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VIBRATIILE MECANICE SI COMBATEREA DURERILOR DORSALE
iIN AFECTIUNILE REUMATICE DEGENERATIVE DE ORIGINE
DISCALA A COLOANEI VERTEBRALE

MECHANIC VIBRATIONS AND FIGHTING BACK PAIN IN
DEGENERATIVE RHEUMATIC DISORDERS OF DISCUS ORIGINE OF
THE SPINE

Vasile Péncotan', Mihai Ille, Mircea Chiriac, Dana Cristea, Emilian Tarciu’

Key words: spine functions, degenerative
rheumatism, mechanic  vibrations, physical
therapy

Abstract. The aim is to emphasize mechanic
vibrations in order to optimize intervertebral
discus function in spine degenerative disorders.
This is a new idea and it has become research
subject for various mobile areas of the spine.
Hypothesis. Low and medium frequency
mechanic vibrations applied on dorsal spine, can
contribute on short term to the recovery of
intervertebral discus shape and height, with
positive effects in the treatment of pain generated
by discus degenerative disorders of dorsal spine.
Material and method. We studied 50 patients
with dorsal spine degenerative disorders, aged
between 18 and 29, 13 patients in groups A and B,
and aged between 30 and 60, 12 patients in groups
C and D. 5 days, patients followed Kinetic
treatment without vibrations, 5 days - kinetic
program with vibrations: frequency, amplitude =
vibration force and exposal time had been
established with the patient.

Results. After treatment, pain behavior was as
follows: Group A — pain decreases with 42%;
Group B —with vibration, pain decreases 41,3%.
Group C —and after treatment with vibration, pain
decreases with 41,1%. Group D = pain is the
same, and after treatment with vibration, pain
decreases with 37%;

Conclusions. Treatment with mechanic vibrations
is efficient, can be easily applied and without
riscs, in pain due to degenerative disorders in
early stages, but also in advanced ones, with
positive effects in pain fight.

Cuvinte cheie: functiile coloanei, reumatism
degenerativ, vibratii mecanice, tratament kinetic

Rezumat. Punerea in valoare a vibratiilor
mecanice pentru optimizarea functiilor discului
intervertebral in patologia afectiunilor
degenerative ale coloanei vertebrale este o idee
noud si a devenit tema de cercetare ampla pentru
diferitele zone mobile ale coloanei vertebrale.
Ipoteza. Vibratiile mecanice de joasa si medie
frecventd, aplicate coloanei vertebrale dorsal, pot
contribui 1n scurt timp la refacerea formei si
inaltimii discului intervertebral, cu efecte pozitive
in tratamentul durerii generate de afectiunile
reumatice degenerative de origine discogena ale
coloanei vertebrale dorsale.

Material si metodid. Am studiat un lot de 50 de
pacienti, cu afectiuni degenerative, (18 - 29 ani),
13 pacienti, grupele A si B (30-60 ani), 12
pacienti, grupele C si D. 5 zile s-a efectuat
kinetoterapie fara vibratii si 5 zile kietoterapie cu
vibratii. Forta vibratiilor si timpul de expunere au
fost stabilite in colaborare cu pacientul. Vibratiile
s-au aplicat pe portiunea dorsald a coloanei intre
C7siTI12.

Rezultate. Dupa tratament, comportamentul
durerii a fost urmatorul: grupa A = prin tratament
kinetic urmat de vibratii, scade 42%. Grupa B =
prin vibratii scade 41,3%. Grupa C = cu vibratii,
scade 41,1%. Grupa D = cu vibratii scade 37%.
Concluzii. Tratamentul cu vibratii mecanice este
eficient, poate fi aplicat cu usurinta si fara riscuri
coloanei vertebrale in durerile provocate de
afectiunile degenerative mai ales in formele
incipiente dar si-n formele avansate, cu efecte
pozitive In combaterea durerii.

! FGTS Oradea, Departamentul de Educatie Fizicd, Sport si Kinetoterapie
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Premize

- Comparativ cu tratamentul kinetic (fara vibratii) care indeplineste alte obiective
importante, tratamentul cu vibratii are o valoroasa contributie la refacerea formei discului
(fndltimea si volumul), relaxarea musculaturii paravertebrale, diminuarea compresiunii de pe
discuri, diminuarea durerilor, imbunatatind calitatea vietii acestor pacienti [3,4,6,7]

- Descarcarea coloanei vertebrale de propria greutate prin pozitia de decubit dorsal
diminueaza compresiun ea pe discul intervertebral; [5,6,7]

- Obtinerea relaxarii musculare pe musculatura paravertebrala prin vibrafii mecanice
favorizeaza refacerea functiilor (formei si indltimii discului) cu efect spectaculos de combatere a
durerilor dorsale [3,4,7]

-Asocierea vibratiilor, in conditiile mai sus amintite la tratamentul kinetic pentru a obtine
rezultate superioare simplului tratament Kinetic.

Ipoteze

e Vibratiile mecanice de joasa si medie frecventd, aplicate coloanei vertebrale dorsal, pot
contribui 1n scurt timp la refacerea formei si Inaltimii discului intervertebral, cu efecte pozitive in
tratamentul durerii generate de afectiunile reumatice degenerative de origine discogena ale
coloanei vertebrale dorsale.

¢ Prin asocierea la tratamentul kinetic al vibratiilor mecanice de joasa si medie frecventa
se pot obtine rezultate superioare in comparatie cu simplul tratament kinetic, vibratile
contribuind esential la imbunatatirea indicilor functionali, a calitatii vietii, la diminuarea
disconfortului si la reducerea timpului de tratament.

Material si metoda

Am selectat un lot de 50 de pacienti, grupele A,B,C,D,
loturi omogene in ceea ce priveste diagnosticul fiecarui
pacient, (dorsartroze, dorsalgii) fara boli asociate, cu vérsta
intre 18 s1 29 ani, cate 13 pacienti, grupele A si B si cu varsta
intre 30-60 ani, cate 12 pacienti, grupele C si D cu afectiuni
degenerative ale coloanei dorsale (dorsartroze, dorsalgii)
manifeste sau avansate.

In cele 10 zile de tratament, pacientii au facut aceleasi
proceduri de tratament. Tratamentul Kinetic l-am impartit in
doua jumatati din care primele 5 zile, tratament kinetic fara
vibratii si urmatoarele 5 zile tratament kinetic urmat de
vibratii. Experimentul s-a facut in cadrul Spitalului Clinic de
Recuperare din Baile Felix cu acordul conducerii acestui spital
si supervizat de medicul primar specialist BFT dr. Gheorghe
Moraru in perioada iunie 2009 - iunie 2010, cu aparatul de
conceptie proprie FELIX 1. (Vezi foto 1). Fig.1

Dispozitivul generator de vibratii,
de conceptie proprie

Aprecierea durerii

Se cunoaste ca durerea este un factor subiectiv, de aceea nici nu se poate aprecia in alt
mod decat luind in calcul acest aspect. [1,2,8] Am cerut pacientilor sa-si aprecieze durerea in
cele 10 zile de tratament la Tnceputul si la sfarsitul fiecarei sedinte de tratament kinetic, pe scala
ANALOG 1in care 10 este durerea cea mai mare pe care o simte pacientul si cu note mai mici
(sub 10) durerea restantd in urma tratamentului. Aprecierea durerii s-a facut separat in primele 5
zile de tratament (tratament kinetic fara vibratii) si urmatoarele 5 zile de tratament (tratament
kinetic urmat de vibratii).
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Parametrii vibratiilor

Frecventele, amplitudinea = forta vibratiilor si timpul de expunere utilizate pe timpul
experimentului au fost stabilite in colaborare cu pacientul, acesta fiind parte activa in cadrul
experimentului. Vibratiile s-au aplicat pe portiunea dorsald a coloanei intre C 7 si T 12. (vezi
foto 2):

- frecventele au fost intre 1 Hz - 16 Hz, pe unul, doua sau toate trei segmentele vibratorii,

- amplitudine intre 100 gr. fortd pana la 1 Kg. forta;

- timp de expunere la vibratii intre 4 i 12 minute .

Am utilizat pentru pacientii tratati, pozitia de decubit dorsal (culcat pe spate, vezi foto 2)
pozitie in care coloana si discurile vertebrale sunt descarcate de greutatea trunchiului.

Rezultate

Cifrele obtinute si
prezentate 1in tabel sunt
media masuratorilor facute la
fiecare pacient (13 sau 12
pacienti x 5 zile de
tratament), atat la internare
cat si la externare, inainte si
dupa tratamentul kinetic,
inainte si dupa tratamentul
cu vibratii.

In urma celor 10 zile
de tratament pe componenta
DURERE am obtinut
urmatoarele rezultate:

Fig 2. Modul de aplicare al vibratiilor pe coloand C7 — T12

Grupa A = 13 barbati (18-29 ani): tratament kinetic fara vibratii (primele 5 zile de
tratament) durerea ramane aceeasi iar prin tratament kinetic urmat de vibratii (urmatoarele 5 zile
de tratament) scade 42%j;

Grupa B = 13 femei (18-29 ani): tratament Kkinetic fara vibratii, (primele 5 zile de
tratament) durerea scade 6,15%, iar prin vibratii scade 41,3%.

Grupa C = 12 barbati (30-60 ani): tratament kinetic fara vibratii (primele 5 zile de
tratament) durerea ramane aceeasi, nu scade iar prin tratament kinetic urmat de vibratii
(urmatoarele 5 zile de tratament) scade 41,1%;

Grupa D = 12 femei (30-60 ani): tratament kinetic fara vibratii (primele 5 zile de
tratament) durerea ramane aceeasi, nu scade iar prin tratament kinetic urmat de vibratii
(urmatoarele 5 zile de tratament) scade 37%;

Din aceste date rezulta eficienta incontestabila a vibratiilor in combaterea dureriilor
provocate de dorsartroza.

In primul rand sciderea durerii este un efect direct al relaxarii musculare induse de
vibratii, obtinutd pe musculatura paravertebralad a coloanei iar in al doilea rand datorita efectului
de refacere a formei, inaltimii si functiilor discului intervertebral sub influenta acelorasi vibratii
despre care se cunoaste ca este ,,cauza cauzelor” suferintelor degenerative ale coloanei. Ori
descarcarea discurilor prin pozitia de decubit dorsal si aplicarea de vibratii controlate exact sub
coloana dorsald aduce simultan atat relaxarea musculara cat si efectele asupra discului.[9,10]
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Concluzii

1) Tratamentul cu vibrafii mecanice este eficient, poate fi aplicat cu usurin{a si fara
riscuri coloanei vertebrale in durerile provocate de afectiunile degenerative mai ales in formele
incipiente dar si-n formele avansate, cu efecte pozitive In combaterea durerii;

2) Acest tip de tratament poate fi aplicat fie separat ca procedura de sine statitoare, fie in
combinatie cu tratamentul kinetic, (de preferintd dupa acesta).

3) Are un mare potential terapeutic prin stoparea din evolutie a formelor avansate de
uzura discala si prin profilaxia secundara a altor boli reumatismale ale coloanei cum ar fi formele
de reumatism inflamatoriu mai ales in perioadele de acalmie si-n formele incipiente de stadiul |
sau II de evolutie.

4) Are o mare valoare profilactica, preantampinand instalarea unor suferinte cronice:
pierderea partiala a mobilitatii, dureri articulare sau disconfort.

5) Persoanele mai varstnice au rezultate notabile 1n utilizarea acestui tip de tratament dar
cu rezultate mai modeste decat la cele tinere, ceea ce dovedeste ca aportul sau este eficient
indiferent de varsta.
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ARE SELF SNAGS EFFECTIVE FOR CHRONIC NECK PAIN?

SUNT AUTO AANS-URILE EFICIENTE IN DUREREA CERVICALA
CRONICA?

Niyati Desai’, Khatri SM?, Keerthi Rao®

Key words: Sustained Natural Apophyseal
Glides; Neck Disability Index; Nonspecific neck
pain

Abtract

Objective The purpose of the study was to
investigate the effectiveness of self Sustained
Natural Apophyseal Glides (SNAGs) on pain,
active cervical Range of Motion and functional
disability in chronic nonspecific neck pain.

Design Randomized Controlled Trial.

Setting Department of Musculoskeletal
Physiotherapy, Pravara Rural Hospital (tertiary
hospital), Loni, Tal- Rahata, Dist-Ahmednagatr,
Maharashtra State, India- 413 736.

Participants One hundred and three participants
between 25-53 years of age with clinical diagnosis
of chronic nonspecific neck pain.

Interventions Self SNAGs, therapist administered
SNAGs and conventional physiotherapy for six
weeks.

Main outcome measures The outcome measures
used in the study were Numerical Pain Rating Scale
(NPRS), Active Cervical Range of Motion
(ACROM), and Neck Disability Index (NDI).
Results There was no significant difference in self
administered SNAGS and therapist administered
SNAGS in the treatment of chronic nonspecific
neck pain over the period of six weeks.
Conclusions Patients with chronic nonspecific
neck pain can be advised to perform Self Sustained
Natural Apophyseal Glides (SNAGs) instead of
therapist administered SNAGS.

Cuvinte cheie:  Alunecari  Apofiziale
Naturale Sustinute; Index de Dizabilitate a
Gatului; Durere Cervicala Nespecifica.

Rezumat

Obiective Scopul acestui studiu a fost
investigarea eficientei Alunecdrilor Apofiziale
Naturale auto Sustinute (AANS) asupra durerii, a
gamei de miscari cervicale active si a dizabilitatii
functionale in cazul durerii cervicale cronice
nespecifice.

Design Proba Controlatd Aleatorie.

Locatie Sectia de Kinetoterapie Musculo-
scheletald, Spitalul Rural Pravara (spital de
gradul trei), Loni, Tal- Rahata, Dist-Ahmednagar,
Statul Maharashtra, India- 413 736

Participanti O sutd trei participan{i cu varste
cuprinse intre 25-53 de ani, cu diagnostic clinic
de durere cervicala cronica nespecifica.
Interventii  Auto  AANS-uri,  AANS-uri
administrate de catre terapeut si kinetoterapie
conventionala timp de sase saptamani.
Principalele misuritori Principalele masuratori
utilizate in studiu au fost Scala Numericd a
Durerii (SND), Gama de Miscdri Cervicale
Active (GMCA) si Indexul de Dizabilitate a
Gatului (IDG).

Rezultate Nu au fost diferente semnificative intre
AANS auto administrate si cele administrate de
catre terapeut in tratamentul durerii cervicale
cronice nespecifice timp de sase saptimani.
Concluzii Pacientii cu durere cervicald cronica
nespecifici pot fi sfatuiti sd-si administreze
singuri AANS.
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Introduction

It has been stated that all the living species with spine curvatures will experience spinal
pain in their lifetime. Hence, neck pain is anticipated to be one of the common musculoskeletal
ailment after low back pain with a mean point prevalence of 7.6% (range 5.9-38.7%) and mean
lifetime prevalence of 48.5% (range 14.2-71.0%) [1]. It is estimated that about 10 — 50%
population with neck pain will develop chronic symptoms [2-4]. Jette et al reported that patients
with neck pain treated in outpatient physical therapy department, frame approximately 25% of
all patients [5]. The economic burden due to neck disorders is high, including treatment costs,
absence from the work place, and loss of productivity [6, 12].

Cervical disorders are almost as prevalent as low back pain and like low back pain, in
most of the cases it is difficult to determine the actual cause of neck pain hence will be regarded
as ‘non-specific neck pain’[13, 14]. If we see the present world economy, is at critical point. Data
released in 2009 by the Government of India the estimated population who lived below poverty
line was 37%. A study by the Oxford Poverty and Human Development Initiative found that
there were around 108.7 million below the poverty line in Maharashtra in 2007. So the treatment
cost may create an extra financial burden in absence of well established health insurance. Hence,
there is need for a cost effective approach that can minimize financial burden of patients with
chronic nonspecific neck pain. Various orthopedic manual therapy approaches including
Mulligan’s approach have been considered for the management of chronic nonspecific neck pain.

Mulligan’s mobilization with movement viz. SNAGS (sustained natural apophyseal
glides) for neck pain can be performed by therapist or patient can perform this on his/her neck.
At present, there is limited literature available about the effectiveness of self SNAGS on chronic
nonspecific neck pain and hence the present study was carried out to uncover this clinical
paradigm.

Methods
Subjects

A total of one hundred and forty five volunteers from the Orthopaedic Department,
Pravara Rural Hospital (Tertiary Hospital), Loni, Tal- Rahata, Dist-Ahmednagar, Maharashtra
State, India- 413 736 from Jan 2011 to Nov 2011 were screened for the study and one hundred
and twelve volunteers with chronic neck pain between 25 to 53 years of age were included in the
study. Prior to the participation, a written informed consent was taken from all the participants.
A total of nine participants dropped out of the study since they had time constrain.

Participants were included if there was a diagnosis of chronic (>3months) neck pain and
those who had responded to application of SNAGs. Participants were excluded if they had any of
the following: 1)Pregnancy 2)Trauma or tumor around the neck 3)Rheumatoid arthritis
4)Ankylosing spondylosis 5)Vertibro basilar insufficiency syndrome 6)Motor and sensory
disturbances 7)Patients with radicular symptoms and 8)Multiple symptoms of Myelopathy.
Outcome measures

The main outcome measures used in this study were Numerical Pain Rating Scale
(NPRS) [15, 16] to measure the intensity of pain, Active Cervical Range of Motion (ACROM)
[17, 18] as a mobility assessment tool, and Neck Disability Index (NDI) [17, 19-22] to check
functional disability due to chronic nonspecific neck pain. All of these outcome measures used
had considerably good reliability and validity.
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Screening for
eligibility (n= 145)

(Excluded: not meeting
| inclusion criteria or

'Lunsuitable (n = 33)

A 4

Informed consent
form

Randomization

(n=112)
Self SNAG SNAG group Control group
group (n=39)

(n = 35)

NPRS, ACROM and NDI scale score on day
1, pre and post (except NDI) intervention

NPRS, ACROM and NDI scale score on post
3 and 6™ week of intervention.

Flow Diagram showing the procedure of participant allocation

Procedure

The study received approval from Ethical Committee of
Pravara Institute of Medical Sciences, Loni. After the screening and
as the written informed consent were obtained from all the
participants, they were allocated in three groups by lottery method:
Self SNAGs group (n= 38), SNAGs group (n= 39), and Control
group (n= 35).

On the first day of treatment, participants in self SNAGs were
taught how to perform self SNAGs with mulligan mobilization belt
as per the guidelines mention by Mulligan [23]. In the following
sessions the participants were performing self SNAGs under the
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therapist’s supervision to minimize the error and for the better results. Three sets of six to ten
repetitions were instructed to perform in each session.

Conventional treatment given to all three groups was Interferential Therapy [24] followed
by stretching of cervical and upper quadrant muscles which include scalenes, upper trapezius,
levator scapulae, pectoralis minor and major and strengthening of cervical muscles [25].

Participants in SNAGs group were treated with institutional therapist administered
SNAGs as per the guidelines mentioned in Mulligan Concepts [23]. Three sets of six to ten
repetitions were given by the principal investigator. In addition to that conventional
physiotherapy was given to the participants.

Participants in Control group were treated with only conventional physiotherapy same as
self SNAGs and SNAGs group.

Results

Statistic analysis was carried out using the GraphPad InStat trial version. Confidence
interval was set at 95%. Age, BMI, severity of neck pain, active cervical range of motion, and
NDI at baseline for all three groups were analyzed with ANOVA.

A general linear model with a repeated measures factor of time (pre intervention and post
intervention) and a between subjects (Self SNAGs, SNAGs and Control group) was used to
determine the difference among the three groups in the intensity of pain, active ROM and related
functional disability.

Baseline characteristics across three groups were similar and are summarized in table 1.
No significant differences were detected between the three groups in terms of age, BMI, NPRS,
ACROM, and NDI (p>0.05).

Tablel: Demographic and Clinical Data of the participants in Self SNAGs,
SNAGs and Control group.

Self SNAGs Group | SNAGs group | Control Group
Age 33.6+7.36 37.234£9.1 37.2349.29
BMI 24.64+2.20 25.124+3.35 25.03+3.01
Male : Female 15:18 11:19 17:18
NDI score 37.09+£7.53 36.37+£8.10 36.4+7.05
NRS score 7.43+1.83 7.4+1.85 6.934+2.11
* Data are mean=SD (95% confidence intervals)

Hundred and twelve individuals with chronic neck pain had participated in the study and out
of them nine participants did not complete the study. Two from the Self SNAGs group, four
from the SNAGs group and three from the control group could not come to the follow up for the
final evaluation because of the time constrain. No adverse effect was noted during the study
period.

Significant differences in NPRS score (Graph 1) and active cervical range of motion was
noted immediately after the first treatment and after three weeks of treatment. However, no
significant difference was observed after six weeks of treatment (Table 2).

Neck disability index score was significant after three weeks of treatment but after six
weeks of treatment no significant difference was observed in NDI (Graph 2). Thus, the result
suggests uniform clinical benefits over the period of six weeks.
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Table 2: Improvement in active cervical range of motion in Self SNAGs, SNAGs and
Control group

ACRO Self SNAGs Group SANGs Group Control Group
M
Mean = SD Mean + SD Mean + SD
Immediate | 3™ week 6" week | Immediat 3M 6" Immediate 31 6"
e week week week week
Flexion 4.96+1.75 | 12.46+4.38 17.36+ 7.26+2.9 15.3+ 20.7+ 1.8+ 1.54 4.16+ 7.43+
5.67 4.60 4.19 1.36 2.28
Extensi | 2.93+£1.43 8.6+ 2.90 13.37+ 6.2+2.49 13.93 183+ 2.33+1.76 | 5.96+2. | 8.83+
on 3.76 +4.54 5.59 834 2.76
Rtside | 3.00+ 1.87 7.6+ 2.66 10.56+3.57 4.13+ 8.97+3 | 12.03+ | 2.83+1.23 6.03+ 8.8+
flexion 2.40 41 5.47 2.10 2.20
Lt side | 2.86+1.63 | 7.83+2.85 10.46+ 4.57+2.41 8.6+ 11.8+ 2.46£1.43 | 5.93£1. | 8.96+2
flexion 4.49 3.80 4.94 78 .52
Rt 4.46+2.36 8.73+2.75 10.96+3.7 6.1+4.35 | 9.67+4 | 13.73+6 | 2.43+1.13 | 6.2+2.4 | 10.843
rotation .07 .25 9 .32
Lt 3.73+1.72 8.7+£2.76 13.73+4.05 | 4.53£1.59 | 9.33+£3 | 16.86x4 | 2.76+x1.43 | 6.46£2. | 11.7£2
rotation 22 .64 73 43
Graph 1 showing Improvement of NPRS Graph 2 showing Improvement of NDI
score for all three groups on s _score for all three groups on post 3rd and
101 immediate, post 3rd and post 6th week of post 6th week of intervention.
intervention. 192
o 6,9 %o - ’
S 6,03 v
05 S
& A 423 o 6,4
2 —o—Self ©5 1 ,78 Self
SNA 2,8 SNA
Gs Gs
O T T 1 O T 1
Immediate 3rd week 6th week 3rd week 6th week
Discussion

This study shows that therapist administered SNAGs and self SNAGs are equally
effective over the period of six weeks in the treatment of chronic nonspecific neck pain although
therapist administered SNAGs were found to be significantly better immediately after the fist
treatment and after three weeks of treatment.

Better results with therapist administered SNAGs could be due to accuracy of the
technique and hands on therapeutic touch effect as compared to the self SNAGS or conventional
physiotherapy wherein these two factors were lacking. This is in accordance with Tobby Hall et
al who reported similarly the effectiveness of C1-C2 self SNAGs in cervicogenic headache [26].
However, in present study self SNAGs were compared with therapist administered SNAGs and
conventional physiotherapy unlike its comparision with placebo done by Tobby et al and SNAGs
were applied at lower cervical spine region mainly at C5-6 apophyseal joints and the outcome
measures included NPRS, NDI and ACROM instead of headache index score.

Finally, the current study has various limitations which include small sample size,
relatively short term intervention, limited follow up and the study had focused only on patients
with chronic neck pain, and hence the findings are applicable to patients within this category
only. Therefore, future studies with larger sample size, long term intervention period, and regular
follow up is suggested. In addition to this, Effect of Self SNAGs on acute/subacute nonspecific
neck pain may also be studied.

13



VOL. 18/ NR 29/ 2012 REVISTA ROMANA DE KINETOTERAPIE

Conclusions Patients with chronic nonspecific neck pain can be advised to perform Self
Sustained Natural Apophyseal Glides (SNAGS) instead of therapist administered SNAGS.
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DEZVOLTAREA COMPONENTEI SENZORIALE A ECHILIBRULUI LA
COPILUL CU AUTISM

DEVELOPMENT OF SENZORY COMPONENT OF BALANCE
IN AUTISTIC CHILDREN
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Abstract

In autism, any informational blockage from
one of the input sources necessary for balance, but
also any disturbance of the centers who are not able
to recognize, select or combine the information
show the existence of balance disorders.
Scope. This paperwork aims to emphasize that
training of sensory component in autistic children
leads to balance improvement.
Hypothesis. Autistic children who follow sensory
stimulation before balance rehabilitation program
will improve their proactive balance.
Material and methods. Study was made on 6
pupils aged between 11-14 years old, 1Q 30-65. For
assessment were used: ROMBERG test, ONE LEG
STANCE, NUDGE test. were made 3 sessions/
week were followed consisting of gait exercises,
balance board exercises, with sole sensory
stimulation. For inferential statistics SPSS program
was used.
Results. There are no significant differences
between baseline and final assessment [Z= - 1,890;
p=> 0,05]. There are significant differences between
baseline and final assessment for quadruped Nudge
test, [Z= - 2,33; p< 0,05] and on both knees Nudge
test [Z= - 2,07, p< 0,05], but no significant
differences of orthostatic Nudge test [Z= - 1,890;
p> 0,05]. For task oriented proactive balance, there
are significant differences between baseline and
final assessment [Z= - 2,233; p< 0,05].
Conclusions. Autistic children who follow a
sensory stimulation program before physical
therapy program show an improvement in both
reactive and proactive balance.

Cuvinte cheie: autism, stimulare senzoriala,
echilibru reactiv, proactiv.

Rezumat

In autism, orice blocare informationald de
la una din sursele de input necesare echilibrului, dar
si orice perturbare la nivelul centrilor care nu sunt
capabili sa recunoasca, sa selecteze sau sd combine
informatiile arata existenta tulburarilor de echilibru.
Scop. Lucrarea de fatd isi propune sa demonstreze
ca antrenarea componentei senzoriale la copilul cu
autism, va duce la Tmbunatatirea echilibrului.
Ipoteza. Copiii cu autism care beneficiazd de
stimulare  senzorialda  1nainte de aplicarea
programului de reeducare a echilibrului isi vor
imbundtati echilibrul activ. Material si metode.
Studiul s-a realizat pe 6 elevi cu varste cuprinse
intre 11-14 ani, IQ intre 30-65. Pentru evaluare s-au
folosit: testul ROMBERG, UNIPODAL, NUDGE.
S-au realizat 3 sedinte pe sdptdmana, cuprinzand
exercitii de mers, placa de echilibru, cu stimulare
senzoriala anterioara in talpa. Analiza si prelucrarea
rezultatelor s-a realizat cu ajutorul programului
SPSS. Rezultate. Nu exista diferente semnificative
intre valorile initiale si finale [Z= - 1,890; p> 0,05]
ale echilibrului  proactiv. Existda diferente
semnificative intre valorile initiale si finale la testul
Nudge din patrupedie , [Z= - 2,33; p< 0,05] si la
testul Nudge din pozitia stand pe genunchi, [Z= -
2,07; p< 0,05], dar nu sunt diferente semnificative
din ortostatism [Z= - 1,890; p> 0,05]. Exista
diferente semnificative intre evaluarea initiala si cea
de la sfarsitul sedintelor de reeducare a echilibrului
[Z= - 2,233; p< 0,05]. Concluzii. Copiii cu autism
care urmeazd un program de stimulare senzoriald
inainte de programul kinetic, prezintd o
imbunatatire a echilibrului reactiv si proactiv.

! Centrul Scolar pentru Educatie Incluziva ,,Orizont” Oradea,

e-mail: ticarat28anca@yahoo.com

22EGS Oradea, Departamentul de Educatie Fizica, Sport si Kinetoterapie
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Introducere

Autismul e un sindrom definit ca o tulburare invaziva a dezvoltarii si manifestarile ei.

Aceste simptome afecteaza ritmul de dezvoltare intelectuala, modularea perceptiilor,
limbajul, capacitatea de interrelatii umane si motricitatea. O alterare a formarii sinapselor in
cursul dezvoltarii sistemului nervos (arhitectura sinapselor glutaminergice) antreneazd o
selectionare anormala a retelelor neurale pe un teren de susceptibilitate genetica (cauza acestei
boli).

Consecintele asupra dezvoltarii copilului duc la leziuni precoce ale trunchiului cerebral,
tulburari in functionarea cerebelului si disfunctionalitati la nivelul cortexului fronto-temporal.

Incapacitatea de integrare senzoriald este tradusa prin incapacitatea sistemului nervos de
a decodifica informatia senzoriald si prin urmare incapacitate de a genera comenzi corecte. Se
stie ca echilibrul are 4 componente: cognitiva, vestibulara, senzoriala si motorie.

Echilibrul corpului nu este decat un caz particular al procesului mare integrativ care este
coordonarea. Echilibrul s-ar defini ca: ,,procesul complex ce intereseaza receptia si organizarea
inputului senzorial ca si programul si executia miscarilor, elemente ce asigura postura dreapta,
adica mentinerea permanentd a centrului de gravitatie in cadrul bazei de sustinere.” Echilibrul ar
fi mentinerea liniei gravitationale a corpului inauntrul poligonului de sprijin.

Stabilitatea ar fi proprietatea unui corp de a-si recastiga echilibrul fara sa cada, atunci
cand acesta este perturbat. Mentinerea echilibrului depinde de 2 factori: individ si mediul in care
e plasat la un moment dat. Capacitatea individului de a-si mentine echilibrul se datorcaza
receptorilor senzitivi periferici care aduc informatii permanente asupra mediului, a pozitiei
corpului fata de acesta si a segmentelor corpului fata de corpul intreg.” [4]

Controlul postural este asigurat de inputurile periferice venite de la receptorii somato-
senzitivi, vizuali si vestibulari. Aceste inputuri sunt integrate in structurile centrale senzitive care
trebuie sa compare informatiile venite de la receptori, sa recunoasca inadvertentele si sa
selecteze inputurile corecte, adicd sd combine toate informatiile de la receptori si sa creeze
raspunsul care sa realizeze echilibrul.

O serie de procese superioare corticale (atentia, gandirea, memoria) participa la abilitatea
balansului influentand direct planul motor elaborat si realizand anticipatia controlului postural.

Orice conflict informational intre mediu si individ, orice blocare informationala de la una
din sursele de input necesare echilibrului, dar si orice perturbare la nivelul centrilor care nu sunt
capabili sd recunoasca, sd selecteze sau sa combine informatiile arata existenta tulburarilor de
echilibru. [5]

Mersul reprezintd activitatea comuna care pune permanent la incercare normalitatea
tuturor sistemelor de echilibrare.

Diferitele senzorialitati si intermodalitatea lor sunt implicate in autism. Receptorii
senzoriali si retelele de prelucrare a informatiilor senzoriale pot avea o functionare parazitata in
ceea ce priveste decodarea informatiilor si prelucrarea acestora. Toate simturile (vaz, auz, tactil.,
proprioceptie, echilibrul, simtul olfactiv si gustativ) pot fi alterate de aceste perturbari. [1,2]

Premiza de la care porneste acest studiu este aceea ca antrenarea componentei senzoriale va
duce implicit la imbunatatirea echilibrului la copiii cu autism.

Ipoteza
Copiii cu autism care beneficiaza de stimulare senzoriald Tnainte de aplicarea
programului de reeducare a echilibrului, 1si vor imbunatati echilibrul dinamic.

Material si metode

Studiul s-a desfasurat la Centrul scolar pentru Educatie Incluziva ,,Orizont” Oradea, pe o
perioada de 3 luni, avand ca subiecti 6 elevi din ciclu primar scolar cu varste cuprinse intre 11-14
ani, 2 fete si 4 baieti. Diagnosticul elevilor este de retard psihic grav cu autism, avand un IQ intre
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30-65. 2 elevi sunt hipoacuzici. 3 elevi provin din mediul familial, 2 din plasament si unul are
asistent maternal.

Frecventa sedintelor de kinetoterapie a fost de 3 ori/saptamana, durata unei sedinte fiind
de 45 de minute. Trebuie mentionat ca 2 elevi din grupul de studiu urmeaza programe de
kinetoterapie de la gradinita (cate o sedinta / saptamana) si dupa-amiaza frecventeaza un centru
de recuperare (de 3 ori / saptamana).

Ca metode de evaluare senzoriala s-au folosit:

-evaluarea echilibrului static — testul Romberg clasic, testul unipodal [3]
-evaluarea echilibrului reactiv — testul ,,Nudge” (,,branciului”) [3]
-evaluarea echilibrului proactiv — mers pe bancuta, urcat pe spalier, mers peste obstacole.

Metode de reeducare a echilibrului:

-stimularea senzoriald (15 min.) s-a facut prin: masaj manual al tilpii, vibromasaj, mers pe
diferite obiecte de stimulare senzoriala (boabe, ,,pietre”, saltea de apa);

3

Fig. 1,2 Stimulare senzoriala in talpa prin vibratii si pasire pe boabe de fasole
Fig. 3,4 Dezvoltarea echilibrului proactiv concomotent cu stimulare senzoriala prin pasire
pe suprafete cu diferite texturi

-dezvoltarea echilibrului (30 min.) s-a facut:

a. pentru echilibrul static - exercitii din stand pe genunchi si stand cu ochii inchisi contra
cronometru, exercitii de stand intr-un picior;

b. pentru echilibrul reactiv — exercitii de imbréancire din patrupedie, stand pe genunchi si stand
(fata-spate, stanga-dreapta);
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c. pentru echilibrul proactiv —balansari pe placa de echilibru, exercitii de mers pe o linie
dreapta, pe bancuta de gimnastica, peste obstacole de diferite inaltimi (mers cu fata, cu spatele,
in lateral), traseu din calupuri de burete (care constd in mers in echilibru, intoarcere, urcare-
coborare, mers pe suprafete plane si rotunde, pe plan inclinat), urcat-coborat pe spalier, sarituri
pe trambulina elastica.

Elevii au fost testati inainte de aplicarea programului de stimulare senzoriald combinat cu
exercitii pentru dezvoltarea echilibrului si la finalul acestuia.

Rezultate
Pe baza evaluarilor facute initial si final se pot evidentia urmatoarele comparatii:

Tabel nr. 1 Echilibrul static, componenta senzoriald
— Testul Romberg clasic (stdnd pe burete cu ochii inchigi)

NR. NUME TESTARE INITIALA TESTARE FINALA
CRT. | PRENUME
1. C. A Nu sta cu ochii inchisi Sta cu ochii inchisi 10 sec.
2 M. R Sté cu ochii inchisi 10 sec. Sté cu ochii inchisi 30 sec.
3 HM Nu sté cu ochii Inchisi Nu std cu ochii Inchisi
4 B. 1 Sté cu ochii inchisi 20 sec. Sta cu ochii inchisi peste 30 sec.
5 T.P Nu sté cu ochii Inchisi Nu std cu ochii Inchisi
6 B. A Sta cu ochii inchisi 7 sec. Sté cu ochii inchisi 20 sec.

Tabel nr. 2 Echilibrul static — Testul Unipodal

NR. NUME TESTARE INITIALA TESTARE FINALA
CRT. | PRENUME
1. C. A Sta intr-un picior cu ajutor - 9 sec. Sta intr-un picior fara ajutor — 10 sec.
2. M.R. Sta intr-un picior cu ajutor — 10 sec. Sta intr-un picior (drept) fara ajutor — 10
sec.

3. H.M. Nu sté intr-un picior Nu std intr-un picior
4, B.I. Sta Intr-un picior cu ajutor — 30 sec. Sta intr-un picior fara ajutor — 20 sec.
5. T.P. Nu sté intr-un picior Nu std intr-un picior
6. B.A. Nu std intr-un picior Sta intr-un picior cu ajutor — 10 sec.

Tabel nr. 3 Echilibrul reactiv — Testul NUDGE (brinciului)

NR. NUME PATRUPEDIE STAND PE GENUNCHI STAND
CRT. | PRENUME
INITIAL FINAL INITIAL FINAL INITIAL FINAL
1. C.A usor stabil mediu stabil usor instabil stabil
instabil instabil
2. M.R. stabil Stabil usor instabil stabil usor instabil stabil
3. H.M. mediu mediu mediu mediu mediu mediu
instabil instabil instabil instabil instabil instabil
4, B.I. stabil stabil stabil stabil usor instabil stabil
5. T.P. instabil instabil instabil instabil mediu mediu
instabil instabil
6. B.A. usor stabil usor instabil stabil usor instabil stabil
instabil

Stabil = 1si mentine echilibrul, usor instabil = se inclina intr-0 parte, mediu instabil = face un pas,
instabil = cade.
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Tabel nr.4 Echilibrul proactiv

NR. ACTIVITATI C.A. M.R. H.M. B.1. S.P. B.A.

CRT. . F. . F. . F. l. F. l. F. l. F.

1. Balansari pe placa | CA | FA | CA | FA | CA | CA |CA | FA | CA | CA | CA | FA
de echilibru

2. Mers pe o linie| FA | FA | CA| FA | CA| CA | FA | FA |CA | CA | FA | FA
dreapta trasata

3. Mers pe bancade | CA | FA | CA| FA | CA| CA |CA | FA |CA | CA | CA | FA
gimnastica

4, Mers peste | FA | FA | CA| FA | CA| CA |CA| FA |CA | CA | CA | FA
obstacole

5. Traseu FA | FA | CA| CA|CA| CA|CA| FA |CA| CA | CA | CA

6. Urcat-coborat FA | FA | CA| FA |CA| CA|CA| FA |CA| CA | CA | CA
spalier

7. Sarituri pe| CA| FA|CA| CA | CA| FA|CA| FA|CA| CA | CA | CA
trambulina
elastica

C.A. = migcarea se executa cu ajutor;
F.A.= miscarea se executa fara ajutor.

Testul Wilcoxon demonstreaza ca exista o diferentd semnificativa intre valorile initiale si
finale ale echilibrului static, la testului Romberg, [Z= - 2,03; p< 0,05]. In ceea ce priveste
echilibrul proactiv in sprijin unipodal, nu existd diferente semnificative intre valorile initiale si
finale [Z= - 1,890; p> 0,05].

Existd diferente semnificative intre valorile inifiale i finale la testul Nudge din
patrupedie , [Z= - 2,33; p< 0,05] si la testul Nudge din pozitia stand pe genunchi , [Z= - 2,07; p<
0,05], dar nu exista diferente semnificative ale acestui test efectuat din ortostatism [Z= - 1,890;
p=>0,05].

In ceea ce priveste echilibrul proactiv, existi diferente semnificative intre evaluarea
initiala si cea de la sfarsitul sedintelor de reeducare a echilibrului [Z= - 2,233; p< 0,05].

Comentarii

La testul Romberg clasic, penru evaluarea echilibrului static, initial 3 elevi au stat cu
ochii inchisi intre 7 si 20 de sec. si 3 elevi nu au reusit sa stea cu ochii inchisi. Lla testarea finala
4 elevi au reusit sa stea cu ochii inchisi intre 10 si 30 de sec. (si chiar peste), in timp ce 2 elevi nu
au reusit sa stea cu ochii inchisi.

La testul unipodal initial 3 elevi au reusit sa stea intr-un picior cu ajutor si 3 nu, iar in
final 3 elevi stau intr-un picior singuri, 2 nU au reusit sa stea intr-un picior nici cu ajutor si unul
std cu ajutor. Din analiza statistica rezulta ca nu existd diferente semnificative intre evaluarea
initiala si cea finald. Acest lucru se poate datora atat numarului mic de copii care au luat parte la
studiu, cat si faptului ca sedintele de reeducare a mersului nu s-a axat pe antrenarea echilibrului
an sprijin unipodal. Acest tip de echilibru a fost doar testat, pentru a vedea daca stimularea
senzoriald poate influenta pozitiv reeducarea echilbrului proactiv unipodal.

La testul Nudge din patrupedie, stind pe genunchi si ortostatism, din compararea testarii
initiale cu cea finald, se observa ca 4 elevi au evoluat in toate cele trei pozitii si 2 elevi nu.
Echilibrul reactiv din ortostatism nu a prezentat diferente semnificative intre evaluarile initiala si
finala, datorita micsorarii bazei de sustinere, cu toate ca s-a observat totusi o imbunatatire si in
acest sens.

La exercitiul de balansare pe placa de echilibru se observa ca daca initial toti elevii au
avut nevoie de ajutor, in final 4 elevi au reusit sa execute exercitiul fara ajutor, iar 2 elevi doar cu
ajutor. Acest exercitiu s-a executat din stind departat pe placa de echilibru (balansari stanga-
dreapta) si din stand cu un picior inainte balansari fata-spate.
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]

Fig. 5,6 Balansari pe placa de echilibru

Mers pe o linie dreapta trasatd — 3 elevi au reusit sa execute mersul in linie dreapta cu
alternarea picioarelor, fara ajutor, inca de la testarea initiala; 2 elevi au mers 1n linie dreapta cu
ajutor si fara alternarea picioarelor, atat initial cat si final, iar un elev initial a executat mers in
linie dreapta cu ajutor, iar la final a reusit mersul in linie dreapta fara ajutor si cu alternarea
picioarelor.

Mersul pe banca de gimnastica s-a executat inainte-inapoi si-n lateral, 4 elevi au avut
nevoie de ajutor initial ca pana la final sa reuseasca sa execute exercitiul fara ajutor; 2 elevi nu
au reusit sa execute exercitiul decat cu ajutor, atat initial cat si final.

Mers peste obstacole — inainte-inapoi si lateral, obstacolele aflate la diferite inaltimi, 3
elevi au executat inigial cu ajutor exercitiul si la final au reusit sa-1 execute fara ajutor, 2 elevi nu
au reusit sa execute exercitiul decat cu ajutor atat initial cat si final, iar un elev a executat
exercitiul fara ajutor.

Traseu - initial 5 elevi au avut nevoie de ajutor, unul executand traseul fard ajutor, in
testarea finala 2 elevi au parcurs traseul fara ajutor, iar 4 elevi doar cu ajutor din partea
kinetoterapeutului.

7

Fig.7,8 Parcurgere traseu pentru dezvoltarea echilibrului

Urcarea-coborarea pe spalier — initial 5 elevi au avut nevoie de ajutor in executie, unul
reusind sa urce si sa coboare pe spalier fara ajutor, iar la final 3 elevi au reusit sa urce-coboare
spalierul fara ajutor, iar 3 elevi numai cu ajutor.

Sarituri pe trambulina elastica — initial toti elevi au avut nevoie de ajutor, iar in final doar
3 elevi au reusit sa execute sarituri pe trambulind fara ajutor.
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Concluzii

In concluzie, putem spune ca stimularea senzoriala efectuata inaintea programului kinetic
de reeducare a echilibrului, a dus la imbunatatirea semnificatica a echilibrului dinamic.

Nivelul de dezvoltare este mai avansat la copiii care au urmat sedinte de recuperare si
inafara programului de la scoala.

Alti 2 elevi au obtinut rezultate mai putin satisfacatoare atat datorita 1Q-ului scazut, dar si
datorita faptului ca nu beneficiaza de kinetoterapie, iar ceilalti 2 elevi, desi nu beneficiaza nici el
de Kinetoterapie au reusit sa obtind rezultate bune in urma studiului datorita faptului ca au un IQ
mai ridicat.
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EXERCITIUL FIZIC SI ANTIAGING

PHYSICAL EXERCISE AND ANTIAGING

Alexandru Baciu®

Key words: physical exercise, antiaging,
elderly

Abtract

In our society, it is more emphasiyed the necessity
of an active life, but also it’s absence from
modern  people’s  lives. Jobs  requests,
mechanization and automatization, the ease of
comunication and travels, leads to the decreases of
physical effort made by people for their jobs or
other kind of relationsheep.

Purpose. This paperwork aims to present the
benefits of physical exercise in the prevention of
ageing process.

Means and methods. This study was made on 5
subjects, who followed annalitic exercises,
exercises with 0,5 and 2 kg weights, 10 / 15
minutes exhilaration exercises in the morning, 1
hour walking at their own peace, at least 3 times
per week. For assessment was used DAM and 6
minutes walk test.

Results. DAM decreases from 55% to 48% and
walking distance increases from 350 to 500 m.
Conclussions. Physical exercise has to be a part
of elderly people’s rehabilitation and prophypaxy,
together with medication for heart protection and
the correction of risk factors for cardiovascular
diseases.

Cuvinte cheie: exercitiu fizic, antiaging,
varsta a treia

Rezumat

Introducere. In socictatea de astizi, este
conturatd ca tendintd tot mai evident necesitatea
de miscare, dar si absenta ei din programul
obignuit al omului modern. Cerintele ocupatiilor
prezente, mecanizarea $i automatizarea, usurinta
comunicarii si a deplasarilor dintr-un loc in altul,
au condus spre diminuarea efortului fizic depus
atat in ceea ce privesc atributiile de serviciu cat si
cele de relationare cu ceilalti.

Scop. Lucrarea aleasa va prezenta beneficiile
exercitiului fizic in prevenirea evolutiei procesului
de Tmbatranire.

Mijloace si metode. Studiul s-a realizat pe 5
pacienti care au urmat un program de exercitii
analitice libere, exercitii cu gantere de la 0,5 la 2
kg. Pacientilor fara probleme deosebite le-a fost
recomandatd zilnic gimnastica de Inviorare timp
de 10-15 minute dimineata, o ora de plimbare in
aer liber in pas vioi si cel putin de trei ori pe
saptimana recuperare medicala.

Ca mijloace de evaluare s-au folosit: DAM si 6
min. mers.

Rezultate. DAM a scazut in medie de la 55% la
48%, iar distanta de mers a crescut in medie de la
350 la 500 m.

Concluzii. Exercitiul fizic este parte integranta a
recuperarii  varstnicului, alaturi de medicatia
cardioprotectoare si de corectia factorilor de risc
cardiovasculari.

Introducere

In cadrul tratamentului complex din unititile medicale/statiunile balneare se incadreaza
cu valoare deosebitd, terapia prin miscare. Liihr precizeaza metodologia de dozare a exercitiului
fizic la varstnici cu antecedente cardio-vasculare sau respiratorii. Persoanele de varsta a 3-a
printr-un antrenament corespunzator au posibilitatea sa-si creasca capacitatea de efort, rezistenta
organismului in general. Formele de antrenament §i miscare sunt cele mai adecvate pentru
varstnici sunt: mersul, alergarea, ciclismul, inotul si gimnastica propriuzisa. [1,3,4] Mersul se
dozeaza prin 3 parametri: distanta, viteza, dificultatile terenului. Este preferabil si se aleaga
aleile umbrite, parcurile si padurile. Strazile asfaltate solicita aparatul respirator prin poluarea in

! kinetoterapeut Arcadia Hospital
E-mail: alexxbaciu@yahoo.com
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raport cu gradul de concentratie, distrage de la ritm si sunt mai solicitante pentru aparatul
locomotor.

Mersul cu bicicleta sau inotul face parte din miscarile cele mai pretetioase. Pentru
persoanele obisnuite cu acestea, este bine sd existe o continuitate, cu exceptia perioadelor de
intemperii; pentru inot, acesta sa se efectueze in piscine cu apa la temperatura de 26-34°.

Gimnastica este utila si de preferat cu un ritm adecvat initial, cu cresterea solicitarilor in
mod progresiv. Aceasta se adreseaza tuturor articulatiilor iar prin gradul de solicitare aparatului
cardio-vascular si respirator. Pentru varstnic foarte utila este si gimnastica tintitd adresata unui
aparat sau sistem in suferinta. Se recomanda din ce in ce mai mult, pentru rezultatele favorabile
bicicleta ergometrica ce permite o buna dozare a efortului in conditii speciale si se poate face in
orice sezon.

Intensitatea antrenamentului pentru omul 1n varsta trebuie sa fie in asa fel ales si dozat
incat sa antreneze in miscare cel putin 1/7, 1/6 din musculatura scheletului, efortul sa fie de cel
putin 3 minute in continuare si sa atinga cel putin 50-60% din maximul posibil. [2,3,5]

Efectul exercitiului fizic la varstnic

Deteriorarea functionala la varstnic este datorata daca nu total cel putin partial starii de
inactivitate. Intre 45-55 de ani se pierde aproximativ 1% din capacitatea maxima musculara, intre
55-65 de ani 2% iar peste 65 de ani 3%. Exista date tot mai clare prin care se demonstreaza ca
exercitiul fizic, antrenamentul fizic este benefic pentru sanatatea persoanelor varstnice. Scaderea
riscului bolilor cardiovasculare legate de varsta la persoanele cu activitate fizica, sugereaza ca
pacientul varstnic trebuie sa-si mentina un stil de viata activ. Exercitiul aerobic sistematic,
activitate si exercitiu terapeutic de intensitate si durata variabila, este suficient pentru a ameliora:
eficienta consumului de O2 in timpul lucrului si functia sistemului cardiac si respirator. [2]

Ipoteza cercetarii

Lucrarea de fata isi propune sia dovedeasca urmatoarele ipoteze: importanta exercitiul
fizic la varsta a treia, in ce masurd kinetoterapia raspunde acestei sarcini dificile, daca
ritmicitatea sedintelor ajuta la evolutia relativ rapida in sanatatea varstnicului.

Material si metode

Studiul cazurilor a fost efectuat in Laboratorul de Recuperare, Medicina fizica si
Balneologie al Spitalului de Recuperare “Sfantul Gheorghe” Botosani, unde s-au efectuat
investigatiile pacientilor si programul de recuperare al acestora.

La toti pacientii s-a tinut cont de urmatoarele principii, respectiv reguli in aplicarea

kinetoterapiei la varsta a treia:

- sedintele de gimnastica s-au desfasurat in sala de kinetoterapie care era foarte bine
aerisita, cu o temperatura constanta de 18-20 grade, Tnaintea mesei sau cu 2 ore dupa;

- intensitatea antrenamentului a fost stabilitd prin monitorizarea frecventei respiratorii,
frecventei cardiace (FC 70-75% din FCmax) si TA;

- miscarile au fost executate cu amplitudine maxima corespunzatoare posibilitatilor
individuale, fara a suprasolicita articulatiile, iar exercitiile care determina aparitia
durerilor, in special la nivelul coloanei vertebrale au fost eliminate;

- respiratia a fost corelatd cu miscarea, iar dupa fiecare serie de executie s-a impus
relaxarea organismului.

Programul de kinetoterapie cuprinde, la inceput, exercitii analitice libere ale tuturor
segmentelor, cu scopul de a dezvolta in primul rand mobilitatea articulara. Se introduc treptat
exercifii pentru dezvoltarea fortei tuturor grupelor musculare ale membrelor si trunchiului,
folosindu-se gantere a caror greutate creste progresiv de la 0,5 la 2 kg. Pacientilor fara probleme
deosebite le-a fost recomandata zilnic gimnastica de inviorare timp de 10-15 minute dimineata, o
ora de plimbare in aer liber in pas vioi si cel putin de trei ori pe saptamana recuperare medicala.
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DAM - deficitul aerobic miocardic
%

Pacient 5

Pacient 4

. H Initial
Pacient 3
) H Intermediar
Pacient 2

i Final

Pacient 1

0 50 100 150 200

Rezultate
Exercitiile aerobice sustinute si antrenamentul fizic la pacientul varstnic si-au demonstrat
urmatoarele efecte:

- modificarea necesitatilor energetice, crescand consumul energetic total zilnic

- scaderea greutatii corporale, scaderea preferentiala a depozitelor adipoase viscerale

- ameliorarea fortei musculare

- cresterea capacitatii oxidative a muschilor si depozitele de glicogen

- cresterea densitatii osoase

- normalizarea glicemiei si a nivelului de insulina

- cresterea nivelului HDL colesterol si scaderea LDL colesterolului

- scaderea tendintei la obezitate, a riscului cardiovascular si a evolutiei spre diabet zaharat.

Testul de mers de 6 minute

Pacient 5 310
290
Pacient 4 395
365

Pacient 3 >30
456
Pacient 2 >00
480
Pacient 1 380
330
Pacient 1 Pacient 2 Pacient 3 Pacient 4 Pacient 5
W Testare
. 380 500 530 395 310
finala
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Concluzii

Procesul de imbatranire este un proces de schimbare care se petrece de-a lungul vietii,
atat in plan morfologic, functional, dar si psihologic, notiunea la care ne referim, imbatranirea,
este insotita inevitabil si de anumite regresii in componentele importante ale vietii.

Practica medicald dovedeste fiecdruia dintre noi cd imbatranirea fiziologicd este o
exceptie, cea patologica este regula. Varsta a treia exprima intricarea modificarilor involutive cu
noxele si sechelele patologice; ele apar progresiv in cursul ontogenezei si scad n grade variabile
mecanismele de adaptare. Iata de ce procesul de imbatranire are un pronungat caracter individual,
un anumit ritm de desfasurare.

Pentru a a avea efect terapeutic, exercitiul fizic trebuie sa depaseasca nivelul de efort al
activitatilor cotidiene, dar s nu determine efecte negative precum oboseala excesiva, dispnee,
stari confuzionale. Ameliorarea functionald va depinde de intensitatea efortului, de conditia
fizica anterioara (pacientii conditie fizica initiald scdzutd vor avea o ameliorare mai evidenta
comparativ cu cei cu un nivel anterior ridicat de antrenament), de varsta, sex, factori genetici,
coexistenta altor afectiuni. Exercitiul fizic este parte integranta a recuperarii varstnicului, alaturi
de medicatia cardioprotectoare si de corectia factorilor de risc cardiovasculari.

In prezent sunt formulate multe teorii in ceea ce priveste imbatranirea, dar problematica
este deosebit de complexa ca si fie acoperita in totalitate cu cercetiri incheiate. In acest sens se
cerceteaza in continuare, pe diverse directii si rezultatele constituie importanti pasi Tnainte pe
calea elucidarii unor aspecte legate de imbatranire si a gasirii unor remedii viabile.

Bibliografie

1. Apostol, 1. (2007), Medicina fizica si recuperare, Editura “Gr. T. Popa”, lasi

2. Baciu, C. (1981), Aparatul locomotor, Editura Medicala, Bucuresti

3. Bota, A. (2006), Exercitii pentru 0 viatd activa, Editura Cartea Universitara, Bucuresti

4. Branddom, R. (1996), Physical Medicine and Rehabiliton, W. B. Saunder Company

5. Sbenghe, T. (1996), Evaluare si program in asistenta de recuperare, Revista Balneo si
Recuperarea medicald, nr 3, 4, 5

26



VOL. 18/ NR 29/ 2012

REVISTA ROMANA DE KINETOTERAPIE

CONTRIBUTIA KIiNETOTERAPIEi iN CADRUL TRATAMENTULUI
COMPLEX AL REEDUCARIii FUNCTIONALE A PAHIPLEURITEI

CONTRIBUTION OF PHYSICAL THERAPY IN THE COMPLEX
TREATMENT OF PACHYPLEURITIS FUNCTIONAL REEDUCATION

Anturia Mertan*

assessment,
respiratory

Key words: pachypleuritis,
respiratory functional reeducation,
exercises

Rezumat. Cases of pachypleuritis have
begun to decrease numerically since collapse-
therapy for tuberculosis is practiced more and
more rarely and antibiotics limit quickly the
evolution of a serofibrinous or purulent pleurisy.
Scop. In this research, the main purpose has been
to emphasize the extant in which respiratory
gymnastics contributes within the complex
treatment of pachypleuritis functional reeducation.
Material si metode. The research has been made
on 10 patients with the diagnosis of basal or apical
pachypleuritis, left or right, or calcar extended
pachypleuritis, aged between 34 and 73, 4 women
and 6 men. The technique of costal breathing
reeducation was applied, exercises for correct
breathing, stationary bike and gait training.
Results. After rehabilitation programs, the
outcomes were: CV de 62,55% si VEMS 62,73%.
Conclussions. Respiratory rehabilitation increases
vital capacity and VEMS, essential for lungs
function. Respiratory rehabilitation protocol is a
very important part of therapeutic approach of
patients with pachypleuritis.

Cuvinte cheie: pahipleurita,
reeducare functionala respiratorie,
respiratorie.

evaluare,
gimnastica

Rezumat. Cazurile de pahipleurita au
inceput sda scadd numeric de cand colapsoterapia
pentru tuberculoza pulmonarad se practica tot mai
rar, iar antibioticele limiteaza repede evolutia unei
pleurezii serofibrinoase sau purulente.

Scop. In aceasta cercetare principalul scop urmarit
a fost acela de a evidentia masura in care
contribuie gimnastica respiratorie, 1n cadrul
tratamentului complex al reducarii functionale a
pahipleuritei.

Material si metode. Am efectuat cercetarea pe un
numar de 10 pacienti cu diagnosticul de
pahipleurita bazald sau apicala, stdnga sau
dreapta, sau pahipleuritd extinsa calcara, cu varsta
cuprinsa intre 34 — 73 ani, 4 femei si 6 barbati. S-a

aplicat reeducarea  respitatiei  costale cu
contrarezistentd, exercifii pentru reeducarea
respiratiei corecte, antrenamentul la bicicleta

ergometrica gi mers.

Rezultate. In urma programelor aplicate s.a
obtinut la externare: CV de 62,55% si VEMS
62,73%.

Concluzii. Reeducarea respiratorie mareste
capacitatea vitala si  VEMS, esentiale 1n
functionalitatea plamanului. Protocolul reeducarii
respiratorii face parte din conduita terapeutica a
pacientilor cu pahipleurita.

Introducere

Cazurile de pahipleuritd au inceput sa scada numeric de cand colapsoterapia pentru
tuberculoza pulmonara se practica tot mai rar, iar antibioticele limiteaza repede evolutia unei

pleurezii serofibrinoase sau purulente [2].

Pahipleurita, ca secheld pleurald, fara potential de evolutie locald, poate fi consideratd ea
insasi ca o afectiune ce determind supraincarcare mecanica a sistemului toraco-pulmonar.

! Gradinita cu program Prelungit nr. 20, Oradea, Grupe Speciale
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Bineinteles ca pentru aceasta pahipleurita trebuie sa fie intinsa, de obicei afectand aproape un
intreg hemitorace, putand sa cuprinda si scizurile interlobare si chiar peretii interlobulari [2].

Rasunetul functional determinat strict de pahipleuritd nu este usor de apreciat deoarece
necesita bronhospirometrii, ca si studii de distributie si difuziune separate pentru a se aprecia
plimanul homolateral. In plus, pahipleuritele se insotesc foarte frecvent de leziuni ale
plamanului subiacent [2].

Inca din 1935, Jacobaens giseste prin bronhospirometrie valori scizute ale CV, VC, VO,
si VE in plamanul homolateral dupa o pleurezie [1].

Primele studii mai ample asupra urmarilor fiziopatologice ale sechelelor pleurale au fost
facute de scoala napolitand a lui Monaldi, fiind continuate apoi de Kdoster si Hertz. Comportarea
plamanului homolateral este a unui plaman ,,incarcerat’’, cu scaderea volumelor pulmonare
mobilizabile, cu scadere de compliantd, dar fara modificari de rezistentd la flux ceea ce
contureaza perfect DVR. Exista o severa scadere a VO, inregistrand doar 12% — 20% din
valoarea sa globala [1].

Daca plamanul este sanatos, functia globala respiratorie si implicit gazele sangvine sunt
normale (la limitd) in repaus la majoritatea subiectilor cu pahipleuritd, putdnd insd sd se
decompenseze la efort sau mai ales la aparitia unor boli care afecteaza caile respiratorii si/sau
parenchimul pulmonar [1].

In serviciile de recuperare gasim in special pacienti cu disfunctie ventilatorie mixta, ca de
exemplu obstructivii (BPOC) cu o asociere a unei pahipleurite, urmarea unei afectiuni pleurale
din tinerete. Aceastd pahipleuritd agraveaza starea functionald a pacientului, grabind instalarea
insuficientei respiratorii si a cordului pulmonar [3].

Afectiunile tuberculoase ale pleurei cum sunt pleurezia serofibrinoasd, emfizemul
tuberculos, pneumotoraxul spontan, cavitatile hidroaerice pleurale sau extrapleurale dupa diverse
interventii, etc. genereaza mai multe tipuri de sindroame posttuberculoase pleurogene. Cel care
ne intereseaza pe noi este sindromul de pldman ,,incarcerat’’, care se Intalneste in cazuri de
pahipleuritd, cu/sau fara calcifieri pleurale, cu depozite fibrinoase intrapleurale, dupa pleurezii
sau empieme cronicizate insuficient tratate, cu incarcerarea pldmanului in sensul de imobilizare
cvasitotala in carapacea de simfiza si de pahipleurita, cu reduceri functionale importante [1].

Aspectul radiologic este caracteristic de plaman diminuat inconjurat de o banda opaca si
aproape lipsit de miscari ventilatorii. Scintigrafia poate ardta absenta extinsa sau cvasitotala a
perfuziei [1].

Calcifierile pleurale descrise de numerosi autori, inclusiv la noi (Daniello, Anastasatu,
etc.), mai frecvente la barbati, apar ca opacifieri intense, de cele mai bizare configuratii, situate
periferic, tangente la peretele toracic, de obicei latero-posterior. Opacitatea in pahipleurita este
neomogeni, de obicei. Inafara de ingradiri functionale ale plimanului, ele pot si dea si dureri
toracice, tuse iritativa, etc. Tratamentul consta in decorticdri si pleurectomii in scopul eliberarii
cat mai largi a plamanului incarcerat [1].

Pahipleurita ca si sechela pleurald produce nu numai o amputare omolaterald a volumelor
pulmonare, dar si o reducere a patului capilar, evidentiata angiopneumografic si scintigrafic.

Explorarea functionald a respiratiei indica diminuarea volumetricd a plamanului sub
influienta acumularii lichidului in pleura si limitarii expensiunii hemitoracelui afectat.

Suprafetele mici ale pahipleuritei sunt adesea evidente la o radiografie pectorala de rutina
si au o semnificatie clinica unica. De obicei se observd la baza plamanului, unde cauzeaza
marirea unghiului costofrenic sau intereseaza diafragmul. De asemenea, se intdlneste Ingrosarea
pleurei in partile apicale [1].

Scop

In aceastd cercetare principalul scop urmirit a fost acela de a evidentia masura in care
gimnastica respiratorie contribuie in cadrul tratamentului complex al reducarii functionale a
pahipleuritei.
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Gimnastica respiratorie propriu-zisa va trebui sa actioneze dirijat si selectiv asupra
fiecarei faze respiratorii, asupra raportului dintre cele doud faze si pauzele dintre ele. Toate
acestea realizeaza variante ,,modele’’ si ,,forme’’ respiratorii prin care se poate realiza ventilatia.
Concret, aceasta inscamna modalitatea de realizare a miscarii toracice si/sau diafragmatice
frecventa pe minut a acestor miscari, lungimea fazelor respiratorii si a pauzelor, dirijarea aerului
(pe nas, pe gura), ca si postura in care se executa toate acestea [3].

Obiectivele reeducarii pahipleuritei sunt:

- reeducarea respiratorie;
- mdrirea capacitatii pulmonare;
- tonifierea musculaturii respiratorii si generale;
- antrenament la efort dozat;
- hidrotermoterapie;
- cura de teren.
Mijloacele reeducarii pahipleuritei sunt:
a) Reeducarea respiratorie prin:
-posturi facilitatorii si relaxante;
-constientizarea pozitiei corecte, formarea reflexului de atitudine corecta;
-educarea cailor aeriene superioare;
-reeducarea diafragmului prin mobilizarea musculaturii abdominale;
-marirea capacitatii pulmonare prin toate modalitatile cunoscute suprasolicitand expirul;
b) Tonifiere musculara respiratorie cu inspir pe contractie si tonifiere musculara generala cu
expir pe relaxare, cu aparate portative
c) Antrenament la efort dozat la aparate, testul de efort;
d) Hidroterapia:
- cresterea dificultatii exercitiului prin atasarea de greutati la pacient;
e) Cura de teren:
- mers pe teren accidentat, urcat pe scari, joging, mers pe teren cu diferite inclindri ale pantei

3].

Material si metode

Am efectuat cercetarea pe un numar de 10 pacienti cu diagnosticul de pahipleurita bazala
sau apicala, stdnga sau dreapta, sau pahipleurita extinsa calcara, in perioada 1 august 1998 — 1
septembrie 1998. Subiectii au varsta cuprinsa intre 34 — 73 ani, dintre care 4 sunt femei si 6 sunt
barbati, cu ocupatii ce variaza de la 3 casnice, 1 angajat si 6 pensionari.

Tabel.1 Evaluarea pacientilor

N.P. irljilzil?il Ex. radiologic Ex. clinic al aparatului respirator Ex. de laborator

B.M. | CV=59,5 | -spatiul supra | - torace astenic longilin -VSH =83 — 107mm;
% si subrotulian | - murmur vezicular cu expir prelungit -Ht=45%);

VEMS=2 | opacificat -L=8100/mm?
9,1% omogen -glicemie = 87mg%
-azot=28mg%

B.T. | CV=66,3 -cicatrice toracica postoperatorie pentru | -VSH =7 — 16mm;
% chist hidatic pulmonar, cu miscéri | -Ht=52%

VEMS=5 respiratorii simetrice, murmur vezicular | -glicemie =85mg%
8,5% prezent fara raluri supraadaugate -azot=47mg%

B.O. | CVv=51,15 -hemitorace stang retractat, aplatizat, cu | - VSH =61 — 80mm;
% sensibilitate la palparea bazei si spasticitate | - Ht = 51%
VEMS=5 subcostal, freamat pectoral diminuat, | - glicemie = 80mg%
4,5% submatitate, murmur vezicular diminuat la | - azot = 32mg%

nivelul hemitoracelui stang.

U.l. | Cv=70,5 | -pioscleroza -torace simetric, hemitoracele drept nu | - VSH =33 -68mm
% LVD pe fondul | participd in egald masurd la miscarea | - Ht = 48%
VEMS=7 | unei lobite respiratorie, freamat pectoral bilateral | - glicemie = 92mg%
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8,0% retractile prezent, sonoritate pulmonard deasupra | - azot =76mg%
drepte. ambelor hemitorace; la  auscultatie:
murmur vezicular fiziologic.

M.I. | CV=43,5 | -strat de lichid | -torace emfizematos, matitate bazald | - VSH = 11 — 24mm
% posterior dreapta si submatitate bazals stanga, | -Ht=57%
VEMS=3 | dreapta (linia | murmur vezicular diminuat bazal bilateral, | -glicogen=114mg%
7,1% scapularad) raluri crepitante bazal dreapta in rest | -azot=64mg%

18mm bazin. murmur vezicular cu expir prelungit. -TA=120/60 mm Hg

C.l. | CV=75,9 | -opacitdti -torace  simetric, normal conformat, | -VSH=49 — 83 mm
% neomogene de | sonoritate pulmonara, freamat pectoral, | -Ht=52%
VEMS=9 | intensitate murmur vezicular diminuat bazal in | -Glicemie=71 mg%
7,3% supra si stanga. -azot=25mg%

subcostala.

AN. | CV=525 -torace simetric. Hemitoracele stang nu | -VSH=33 — 68 mm
% participa in aceeasi masura la miscarea | -Ht=48%
VEMS=6 ventilatorie. Freamat pectoral bilateral | -Glicemie=92 mg%
0,5% prezent. Murmur vezicular fiziologic. -azot=76mg%

D.M | CV=60% -torace astenic longilin, murmur vezicular | -VSH=84 — 108 mm
VEMS=2 cu expir prelungit -Ht=46%

9,5% -Glicemie=88 mg%
-azot=29mg%

O.D. | CV=52,% -freamat pectoral diminuat submatitate, | -VSH=62 —-81 mm
VEMS=5 murmur vezicular diminuat la nivelul | -Ht=52%

4,6% hemitoracelui drept. -Glicemie=80 mg%
-azot=32mg%

P.R. | CV=76,9 | -opacitati -torace  simetric, normal conformat, | -VSH=50 -84 mm
% neomogene de | sonoritate pulmonara, freamat pectoral, | -Ht=53%
VEMS=1 | intensitate murmur vezicular diminuat bazal stinga -Glicemie=73 mg%
02% supra si -azot=26mg%

subcostala.
Tabel 2. Diagnostice
. . Disfunctie

N.P. Diagnostic . { .

ventilatorie

B.M. | -Pahipleurita apicala dreapta; DVM
-Suspect genunchi stiang ; DVO .
-Astm bronsic infecto-alergic moderat persistent;

-Rinita alergica.

B.T. | -Pahipleuritd bazala stanga; DVM m.

-Bronsiectazii bazale suprainfectate;
-Cardiopatie ischemica cronica.

B.O. | -TBC pulmonar; DVM
-Pahipleurita extinsa calcara; DVO u.
-Silicoza gradul II.

U.l. | -Lobita TBC retractila LSD; DVM
-Pahipleurita dreapta; DVO m.
-Bronsita cronica;BPOC,;

-Sindrom posttuberculos;
-Disfunctie ventilatorie mixta medie.
M.I. | -Colectie pleurala dreapta inchistatd cu pahipleuritd; DVR s.
- Cardiomiopatie dilatativa;
- TVS de efort si nocturn;
- ICC, NYHA 1lI

C.l. | -Pahipleurita bazala stanga (postpleurezie TBC); DVR u.

-Colecistopatie cronica.
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AN. | -Pahipleurita stanga; DVM
-Bronsita cronica; DVO m.
-Disfunctie ventilatorie mixta.

D.M. | -Pahipleurita apicala stanga; DVM
-Bronsita cronica; DVO s.

O.D. | -Pahipleurita extinsa calcara DVM m ®u
-TBC pulmonary

P.R. | -Pahipleurita bazala stanga; DVM  u.
-Colecistopatie cronica

In cadrul Spitalului Clinic T.B.C.,,.Leon Daniello’’ din Cluj-Napoca, in sectia de chirurgie
toracicd existd un mic cabinet de gimnastica medicald si dispunadnd de mijloacele necesare in
vederea unei recuperari cat mai rapide si mai eficiente a bolnavilor cu patologie respiratorie.

In cadrul kinetoterapiei a bolnavilor respiratori se aplicd urmitoarele metode de
recuperare 1n cabinetul de gimnastica medicala:

-Relaxarea;

-Posturarea;

-Reeducarea respiratorie sau gimnastica respiratorie propriu-zisa;
-Gimnastica corectoare;

-Antrenamentul la efort dozat.

In organizarea si desfisurarea programelor de recuperare se iau in considerare o serie de
parametrii generali si locali.

1. In cadrul parametrilor generali de cea mai mare insemnitate avem:

-Tipul si specificul deficientei. Diagnosticul medical complet al afectiunii, in cazul nostru
pahipleuritd bazala, apicald sau calcara, etc.

-Durata bolii si a recuperarii. Tipul afectiunii (uni-, sau bilaterald) impune durate diverse de
recuperare si deci alcdtuirea unui plan de actiune pe Intinderi variabile.

-Varsta deficientului da de asemenea indicatii generale asupra naturii programelor de recuperare.
La copii, imitatii i jocuri, la adulti si adolescenti gimnasticd, ergoterapie, sport, la varsta a treia
gimnastica.

-Capacitatea fizicd indicd intensitatea programelor de recuperare i se determind cu ajutorul
testelor asupra consumului de O,, testelor cardiace EKG si PFR.

-Profesiunea are un important rol orientativ, programele de recuperare urmand sa se alcdtuiasca
in vederea restabilirii conditiilor optime de munca. Programul de recuperare al unui muncitor
este mai indelungat decat al unui intelectual [4].

In raport cu varsta, sexul, distanta de la aparitia bolii si starea generald a deficientului,
programul zilnic de lucru poate varia intre 30 minute si o ord. Din acest punct de vedere bolnavii
se pot imparti in trei grupe:

a) puternici — care lucreaza o ora zilnic;
b) mijlocii — care lucreaza 30 — 45 minute zilnic;
c) slabi — care lucreaza aproximativ 30 minute zilnic.

Incadrarea bolnavilor in aceste trei categorii se face pe baza unui examen medical
completat cu indicatii asupra afectdrii bolii §i a structurilor afectate, precum si starea fizica
generala.

Programul zilnic al bolnavilor,slabi’’ este alcatuit dintr-o sedintd de gimnastica
respiratorie insotitd de gimnastica igienica (15-20 minute) la pat, o plimbare de 5-10 minute si
15 minute gimnastica In pat. La programul bolnavilor,,mijlocii’’ si a celor,,puternici’’ se adauga
sedinte 1n sala de sport 30 minute, lucru la bicicleta ergometrica 15 minute, precum si plimbari in
cadrul carora intra un program de urcat $i coborat scari in aer liber 15 minute.
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-Scopul reeducdrii. in mare, programele se alcituiesc pentru doud grupe mari de
deficientd. In prima grupa se incadreaza acei deficienti ce nu rdmaén cu leziuni definitive si la
care scopul este acela de a imbunatati progresiv functia, pand la revenirea la normal, cazul
pahipleuritei simple [4].

In a doua grupi se incadreazi acei deficienti care riman cu leziuni organice sau
functionale definitive si la care scopul este acela de a favoriza crearea unor mecanisme de
compensare care sd inlocuiascd, cu maximum de randament, organele sau functiile pierdute.

Programele de reeducare se alcatuiesc conform tipului si specificului afectiunii. Scopul
prim al reeducarii este acela de a ridica cat mai precoce deficientul in pozitie ortostatica si de a
oferi posibilitatea de miscare in aceasta pozitie. Clinostatismul agraveaza situatia generala a
deficientului, favorizand instalarea venostazei generalizate (in special in sistemul venos cav) si a
tuturor complicatiilor ce rezultd din aceasta (edeme si tulburdri trofice ale membrelor,
flebotromboze, etc) [3].

Scopurile secundare ale reeducarii sunt legate de prevenirea aparitiei anumitor tulburari
locale, care pot contribui la incetinirea ritmului de vindecare. Aceste tulburari sunt: edemul,
hipotrofie musculara si redoarea articulara [3].

Kinetoterapeutul trebuie sd cunoasca perfect care sunt deficientele si problemele
determinate de aparitia inchistarii plamanului pentru a putea pregati pacientul in aceasta directie

[5].

Metode de reeducare

Reeducarea respiratiei cu mana pe pacient:

Tehnica reeducarii respiratiei costale constd in primul rand in a constientiza pacientul
asupra miscdrii analitice a zonelor principale costale superioard, inferioara i medie.

Principiul constientizarii unei miscari respectiv a comenzilor date unor grupe musculare,
este un principiu general in metodologia recuperarii unui deficit muscular: contrarea respectivei
miscari, ceea ce forteaza muschiul sa lucreze la o tensiune crescutd, mult mai usor de sesizat.

S-a aplicat contrarezistenta pentru miscarea costala in diferite segmente respiratorii:

- pentru respiratia costal superioard am aplicat contrarezistenta la nivelul coastelor superioare;
- pentru respiratia costal inferioara am aplicat contrarezistenta la nivelul coastelor inferioare;
- pentru respiratia costal medie am aplicat contrarezistenta la mijlocul toracelui.

a)reeducarea respiratiei costal superioare: pentru completarea programului indicat
fiecdrui pacient, s-a recomandat fiecaruia sa execute cateva exercitii individuale la pat astfel: din
decubit dorsal pe patul de tratament, gatul si capul in rectitudine, kinetoterapeutul sta la capul
pacientului si isi plaseaza mainile pe zona toracelui superior, cu policele pe stern si degetele spre
axile: i1 cere pacientului sa inspire profund in timp ce opune rezistentd, dupa care pacientul va
efectua un expir profund, iar la sfarsitul expirului aplica cateva presiuni usoare. Pentru
antrenarea unui singur apex, pacientul este tot in decubit dorsal, cu capul flectat spre stdnga
(pentru hemitoracele drept) bratul drept indoit, mana sub ceafa pentru a favoriza deschiderea
hemitoracelui drept, bratul stang de-a lungul corpului. I se cere pacientului sa inspire in timp ce
kinetoterapeutul blocheaza complet inspirul cu mana stdngd; in expir, executa presiuni cu mana
dreapta pe varful drept.

b)Reeducarea respiratiei costal inferioare: pacientul in decubit dorsal, capul flectat
sprijinit pe o perna, membrele superioare de-a lungul corpului. Kinetoterapeutul aplica mainile la
baza toracelui, cu policele pe linia mediana si degetele rasfirate spre inafara, in inspir opune
rezistentd, in timp ce pacientul ridici membrele superioare sus. In expir, membrele superioare
revin de-a lungul corpului, iar kinetoterapeutul executa cateva presiuni.

Pacientul in decubit dorsal, membrele superioare pe langd corp, kinetoterapeutul sta in
lateral fata de pacient si prinde toracele de o parte si de alta, cu palmele intinse si cu degetele
rasfirate. In inspir adanc, ridica toracele pacientului pana ce trunchiul se desprinde de planul de
sprijin. La sfarsitul inspirului, aplica cateva arcuiri cu presiuni usoare executate dinapoi inainte.
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In expir, revenirea este lenti, iar palmele alunec spre stern. La sfarsitul expirului executa
cateva presiuni usoare la baza toracelui si cateva vibratii.

Pacientul in decubit ventral, se face acelasi exercitiu, doar se schimba priza mainilor,
adica palmele sunt asezate de o parte si de alta a coloanei vertebrale, la baza toracelui, degetele
sunt departate si indreptate in afara.

Pacientul sta pe un scaun, cu trunchiul si membrele relaxate, iar kinetoterapeutul sta in
spatele lui si il sprijind cu mainile de sub axile. La sfarsitul inspirului i ridica trunchiul si il trage
inapoi, iar la sfarsitul expirului flecteaza usor trunchiul inainte.

Se face acelasi exercifiu, dar trunchiul este inclinat spre dreapta in inspir, In expir se
revine, apoi se repeta si spre stanga.

Pacientul sta pe un scaun, iar kinetoterapeutul std in spatele lui, cu 0 mana petrecuta pe
sub axila, pe torace in fata, iar cealaltd mana sprijinitd pe spate de partea opusa, la nivelul
omoplatului. In inspir, executi astfel rasucirea trunchiului, prin impingerea mainii din spate si cu
cealalta mana trage umarul inapoi, iar in expir revine la pozitia initiald. Repetd apoi aceeasi
miscare §i pe partea opusa.

Din aceeasi pozitie executd circumductii ale trunchiului spre dreapta, apoi spre stanga.

Cand trunchiul este aplecat in fatd, pacientul expira, iar cand este extins pacientul inspira.

Pacientul sti pe un scaun, kinetoterapeutul st in spatele lui si il sustine de sub axile. In
inspir, 1i ridicd umerii, ducand bratele inainte si in sus. La sfarsitul inspirului, 1i trage bratele usor
inapoi, sprijinandu-i spatele de pieptul sau. In timpul expirului, umerii si bratele pacientului
revin la pozitia initiala.

Pacientul sta in aceeasi pozitie, iar kinetoterapeutul sta in fata lui si il apuca in treimea
inferioard a antebratului. In timpul inspirului, ii ridici membrele superioare lateral pana la
verticala, cu o mica intindere in sus a membrelor superioare si 0 usoard extensie a trunchiului. in
expir, se revine la pozitia initiala si exercita o presiune pe partile laterale ale toracelui. O varianta
a acestui exercitiu este ca se pot ridica membrele superioare si prin inainte.

Pacientul std pe un scaun sprijinit pe maini in spate, iar eu apuc membrele inferioare in
treimea inferioard a gambelor. In inspir, ii ridic gambele odati cu flectarea genunchilor si
soldurilor, apoi se revine cu expir.

Miscarile membrelor inferioare au o influentd puternica asupra abdomenului si prin
intermediul acestuia, asupra diafragmului.

Deoarece in sala de gimnastica nu este in dotare o chinga, s-a folosit un pantalon de
pijama sau un fular cu ajutorul caruia a fost inlocuita chinga. Se ia chinga (fularul sau pantalonul
de pijama) in madini, se trece 1n jurul toracelui in zona lui inferioard si se incrucigseaza in fata in
asa fel ca sa fie controlati de maini. In asa fel s-a putut realiza o presiune circulara asupra
segmentului toracal inferior si nu doar pe o suprafatd limitatd ca in cazul mainilor
kinetoterapeutului. In expir, pacientul indeparteaza mainile, deci stringe in chinga baza toracelui.
in inspir, lasa treptat aceasta tractiune.

¢) reeducarea respiratiei costal posterioara: cand pacientul este in decubit ventral, se
blocheaza astfel expansiunea anterioara, se produce o mobilizare posterioard. Astfel
kinetoterapeutul aplica mainile pe torace, In inspir, opune o ugoara rezistenta, iar in expir executa
cateva presiuni usoare.

d) reeducarea respiratiei unui hemitorace: pacientul in decubit lateral cu o perna sub
lombe, astfel se deschide hemitoracele de deasupra.

Exercitii la pat individuale
Pentru a completa programul de exercitii care a fost indicat fiecarui pacient, s-a
recomandat ca fiecare pacient sa execute si cateva exercitii individuale la pat. Astfel din decubit
lateral, cu o pernd sub lombe sau cu capul sprijinit numai pe pat, pentru a se deschide
hemitoracele de deasupra. In inspir, bratul intins se roteaza spre spate odata cu trunchiul, privirea
si capul urmaresc miscarea mainii. In expir, bratul revine spre trunchi, apoi miscarea bratului se
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continui pand ce depdseste marginea patului. In acest timp trunchiul se roteste spre planul
patului.

Pacientul std pe un scaun, mainile se sprijind pe coapse. In inspir, bratul se roteaza spre
spate, trunchiul se torsioneaza in acelasi sens, privirea si capul urmaresc mana.

Pacientul in aceeasi pozitie, cu 0 mana pe crestetul capului, cealalta se sprijind pe coapsa.
In inspir, se roteaza trunchiul, bratul si capul spre partea hemitoracelui de antrenat. in expir, se
revine $i se continud miscarea intr-o rotatie inversa asociata cu aplecarea trunchiului.

Programul de exercitii pentru reeducarea respiratiei corecte contine exercitii din
diferite pozitii: stand, stand cu un baston in maini, stdnd departat cu mainile pe solduri, stand cu
mainile pe ceafd, stind ghemuit, stdnd pe genunchi, cu o minge medicinala in maini, tinuta pe
genunchi, asezat pe un scaun; si s-au executat flexii-extensii ale membrelor superioare si
inferioare, ale trunchiului, gatului si capului, cat si rasuciri ale trunchiului. La fiecare exercitiu s-
a insistat pe executarea inspirului si expirului.

Programul de exercitii pentru incepatori contine exercitii din diferite pozitii: stand
departat, cu membrele superioare flectate, mainile asezate la ceafa stand departat, cu membrele
superioare pe langa corp, sezand pe un scaun, decubit dorsal, cu membrele superioare pe langa
corp, decubit dorsal, cu membrele superioare flectate, mainile sub cap, decubit lateral, pe partea
stangd, membrul superior sting flectat agezat sub cap, iar celalalt flectat sprijinit inainte, la fel si
pe partea dreaptd, decubit lateral, pe partea stingd cu un sul sub coloana lombara, membrul
superior stang flectat agezat sub cap, iar celalalt flectat sprijinit Tnainte, la fel si pe partea dreapta.
Din aceste pozitii s-au executat flexii-extensii, abductii-adductii si rotari ale membrelor
superioare si inferioare, flexii-extensii ale trunchiului, gatului si capului, cat si rasuciri ale
trunchiului. La fiecare exercitiu s-a insistat pe executarea inspirului §i expirului, iar dozarea a
fost de 4 x 8 repetari la fiecare exercitiu.

in cadrul programului de exercitii pentru avansati s-au introdus greutiti (minge
medicinala de 5 kg.), exercitii din atarnat la spalier, din patrupedie, cu baston, sezdnd pe un
scaun, decubit dorsal, cu membrele superioare pe langd corp, decubit dorsal, cu membrele
superioare flectate, mainile agezate sub cap, cu un saculet de nisip de 1 kg pe abdomen, decubit
lateral, decubit ventral. Din aceste pozitii s-au executat flexii-extensii, abductii-adductii si rotari
ale membrelor superioare si inferioare, flexii-extensii ale trunchiului, gatului si capului, cat si
rasuciri ale trunchiului. La fiecare exercitiu s-a insistat pe executarea inspirului si expirului, iar
dozarea a fost de 6 x 8 repetari la fiecare exercitiu.

Antrenamentul la bicicleta ergometrica:

Pedalarea la bicicleta ergometrica se poate executa in ritmul cel mai convenabil al
pacientului, dar mentinandu-se aceeasi putere. Durata reprizei de pedalare dureazd de la 3
minute, la 10 minute, iar pauza are durata sedintei. Cand a ajuns la 10 minute de pedalare, se
creste wattajul pand la dublarea lui, adicad pana la 80W, dupd care se ramane la aceasta putere si
se creste doar durata reprizei pana la 20 — 30 minute ( fard a se mai mari si pauza dupa ce se
ajunge la 10 minute durata reprizei).

Sedinta de antrenament la bicicleta ergometricé se poate repeta de mai multe ori pe Zi
indicdm sa-si continue antrenamentul prin alte forme cum ar fi: mers, urcatul scarllor sau alergat.

Antrenamentul prin mers:

Comparativ cu efortul solicitat de bicicleta ergometrica, mersul, datoritd automatismului,
necesitd un consum mai mic de O pentru aceeasi intensitate.

Metodologia uzuald este de a incepe antrenamentul prin mers pe teren plat, la viteze
crescande pe durata de 10 minute pana la 30 minute si se poate repeta de 2 —3 ori pe zi, chiar si
mai mult. Ritmul mersului este ales de catre pacient, de la ritm de plimbare, chiar pana la
alergare. Terenul este ales tot de catre pacient: teren plat, teren in pantd sau teren accidentat. La
acest antrenament se poate adauga urcatul scarilor. Dozarea si ritmul este in functie de toleranta
pacientului.
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Pentru bolnavii ambulatori acesta este cel mai eficient mijloc de recuperare.

Rezultate
Tabel nr. 2 Rezultatele cercetarii
. | PFR Disfunctia | PFR Disfunctie | Diferenta .
N.B. | ani Internare ventilatorie | Externare ventilatorie | PFR Observatii
Bolnavul
BM. | 53 CV=59,5% DVM CV=60,5% DVM CV=1% nu a
T VEMS=29,1% | DVO s. VEMS=30,8% | DVO s. VEMS=1,7 % | cooperat
indeajuns
Bolnavul
CV=66,3 % CV=66,9% DVM CV=0,6% nu a
B.T. | 60 VEMS=58,5% DVM —m. VEMS=59% m. VEMS=0,5% | cooperat
indeajuns
Bo. | 5 | CV=5115% | DVM CV=57,5% B%" . | cv=635% E;’(:gg‘r’:t' a
T VEMS=545% | DVO u. VEMS=63,2% VEMS=8,7% .
®m foarte bine
Bolnavul
Ul 64 CV=70,5% DVM CV=71% DVM CV=0,5% nu a
" VEMS=78,0% | DVO m. | VEMS=78,8% | DVO m. | VEMS=0,8% | cooperat
indeajuns
Bolnavul
CV=-3%
CV=43,5% CV=40,5% ~ nu a
ML 178 1 VEms=37,1% | PVR S | vEms=aag% |PVR S \2/5()'}"5‘ ~ | cooperat
70 deloc
Bolnavul
Cl 58 CV=75,9% DVR U CV=74,9% DVR u \S\E/K/I81:% | nu a
o VEMS=97,3% " | VEMS=98,6% | ®m 47% cooperat
! deloc
AN |2 | CV=525% DVM CV=59,8% DVM CV=7,3% CB(;’O'SZ‘r’:t' a
o VEMS=60,5% | DVO m. | VEMS=68% DVO u. | VEMS=7,5% f .
oarte bine
DM | 5 | CV=60% DVM CV=64,1% Bxg" o | cv=a.1% Egggg‘r’;' a
VEMS=295% | DVO s. | VEMS=35,3% VEMS=5,3% .
®m foarte bine
ob. | a2 | CV=522% DVM m | CV=558% DVM CV=3,6% CBooo'gg‘r’:t' a
" VEMS=54,6% | ®u VEMS=59% u. VEMS=5,4% f .
oarte bine
Bolnavul
nu a venit
PR 32 CV=76,9% DVM CV=74,5% DVM u \S\E/K/I-SZZA% ) dec;&t la o
o VEMS=102% u. VEMS=99,8% | ®m sedinta
3,2% .
lipsind la
celelalte
Media PFR Media PFR Media PFR
CV=60,84% CV=62.55% CVv=1,71%
VEMS=60,11 VEMS=62.73 VEMS=2,62
% % %
Legenda:
DVO = disfunctie ventilatorie obstructiva
DVR = disfunctie ventilatorie restrictiva
PFR = probe functionale respiratorii
CV = capacitatea vitala s = severa
VEMS = volumul expirator maxim pe secunda m = medie
DVM = disfunctie ventilatorie mixta u = ugoara
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In urma programelor pe care le-am realizat am reusit si obtin urmatoarele:
-la internare o medie a CV de 60,84% si VEMS de 60,11%;
-la externare o medie a CV de 62,55% si VEMS de 62,73%;
-iar diferenta intre aceste doud medii (la internare si la externare) CV de 1,71% si VEMS de
2,62%.

Dupa cum se observa rezultatele nu sunt tocmai ideale, acestea insa datorandu-se
urmatoarelor motive: exista bolnavi care nu iau in serios recuperarea kinetica (nestiind nici ce
inseamna aceasta — N-am mai facut sport de cand eram la scoald, dupa ce ca ma doare trebuie sa
vin s ma,,scalambai ! si pe aici’’) lucru care i-a determinat sa refuze tratamentul necooperand cu
mine pur si simplu nerespectand programarea. Exista alti pacienti, a doua categorie de altfel, care
au venit la program dar nu au respectat indicatiile pe care le dadeam, lucrand de capul lor fara
nici un rezultat sau cu rezultate foarte slabe. Si in final, a treia categorie de pacienti cei care de
altfel au obtinut si rezultate foarte bune carora le-a facut placere sa vina si sa faca programele de
Kinetoterapie, care au respectat cu strictete chiar si programele individuale.Toate aceste lucruri le
putem observa prin studiul tabelului cu rezultate obtinute.

Concluzii si propuneri

Recuperarea respiratorie este una din metodele cu cea mai largd utilizare, necesara fiind
atat organismului sanatos, cat si a celui cu afectare fiziologica.

In urma efectudrii programelor kinetice la diagnostic de pahipleurita in spital de
pneumoftiziologie, in spitalul din Cluj-Napoca, am reusit sa obtin o serie de efecte benefice, as
putea spune, asupra pacientilor cu acest diagnostic:

- au crescut volumele mobilizabile pentru intreg plamanul, in special partea afectata de
boald (apical si bazal) utilizdnd reeducarea respiratorie ,,cu mainile pe pacient’’ specific
reeducdrii varfurilor si reeducarea diafragmatica, programe de exercitii de gimnastica medicald
asociate cu respiratia si antrenamentul la efort dozat;

- am scazut travaliul ventilator si prin scdderea rezistentelor dinamice la flux si prin
cresterea compliantei toracice;

- am tonifiat musculatura respiratorie;

- am reusit sd determin pacientii sd-si constientizeze prin control si coordonarea ritmului
respirator.

Reeducarea respiratorie a actionat dirijat si selectiv asupra fiecarei faze respiratorii,
asupra raportului dintre ele si asupra pauzelor (apnee). Ca metode adjuvante ale kinetoterapiei
propriu zise s-au utilizat inventiv materialele avute la indemana, respectiv pantaloni de pijama
sau fular in locul chingii; pungile utilizate la perfuzia cu glucoza (dupa golire) pentru exercitii
individuale de crestere a volumelor pulmonare.

Ca o finalitate a acestui studiu, am de facut urmatoarele propuneri:

1) Sa se Incerce educarea in spiritul miscarii a intregii populatii indiferent de varsta si sex

2) Sa se Inceapa de la varste fragede pe cat posibil si In scoli a unei educatii igienice
(multi pacienti uitau sa facd dus sau sa-si spele hainele in perioada internarii)

3) Sa se incerce promovarea cat mai largd a kinetoterapiei in toate sectoarele din
invatamant, sanatate, etc.

4) Cel mai important lucru este sa incercam cu totii sa-i invatam pe cei mici sa respire
corect sau sa-1 reeducam pe cei mari sa-si utilizeze capacitatea fizicd la parametri maximi.

Sa nu uitdm motto-ul ,,Mens sana in corpore sano’’ (minte sdndtoasd In corp sanatos)
care noi insa l-am putea traduce,, Fa profilactic si terapeutic pentru a nu face apoi kinetoterapie
de recuperare’’.
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EFFICACY OF PASSIVE PELVIC FIXATION ON LUMBOPELVIC PAIN

EFICIENTA FIXARII PASIVE A PELVISULUI IN REDUCEREA
DURERII LOMBOPELVINE

Apeksha Agarwall, Khatri SM?

Key words: Active Straight Leg Raise;
Lumbopelvic pain; Passive Pelvic Fixation

Objective The purpose of this study was to
evaluate the efficacy of passive pelvic fixation
(PPF) in the relief of lumbopelvic pain, restoration
of spinal mobility and improving related disability.
Design Randomized Controlled Trial.

Setting Department of Musculoskeletal,
Physiotherapy, Pravara Rural Hospital

(Tertiary Hospital), Loni, Tal- Rahata, Dist-
Ahmednagar, Maharashtra State, India- 413 736.
Participants Fifty-nine participants between 20-45
years of age having clinical diagnosis of acute
nonspecific lumbopelvic pain.

Interventions Control group received the
conventional physiotherapy and PPF group
received passive pelvic fixation along with
conventional physiotherapy. In PPF, pelvis was
stabilized manually and patient performed the
painful active lumbar movement 10 times. Total
three sets of the above were given for seven
consecutive days.

Main outcome measures The outcome was
assessed in terms of visual analogue scale, lumbar
spine mobility, Active Straight Leg Raise (ASLR)
and Modified Oswestry Disability Questionnaire
(MODQ) score.

Results PPF group had statistically significant
difference in VAS score (p<0.01), flexion (p=0.01)
and extension range (p<0.05) of lumbar motion,
ASLR (p<0.01) and in MODQ score (p=0.01) after
7 days of treatment.

Conclusion Passive pelvic fixation may be used as
an adjunct to conventional physiotherapy in acute
non-specific lumbopelvic pain.
Clinical Trial Registration
PMT/PIMS/RC/2011/06

Number

Cuvinte cheie: Active Straight Leg Raise;
durere lombo/pelvina, fixare pelvina pasiva

Obiective. Scopul acestui studio este de a evalua
eficienta fixarii passive a pelvisului (PPF) in
reducerea durerii  lombo-pelvine, restabilirea
mobilitatii coloanei si ameliorarea afectiunilor
asociate.

Design studiu controlat randomizat.

Setting Departamentul de recuperare
musculoscheletald,  Pravara  Rural  Hospital
(Tertiary Hospital), Loni, Tal- Rahata, Dist-
Ahmednagar, Maharashtra State, India- 413 736.
Participanti 59 de participanti intre 20-45 ani, cu
diagnostic de durere lombopelvina nespecifica.
Interventii Grupul de control a urmat kinetoterapie
conventionald iar grupul de studiu a beneficiat si de
fixare pasiva a pelvisului, pe langa kinetoterapie.
LA grupul experimental, pelvisul a fost stabilizat
manual iar pacientul a efectuat de 10 ori miscarea
lombara dureroasa. Totalul de trei seturi a cele
descries anterior s-au efectuat timp de 7 zile
consecutiv.

Evaluarea. Rezultatele au fost evaluate cu ajutorul
scalei analoage vizuale (VAS), mobiliattea coloanei
lombare, Active Straight Leg Raise (ASLR) si
scorul Modified Oswestry Disability Questionnaire
(MODQ).

Rezultate Grupul experimental a finregistrat
diferente semnificative la scorul VAS (p<0.01),
flexia (p=0.01) si extensia (p<0.05) coloanei
lombare, ASLR (p<0.01) si la scorul MODQ
(p=0.01) dupa 7 zile de tratament.

Concluzii Fixarea pasiva a pelvisului poate fi
folosita ca adjuvant in kinetoterapia conventionala
a durerii lombo-pelvine acute nespecifice.

Numar de inregistrare PMT/PIMS/RC/2011/06

! Postgraduate Student, College of Physiotherapy, Pravara Institute of Medical Sciences, Loni, Maharashtra State,
India - 413 736, Phone: +91-2422-271489, +917507077127, Fax No: +91-2422-273413, web: www.pravara.com

E-mail: apeksha.physio@gmail.com

Z Professor & Principal, College of Physiotherapy, Pravara Institute of Medical Sciences, Loni, Maharashtra State,
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Introduction

Low back pain (LBP) is neither a disease nor a diagnostic entity of any sort. Whether it's
a dull, nagging ache or sharp shooting pain, low back pain is a condition that plagues millions of
lives all over [1] and is a substantial health problem. Low back pain is defined as “pain, ache or
discomfort, localized below the costal margin and above the inferior gluteal folds, with or
without referred leg pain.”’[2] The incidence of low back pain in India is quite alarming affecting
60 per cent of the population at some time or the other in their lives [3]. It is the most frequent
cause of limitation of activity (work, housekeeping, or school) in individuals younger than 45
years [4]. Low back pain may manifest in the form of lumbago, low back pain with buttock pain,
low back pain with sciatica and lumbopelvic pain. Lumbopelvic pain is one of the major
components of low back pain. Lumbopelvic pain is the pain around lower lumbar segment,
sacrum with coccyx and posterior aspect of pelvis or the pain experienced between the upper
level of the iliac crests and the gluteal folds.

The exact cause of pain for the majority of LBP patients remains unknown. Etiologic
factors of LBP are not fully understood, but the pain seems to involve physical factors,
psychological factors, and social factors, and there is strong evidence that LBP is related to work
[5,6]. One of the leading factors for non specific lumbopelvic pain is lumbopelvic malalignment.
These may be due to the abnormal positioning of the pelvis [7]. Ligaments and muscles
surrounding lumbar and pelvis area help in maintaining position and stability of this area. Any
dysfunction of these anatomical structures will result in lumbopelvic pain [8]. It is hypothesized
that lumbopelvic pain can be due to overloading of the ligaments of the pelvic ring and/or
lumbopelvic junction during activities in which loads have to be transferred between legs and
trunk [9,10,11]. It has been shown that insufficiency can arise due to poor function of
stabilization musculature [12].

Lumbopelvic stability depends on specific properties of joint articular surfaces (form
closure) as well as muscle action and ligamentous force (force closure) which is known as self-
locking or self-bracing mechanism [13]. This implies that several factors can lead to insufficient
self locking due to decreased force closure. Load transfer with insufficient self locking can
produce excessive loads on surrounding tissues and hence pain in local structures. In order to
maintain the stability of this area, external forces other than muscles and ligaments may be
helpful. Orthopedic manual therapy options and therapeutic exercises are fascinating treatment
options for physiotherapist while treating patients with low back pain. Numerous studies have
been reported about the effectiveness of therapeutic exercises in the treatment of low back pain.
Interestingly, till date few studies regarding the effect of scapular repositioning in shoulder
impingement syndrome have been documented suggesting its effectiveness in decreasing pain
and increasing shoulder strength [14] but there is lack of similar evidence for the relative benefit
of passive pelvic fixation or pelvic repositioning in the treatment of low back pain and hence
there is need to investigate the clinical utility of this concept in the treatment of low back pain.
The aim of the study was to study the body of knowledge pertaining to acute lumbopelvic pain
and relatively new manual therapy intervention in the treatment of acute lumbopelvic pain. The
primary objective of this study was to investigate the efficacy of passive pelvic fixation (PPF) in
the relief of lumbopelvic pain and restoration of mobility. Secondary objective of this study was
to find out the short term effect of passive pelvic fixation on lumbopelvic pain related disability.

Methods
Subjects

A total of hundred and five participants aged 20 to 45 years with nonspecific lumbopelvic
pain were screened for the study through the Orthopaedic Department, Pravara Rural Hospital
(Tertiary Hospital), Loni, Tal- Rahata, Dist-Ahmednagar, Maharashtra State, India- 413 736
from Jan 2011 to Nov 2011 considering the inclusion and exclusion criteria of which sixty four
were eligible and agreed to participate in the study. Five of these participants dropped out of the
study as they lost follow-up. Control group had 30 participants where as Passive Pelvic Fixation
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(PPF) group had 29 participants. Criteria for inclusion in the study were acute non-specific
lumbopelvic pain (less than 6 weeks) [15], age 20 to 45 years [3], positive Active Straight Leg
Raise (ASLR) [16,17,18,19] test and whose symptoms altered with PPF. Participants were
excluded if they had any of the following 1) lumbar spine surgery in last 12 months [20], 2) Any
systemic illness [20], 3) Spinal deformity, 4) On steroids or epidural anesthesia, 5) Clinical
situations where movements were contraindicated, 6) Clinical situations where Microwave
Diathermy (MWD) was contraindicated [21], 7) Psychological or psychosomatic disorders [20].
The study was designed as a single blind randomized controlled trial.

Outcome measures

The outcome measures used in the study were visual analogue scale (VAS) [22] to
measure the intensity of pain before and after the intervention, lumbar active range of motion
(AROM) [23] using Modified Schober’s method for flexion and extension and finger to floor
method to measure side flexion, range of Active Straight Leg Raise (ASLR) [11,24,25] as
clinical indicator of lumbopelvic stability and Modified Oswestry Disability Questionnaire
(MODQ) [26] as an outcome measure for a patient's functional disability due to low back pain.

Procedure

The study received approval from Ethical Committee of Pravara Institute of Medical
Sciences, Loni. Participants were screened based on the inclusion and exclusion criteria and
those willing to participate were briefed about the nature of the study and intervention in the
language best understood by them and written informed consent was obtained. They were
encouraged to clarify questions regarding the study, if any. The physical examination of lumbar
spine and pelvis was carried out. Participants were then randomized into two groups i.e Control
and PPF group using simple random sampling. (Figure 1) Allocation of participants to the two
groups was done on alternate basis. The demographic data, pain rating with visual analogue
scale, measurement of range of motion of lumbar spine, active straight leg raise range and
MODQ score of the participants were recorded prior to any intervention. Reassessment was done
on the 7" day. The participants in control group received conventional physiotherapy in the form
of microwave diathermy (MWD), stretching of hamstrings, stretching of dorsolumbar fascia and
Maitland mobilization (grade | and II) [27,28]. MWD was given in prone or side lying position
as per convenience at the lumbopelvic region in for ten minutes. [21]. The participants in PPF
(Study) group received along with the conventional treatment, additional passive pelvic fixation
as treatment.

40



VOL. 18/ NR 29/ 2012

REVISTA ROMANA DE KINETOTERAPIE

Ethical Clearance

Screening

(n=105)

Excluded (n=41)

Not meeting the inclusion

Participants Included
(n=64)

Informed Consent

Randomization

criteria (n=27),

Declined to participate (n=14)
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Baseline Data (n=29)

Intervention
(Conventional)

Intervention
(Conventional+PPF)
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Figure 1. Flow diagram of the procedure used in the study

The starting position of the patient was standing with the therapist standing behind the
patient. The therapist held the pelvis in neutral position at the anterior superior iliac spine level
bilaterally with the thumb and index finger (Figure 2) while the patient performed the offending
painful spinal movement (Figure 3). It was repeated 10 times. Patient was re-evaluated after
every set of 10 repetitions. Total three sets of the above were given. It was continued for seven
successive days. Outcome measures were reassessed on day 7. The data, thus obtained were

considered for statistical analysis.
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i
Figure 2 PPF-Starting Position Figure 3 PPF-End Position

Results

Statistical analysis was done by GraphPad InStat software (Trial version 3.03) using
various statistical measures such a mean, standard deviation (SD) and tests of significance such
as unpaired ‘t’ test. The results were concluded to be statistically significant with p <0.05 and
highly significant with p < 0.01. Unpaired ‘t’ test was used to compare differences between the
two groups i.e. the control group and the study group (PPF group). The baseline characteristics
were comparable (Table 1). The visual analogue scale score showed statistically significant
difference in control group participants and study group participants treated with PPF. There was
statistically significant difference in the average range of lumbar flexion and extension between
the control and study group participants. However, there was no significant difference in average
bilateral lumbar side flexion and bilateral lumbar rotation in control group and PPF group after 7
days of treatment. ASLR score depicted statistically significant difference in the average range
of ASLR in control group participants and study group participants treated with PPF. Functional
disability in terms of MODQ score showed statistically significant difference in the average
functional disability in control group participants and study group participants treated with PPF
(Table 2, Figure 4).

Table 1. Demographic profile of both the groups (n=59).

Parameters Control group PPF group (Study) ‘p’ value
Age (years) 34.63+6.45 35.21+£6.93 0.74
Height (cms) 161.53+6.42 158.41+5.82 0.056
Weight (kg) 62.90+7.97 64.07+10.03 0.62
BMI (kg/m?) 24.114+2.86 25.5+3.51 0.102
Duration of symptoms (days) 25.3+£8.16 26.1+8.93 0.73

BMI: Body mass Iindex
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Table 2: Comparison of all the outcome measures in both the groups
between baseline and 7 days of intervention

en?

Outcome Measures Control Study (PPF) ‘t’ value ‘p
Group Group

VAS (cm) 4.50+0.84 5.224+0.94 3.126  <0.01
ASLR (deg) 06.47+3.45 13.45+6.42 5225 <0.01
MODQ (percentage) 13.48+6.61 17.75+£5.98 2597 <0.05
Flex. (cm) 2.01+0.84 2.56+0.74 2.662 <0.05
Ext. (cm)  1.20+0.47 1.56+0.51 2.821 <0.05
R.SF (cm)  1.36+0.67 1.75+1.20 1.557 >0.05
Lumbar AROM [TSE em) ™ 2505128 2.56£1.56 0075 >0.05
R.Rot 3.80+2.20 4.14+3.69 0.429 >0.05

(deg)
L.Rot 4.63+2.87 5.174+2.63 0.75 >0.05

(deg)

VAS: Visual Analogue Scale, ASLR: Active Straight Leg Raise, MODQ: Modified Oswestry Disability Questionnaire, AROM: Active Range of
Motion, Flex.: Flexion, Ext.: Extension, R.SF: Right side flexion, L.SF: Left side flexion, R. Rot: Right rotation, L. Rot.: Left rotation.

. 17,75
18 - Improvement in PPF Group
16 A
13,45 13,48
14 A
12 A
10 1 H Control
8 A 6,47
522 4 PPF
6 45
4 - 2,56
2,01
' 1,56
5 . 1,2
’
0 T T 1
VAS (cm) Flex. (cm) Ext. (cm) ASLR (deg) MODQ (%)
Outcome Measures

Figure 4 Improvement in Pain, Lumbar spine mobility,
ASLR and functional disability in PPF Group

Discussion

Passive pelvic fixation group showed greater improvement in decreasing pain, increasing
lumbar flexion and extension range, improving active straight leg raising and reducing functional
disability related to low back pain in terms of Modified Oswestry Disability Questionnaire
(MODQ). The pain relief might be due to the effect of microwave diathermy and the additional
direct effect of passive pelvic fixation technique like neurophysiological change in pain
modulation or mechanical effects of mobilization [29,30] or an effect on the motor system as
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well as a local mechanical effect and thus, increased stability that may reduce the load on pain
sensitive structures [24] and thereby relief of pain and inhibited muscle function which in turn
may increase active range of lumbar movements. Further, this effect could be due to effects like
placebo or psychological effect directly or indirectly by minimizing protective muscle guarding
[29]. However, the cause and effect relationship was not investigated in the present study. Since
there is hardly any similar study, the results of this study could not be interpreted in terms of the
available literature. It has been reported that ilium compression has the potential to improve
symptoms like pain and heaviness in subjects with Pelvic Girdle Pain during an ASLR and other
aggravating movements, postures and functional tasks [24], via a number of possible
mechanisms like increased intra-abdominal pressure with the activation of abdominal muscles
and pelvic floor compression [11,16,17]. It has been shown that ilium compression activates
transverses abdominus muscle [18,31,32]. This can be the possible explanation of augmentation
of force closure leading to pelvic stability. However, the results are partly in accordance with the
study of Darren et al (2010) [24] regarding manual pelvic compression on trunk motor control
during an active straight leg raise in chronic pelvic girdle pain and partly in accordance with
Angela R. Tate et al (2008) [14] who studied scapular repositioning and reported that it decreases
pain and increases shoulder elevation strength in athletes with and without positive signs of
shoulder impingement. There are other related studies about augmentation of force closure of the
pelvic girdle with ilium compression [32,33,34] but implementation of the concept into a
treatment technique is a relative new idea.

Improvement in ASLR score by pelvic fixation or stabilization might be due to the
mechanical effects as produced with pelvic belt or improvement of muscle function or surgical
joint fusion, relieving pain and decreasing discomfort in activities related to load transfer
[11,31,32]. Decrease in pain and increase in range of motion could certainly have led to the
functional improvement because it is the pain which limits the activities of daily living, causing
disability. Reduction of pain and improvement of function have been documented in various
studies [35,36]. Obvious limitation of this study included difficulty in generalizing the results for
other patients and hence future research may be done in specific and nonspecific lumbopelvic
pain. More research is required to investigate the effectiveness of PPF in terms of kinetic and
kinematic analysis with advanced equipments.

Conclusion
Passive pelvic fixation may be used as an adjunct to conventional physiotherapy in acute
non-specific lumbopelvic pain.
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HIGH MOUNTAIN ACTIVITY HOLIDAYS IMPROVE FINGER MOTION
MUSCLES" SPEED

ACTIVITATILE MONTANE DE RECREERE IMBUNATATESC VITEZA
DE ACTIUNE A MUSCHILOR DEGETELOR

Friedrich Hainbuch?

Keywords: finger motion muscles™ speed,
high mountain activity, elderly, coronary heart
patients, prevention

Abstract

Finger motion muscles” speed is a specific
parameter revealing the condition of general state
of muscle strength and reactions in old age and is
a good indicator of whether the elderly can
maintain  their  everyday living  skills
(ADL=activities of daily living) as well as
participate in social contacts. For this reason
lower muscle speed also signalizes reduced body
muscle strength in general for elderly people.
Lower muscle strength correlates with markedly
higher risks of falls and fractures with lessened
independence and increased mortality.

This study will show that high mountain activity
holidays of about 14 days -for increasing finger
motion muscles™ speed completed by twelve 65 to
69-year old men with heart disease does in fact
contribute to a significant improvement in
muscles” speed.

Cuvinte cheie: Viteza musculara a manilor,
varstnicul, pacientul cardiac, preventie

Rezumat

Viteza musculara a mainilor reprezinta un
parametru relativ sigur pentru statutul general al
fortelor musculare ale corpului. De asemenea
reprezintda un indicator foarte important pentru
capacitatile pacientilor de a-si putea indeplini
singuri atributiile zilnice (ADL). De aceea, o forta
redusa a musculaturii mainilor este totodata un
semn al slabirii generale a musculaturii, in special
la persoanele care depasesc varsta de 65 de ani.
Forta musculara redusid este corelata cu o
posibilitate mai mare de a cadea si aceea de a
suferi fracturi grave. Acest lucru are ca si
consecinta reducerea calitati vietii si dependenta
de ajutor. Nu in ultimul rand, acest fapt este unul
din cele mai grave cauze ale mortalitatii!

Prin studiul prezent, doresc sa demonstrez ca este
posibil chiar si la 0 varsta inaintata, ca numai dupa
doua saptamani de activitate sportiva in munti,
musculatura manilor sa se imbunatiteasca

semnificativ.

Introduction

ASHER (1947) and other researchers discovered that continuing immobility deteriorates
muscles” speed and muscles’ strength. [1]

Only MILES (1979) did some research on finger motion muscles™ speed combined with
studies of finger movement and extension, flexion and rotation.

In this study of 335 men aged 6-89 years and 528 women aged 8-94 years MILES attempted
to construct an index of finger motion muscles™ speed. In this study of the role of muscle speed
in age-related decline MILES (1979) demonstrated that in fact finger motion muscles™ speed
declines over the course of aging, yet not at a linear rate, as hitherto believed but a parabolic rate.
[2]

Almost to the third decade of life muscle speed increases. The highest finger motion
muscles” speed for men is achieved in the fourth/fifth decade of life (between the ages of 30 and
45 years). Afterwards it decreases at a parabolic rate; in the fifth decade of life by about 5%, in

! Associated Professor University of Oradea, Faculty of Geography, Tourism and Sport; Director of the Institute of
Prevention, Rehabilitation and Sports at the Association of Sports for disabled people (Bonn),
Email: fhainbuch@t-online.de
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the sixth by about 12%, in the seventh by about 25% and in the period between the ages of 80
and 89 years by about 34% (see fig. 1). Muscle speed also continues to decrease more and more
the longer an illness lasts so that daily chores become progressively more difficult. [3]
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Fig. 1: Changes of finger motion muscles™ speed during ageing by MILES (1979), S. 544.

Material and methods

After preliminary considerations, an age cohort of 65 to 69-year olds (dividing up cohorts by
age is standard practice today) was prescribed the training program since this group was the
largest of all cardiac sport groups available each week. Also optimal training continuity was
possible because of the participants’ reliability and the fact that many of them had known each
other for years and they by and large still possessed the mental and physical alertness to resume
physical activity.

As the group was composed exclusively of participants with CHD (Coronary heart disease),

a specific group performance homogeneity was also provided for (100-120 W on an ergometer
bike with a maximum pulse of 110-120 beats per minute).
Recruitment of participants was exceptionally easy. 12 male participants aged 65 to 69 (average
age of 67.4) — all right-handed — were chosen from cardiac sports groups. Further criteria for
ensuring group homogeneity were, as mentioned previously, cardiovascular impairment
with/without by-pass or stent surgery as well as regular, daily medication (e.g. Macumar
anticoagulant) and beta-blockers in some cases.

The screening and selection criteria excluded any neuromuscular or orthopedic dysfunctions,
which could have possibly hindered grip strength performance.

All participants had to be willing to pay for the high mountain holidays. And they had to go
on a hike every day for 5-7 hours in Wallis/Switzerland (at about 1700 — 2600 m altitude).

The Wiirzburg-based company Systems of Medical Technology (SMT) provided their
Ageon vitality testing device on loan for this study.

Before starting the test series, all instruments were checked and calibrated. All 12
participants were tested again for tenderness when pressure was applied in the form of a firm
handshake. An observer was always present at each measurement. This was true of the initial
measurement as well as those taken after two days and two weeks.

Procedure. Initial test

Preliminary detailed explanation of the testing procedure —“introduction”-.

Upon assuming the standardized sitting position, three right-hand finger motion muscles
speed measurements were taken.
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The test records the reaction time to a visual stimulus. It measures the time the subject
needs to release a button pressed on the display. It then ascertains the time required to press a
button situated about 10 cm away. This second part of the test thus records the muscular reaction
time and indicates the muscle speed when tapping the finger.

The second measurement of the right hand for each participant was used.

Test after 2 days

Upon assuming the standardized sitting position, three right-hand finger motion muscles
speed measurements were taken.

The second measurement of the right hand for each participant was used; results report and
brief discussion.

Statistics

Training and changes in performance are among the central phenomena in sports. It is the
task of empirical research to test whether claimed changes can be substantiated. Mathematical
statistical analysis also aims to determine whether it is possible to generalize the changes
observed in samples. For measurement of change in general one of the key questions is whether
changes in one trait that have been measured from a sample at different points in time are
significant and thus capable of being generalized for the entire population. As the data obtained
are characterized by an interval scale and normally distributed variables, the t-test for matched,
dependent (correlating) samples is the suitable test for the proposed line of inquiry. Statistically,
this involved the testing of one variable (finger motion muscles™ speed, measured by visual
reaction) for a group of participants under two different conditions, i.e. it involves the
comparison of variables that were measured before and after the training phases.

Using the test statistic t it is possible to calculate whether the difference from the mean
significantly deviates from zero.

The participants were first measured before starting (in Bonn), after 2 days in Saas

Almagel (Wallis/Switzerland) and after two weeks.

To test for a significant difference from zero, the t-test is used. All statistical analysis was
performed with the SPSS program, version 14.0.

Results
Prior to reviewing the individual test results, we shall briefly describe the participants’ age
structure and occupations. As mentioned previously, the study involved 12 (n=12) 65 to 69-year
old men, three of which were 65, one 66 and one 67 years old, four 68 and three 69 years old.
The average age was 67.4 years. All participants were retired.

Beginning vs. 2-days at high altitude

Deterioration Initial measurement ./. After 2 days (grey)

08 +
0,6
0.4

0,2

Muscles' speed misec.

Fig. 2: Comparative deterioration between initial measurement and after 2 days
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2-days at high altitude vs. 14-days at high altitude
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Fig. 3: Comparative improvement between measurement after 2 days and
after 14 days at high altitude
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Fig. 4: Comparative improvement between initial measurement and
after 14 days at high altitude

Conclusions

Determination of finger motion muscles™ speed provides a relatively precise impression of
the general state of muscle strength; it proves an indicator for the physical performance ability of
aging persons. It also enables inferences to be made regarding the total muscle strength for third
age people, correlates with diet and may be used for assessment of the course of disease. Manual
skills presuppose sufficient finger motion muscles™ speed for all activities of daily living.

Diminished —muscle speed -is a sign of generally reduced muscular strength in third age
people, and therefore strongly correlates with markedly higher risk of falls and of fractures, with
lessened independence and increased mortality. It declines continuously and parabolically with
age Due to the simplicity of the measuring procedure, performed in the past with a mechanical
dynamometer (still preferred -today by some researchers), the test has been introduced in clinical
diagnostics and in exercise physiology tests. Both the normal values used for the computer
program as well as the research methods have been sufficiently verified.

Sufficient muscle speed is of vital importance for preventing and avoiding falls in
senescence, in order to guard against dependency on physical care, loss of ability to help oneself
and being bedridden, and to maintain quality of life as long and as independently as possible.

The present study concerns itself with improvement in muscle speed through high mountain
activity holidays.
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The participant group consisted of 12 65 to 69-year old men with CHD with an average age
of 67.4 years.
The basic results can be summarized in four points:

1. A 14-day stay at high altitudes by 65 to 69 -year old men with heart disease is by no means
precarious to their health and, indeed, contributes to a significant improvement in their finger
motion muscles speed. It at least delays the parabolic rate of decline in speed. Hence, such
activity also contributes insubstantially to preventing falls in elderly people.

2. The correlation between values in the initial test and those after two weeks is significant.

3. The testing methods for the individually plotted statistical measurements allow us to state
with an error probability of 1% that these improvements for the age group of 65 to 69-year old
men is significant and thus capable of being applied to the population as a whole.

Comparisons of the calculated critical t-value give an error probability of 0.1%.

4. Participants’ positive impressions of their training successes allow us to conclude that they
also feel somewhat safer than they did before. All participants intended to continue physical
activity.
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Table 1: Muscle speed measurements (cited in m/s)

Subject Start 2 days at an 14 days at an After six months
(50 m NN) altitude of altitude of 1700 m (50m NN)
1700m
1) 0,64 0,43 0,69 0,69
2) 0,57 0,33 0,60 0,60
3) 0,41 0,38 0,50 0,49
4) 0,60 0,46 0,68 0,67
5) 0,45 0,32 0,49 0,49
6) 0,41 0,32 0,43 0,43
7) 0,43 0,26 0,50 0,49
8) 0,93 0,6 1,00 0,99
9) 0,51 0,43 0,59 0,59
10) 0,46 0,39 0,51 0,51
11) 0,41 0,33 0,50 0,50
12) 0,59 0,41 0,60 0,60
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UTILIZAREA MIJLOACELOR KINETICE PENTRU REFACEREA
FORTEI MUSCULARE LA PACIENTII CU AND DUPA LEZIUNI
POSTTRAUMATICE LA NIVELUL OASELOR GAMBEI SI/SAU
PICIORULUI

THE USE OF KINETIC MEANS TO RECOVER MUSCLE STRENGTH IN
PATIENTS WITH POSTTRAUMATIC LESIONS AT THE LEVEL OF
SHANK AND/OR FOOT BONES

EmilianTarciul, Vasile Piancotan2, Mihai llle®

Key words: muscle strength, traumatism,
algoneurodystrophy

Abstract. After posttraumatic lesions at
ankle and/or foot level, in certain situations, the
patients can develop the algoneurodystrophic
syndrome with the affectation of all tissues from
skin to bone. This study has been accomplished
with the purpose of proving that the use of certain
complex rehabilitation means determines the
recovery, under good circumstances, of muscle
strength affected as a result of the traumatic
process.

Material and method. We have studied 12
patients who worked for two weeks and who were
in different stages of algoneurodystrophy (8
patients were in stage 2 of algoneurodystrophy
and 4 patients were in stage 1/2). Each patient
followed a physical therapy programme adjusted
to the stage they were in, the rest of the
procedures being identical for all patients and
established by the balneologist. For statistics we
have used the SPSS program.

Results. After rehabilitation programme, muscle
strength has improved, the results were better for
all patients compared to the initial evaluation. The
values of muscle strength at the final evaluation
were between F4+ and F5, while at the initial
evaluation were mostly between F3+ and F4.
Analyzing the obtained results, we have noticed
that the used statistic test (the sign test) shows
values of p<0,05, which are significant.
Conclusions. Results show that the use of certain
complex  rehabilitation  means  (including
neuroproprioceptive facilitation techniques) leads
to the recovery of muscle strength affected by
traumatisms and prolonged immobilization.

Cuvinte cheie: fortd musculard, traumatism,
algoneurodistrofie

Rezumatul lucririi. In urma leziunilor
posttraumatice de la nivelul gleznei si/sau
piciorului, In anumite situatii, pacienfii pot
dezvolta sindromul AND, cu afectarea tuturor
tesuturilor de la piele la os. Scopul studiului de
fata este de a demonstra faptul ca utilizarea unor
mijloace complexe de recuperare determina
refacerea in bune conditii a fortei musculare
afectate in urma procesului traumatic.
Material si metoda. Am luat in studiu 12 pacienti
cu diferite stadii ale AND (8 pacienti au fost in
stadiul Il AND, iar 4 pacienti in stadiul I/II).
Fiecare pacient a wurmat un program de
Kinetoterapie de 12 saptamani, adaptat stadiului in
care se afld, restul procedurilor fiind identice
pentru toti pacientii si stabilite de medicul
balneolog. Pentru interpretarea statistica a datelor
experimentului am folosit sistemul SPSS.
Rezultate. In urma implementirii programelor de
recuperare, forta musculard s-a imbunatatit astfel,
ca la toti pacientii la evaluarea finald rezultatele
au fost superioare evaludrii initiale. Valorile fortei
musculare la evaluarea finald au fost cuprinse
intre F4+ si F5 spre deosebire de cea initiala, unde
majoritatea valorilor de fortd erau intre F3+ i F4.
Analizand rezultatele obtinute, am constatat ca si
testul statistic utilizat (testul semnului) ne indica
valori ale lui p<0,05, ceea ce Inseamnd ca este
semnificativ.
Concluzii. Rezultatele obtinute ne indica faptul ca
utilizarea unor mijloace complexe de recuperare
(inclusiv a tehnicilor FNP), duc la refacerea fortei
musculare afectatd in urma traumatismelor si a
imobilizarii prelungite.

! Universitatea din Oradea, Facultatea de Geografie, Turism si Sport — emilian.tarcau@yahoo.com
2 Universitatea din Oradea, Facultatea de Geografie, Turism si Sport
® Universitatea din Oradea, Facultatea de Geografie, Turism si Sport
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Introducere

Algoneurodistrofia nu apare decat in anumite conditii in aceleasi situatii etiologice si este

legata de prezenta unor factori favorizanti si declansatori. [4] Dintre factorii favorizanti, cei mai
importanti sunt:

Varsta: - existd 2 decade de varsta frecvent afectate. Astfel se considerd ca 50% din
AND se plaseazi in decadele a patra si a cincea de viata. In ceea ce privesc copiii, desi
acestia sunt supusi foarte des diversilor factori care la adulti sunt considerati cu potential
declansant pentru distrofii reflexe, cazurile de AND sunt extrem de rare.

Sexul: - Pani nu demult, se considera o preponderentd masculini. In prezent. Este
acceptata preponderenta la femei, care diferd, dupa autori, de la 55% la 68%. Schimbarea
raporturilor este legatd si de intricarea femeii in activitati diverse, care o predispun la
traumatisme fizice, activitdfi stresante, dar si de diagnosticare mai exacta a unor forme
atipice de AND.

Constitutia neuroendocrina si vegetativa - un accent deosebit se pune pe raspunsul
individual particular la durere, ca factor cu mare pondere in determinarea aparitiei AND
si a formei clinice. Examene psihologice atente permit insa decelarea unor dificultati de
adaptare, fie la noi situatii de familie, fie la noi conditii de muncd - indeosebi
administrative si mai putin fizice sau alte framantari din societatea contemporana.
Psihologic vorbind, sunt persoane cu emotivitate crescutd si neexprimata intotdeauna,
persoane interiorizate.

Tipul de activitate - in studiile mai vechi, se mentioneaza o afectare procentual mult
scazuta in randurile celor care efectuau munci fizice, cu toatd expunerea crescutd la
traumatisme. Astdzi, se descriu din ce In ce mai multe cazuri de boala 1n randurile
muncitorilor manuali atat din mediul urban, cat si din cel rural. Se considera, totusi, ca
complicatie a unor afectari viscerale. [1]

De la primele descrieri, AND a fost considerata ca o determinare polietiologica. Pe

masura cunoasterii formelor atipice si a localizarilor foarte diferite, factorii declansatori au fost
cunoscuti mai bine, acestia fiind:

Traumatismele - Ponderea cu care traumatismele declanseaza AND difera dupa autori.
Se apreciazd cd 60% din AND dupd unele statistici, pand la 90°/o dupa alte statistici,
sunt de origine, posttraumatica (Bland J. H., Bouvier M, Bonica J.J.), in raport, cu
cresterea incidentei accidentelor rutiere si a traumatismelor de munca din industrie,
constructii etc. Cauzele traumatice sunt cu 10-15% mai frecvente la membrele
inferioare.

Arsurile - Datorita intricarii modificarilor fiziopatologice determinate de arsuri cu
tulburarile vasomotorii provocate de hiperfunctia simpaticului regional, diagnosticarea
acestor forme este dificila .

Afectiunile neurologice - Afectiunile neurologice care pot determina AND sunt foarte
numeroase (hemiplegia, tumorile cerebrale de orice natura, boala Parkinson,
traumatismele cerebrale, mielitele, polinevritele, parezele de sciatic popliteu extern, de
median, radial sau cubital etc.).

Alte afectiuni ce pot declansa AND — Afectiuni ale aparatului locomotor, afectiuni
intratoracice, afectiuni cardiovasculare, afectiuni ale micului bazin etc. [1]
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Ipotezele cercetirii

Interventia kineticd complexa realizata prin kinetoterapie individuald, hidrokinetoterapie
si fizioterapie asupra persoanelor care au suferit leziuni traumatice la nivelul oaselor gambei
si/sau piciorului si care au dezvoltat sindromul algoneurodistrofic, va permite refacerea fortei
musculaturii afectate. Pe baza ipotezei cercetarii s-au stabilit ipoteza statistica a carei rol este de
a putea analiza calitativ si/sau cantitativ datele obtinute in urma cercetarii.

Ipoteza statistica: Prin folosirea tehnicilor kinetice active creste forta musculaturii
afectate obtinandu-se diferente semnificative;

Material si metode
La realizarea acestui studiu au participat 12 pacienti cu AND. Dintre acestia, 7 au fost
barbati si 5 femei, cu varste cuprinse intre 23 si 64 de ani, 8 fiind in stadiul al II —lea
algoneurodistrofic, restul de 4 fiind in stadiul I/Il. Selectia lor a fost facuta la Spitalul de
Recuperare din Baile Felix, fiecare pacient urmand un program de Kinetoterapie adaptat stadiului
in care se afld, restul procedurilor fiind identice pentru tofi pacientii si stabilite de medicul
balneolog.
Am realizat testarea fortei musculare pentru:
o Flexia gleznei (dorsiflexia)
e Extensia gleznei (flexia plantara)
e Inversia piciorului
e Eversia piciorului [2,3]

Mijloace de recuperare utilizate

Programul de recuperare a constat in:

hidrokinetoterapie la o temperaturd a apei de 36° C;

dus subacval la o presiune de 2,5 atmosfere;

bai galvanice partiale a segmentului afectat;

bai alternative cu temperaturi alternante ale apei de 36-18°C;
masaj de drenaj limfatic;

kinetoterapie individuala.

Tehnicile de facilitare neuroproprioceptiva utilizate

Programul de kinetoterapie s-a desfasurat pe parcursul a 40 de minute, iar la final
am efectuat, pe parcursul a 10 minute 4 tehnici de facilitare neuroproprioceptiva .

1. Stabilizarea ritmica (SR)— pentru miscarile de inversie si eversie.

P.1. - decubit ventral, membrul inferior afectat flectat la 90°; kinetoterapeutul homolareral
realizeaza cu o mana contrapriza la nivelul distal al gambei, iar cu cealalta priza, policele fiind
pe partea dorsala a piciorului, iar celelalte degete pe partea plantara;

T1 — kinetoterapeutul Tmpinge Inspre inversie in timp ce se cere pacientului sd se opuna
migcdrii prin comanda ,.tine, nu ma lasa sa-ti misc piciorul!”;

T2 - kinetoterapeutul impinge inspre eversie, in timp ce se cere pacientului sa se opuna
migcdrii prin comanda ,.tine, nu ma lasa sa-{i misc piciorul!”.

Intre cei doi timpi nu se face pauzi, miscarile repetindu-se de cateva ori si din ce in ce
mai repede. In final se cere relaxarea.

In acelasi mod se realizeaza si pentru celelalte miscari.
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Fig. Nr. 1. Stabilizarea ritmica

2. Relaxare opunere (RO) — pentru miscarile de flexie si extensie a gleznei:

P.l. - decubit ventral, membrul inferior afectat flectat la 90°; kinetoterapeutul
homolareral realizeazd cu o méana contrapriza la nivelul distal al gambei, iar cu cealalta priza,
palma luand contact cu planta pacientului;

T1 — kinetoterapeutul Tmpinge inspre flexia dorsald in timp ce se cere pacientului sd se
opuna miscarii prin comanda ,.tine, nu ma lasa sa-{i misc piciorul!”;

T2 — Relaxare, cu comanda ,,relaxeaza piciorul!”

Tehnica se repeta de cateva ori, perioada de relaxare fiind dubla fata de cea de contractie.

In acelasi mod se realizeaza si pentru celelalte miscari

Fig. Nr. 2. Relaxare opunere — P.1. Fig. Nr. 3. Relaxare opunere — T1

3.Contractia izometricad in zona scurtatd (CIS) — pentru miscarile de flexie si extensie a
genunchiului.

P.I. — decubit ventral, genunchiul flectat pand aproape la flexia maximad posibila;
kinetoterapeultul homolateral realizeaza cu o mana contrpriza in treimea distald a coapsei pe fata
posterioara (desupra spatiului popliteu), iar cu cealaltd priza, In treimea distala a gambei, pe fata
posterioara;

T1 — se cere pacientului sa flecteze genunchiul, in timp ce kinetoterapeutul opune
rezistenta realizdnd izometria; comanda ,,flecteaza genunchiul!”;

T2 — Relaxare, cu comanda ,,relaxeaza!”

T3 — se duce gamba in extensie pana la 15° - 25°, unde kinetoterapeutul schimba priza pe
fata anterioara a gambei si se cere pacientului sa extindd genunchiul; comanda ,.extinde
genunchiul!”;

T4 — Relaxare, cu comanda ,,relaxeaza

',,
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Fig. Nr. 4. Contractia izometrica (CIS) — T1 Fig. Nr. 5. Contractia izometrica (CIS) — T3

4. Izometria alternantd (IzA) — pentru flexia si extensia gleznei.

P.l1. - decubit ventral, membrul inferior afectat flectat la 90°; kinetoterapeutul homolareral
realizeaza cu o mana contrapriza la nivelul distal al gambei, iar cu cealalta priza, policele fiind
pe partea dorsald a piciorului, iar celelalte degete pe partea plantara;

T1 — se cere pacientului sa realizeze flexii si extensii scurte ale piciorului, in timp ce
kinetoterapeutul opune rezistentd miscarii realizand izometrie; comanda ,,flecteaza piciorul!”,
,extinde piciorul!”;

T2 - Relaxare, cu comanda ,,relaxeaza!”

Se executa in toate puctele arcului de migcare si pe toate directiile de miscare.

Tehnicile de facilitare neuroproprioceptivd au fost realizate atat pentru glezna cat si
pentru genunchi.

Fig. Nr.7. Izometria alternanta — T1

Fig. Nr. 6. Izometria alternantd — T1

Rezultate obtinute

Pentru a putea realiza analiza statisticd a fortei musculare cu ajutorul sistemului SPSS am
convertit fortele Tn coeficienti valorici. Deoarece nu am avut forfe sub pragul de F3, acesta a fost
pragul minim caruia i-am atribuit valoarea 0. Pentru o mai bund intelegere, vom reda in
continuare acesti coeficienti: F3 — 1i corespunde valoarea 0; F3+ — 1i corespunde valoarea 1;
F4- — 1i corespunde valoarea 2; F4  — 1i corespunde valoarea 3; F4+ — 1i corespunde
valoarea 4; F5- — 1i corespunde valoarea 5; F5 — 1i corespunde valoarea 6.

Tabelul nr. 1. I. Analiza statistica a fortei musculare

Parametrii statistici Flexia gleznei Extensia gleznei | Inversia piciorului | Eversia piciorului
| F | F | F | F
Mediana 3,00 4,50 4,00 5,00 3,00 4,50 3,00 5,00
Modul 3 5 4 5 3 4 2 5
Valoarea minimi 1 3 3 4 1 3 1 3
Valoarea maxima 4 6 6 6 5 6 5 6
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In tabelul nr.1 sunt prezentate rezultatele obtinute in urma analizei parametrilor statistici
si anume: modul si mediana ca indicatori ai tendintei centrale si valoarea minima si maxima, ca
si valori extreme ale distributiei.

Analiza frecventelor pentru testingul muscular la flexia gleznei ne indica la evaluarea
initiala valori cuprinse intre F3+ si F4+, iar la evaluarea finala intre F4 si F5. Cea mai mare
frecventd la evaluarea initiald este de 7 (58,3%) corespunzdtoare lui F4 si cea mai micd de 1
(8,3%) pentru F4-. La evaluarea finald pentru F5- avem o frecventa de 5 (41,7%), iar pentru F5

frecventa cea mai mica de 1 (8,3%).

Tabelul nr. 2. .Analiza frecventelor pentru flexia gleznei— testing muscular

Frecventa | Procent Procent Procent
Valid Cumulativ
Valid 2 16,7 16,7 16,7
F3+ 1 8,3 8,3 25,0
- initial - F4- 7 58,3 58,3 83,3
F4 2 16,7 16,7 100,
F4 0
+ 1 100, 100,
Total 2 0 0
Valid F4 3 25,0 25,0 25,0
- F4 3 25,0 25,0 50,0
fina + 5 41,7 41,7 91,7
I - F5- 1 8,3 8,3 100,
F5 0
Total 12 100,0 100,0

in tabelul nr. 3 sunt prezentate frecventele fortelor musculare inregistrate pentru extensia
gleznei. La evaluarea initiald 5 pacienti (41,7%) au forta de F4-, 6 pacienti (50%) au forta F4 si
un singur pacient (8,3%) forta F5. La evaluarea finala 25% dintre pacienti au avut F4+, 41,7% -
F5-5133,3% - F5.

Tabelul nr.3. Analiza frecventelor pentru extensia gleznei— testing muscular

Frecventa | Procent Procent Valid | Procent
Cumulativ

Valid F4- 5 41,7 41,7 41,7

- F4 6 50,0 50,0 91,7

initial F5 1 8,3 8,3 100,0
- Total 12 100,0 100,0

Valid 3 25,0 25,0 25,0

- F4+ 5 41,7 41,7 66,7

final F5- 4 33,3 33,3 100,0

- F5

Total 12 100,0 100,0

In tabelul nr. 4 poate fi observata distributia valorilor pentru miscarea de inversie a
piciorului, situdndu-se intre F3+ si F5- la evaluarea initiala si intre F4 si F5 la evaluarea finala.
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Tabelul nr. 4. Analiza frecventelor pentru inversia piciorului — testing muscular

Frecventa | Procent Procent Procent
Valid Cumulativ
Valid  F3+ 1 8,3 8,3 8,3

F4- 2 16,7 16,7 25,0

- initial - F4 4 33,3 33,3 58,3

Fa4+ 2 16,7 16,7 75,0

F5- 3 25,0 25,0 100,0
Total 12 100,0 100,0

Valid F4 2 16,7 16,7 16,7

- F4+ 4 33,3 33,3 50,0

final F5- 2 16,7 16,7 66,7

- F5 4 33,3 33,3 100,0
Total 12 100,0 100,0

Analiza eversiei piciorului ne indica date asemanatoare cu cele de la inversie fapt care
poate fi observat in tabelul nr. 5. Astfel la evaluarea initiald 8,3% dintre pacienti au forta F3+,
33,3% forta F4-, 25% forta F4, 8,3% forta F4+, si 25% forta F5-. La evaluarea finala 2 pacienti
au forta F4 (16,7%), 3 pacienti forta F4+ (25%), 4 pacienti forta F5- (33,3%) si 3 pacienti forta
F5 (25%).

Tabelul nr. 5.Analiza frecventelor pentru eversia piciorului — testing muscular

Frecventa Procent Procent Procent
Valid Cumulativ

Vvalid 3+ 1 8,3 8,3 8,3

F4- 4 33,3 33,3 41,7

- F4 3 25,0 25,0 66,7
initial F4+ 1 8,3 8,3 75,0
- F5- 3 25,0 25,0 100,0

Total 12 100,0 100,0

Valid F4 2 16,7 16,7 16,7

- final - Fa+ 3 25,0 25,0 41,7
F5- 4 33,3 33,3 75,0
F5 3 25,0 25,0 100,0

Total 12 100,0 100,0

Analiza diferentelor ne aratd ca programul de kinetoterapie utilizat a avut efecte benefice
asupra fortei musculare determinand cresteri ale acesteia, lucru demonstrat de diferentele
pozitive rezultate in urma calculelor statistice (tabelul nr. 6).

Tabelul nr. 6. Analiza diferentelor pentru forta musculari - testul semnului

Diferenta intre evaluarea Frecventa N
finala si cea initiald diferentelor

Diferente negative 0

Flexia gambei Diferente pozitive 12

F-1 Egalitate intre valori 0

Total 12

Diferente negative 0

Extensia gambei Diferente pozitive 11

F-1 Egalitate intre valori 1

Total 12

Diferente negative 0

Inversia piciorului Diferente pozitive 11

F-1 Egalitate intre valori 1

Total 12

Diferente negative 0

Eversia piciorului Diferente pozitive 11

F-1 Egalitate intre valori 1

Total 12
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Analiza testului semnului ne da valori ale lui p mai mici de 0,05, ceea ce aratd ca testul este
semificativ. Acolo unde intre evaluarea finala si cea initiala, toate diferentele sunt pozitive, valoarea lui
p este O (tabelul nr. 7).

Tabelul nr. 7. Analiza statistici pentru forta musculari — testul semnului

Semnificatia | F gambei | E gambei | Inversia Eversia
testului F-1 F-1 F-1 F-1
p 0,000 0,001 0,001 0,001

Discutii

In urma aplicarii programelor de recuperare, s-au obtinut rezultate incurajatoare,
diferentele intre valorile obtinute la evaludrile initiale si cele finale fiind superioare celor din
urma. Astfel, din tabelul 1 se observa faptul ca daca la evaluarea initiala, valorile minime de
fortd musculara erau cuprinse intre 1 (corespunzartoare lui F3+) si 4 (corespunzatoare lui F4+),
la evaluare finald am avut o singura valoare de 4 (F4+), doua de 5 (F5-), restul fiind de 6 si
corespunzand unei forfe normale de F5.

De asemenea, analiza frecventelor valorilor numerice pentru fiecare migcare in parte ne
indica cresteri de fortd dupa realizarea programelor de recuperare (tabelele 2,3,4 si 5), iar testul
semnului ne aratd faptul ca exista diferente semnificative intre evaluarea finald si cea initiala,
deoarece valoarea calculata a lui p este mai mica decat 0,05 (tabelul 7).

Analiza rezultatelor ne confirma ipoteza statistica si anume: ,,prin folosirea tehnicilor
kinetice active creste forta musculaturii afectate obtinandu-se diferente semnificative”.

Concluzii

Aplicarea unor tehnici si metode specifice de recastigare a fortei muscular la pacientii cu AND
posttraumatic este absolut necesara pentru a putea avea suportul necesar realizarii unei stabilitati care sa
ne permit ulterior refacerea mersului. Tocmai de aceea, introducerea tehnicilor de facilitare
neuroproprioceptiva pentru promovarea stabilitatii (CIS si IZA) la nivelul musculatuii afectate, alaturi
de kinetoterapia individuald activa, hidrokinetoterapie si probabil intregul program de recuperare a
determinat o crestere a fortei musculare.
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IMPORTANTA TRATAMENTULUI DE RECUPERARE iN DUREREA
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THE IMPORTANCE OF PHYSICAL THERAPY IN LOW BACK PAIN
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Abstract. Low back pain is one of the most
common musculoskeletal disese. It is induced by a
lot of causes, but most frecvently are mechanical
causes, especially degenerative discs and spinal
disc herniation.

Material and method. 100 patients were
enrolled in the study, diagnosed with lumbar
hernia at the level L4-L5, L5-S1, subacute or
chronic stage, phase Ill, stage I, who were treated
in the Department of Rheumatology and
Rehabilitation Targu Mures. The study was
performed during February 2011- March 2012.
Patients were divided in two groups: group A
consisted of 50 patients treated by medication
therapy, electrotherapy and sedative massage;
group B consisted of 50 patients treated in
combination with medication therapy,
electrotherapy, massage and physical therapy. The
objectives of rehabilitation were: relaxation of
hardness muscles, lower trunk muscle stretching,
lumbar stretching, increasing the tone of the trunk
muscles, of the abdominal and lumbar extensor
muscles.

Assessment  was performed at the
beginning, after 3 weeks and after 6 months from
the diagnoses using the VAS (analog visual scale
for the pain) scale and range of motion.

Discusions. The complex treatment
consisting of a combination between medication,
electrotherapy, sedative massage with physical
therapy was superior to the treatment without
physical therapy.

Conclusions. It is very important to
continue physical therapy at home and to keep to
the physical therapy secondary rules for a good
evolution of the disease.

Cuvinte cheie: durere lombara joasa,
kinetoterapie, kinetoprofilaxie secundara

Rezumat. Durerea lombard joasd reprezintd
una dintre cele mai frecvente afectiuni
musculoscheletale. Poate fi indusa de foarte multe
cauze, dar cele mai frecvente implicate sunt
modificarile degenerative discale si hernia de disc.

Material si metoda. In studiu au fost inclusi
un numar de 100 de pacienti, diagnosticati cu
hernie de disc la nivel L4-L5, L5-S1, aflati in
stadiu subacut sau cronic, faza a Il a, stadiul I,
care au fost tratati in Clinica de Recuperare si
Reumatologie Targu Mures. Studiul s-a desfasurat
in perioada februarie 2011-martie 2012. Pacientii
au fost Tmpartiti in doua loturi: lotul A format din
50 de pacienti, care au urmat tratament
medicamentos, electroterapie si masaj miorelaxant
si lotul B format tot din 50 de pacienti, care au
urmat tratament medicamentos, electroterapie,
masaj miorelaxant si kinetoterapie. Obiectivele
programului de kinetoterapie aplicat pacientilor din
cadrul lotului B au fost obtinerea relaxarii
contracturii - muculaturii  lombare, asuplizarea
trunchiului inferior, asuplizarea lombara, tonifierea
musculaturii  trunchiului, §i a musculaturii
extensoare lombare.

Evaluarea pacientilor s-a facut inainte de
tratament, la 3 saptdmani, respectiv la 6 luni
utilizand scala VAS si bilantul articular.

Discutii.  Tratamentul  complex de
recuperare, care constd din asocierea tratamentului

medicamentos, electroterapiei, masajului
miorelaxant si a kinetoterapiei este superior
tratamentului in care nu a fost inclusa
kinetoterapia.

Concluzii. Este foarte importanta
continuarea  kinetoterapiei la  domiciliu  si

respectarea regulilor de kinetoprofilaxie secundara
pentru o buna evolutie a afectiunii lombare.

! Clinica de Reumatologie Targu Mures, Universitatea de Medicina si Farmacie Targu Mures (Targu Mures, Str.

Rasaritului, nr. 4A, tel. 0742299505, szasz_fc@yahoo.co

m)

2 Centrul Scolar pentru Educatie Incluziva nr. 2 ,Targu Mure$
® Clinica de Reumatologie Targu Mures, Universitatea de Medicina si Farmacie Targu Mures
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Introducere

Tratamentul pacientilor cu durere lombara joasa impune o cunoastere atit a anatomiei,
fiziopatologiei, cat si a multiplelor cauze ale afectiunii. Similar altor afectiuni, cum ar fi bolile
coronariene §i bolile inflamatorii intestinale, obiectivul principal al tratamentului este obfinerea
independentei functionale a pacientilor. [1]

Durerea lombara joasa este una dintre cele mai frecvente cauze de adresabilitate a
pacientilor in serviciile de recuperare. Datele din literatura de specialitate aratd ca 80% din
populatia adulta prezinta unul sau doua pusee algice lombare de gravitate diferitd de-a lungul
vietii.

Durerea lombara joasa are consecinte socio-economice, poate deveni cronica §i sa
interfereze capacitatea functionala a pacientilor. Diversitatea patologiei coloanei lombare este
mare: inflamatoare, infectioasa, traumatica, metabolica, neoplazica, degenerativa.

Indiferent de etiologie durerea lombara joasd este consideratd una dintre cele mai
obisnuite afectiuni. Multi autori relateaza o prevalenta a bolii Intre 75% si 85%, cu o incidenta
anuala de 5%. [2-5]

Durera lombard joasa reprezintd una dintre cele mai obisnuite motive de prezentare in
serviciile de medicind de familie, aproximativ 7% dintre acesti pacienti prezintd durere lombara
joasd intr-un singur an. [6,7]

Dupa varsta de 30 de ani apar primele modificari de degenerescenta a discului. La nivelul
inelului fibros are loc o scadere a elasticitatii, in timp ce la nivelul nucleului pulpos scade
capacitatea lui hidrofila ceea ce favorizeaza producerea leziunilor traumatice cu ruperea partiala
sau totala a inelului fibros ceea ce va determina protruzia discului sau aparitia herniei de disc pe
linia mediana sau lateral. [8]

Scopul este demonstrarea eficientei tratamentului complex fizical kinetic la pacientii
diagnosticati cu hernie de disc la nivel lombar si importanta includerii i a continudrii
programului de kinetoterapie si de kinetoprofilaxie pe termen lung.

Material si metoda

Este un studiu retrospectiv, desfasurat in perioada februarie 2011-martie 2012 in
Ambulatoriul si Clinica Reumatologie Targu Mures.

Am inclus in studiu un numar de de 100 de pacienti, mpartiti in doud loturi: lotul A
format din 50 de pacienti, la care li s-a administrat tratament medicamentos (antiinflamatoare,
antialgice, miorelaxante §i anxiolitice), electroterapie (TENS, Trabert, curenti diadinamici,
curenti de medie frecventa, ultrasunete, magnetodiaflux) si masaj miorelaxant si grupul B format
din alti 50 de pacienti la care pe langa tratamentul medicamentos (antiinflamatoare, antialgice,
miorelaxante si anxiolitice), electroterapie (TENS, Trabert, curenti diadinamici, curenti de medie
frecventa, ultrasunete, magnetodiaflux) si masaj miorelaxant s-a asociat si kinetoterapie. Toti
pacientii au fost diagnosticati pe baza examenului clinic §i a investigatiilor imagistice-rezonanta
magnetica nucleara sau tomografie computerizata, cu hernie de disc lombara la nivel L4-L5, L5-
S1, faza III, stadiul I. Pacientii prezentau hipoestezie sau normoestezie, hiporeflexie, areflexie
osteotendinoasa sau normoreflexie si nu s-a decelat deficit motor.

Obiectivele programului de kinetoterapie aplicat pacientilor din cadrul lotului B au fost
obtinerea relaxarii contracturii muculaturii lombare, asuplizarea trunchiului inferior, prin
exercitii de remobilizare a coloanei lombare, basculari de bazin, intinderea musculaturii
paravertebrale si psoasiliacului, asuplizarea lombard, tonifierea musculaturii trunchiului, a
musculaturii lombare si extensoare lombare.

Au fost aplicate tehnici de facilitare propioceptiva, Tmpreund cu programul Williams,
programul Kabat si exercitii pentru cresterea tonusului muscular.

Dupa ameliorarea simptomatologiei sau disparitia acesteia s-a aplicat programul de
kinetoprofilaxie secundard, de prevenire a recidivelor ,,scoala spatelui” bazat pe trei obiective:
constientizarea pozitiei corecte a coloanei lombare si bazinului prin adoptarea unor posturi
corectoare, exercitii de delordozare prin bascularea bazinului, exercitii uzuale cu delordozare;
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"inzavorarea" coloanei lombare, avand ca scopuri blocarea in timpul efortului a segmentului
afectat, invatarea mentinerii pozifiei neutre si invatarea mobilizarii cu totul independente a
membrelor fatd de trunchi si mentinerea fortei musculare-musculatura trunchiului inferior si a
musculaturii fesiere. Aceste exercifii insusite pe parcursul spitalizarii au fost recomandate sa fie
continuate la domiciliu. [9]

Evaluarea pacientilor s-a facut Tnainte de tratament, la 3 sdptdmani, respectiv la 6 luni
utilizand scala VAS si bilantul articular.

Prelucrarea statistica a datelor s-a facut cu ajutorul programului GraphPad PrismS5.

Din numarul total de pacienti inclusi in studiu un numar de 60 (60%) erau de sex
masculin, iar restul de 40 (40%) de pacienti erau de sex feminin. Mediul de provenienta la 64
(64%) de pacienti era rural, in timp ce la 36 (36%) de pacienti era urban. In ambele situatii
pacientii relatau o activitate de suprasolicitare la nivelul coloanei lombare, ridicat de greutati,
miscari de torsiune si pozitii monotone, prelungite de asezat la birou sau mers si ortostatism
prelungit.

Prin investigatiile imagistice, coroborate cu examenul clinic s-a evidentiat hernia de disc
lombara localizata la nivel L4-L5 in 58 (58%) de cazuri si la nivel L5-S1 1n 42 (42%) de cazuri.
Varsta medie a pacientilor a fost de 42 de ani.

Au fost exclusi din studiu pacientii cu afectiuni cardiovasculare decompensate
insuficientd functionald a unor organe, afectiuni neoplazice asociate si cei care nu aveau
confirmarea imagistica a afectiunii.

Rezultate

Aplicand scorul VAS celor doud loturi incluse in studiu inainte de inceperea
tratamentului si prelucrand statistic datele, p=0.48, se constatd ca nu exista o diferentd statistic
semnificativa intre cele doua loturi de studiu.

Urmarind evolutia pacientilor din lotul A cu ajutorul scorului VAS initial si la 3
sdptamani se constatd o imbundtatire a simptomatologiei, de la o medie de la 7.48+0.93 Ila
2.34+1.00, cu o valoare a indicelui p<0.001 cu un inalt grad de semnificatie statistica. La aceiasi
pacienti aplicand scorul VAS initial si la 6 luni se constatd o modificare a mediei de la 7.48+0.93
la 6.76+0.57 cu o valoare a indicelui p de 0.06, fara semnificatie statistica.

Prin aplicarea scorului VAS la pacientii din lotul B se constatd la 3 saptamani de la
inceperea tratamentului o ameliorare a durerii prin modificarea mediei de la o valoare de
7.46+£0.95 la 2.024+0.82 cu o valoare a indicelui p<0.001 cu un inalt grad de semnificatie
statisticd. Aceeasi ameliorare a simptomatologiei se mentine si la 6 luni, de la o medie de
7.46+£0.95 1a 6.76+1.57 si un p<0.001 cu un Tnalt grad de semnificatie statistica.
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trat. trat.

Fig. I1: Evolutia scorului VAS aplicat celor doua loturi de pacienti

Bilantul articular aplicat celor doua loturi A si B, efectuat inainte de inceperea
tratamentului, la 3 sdptdmani, respectiv la 6 luni, pune in evidenta la pacientii din lotul A in ceea
ce priveste flexia apreciatd prin indicele Schober o ameliorare la 3 saptdmani statistic
semnificativa p=0,043, ameliorare care insd nu se mai mentine la 6 luni, la acesti pacienti din
lotul A, care nici pe parcursul tratamentului de recuperare si nici ulterior nu au urmat programul
de kinetoterapie p>0.05.

Indicele Schober aplicat insa pacientilor din lotul B la 3 sdptamani, respectiv la 6 luni, in
ambele situatii aratd o ameliorare a miscarii de flexie cu un Tnalt grad de semnificatie statistica, p
avand o valoare <0.001.

4.5

35

O Indice Schober lot A
B Indice Schober lot B

25

15

0.5

initial 3 saptamani 6 luni

Fig. 2: Indicele Schober aplicat celor doua loturi de pacienti

In ceea ce priveste miscarea de inflexiune laterala (homolaterald-heterolaterald) in lotul A
atat la 3 saptamani, cat si la 6 luni indicele p nu are o semnificatie statistica, valoarea indicelui p
>0.05. La pacientii din lotul B calculand bilantul articular pentru inflexiunea laterala
(homolaterald-heterolaterald) la 3 saptamani se Inregistreaza o ameliorare statistic semnificativa
p<0.05, cu o ameliorare mult mai bund, cu un nalt grad de semnificatie statistica la 6 luni, unde
p<0.001.
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La migcarea de extensie si de rotatie la pacientii din lotul A s-a inregistrat o evolutie buna
P<0.05, iar la pacientii din lotul B ameliorarea a fost cu un inalt grad de semnificatie statistica la
ambele intervale de timp la 3 saptamani, respectiv la 6 luni, p<0.001.
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Fig. nr. 3-Bilantul articular aplicat celor doua loturi de pacienti
Tabel 1: Evolutia pacientilor pe parcursul celor 6 luni
Loturi de pacientt Recidive Interventie chirurgicala
Lot A 15 3
Lot B 6 0

Monitorizand evolutia pacientilor pe parcursul celor 6 luni se constatd ca reacutizarea
durerilor a aparut la un numar de 15 pacienti din lotul A, in timp ce doar 6 pacienti din lotul B au
prezentat o reacutizare a durerilor. La nici un pacient din lotul B nu s-a ajuns la interventie
chirurgicala, in timp ce 3 pacienti din lotul A au prezentat o progresie a heniei de disc care a
generat pareza si s-a ajuns la interventie chirurgicala.

Concluzii si discutii

Tratamentul de kinetoterapie este important In evolufia pacientilor atat pe termen scurt,
cat si pe termen lung.
Abordarea terapeuticd a pacientilor cu hernie de disc trebuie sd fie complexad si se impune o
colaborare stransa 1n cadrul echipei de recuperare formata din medic, asistent de
balneofizioterapie, kinetoterapeut, maseur etc.

Frecventa recidivelor si agravarea afectiunii este dependenta de asemenea de programul
de kinetoterapie.

Atat durerea, cat si mobilitatea coloanei vertebrale sunt influentate de exercitiile de
kinetoterapie urmate in mod consecvent.

Importanta insusirii si continudrii la domiciliu a exercitiilor de kinetoterapie cu
respectarea regulilor de kinetoprofilaxie secundara.

Este necesara individualizarea tratamentului si monitorizarea obiectivd a parametrilor
clinico-functionali.
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- 65 lei pentru cadre universitare, kinetoterapeuti sau alti specialisti ai domeniului/ numar
- 30 lei pentru studenti nivel master/ numar

Pretul pentru fiecare numar anterior al Revistei Roméane de Kinetoterapie, anterior anului 2009 este
de 10 lei/ numar.

Pentru alte informatii sau pentru inscriere on-line, se poate trimite mesaj la:
doriana.ciobanu@yahoo.com

INDEXARE

Titlul revistei: Revista Roméni de Kinetoterapie

ISSN: 1224-6220

Pagina web: www.revrokineto.com

Profil: revista de studii, cercetari, recenzii

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

Indexare: Index Copernicus, Socolar, Ebsco Publishing

Anul primei aparitii: 1995

Periodicitate: bianual
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RECOMMENDATIONS FOR THE AUTHORS

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.

¢ 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 nf 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.

¢ Aknowledgements — are given only to persons who have had a significant contribution to the study, if it

is the case.

¢ 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 numbers 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: — Shenghe, T. 2002, Kinesiologie: Stiinta miscarii. Editura Medicala, Bucuresti, pp. 112,

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@yahoo.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 financing resources, they 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: doriana.ciobanu@yahoo.com

The price for an advert, full color A4 for the year 2012 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 journal has free of charge
access, on webpage www.revrokineto.com. Users are free to read, download, copy, distribute, print, search, or
link to the full texts of journal’s articles.

Only at client request, we can provide the printed version of 2 journals/ year, for an amount of 35 lei

For the authors, the publication’s fee is:

- 50 EURO for teachers from academic environment, physical therapists and other healt care
providers/issue

- 25 EURO for master students/issue

The price for every previous issue of the Romanian Journal of Physical Therapy, before 2009, is 10 lei/ issue.
Other information or for subscription, please send a message to: doriana.ciobanu@yahoo.com

INDEXING

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

Web page: www.revrokineto.com

Profile: a jounal of studies, research, reviews

Editor: Oradea University Printing House

The level and attestation of the journal: C — CNCSIS

Year of first publication: 1995

Issue: half-early
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