level, the estimated rate 
of probable PTSD was 18.8% [7].

Lithuanian National Health Insurance (NHI) regis-
try data from 2014 and 2015 were used to estimate the 
annual rates of posttraumatic stress disorder (PTSD) and 
other stress-related disorders in Lithuania. A large gap 
was found between 12-month PTSD prevalence based 
on epidemiological data and annual PTSD rates based on 
health care service utilization in Lithuania. Estimations 
from the health care service’s utilization data revealed 
that only about 0.01% to 0.02% of the population in Lith-
uania is diagnosed with PTSD annually, indicating that 
the national health care system identifies only about 1% 
of potential PTSD cases in Lithuania. The low rates of 
PTSD diagnoses in the health care system seem to indi-
cate a lack of recognition of psychological trauma among 
general practitioners and mental health professionals in 
Lithuania. The lack of visibility of PTSD in the national 

health care system could be a major barrier to the treat-
ment of PTSD in the country. The study indicates the 
importance of social factors, especially the recognition of 
trauma and PTSD, among health care professionals [8].

In the last century, the Romanian population faced a 
mixture of natural, historical, social, and economic trau-
matic events, suggesting that the general population was 
exposed to high levels of trauma. To document the epide-
miology of self-reported trauma and PTSD in the general 
Romanian population, indicators of trauma exposure and 
PTSD incidence and burden were assessed. 41.5% of all 
respondents reported one or more lifetime traumas, with 
a frequency of 131.1 per 100 respondents; the lifetime 
prevalence of PTSD was 1.2% and the 12-month preva-
lence was 0.7%. The conditional prevalence of PTSD after 
trauma exposure was 4.7%. Both the PTSD conditional 
risk after trauma exposure and the probability of chronic 
progression after PTSD onset were highest for stalking 
(± sexual assault) victims. The most frequent traumatic 
events were witnessing a dead body or corpse or seeing 
someone seriously injured (20.1%), suffering a life-threat-
ening illness (15.4%), car accident (13.4%), natural disas-
ter (10.2%), and unexpected death of a loved one (15.1%). 
The conditional risk of PTSD, i.e., frequency of PTSD epi-
sodes from lifetime to present and duration of PTSD, was 
highest for being stalked and decreased for witnessing a 
domestic violence incident, presence of a life-threatening 
illness, victim of domestic violence (boyfriend or spouse), 
victim of rape, and unexpected death of a loved one with 
decreased gradually. Although Romanian people are 
more exposed to traumas from network class (having a 
child with a serious illness, traumatic event to a loved 
one, witness of death/dead body or seeing someone seri-
ously hurt, accidently caused serious injury or death, wit-
ness of physical fight at home), road traffic accidents and 
unexpected death of loved one, the burden of trauma and 
PTSD in the country are mostly related to sexual violence 
[9].

The problem of PTSD is relevant not only for the coun-
tries of the European continent but also for the West-
ern countries. Approximately 6% of the US population 
will experience PTSD at some point in their lives. This 
equates to 13 million Americans in 2020, or 5% of the 
total population [10].

According to modern domestic studies, the prevalence 
of PTSD in Ukraine is approximately 25%. Almost half of 
the population (57%) is at risk of developing PTSD [11]. 
A survey conducted among civilians confirms the Ameri-
can data on the greater vulnerability of women to PTSD, 
but also shows that older people, forced migrants, and 
people from regions under Russian occupation are at risk. 
An online survey of students shows the significant impact 
of war on young people’s lives: 98% were affected by the 
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war; 86% had nightmares, 49% suffered from insomnia, 
and 27% showed symptoms of PTSD [12]. War has not 
only affected adults and older people’s mental health; it 
has also mercilessly destroyed the mental peace of chil-
dren [2] Probable PTSD has been diagnosed in school-
age children (14.4%) and preschool children (15.4%) [13].

According to the Ukrainian Ministry of Health, follow-
ing the large-scale invasion by Russia, more than half of 
Ukrainians reported experiencing increased anxiety, irri-
tability, difficulty concentrating, trouble sleeping, head-
aches, and obsessive thoughts related to traumatic events 
[14].

The number of patients with PTSD has been increas-
ing steadily since December 2022. According to the 
National Health Service, there were 3,167 patients reg-
istered with this diagnosis in 2021. The following years 
saw an increase in the number of patients: 2022—7,051; 
2023—12,494; as of June 6, 2024, the number had already 
reached 6,292. The Ministry of Health of Ukraine fore-
casts that this trend will continue to accelerate [15, 16].

The diagnosis and treatment of PTSD, which has 
become an increasingly significant issue in Ukraine in 
recent years, continues to present challenges in clinical 
practice, despite the existence of clear criteria for defin-
ing it [17, 18]. This is largely due to not only the stigma 
and self-stigma associated with the condition, but also 
the presence of comorbidities, where the symptoms of 
PTSD may be superimposed on, masked by, or distorted 
by other physical and mental health conditions.

Analysis of epidemiological research shows that indi-
viduals with a history of trauma are more likely to 
develop PTSD, and this risk is further increased by other 
mental health issues that may occur as a direct result 
of the traumatic event or that were present prior to it. 
These conditions include anxiety disorders, depression, 
thoughts or attempts of suicide, substance abuse, psycho-
somatic conditions, and cardiovascular disease [19]. Data 
suggest that between 50 and 100% of patients suffering 
from post-traumatic stress disorder (PTSD) have one or 
more comorbid conditions, usually two or more [20, 21]. 
In addition, high rates of suicide and suicide attempts are 
a particular concern for patients with PTSD.

One of the modern areas of research in medicine is 
the study of health-related quality of life (QoL) [22]. 
This area of research has gained interest from scientists 
from various fields due to its potential to provide a reli-
able and effective way to assess not only the health and 
well-being of individuals, but also the effectiveness of 
medical treatments, rehabilitation programs, and the 
healthcare system overall. The global scientific commu-
nity is actively working to synthesize international expe-
rience and develop a unified methodology for assessing 
QoL in different areas of medicine. This work aims to 

create a universal approach that can be applied across 
various healthcare settings and disciplines, allowing for 
more accurate comparisons and evaluations. By develop-
ing a standardized methodology, researchers can gain a 
better understanding of the impact of various interven-
tions on patient outcomes, helping to improve treatment 
strategies and healthcare delivery. This could lead to 
more effective treatments, better patient care, and ulti-
mately, improved overall health outcomes. As part of the 
ongoing activities in various countries worldwide, insti-
tutes, centres, associations, and societies are conducting 
research on quality of life (for example, the Center for 
Research on Quality of Life and Health in New Jersey, 
USA). Databases are being established, and scientific and 
practical journals such as the Quality of Life Research 
Journal are being published [23–25].

Considering that PTSD has a significant impact on 
various aspects of a person’s life, it is essential to investi-
gate the quality of life indicators of this group of patients. 
This is not only necessary to obtain initial information 
about the impact of PTSD on mental and physical health, 
but also to monitor the dynamics of these indicators to 
assess the effectiveness of treatment. Unfortunately, there 
is a lack of research on measuring quality of life among 
Ukrainians suffering from PTSD due to Russian aggres-
sion. This highlights the significance of this study.

The aim of the study was to assess the dynamics of 
quality of life indicators in civilian Ukrainians with post-
traumatic stress disorder before and after complex treat-
ment in the conditions of the Russian-Ukrainian war.

Materials and methods
Participants
In order to achieve  the  objective, 109 civilian patients 
with post-traumatic stress disorder seeking medical 
help at the University Hospital of Petro-Mohyla Univer-
sity were examined under  the  conditions of informed 
consent in accordance with the principles of bioeth-
ics and deontology. This  longitudinal interventional 
study included participants from January 2024 to June 
2024.  Inclusion  criteria were a primary diagnosis of 
PTSD  according  to  the Diagnostic and Statistical Man-
ual of Mental Disorders (DSM-5;  American Psychiat-
ric Association,  2013),  an age  of  18  to  65  years  (mean 
age  was  46 ± 1.2  years) and motivation for trauma-
focused treatment.  Exclusion criteria were  a  lifetime 
diagnosis of psychosis,  bipolar disorder,  acute suicide 
risk,  children  and  pregnant women. During the study, 
the clinical, anamnesis and socio-demographic  data  of 
all  subjects  were  examined  in  detail.  Adapted  Ukrain-
ian version of  a  36-item questionnaire  (SF-36) 
[26] and a 5-level EQ-5D-5L  (European Quality Assess-
ment Questionnaire in  5  Regions)  [27] were used to 
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assess quality of life. The socio-demographic data  of all 
subjects  included information on age, gender, mari-
tal status, employment status, socio-economic sta-
tus, education, length of  stay  in the combat zone and 
the presence of harmful habits  (smoking,  alcohol 
consumption) (Table 1).

It should be noted that out of the 104 patients exam-
ined, 20 people underwent lower limb prosthetics and 15 
were diagnosed with chronic pain syndrome.

Measurements
The study used the Ukrainian version of the Euro-
pean Quality of Life Questionnaire (EQ-5D-5L) with 5 
dimensions. This questionnaire has several advantages, 

including its universality, ease of use, and wide applica-
tion in different countries [28]. It provides a single score 
that can be used to assess the quality of life, making it 
useful for evaluating the state of health, treatment effec-
tiveness, rehabilitation, and various types of medical 
care. The questionnaire assesses a person’s health using 
5 components: mobility (movement in space), self-care 
and activity in daily life, presence of pain/discomfort, and 
anxiety/depression. These components are represented 
by separate questions, where the respondent indicates 
the severity of each problem on a scale. The rating scale 
for each component has three levels, depending on the 
severity of the problem. Level 1 indicates no disorders, 
level 2 indicates moderate disorders, and level 3 indicates 
pronounced disorders. Based on the patient’s assess-
ment of their health, they receive a single-digit score 
that corresponds to the level chosen for that particular 
aspect. The combination of these five scores, combined 
into a five-digit number, represents 243 different possible 
health states for the patient.

The Ukrainian version of the 36-item short survey was 
applied in research. The SF-36health survey: manual 
and interpretation [29] and the SF-36 physical and men-
tal health scales: user’s guide [30] were used to calculate 
and interpret the questionnaire data. During the study,8 
scales were grouped into two indicators: physical and 
mental health components. The physical health (PH) 
component included: physical functioning (PF); role 
physical functioning (RF); body pain (BP); general health 
(GH). The psychological and mental health (PH) compo-
nent included: vitality (VT); social functioning (SF); emo-
tional role (RE); mental health (MH).The quality of life 
parameters on the scales varied from 0 to 100. The higher 
the value of the indicator, the better the assessment on 
the selected scale.

The investigation included an assessment of patients’ 
quality of life before the start of treatment (0 day), and 
after start complex therapy (days 30, 90, and 180). The 
psychotherapy consisted of a series of trauma – focused 
cognitive behavioural therapy (TF-CBT) sessions related 
to trauma.

The main advantages of CBT for patients with PTSD 
include: short-term treatment, focusing on specific prob-
lems, leading to quick and long-term results; scientific 
evidence supporting the effectiveness of the therapy; an 
emphasis on action, which focuses on changing behav-
iour and thinking rather than dwelling on past events, 
leading to faster resolution of current issues; individual-
ized treatment tailored to the specific needs and charac-
teristics of each patient; and accessibility of the therapy 
method.

TF-CBT was divided into three main phases: stabili-
zation, reappraisal (cognitive processing and narrative), 

Table 1  Descriptive socio-demographic data on the study 
subjects

Variable Mean ± SS/ n (%)

Age (years) 46 ± 1.2

Gender
  Female 50(46.2)

  Male 59(53.8)

Marital Status
  Married 41(38.0)

  Single 35(32.5)

  Separated/Divorced 33(29.5)

Employment Status
  Employed 52(47.3)

  Unemployed 57(52.7)

Smoking
  Yes 49(45.6)

  No 59 (54.4)

Alcohol
  Yes 22(20.1)

  No 87(79.9)

Education
  Secondary school education 35(32.1)

  Full School Education 46(42.2)

  Further Education (college) 19(17.4)

  Higher education 9(8.3)

Place of residence
  East of Ukraine 44(40.4)

  West of Ukraine 5(4.6)

  South of Ukraine 35(32.1)

  North of Ukraine 12(11.0)

  Center of Ukraine 13(11.9)

Duration of stay in the zone of occupation and /or hostilities
  1–3 months 18(16.5)

  3–6 months 39(35.6)

   > 6 months 52(47.7)
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integration, and consolidation, totalling 20 sessions 
divided into 3 blocks evenly. The sessions were 60 
min long and were held weekly, both individually and 
in groups. The main goal of the CBT therapy was to 
change the pessimistic and catastrophic assessments and 
memories related to psychological trauma in order to 
overcome behavioural and cognitive patterns that main-
tained avoidance and interfered with normal daily func-
tion. Under the guidance of a psychotherapist, patients 
were trained to identify internal and external triggers 
that maintained PTSD symptoms. To reduce the inten-
sity of intrusions, a thorough assessment of memories 
and the integration of traumatic experiences was carried 
out. Socratic dialogue was used to address dysfunctional 
thoughts related to trauma and the underlying beliefs that 
create a sense of constant threat. In order to overcome 
avoidance associated with traumatic experiences, psycho 
educational methods were employed, including keeping 
a diary of automatic thoughts, identifying maladaptive 
beliefs that contribute to PTSD symptoms, and engaging 
in Socrates-style dialogue to change attitudes towards the 
traumatic event. This included overcoming self-blame 
and focusing on the strengths of the individual. The final 
phase focused on strengthening adaptive cognitive skills 
related to safety, trust, power, control, respect, and inti-
macy—areas that were affected by the trauma. The goal 
of this phase was to help the patient improve their daily 
functioning and overall quality of life.

Pharmacotherapy included the use of a selective sero-
tonin reuptake inhibitor, Sertraline. The medicine was 
started at a dose of 25 mg once daily in the morning for 
the first week. After 7 days, the effectiveness of the drug 
was evaluated, and then the dosage was adjusted. For 
2–14 weeks, patients continued taking Sertraline at 50 
mg once a day in the morning. The total course of Sertra-
line treatment was 14 weeks or 98 days.

Statistical analysis
Categorical data were presented  as  absolutes  number 
and percentages and compared  by  two-tailed χ2-test  or 
Fisher’s exact test  when  appropriate. Continuous 
data were presented as  means  (± standard deviation 
[SD]) for normally distributed  variables  and as  medi-
ans  (25th and 75th  percentiles) for  variables when  dis-
tribution  was  not  normal. Continuous measurements 
were compared using the Wilcoxon–  Mann–Whitney 
test or Student  T-test if  data were normally  distrib-
uted. Two sided significance tests  are  used through-
out. A  P-value < 0.05 was considered statistically 
significant.  In order to  justify the sample size  of  this 
observational single-arm study, we estimated the 
accuracy of the SF-36  synthetic component of  physi-
cal health.  For this  reason, a total  number  of 100 

patients  produces  a two-  sided 95% confidance  interval 
(CI) with a width  equal to  0.20  when  the  sample pro-
portion  is  4219 (95% CI = 32 to 52).  For the SF-36  syn-
thetic index of  mental health, a total  number  of 100 
patients produces a two-sided 95% CI with a width of 20 
when the sample proportion is 48 (95% CI 38 to 58). Sta-
tistical  analyses were performed using the STATA  pro-
gram (version 15; College Station, Texas, USA).

Results
The results of the assessment of  the  patients’ quality of 
life  parameters  using the Short Form Health Survey 
(SF-36) showed that on the first day of treatment, all of 
the patients’ quality of life indicators were below normal. 
After one month of complex treatment (day 30), the fol-
lowing parameters increased significantly: physical func-
tioning (48 (5; 70) vs. 5 (0; 35), p < 0.001), general health 
perception (56 (41; 67) vs. 52 (40; 65); p = 0.049), syn-
thetic index related to physical health (34 (27; 42) vs. 29 
(23; 35), p < 0.001) compared to the first day of observa-
tion. On the 90th day of treatment,  there was an  addi-
tional improvement in scores for Body Pain (57 (41; 84) 
vs. 41 (22; 100), p < 0.001), Vitality (43 (26; 55) vs. 35 (25; 
55), p < 0.01); Mental Health (60 (44; 76) vs. 56 (43; 68), 
p = 0.026). On  the  180th day, the increase in  the score 
in the area of  general health reached statistical signifi-
cance and amounted to 76 (50; 96), (p = 0.03). According 
to the items  characterizing  mental health (vital activity, 
social functioning, limitations in  performing  an  emo-
tional role,  mental health),  it was  possible to achieve a 
reliable  improvement in the  overall  mental health sco
re  71  (64;  100) p = 0.0049)  only on the 180th day of the 
study (Table 2).

The results of the EQ-5D-5L questionnaire are shown 
in Table  3. After one month of treatment (day 30), the 
following indicators improved: mobility (2.57±1.41 vs. 
3.39±1.53, p<0.001), self-care (2.27±1.36 vs. 3.05±1.48, 
p<0.001) and usual activity (2.51±1.27 vs. 2.97±1.33, 
p=0.023), compared to the first day of observation. How-
ever, the VAS Health Perception indicator only signifi-
cantly improved on day 90 of treatment, at 60.67±24.98 
(p<0.001). Significant increases in pain/discomfort and 
anxiety/depression were only achieved on day 180 of 
treatment and were 1.66±0.98 (p=0.015) and 1.98±1.03 
(p=0.037), respectively.

Discussion
An assessment of quality of life indicators in patients 
with PTSD, as well as a thorough analysis of socio-
demographic, clinical, and anamnesis data, allows us 
to conclude that several factors affect the quality of life 
for this group of patients. These include co morbidities, 
marital status, gender, and the duration of exposure to 
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a traumatic event [31]. For this reason, the Ukrainian 
government should ensure that this group of people has 
early access to both medical and psychological support. 
One way to achieve this goal is by forming mobile medi-
cal and psychological teams that include not only general 
practitioners but also psychologists and/or psychiatrists.

A large British study conducted from 2010 to 2015, 
involving 500 patients with PTSD, identified three cat-
egories of risk factors for its development: internal fac-
tors (gender, age, and heredity); social and environmental 
factors, including the duration and severity of traumatic 
events; and external factors, such as lack of social sup-
port and burdened family histories. The study found that 
the severity of PTSD is most influenced by the severity of 
trauma, lack of social support, and a history of traumatic 
events in the family [32].

The assessment of the quality of life of patients with 
PTSD using the SF-36 and EQ-5D-5L questionnaires 
at the time of admission found that all quality of life 

indicators for individuals with PTSD were below rec-
ommended reference values. At the first follow-up time 
point (30  days), there was an increase in indicators for 
the physical condition, while there were no significant 
changes to mental health parameters. The number of 
points on the Anxiety and Depression sections of the 
EQ-5D-5L questionnaire after 30 days was similar to that 
recorded at admission. It can be inferred that, despite 
some physical improvement, patients had difficulty 
returning to everyday life and making independent living 
attempts.

After 90 days, there was a tendency towards improve-
ment in all areas, as reflected in both questionnaires. 
Although the obtained indicators were lower than in 
the general population, they showed the adaptation of 
patients’ roles to their actual health condition. The only 
component of the EQ-5D-5L scale that did not show 
positive dynamics was the “Anxiety and Depression” 
section in patients with PTSD. The number of points in 

Table 2  Parameters of quality of life of patients with PTSD according to the Short Health Survey (SF-36) (0 days, 30 days, 90 days, and 
180 days)

* p-value < 0.05 was considered significant (Wilcoxon–Mann–Whitney test)

SF-36 — parameters Values in research group p-value

Day 0 (before 
treatment)

30 days 90 days 180 days 0–30 days 0–90 days 0–180 days

Physical Functioning (median; Q1, Q3) 5 (0; 35) 48 (5; 70) 68 (29; 95) 75(45;95)  < 0.001*  < 0.001*  < 0.001*

Limitations to the physical role 0 (0; 50) 0 (0; 0) 25 (0; 100) 75 (0; 100) 0.07* 0.23  < 0.001*

Bodily Pain 41 (22; 100) 57 (41; 84) 74 (42; 100) 84 (63;100) 0.1  < 0.001*  < 0.001*

General Health perceptions 52 (40; 65) 56 (41; 67) 61 (45; 76) 76 (50;96) 0.046* 0.015* 0.03*

Vitality 35 (25; 55) 43 (26; 55) 50 (30; 70) 55 (40; 75) 0.28  < 0.01*  < 0.001*

Social Functioning 50 (37; 87) 50 (37; 75) 75 (37; 100) 87 (56;100) 0.18 0.1  < 0.001*

Emotional role limitations 33 (0; 100) 33 (0; 100) 83 (0; 100) 100(33;100) 0.24 0.22 0.019*

Mental Health 56 (43; 68) 60 (44; 76) 66 (44; 84) 72 (60; 82) 0.16 0.026*  < 0.001*

Synthetic index linked to physical health 29 (23; 35) 34 (27; 42) 43 (32; 51) 46 (36; 52)  < 0.001*  < 0.001*  < 0.001*

Synthetic index linked to mental health 44 (34; 53) 40 (32; 51) 43 (36; 53) 71 (64; 100) 0.12 0.18 0.049*

Table 3  Trends in quality of life about the individual dimensions of EQ-5D-5L parameters

* The difference was considered significant at p < 0.05

EQ-5D-5L — parameters Values in research group p-value

Day 0 (before 
treatment)

30 days 90 days 180 days 0–30 days 0–90 days 0–180 days

Mobility (mean ± SD) 3.39 ± 1.53 2.57 ± 1.41 2.08 ± 1.36 1.75 ± 1.03  < 0.001*  < 0.0001*  < 0.0001*

Self-care 3.05 ± 1.48 2.27 ± 1.36 1.63 ± 1.15 1.36 ± 0.85  < 0.001*  < 0.0001*  < 0.0001*

Usual Activity 2.97 ± 1.33 2.51 ± 1.27 2.13 ± 1.27 1.86 ± 1.09 0.023*  < 0.0001*  < 0.0001*

Pain/
Discomfort

2.06 ± 1.01 2.03 ± 1.04 1.93 ± 0.93 1.66 ± 0.98 0.865 0.39 0.015*

Anxiety/
Depression

2.37 ± 1.18 2.19 ± 1.22 2.12 ± 1.07 1.98 ± 1.03 0.325 0.16 0.037*

VAS Health Perception 48.23 ± 23.04 54.57 ± 24.35 60.67 ± 24.98 69.76 ± 17.91 0.081  < 0.001*  < 0.0001*
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this section corresponded to “moderate anxiety and/or 
depression”.

Finally, after 180  days, there was a trend towards 
improvement in all domains. The study found that physi-
cal health scores improved faster than mental health 
scores among patients with PTSD.

In our opinion, the dynamics described above were 
associated with the positive effects of TF-CBT and the 
antidepressant and anti-anxiety effects of Sertraline. CBT 
contributed to the initiation of the cognitive processing 
and analysis of traumatic factors, which was supported 
by the reduction in tension and relaxation resulting from 
the psychotropic effects of Sertraline. TF-CBT seems to 
be the most effective in reducing symptoms and improv-
ing remission rates for adults with PTSD. We believe this 
psychotherapy also helps maintain symptom improve-
ment after treatment ends. Further research is necessary 
to study the long-term effectiveness of psychotherapy 
for adult PTSD, as well as the influence of PTSD sever-
ity and complexity on treatment outcomes. It should be 
noted that 20 of the 104 patients who underwent lower 
limb prosthetics experienced improvement in their qual-
ity of life, which may have further contributed to their 
recovery.

Similar research findings were also found in a system-
atic review that analysed randomized controlled tri-
als of various treatments for PTSD in adults, published 
between January 1st, 1980 and April 1st, 2012 and writ-
ten in English [33]. The review included data from Pub-
Med, MEDLINE, PILOTS, and PsycINFO. The study 
assessed changes in PTSD symptoms after treatment and 
at 1–4  month follow-ups, as well as the rate of remis-
sion. The quality of the evidence obtained was rated as 
moderate to low. Eye movement desensitization and 
reprocessing (EMDR), combined somatic and cognitive 
therapy (SCT), trauma-focused cognitive behaviour ther-
apy (TF-CBT), and supported self-help were found to be 
the most effective methods in reducing PTSD symptoms 
when compared to a wait-list control group. The effects 
of EMDR and CBT persisted for 1–4  months, and also 
increased the likelihood of remission after treatment. The 
results of other studies were either mixed or based on 
limited evidence.

Practical and theoretical implications
This research can serve as a basis for further studies 
aimed at evaluating the effectiveness of interventions 
aimed at improving the outcomes of remote recovery 
from PTSD. The findings of this study pave the way for 
complex individual monitoring of patients with PTSD, 
including assessing both early and long-term treatment 
outcomes. They will assist in developing predictive mod-
els of the course and prognosis of the disease, conducting 

medical and social population-based studies to iden-
tify high-risk groups, and establishing the fundamental 
principles of palliative care. Additionally, this will enable 
dynamic monitoring of high-risk populations and evalu-
ation of the effectiveness of prevention programs. Fur-
thermore, it is essential to economically justify treatment 
methods by considering factors such as cost-effectiveness 
and economic efficiency.

Research limitations
Traumatic events/PTSD causes due to ongoing war may 
limit the generalizability of the findings to other PTSD 
patient groups. Although this research is a pilot study, 
the number of participants is relatively small, at only 109. 
However, in the future, we plan to conduct a longitu-
dinal study to assess the quality of life of a much larger 
group of people over a longer period of time. This will 
allow us to analyse more deeply the mental and physi-
cal health indicators of Ukrainians in relation to Russian 
aggression. The current study focuses solely on the qual-
ity of life of patients with PTSD. However, the impact 
of co morbid conditions on the dynamics of quality-of-
life indicators was not taken into account. Future stud-
ies should address this gap by examining the changes in 
life indicators among patients with PTSD who also have 
other medical conditions. Such an approach would help 
us better understand the interconnections between vari-
ous aspects of health and how they affect each other. 
This knowledge could lead to the development of more 
effective support and rehabilitation strategies for those in 
need, ultimately contributing to a better quality of life for 
all.

Conclusion
PTSD is a condition that can lead to disability. People 
with PTSD experience physical, cognitive, and emotional 
consequences that can affect their long-term quality of 
life. It’s important to assess not only the initial quality of 
life indicators for people with PTSD, but also to monitor 
their changes over time, taking into account their clinical, 
socio-demographic, and psychological characteristics. 
Normalization of mental health in people with PTSD is 
slower than physical recovery, and long-term monitor-
ing of this group is essential. Special attention should be 
paid to their psychological needs, even if they appear to 
be physically recovered. When working with people with 
PTSD, it’s crucial to establish a safe and trusting relation-
ship that allows them to access and process their trau-
matic experiences. And only after that, focusing on the 
trauma with an analysis of all its manifestations, includ-
ing isolation. Properly organized psychotherapy can help 
patients with post-traumatic stress disorder “break away” 
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from the experienced shock and reconnect with family, 
friends, and society.
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