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ABSTRACT

BACKGROUND: A unified system for assessing the severity of congenital clubfoot in newborns and young children worldwide
remains to be established. “Rigidity” of foot deformity refers to the degree of “resistance” of foot tissues during manual correc-
tion of elements of the deformity and is often used in subjective severity of foot deformity assessment. However, there is no
objective quantitative assessment for the degree of foot rigidity.

AIM: The study aimed to introduce a novel clinical sign — “rigidity of foot deformation”, which enables objective assessment
of the severity of foot deformity in congenital clubfoot.

MATERIALS AND METHODS: Before applying the first plaster cast, a clinical dynamometric examination was performed on
350 feet of 229 children, followed by a mathematical calculation of the foot rigidity index. Statistical analysis was performed
using the nonparametric Mann-Whitney U-test and Spearman’s rank correlation coefficient. Differences were considered sig-
nificant at p < 0.05.

RESULTS: Significant differences were found in all clinical and dynamometric parameters between congenital clubfoot of I-lI,
I, and IV degrees (p < 0.05). Generally, the higher the degree of deformity, the more effort required to eliminate it, the smaller
angle of simultaneous correction, and the higher index of foot rigidity. The results of Spearman’s correlation analysis of clinical
dynamometric examination indicators in children with congenital clubfoot of I-Il degree may indicate the mobile nature of the
foot deformity; Il degree, a rigid version of the deformity; and IV degree, an extremely rigid degree of deformity.
CONCLUSIONS: Rigidity of the foot deformity is a crucial clinical sign that characterizes the severity of the foot deformity, which
has a quantitative characteristic — the rigidity index. Initial data on foot rigidity enables objective assessment of the severity
of the deformity and selecting an individual approach to its elimination when applying staged plaster casts using the Ponseti
method.
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PurngHoctb gecopmauum cton
Npy BPOXKAEHHOWU KOCONanocTu.
UHaeKc purmaHocTy cTonbl

M.B. Bnacos

[p1BOMKCKIIA UCCeao0BaTENbCKUIA MeAMLMHCKUIA YHuBepcuTeT, HuxHuin Hosropoga, Poccus

AHHOTALMA

AxtyanbHocTb. [l0 HacTosLlero BpeMeHu B MUpe He CYLLeCTBYeT e[AMHOM CUCTEMbl OLEHKW CTEMeHU TAKECTU BPOXAEH-
HOI KOCO/anocTH Yy HOBOPOXAEHHBIX U AeTeli paHHero BospacTa. Knaccudukaumm, 06beKTUBHO yuMTHIBAOLLME PUTMAHOCTD
AedopMaLmy CTON U CcTeneHb «MNOAATAMBOCTUY TKAHEN K peapeccUpYHOLLIMM YCUAMAM, OTCYTCTBYHOT. OHAKO TEPMUH «pUTUA-
HOCTb» AedopMaLmy CTOM YacTo MCMOAbL3YIOT NPY CYOBEKTUBHOM OLIEHKE CTeMeHU BblpayKeHHOCTU fedopMaumm cTon, BKNa-
AblBas B €r0 CMbICN CTENEHb «COMPOTUBIEHNS» TKAHEN CTOMbI NPU PY4YHON KOppeKuuW nemeHToB fedopMaumu. Mpu atoMm
0TCYTCTBYET 06BbEKTUBHAA KONMYECTBEHHAsA OLEHKa CTENEHN PUrUGHOCTU CTOMbI.

Lienb — BBECTM HOBbIN KNMHUYECKUIA NPU3HAK — «PUrMAHOCTb fedopMaLymu CTON», KOTOPbIA NO3BOIUT 06bEKTUBHO oLie-
HWTb TAXKECTb fedopMaLmmn CTon Npy BPOXKAEHHON KOCONIANOCT!.

Matepuanbl U MeTogpl. [lepen HanoxeHueM NepBoi TMNCOBOM MoBA3KM y 229 peTent Ha 350 cTonax ObiNO BbIMOSHEHO
K/IMHWKO-MHaMOMeTpUYeckoe 0bCnef0BaHUe C NOCNEAYHLWMM MaTeMaTMYeCKUM pacyeToM WHAEKCA PUrMEHOCTU CTOMbI.
CTaTUCTUYeCKUI aHanu3 NPOMU3BOAMIM NPU NOMOLLYM HenapaMeTpuyeckoro U-kputepust MaHHa — YuTHK, KoapduumeHTa paH-
rosoi Koppensumn CnupMeHa. Pasnnumsa cumtanu goctoBepHeiMu nipu p < 0,05.

Pesynbratbl. [lpn cpaBHeHWM BCEX KIMHUKO-AMHaMOMETPUYECKMX MOKA3aTeslen MeX[y BPOXAEHHOM KOCOManocTbio
[ 1V cTeneHu nonyyeHb! cTaTMcTUYeCKM 3HauMMble oTnyms (p < 0,05). OTMeuaeTcs 0bLuas TeHAEHUMSA ANs NALMEHTOB C BPOX-
LEHHOI KOCONanocTbio HE3aBUCUMO OT CTEMEHU TSHECTU: YEM Bhbillie CTeneHb AedopMauuu, TeM Bonblue HeobxoauMo npu-
NOXMTb YCUIUA NS ee YCTPAHEHMS, TEM MeHbLLE Yrofl 0AHOMOMEHTHON KOPPEKLMM W TEM BbILLE UHILEKC PUrMHOCTU CTOMbI.
PesynbTathl KoppenAuMoHHOro aHanusa CnupmeHa nokasaTteniel KIMHUKO-AMHAMOMETPUYEcKoro obcnefoBaHus Yy AeTeid
npu BPOXKAEHHOW KoconanocTu |-Il cTeneHn ykasbiBaloT Ha MobunbHbIA XapakTep Aedopmauumu cron, npu Il ctenenn —
Ha purnaHbiiA BapuaHT fedopmaumm, a npu |V cteneHn — Ha KpalHe pUrMaHylo cTeneHb fedopMaLmu.

3aksnioyeHne. PurngHocTb gedopMaumm cTonbl — 3TO [JOCTAaTOMHO BaHbIM KIIMHWYECKUWA MPU3HAK, XapaKTepusyloLmi
CTeneHb BbIPAXEHHOCTM AedopMaumum CToMbl, KOTOPbIA UMEET KOJIMYECTBEHHYIO XapaKTEPUCTUKY — WHOEKC PUrMLHOCTM.
Onpepenexue cTENeHW PUrMAHOCTM Mepej, HayanoM JIeYeHUs UMeeT BaXXHOE MpaKTUYecKoe 3HadeHue. McxopHble AaHHble
PUrMAHOCTU CTOMbI NO3BONIAKOT 0OBLEKTUBHO OLIEHUTB CTENeHb TAXeCTV AedopMauum U NoAobpaTs MHAMBUAYANbHBIA NOAX0S,
K ee YCTPaHEHUO NP HaNoXeHWM 3TanHbIX rMNCOBbLIX MOBA30K N0 MeTody MoHceTH.

KnioueBble cy10Ba: BPOXAEHHAA KOCONANOCTh; CTeNneHb AedopMaLu; pUrnaHoCTb fedopMaLmu; UHAEKC PUTMAHOCTM CTOMbI;
MeTopA [ToHceTu; opToneams; AeTw.
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BACKGROUND

Congenital clubfoot is a common congenital malformation
of the musculoskeletal system in children. Its incidence
among the Russian population is within the average range,
with a prevalence of 1-3 cases per 1,000 newborns [1, 2].
Evidence shows an increasing trend in the number of children
born with congenital clubfoot [3].

Recently, a scientific paradigm shift has occurred in
the treatment of congenital clubfoot. The conservative Kite
technique and various surgical methods have been replaced
by the Ponseti technique [4-9]. The Ponseti technique of
deformity correction involves the gradual elimination of
the main components of foot deformity, the use of plaster
bandages, tenotomy of the shortened Achilles tendon,
and the long-term wearing of corrective diverting splints
[10-14]. The efficacy of manual correction of congenital
clubfoot elements depends on the severity of pathological
alterations in the capsular-ligamentous tarsal structures
and tendon—-muscular elements of the lower leg and foot.
These pathological changes prevent the correction of the
bone deformity and predetermine the degree of foot stiffness
[15, 16]. Consequently, manual intervention should be used
to overcome stiffness of pathologically altered soft tissue
structures of the foot in congenital clubfoot to stretch these
structures and restore anatomical relationships in the tarsal
joints. Currently, no unified system has been established for
assessing the severity of congenital clubfoot in newborns
and infants. Conversely, several classifications of congenital
clubfoot are known [18-20]. No objective classification
system currently exists that considers the stiffness of
foot deformity and degree of tissue pliability in response
to corrective forces. Nevertheless, the term “stiffness” is
frequently used in subjective assessments of the severity
of foot deformities, with the degree of “resistance” of foot
tissues during manual correction of deformity elements
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[21-24] being a key factor. However, there is currently no
objective quantitative assessment for the degree of foot
stiffness.

Therefore, the stiffness of the foot deformity in congenital
clubfoot is a crucial clinical indicator that defines foot
deformity severity and exhibits a quantitative attribute.

This study aimed to develop a novel clinical sign —
stiffness of foot deformity — which enables the objective
assessment of the severity of foot deformity in congenital
clubfoot.

MATERIALS AND METHODS

Prior to initiating the Ponseti method of treatment, a
comprehensive clinical and dynamometric examination was
conducted on 350 feet of 229 children. According to the
classification of congenital clubfoot by Dimeglio [18], mild
(I) and moderate (Il) degrees of the deformity severity were
identified in 52 children (80 feet), severe (Ill) degree in 105
(160 feet), and extremely severe (IV) degree in 72 (110 feet).
The forces required to correct the deformity were determined
using a PCE-FB 200 dynamometer (Germany), which has a
force measurement range of 20-200 N, with a resolution of
0.05N.

Dynamometric indicators were measured according to
the following procedure. The child is positioned on the back
with the limb bent at a 90° angle at the knee and hip joints.
One angle gauge bar is placed and fixed along the axis of
the tibia, and another is positioned on the dorsal surface of
the foot in the projection of the first toe gap, with the hinge
axis of the angle gauge located in the talonavicular joint
(Fig. 1).

When the internal rotation of the foot is eliminated, the
forefoot and angle gauge on the dorsal surface of the foot
are displaced simultaneously. The researcher secures the
foot with one hand and places the thumb in the area of the

Fig. 1. Setting the center of the goniometer in the talonavicular
joint

Puc. 1. YctaHoBKa LieHTpa yriioMepa B MPOeKLMN TapaHHO-fadbe-
BM[HOTO CyCTaBa

Fig. 2. Fixing the force (Newton) on the dynamometer display when
correcting deformity

Puc. 2. Qukcaums ycunus B HBIOTOHaX Ha AMCT/ee AUHAMOMETpa
npu KoppeKummn fedopMaLmm
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head of the talus bone. With the other hand, which is holding
the dynamometer, the researcher places its stop in the area
of the metatarsophalangeal joint and exerts pressure on
the forefoot, thereby eliminating deformation with a force
of 4 N (Fig. 2). Once the force reaches 4 N, as indicated on
the dynamometer, further deformation correction is stopped.
The achieved deformation correction angle at a force of 4 N
is determined with the angle meter scale. The measurements
are repeated to ensure accuracy. The values obtained during
the examination are used to calculate the foot stiffness index
(FSI). FSl is the ratio of the value of the applied force (4 N)
to the achieved value of elimination of internal rotation of
the foot relative to the tibia axis in degrees. It is calculated
using the following formula: FSI = 4N/Y, where 4N is the
4 N force applied to eliminate the deformity and Y is the
value of the achieved elimination of internal rotation of the
foot relative to the tibia axis in degrees with a 4 N force.
A force of 4 N is appropriate in assessing the condition of
the foot in children with congenital clubfoot and excludes
the possibility of damaging effects on the soft tissue and
bone structures of the foot during redressing. Moreover,
it is sufficient to determine the state of the foot tissues
by the angle of correction of internal rotation of the foot
in patients with congenital clubfoot of I-IV degrees of
severity.

Statistical analysis was conducted using the Statistica
12.0 software package. The normality of distribution was
verified using the Kolmogorov—Smirnov and Lilliefors
criteria. The Mann-Whitney U test was employed to compare
the clinical and dynamometric examination parameters
in children with congenital clubfoot of varying degrees of
severity. The Spearman rank method was used to determine
correlations between clinical and dynamometric parameters
in congenital clubfoot. P <0.05 indicated significant
differences.

Tom 14, N° 2, 2024
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RESULTS

Prior to the initial application of plaster cast in 350 feet of
229 children, a clinical and dynamometric examination was
conducted to determine the angle of deformity correction at
a force of 4 N, followed by a mathematical calculation of
the FSI using the formula. Table 1 presents the results of an
intergroup comparison of the index of achievable deformity
correction at 4 N and FSI in children with congenital clubfoot
of I-IV severity before treatment.

Data analysis (Table 1) showed that the achievable
correction in degrees at a force of 4 N in patients with
congenital clubfoot of I-Il degree was 26.64° + 6.11°,
whereas in those with a Ill degree, it was 22.13° + 6.27°.
Furthermore, a significant difference was observed between
the two groups (p = 0.001). The index of the achievable
correction in degrees at a force of 4 N during deformity
correction in patients with congenital clubfoot of the IV degree
was 13.80° + 5.68°. A significant difference (p=0.001 in both
observations) was found in the intergroup analysis with the
indexes for congenital clubfoot of I-Il and Il degrees.

The FSI value in patients with congenital clubfoot of I-II
degrees was 0.15 + 0.04, and in patients with Il degree, it
was 0.20 + 0.06. A significant difference was noted when
comparing patients with congenital clubfoot (p = 0.001). The
FSI in patients with a IV degree deformity was the highest
(0.30 + 0.06) and was statistically higher in intergroup
comparison with the indicators in congenital clubfoot of |-l
and Il degrees (p = 0.001 in both groups).

The clinical and dynamometric examination of the feet
revealed regularities. For patients with congenital clubfoot of
any degree of severity, when applying a force of 4 N during
deformity correction, a general trend was observed: the
higher the degree of deformity, the smaller the deformity
correction angle and the higher the FSI. This difference

Table 1. Comparative analysis of clinical and dynamometric examination parameters of patients with congenital clubfoot of varying severity
Ta6nuua 1. CpaBHUTENbHbINA aHaNM3 NOKa3aTeNen KIMHUKO-AMHaMOMETPUYECKOro 06CNe J0BaHMS NALMEHTOB C BPOXAEHHON KOCONANOCTL0

pa3H017| CTEeneHn TAXeCTn

I-1l degrees,

Il degree, n = 105 (160 feet)

IV degree, n =72 (110 feet)

Index under stud
y n = 62 (80 feet), M + SD Mz:SD p-level Mz SD p-level
Deformation correction in 26.64 +6.11 2213 + 6.27 0.001* 13.8 +5.68 0.007%***
degrees at a force of 4 N
Foot stiffness index 0.15 + 0.04 0.20 £ 0.06 0.001* 0.30 £ 0.06 0.001***

Note. M — average; SD — root mean square standard deviation, indicating the spread of data over the interval of the characteristic value relative

to the average.

*Level of significance (Mann—Whitney test) of differences in relation to indicators of clubfoot of I-Il degrees (p < 0.05); **level of significance of

differences in relation to indicators of class Il clubfoot.

ﬂpUMeanue. M— cpepnHee; SD— CpefHeKBaapaTMyHoe CTaHOapTHOEe OTKNIOHEeHNe, yKa3blBaloLLee Ha pa36p0c [aHHbIX N0 MHTepBaly 3Ha4eHUA

NPU3HaKa 0THOCUTEJIbHO CpefHero.

*YpoBeHb A0CTOBEPHOCTM (KpuUTepuii MaHHa — YWTHM) pa3nnumii no OTHOLLEHMIO K NokasaTensM koconanoctu |-l ctenenm (p < 0,05); **ypoBeHb
J0CTOBEPHOCTW Pa3finyMiA Mo OTHOLLIEHMIO K MoKa3aTensM koconanoctu Il ctenenu.
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was significant in the intergroup comparison of the results
of clinical and dynamometric examination of the feet in
congenital clubfoot of I-IV degrees (p < 0.05). Table 2 shows
the results of Spearman correlation analysis of clinical and
dynamometric examination parameters in children with
congenital clubfoot of I-Il degrees.

The results of the Spearman rank correlation coefficient
calculation showed no significant correlation between the FSI
and angle of foot deformity correction at a force of 4 N. The
Spearman rank correlation coefficient was 0.17, indicating
that deformity correction occurs in a linear manner, with the
foot retracting unimpeded and without significant resistance
from its soft tissue structures. Table 3 displays the results
of the Spearman correlation analysis of the clinical and
dynamometric examination parameters in children with
congenital clubfoot of Il degree.

Furthermore, Table 3 illustrates that the correlation
analysis revealed a moderate negative relationship between
the FSl indices and angle of correction of foot deformity at a
force of 4 N, with a rank correlation coefficient of -0.49. This
shows that the higher the stiffness index of the deformity, the

Vol. 14 (2) 2024
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smaller the deformity correction angle when the deformity
is corrected with a 4 N force. This result indicates that
congenital clubfoot of Il degree can be characterized as a
rigid deformity, which is challenging to correct.

In congenital clubfoot of IV degree, the formation of
classical correlations between clinical and dynamometric
indicators was observed, which allowed for the
characterization of this form of clubfoot as extremely stiff.
According to data presented in Table 4, correlation analysis
revealed a moderate negative relationship between the
FSI and angle of foot deviation with a force of 4 N, with a
rank correlation coefficient of —0.57. This indicates that the
higher the stiffness index of the deformity, the smaller the
angle of correction when the deformity is corrected with
a 4 N force.

DISCUSSION

The criteria for the severity of foot deformity in
congenital clubfoot remains unclear, and the definitions
vary. Consequently, the Pirani scale, which evaluates six

Table 2. Spearman'’s coefficient of the angle of correction of foot deformity with a force of 4 N and the index of foot rigidity in children with

congenital clubfoot of |-l degree

Tabnuua 2. KoapduumeHt CnupMeHa yrna Koppekuun aedopMauum ctonbl npu ycunun 4 H 1 vHAeKca purniHocTM cTonbl y JeTeit

C BpOXAEHHOM KoconanocTbio |-l crenequ

Variables Angle of foot deviation, in degrees Foot stiffness index
Foot deformity correction angle at 1.0 0.17
aforceof 4N
Foot stiffness index 0.17 1.0

Table 3. Spearman'’s coefficient of the angle of correction of foot deformity with a force of 4 N and the index of foot rigidity in children with

congenital clubfoot of Ill degree

Tabnuua 3. KoadduumeHt CnupMeHa yrna Koppekummn fedopmaumum cTombl Npu yeunuy & H v MHOeKca purnaHocTy cTombl y feTeid npu

BpoXaeHHoi KoconanocTu Il creneHu

Variables Angle of foot deviation, in degrees Foot stiffness index
Foot deformity correction angle at 1.0 -0.50%
aforce of 4N
Foot stiffness index -0.50% 1.0

*Statistically significant (p < 0.05).
*Cratuctuyeckm foctosepHa (p < 0,05).

Table 4. Spearman coefficient of the angle of correction of foot deformity with a force of 4 N and the index of foot rigidity in children with

congenital clubfoot of IV degree

Tabnuua 4. Koadduument CnupMeHa yrna Koppekummn fedopmauuu cTombl Npu yeunun & H v MHOeKca pUrngHocTy cTombl y feTelt npu

BPOXAeHHoI KoconanocTu IV cTenenu

Variables Angle of foot deviation, in degrees Foot stiffness index
Foot deformity correction angle at 1.0 -0.57*
aforce of 4 N
Foot stiffness index -0.57* 1.0

*Statistically significant (p < 0.05).
*CratucTndecku poctosepHa (p < 0,05).

DOl https://doi.org/1017816/psaic1797
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features in points (from 0 to 1), is commonly used for
determining clubfoot severity. The features include a fold
over the ankle joint, emptiness of the hindfoot, equinus,
medial vertical fold on the foot, palpation of the head of
the talus bone, and bending of the outer edge of the foot.
Another evaluation system for congenital clubfoot is the
Dimeglio classification [29-32]. This system allows for the
determination of the severity of clinical signs, including the
angle of equinus deformity, angle of varus deformity, angle of
internal rotation of the foot, and angle of forefoot adduction.
Based on the severity of each sign, points are assigned on a
scale of 0—4. Additional points are allocated if a pronounced
skin fold, cavus, or tibial atrophy is noted (1 point for
each sign).

The present study used several combinations of the
results of clinical examinations of the feet as the foundation
for the aforementioned classifications. However, these
classifications do not consider the severity of the stiffness of
the deformity and are unable to measure the degree of tissue
pliability to redressing forces.

A clinical and dynamometric examination was conducted
to investigate the ability of foot tissues to resist corrective
forces during manual correction of congenital clubfoot
of varying degrees of severity according to the Ponseti
method. Significant differences (p < 0.05) were observed
when comparing all clinical and dynamometric indices
between congenital clubfoot of I-IV degrees. Analysis of the
results of clinical and dynamometric examination of the feet
revealed regularities. A general trend is noted in patients
with congenital clubfoot of varying degrees of severity when
applying a force of 4 N during deformity correction. This
trend can be described as follows: the higher the degree of
deformity, the smaller the angle of correction and the higher
the FSI.

The correlation between clinical and dynamometric
parameters in congenital clubfoot has been established.
The results of the Spearman rank correlation coefficients
calculation in congenital clubfoot of I-Il degrees exhibited
no significant correlation between the FSI and angle of foot
deformity correction at a force of 4 N (0.17). This indicates
that the deformity correction is linear in nature, with an
unimpeded retraction of the foot occurring without significant
resistance from its soft tissue structures. Thus, in children
with congenital clubfoot of I-Il degrees, the foot deformity
is mobile, based on the muscle component (imbalance) with
minimal changes at the level of the capsule-ligamentous
apparatus of the foot. Thus, clubfoot of I-Il degrees can
be considered mobile with predominant involvement in the
pathological process of the muscular component that keeps
the foot in the wrong position.

A moderate negative correlation was observed
between the FSI and angle of correction of foot deformity
at a force of 4 N in children with congenital clubfoot of Il
degree, with a rank correlation coefficient of -0.50. This
demonstrates that congenital clubfoot of Il degree can be

Tom 14, N° 2, 2024
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characterized as a rigid deformity that is challenging to
correct. The underlying pathology is primarily a pathologically
altered capsule-ligamentous apparatus of the foot, with
minor disturbances at the level of its osteoarticular
structure.

In children with congenital clubfoot of IV degree, the results
of Spearman correlation analysis indicated the presence of
classical correlations between clinical and dynamometric
indicators, which allow for the characterization of this form
of clubfoot as extremely rigid. Moreover, the correlation
analysis revealed a moderate negative relationship between
the FSI and foot deviation angle with a rank correlation
coefficient of —0.57. Notably, the character of foot deformity
correction in congenital clubfoot of IV degree has common
features with congenital clubfoot of Il degree. However,
the strengthening of correlations in congenital clubfoot
of IV degree shows the extreme degree of its rigidity and
stiffness, which significantly exceeds these characteristics in
congenital clubfoot of Ill degree. Considering the distinctive
characteristics of the correlations, it can be posited that
congenital clubfoot of IV degree is a rigid deformity with a
high stiffness index. This demonstrates that the stiffness
deformity in congenital clubfoot of IV degree is underpinned
by a combination of pronounced alterations in the
capsular-ligamentous apparatus of the foot and significant
disturbances at the level of the osteoarticular structure
of the foot.

CONCLUSIONS

Stiffness of foot deformity is a significant clinical indicator
that defines foot deformity severity. It should be quantified,
and the stiffness index is an appropriate metric for this
purpose. The FSI allows for the quantitative assessment
of foot tissue state and determination of whether the
deformity is rigid or pliable during manual correction of
congenital clubfoot elements. Consequently, the stiffness
index represents a fundamental quantitative indicator that
characterizes the degree of foot deformity, considering
its pliability to eliminate elements of congenital clubfoot
during manual correction. The degree of stiffness should be
determined before treatment. Initial data on foot stiffness
allow for an objective assessment of deformity severity and
an individual approach to its elimination when applying stage
plaster casts according to the Ponseti method.
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AONO/IHUTE/IbHAA UHOOPMALIUA

UcTouHuK dmHaHcHMpoBaHMs. ABTOp 3asBNISET 06 OTCYTCTBUM
BHELUHero (WHAHCMPOBaHMS MpW MPOBEAEHUM WCCNe[oBaHMS
W MIOAIrOTOBKe Myb/MKaLMK.

KoHnmnKT uHTepecos. ABTOp AeKIApUpYeT OTCyTCTBME ABHBIX
W NOTEHLMANbHBIX KOHIMKTOB MHTEPECOB, CBA3AHHBIX C MpoBeeH-
HbIM WCCTIEI0BaHMEM W MyBMMKaLMEN HaCTOALLEN CTaTbu.
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