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NEW IDEAS, BIG ISSUES,
NEW WAYS OF HINKING:
WHY CONGRESS WILL
DELIVER

Ann Moore,

Chair of the WCPT’s
International Scientific
Committee of 2011
Congress in Amsterdam

What makes a WCPT Congress
special?  The International  Scientific
Committee organising the programme for the
2011 Congress in Amsterdam, Holland, is
building on past experience and surveys of
physical therapists to create an invaluable
professional event — whichever part of the
world you happen to come from. Simon
Crompton, editor of WCPT News, talks to
Ann Moore, Chair of the Committee, about
the planning to date, and what’s in store.

It may sound a way off, but to WCPT’s
International Scientific Committee, 2011 has
been looming large for a while now. The
group of physical therapists from around the
world who are responsible for putting
together the scientific programme of World
Physical Therapy 2011 have been
considering its shape and aims since their
appointment in summer 2008 — and they are
taking some fascinating changes of
direction.

Chair of the committee is UK
physiotherapist Ann Moore, Professor of
Physiotherapy and Head of the Clinical
Research Centre for Health Professions at
the University of Brighton. She says that
what really enthuses her about the task is
that she knows congresses make a

v

World | / Physical Therapy

)
16th International WCPT Congress

20-23 June 2011 Amsterdam Holland
www.wcpt.org/congress

World Confederation
for Physical Therapy

difference. She speaks from personal
knowledge. She’s attended four of them.

“I think it’s the sense of conviviality, the
ease of networking that makes them so
special. | love the way that, during
congresses, you can’t help but be exposed to
different ways of thinking, new ideas, big
issues that other countries are facing and
which put a new perspective on your own.
There’s that sense of the profession standing
shoulder to shoulder.”

That’s why it’s been a priority for the next
Congress to be as inclusive as possible.
Central to the programme will be focused
symposia, where a convenor will lead a
group of presenters through a series of
linked presentations on a topic of
international appeal. At least three of
WCPT’s regions have to be represented by
the speakers contributing to each
symposium — ensuring that sessions embrace
the interests and practice of delegates
whatever part of the world they come from.
The programme will start to be put together
from February, once the focused symposia
have been announced. But there are
definitely structural changes on the way.
One is to integrate the programme far more
closely thematically.

In particular, the committee is looking to
cater for clinicians and educators who want
to hone their practical skills. At previous
congresses, there have been pre- and post-
congress courses focusing on applied skills,
but these are now being integrated alongside
the main programme.

Delegates will be able to “pick and mix”
sessions according to their professional
interests. For example, they will be able to
participate in a specialist course on one day,
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a clinical visit on another, and scientific
Highly-regarded keynote speakers will also
now be integrated into symposium sessions,
“We want a programme that will attract
practising physical therapists as well as
researchers and educators,” says Ann
Moore. “They’ll be able to attend
workshops, courses and discussions which
complement the scientific programme, and
will allow them to take away new skills.”
The views of physical therapists themselves
have been fundamental in shaping the new
plans. In 2008, more than a thousand
physical therapists around the world
responded to a WCPT survey asking them
about the issues that interested them the
most. It found that the challenges of an
aging society, new roles for physical
therapists, physical inactivity and health
promotion were common concerns around
the world.

“What I found fascinating was how many
common issues affect people globally,” says

programming on another.

so that they can answer questions and join in
debates.

Ann Moore. “This means there are some
obvious issues we intend to address at the
next Congress.”

“This time, with all the progress made in
previous years on technicalities like an on-
line abstract management system, we feel
we can really focus on getting a lively
programme together, moulding it to the
needs of as many people as possible.”

The act of shaping World Physical Therapy
2011 is well and truly underway. Ann
Moore is confident that her fifth Congress
could well be her best.

For full details of the Congress, including
deadlines for satellite programme sessions,
poster abstracts and platform abstracts are
available at http://www.wcpt.org/congress.
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BACKGROUND INFORMATION
ABOUT PHYSICAL THERAPY

Physical therapists are experts in developing
and maintaining people’s ability to move and
function throughout their lives. With an
advanced understanding of how the body
moves and what keeps it from moving well,
they promote wellness, mobility and
independence. They treat and prevent many
problems caused by pain, illness, disability
and disease, sport and work related injuries,
ageing and long periods of inactivity.

Physical therapists are educated over several
years, giving them a full knowledge of the
body’s systems and the skills to treat a wide
range of problems. This education is usually
university based, at a level that allows
physical therapists to practice independently.
Continuing education ensures that they keep
up to date with the latest advances in research
and practice.

Many physical therapists are engaged in
research themselves.

More detailed information about what
physical therapists do can be found in
WCPT’s Description of Physical Therapy at
http://www.wcpt.org/node/28657.

About obesity

Around 350 million people are obese
worldwide. Physical activity is one of the best
means of countering obesity. Obesity is one of
the major risk factors for diabetes and
cardiovascular disease.

Children and young people under the age of
18 need 60 minutes of moderate to vigorous
physical activity each day to promote and
maintain health. Adults need 30 minutes of
moderate physical activity 5 days a week, or
20 minutes of vigorous physical activity 3
days a week to maintain health. Plus they
need to do muscle strengthening exercises at
least twice a week.

Movement for Health

8th September, World Physical Therapy Day

World Confederation
for Physical Therapy

About cardiovascular disease and diabetes

Cardiovascular disease is the term used to
describe diseases affecting the heart and
circulatory system, and includes heart disease,
pressure

blood
mellitus s

raised
Diabetes

stroke  and
(hypertension).

condition where the amount of glucose in the
blood is too high, causing tissue damage.
Type 2 diabetes usually develops when people

are overweight.

About the impact of physical therapy on

cardiovascular disease and diabetes

Research has shown that the type of exercise
and training prescribed by physical therapists
can reduce blood pressure, reduce the risk of
stroke and diabetes, and improves outcomes
for people who are suffering from coronary

heart disease.
More details are available in
materials on the WCPT website:

http://www.wcpt.org/sites/wcpt.org/files/files/

WPTDay-C2-Cardiovascular_disease.pdf

http://www.wcpt.org/sites/wcpt.org/files/files/

WPTDay-C3-Diabetes.pdf
About World Physical Therapy Day

World Physical Therapy Day falls on 8th
September every year, and is an opportunity
for physical therapists from all over the world
to raise awareness about their crucial role in
keeping people well, mobile and independent.
T he day was established by WCPT in 1996,
and marks the date on which WCPT was

founded.
About the World Confederation
Physical Therapy

WCPT is the profession’s global
representing over 300,000
therapists/physiotherapists  from

informations go to www.wcpt.org.

resource

body
physical
member
organizations in 101 countries. For more
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THE ROLE OF PHYSICAL THERAPY IN THE REHABILITATION OF
ROTATOR CUFF INJURIES

ROLUL KINETOTERAPIEI iN RECUPERAREA
RUPTURII COIFULUI ROTATORILOR

Fieroiu Emil*
_Ke_y W(_)rds: rehabilitation, strength, Cuvinte cheie: recuperare, forta,
flexibility, pain, mobiltate, coiful rotatorilor, durere
AbStraCt: Nowadays, young of all ages Rezumat: In zilele noastre, tinerii practica
practice sports and their wish of achieving sport iar dorinta lor de a obtine performante in
competitive performances leads to a permanent competitii duc la cresterea permanentd a
growth of the number of injured and numarului de sportivi accidentati.
traumatologlca_lly affeCIEd sportsmen. Accidentele la nivelul umirului au adesea
Shoulder injuries have very often as a result ca rezultat alterarea morfo-functionald prin
local patho-morpho-functional alterations by implicarea diferitelor structuri din zona afectata.
involving the various structures of the affected
area.
Introducere

In prezent, tineri de toate varstele, practica sportul, iar dorinta lor de a realiza performante
sportive competitive, conduce la o crestere permanentd a numadrului sportivilor accidentati sau
afectati traumatologic.Articulatia umarului este cea mai mobila articulatie a corpului uman.

Traumatismele umarului determind de multe ori ca sechele modificari patomorfofunctionale
locale prin interesarea variatelor structuri din zona afectata.

Ipoteze
1.Realizarea programului kinetic propus determina scaderea durerii la nivelul umarului.
2.In urma acestor exercitii creste mobilitatea in toate gradele la nivelul articulatiei umarului.
3.In urma efectudrii exercitiilor se creste forta musculari a articulatiei umarului.

Metode de cercetare
1. Experimentul.
2. Observatia.

3. Convorbirea.

Continutul experimentului

Experimentul s-a desfasurat la Centrul de Diagnostic si Tratament Pitesti.

Cercetarea a debutat cu o perioadd de documentare care a vizat modalitatile de recuperare
posttraumatica a umarului. Mai intai a fost realizata constructia grupurilor implicate in experiment.

lasist.univ.drd., Universitatea din Pitesti
fiero_emilius@yahoo.com
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Subiectii grupului experimental sunt persoane care au fost inclusi intr-un program de
recuperare posttraumatica la umar. Subiectii lotului martor sunt persoane care au suferit leziuni
traumatice la umar, dar au urmat un alt program kinetic.

In constructia celor doui loturi s-a pornit mai inti de la caracteristicile lotului experimental
care sa semene cat mai mult din punct de vedere al varstei, antropometric si functional cu subiectii
lotului experimental.

Din ambele loturi au fost exclusi subiectii care relatau antecedente patologice
heredocolaterale si personale, existenta altor probleme curente de sanatate au fost acceptate numai
cele care fac referire la traumatologia umarului. Toate aceste criterii de selectie a subiectilor
experimentului au fost utilizate cu scopul de a scadea cat mai mult actiunea variabilelor parazite,
nedorite si pentru a putea realiza un program kinetic cat mai eficient.

Au fost utilizate pentru grupul experimental doua testari: prima testare s-a realizat imediat
posttraumatic in scop evaluativ, a doua testare, testareca finald ne ofera concluziile aplicarii
programului kinetic asupra grupului experimental.

Intervalele de testare au fost alese in concordanta cu datele teoretice identificate in literatura
de specialitate. In urma determindrilor realizate ne asteptim si identificim o anumitd evolutie
pozitiva in recuperarea posttraumatica a umarului.

Pentru lotul martor au fost realizate doua testari (initiala si finald), cu utilizarea aceleiasi
metodologii de culegere a datelor. Au fost evaluate durerea, mobilitatea si forta musculara.

In cele ce urmeazi vom detalia exercitiile folosite in programul kinetic:

Programul Kinetic in ruptura partiala a coifului rotatorilor urméareste urmatoarele obiective:

1. Combaterea durerii si a inflamatiei.
2. Cresterea mobilitatii articulare.
3. Cresterea de fortd musculara.

Analiza rezultatelor

In ceea ce priveste durerea musculari se observa urmarind tabelul 1, ¢ subiectii grupei
martor au acuzat durere moderata (50% din ei) si dureri intense (35,7% din ei). Doar 2 (14,3%)
dintre subiectii grupei martor nu au acuzat dureri musculare.

Tabelul 6. — Distributia cazurilor de durere musculard (frecvente absolute si relative)

Grupa Lipsa durerii Durere moderata Durere intensa
Experimentali 8 (57,1%) 5 (35,8%) 1(7,1%)
Martor 2 (14,3%) 7 (50%) 5 (35,7%0)

A doua caracteristica a scalei urmarita vizeaza evaluarea mobilitatii articulare la nivelul
articulatiei umarului.

Afectarea mobilitatii articulare a fost prezenta in 10 cazuri la grupa experimentald (71,4 %
dintre ei) fata de cele 4 cazuri ale grupei martor (28,6 %) de reducere a mobilitatii.

Evaluarea finala a grupului experimental:

Tabelul nr.11 — Distributia gradelor de mobilitate
a grupului experimental — evaluarea finala

Mobilitatea umarului Abductie Adductie Flexie Extensie
Activ 160° 160° 165° 40°
Pasiv 170° 170° 175° 45°
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180+
160+
140-
120+
100+
80+
60+
40+
201
0-

D O Grup experimental - activ
B Grup experimental - pasiv
O Grup martor - activ

O Grup martor - pasiv

Abductie Abductie Flexie Extensie

Grafic nr.1 Distributia gradelor de mobilitate (lort experimental/ lot control)

Concluzii

1.Realizarea exercitiilor pregititoare propuse determind scdderea frecventei de aparitie a
durerii musculare, cresterea mobilitatii articulare si castigarea in forta musculara. Astfel, se observa
cresterea numarului de subiecti care nu au raportat durere musculara si scaderea durerii moderate si
intense dupa realizarea programului kinetic.

2.Se constata o frecventd mai scdzutd a cazurilor de durere musculara in grupa experimentala
(35,7% dintre ei). Comparativ cu grupa martor (78,6% dintre ei) .

3. Afectarea mobilitatii articulare a fost mai frecventa la grupa martor (71,4% dintre ei), fata
de grupa experimentala (28,6% dintre ei) la un prag de semnificatie de p = 0,05.

4. Toti cei 14 subiecti ai grupului experimental au inregistrat valori superioare fatd de grupul
martor.

5. In urma aplicarii programului kinetic cel mai mare cstig obtinut a fost la nivelul
mobilitatii articulatiei.

Bibliografie

1. Baciu C. Anatomia functionala a aparatului locomotor, Edit.Stadion, , Bucuresti, 1972
2. Baciu C. Aparatul locomotor, Edit. Medicala, Bucuresti, 1981

3. Chiriac M.Testarea manuala a fortei musculare, Edit. Universitatii din Oradea, 2000
4. Mirela Dan. Educatie pentru sanatate corporala, Edit. Universitatii din Oradea, 2004
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KINETIC METHODS OF MUSCLE-LIGAMENT NORMALIZATION IN
THE DISC-SURGERY HERNIAS

METODE KINETICE DE NORMALIZARE MUSCULO- LIGAMENTARA IN
HERNIILE DE DISC OPERATE

Marius Neculaeg*

Key —words: kinesiotherapy; the lumbo-
sacro-pelvis segment. spinal column

Abstract: The study reveals the fact that the
recovery of patients with lumbar disc hernia
cannot even be conceived without the
kinesiotherapy program, the only technique able to
give back the flexibility and the functionality of
the lumbo-sacro-pelvis segment.

The muscle and joint issue, present in the
pathology of this segment is the main cause for
limiting the movement amplitude, because of the
gradual shortening of the soft tissues, creating a
resistance to muscle stretching.

The main objective of kinesiotherapy will be
recovering the functions of the segment, and this is
a necessary practical activity in order to achieve
goals referring mainly to daily and professional

Cuvinte cheie: Kinetoterapie,
lombo-sacrat, coloana vertebrala

segment

Rezumat: Studiul de fatd demonstreaza ca
recuperarea pacientului cu hernie de disc lombara
nu poate fi conceputa fara kinetoterapie, singura in
masura sd redea mobilitatea si functionalitatea
segmentului lombo — sacrato-pelvin.

Componenta musculard i articulard prezenta
in patologia acestui segment reprezintd principala
cauzd a limitarii amplitudinii de miscare, datorata
scurtarii gradate a tesuturilor moi, creind o
rezistentd la intinderea muschiului.

Principalul obiectiv al Kkinetoterapiei va fi
recuperarea functionalitatii segmentului, acest lucru
fiind necesar 1n reluarea activitatilor zilnice
curente. Exercitiile repetate vor duce la corectarea
aliniamentului pelvisului si coloanei vertebrale.

activities. This repeated exercise will lead to
getting an automatic movement of correcting the
pelvis and the spinal column.

Studiul efectuat scoate in evidenta faptul ca recuperarea bolnavilor cu hernie de disc
lombara nu poate fi conceputa in absenta programului de Kinetoterapie, singura tehnica in masura sa
redea flexibilitatea si functionalitatea segmentului lombo-sacro- pelvin.

Redoarea musculo articulara implicata in patologia acestui segment reprezinta principala
cauza pentru limitarea amplitudinii de miscare din cauza scurtarii progresive a tesuturilor moi,
creinduse astfel o rezistenta la alungire a fibrelor musculare.

Obiectivul de baza al kinetoterapiei va fi recuperarea functiei acestui segment, aceasta
fiind o activitate practica necesara pentru indeplinirea acelor scopuri ce vizeaza activitatile zilnice si
cele profesionale. Acest exercitiu repetat va conduce la obtinerea unui automatism de postura
corecta a bazinului si o0 pozitie corecta a coloanei vertebrale.

Frecventa aparitiei herniei de disc este in continua crestere, tratamentul chirurgical
validandu-si utilitatea, aceasta tehnica fiind o procedura deosebit de importanta, a carei eficienta este
de necontestat.

! Prep. univ. kt., ”Al I. Cuza” Univ. Iasi, Faculty of Physical Education and Sport
email: admefs@uaic.ro
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Evolutia herniei de disc lombare netratate poate lasa mari handicapuri reprezentate prin
tulburari neurologice, handicapuri care greveaza sever viata sociala si economica a individului.

Aceste handicapuri apar sub forme de pareze, paralizii, hipotonii si atrofii musculare mai
ales distal. Uneori deficitul motor instalat lent, la care se asociaza si tulburari de sensibilitate, se
agraveaza ajungand la paraplegie, care operata la timp are mari sanse de recuperare. Alteori un
deficit motor instalat brusc va aduce in discutie mecanismul vascular, care neoperat in timp util,
compromite radacinile nervoase iar efectele interventiei pot fi aproape nule.

Hernia de disc lombara reprezinta cauza cea mai frecventa a sindroamelor lomboradiculare.

Referinu-se la aceasta situatie, aproape toti autorii sustin ca hernia de disc se afla la originea
a 80% din sindroamele lomboradiculare de tip mecanic sau degenerativ, restul durerilor de tip
lombosciatic avand alte cauze vertebrale sau extravertebrale.

Preocuparile aplicarii kinetoterapiei la bolnavii cu o astfel de patologie sunt in atentia
kinetoterapeutilor, care urmaresc redobandirea capacitatii fizice a bolnavului cat si posibilitatea de a
duce o viata independenta in continuare.

Functionalitatea segmentului lombo-pelvin este cheia de baza in statica si dinamica
trunchiului si a corpului, cheia de stabilitate in determinarea posturilor de baza a intregului corp:
decubit, sezand si ortostatism

Sub raportul Kineticii intregului corp, trunchiul joaca un rol mult mai important decat al
propiei capacitati de miscare. Reprezentand mai mult de jumatate din masa corpului, fiind zona unde
se afla centrul de greutate al corpului si punctul de echilibru al acestora cu celelalte segmente, cu rol
major in controlul posturilor, segmentul lombopelvin asigura stabilitatea, mobilitatea controlata,
abilitatea corpului, a membrelor si mai ales locomotia.

in cadrul scolii spatelui, obiectivele de baza se diferentiaza in functie de scopul urmarit: daca
scopul nostru este profilaxia, aceste exercitii previn suferintele si disfunctionalitatile segmentului
lombo-pelvin iar daca exercitiile noastre au scop recuperarea lombarilor operati, se va urmari
redresarea prin mijloace proprii a disfunctionalitatii deja instalate. Scopul general al acestor exercitii
fiind realizarea in permanentd a pozitiei neutre a coloanei vertebrale lombare, indiferent de
activitatile zilnice si profesionale desfasurate, ce presupun un efort fizic moderat si mare, si a
inlacatarii acesteia si a bazinului in timpul efortului. In acest sens tonifierea musculaturii din jurul
bazinului ce va realiza bascularea si delordozarea acestuia, cat si relaxarea, decontracturarea si
redobandirea elasticitatii supuse zilnic eforturilor sunt obiective de baza pentru flexibilitatea,
mobilitatea si anduranta programelor din scoala spatelui.

Motivatia temei de a demonstra ca practica Kinetica si exercitiul fizic sistematizat si etapizat
este mijlocul de baza cel mai eficient in masura sa redea elasticitatea si flexibilitatea tesuturilor
musculare si a tesuturilor conjunctive necontractile din jurul segmentului lombopelvin.

Cercetarea s-a efectuat pe o duratda de 12 luni in sectia de recuperare neuromotorie a
Spitalului Clinic de Recuperare lasi, pacientii venind etapizat pentru tratament kinetic la interval de
trei luni.

Pacientii cuprinsi in studiu au fost in numar de 51 cu hernie de disc lombara.

Lotul martor format din 24 pacienti operati, bolnavi ce au preferat ca si tratament recuperator
doar fizioterapia si sporadic kinetoterapia, procesul de recuperare fiind instituit cu intarziere.

Lotul studiu a fost alcatuit din 27 pacienti, la care s-au aplicat pe langa procedurile de fizio si
electroterapie, masajul reflex al tesutului conjunctiv si tehnici pentru elementele ligamentare si
aponevrotice, in special kinetoterapia segmentului lombopelvin prin metoda inhibitiei active si a
strechingului.

Evaluarea clinica cuprinde atat evaluarea semnelor obiective prin efectuarea examenului
local al coloanei lombosacrate si a examenului general pe sisteme si aparate cat si evaluarea
tulburarilor locoregionale si a consecintelor acestora asupra coloanei vertebrale in ansamblu sau si
asupra segmentului sacro-pelvin.
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Evaluarea analitica va cuprinde evaluarea posturii si aliniamentului corpului in statica si
dinamica raportat la coloana vertebrala atat global cat si segmentar. Evaluarea amplitudinii de
miscare se realizeaza cu goniometrul, pasiv si activ apreciind mai ales senzatia finala cand miscarea
a ajuns la maximul de amplitudine articulara prezenta resimtindu-se in mana testatorului senzatia de
duritate, rezistenta moale care cedeaza sau o senzatie intermediara celor doua.

Pe langa aceste teste si masuratori s-au mai efectuat si alte tipuri de evaluare cum ar fi:
testele segmentare, evaluare musculara , evaluarea sensibilitatii, evaluarea ADL-urilor, etc.

Metodologia recastigarii  mobilitatii, elasticitatii, flexibilitagii musculoarticulare a
segmentului lombo-sacro-pelvin, va pleca de la aprecierea contracturilor musculaturii erectoare,
spinale, transversospinale, a patratului lombar, piramidalilor, psoasului, fesierilor mari si
ischiogambierilor, care pot prezenta uneori si deficit de forta, iar in cazurile cronice, extensorii
paravertebrali si patratul lombar pot prezenta contracturi bilaterale dar mai ales unilaterale.

Scurtarea sau alungirea adaptativa a musculaturii de mai sus, va implica si scurtarea tesutului
conjunctiv necontractil ce intra in alcatuirea fasciei toraco-lombare, cat si in alcatuirea ligamentelor
segmentului lombo-sacro-pelvin.

Daca aceste modificari pe scurtarea sau pe alungirea muschilor, a ligamentelor si fasciilor
sunt insotite de deficite motorii ale membrelor inferioare, cel mai adesea periferice pe traiectele
nervilor SPE si SPI, tonifierea musculara a acestora va fi un alt obiectiv de baza alaturi de tonifierea
musculaturii abdominale si a marilor fesieri.

Refacerea amplitudinii maxime de miscare a acestui segment presupune cresterea elasticitati,
mobilitatii, flexibilitatii, intinderii tesuturilor implicate si imbunatatirea fortei musculare in regim de
anduranta a deficitelor musculare si hipotoniilor abdominofesiere.

Patologia segmentului lombar, cu tot cortegiul ei de semne clinice si substrat fiziopatologic
ne impune folosirea unui spectru larg de metode kinetice tehnici specifice.

Pentru decontracturarea musculaturii pelvine s-au folosit diagonalele Kabath de flexie si
extensie insistand pe pozitia finala a acestora. Metoda Williams foloseste exercitii ce pun in flexie
maxima coloana lombara care are drept scop intinderea musculaturii lombare contractate,
decomprimarea discurilor, largirea gaurilor de conjugare.

in continuare vom stabili cateva obiective si exemple de exercitii folosite pe stadii de evolutie:

- Imediat postoperator bolavul este dus in salon si este posturat in decubit lateral cu membrele
inferioare flexate cu o perna intre genunchi. Obiectivele pentru primele doua zile
postoperatorii au fost: vindecarea cicatricii, imbunatatirea respiratiei diafragmatice si costal
inferioare. Daca bolnavul prezinta simptome algice intense asemanatoare perioadei dinaintea
operatiei, se recomanda repausul prelungit la pat in posturi antalgice.

- Etapa a doua postoperator, 3-10 zile, mobilizarea bolnavului inafara patului. Se va realiza la
inceput pozitia asezat, ortotostatismul si mersul cu segmentul lombar blocat, in ziua a sasea
se pot incepe exercitiile de mobilizare a coloanei in ortostatism si mers. Obiectivele in
aceasta etapa sunt imbunatatirea respiratiei si imbunatagirea tonusului toraco-lombar.
Mijloacele folosite exercitiile de tonifiere a musculaturii toraco lombare si abdominale,
mobilizari ale membrelor inferioare si a coloanei vertebrale din a 5-a zi. Aceste exercitii se
executa de 2 ori pe zi timp 15-20 minute.

Dupa 10-12 zile postoperator si dupa ce au fost scoase firele, bolnavul poate pleca acasa dar
recomandarea noastra este ca pacientul sa urmeze un program de recuperare de cel putin 8-10
saptamani. Programul va cuprinde in mod obligatoriu si exercitii de menajare a coloanei lombare
prin invatarea pozitiilor de lucru ce trebuie adoptate in activitatile zilnice si profesionale.

- Etapa a treia cuprinde pe langa exercitiile de tonifiere a musculaturii toraco-lombare si

abdominale si de crestere sau redobandire a mobilitatii articulare, se impun si exercitii de
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invatare a unor posturi intermediare ale coloanei lombare. Exercitiile ar trebui sa dureze

o

hidrokinetoterapie pentru asuplizarea coloanei vertebrale.

- FEtapa a 4-a, de la 4 la 6 saptamani, va cuprinde aceleasi exercitii ca in perioada anterioara

marindu-se doar durata sedintei si se mai adauga exercitii din atarnat si ortostatism.

Dupa perioda de 6 saptimani postoperator se va trece la programele de kinetoprofilaxie
secundara, la exercitiile din scoala spatelui, pentru a menaja coloana si a evita recidivele la alte
niveluri.

Tot in aceasta perioada se poate insista atunci cand sunt prezente sechele si complicatii ale
unor interventii postoperatorii cum ar fi: durerea localizata pe un MI sau pe ambele, sindromul
vertebral restant pre si postoperator, sindromul radicular restant, deficite motorii periferice pe SPE si
SPI, sechele ale cicatricii postoperatorii. Sechelele pre si postoperatorii sunt datorate perturbarilor de
echilibru static si dinamic al coloanei lombo-pelvine datorita mentinerii pozitiilor antalgice
mentinute timp indelungat de cele mai multe ori asimetrice.

Evaluarea eficientei terapeutice prin aplicarea exercitiului fizic, in cadrul sedintelor de
Kinetoterapie o vom demonstra prin studiul comparativ dintre cele doua loturi de bolnavi.

Folosirea factorului natural de miscare organizata, sistematizata, prin exercitiul fizic
terapeutic si tehnicile sale bine precizate, s-a bazat pe efectele sale fiziologice asupra tesuturilor
standardizata pentru mobilitatea coloanei lombare, pentru fiecare sens de miscare cat si prin
evaluarea finala a tulburarilor de statica si dinamica a scoliozelor antalgice, a contracturilor
musculare, ambele pe fondul durerii. Evaluarea ADL-urilor exprimata in calitatea vietii bolnavului
lombar ne arata eficienta practica a programelor Kinetice. S-a remarcat faptul ca scoliozele
reductibile, la pacientii nostri, sunt date de durerea iritativa si contracturile lombare. Regiunea
lombara este mentinuta in atitudine disfunctionala prin contracturi asimetrice sau uneori simetrice
pentru acelati grup de muschi si asimetrice pentru grupe de muschi diferite, asociate cu hipotrofii
abdominale si fesierilor mari, ce uneori pot fi si contractati.

Fata de scoliozele greu reductibile, in atitudinile functionale scoliotice, nu exista rotarea
corpilor vertebrali, ci numai curbura laterala in plan frontal, dezechilibrul in pozitia asezat si
anteflexie sau plasarea unui scaunel sub membrul inferior mai scurt.

Eficienta globala terapeutica in urma tratamentului recuperator efectuat acestor bolnavi se
remarca o eficienta terapeutica globala foarte buna a lotului studiu fata de lotul martor (71,7%,
respectiv 44,1%). Se remarca deasemenea o eficienta minima a tratamentului Kinetic mai
semnificativa la lotul martor(13,2%) iar pentru lotul de studiu (1,7%), tratamentul Kinetic ineficient
la lotul de studiu a fost aproape de 5 ori mai mic decat la lotul martor.

Aplicatiile kinetice asupra sechelelor si complicatiilor pre si postoperatorii, in general
contracturile adaptative, tulburarile de dinamica in plan frontal, hipotoniile si deficitele motorii,
presupun o perioada lunga de timp si nu de 20 sedinte cat ar presupune doua internari si 0 pauza de
miscare de 2-3 luni. Eficienta programelor de Kkinetoterapie creste atunci cand aceste exercitii se
repeta ti la domiciliu.

in abordarea tratamentului kinetic, cand complicatiile si sechelele pre si postoperatorii erau
mai acutizate, s-a observat o participare aproximativ egala a celor doua loturi, de unde si eficienta
aproximativ la fel. Pe masura ce aceste complicatii s-au ameliorat si nu vindecat, bolavii din lotul
martor au dat mai putina importanta exercitiului fizic terapeutic.

Evaluarea ADL-urilor arata eficienta practica a aplicarii kinetoterapiei, acestea definindu-se
ca activitati si actiuni obisnuite ale acestor bolnavi pentru propia lui ingrijire si viata. Aceste
activitati nu au scopuri de performanta ele presupun eforturi moderate. Imediat postoperator bolnavii
sunt dependenti de o incapacitate de desfasurare a activitatilor cotidiene temporar, pe o perioada de
cel putin 2-3 luni, ei neputand efectua anumite activitati zilnice uzuale.
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in acest sens au intervenit programele noastre Kkinetice pentru stabilizarea in conditii
fiziologice a inlacatarii bazinului si a blocarii coloanei vertebrale intr-o pozitie neutra cu scopul
redobandirii capacitatii de a efectua activitagile zilnice obisnuite inclusiv condusul masinii. O
eficienta buna si foarte buna a fost inregistrata la lotul de studiu 88% dintre ei incadrandu-se in
aceasta clasificare, iar in cadrul lotului martor doar 56% dintre ei se pot incadra in aceasti categorie.

Reintegrarea sociala si profesionala a acestor bolnavi este facilitata si accelerata de
practicarea unui tratament recuperator de lunga durata (cel pugin 3-9 luni) desfasurat etapizat pe
perioade succesive de tratament.
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THE METHODOLOGY OF MOTTOR DEFFICIENCIES DRIVEN
BY THE ANKYLOSING SPONDILITIS

METODOLOGIA RECUPERARII DEFICIENTELOR MOTORII
PRODUSE DE SPONDILITA ANCHILOZANTA

Fieroiu Emil !

Key —words: rehabilitation, rheumatism,
methodology, vertebral spine

Abstract: The ankylosing spondylitis is
found among the rheumatic affections that have a
very severe functional prognosis, caused by the
frequent ankylosises of the spine and of the
peripheral joints they provoke.

An important number of ill people, mostly
men, are affected by this invalidating illness that
restricts their possibility of making usual gestures,
as well as their ability to work, or it makes it
impossible for them to perform any type of
activity, thus they become dependent on society.

Cuvinte cheie: recuperare, reumatism,
metodologie, coloana vertebrala

Rezumat: Spondilita anchilozantd are o
prognoza functionala severa, datorata
frecventelor  anchiloze ale  coloanei  si
articulatiilor periferice.

Un numar important de persoane, in special
barbati, sunt afectate de aceastd boala
executa gesturi uzuale, de a-si exercita profesia si
in final de a mai realiza orice tip de activitate,
devenind astfel persoane dependente de societate.

Introducere

Spondilita anchilozanta se situeaza, printre afectiunile reumatice cu un prognostic functional
foarte sever, din cauza frecventelor anchiloze ale coloanei vertebrale si ale articulatiilor periferice pe
care le provoacd. Un numar important de bolnavi, in majoritate barbati sunt afectati de aceasta boala
invalidanta care le reduce posibilitatea efectudrii unor gesturi uzuale, ca si capacitatea de munca, sau
ii face complet inapti de orice munca, devenid dependenti social.

Atitudinea vicioasa determinatd de spondilita anchilozanta este caracterizata prin proiectia
inainte a capului si a gatului, cifoza dorso-lombara progresiva si stergerea lordozei lombare. La
acestea se mai poate adauga si redoarea sau anchiloza umerilor in abductie si rotatie interna, a
soldurilor 1n flexie, abductie si rotatia externd a genunchilor in flexie.

Obiectivele cercetari

- combaterea durerilor, inflamatiilor si contracturilor musculare
- combaterea redorii articulare din zona coxo-femurala

- limitarea leziunilor la coloana vertebrala
- optimizarea respiratiei costale

- limitarea lezarii articulatilor periferice

- readaptarea profesionala

asist. univ. drd. Universitatea din Pitesti
e-mail: fiero_emilius@yahoo.com
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Ipotezele cercetarii

1.Consideram ca programul kinetic individualizat duce la combatrea durerii si stoparea
contracturilor musculare

2.Realizarea programului kinetic propus duce la stoparea deformatiilor si anchilozelor

Metode de cercetare Metoda convorbirii - semi-standardizate
Observatia pedagogica
» observatia indirectd — fisele medicale;
» observatia experimentald, sistematica, in timpul activitatii organizate, impuse.
Metoda studiului de caz clinic

Experiment: Programul de Kinetic, va fi inceput inca din etapa repausului la pat, cidnd bolnavul va
executa scurte §i repetate contractii izometrice (statice). Treptat sub supravegherea
Kinetoterapeutului, va incepe apoi mobilizarea sistematica si progresiva a coloanei vertebrale si a
articulatiilor periferice, tinindu-se cont de amplitudinea de miscare articulara si de starea generala a
bolnavului. Programele de kinetoterapie vor evita orice migcari bruste, violente, sariturile, prinderea
mingii medicinalele prea grele etc. Aparitia durerilor este semnalul de alarma al supradozarii
efortului
Experimentul s-a desfasurat in perioada la Centrul de Asistenta Sociala Gavana pe un

subiect de sex masculin cu varsta de 42 ani.
S-au lucrat 4 sedinte pe sdptdmana, cu durata de 15 - 30minute, intensificand saptamanal programele
de recuperare individuala, prin cresterea intensitatii exercitilor fizice.
Programul Kkinetic cuprinde exercitii:

» pentru coloana cervicala,

» pentru coloana lombara,

» pentru coloana dorsala

Rezultate: Evaluarea sa realizat la:
> nivelul taliei care scade foarte mult cand cifoza se accentueaza
» greutatea care scade atunci cand boala evolueaza
» sageata ocipital perete care creste pe masura accentudrii cifozei
» sageata lombara se masoara de la varful lordozei la perete
In aprecierea rezultatelor s-a tinut cont de evaluarea initiala si finala la amplitudinea de miscare

pasiva.
Caz clinic Testare initiala Testare finala
talie 1.73cm 1.73cm
greutate 61kg 65kg
Distanta occipital - Perete 3cm 2cm
Distanta lombar- perete 1,5cm 1,5cm
Concluzii

1.Realizarea unui program kinetic individualizat duce stoparea anchilozelor la nivelul coloanei
vertebrale si a articulatiilor adiacente.

2.Realizarea programului kinetic propus a determinat, scaderea frecventei de aparitie a durerii
musculare in zona lombard, combaterea retractiilor musculare cresterea amplitudini de miscare
active.
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EXCITTOMOTIOR THERAPY IN REHABILITATION
OF PHYSICAL DEFFICIENCIES OF THE SPINE

TERAPIA EXCITOMOTORIE IN CORECTAREA DEFICIENTELOR
FIZICE ALE COLONEI VERTEBRALE

Cristina Elena Zaharia®

Key —words: electrotherapy, rectangular
currents, correction, strengthening, adults

Abstract: In the last century, but especially

in the last decades, it has been noticed an
important body growth and development
“acceleration” phenomenon. This phenomenon,
statistically pointed out, is accompanied by an
inadequately functional development. As a natural
consequence, the most affected sector of the
human body is the spinal column.
If physical deficiencies are not rectified in time,
they will have critical repercussions later upon the
spinal column, such as: rachidian dystrophies,
spondilosis, epiphisitis, disc diseases, medical,
social and economical problems concerning both
the treatment of this affections and the
professional regrouping.

As a result, by strengthening the muscular
structure of the column spine, inclusively
implementing good posture reflex we will prevent
or delay spinal column pathology , and not only.
We can treat the actual deficiencies, improving it,
and we will prevent the disorders that follow later

Cuvinte cheie: electroterapie, curenti
rectangulari, corectare, consolidare, adulti

Rezumat: In ultimul secol, dar mai ales in
ultimele decenii, s-a constatat un important
fenomen de "accelerare” a cresterii si dezvoltarii
corpului. Acest fenomen, semnalat statistic, este
insofit de  dezvoltarea  necorespunzitoare
functionala. Ca o consecintd fireascd, sectorul cel
mai afectat somatofunctional al organismului
uman este coloana vertebrala.

Deficientele fizice necorectate la timp, vor avea
repercursiuni grave mai tarziu:

Introducere

In ultimul secol, dar mai ales in ultimele decenii, s-a constatat un important fenomen de
"accelerare™ a cresterii si dezvoltarii corpului. Acest fenomen, semnalat statistic, este insotit de
dezvoltarea necorespunzatoare functionald. Ca o consecinta fireascd, sectorul cel mai afectat
somatofunctional al organismului uman este coloana vertebrala.

Deficientele fizice necorectate la timp, vor avea repercursiuni grave mai tarziu:

» distrofiile rahidiene
» spondiloza
> epifizita

! prep. univ. ,,Al 1. Cuza”, Facultatea de Educatie fizici si Sport, Iasi

email: admefs@uaic.ro
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» discopatii

» probleme medico-social-economice, atit din punct de vedere al tratamentului acestor
afectiuni cat si al necesitatii — de cele mi multe ori — reclasarii profesionale.

» Rolul nefast al tulburarilor statice, care determina un dezechilibru asupra coloanei vertebrale,
va fi intotdeauna la originea unei uzuri excesive discosomatice (in special in regiunea
lombara inferioara)

Ca urmare, incercand sa consolidam structura musculard a coloanei vertebrale, implicit
imprimand reflexul de atitudine corectd, la persoanele adulte vom preveni sau intarzia aparitia
patologiei coloanei vertebrale si nu numai, treptat imbunatatindu-se si anumiti parametri functionali.

Motivatia acestei teme a rezultat si din studiul personal desfasurat in cadrul Facultatii de
Educatie Fizica si Sport, cu privire la incidenta atitudinilor vicioase si deficientelor fizice la studentii
acestei facultati. Mai grav, este ca dintre acestia majoritatea erau constienti de starea lor, insa nici
unul nu urma tratament corectiv.

O deficiente ale
coloanei
vertebrale

M alte deficiente

O fara
deficiente

Fig. 1. Incidenta atitudinilor vicioase §i deficientelor fizice

Metode de cercetare

Prezenta lucrare doreste sa demonstreze ca terapia excitomotorie, in speta terapia cu curenti
de joasa frecventa, poate fi un mijloc folosit de catre kinetoterapeuti in procesul de corectare a
deficientelor fizice, consolidand coloana vertebrald si imprimand reflexul de atitudine corecta.

Aparatele de electrostimulare musculard, si-au castigat un foarte bun renume,  prin
efectele fiziologice generate de curentii de joasa frecventa, fiind excitomotor, pentru recuperarea
selectiva a anumitor muschi sau portiuni de muschi lezati, in urma unor traumatisme sau in urma
imobilismului prelungit.

Pentru ca in deficientele colonei vertebrale avem de a face cu grupe musculare afectate - fie
hipotone, fie hipertone, ne putem folosi cu succes de terapia excitomotorie — stimulare si
decontracturare, pentru a imbunatati sustinerea coloanei vertebrale.

Obiectivele studiului se inscriu in obiectivele terapiei deficientelor fizice ale coloanei
vertebrale specifice fiecarei deficiente in parte.

In terapia excitomotorie insa se va putea lucra analitic pe fiecare grup muscular, acest lucru
fiind greu de realizat in terapia prin exercitii fizice a coloanei vertebrale tocmai din cauza
particularitatilor anatomice ale musculaturii spatelui. Pentru ca anumite miscari nu pot fi disociate
exista riscul ca musculatura sdndtoasa sa intre in actiune, astfel crescad probabilitate de nereusita,
dar mai grav, de provocare a altor deficiente.

Prin terapia excitomotorie nsd se stie cu exactitate i cu precizie musculatura care se va
lucra 1n timpul sedintelor de tratament.

Pentru depistarea deficientelor, aparatura necesara este cea regasita intr-un cabinet de
kinetoterapie. Pentru electrostimulare s-a folosit aparatul ,,COMPEX Mi THETA PRO”, electrozi
autoadezivi cu capse, ecogel.

Aplicatia curentilor rectangulari in electrogimnastica musculaturii striate se executd de
reguld prin tehnica bipolara. Pentru a Tmbunatati conductibilitatea initial se va degresa zona ce
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urmeaza a fi stimulata cu spirt, se va aplica un strat subtire de ecogel pe suprafata electrodului, iar
apoi se va aplica pe zona doritd. Durata unei sedinte a fost in general 30 de minute cu o frecventa de
3 ori pe saptamana. Electrozii au fost aplicati pe zona tinta, depistata cu ajutorul unui elecropunctor.

Toate cazurile pe care am lucrat au fost subiecti constienti de deficienta lor, care la un
moment dat in copildrie au urmat un program corectiv, care nsa nu a adus modificari, fie din cauza
intreruperii precoce a tratamentului, fie din cauza eficientei scazute a acestuia.

Acestia sunt studenti ai Facultatii de Educatie Fizica si Sport, lasi, si prezintd deficiete la
nivelul coloanei vertebrale dupa cum urmeaza: 3 persoane cu cifoza, 2 persoane cu lordoza, 1
persoana cu scoliozad simpla.

Rezultate si discutii
CAZUL1
N.C. - SPATE ROTUND
In acest caz, s-a observat o usoara ameliorare a pozitiei cifotice, pentru ca deficienta era
destul de avansata. Un lucru important sesizat si de catre subiect si de catre mine a fost recastigarea
elasticitatii vertebrale, daca dupa primele 3 sedinte de electrostimulare in urma manevrelor de
manipulare nu se obtinea decoaptarea vertebrald, in urmatoarele sedinte vertebrele au inceput sa se
relinieze, fapt dovedit prin cracmentele auzite si prin valorile sagetilor cervicale si lombare.
Subiectul a observat si o imbunatatire a calitatii odihnei, durerile resimtite in urma mentinerii
unei pozitii in timpul invatatului au inceput sa dispara.
Alte rezultate obtinute se pot observa in graficul de mai jos

Fig. 2
M initial
Ofinal
curbura elasticitatea capacitate
cervicala toracica vitala

CAZUL 2

I.C. - CIFOZA DORSALA, ATITUDINE SCOLIOTICA SPRE DREAPTA
In acest caz ameliorarea este evidentd pentru cifoza, si pentru scolioza.
Alte rezultate obtinute se pot observa in graficul de mai jos

Fig. 3.

curbura elasticitatea capacitate
cervicala toracica vitala

CAZUL 3
B.C. CIFOZA DORSOLOMBARA | B initial O final
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Din cauza meseriei practicate — sofer, acest subiect nu a avut rezultate spectaculoase in ceea
ce priveste cifoza, insa s-a Inregistrat o Tmbunatatire clara a tonicitatii abdominale. S-a observat si
imbunatatirea elasticitatii vertebrale ca urmare a manevrelor de osteopatie.

Alte rezultate obtinute se pot observa 1n graficul de mai jos
Fig. 4.

curbura tonicitate capacitate
cervicala abdominala vitala

® initial Ofinal

CAZUL 4/5
P.A./S.C. - LORDOZA LOMBARA
Rezulatele nregistrate au fost foarte bune, dupa cum se observa si in graficele de mai jos.

Hg.5.Caz 4
curbura tonicitate semnul lui
cervicala abdominala Scober

E initial Ofinal

Hg.6.Caz5
curbura tonicitate semnul lui
cervicala abdominala Scober

W initial O final

In cazul al 5-lea, la evaluarea finala, am observat din pacate aparitia unei curburi scoliotice,
datorata posturii incorecte la Tnvatat pe perioada sesiunii.
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CAZUL 6
S.L.— SCOLIOZA SINISTROCONVEXA

Tratamentul de electrostimulare a dat rezultate foarte bune, asa cum este ilustrat mai jos. Pe

langa aceste valori, examenul somatoscopic final a ardtat o postura mult mai bund, simetrizarea
liniei umerilor si a toracelui.

Concluzii

Fig. 7.

curbura scoliotica elasticitatea toracica

| initial O final

1. Ipoteza a fost confirmata.

2. Prin gimnastica electrica se poate antrena musculatura normoinervatd cu un tonus scazut,
intalnita in deficientele coloanei vertebrale de grad mic.

3. Folosind aceastd metoda se poate disocia lucrul musculaturii astfel incat sa lucreze in
conditii de tonifiere numai musculatura afectata, fapt imposibil de realizat printr-un program
de exercitii fizice.

4. Pe langa consolidarea coloanei vertebrald, se imbunatatesc si alti parametri functionali, dupa
caz, cum ar fi: tonicitatea abdominala, tranzitul intestinal, capacitatea vitala.

5. La toate cazurile durerile existente au inceput sa dispara, odihna a avut o calitatea mai buna,
iar dupd oprirea tratamentului unii dintre subiecti au acuzat noi stri de discomfort.

6. Prin consolidarea coloanei vertebrale se poate reduce stresul produs de pozitiile incorecte si
astfel se poate preveni aparitia unor afectiuni consecutive acetora cum ar fi fenomene
distrofice rahidiene, manifestate la varsta adultd prin spondiloza, discopatie, epifizita, ,,boala
Scheuermann”, etc.

Bibliografie

1. Antonescu D., Obrascu C. Corectarea coloanei vertebrale, Ed. Medicala, Bucuresti, 1993;

2. Enoka RM. Muscle strength and its development: new perspective, Sports Med, 1988.

3. Gerald F. Fletcher, John D. Banja. Rehabilitation Medicine Contemporary Clinical Perspectives, Ed. Lea
& Febiger, Philadelphia, London, 1992;

4. Jaroslav Kiss. Fizio-kinetoterapia si recuperarea medicala in afectiunile aparatului locomotor, Ed.
Medicala, Bucuresti, 1994;

5. Nemes A., Dragoi M., Totorean A. Electroterapie lucrari practice, Ed. Orizonturi Universitare,
Timisoara, 2003;

6. Nemes A., Dragoi M., Moldovan C., Dragoi M. Ghid de electroterapie si fototerapie, Ed. Orizonturi
Universitare, Timisoara, 2000;

7. Niculescu M., Mateescu A., Cretu M., Trdila H. Bazele stiintifice si aplicative ale pregatirii musculare,
Ed. Universitaria, Craiova, 2006;

8. Radulescu Alexandru. Ortopedica chirurgicald, Ed. Medicala, Bucuresti, 1997;

9. Sidenco Luminita. Electroterapia aplicatii in medicina sportiva si in kinetoterapie, Ed. Fundatiei Roméania

de Maine, Bucuresti, 2005;

10. www.sissel.fr
11. psych.hanover.edu
12. www.exrx.net

21


http://www.exrx.net/
http://www.sissel.fr/

ISSUE 24/ 2009

ROMANIAN JOURNAL OF PHYSICAL THERAPY

CHALLENGES ASSOCIATED WITH ADMINISTERING STANDARDIZED
COMPUTER BASELINE CONCUSSION ASSESSMENT TESTING

PROBLEME ASSOCIATE EVALUARII PE CALCULATOR
A LOVITURILOR LA CAP
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Abstract: Computer-based testing for head
injury associated with sports-related concussion
has increased in popularity over the past decade
and is slowly becoming accepted as standard
protocol for data comprising return to play criteria.
The objectives of this study included: 1) To
outline the standard protocol for administering a
computer-based concussion assessment tool, 2) To
identify components of the instructional process
that may influence test outcomes, and 3) To
provide  recommendations  for  improving
computer-based  concussion  assessment  test
administration and delivery. An observational
study was conducted during pre-participation
physical examination procedures at a NCAA
Division | University setting in the United States.
Fifteen division one intercollegiate athletic teams
consisting of 412 student athletes (M = 241, F =
171) between the ages of 17— 23 prospectively
recruited for baseline concussion assessment
testing using.
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incet acceptata ca protocol standard pentru datele
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fizica la NCAA Division | University in United
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Abstract: Each subject participated in Rezumat: Fiecare participant a fost testat pe
computer-based assessment testing using the  calculator, prin intermediul softului IMPACTTM.
IMPACTTM. Validity of test results between  Validitatea rezultatelor testului a fost misurati atat
single and group-testing format was measured. 1in testitile de grup, cat si in cele individuale.
Results demonstrated 29 (7.0%, 9 = male, 10 =  Rezultatele au demonstrat ci 29 ((7.0%, 9 =
female) of the 412 baseline examinations taken  baieti, 10 = fete) din cele 412 evaludri au fost
were found to be invalid. Twenty-seven of the 29  invalidate. 27 din aceste 29 de teste invalidate
(93.0%) invalid tests were taken in a group testing ~ (93%) au fost de grup, in mare parte fiind vorba
format with the majority coming from student  despre jucitori de fotbal american. Un test
athlete football participants. One invalid test was  invalidat pe echipa participantilor care au fost
identified per team of participants who were testati individual. Scorul general al simptomelor a
individually tested. The average total reported  fost de 6, cu o medie intre 0-80 din 132 de puncte
symptom score was 6, with a range of 0-80 out of  posibile. Recomandim ca subiectii si fie testati
a possible 132 total points. Our recommendations  individual sau in grupuri mici de citre examinatori
are that subjects should be tested individually or in  bine pregatiti, pe directii, terminologii si definitii
small groups by experienced and/or formally  ale simptomelor standardizate.
trained test  administrators, implementing
standardized  directions,  terminology, and

Introduction

Neuropsychological evaluations are increasingly being utilized to monitor post-concussion
sequelae. Notebaert and Guskiewiczl reported in 2005 that while approximately 95% of clinicians
continue to use the clinical examination as the main assessment tool for concussions, as many as
18% now utilize a form of neuropsychological testing. Belanger2 in 2005 published a meta-analysis
identifying the increased sensitivity of using neuropsychological testing acutely within the first 24
hours of a concussion versus a timeframe of 7 days post-injury and noted a valid justification for
such testing in the acute phase. Development of new technology combined with a greater awareness
of the residual complications following a concussion have led to a greater prevalence of computer-
based concussion assessment.1 Computerized assessment of sports-related concussion is time
efficient, allows for team baseline testing, and ultimately allows for pre-post comparisons following
a concussion. In 2003, Schatz and Zillmer2 gallantly stated “computer-based concussion will soon
be the most common approach for assessing concussion in athletes”. Whether or not this becomes
factual remains to be seen.

A number of studies have been published on the specificity and clinical application of the
various commercially available neuropsychological assessment tools. 3-6, 7-17These studies have
highlighted the uses of computer-based testing and the correlative findings with various subject
populations. Overall, these studies portend a positive movement toward the continued usage of
computer-based assessment for concussion management based upon added objective criteria used to
supplement the clinical examination process. To date, no current studies that have reported on the
“real time” issues and challenges associated with the actual administration and delivery of the
computer-based examination.

The purpose of this article is to 1) outline the standard protocol for administering a
computer-based concussion assessment tool, 2) identify components of the instructional process that
may influence test outcomes, and 3) provide recommendations for improving computer-based
concussion assessment test administration and delivery.
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Background

A number of computer-based software programs exist. Examples of programs purported to
assess neurocognitive function include the Immediate Post-Concussion Assessment and Cognitive
Testing (IMPACT™), Headminder’s Concussion Resolution Index (CRI™), CogSport™, and
Automated Neuropsychological Assessment Metrics (ANAM™) | [ssues related to practicality,
user-friendliness, athlete participation, budgetary allowance, software storage and upgrades,
technical support, and a host of other factors typically go into the determination of which computer-
based program to utilize.16, 18

Some authors have argued that computer-based neuropsychological examinations should be
incorporated into the decision-making process from risk management perspective.19 Osbornel9
notes not utilizing available resources when making consequential clinical decisions opens one up
for greater liability when faced with adverse circumstances. While case law does exist related to the
management of concussive-type injuries in athletics, no such precedent has been established to
support or refute the rates of claims against clinicians who use computer-based neuropsychological
concussion assessment programs versus those who do not. 20, 21

Barr® has identified methodological issues when performing neuropsychological tests
specifically related to the athletic population. Barr 4 suggests that years of continued research will
be required to fine tune the actual value of neuropsychological tests in the athletic population.
Much of the literature to date has been written under the assumption that all testing environments,
test administrators, and test instructions are adequately standardized across settings.

The department of sports medicine at employing the lead author (JGK) implemented
computer-based concussion testing for student athletes who were deemed “high-risk” for a head
injury and/or concussion.

M/W Basketball Baseball Cheerleading

M/W Diving Field Hockey Football

M/W Gymnastics Women’s Lacrosse M/W Pole Vaulters and Steeplechase
M/W Soccer Softball Wrestling

* Two women’s volleyball athletes with history of concussion were also tested.
FIGURE 1 List of student athletes participating on sports teams who took part in computer-based
concussion assessment.

Computer-based concussion assessment testing was integrated within the existing
documented written policy that the university adhered to with respect to the assessment and
management of concussions, and as part of the annual pre-participation exam.22. This form of
assessment also augmented the existing standardized assessment for concussion (SAC) examination
performed clinically.

Methods

Fifteen intercollegiate athletic teams consisting of 412 student athletes (M = 241, F = 171)
between the ages of 17— 23 from the University were purposefully recruited for baseline concussion
assessment testing. The criterion for selection depended upon 1) potential risk of head injury by
sport association and 2) previous history of concussion. The sports identified as having greater
potential risk of head injury included: cheerleading, wrestling, basketball, diving, gymnastics,
soccer, women’s lacrosse, field hockey, softball, football, baseball, and pole vaulting/steeple chase.

Two additional athletes, both members of the volleyball team, with a past history of
concussion were considered “at risk” and subsequently included in the testing process. All
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participating student athletes provided informed written consent as part of their pre-participation
physical examination screening for this data to be used for research purposes, approved by the
institutional review board for human subjects.

Thirteen of the 15 identified teams were tested in a group manner using the INPACTTM
program, version 2.0, in a student-designed computer lab. Test administration was organized by
team, with no more than 15 athletes per any given testing session in accordance with the
recommended testing procedures. All student athletes from the remaining two teams, cheerleading
and men’s basketball, were tested individually in a closed office environment. Testing protocols
were in accordance with the standardized recommendations provided by the software developers as
part of both the Concussion Management Training Workshop as well as written information
provided on their commercial website.

Two certified athletic trainers were formally trained to administer the test by way of
participation in the on-site INPACTTM training session performed at the University of Pittsburgh
by members of the INPACTTM development team. These two individuals trained additional
certified athletic trainers on testing protocol and procedures. A total of 8 different individuals
directly administered the exam each with minimal testing experience.

Standard Protocol

Baseline testing procedures for the INPACTTM program are divided into three components:
1) Subject Profile and Health History Questionnaire, 2) Current Symptoms and Conditions, and 3)
Neuropsychological Tests.

The information required to complete the Sport and Health History section of the INnPACT™
test is of a demographic nature.

Sport and Health History

SDName

DHeight and Weight

DHandedness

2Sex

SNative Country and Language

SEducational Background (level in school, performance, disabilities)
28port Background (name of spon, level of play, years of experience)
2Concussion History (number of concussions, symptoms experienced)

20ther Health Information

FIGURE 2 Information entered in the Subject Profile and Health History Section

As part of the data input for this section, participants must be able to recollect their personal
history related to sustained concussions.

Current Symptoms and Conditions requires participants to list previous documented
concussions and enter information relating to the severity of each previously sustained concussion.
Each person is also asked to report and grade any symptoms they may currently be experiencing.
The program provides an index of symptoms commonly associated with head injury for the athlete
to either grade on the likert scale or list as “not experiencing this symptom”. Each symptom was
rated on the 0-6 likert scale, with a total of 22 symptoms. The “symptom score” is the sum of each
rated symptom for each of the 22 symptoms (ie: 6 x 22 = 132 maximum possible symptom score.
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Current Symptoms and Gonditions
SCurrent Conditions (medications, hours slept, last concussion)
oSymptom Scales: (22 symptoms)

Example symptom scale question:
Click the box or button below that indicates the degres to which you are eurrently experiencing this symptom,

Symptorm: Headache

Hot experiencing this s ymptom

Hinor 1 2 3 4 5 ] Severe

FIGURE 3 Information entered in the Current Symptoms and Conditions Section

Symptom Index

Headache

Mauses

Woarmiting

Drowsingess

Trouble falling asleep
Sensitivity to light
Sensitivity to noize
Irritability

Balance problems
Dizziness

Feeling slowed don
Difficulty concentrating
Difficulty remembering
Maore emotional

Wisual problems
Mervousness
Mumbnesstingling
Sadness

Fatigue

Feeling mentally fogoy
Sleeping less than usual
Sleeping more than usual

Neuropsychological Tests is divided into six modules.
The results from the modules are calculated into five composite
scores.  Specific modules examine tasks related to word
discrimination, design memory, “X’s and O’s”, symbol
matching, color matching, and “three letters”. Each of these
modules is further defined by the developers with respect to the
goals and interpretation of specific modules.23 When compared
to a baseline test, the composite scores allow the tester to
evaluate verbal and visual memory, visual motor speed, reaction
time, and impulse control.

Results The software developers of the IMPACTTM
program list five criteria used to determine the validity of a
baseline examination.23

Baseline Exam Validity Indicator

1. ¥'s and O’z total tncorrect = 30 OF.

2 Impulse Control Composite » 20 OF

2 Word Memory Learning Pot Cotrect < 65% OF
4. Design Memory Learning Pet Correct = 50% OF
5. Three Letters Total Letters Correct < &

FIGURE 5 List of criteria used to determine baseline test validity

FIGURE 4 List of current symptoms and conditions

Based upon these indicators, 29 (7.0%) of the 412 baseline examinations taken were found
to be invalid. Twenty-seven of the 29 (93.0%) invalid tests were taken in a group testing format
with the majority coming from student athlete football participants. One invalid test was identified
per team of participants who were individually tested. Of the 29 invalid exams, 19 (59.0%) were
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male participants and 10 (41.0%) were female participants. The average total reported symptom
score was 6, with a range of 0-80 out of a possible 132 total points.

Discussion

The IMPACTTM software developers state that an average baseline total symptom score of
“7” to be acceptable. The average total reported symptom score for the participants in this study
was 6, with a range of 0-80. No pattern of individual scores was found to be related to any reported
medical health histories. Though the symptom score is not included in the listed validity criterion
(FIGURE 5), it is taken into consideration when comparing baseline and post concussion tests for
return to play. An athlete reporting symptoms post concussion should not return to play. Therefore
a high symptom score during a baseline would indicate that the baseline is not in actuality a
“baseline”. An athlete who reports a baseline symptom score of 80 and then a post concussion score
of 10 would have conflicting data, relating more to reliability concerns versus validity.

Our study found 29 (7.0%) of the 412 baseline examinations to be invalid. Of the invalid test
results, the majority (27/29, 93%) were performed in a group testing format. A near similar
majority were comprised of student athlete football team members (22/29, 82%). This was not a
surprising finding since the total number of football team players tested versus all other athletes was
greater (105/412, 26%). With respect to invalid tests and gender, no significant differences were
found (59.0% male, 41.0% female).

There exist a number of reasons why so many invalid tests may have occurred, particularly
within the group testing format. As stated in the introduction, it was a goal to identify components
of the instructional process of computer-based testing that may influence actual test outcomes.
Despite the fact that a computer-based testing protocol is believed to be standardized enough to
provide for good intra-tester and inter-tester reliability, a number of inconsistencies were found
related to the actual process of test administration that in our opinion potentially influenced
reliability and validity factors.

Group Testing Format

We found that test groups consisting of greater than eight student athletes at any given time
were more likely to engage in “extra-test” behaviors including talking with one another, looking at
others’ responses, and reduced attention directed toward the proctors. By contrast, those athletes
who were tested individually tended to display a more compliant behavioral pattern, and required
less repetitive commands of directions from test proctors during the same allotted thirty minutes
testing session. Given our findings, it may be advisable to test individually or in small groups.
However, the practicality of such implementation may pose a challenge to many organizations.

We found that the relationship that the student athletes had to one another influenced their
overall compliance and their individual behaviors. Some of the test groups had less than 15 student
athletes per group. It was observed that these smaller groups were easier to control during test
administration and had fewer distractions during the test. Testing with a tester to student-athlete
ratio of 1.5 was found to greatly improve athlete compliance during test administration.
Psychologists advocate for testing to be conducted solely between the test administrator and client,
excluding all other parties from being present at the time of the test, due to concerns about
distraction of the testee.?* %

Team Specific

One approach that we took was to organize some of the baseline testing in groups according
to team affiliation. Team testing provided for some interesting observations. First, many of the
returning upper class student athletes had not seen each other since the spring. As a result,
conversations were apparent amongst participants during testing, and especially in between testing
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directions, that were related to “catching up” on each other’s social lives. This behavior provided
for a distracting environment, required the proctors to repeat instructions on occasion, and may have
resulted in invalid scores. Interestingly enough, when group testing was performed for a team that
included only incoming freshman level student athletes who had no prior relationship with one
another, compliance was more closely adhered to and less distractions were noted. For whatever the
reason, student athletes who were new to the university in general, whether testing in a group setting
or individually, appeared to be more concerned and attentive with the testing process. This behavior
may be attributed to the nervousness of the new environment and the student athlete possessing a
concern of wanting to do everything right to get off on the right foot with the new program he or she
is now a part of. Even though our testers found these freshman groups to be most compliant, they
consisted of only approximately twenty-five percent of the total number of student athletes being
tested. One suggestion might be to integrate student athletes with respect to age, experience, gender
and team with the aim of enhancing compliance and valid test scores. Regardless, it is difficult to
predict some behavioral patterns, how individuals react to testing and re-testing experiences, and
coordinating all of these concerns with test center availabilities. > & %

Participant Compliance Issues

Another important finding of this study was related to characteristics of the proctor. We
believe some of the behavioral patterns of testers, compliance concerns, and distractions were
related to the representative test administrator. Test administrators who possessed greater
experience, had a higher professional stature, or had a larger age range differential between
themselves and the age of the student athletes being tested in general reported fewer problems
related to test administration. Field et al27 have reported that differences in test results have been
seen with high school versus college-aged student athletes. Though these data were not collected in
any quantitative way, but rather were gleaned from examinee comments and conversations, it is
worth considering examiner characteristics since they very well may have impacted overall scoring
outcomes. Had we had a greater number of invalid profiles, we could have examined this issue
empirically.

To improve student athlete compliance from the previously made observations, we would
recommend that this concern be addressed during instructor training workshops. The workshops
should not only include education on the software and the correct testing procedures, but perhaps
additionally provide a written script for proctors to follow when administering the test. This would
allow for more consistency in tester delivery that could compensate for lack of tester experience.l
We would also recommend that each tester observe a test administration prior to serving as a lead
proctor. Greater confidence in the procedures for test administration allows for easier maintenance
of student athlete compliance.

One final observation that we made was in the area of test administration terminology,
particularly as it related to the symptom scale. The symptom scale is subjective in nature and
requires an accurate reporting from the student athlete. The symptom scale is not taken into
consideration in the listed validity criteria but nonetheless is considered when making a return-to-
play decision. As previously mentioned, if an athlete symptom score is higher than baseline, then
he/she is not considered ready to play. In essence, athletes reporting symptoms cannot be allowed to
return to play. During our baseline testing there were several symptoms that routinely caused
confusion amongst testers. In particular; these terms included “feeling mentally foggy”, “feeling
slowed down”, and “fatigue”.23, 28 - 29 The student athletes weren’t entirely clear as to the
difference between each of these. Furthermore, many were not sure at all what “mental fogginess”
actually was. When this occurred, each administrator was left to provide their own interpretation of
the symptom. As such, it is likely that different interpretations were provided by different test
administrators, possibly having an effect on reported symptom scores. To reduce this confusion and
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likely increase the reliability and validity of symptoms score reporting, each institution should have
a standard definition that all test administrators can routinely refer to. Furthermore, it is suggested
that the manufacturers of the software programs carefully define these symptom terms in a way that
can be universally applied for data collection.

Some additional clarity with regard to referents for each symptom might also enhance the
reliability and validity of the data. For example, we found that one of the terms, “vomiting”, was
clear in what the actual term meant. However, the student athletes were not sure if they were
supposed to answer the question as if they were currently vomiting, had vomited in a recent time
frame, or if they experienced it related to having a concussion at one time. Again, standardized
definitions and an administration template would serve to reduce ambiguities during both the
process of providing directions and the tester responses. Since results of these tests do not solely
determine return to participation decisions, all efforts should be made to improve aspects of test
administration that can lead to the improvement of reliability and validity outcome measures.**

Conclusion

Computer-based concussion testing has become more popular over recent years. While
reported to be a standardized method for objective assessment of neurocognitive function, the actual
administration of the test has some variability that can affect the outcomes of the scores, ultimately
impacting the reliability and validity of data. Based upon the findings of our study, we recommend
that subjects be tested individually or in small groups, use experienced and/or formally trained test
administrators, and that the use of more standardized directions, terminology, and symptom
definitions be established.

Utilization of computer-based concussion assessment programs should serve to assist in the
decision-making process within the greater context of the clinical presentation, signs and symptoms,
medical imaging, and a physician’s evaluation to formulate the most appropriate and thorough
evaluation based upon one’s assessment and management policy and procedure.
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PRESENTATION OF INTEGRA PROJECT EXPERIENCES
PREZENTAREA EXPERIENTELOR PROIECTULUI INTEGRA
Papp Eniko Gabriela’,

Farkas Rozalia Aranka®,
Pescari Tatiana Ana’

Key words: integration, early intervention, Cuvinte cheie: - integrare, preventie,
prevention, socialization, acceptance, team- interventie timpurie, socializare, acceptare,
work, partnership teeam-work, parteneriat.

Abstract: INTEGRA project — service for Rezumat: proiectul INTEGRA, care ofera

prevention, rehabilitation and school integration, it servicii pentru prevenire, recuperare si integrare
started for special educational service and good  scolard a inceput pentru serviciile de educatie
practice model for children from special  speciald si model de buni practici la gridinitele
kindergartens and general kindergartens who have  pentru copii cu nevoi speciale si la gridinitele
the risk of apparition of different disorders / late  pentru copii normali unde exista riscul aparitiei
development, and for persons who are raising and  unor deficiente sau intizieri in dezvoltare si pentru
educating these children. persoanele care cresteau si educau acei copii.
These activities took place after the school classes  Aceste activititi au avut loc dupi orele de scoali si
and it benefited 100 children from kindergarten  beneficiarii lor au fost 100 de copii de la gradinite,
and their teachers and parents. educatorii si parintii lor.

The organization of this project could be possible  Acest proiect a fost posibil datoritd finantirii
because of the benefits of funding from  venite din partea Ministerului Educatiei in anul
Educational Minister in the year of 2007 and 2007 si a proiectelor de dezvoltare scolara.

getting the Project of school development.

Fiecare copil este o individualitate in parte ce nu se poate plasa in ,tipare ideale” a caror
respectare si urmarire rigida sd asigure succesul procesului educational. Procesul educativ este
continuu de la nastere, dar ceea ce nu se face sau dacd nu se face la timpul potrivit va avea
consecinte nebanuite ulterior. Interventia timpurie a specialistului, fie el Kinetoterapeut, psiholog,
psihopedagog sau logoped, alaturi de un tratament medicamentos adecvat, disponibilitatea familiei-
factor activ al interventiei- sunt intotdeauna esentiale atunci cand apar perturbari in procesul de
dezvoltare.

Proiectului INTEGRA-Serviciu ambulator pentru recuperare si integrare scolara a constat in
demararea unei game de servicii educationale de specialitate si modele de buna practica pentru copii
cu nevoi speciale si copii prescolari din Invatdmantul de masa care au riscul crescut pentru aparitia
diferitelor tulburari / intarzieri de dezvoltare, cat si persoanelor care se ocupa de cresterea si
educarea acestor copii. Demararea serviciului ambulator pentru recuperare §i integrare scolara si-a
propus urmatoarele obiective specifice:

- Prevenirea si recuperarea neuro-psino-motorie a copiilor prescolari;

! Centrul Scolar pentru Educatie Incluziva nr. 2 Tg. Mures
e-mail. centrul_2@yahoo.com
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- Prevenirea tulburarilor de invatare;

- Prevenirea problemelor afective, comportamentale si educationale ale copiilor;

- Oferirea unui serviciu comunitar prin creerea oportunitatii de folosire a salii “soozelen” de
catre copiii din gradinitele de masa ;

- Integrarea sociala a copiilor cu CES;

- Sensibilizarea si informarea comunitatii privind nevoile copiilor cu CES;

Derularea acestui proiect a fost posibila prin castigarea Grantului de dezvoltare scolara,
finantat de MECT in anul 2007. In anul 2007 beneficiarii serviciilor Proiectului Integra au fost 100
prescolari din Invatimantul de masa si special, cadrele didactice cat si parintii/tutorii legali ai
acestor copii.

Demararea si implementarea acestui proiect a fost posibila datoritd parteneriatelor realizate
intre Centrul Scolar pentru Educatie Incluziva nr. 2 Tg. Mures si: Gradinita cu Program Prelungit
nr.6 Tg. Mures, Directia Generald de Asistentd Sociala si Protectia Copilului Mures, Fundatia Gecse
Daniel Tg. Mures- Centru de Educare si Recuperare.

In vederea realizarii obiectivelor stabilite s-au derulat urmatoarele activititi:

1. pregatirea si realizarea materialelor necesare desfasurarii ativitatilor
S-au realizat urmatoarele instrumente de lucru:
- fise de evaluare psihologica, psihopedagogica si motorie pentru grupul {inta;
- fise de monitorizare a evolutiei copilului (psihologica, psihopedagogica si motorie);
- fise/chestionare de monitorizare a eficientei interventiei;
- fisa de solicitare, chestionare pentru parintii/tutorii copiilor inclusi in proiect;
- confectionarea diverselor materiale didactice pentru activitatile din proiect;
2. selectia copiilor- activitati de screening;
Membrii echipei de proiect au discutat cu educatoerele implicate despre modul de desfasurare a
screeningului, deasemenea s-au discutat problemele intdmpinate pana in acel moment in actul
educational. S-au aplicat scale si probe psihice, psihopedagogice si motorii pentru a selecta copiii
care prezinta diferite tulburari de dezvoltare(neuro-psiho-motorii, deficiente senzoriale, tulburari
instrumentale, tulburari afective si comportamentale). Au avut loc discutii cu educatoarele si
parintii/ tutorii legali ai copiilor, despre rezultatele screeningului si activitdfile urmatoare din
proiect.

3. evaluarea complexa a copiilor inclusi si realizarea planurilor individuale de interventie;
Pe baza rezultatelor screeningului membrii echipei au stabilit directiile de evaluare pentru fiecare
copil in parte; s-au efectuat evaluarile din punct de vedere psihopedagogic si kinetoterapeutic, dupa
caz. Pe baza rezultatelor evaluarii s-au  conceput planul individual terapeutic(psihologic,
psihopedagogic si/sau motor) pentru beneficiarii acestei activitati.

Programul terapeutic contine obiectivele generale si cele specifice, metodele si mijloacele folosite
pentru a le atinge.
4. implementarea planurilor de interventie;
Fiecare copil inclus in activitatile de recuperare a beneficiat de activitati de recuperare extra-
curriculare 1in vederea ameliorarii semnificative a simptomatologiei si chiar eliminarii totale a ei.
Aceste activitati au fost: interventie psihopedagogica si/ sau kinetoterapeutica. Educatorii de la
gradinitd si parintii/tutorii legali au fost parteneri In implementarea planurilor de interventie
continuand recuperarea la gradinita si la domiciliu.

5. activitati de “snoozelen” si socializare;
Prin activitatile de stimulare senzoriala si relaxare sau de snoozelen, copiii cu dizabilitifi au petrecut
un timp Tmpreund cu copiii de la gradinita de masa. Copiii s-au cunoscut reciproc, au aflat mai
multe unii despre altii, au construit Tmpreund, dobandind astfel calitati morale de viatd. Dotarea
camerelor de stimulare au fost complectate cu materiale speciale prin care s-a activat si stimulat
diferite modalitati senzoriale, iar relaxarea centratd pe senzafii corporale a imbunatatit
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congtientizarea propriului corp si formarea schemei corporale.

6. activitati de consiliere pentru parinti si cadre didactice;
In cadrul sedintelor de consiliere individuala parintii copiilor au primit suport de specialitate, astfel
au dobandit abilitafi pentru rezolvarea problemelor specifice ale copilului, si implicit comunicarea
cu copilul si relatiile familiale s-au imbunatatit. Educatorii acestor copii au fost indrumati in
achizitionarea unor noi abilitafi eficiente de comunicare si relationare cu acesti prescolari astfel
imbunatatindu-se intreg procesul didactic.

7. reevaluare si monitorizare a evolutiei copiilor;
S-au efectuat reevaludrile din punct de vedere psihopedagogic si kinetoterapeutic-dupa caz si au
monitorizat rezultatele obtinute existand astfel posibilitatea de a vedea evolutia fiecarui copil si
eficienta activitdtilor, de asemenea aceste monitorizari au fost modalitdti de evaluare a
performantelor profesionale ale specialistilor implicati in atingerea obiectivelor. Pe baza rezultatelor
reevaluarii s-a decis de la caz la caz continuarea activitatilor de interventie sau trecerea in follow-
up(monitorizare post activitati), de asemenea la copiii ramasi in activitatile de interventie se
stabilesc noi obiective in planul terapeutic.

8. realizarea unui pliant/ material informativ si a unui ghid de bune practici ;
Membrii echipei de proiect au conceput si realizat un pliant informativ despre Centrul Scolar pentru
Educatie Incluziva nr.2 Tg. Mures, promovand serviciile deja oferite, cu accent pe noile activitati
introduse prin derularea acestui proiect. Prin redactarea ghidului de bune practici comunitatea a fost
si va fi informata despre rezultatele obtinute prin acest proiect, importanta preventiei diferitelor
tulburari si beneficiile interventiei, crescand sansele elimindrii consecintelor negative sau cel putin
diminuarea lor, scazand riscul abandonului scolar.

9. activitati de diseminare;
S-au pregatit materialele necesare desfasurarii mesei rotunde: prezentarile Power-Point: - ,, Tulburari
comportamentale frecvent intdlnite la copii. Cauze si solutii.” si ,Integra — impreunda pentru
acceptare”. Aceste materiale au fost prezentate in cadrul seminarului in urma carora s-au desfasurat
dezbaterile si1 petrecerea unui timp pldcut in sdlile de stimulare si relaxare complectate cu noul
echipament achizitionat in cadrul derularii acestui proiect.

10. program recreativ/spectacol cu beneficiarii proiectului cu expozitie de produse realizate

de copii ;

Membrii echipei au conceput si au pregitit impreund cu copiii un program artistic, s-au adunat
produse ale activitatilor realizate pe parcursul proiectului. Activitatea propriu-zisa a inceput prin
prezentarea spectacolului, vizionarea expozitiei. Au urmat discutii, schimb de pareri-experiente, iar
la final invitatii au fost rugati sd complecteze caietul cu impresii.

Ca urmare a activitatilor desfasurate in cadrul proiectului “INTEGRA-Serviciu ambulator
pentru recuperare si integrare scolard” am obtinut urmatoarele rezultate:

- Prin evaludrile initiale s-au depistat si s-au conturat diferitele tulburari/intarzieri de
dezvoltare la 15 copii din gradinita nr 16 s-au stabilit obiectivele planului de recuperare,
favorizand evolutia lor;

- Comparand activitatile realizate la inceputul si finalul activitatilor de “snoozelen”
intreprinse cu copiii celor doud institutii se poate observa ca acestia au dobandit calitati
morale de viata; daca la inceputul proiectului nu exista o apropiere, comunicare doar o
observare intre copiii celor doua institutii, spre finalul proiectului ei au fost capabili de a se
ajuta unul pe celalalt, de a conlucra, de a se simti bine impreuna ;

- In 80% din grupul tintd am obtinut un salt calitativ;

e la cei 20 copii prescolari din Centrul Scolar pentru Educatie Incluziva nr 2, Tg. Mures s-a
inregistrat un salt calitativ in 60% din cazuri, deoarece ei au deficiente severe §i asociate progresul
masurabil se obtine dupa un timp terapeutic mai lung;
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e la cei 80 copii prescolari din gruple mare si pregatitoare de la Gradinita cu Program Prelungit nr
6, formarea unor calitati morale de viata oferind posibilitatea copiilor cu CES de a petrece un
timp Tmpreund cu copiii fara probleme, s-a observat la 100% din grupul {inta;

e la cei 15 copii prescolari de la Gradinita cu Program Prelungit nr 6, care prezinta risc crescut
pentru aparitia diferitelor tulburari/intarzieri de dezvoltare s-a realizat un progres in 80% din
cazuri. Parintii au achiziionat cunostinte si abilitati de intelegere a copilului si de imbunatatire
a relationarii cu acesta. Ca urmare a activitatilor intreprinse s-a format o echipa de cadre
didactice mai competente, cu o mai buna intelegere a importantei contributiei sale in cadrul
procesului didactic. Imbunatatirea calitatii procesului didactic in urma conlucrarii si
disemindrilor personalul institutiilor implicate au dobandit informatii si  abilitdti asupra
depistarii unor probleme comportamentale si modalitdti de interventie. S-au imbunatagi
comunicarea, cooperarea intre copiii si cadre didactice dintre institutiile partenere. La
diseminarile din cadrul proiectului cu participarea tuturor membrilor echipei, cat si a
personalului didactic a celor doua institutii, s-a realizat o mai buna informare si comunicare intre
cadre si implicit cresterea calitatii procesului didactic. Spectacolul si expozitia de produse
realizata de copii cuprinsi in proiect au intregit rezultatele preconizate in proiect. De asemenea a
avut impact asupra comunitatii avand ca invitati institutiile partenere, reprezentantii comunitatii
locale. Prin realizarea editarea si distribuirea de pliante si a unui ghid de bune practici
promovam imaginea persoanelor cu nevoi speciale. Informarea comunitatii privind persoana cu
dizabilitate avand grupul t{intd direct si indirect, parintii copiilor de la gradinita de masa au
acumulat mai multe informatii cu privire la persoana cu dizabilitate, astfel informandu-se si
membrii familiilor acestor copii §i ca urmare comunitatea;

in concluzie putem spune ci lucrand cu fiecare copil s-au depistat nevoile specifice a
fiecaruia si s-a intervenit in acea directie prin depistarea timpurie, prevenirea si recuperarea copiilor
cu diferite tulburari / intarzieri de dezvoltare ca urmare am obtinut scaderea riscului de esec sau
abandon scolar. Prin derularea acestui proiect copiii prescolari au beneficiat de screening, evaluare
si interventie kineticd avand rezultate considerabile ceea ce intdreste nevoia introducerii in
curriculumul nvatdmantului prescolar de masa si special a disciplinei kinetoterapie. De asemenea
depistarea timpurie si asigurarea interventiei corespunzatoare in cazul copiilor cu predispozitie
pentru dificultati de invétare vor elimina aceste disfunctii sau cel putin le vor diminua ca urmare si
influentele lor negative asupra personalitatii. Recunoasterea din timp a tulburarilor comportamentale
hiperchinetice §i opozitionale la copii, extinderea interventiilor asupra tuturor participantilor la
procesul de devenire al copilului maresc considerabil sansele parintilor si cadrelor didactice de a
rezolva sau de a evita dificultatile. Prin interactiune si conlucrare a copiilor cu si fard dizabilitate se
dobandeste o acceptare reciproca si neconditionatd, iar tinerii si adultii de mai tarziu vor asigura o
viatd sociald mai deschisa si mai integrata.
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FORMING OF TECHNICAL ELEMENTARY SKILLS AT THE

THROWING OF ,,OINA” BALL USING EXERCICES FROM ,,THROWING

SCHOOL” AT CHILDREN FROM FORTH AND FIFTH GRADES

FORMAREA DEPRINDERILOR TEHNICE ELEMENTARE LA
ARUNCAREA TIP AZVARLIRE, PRIN EXERCITII DIN SCOALA
ARUNCARII, LA ELEVII DIN CLASELE A IV-A S| AV-A

Elena-Doina Mircioaga

Key  words:
exercises, games.

habituation,  throwing,

Abstract: The obtain of value marks in the
practice activity of instruction is in big measure
conditioned of the determination and using the
best exercises. For that ,in this paper. | select a
series of exercises and games of movement
because through contest, form and effect present
some advantages instead of other physical
exercises which we used and with their help, the
students learn easier the technique elementary
skills at the throw.

Tackled this subject, 1 proposed to bring a
modest contribution through used ways at a
proper training of the technique elementary skills
at the throwing type, because this skill has a
coefficient with higher difficulty in the process
of learning.

Cuvinte cheie: deprindere, aruncare

azvarlita, exercitii, jocuri de miscare

Rezumat: Este cunoscut faptul ca la
varste mici elevii au 0 mare capacitate de imitate
si un interes deosebit pentru executia integrala a
prcbei si mai putin pentru cea fragmentara .Se
stie de asemenea ca aruncarea azvarlita nu este o
proba tocmai la indemana copiilor.Foarte putini
elevi folosesc in jocul lor miscarea de azvarlire
mai mult baietii ( mai ales cei din mediul
rural)de aceea invata si mai usor tehnica acestei
aruncari

Obtinerea rezultatelor de valoare in activitatea
practica de instruire este in mare masura
conditionata de determinarea si folosirea celor
mai potrivite exercitii.

De aceea in lucrarea de fata am selectionat o
serie de exercitii si jocuri de miscare deoarece
prin continut forma si efect prezinta unele
avantaje fata de alte exercitii fizice si pe care le-
am folosit la clase si cu ajutorul carora se invata
mai usor deprinderile tehnice elementare la
aruncarea azvarlita.

Abordand aceasta tema mi-am propus sa aduc
0 contributie modesta prin mijloacele folosite la
formarea corecta a deprinderilor tehnice
elementare la aruncarea tip azvarlire, deoarece
aceasta deprindere are un coeficient de
dificultate ridicat in procesul invatarii.

Introducere
in drumul lung si sinuos spre invitare, profesorul foloseste o gama variata de algoritmi pe care
ii utilizeaza pe parcursul unui ciclu de invatare.
Datorita faptului ca lucram cu copiii si aceste exercitii au influenta asupra intregii personalitati
atat in plan fizic cat si psihic; se impune 0 pregatire cu maximum de atentie si constiinciozitate.

! sef lucrari drd., Universitatea De Medicina si Farmacie ¢’ Victar Babes <’ Timisoara
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Obiective

-- Selectionarea si gruparea unui numar mare de exercitii, jocuri de miscare si repartizarea lor
corespunzator varstei (pentru formarea deprinderilor tehnice elementare la aruncarea tip azvarlire)
pe care sa le pun la indemana cadrelor de specialitate si pe baza carora, de-a lungul perioadei de
pregatire, sa se obtina o invatare eficienta a tehnicii de aruncare azvarlita.

--  In urma studierii materialului bibliografic, a urmaririi elevilor in procesul pregatirii si a
inregistrarii datelor (in urma testarilor initiale si finale) la aruncarea mingii de oina fara elan,- cu 3
pasi elan - cu elan complet si a interpretarii rezultatelor obtinute sa demonstrez eficienta lucrului
in ciclul primar cu cadre de specialitate .

-- Dozarea efortului sa fie permanent in atentia noastra .

-- Formarea obisnuintei si deprinderii motivatiei de a efectua eforturi fizice sub forma
intrecerii cu tendinta de autodepasire.

-- invatarea tehnicii corecte la aruncarea de tip azvalire si a altor probe din atletism.

-- Dezvoltarea calitatilor morale si de vointa.

Ipoteza

Sa demonstrez eficienta lucrului in ciclul primar cu profesori de specialitate si sa stabilesc
modelele operationale cele mai pctrivite, pe baza carora printr-o folosire metodica -rationala a
acestora se poate ajunge la formarea deprinderilor tehnice elementare la aruncarea tip azvarlire.

Scopul lucrarii

--- Progresul evident realizat de elevi intr-un an sau doi de pregatire in ciclul primar cu
profesori de educatie fizica si usurinta continuitatii lucrului in ciclul gimnazial.

--- Introducerea unor probe tehnice cum ar fi invatarea tehnicii aruncarii mingii de oina.

Metodele de cercetare folosite:
Pentru realizarea prezentei lucrari am folosit urmatoarele metode de lucru:
--Studiul materialului bibliografic,
--Observarea pedagogica si urmarirea elevilor pe parcursul intregii perioade de desfaturare a
studiului la orele de educatie fizica si sport si la probele de control.
--Metoda experimentala.
--Inregistrarea rezultatelor obtinute si interpretarea lor.
--Metoda statistico- matematica.
--Metoda reprezentarii grafice.

Demersul stiingific
Studiul s-a efectuat la scoala generala nr. 9 din Timisoara, unde am predat 14 ani la clasele I-
VIll.ca profesor de educatie fizica si sport.
Clasele care au participat la experiment :
- Clasa a IV-a A-clasa experimentala
- Clasaa V-a D-clasa experimentala, a lucrat si in clasa a 1V-a cu profesor de specialitate
- Clasa a V-a C-clasa martor, nu a lucrat in ciclul primar cu profesor de specialitate.
Clasele contin un numar aproximativ egal de fete si baieti.

Perioada de desfasurare a experimentului a fost parcursa pe intregul an scolar, iar cercetarea
s-a desfasurat in doua etape principale;
---Inregistrarea rezultatelor initiale (T.l.sem 1) luna octcmbrie, la aruncarea mingii de oina:
---aruncarea mingii de oina fara elan,
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---aruncarea mingii de oina cu 3 pasi elan,
---aruncarea mingii de oina cu elan complet .

---Inregistrarea rezultatelor finale (T. F. sem 1I) luna mai.
---aruncarea mingii de oina fara elan ,
---aruncarea mingii de oina cu 3 pasi elan,
---aruncarea mingii de oina cu elan complet.
Testarea consta in masuratori (lungimea aruncarii).
S-au acordat trei aruncari si s-a inregistrat cea mai buna performanta (aruncare).

Mijloace si metode

In educatia fizica scolara se folosesc: aruncarea mingii mici si aruncarea greutatii in scolile
care au dotarea materiala corespunzatoare.

Aruncarea cu mingile mici reprezinta un exercitiu acesibil si eficient pentru obisnuirea
elevilor din primele clase cu deprinderea de a arunca.

Obiectul de aruncare (mingea de oina, de tenis ) nu trebuie sa depaseasca 100g, iar
dimensiunile lui trebuie sa permita o apucare usoara.

Aruncarea mingii de oina face parte din grupa aruncarilor executate prin azvarlire si se
efectueaza de pe loc si cu elan.

Datorita faptului ca baietii folosesc mai des decat fetele in jocul lor miscarea de azvarlire,
invata mai usor tehnica aruncarii mingii de oina.

in clasele I-111, accentual se pune pe jocurile de aruncare, iar la clasele IV-VI pe exersarea
propriu —zisa a aruncarii.

Pentru insusirea corecta a tehnicii aruncarii azvarlite, se recomanda urmatoarea esalonare a

mijloacelor :
-laclasele I- 1l invatarea aruncarii fara elan
- la clasela 11 -1V invatarea aruncarii cu elan cu bratul aruncator intins inapoi
- la clasele V —VI invatarea aruncarii cu elan cu ducerea bratului aruncator inapoi in

timpul efectuarii pasului incrucisat.

Subliniez ca eu am folosit deja in clasa alV —a aruncarea cu 3 pasi incrucisati deoarece la
aceasta clasa am predat deja 2ani .

Am folosit in mod experimental aruncarea cu 3 pasi elan pentru a face o comparatie a
rezultatelor obtinute de elevii din clasa a IV-a care au lucrat cu profesor de specialitate si elevii
din clasa a V —a care au continuat lucrul cu acelati profesor, iar o alta clasa aV-a C (clasa martor)
care nu a lucrat cu profesor de specialitate in ciclul primar.

Alte mijloace folosite
1 — Exercitii si jocuri pentru insusirea tehnicii aruncarii.
2_ Exercitii si jocuri pentru dezvoltarea vitezei de deplasare (alergarea pe elan) si a vitezei de
executie (aruncarea propriu-zisa).
3- Exercitii pentru dezvoltarea indemanarii, a fortei membrelor superioare si a trunchiului,
dezvoltarea coordonarii, mobilitatii si supletei.
4- Dezvoltarea capacitatii de azvarlire; a mobilitatii articulatiei umarului si a fortei explozive a
bratului.
Metode folosite
___ Metoda repetarilor
___ Metoda fractionala (fragmentara)
__Metoda integrala - repetarea integrala a actiunii in conditii concrete de aplicare.
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Rezultate
Tabel cu rezultatele inregistrate la testarea initiald
MEDIA PE CLASA CEA MAI BUNA CEA MAI SLABA
PERFORMANTA PERFORMANTA DIN
OBTINUTA INDIVIDUAL CLASA
AR. AR. AR. AR.M AR.M AR.M. AR. AR. AR.
M.O M.O M.O .0 .0 0] M.O M.O M.O
F.EL 3p El EL.C F.EL 3p El E.L.Co F.EL 3p El. EL.C
om. m om.
Clasa a
IV-a A
Efectiv 20M 22,50 23,50 23 M 23 M 25M 13M 11 M 11 M
12B M M
16 F 13,80 14,40 14,50 19M 18 M 21 M 19M 9M 11 M
M M M
Clasa
a
V-aC 21,30 22,90 23 M 24 M 25M 25M 17M 15M 17M
EFecti M M
v
11B
9F 13,50 15,50 16,10 20M 20M 22 M 11M 11M 12M
M M M
Clasa a
V-aD
Efectiv 21,90 23,40 24,70 30M 30M 31M 11M 11M 14 M
10B M M M
9F 17,55 17,65 17,90 23 M 26 M 26 M 10M 10M 13 M
M M M

38




ISSUE 24/ 2009 REVISTA ROMANA DE KINETOTERAPIE

Tabel cu rezultatele inregistrate la testarea finala

Media pe clasa Cea mai buna performanta Cea mai slaba
obtinuta individual performanta din clasa
AR.M AR M AR M O AR AR AR.M., AR AR AR M
O.F.EL. 0.3P EL MO M O.EL MO M OEL
COMP FEL 0] COMP FEL 0] COMP
3P EL
3P
Clasa alV
-a
A Efectiv 21,80m 22,75m 24,90m 30m 31 3lm 14 m 15 15m
12B m m
14,75m 14,50m 16,35m 20 m 22 22'm 12m 12 12m
16F m m
Clasaa V-
acC
Efectiv 22,90m 23,20m 25,55m 24 m 28 3lm 17m 20 20m
11 m m
B
15,50m 15m 16,50m 20 m 20 22 m 11m 11 12m
9F m m
Clasa aV-a
D
Efectivl0B 24,80m 24,90m 27,70m 26 m 33 37Tm 18 m 18 22m
m m
9 18,70m 19,60m 20,10m 31m 31 32m 12m 12
F m m
Concluzii

Pregatirea fizica, inceputa de timpuriu si intretinuta in mod continuu dupa norme stiintifice,
este in masura sa dezvolte multilateral calitatile morfo-functionale ale intregului organism, cu
precadere calitatile motrice (aptitudini psiho- motrice) si marile functii vegetative.

Exercitiile fizice din cadrul programei de educatie fizica si scolara, precum si cele din cadrul
pregatirii fizice generale, produc modificari importante asupra aparatului locomotor (oase, articulatii
si muschi) care determina sub raport functional cresterea calitatilor (viteza, forta, indemanare
rezistenta). Dozarea efotului fizic, corespunzator varstei si capacitatii motrice, precum si a marilor
functiuni in curs de dezvoltare, influenteaza procesele neuromusculare si metabolice, determinand o
crestere armonioasa a corpului, o intarire a sanatatii.

Pentu formarea deprinderii de aruncare azvarlita, profesorul trebuie sia urmareasca
indeaproape ca insusirea tehnicii de aruncare sa fie corecta. Practica a aratat ca dupa ce stereotipul
dinamic se fixeaza, este foarte greu sa-I modificam. La varstele mai mici, elevii se caracterizeaza
printr-o mare capacitate de imitare si un interes deosebit pentru executia integrala a probei si mai
putin pentru cea fragmentara. De aceea nu recomand folosirea unui numar mare de exercitii pentru
invatarea tehnicii, deoarece ingreuneza procesul invatarii. Este indicat ca la aceasta varsta sa se
invete totul sub forma de joaca. De aceea am selectionat cele mai bune jocuri si exercitii si am reusit
la clasele unde am predat sa-i invat pe elevii mei tehnica corecta a aruncarii azvarlite. De altfel daca
urmarim tabelele cu probele de control, observam un progres de la testarea initiala la cea finala cu
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valori cuprinse intre 1-5 m la clasa martor si 3-10m la clasa care a lucrat 2 ani cu profesor de
educatie fizica si sport.

Recomandari
Recomand ca in viitor, profesorul de educatie fizica sa lucreze si cu clasele din ciclul primar.
Elevii din clasele mici au o mare dorinta si nevoie de joc si miscare. Ei se adapteaza cu
usurinta la temele abordate de profesor si participa la realizarea lor cu mult entuziasm si dorinta de
afirmare.
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CHA-CHA — DE LA SALA DE DANS LA O CREATIVA ACTIVITATE
FIZICA ADAPTATA

CHA CHA - FROM BALLROOM DANCING TO A CREATIVELY
ADAPTED PHYSICAL ACTIVITY

Popa Vlad*

Key words: visual impairment, adapted
physical activity, dance

Abstract: People with visual impairment
should not be deprived of any physical activities.
They need it to gain in other senses so they can
mantain a state of well-functioning in society or at
home. It is stated that the visually impaired
develop a greater dexterity by practicing physical
activities. They also gain a mental comfort and a
level of independence, and blindisms are
diminished or they can even dissapear.

Another positive aspect of physical
activities for the visualy impaired is that they get
the oportunity to socialize and meet new people.
By practicing physical activities with a group of
people they can also develop a sense of altruism as
they need to work side-by-side with others.

In this article, a different kind of adapted
physical activity for people with visual impairment
is dancing, to be more precise, Cha Cha. The goal
of this activity is for the subjects to socialize,
comunicate, to develop a better sense of
coordination and not in the least to develop or
improve their sense of rhythm.

Cuvinte cheie: deficienta de vedere,
activitate fizica adaptata, dans

Rezumat: Persoanele cu deficiente de
vedere nu ar trebui sa fie private de activitatile
fizice. Miscarea este cu atit mai importanta acestor
persoane cu cat ei trebuie sa castige in celelalte
simfuri pentru a putea mentine sau Tmbundtati o
stare de functionare relativa in societate sau acasa.
In acelasi timp céstigd un confort psihic s si un
nivel de independentd si ,blindismele” sunt
diminuate sau pot chiar sa dispara.

Un alt aspect pozitiv al practicarii
exercitiilor fizice pentru cei cu deficiente de
vedere este posibilitatea acestor persoane de a
socializa si cunoaste alti oameni. Totodata prin
activitati fizice in echipe se dezvolta si un
sentiment altruist nascut din dorinta si nevoia de a
lucra cot la cot cu altii.

In acest articol un alt tip de activitati fizice
adaptate pentru persoane fizice adaptate este
dansul, si anume Cha Cha. Scopul acestei activitati
este ca persoanele cu deficiente de vedere sa
socializeze, sa comunice, sa 1isi dezvolte si
imbunatateasca coordonarea si nu in ultimul rand
sa isi dezvolte simful ritmului.

Considerations

Cha Cha is flirtatious and playful in character; some even call it 'Cheeky'. The chasse on
4&1 is used to emphasize the step on beat 1, which may be held a moment longer than the other
steps to match the emphasis of the '1' beat in the music [4].

As in most Latin dances the steps are taken on the beats, with a strong hip movement as the
knee straightens on the half beats in between (on the 1/2-beat). The weight is kept forward in the
balls of the feed. Cha Cha exhibits minimal torso movement.
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This dance evolved from Mambo in about 1950-1954, primarily in New York City. Cuban
musicians and orchestras played Mambo after Mambo and although some authentic Cubans danced
a 'triple-step' in their mambo, it was far too fast a dance (think 50 bar per minute Cha Cha) for the
‘Ballroom crowd' and didn't have the "Latin feel" they expected from Cuban Music.

When the Cuban orchestra, "America" (among others) started playing a mambo with a
slower beat in New York City, Cha Cha as we know it took off. It was slower, allowing the dancers
to use a slight hip movement that was difficult in Mambo (this eventually became our ‘Latin
Motion’, after several adaptations).

At first, this slower Mambo where the dancers took the extra time to dance a ‘Triple-Step' on
the 4,1 beat was called the "Triple Mambo', but eventually this dance earned its own name and was
called Cha Cha. One 'Cha' for each shake in the syncopated ‘4, & ,1° of the bean-filled gourds
Cuban musicians used as metronomes in their bands.

As the Cha Cha music evolved, a more musically accurate description name of 'Cha Cha'
was adopted to indicate that one 'Cha’ is a 1/2-beat of music. Since the timing of the '4&1" is danced
to a beat timing of 1/2,1/2,1 the name Cha Cha is more accurate and descriptive, but 'Cha Cha' sticks
with dancers for historical reasons.

The goal

It was only normal that physical education, sports and physical activities in general would
find their way as being applicable for realizing these greater tasks. There are no crippled, only other
people just like us which think that they are like that thanks to our educational mistakes[2].

Adapted physical activities are based on exercises or physical activities modified to the
individual’s resources and possibilities.

For achieving the final and most important goal, improving the quality of life, through this
kind of physical activity it’s best to have in mind that: the subjects are healthy and that they can
actually perform this activity with no exposure to any risks; the environment in which the activity is
held is a friendly and properly equipped for any such activities; the instructor and subjects among
themselves try to stimulate and build their self-confidence; the program and the group is one in
which positive emotions are rising and a sense of pleasure for the program is evolving.

Through these activities people are finding a place where: they can be understood and
respected; they can feel safe while they are physical, sensitive and emotional stimulated; they can
communicate freely; they can improve and gain in other senses and intellect as well; they can
improve their physical qualities but best of all they can improve coordination a great deal; the
purpose and the greater good of these activities is for the subjects to just socialize and forget about
depending for aid on others, and have a good time while doing them.

After all, the purpose of applying in adapted physical activities regards, either engaging in as
many and more diverse social events, either to come in aid or assistance to social groups or
associations for integrating those with social adjustment difficulties.

Methods
Poise

Stand with feet together in a normal, relaxed manner, lift rib-cage, straighten spine but do
not raise shoulders, take a step to side on either foot and straighten supporting leg. Transfer full
weight to this foot allowing the pelvis to move sideways and back so that the weight is felt to be
near the heel of the standing foot. The knee of the supporting leg must not be locked back. The
degree that the pelvis is moved back must only be such that the position of the upper part of the
body is not affected.
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Amounts of turn
In Cha Cha feet are never parallel except when they are closed. This “foot-turn” is always
outwards and can be associated with the foot carrying weight or part weight, the foot without weight
or both feet. These foot positions can be due to “inherent-turn” or foot placement.
Rhythm: 4/4 time (Emphasis on 1. beat as a percussive accent)
Tempo: 30-32 Bars per minute (Competition), 28-34 Bars per minute (Social)
Phrasing: 4 Bar Phrasing most common 8 Bar Phrasing also possible

Abbreviations:

Timing and beat value

1;2;3 -1 beat of music each.
4 ; & - 1/2 beat of music each

Foot Position
RF= Right Foot
LF= Left Foot
T=Toe

Fwd= forward
Bwd= backward

Foot-Work
T=Toe

LF= Left Foot
T=Toe

B=Ball of foot
F= foot (flat foot)
LF= Left Foot
RF= Right Foot
Action used
F=foot
Wit=weight

Body Position

R=Right

L=Left

Turn

R=Right

L=Left

Turn

R=Right

L=Left

1/8= prepares body for quarter turn by slightly turning

Y4 =quarter turn

The following tables are taken from [3,4] and adapted to suit the goal of this program.

Chasse to left (LRL)

Step | Timin | Beat | Foot position | Foot Action used Body turn
no. |g value work
1 4 Y LF to side B flat L knee compressed.
Hips commencing
tomoveto L Depends  upon
2 & Y RF half closed | B flat Both knees | fig. during
to LF compressed.  Hips | which chasse is
central danced
3 1 1 LF to side B flat Both knees straight.
Hipsto L
Chasse to right (RLR)
Step | Timing | Beat Foot position | Foot Action used Body turn
no. value work
1 4 Va RF to side Bflat |R knee
compressed. Hips
commencing  to | Depends upon
move to R fig. during
2 & Y LF half | B flat | Both knees | which chasse
closed to RF compressed. Hips | is danced
central
3 1 1 RF to side B flat | Both knees
straight. Hips to R
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Basic movement

Step | Timing | Beat Foot position | Foot Action used Body
no. value work turn
1 4 Y -
2 & s Chasse to right (RLR) -
3 1 1 -
4 2 1 LF Forward B flat | LF close to RF | -
and fwd step
and wt change
5 3 1 LF in place Bflat | Wt  transfer | -
from LF to RF
6 4 Ya -
7 & Ya Chasse to left (LRL) -
8 1 1 -
9 2 1 RF backward | B flat | RF close to LF | -
and bwd step
and wt change
10 |3 1 RF in place Bflat | Wt transfer | -
from RF to LF
11 |4 s RF to side B flat | RF close to LF | -
and side step
to R
Basic Movement 1st Basic Movement 2nd
Time step
Step | Timing Beat Foot position Foot Action used Body turn
no. value work
1 1 1 RF to side B flat Side step -
2 2 1 LF closed to RF B flat F close with wt | -
change
3 3 1 RF in place B flat Wt transfer in | -
place
4 4 Vs -
5 & Y Chasse to left (LRL) -
6 1 1 -
7 2 1 RF closed to LF | Bflat | F close with wt | -
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change
8 3 1 LF in place Bflat | Wt transfer in| -
place
9 4 Y5 -
10 & Y5 Chasse to right (RLR) -
11 1 1 -
New York
Step | Timing Beat Foot position Foot Action used Body turn
no. value work
1 1 1 RF to side B flat Side step 1/8 toR
2 2 1 LF fwd in Open | Bflat F close with wt | Yato R
position, T turned out change
3 3 1 RF in place Bflat | Wt transfer in | -
place
4 4 Y Yato L
5 & Y Chasse to left (LRL) -
6 1 1 1/8 toL
7 2 1 RF fwd in Open | Bflat F close with wt | Yato L
position, T turned out change
8 3 1 LF in place B flat Wt transfer in | -
place
9 4 Vs Yato R
10 & Y5 Chasse to right (RLR) -
11 1 1 1/8 toR

New vork 1st New york 2nd

Suggested Amalgamation:
Chasse (LRL) = Chasse(RLR) = New York - Basic movement - Time step = Restart

Learning principles are still followed so exercises being taught should start with basic
elementary music auditions with hand clapping, and after that feet stomping to better understand the
rhythm. Some sideway, forward, and backward steps are in order then, so the poise can be
exercised in movement. After mastering those, partners should be introduced so they can get used to
the exercises in pairs. Then, learning the basic figures (chasses, basic movement, time step, new
york) can start.

Of course the figures can be changed by the ones that are dancing them. After mastering
them, they can be used however it is pleased or in a manner that makes them feel more comfortable
while dancing.
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Methodological considerations

Workspace should and must be cleared of any obstacles witch could cause accidents for the
subjects. They should be instructed in a verbal manner first about this dance, about it’s character,
about the music, about it’s rhythm

Subjects need to know exactly where they are in space , how many steps they have to the nearest
wall and who is beside them

For blind subjects it would be relatively easier and safer to learn with a partner witch still has a
visual residue or witch has good vision

Corrections are extremely important once the program has started but should be only one at a
time and should be the one that matters first; corrections to the body poise and music is last. The
body poise has priority in this case, because our concern is for the subject to be safe first and only
after they had reached.
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THERAPEUTIC APPROACH OF CERVICAL SPONDYLOSIS
WITH MASSAGE AND SPECIFIC MCKENZIE PHYSICAL THERAPY

ABORDAREA TERAPEUTICA A PERSOANELOR CU SPO}VDILOZA
CERVICALA PRIN MASAJ SI KINETOTERAPIE SPECIFICA METODEI
MCKENZIE

Valentin Serac?
Kincses Csaba*?

Key words: Cervical Spondylosis, McKenzie
Method, Sweedish Massage, Shiatsu

Abstract: This paper aims to present the use
of massage and physical therapy treatment like
means of rehabilitation in cervical spondylosis. We
treated the patients with sweedish massage,
Shiatsu tehnics and McKenzie method. This
combination of different physical therapy means
has proven itself efficient in this condition of
cervical spine.

Cuvinte cheie: spondiloza cervicald, metoda
McKenzie, masajul suedez, tehnica Shiatsu.

Cuprins: Lucrarea de fata doreste sa prezinte
utilizarea masajului si a tratamentului kinetic ca
mijloace de recuperare in spondiloza cervicala.

Tratamentul pacientilor constd in masaj
suedez, tehnici Shiatsu si metoda McKenzie.
Aceastd combinatie a mijloacelor kinetoterapeutice
s-a divedit eficienta in tratamentul acestei afectiuni
a coloanei vertebrale.

Introducere
Numarul persoanelor care se plang de dureri ale coloanei vertebrale, acest simptom instalandu-se

cel mai frecvent in zona lombara, dar probleme asemanatoare se intalnesc si la nivelul rahisului cervical,
este din ce in ce mai mare. Cat priveste spondiloza cervicala, care face obiectul de studiu al lucrarii de
fata, durerea referitd de la gat in partea superioard a coloanei, umar si brate, destul de raspandita atat in
societatea occidentala cat si in cea orientald, poate fi considerata ca o boala universala a secolului XXI.

Conform studiilor lui Robin McKenzie [1], circa 22% din orice populatie are saptdimanal dureri de
cervicale, in timp ce numarul celor care au dureri lombare este de 18%. Autorul mentioneaza ca aceste date
nu au fost colectate dupa un criteriu acceptabil stiintific, dar au ramas extraordinar de constante de-a lungul
anilor. Dupa Kramer [2], 37,8% dintre pacientii intalniti de-a lungul carierei sale sufereau de patologie
discala a coloanei. Din toate problemele de coloanad 92,7% erau cauzate de degenerarea discului. Dintre
acestea 36% erau cu probleme cervicale, 11% cu probleme toracice, 63% cu probleme lombare. Acelasi
autor mentioneaza ca fiecare al cincilea pacient care consultd un chirurg, ortoped are un sindrom cervical.

Metoda McKenzie incearca sa ne ofere solutii la problemele pe care le intdlnim in tratamentul
afectiunilor de naturd mecanica ale coloanei cervicale, prin exercitii si posturi specifice.

Diferitele forme ale sindromului cervical, care cu timpul duc la instalarea spondilozei cervicale,
au cunoscut o ascensiune importantd in ultimii ani, avand o mare diversitate de factori favorizanti,
declansatori si determinanti.

! Lect. Univ. Dr — Universitaea din Oradea, FEFS. DMTK
2 Masterand — Universitatea din Oradea, FEFS, specializarea Kinetoterapie in reeducarea functionald
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Spondiloza cervicala

Spondiloza cervicala este o boala degenerativa articularda care reprezintd o suferinta
neinflamatoare a articulatiilor mobile caracterizatd prin deteriorarea si abraziunea cartilajului si
aparitia tesutului osos de neoformatie la nivelul suprafetelor articulare [3]. Uzura incepe initial in
disc si atrage cu timpul sau concomitent afectarea articulatiilor uncinate si diartrodiale posterioare,
urmand cursul tipic evolutiv al unei artroze din punct de vedere anatomic, biologic, radiologic si
clinic. Afectiunea survine in general la persoanele cu varsta peste 45 de ani si evolueaza in timp.

Statistic vorbind, spondiloza afecteaza ambele sexe in mod egal, dar survine la barbati mai
devreme decat la femei. Spondiloza cervicald apare In urma uzurii discurilor si articulatiilor
intervertebrale, este adesea insotitd de reactii de reparare (osteofite) la nivelul corpilor vertebrali.
Aceasta proliferare poate duce la presiuni exercitate asupra nervilor spinali [4].

Material si metode

Lotul de pacienti

Am luat in studiu 11 pacienti (tabel nr.1) cu spondiloza cervicala in perioada noiembrie 2008 -
aprilie 2009. Selectia acestora s-a desfasurat la Spitalul Clinic de Recuperare Medicala din Baile
Felix, la caminul de persoane varstnice “Sfantul Martin”, dupa cum si la Universitatea din Oradea,
in incinta salilor de kinetoterapie ale Facultatii de Educatie Fizica si Sport. Tratamentul kinetic a
fost aplicat pe o perioada de 14 zile, cu o sedintad pe zi. Evaluarea pacientilor s-a efectuat in prima zi
de tratament si in ultima, vizand parametri luati in studiu.

Tabel nr.1 Lotul de pacienti

Pacient Diagnostic Varsta Sex Mediu de
provenienta
e L.I Spondiloza cervicald 50 F Urban
e KM. Spondiloza cervicala 48 F Urban
e RM. Spondiloza cervicala 55 F Urban
e DR Spondiloza cervicala 42 F Urban
e G.C Spondiloza cervicala 48 F Urban
e D.C. Spondiloza cervicala 38 F Urban
e P.M. Spondiloza cervicala 34 M Urban
o F.I Spondiloza cervicala 65 M Rural
e MV. Spondiloza cervicala 58 M Rural
e ES. Spondiloza cervicala 39 M Urban
e SV. Spondiloza cervicala 39 M Urban
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Repartitia dupa sex Repartitia pacientilor dupa

mediul de provenienta
barbatj, 5,
45% _
efemel, 6’
55%

Ofemei @ barbati Durban Brural

2; 18%

9; 82%

Grafic nr.1: repartitia dupd sex Grafic nr.2: repartitia dupa mediul de provenientd

Spondiloza cervicala fiind o afectiune degenerativa, care poate avea consecinte grave asupra
calitagii vietii pacientilor, necesita o atentie deosebitd din partea echipei de recuperare, un rol
hotarator avandu-l kinetoterapeutul. Realizarea unei evaluari cat mai exacte si mai complete
contribuie la stabilirea cu certitudine a diagnosticului functional, dupa care se selectioneaza acele
tehnici, mijloace si metode care sd permitd o recuperare rapidd si eficientd a bolnavului cu
spondiloza cervicala.

Ipoteza cercetarii

In realizarea prezentului studiu am pornit de la ipoteza cd prin masaj clasic, tehnici Shiatsu si
exercitiile specifice metodei McKenzie pentru coloana cervicalda putem interveni eficient in
ameliorarea durerilor din spondiloza cervicala, dupd cum si in cresterea mobilitatii coloanei
cervicale.

Pentru realizarea acestui studiu am efectuat doua testari (initiala si finald), ale parametrilor mai
sus-mentionati.

Obiectivele cercetarii

Obiectivul fundamental al cercetarii este punerea in valoare a metodei McKenzie alaturi de
masajul suedez si Shiatsu in tratamentul afectiunilor discurilor intervertebrale si ale articulatiilor
interapofizare, cu aparifia de osteofite la nivelul coloanei cervicale, caracteristice spondilozei
cervicale.

Aplicand protocolul kinetic am urmarit urmatoarele obiective:

v Ameliorarea durerii;

v" Cresterea mobilitatii coloanei cervicale pe toate directiile de miscare;

v" Combaterea contracturilor musculare;

Se stie deja ca tehnicile de masaj (clasic si Shiatsu) ca si mijloace ale kinetoterapiei, au fost de
mult adaptate pentru afectiunile reumatismale, deoarece au efect ameliorator asupra durerilor date de

>~

asa-zisa ,,osteofitoza” cervicala.

Programul de tratament utilizat
Tehnica Shiatsu

Shiatsu echilibreaza energia celui asupra caruia se aplica. Este o forma dinamicd de masaj
bazat pe presiune (efectuata cu maini, coate, genunchi si picioare), care vine din ,,Hara” (centrul
energiei din abdomenul inferior) [5]. Este usor de tratat gatul lucrand de dedesubt, kinetoterapeutul
trebuie sa se aseze asa fel incat, presiune exercitata asupra anumitor puncte, sa vina din ,,Hara”.
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Primul meridian asupra caruia se lucreaza este cel al ,,vezicii urinare”, situat pe o parte si de
alta a coloanei vertebrale. Al doilea este meridianul ,,vezicii biliare”, situat in spatiul dintre cei doi
muschi si este extrem de util pentru anularea rigiditatii gatului, pentru ameliorarea durerilor de cap

provocate de tensiunile musculare.

sedare,

Masajul suedez in afectiunile de spondiloza cervicala
Marcu [6] afirma ca manevrele masajului suedez (fundamentale si ajutatoare) au actiuni de
prin indepartarea durerilor de tip nevralgic din muschi, oase si articulatii; inlatura lichidele
interstitiale de staza, cu accelerarea procesului de resorbtie, care duce spre eliminarea lor din
regiunea masata; activeaza circulagia sanguina (hiperemie, cresterea temperaturii locale, cresterea
metabolismului bazal etc.), fapt pentru care am decis sa utilizam aceasta tehnica in protocolul
kinetic. Am folosit urmatoarele manevre principale de masaj in regiunea cefei: efleurajul

introductiv, frictiunea, fraimantatul, tapotamentul si vibratiile.

Ex.

Ex.

Ex.

Ex.

Exercitii specifice metodei McKenzie [ 7]

1

A: PL Pacientul este agezat pe scaun cu spatar la nivelul omoplatilor, are genunchii indoiti,

mainile pe coapse, capul in pozitie neutra si privirea in oglinda.
T1- retroductia coloanei, mentinand privirea perpendiculara pe oglinda;
T2- revenire in pozitia initiald;

E: - ritm respirator: inspiratia se face pe retroductie, iar expiratia pe miscarea de revenire;

comanda verbala;
- T1 mentinere 3 secunde;
- dozaj: 3 serii, 10 repetari, pauza 1 minut intre serii;

2

A: PI. Pacientul este in ortostatism, cu fata spre oglinda.

T1- retroductia coloanei, mentinand privirea perpendicular pe oglind;
T2- revenire in pozitie initiala;

E: - ritm respirator, comanda verbala;

- T1: pozitia de retroductie maxima se mentine 3 secunde;

- dozaj: 3 serii, 10 repetari, pauza 1 minut intre serii;

3

A: PIL. Decubit dorsal, cu gétul si capul in afara patului, sprijinite de KT

T1 - retroductia coloanei cervicale, mentinand privirea perpendiculara pe tavan;
T2 - extensia coloanei;

T3 — Kt readuce gatul in PI;

E: - ritm respirator, rezistenta manuala opusa de Kt la ambele miscari

- T1 se mentine o secunda;

- dozaj: 3 serii, 10 repetari, pauza 1 minut intre repetari;

4
A: Pl. Pacientul este in ortostatism, cu fata spre oglinda.
T1- extensia capului;

T2- revenire in pozitie initiala;

E: - ritm respirator, comanda verbala
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- T1 se mentine 10 secunde
- dozaj: 3 serii, 6 repetari, pauza 1 minut intre serii

Ex.5
A: PL Pacientul este 1n ortostatism, cu fata spre oglinda.
T1- executa retroductia capului;
T2- extensia capului;
T3- revenire in pozitie initiala;
E: - ritm respirator, comanda verbald;
- T1, T2 se mentin 10 secunde la finalul excursiei de miscare;
- dozaj: 3 serii, 6 repetari, pauza 1 minut intre serii;

Ex. 6
A: PL Pacientul este agezat pe scaun cu spatar la nivelul omoplatilor, are genunchii indoiti,
mainile pe coapse, capul in pozitie neutra.
T1- extensia capului;
T2- revenire 1n pozitie initiala;
E: -ritm respirator
- T1 mentinere timp de un minut
- dozaj: 4 serii, pauza 10 secunde intre serii

Scala vizuala analogica (SVA)

Pentru evaluarea durerii, este cea mai fiabild si cea mai des utilizata. Se prezinta sub forma
unei linii drepte de 100 mm. La una dintre extremitati ¢ marcata absenta durerii, la cealaltd durerea
insuportabila. Pacientul face un semn intre cele doud puncte in functie de intensitatea durerii in
momentul testarii. Practic e vorba de un mic liniar de plastic care are un cursor ce va fi deplasat de
catre pacient pe gradatiile milimetrice ardtate de kinetoterapeut. A fost inventatd de Huskinsson in
1974, pentru a masura intensitatea durerii si poate fi descrisd pe scurt dupa cum urmeaza.
Pacientului i se spune: “Va propunem utilizarea unui gen de termometru pentru durere care va
permite sd masurati intensitatea acesteia.”

Intensitatea durerii poate fi definita de un semn facut pe scald, ca in exemplul de mai jos.

Nicio durere | V | durere maximum imaginabila

O extremitate corespunde durerii maxime imaginabile. Cu cat semnul e mai apropiat de acel
capat, cu atat durerea este mai importantd. Cealalta extremitate corespunde absentei durerii, cu cat
semnul e mai aproape de aceasta, cu atat durerea ¢ mai redusa ca intensitate.

o1



ISSUE 24/ 2009

ROMANIAN JOURNAL OF PHYSICAL THERAPY

Analiza si interpretarea rezultatelor

Evaluarea durerii cauzate de spondiloza cervicala
conform scalei vizuale analogice Huskinsson

Tabel nr.2 Lot Femei

80
60

40
20

0

Pacienti Evaluarea initiala | Evaluarea finala Diferenta de
valori intre cele
doua evaluari
o LI 90 mm 40 mm 50 mm
e KM 70 mm 20 mm 50 mm
e RM 60 mm 30 mm 30 mm
e DR 50 mm 0 mm 50 mm
e GC 50 mm 0 mm 50 mm
e DC 60 mm 20 mm 40 mm
Lot femei

evaluarea evaluarea
initiala finala

diferenta
dintre
evaluari

Grafic nr.3: prezintd evolutia valorilor medii ale durerii

Tabel nr.3 Lot barbati
Pacienti Evaluarea initiala Evaluarea finala Diferenta de
valori intre cele

doua evaluari
e PM 80 mm 40 mm 40 mm
e FI 90 mm 40 mm 50 mm
e MV 80 mm 30 mm 50 mm
e ES 70 mm 20 mm 50 mm
e SV 70 mm 0 mm 70 mm
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Evaluarea mobilitatii

Am considerat necesara ilustrarea valorilor mobilitatii articulare ale coloanei cervicale in
miscdrile de flexie, extensie, rotatie stdnga si dreapta, Intrucat sunt semnificative si elocvente in

Lot barbati

evaluarea
initiala

gl

evaluarea
finala

demonstrarea eficientei tratamentului utilizat.

Tabel nr.4 Lot barbati: prezinta cele doua evaluari in cazul principalelor miscari ale coloanei

cervicale si diferenta inregistrata intre evaluari

diferenta
dintre evaluari

Grafic nr.4: prezinta evolutia si media valorilor ale durerii

Pacienti Miscirile coloanei cervicale (in grade)
Flexia Extensia Rotatie stinga Rotatie drepata

Ev. Ev. Diferenta | Ev. Ev. Diferenta | Ev. Ev. Diferenta | Ev. Ev. Diferenta
initiala | finald | dintre initiald | finalda | dintre initiald | finald | dintre initiala | finald | dintre
valori valori valori valori
PM 12 26 14 15 23 8 20 34 14 20 35 15
Fl 15 30 15 10 23 13 18 31 13 18 31 13
MV 20 30 10 20 25 10 26 36 10 26 36 10
ES 15 25 10 18 30 12 19 35 16 19 35 16
VS 20 35 15 15 30 15 24 46 22 24 46 22

Tabelul nr. 5 Lot femei: prezintd cele doud evaluari in cazul principalelor migcari ale

coloanei cervicale si evolutia pacientilor prin diferentele de valori.

Pacienti Miscarile coloanei cervicale (in grade)
Flexia Extensia Rotatie stinga Rotatie dreapta
Ev. Ev. Diferenta Ev. Ev. Diferenta Ev. Ev. Diferenta Ev. Ev. Diferenta

initiala | finala intre initiala | finala intre initiala | finala dintre initiala | finala dintre

valori valori valori valori
LI 15 30 15 20 30 10 23 41 18 25 41 16
KM 20 35 15 15 30 15 20 33 13 20 34 14
RM 25 38 13 18 28 10 22 40 18 22 39 17
DR 20 32 12 22 28 6 24 45 21 25 45 20
GC 18 30 12 20 30 10 30 43 13 30 43 13
DC 15 30 15 20 35 15 29 48 19 29 48 19
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flexie extensie rota;Aia spre | rotatia spre durerea
stanga dreapta
B evaluare initiala 18,83 19,16 24,66 25,16 63,33
O evaluare finald 32,5 30,1 41,66 41,66 18,33
B diferenta dintre evaluari 13,67 10,94 17 16,5 45

Grafic nr.5 Lot femei: cuprinde evaluarea initiald, finala si diferenta dintre cele doud

testari privind miscarile coloanei cervicale §i durerea

80 -

60 1

40

20 V]

o1 tati tati
flexie extensie | a;A/a spre (rotatia spre durerea
stanga dreapta

B evaluare initiala 16,4 15,6 21,4 21,4 78
DO evaluare finald 29,2 26,2 26,4 36,6 26
W diferenta dintre evaludri 12,8 10,6 15 15,2 52

Grafic nr.6 Lot barbati: prezinta evaluarea initiala, finala si diferenta dintre cele doud

testari privind migcarile coloanei cervicale si durerea

|I:Ifemei B barbati |

100
80

60

45—.

40

NETE

10904 |06

17 [

16,5

oL [T

o - I I I I

flexie

extensie

rotatie stdnga

rotatie dreapta

durerea

Grafic nr.7: Analiza comparativa privind media valorilor diferentei dintre
evaluarea initiala §i finala a migcarilor coloanei cervicale la ambele loturi de pacienti.
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Tabel nr. 6: prezinta valorile medii finale ale scaderii durerii si cresterii mobilitatii

Lot femei Lot barbati

Scaderea durerii 45 unitati 52 unitati

Cresterea mobilitatii | Flexie 13,67° Flexie 12,8°

coloanei cervicale Extensie 10,94° Extensie 10,6°
Rotatie spre stanga 17° Rotatie spre stanga 15°
Rotatie spre dreapta 16,5° | Rotatie spre dreapta 15,2°

Concluzii

1. In medie, flexia s-a imbunatatit cu 13,67° (grafic nr.5) in cazul pacientilor de sex feminin
ceea ce indica faptul ca in comparatie cu lotul de barbati (grafic nr.6) este mai ridicata, se poate
observa o ameliorare functionald importanta de la 18,83° in medie la 32,5°, calculatd dupa evaluarea
finala.

2. Din perspectiva miscarii de extensie, la evaluarea inifiala s-a cuantificat o medie de 19,6°
(grafic nr.5) iar la evaluarea finala s-a ajuns la o imbunatatire dovedita prin media valorilor de 30,1°
adica in medie extensia a crescut cu 10,94°.

3. Diferenta valorii medie a rotatiei spre stanga este de 17° (grafic nr.5).

4. Media cresterii amplitudinii rotatiei spre dreapta este de 16,5° (grafic nr.5) situdndu-se la
un nivel apropiat de rotatia spre stanga.

5. Durerea evaluata dupa scala vizuala analogica a scazut cu 45 de unitati (grafic nr.3).

6. In ceea ce priveste lotul de pacienti de sex masculin, evolutia amplitudinii de miscare a
flexiei are o valoare medie de 12,8° (grafic nr.6), acesta fiind diferenta medie intre 16,4° testata ca
scor mediu la evaluarea initiala si 29,2° media de la evaluarea finala.

7. Constatam ca valorile medii ale extensiei s-au imbunatatit cu 10,6° (grafic nr.6), o valoare
semnificativa care rezulta din diferenta medie a testarii initiale si finale.

8. Media diferentei dintre testarea initiald si finald a rotatiei spre stanga este de 15° (grafic
nr.6).

9. Rotatia spre dreapta arata o crestere a amplitudinii de miscare cu o medie de 15,2° (grafic
nr.6).

10. Durerea a scazut de la 78 de unitati la 26 (grafic nr.6).

Dupa aplicarea protocolului kinetic descris, putem concluziona cé ipoteza cercetarii este
confirmata, lucru ilustrat de cele valorile obtinute la cele doua testari (initiala si finala).
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Recenzie

Kinantropometria stiinta
constituitd de un grup de specialisti in 1978 si
recunoscutd printr-o Conferintd in 1986, cand
S-a organizat si Societatea Internationald de
Promovare a Kinantropometriei-Society for
Advencement of Kinathropometry.

Punctul nodal al acestei stiinte 1l
constitue evaluarea corpului omenesc in
miscare, integrat in mediul natural si social,
cu alte cuvinte omul viu conditionat in
evolutia sa de factorii de mediu interni si
externi, grupati Intr-un sistem actional,
determinant care obligd la madsuratori
complexe, dar in acelasi timp si mai precise.

Lucrarea abordeaza notiunea
kinantropometrie integrata in conceptul de
antropologie, prezentand structura acestei
megastiinte, cu ramurile sale si Intreg
cortegiul lor de relatii anterior construite si
dezvoltate. Apreciem ca oportuna prezentarea
la inceputul lucrarii a aparatului notional, cu
valoare instrumentala, pentru 1intelegerea
capitolelor ce decurg din logica de abordare a
textului.

Cartea d-nei dr. Mariana Cordun se
deruleazd intr-un ritm firesc trecand de la
antropometrie la fiziometrie, motricitate si
efort, ceea ce dezvaluie cititorului o gandire
interpretativa de tip sistemic-actional. In
consecintd, Iintreg instrumentarul folosit,
probele si testele 1isi prezintd valorile
operationale in constructia imaginii corpului
uman integrat natural si social. Tot acest
sistem este interpretat auxologic, in dinamica

este (0]

KINANTROPOMETRIE
Autor: Mariana Cordun

Anul aparitiei: 2009

Editura: C.D.Press,

Bucuresti
ISBN:

S7

ontogeneticad (pe varste) In concordantd cu
legile cresterii si dezvoltarii organismului
uman, precum si a factorilor care influenteaza
cresterea si dezvoltarea: genetici, hormonali,
alimentari, geografici, culturali si educativi.
Numeroasele date cuprinse 1in tabele
comparative ajutd la intelegerea a ce inseamna
secular trend si mai ales importanta acestuia
in performanta sportiva.

Indicatorii cel mai des invocati in
investigatiile din domeniul educatiei motrice,
inaltimea si greutatea, si corelati dupa diferite
formule sunt prezentati In nomograme de
crestere pentru cele doua sexe. In acest sens,
evidentiem ca numai capitolul 3, care se refera
la masuratorile antropometrice, prezintd un
numar de 30 indici si relatii pe dimensiuni
longitudinale, transversale, sagitale si
circulare.

De mare utilitate in cercetare este
diagnoza si prognoza cresterii in Indl{ime
pentru care autoarea prezintd metode directe si
indirecte, precum §i numeroase tabele
anticipative deosebit de utile in procesul de
selectie a sportivilor.

Compozifia corporala este tratatd cu
multd claritate, atat din punctul de vedere al
structurii, cat si al nivelelor de organizare,
prezentand tabele procentuale
corespunzatoare ramurilor de sport si mai
ales, indicatori si metode (peste 25) ce pot fi
aplicati de cei cupringi 1n pregatirea
sportivilor de performanta.

Apreciem ca deosebit de interesant
capitolul referitor la tipurile constitutionale si
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exercitiile fizice considerate eficiente pentru
fiecare tip in procesul de monitorizare al
antrenamentului.

Viziunea asupra dinamicii
antropometrice 151 gaseste  raspunsuri
lamuritoare incepand cu prezentarea, succinta,
a mobilitatii articulare si supletei miscarilor,
urmatd de metode de masurare consacrate in
practica de investigatie, dar si de cele mai noi
dispozitive si aparate care ofera date exacte
privind valoarea acestor doud calitati ale
aparatului articular si musculo-ligamentar.

Antropometria dinamicd situeaza in
centrul preocuparilor sale sistemul muscular
cu aspecte privind structura, tipul de fibre
musculare si de la sine inteles, tipurile de
contractic musculari. In acest sens, forta
dezvoltatda prin comtractie reprezintd un
indicator care furnizeazd un numar mare de
informatii despre starea de sanatate a
subiectului, nivelul de pregatire si valoarea
parghiilor angajate 1n miscare. Testele,
probele, instrumentele si dispozitivele precum
si tehnicile prezentate ofera posibilitatea
oricarui specialist, in functie de scopul
urmarit, s aleagd mijlocul potrivit pentru un
diagnostic corect al fortei.

In acelasi context al dinamicii este
analizata si postura coporald, in mod fericit
corelatd cu echilibrul. In aceste doud directii
autoarea are meritul de a cupla centrul de
gravitatie al corpului cu oscilatiile pentru
echilibrare si a oferi metode si tehnici de mare
precizie (cum este cazul aparatelor digitale
pentru  evaluarea  echilibrului)  pentru
antrenamentul sportiv, cu deosebire in
pregatirea tehnica.

Locomotia prin mers si alergare au fost
mai complet analizate, odata cu perfectionarea
tehnicilor video, care ofera posibilitatea unor
masuratori exacte si in consecintd, evaluari
mai precise. Analiza acestor deprinderi din
punct de vedere biomacanic, al traiectoriilor,
vitezelor si amplitudinilor ofera date privind
functionalitatea sistemului muscular, ehilibru
si calitatea sistemului nervos.

Alte capitole forte ale lucrarii sunt cele
referitoare la masurarea functiilor pulmonara
si cardiacda, corelate cu evaluarea capacitatii

58

de efort, care stau la baza intregului sistem
kinetic. Testele, probele, aparatele si
evaluare din cele mai diferite conditii, de
laborator sau de teren si pentru fiecare ramura
de sport. Aceste capitole, ca de altfel intreaga
lucrare, pun la dispozitia cercetitorilor un
instrumentar complet de evaluare a
potentialului biologic al sportivilor, dar si a
celor cupringi in procesul de recuperare prin
Kinetoterapie.

In incheiere, recomandim lucrarea d-
nei prof.univ.dr. Mariana Cordun ca pe un
vademecum de masurare si evaluare a
corpului uman in miscare, ce nu poate lipsi
din biblioteca studentilor, profesorilor,
antrenorilor si kinetoterapeutilor preocupati de
practicarea eficienta a profesiilor respective.

Prof. Univ. Dr.
Constantin Adrian Dragnea
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La baza redactarii lucrarii stau principii deontologice, reguli, norme si uzante etice si estetice. Pentru
realizarea aspectului uniform al revistei i pentru asigurarea tinutei stiintifice a articolelor, colectivul de redactie
recomanda colaboratorilor revistei sa ia in considerare aspectele ce se vor prezenta.

Redactarea articolelor se conformeazd in general recomandarilor stabilite de Comitetul International al
Editorilor de Reviste Medicale (www.icmje.org).

Lucrarea in extenso se va redacta in limbile roména, engleza sau franceza si va fi precedata de un
rezumat in limba 1n care este redactat articolul, precum si de un rezumat in limba romana. Pentru autorii
straini, lucrarea In extenso si rezumatul se vor trimite Intr-o limba de circulatie internationald (engleza sau
franceza).

Lucrarea va avea 4-8 pagini, inclusiv ilustratii, tabele, grafice. Se va procesa spatiat la un rand, justified,
redactat in Office Word, Time New Roman, font 12, diacritice, format A4, cu margini: top 2 cm, bottom 2 cm,
left/inside 2,5cm, right/outside 2cm.

PREGATIREA ARTICOLULUI

Titlul lucrarii (in limbile romana si engleza sau francezd): Din punct de vedere formal acesta trebuie si fie
scurt si concis, fara paranteze, abrevieri, sd nu fie explicat printr-un subtitlu, s anunte continutul si caracteristicile
dominante ale articolului.

Titlul se scrie cu majuscule, bold, centrat, font 14.

Rezumatul lucrdrii (In limbile engleza sau franceza, precum si in limba romana)

Acesta trebuie sa informeze cititorul asupra esentei continutului si asupra contributiei autorului; trebuie sa
fie fidel textului, sd nu depageascd 15-20 de randuri sau 200 de cuvinte scrise cu font 12. El trebuie sa fie cat mai
informativ. Rezumatul va cuprinde obiectivele lucrarii, metodele noi utilizate, una sau mai multe concluzii
edificatoare.

Cuvinte-cheie (in limbile roméana si engleza sau francezd) : - Vor fi precizate 3-5 cuvinte cheie, italic,
aliniate stdnga, cu font 11. Ele trebuie sa fie semnificative, sa exprime esenta demersului epistemic si a continutului
articolului si sd difere pe cat posibil de cuvintele din titlu.

Textul lucrarii

Textul trebuie sa fie echilibrat ca volum al partilor componente, sa aibd o exprimare clara si elevata, frazele
sa fie scurte, evitandu-se propozitiile negative, exagerarile lingvistice.

Cand tema studiata necesita o clarificare teoretica sau o discutie teoretica pentru justificarea formularii
ipotezei, in planul lucrarii se poate afecta un capitol destinat discutiilor datelor din literatura, incadrarea temei
cercetate in contextul domeniului, aportul cercetdrii la clarificarea, precizarea unor aspecte, etc. Prima parte a textului
cuprinde notiuni care evidentiazd importanta teoreticd si practica a temei, reflectarea acesteia in literatura de
specialitate, scopul lucrarii, obiectivele si sarcinile acesteia, pe scurt. Dacé este necesara amintirea datelor anatomo-
fizio-patologice acestea trebuie sa fie scurte si noi, prin continut si prezentare.

Se recomanda pentru studii structurarea in urmatoarele sectiuni:

* Introducere — se aratd pe scurt scopul si ratiunea studiului. Se prezinta numai fundalul, cu un numar limitat de
referinte necesare cititorului sa inteleaga de ce a fost condus studiul.

* Material si metodd — se prezinta ipoteza sau ipotezele alternative, se descriu pe scurt, planul si organizarea
cercetarii, pacientii, materialele, metodele, criteriile de includere-exludere, explorarile, procedura precum si metoda
statistica folosita.

Experimentele umane si non-umane: Cand sunt raportate experimente umane autorii trebuie sa precizeze daca au
fost respectate standardele etice pentru experimentele umane dupa cum este specificat in declaratia de la Helsinki,
revizuite in 2000 (World Medical Association Declaration of Helsinki: ethical principles for medicalresearch
involving human subjects. JAMA. 2000 Dec 20; 284(23):3043-5)

* Ilustratiile si tabelele vor fi inserate in text la locul potrivit, numerotate cu cifre arabe (Tabel 1,2 etc., scris deasupra
tabelului sau Fig.1,2.etc. scris dedesuptul figurii), cu un titlu si legenda insotite de precizarea sursei exacte a citarii
(titlul lucrarii\articolului si primul autor). Imaginile, tabelele si figurile trebuie sa fie in format jpeg, de minimum 300
dpi. Figurile (desene, scheme) vor fi reprezentate grafic profesional. Fiecare fotografie va avea mentionat in subsol
numarul, iar partea superioara a figurii - indicata cu o sageata (daca nu se poate deduce care este aceasta).

» Legendele ilustratiilor - recomanda exprimarea rezultatelor in unitafi de masurd internationale si in SI. Vor fi
utilizate abrevierile acceptate international. Se vor scrie cu caractere Times New Roman, 10.
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* Rezultate — trebuie expuse rezultatele detaliate si trebuie citate toate tabelele si figurile in ordinea logica si
care trebuie sa suplimenteze textul, nu sa il dubleze. Se subliniazd numai cele mai importante observatii si nu
comparativ cu rezultatele altora. Aceste comparatii se fac la sectiunea discutii.

* Discutii, concluzii — a nu se repeta datele prezentate la rezultate si nici nu trebuie prezentate date noi aici.
Prezentarea concluziilor cercetarii va fi realizat sintetic si sistematic, autorul putand diviza acest capitol in
functie de caracterul teoretic sau experimental al acestora. Autorul va evidentia contributia cercetarii la
progresul teoriei §i practicii domeniului temei investigate. Discutiile cuprind raportarea rezultatelor personale
la datele de literaturd. Vor fi subliniate aspectele noi relevate de studiu si se vor discuta implicatiile acestora si
limitele lucrarii. Lucrarea poate sa prezinte un experiment, un studiu statistic sau sd descrie o metoda sau
tehnica specifica.

Analiza statistica — trebuie sa fie clar specificate care teste au fost folosite pentru evaluarea datelor.
Cand datele sunt prezentate sub forma tabelara, testul statistic trebuie sa fie indicate printr-o notd de subsol
pentru fiecare test in parte.

* Mulfumiri — numai persoanelor care au adus o contributie semnificativa la studiu, daca este cazul.

« Bibliografia, obligatorie pentru orice articol, se scrie conform Conventiei de la Vancouver. Caracteristica ce
diferentiaza stilul de scriere a referintelor fata de alte stiluri, este aceea ca fiecare sursa citatd va primi un
numar de referintd, in ordinea apritiei in text. Pentru citarea in text ale aceleiasi referinte se va folosi doar
numarul respectiv. Biliografia va fi sortatd in functie de numarul de referinta (in ordinea aparitiei in text) si nu
in ordine alfabeticd. Acest lucru va oferi cititorului posibilitatea de a gasi mai repede sursa detaliatd in
bibliografie. Astfel, prima sursa citata va primi numarul 1, a doua sursa citatd va primi numarul doi s.a.m.d.,
numerele fiind scrise intre paranteze drepte.

Bibliografia va cuprinde in ordine: autor, titlu articol, editor, numele publicatiei, volum, numar,
pagini, an de publicare. Din motive de spatiu tipografic recomandam autorilor ca in cazul in care sunt
mentionati mai mult de 20 de indici bibliografici s furnizeze si o bibliografie selectiva. In cazul citatelor,
acestea se trec intre ghilimele si se indica numarul sursei i pagina/ paginile.

Carti: — Sbenghe, T. Kinesiologie: Stiinta miscarii. Editura Medicala, Bucuresti, pp. 112, 2002

Reviste: - Verbunt JA, Seelen HA, Vlaeyen JW, et al. Fear of injury and physical deconditioning in patients
with chronic low back pain. Arch Phys Med Rehabil, 2003; 84:1227-32.

Reviste on-line: - Robinson D. The correlation between mutant plague virus forms and the host animal. SA
Entomologist [Internet]. 2006; 3: 15 [cited 2007 June 10]. Available from: http://www.saentomologist.com/
175-2306/3/15

Citari de website-uri: - The South African Wild Life Trust [Internet]. [cited 2004 April 13]. Available from:
www.sawlt.org/home-za.cfm

Manuscrisul/ lucrarea in format electorinc va fi trimisa la urmétoarea adresa:
Editor sef: CTIOBANU DORIANA
Adresa de contact: doriana.ciobanu@revrokineto.com
Editor sef adjunct: Lozinca Izabela
Adresa de contact: ilozinca@revrokineto.com

PROCESUL DE PEER-REVIEW

Manuscrisele vor fi revizuite riguros de cel putin doi referenti competenti, astfel incat materialul sa
corespunda cu cerintele unei reviste internationale. Apoi manusrcisul va fi trimise referentilor revistei, ludnd in
considerare tematica abordatd. Redactia va primi observatiile referentilor, aducand la cunastinta autorului
modificarile si corecturile nevecare, astfel incat materialul sa poata fi publicat. Procesul de recenzare dureaza
aproximativ 4 saptamani. Autorul va fi informat daca articolul a fost acceptat spre publicare.

CONFLICTUL DE INTERESE

Toate posibilele conflicte de interese, precum si lipsa acestora, vor fi mentionate de catre autori. Daca
exisa resurse financiare, acestea vor fi mentionate in lucrare.

60


mailto:doriana.ciobanu@revrokineto.com
mailto:doriana.ciobanu@revrokineto.com

ISSUE 24/ 2009 REVISTA ROMANA DE KINETOTERAPIE

RECOMANDARI PENTRU AUTORI

CRITERII DEONTOLOGICE

Prin aparitia unei lucrari in reviste, dreptul de autor se trece asupra revistei §i, ca atare, lucrarea nu
mai poate fi trimisa spre publicare, integral sau partial, unei alte reviste, decat cu acordul Comitetului de
redactie. De asemenea, revista nu publicd lucrdri aparute in alte reviste din tara sau strainatate. Raspunderea
pentru continutul stiintific al materialului revine in intregime autorului/ autorilor. Colectivul de redactie
asigurd dreptul la replicd, cu argumente stiintifice si metodice corespunzitoare, exprimate intr-un limbaj
academic civilizat. Nicio parte a lucrarilor publicate nu va putea fi folosita, vanduta, copiata distribuita
fara acordul prealabil, scris al autorului si numai cu respectarea Legii nr. 8/1996 privind drepturile de autor si
drepturile conexe.

ADVERTISEMENTS
Cererile pentru spatiul de reclamd se vor adresa Clegiului Editorial al Revistei Romane de
Kinetoterapie.

Adresa: Str. Calea Aradului, nr 27, bl. P61, et. 5, ap.16, 410223, Oradea, Romania.
Mail: contact@revrokineto.com

Pretul unei reclame color, format A4, pentru anul 2010 va fi: 65 EURO pentru o aparitie si 100
EURO pentru doua aparitii. Costul publicarii unui logo pe coperta va depinde de spatiul ocupat.

SUBSCRIPTION COSTS
Revista Romana de Kinetoterapie apare de doua ori pe an. Pretul abonamentlui pe an este:

- 80 lei pentru institutii/ 2 numere/ an

- 40 lei pentru kinetoterapeuti sau alti specialisti ai domeniului

- 20 lei pentru studenti

- Pretul pentru fiecare numaér anterior al Revistei Romane de Kinetoterapie este de 10 lei/ numar.
Pentru alte informatii sau pentru inscriere on-line, se poate trimite mesaj la: contact@revrokineto.com

INDEXARE

Titlul revistei: Revista Roméni de Kinetoterapie

ISSN: 1224-6220

Profil: revista de studii, cercetari, recenzii

Editura: Editura Universitatii dein Oradea, recunoscuta CNCSIS
Nivelul si atestarea revistei: D — CNCSIS

Anul primei aparitii: 1995

Periodicitate: bianual

Cuprinsul si rezumatul ultimului numar, precum si ale numerelor precedente, si recomandarile pentru

autori, pot fi gasite pe internet, pagina web: http://www.revrokineto.com. Accesul la cuprins si rezumate este
gratuit.
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At the basis of paper editing, there are deontological principles, rules, norms and ethical and aesthetic
usages. In order to achieve the uniform presentation of the journal and to ensure the scientific aspect of the papers,
the Editorial staff recommends the following aspects to be taken into consideration.

The editing of manuscripts is generally made according to the recommendations established by the
International Committee of Medical Journal Editors (www.icmje.org).

The full-length manuscript will be written in Romanian, English or French and it will be preceded by an
abstract in the language in which the manuscript is written, as well as an abstract in the Romanian language. In the
case of foreign authors, the full-length manuscript will be sent in an internationally used language (English or
French).

The manuscript will have 4-8 pages, including pictures, tables and graphics. It will be written at one line,
justified, edited in Word Office, Times New Roman, font 12, with diacritical signs, A4 format, with the following
indents: top 2 cm, bottom 2 cm, left/inside 2.5 cm, right/outside 2 cm.

PREPARATION OF THE ARTICLE

The title of the paper (in Romanian and English or French): - From the formal point of view, it should be
short and concise, without parentheses, abbreviations, it should not be explained by a subtitle, it should announce the
contents and dominant characteristics of the article. The title is written in capital letters, bolded, centered, font 14.

The abstract (in English or French and in Romanian): - It should inform the reader about the essence of the
contents and about the author’s contribution; it has to be according to the text, it should not exceed 15-20 lines or 200
words written with font 12. It should be as informative as possible. The abstract contains the objectives of the paper,
the new methods which have been used and one or more self-evident conclusions.

The keywords (in Romanian and English or French): - There will be 3-5 keywords, italic, aligned to the left,
font 11. They should be significant and should express the essence of the epistemic approach and of the article
contents and they should differ as much as possible from the words in the title.

The text of the paper

It should be balanced as volume of the two parts, it should have a clear and elevated language and the
sentences should be short, with the avoidance of the negative sentences and linguistic exaggerations.

When the studied topic requires theoretical clarification or a theoretical discussion in order to justify the
formulation of hypothesis, in the paper plan there can be a chapter for the discussions of data from literature, for the
research theme to be placed in the context of the domain, the contribution of research to the clarification of certain
aspects, etc. The first part of the text contains notions which emphasize the theoretical and practical importance of
the theme, its reflection in the special literature, the purpose of the paper, its objectives and tasks, all on short. If it is
necessary to mention anatomo-physio-pathological data, they should be short and new in content and presentation.

For studies, the following section structure is recommended:

e Introduction — it is shortly shown the purpose and reason of the study. It is presented only the background,
with a limited number of references necessary for the reader to understand why the study has been
conducted.

e Material and method — the hypothesis or alternative hypotheses are presented, the following are described
shortly: research plan and organization, patients, materials, methods, criteria of inclusion-exclusion,
explorations, used procedure as well as statistical method.

Human and non-human experiments: When human experiments are reported, the authors should state
whether the ethical standards for human experiments have been respected as specified in the declaration of Helsinki,
reviewed in 2000 (World Medical Association Declaration of Helsinki: ethical principles for medical research
involving human subjects. JAMA. 2000 Dec 20; 284(23):3043-5)

e The pictures and tables will be inserted in the text at the right place, numbered with Arabic numbers (Table
1, 2 etc, written above the table or Fig. 1,2 etc, written below the figure), with title and legend together with
the exact source of the quotation (title of the paper/article and the first author). The pictures, tables and
figures should be in jpeg format of minimum 300 dpi. The figures (pictures and schemes) must be
professionally represented graphically. Each picture will be numbered below and pointed with an arrow
above it (if it cannot be deduced which picture it is).

e Picture legends — it is recommended the expression of results in international measurement units and in SI.
There will be used internationally accepted abbreviations. The writing type will be Times New Roman
letters of 10.
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e The results — detailed results must be presented and all tables and figures must be quoted in their logical
order, which should add something more to the text, not double it. Only the most important observations
are emphasized and not by comparing them with other researchers’ results. These comparisons are made
in the section for discussions.

e Discussions, conclusions — the presented data should not be repeated at results and neither should be
presented new data here. The presentation of the conclusions will be made synthetically and
systematically, the author being able to divide this chapter according to the theoretical or experimental
character of the conclusions. The author will emphasize the contribution of the research to the progress of
theory and practice in the domain of the investigated theme. The discussions contain the reporting of
personal results to data from literature. There will be emphasized the new relevant aspects of the study
and their implications and the limits of the paper will be discussed.

The paper can present an experiment, a statistic study or describe a specific method or technique.

Statistic analysis — it should be specified clearly which tests have been used to evaluate data. When data
are presented in the form of tables, the statistic test should be indicated in a footnote for each test.

e Aknowledgements — are given only to persons who have had a significant contribution to the study, if it
is the case.

e Bibliography, compulsory for each article, is written according to the Convention from Vancouver. The
characteristic which makes the difference between styles of writing references is that each quoted source
will have a reference number in order of their appearance in the text, written between brackets.

In order to quote the same references in the text, there will be used only the respective number. The
bibliography will be written according to the number of reference (in order of appearance in the text) and not
alphabetically. This will provide the possibility to find faster the detailed source in bibliography. Therefore, the
first quoted source will be number 1, the second quoted source will be number 2 and so on, the humbers being
written between straight parentheses.

The bibliography will contain: author, title of the article, editor, name of publication, volume, number,
pages and publishing year. Out of reasons of printing space, we recommend the authors that, in case there are over
20 bibliographic indexes, they should provide a selective bibliography. In the case of quotations, they are placed
between quotes and it is indicated the number of the source and the page/pages.

Books: — Sbenghe, T. Kinesiologie: Stiinta miscérii. Editura Medicala, Bucuresti, pp. 112, 2002

Journals: Verbunt JA, Seelen HA, Vlaeyen JW, et al. Fear of injury and physical deconditioning in patients with
chronic low back pain. Arch Phys Med Rehabil, 2003; 84:1227-32.

On-line journals: - Robinson D. The correlation between mutant plague virus forms and the host animal. SA
Entomologist [Internet]. 2006; 3: 15 [cited 2007 June 10]. Available from: http://www.saentomologist.com/175-
2306/3/15

Websites quotations: - The South African Wild Life Trust [Internet]. [cited 2004 April 13]. Available from:
www.sawlt.org/ home-za. Cfm

The manuscript/ electronic format of the paperwork will be sent to the following address:
Chief Editor: CIOBANU DORIANA
Contact address: doriana.ciobanu@revrokineto.com
And Deputy Editor: Lozinca Izabela
Contact adress: ilozinca@revrokineto.com

PEER-REVIEW PROCESS

The paperworks will be closely reviewed by at least two competent referees, in order to correspond to the
requirements of an international journal. After that, the manuscripts will be sent to the journal’s referees, taking
into account the issue of the paperworks. The editorial staff will receive the observations from the referees, and
will inform the author about the changes and the corrections that has to be done, in order to publish the material
reviewed. The review process shoud last about 4 weeks. The author will be informed if the article was accepted for
publication.

CONFLICT OF INTEREST

All possible conflicts of interest will be mentioned by the authors, as well as there is no conflict of any
kind. If there is financina resources. thev will be mentioned in the paperwork.
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DEONTOLOGICAL CRITERIA

Together with the appearance of a paper in the journal, the royalties do not belong to the author anymore
but to the journal, so the paper cannot be sent for publication anymore, totally or partially, to another magazine
unless the Reviewing Committee agrees to it. The journal does not publish papers appeared previously in other
magazines in the country or abroad. The responsibility for the scientific contents of the material belongs entirely to
the author/authors. The editing staff provides the right to reply with scientific and methodic proper arguments
expressed in a civilized academic language. No part of the published papers can be used, sold, copied or
distributed without the author’s previous written agreement and only respecting the Law n°® 8/1996 regarding
copyright and related rights.

ADVERTISEMENTS
Request for advertising should be addressed to the Editorial Board of the Romanian Journal of Physical
Therapy

Adress: Str. Calea Aradului, nr 27, bl. P61, et. 5, ap.16, 410223, Oradea, Romania.
Mail: contact@revrokineto.com

The price for an advert, full color A4 for the year 2010 will be: 65 EURO for one appearance and 100
EURO for two appearances. The cost for publishing one logo on the cover depends on the occupied space.

SUBSCRIPTION COSTS
The “Romanian Journal of Physical Therapy” is printed two times a year. The subscription price / year is:
- 80 lei for institutions/ 2 issues/ year
- 40 lei for physical therapists and other healt care providers
- 20 lei for students
- the price for every previous issue of the Romanian Journal of Physical Therapy is 10 lei/ issue.
Other information or for subscription, please send a message to: contact@revrokineto.com

INDEXING

Title of the journal: Romanian Journal of Physical Therapy
ISSN: 1224-6220

Profile: a jounal of studies, research, reviews

Editor: Oradea University Printing House

The level and attestation of the journal: D — CNCSIS

Year of first publication: 1995

Issue: half-early

The table of content, the abstract of the current issue, as well as the archive and the recommendation for

the authors, can be found on the internet page: http://www.revrokineto.com. Access to the table of contents and
the abstracts is free of charge.
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