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SUCCINT HISTORY OF PHYSICAL THERAPY CONCEPT IN ROMA NIA
- speaking with Prof.Phd. MARCU VASILE

prof. univ.dr. Marcu Vasile

L-am rugat pe domnul profesor univ.dr. Marcu Vasile, in acest moment pensionar,
profesor asociat la Universitatea din Oradea, conduitor de doctorat la Universitatea
Nationala de Educaie Fizica si Sport din Bucuresti, sa ne spurii cateva cuvinte despre
Istoria contemporani traita a kinetoterapiei, in Romania.

V. Marcu: Consider & este bine a preciza exist o intreag istorie in Romania, a utilizii in
scopuri curative, a exettilui fizic. Dintotdeauna s-a considerai exerciiul fizic este unul
dintre cele mai eficiente “medicamente” naturaliévag cu efecte miraculoase.

Cum creddi ca a fost constituit sistemul romanesc de eduga fizica si sport,
incluzand si gimnastica medicah?

V.Marcu: In formarea sistemului romanesc de ediecdizici si sport s-a mers pe linia
sistemului suedez al lui Pehr Henrik Lingn care un important capitol il reprezimfimnastica
medicad.. Ling, un fost ofier suedez,anit in razboi, a aplicat asupra propriului corp exguti
fizic, pentru asi recupera starea dératate.

Si cum credeti ca a aparut in acest sistem romanesc conceptul de gimnasiic
medicali?

V.Marcu: in acest context, Tacdin 1921/ 1922, in planul de #mant al primei instittii de
Tnvatamant superior din Roméania pentru priga profesorilor de eduga fizica, doctorul Felix
a introdus o discipliih numita Gimnastiai medicali. Prin aceasta s-a u#init ca in formarea de
ansamblu a profesorilor de edtueafizica si existe preocuparea pentru atitudinea cérect
corpuluisi a segmentelor lui, precusn pentru cunogterea mijloacelor de prevenigecorectare
a deficienelor fizice.

Gimnastica medicah a existat in toah aceasi perioada in planurile de invitamant

ale facultatilor de educgie fizica si sport?
V.Marcu: Da. In tgi anii, profesorii de eduti fizica au parcurssi cursuri de gimnastic
medicad si masaj, fiind predgtiti sa aplice Tn scop curativ exetiil fizic. Este ficat & astizi, in
curiculele pentru formarea profesorilor de edigcéizica, aceste preocdp nu si-au mai gsit
locul.

Cum a aparut specializareaCultura Fizica Medicali?
V.Marcu: Revenind in dezvoltarea Institutului de Cudtlizica (ICF) din Bucursti, regretatul
prof.univ. dr. docent Adrian N. lonescu, a creapecializare de Cultaiffizica medicad.

Dupa incetarea din via a profesorului, specializarea s-a degfiinNe sinim obligagi sa
precizm c intre 1970-1983, specializarea Cuitfizica medicah s-a mefinut doar la Oradea,

! Pehr Henrik Ling (15 Noiembrie1776, Sédra Ljunga— 3 Mai 1839) st fon kinetoterapeut suedez, autorul
gimnasticii medicale. El a descoperit exerciiile fizice zilnice |-au ajutat &Tsi recapete completiritateasi de
aceea s-a ganditi puri aceast nous descoperire a sgi in folosul altor persoane. El a&aut un potetial in
adaptarea acestor tehnici pentru a fi folositermmvarea &natatii Tn multe situgii patologice. De aceea, a urmat
cursuri de anatomigi fiziologie si apoi intreaga curicidla unui medic. Apoi a elaborat un system de ginicigst
exerciii si manevre, imfxit Tn patru ramuri, (1) pedagogdic(2) medical, (3) militara, (4) estetig, care i-au
demonstrat teoriile conform rigorilgtiintifice occidentale, necesare pentru a integeproba acest sistem datre
alti practicieni in domeniulanatitii.
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la Institutul Pedagogic de 3 ani. Tot aici, Inti@83 — 1989 s-a realizat catescoah de vai
pentru pregtirea postuniversitara specialitilor in cultura fizica medicah (CFM-isti).

Dar cum a apirut specializarea Kinetoterapie in Romania?

V.Marcu: In anii 1990 — 1991, un ONG francez “L’ equilibreivand numerg voluntari cu
specializareamasokinesiterapie (denumirea din francéza specialiarii), a avut numeroase
intervenii, mai ales n instittlile de ocrotire a persoanelor cu disabilitdin Roméania. S-a
constatat atunciacin Roméania nu avem suficient personal speciapeatru asistga kinetia a
persoanelor cu disabiii. “L’equilibre” a propus conducerii de atunci astitutului de Educge
Fizica si Sport (IEFS) din Bucuggi, astizi Universitatea Ngonaki de Educge Fizici si Sport
(UNEFS), organizerea unui colegiu, deci unatamant de scuiit durat (de 3 ani), pentru a
pregiti asistei de masokinesiterapie.

In 1991, Rectorul de atunci, prof.univ.dr. Tibesudelean, m-a invitat la o intalnire
pentru a stabili modalitatea prin care cerem Ministerului infiiparea acelui colegiu. In acel
moment mi-am exprimat dezagirea, considerandiar fi o intoarcere Tnainte de anii '50. BGup
cum spuneam, din anii ‘50, regretatul Adrian N.dscu presfea CFM-ti cu studii universitare
de lung durati. Atunci am propusascerem Ministerului o specializare rioin Romaéania, pe
domeniul de licetai KINETOTERAPIE . Eu publicasem deja, prin '83, carta ,Masaj
kinetoterapie”, in Editura Sport Turism din Buairesingura in acel moment pe domeniu, din
tard. Este adewrat &, cu dod luni Tnhainte, excelentul specialist Clement Bapublicase la
aceeg editua lucrarea ,Kinetoterapia prgi postoperatorie”. Mejionez @& in lucrarea lui
Clement Baciu sunt citate schie luate din cartea mea, cu trimitere bibliograte notele mele
de curs. Clement Baciu nu putea avea acces laenotelle de curs, care erau la mine in geant
Ulterior am aflat & profesorul Clement Baciu fusese numit refergmtific la cartea mea (de
mertionat G editurile gistrau Tn anoniat numele refetidor stiintifici). Oricum, ulterior, i-am
mulumit domnului profesor pentru introducereainoii de kinetoterapie in Romania.

Asadar, am fost desemnat de colegii care ne-am ihteutEFS, 4 intru la Ministrul de
atunci, dl. MihaiSora, cu solicitarea de a aproba deschiderea clmsyrentru specializarea
Kinetoterapie la Bucugti si Oradea. Imi aduc amintei desind de la dl. Ministru cu solicitarea
aprobai, am fost intampinat de consilierul pe problemspiet al ministrului, dl. Mircea Lovin,
care mi-a dcut propunerea de a introduce in solicitargniversitatea din Bawx. Am revenit la
dl. Ministru, si astfel au afrut, incepand cu anul universitar 1992-1993, prarsglecialiZri din
domeniul de liceta Kinetoterapie, din Romania, la BucstieBaciu si Oradea.

Dar de ce kinetoterapie?

V. Marcu: Am constatat & fiecare poporsi-a adoptat propria terminologie pentru acg&ast
profesiune. Francezii spumasokinesiterapieamericanii spurphysical therapy(in traducere
exact terapie fizical, ceea ce mi s-aaput atunci @ nu sur bine n limba roméat), nentii spun
kranken gymnastjanaghiarii spurgyogy-torna britaniciisi nordicii spunphysiotherapy

Noi am spus kinetoterapie, cuvant provenit dircgseulkinetos = mgcaresi terapevein
= totalitatea mijloacelor de prevenire, tratarg recuperare fungonali. Am considerat £
denumirea de kinetoterapie includgadar utilizarea mgcarii pentru prevenire, tratatgi
recuperare funionak. Precizez & specializarea kinetoterapie este stabiptin hotrare de
guvern, cum de altfel, tot prin tioére de guvern sunt acreditaiespecializrile de licena si
masterat.

Cum au fost create planurile de Tndtamant pentru specializarea kinetoterapie?

V. Marcu: Tin sa precizez & planurile de in#amant pentru aceste speciétizau fost adoptate
in vara anului 1992 la Congresul de MediciRizica, Balneologiesi Recuperare Medical
desfisurat la Cazinoul din Sinaia. La acest congres ssfigirat un atelier de lucru cu
participarea tuturor celor prezenla care am fost desemnat mediator, Tmpiecun regretatul
conf.univ.dr. loan Negoescu, diraiE Felix. Atunci, prin intervetile de acolo, s-au constituit
liniile directoare ale curiculaicolare pentru specializarea KINETOTERAPIE.

Eu mi mandresc cu faptukacele prime planuri de i@mant, inainte de a fi aprobate
de atre minister, au fost avizate cu sefnna si parak de détre dl. prof. univ. dr. Nicolae
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Teleki, Prgedinte al Forumului Medicilor de MedicinFizica, Balneologiesi Recuperare
Medicak si Director al Institutului de Recuperare din cajiita

Cum s-a stabilit cortinutul programelor analitice pentru fiecare disciplina din
planurile de invatamant?
V.Marcu: Pas cu pas, prin intalniri trilaterale la BuatireBaciu si Oradea, la care au participat
prestigiai specialgti medici si profesori de eduge fizica, s-a stabilit cofinutul programelor
analiticesi s-a imbu#tatit treptat planul de Tritamant. Este obligatorie mganarea particigrii
directe, de mare valoare, a CFMior oradeni Elisabetgi Zoltan Pasztasi a medicilor lon
Negoescuyi Gheorghe Moraru. Personal, considg&poomagia a ll-a, a lll-asi a IV-a au avut cel
mai bun plan de Trigamant. Noi ne mandrimadn baza acelei curricule universitare s-atirlt
competere complexe pentru specili domeniului. Roméania a devenit membru cu dreptur
depline, atat in Confedera Mondiak de Kinetoterapie, c&t in cea european

Cum s-au creat asocigile profesionale de kinetoterapie?
V. Marcu: In anul 1995, un grup de kinetoterapelin America (physical therapists) au solicitat
o intalnire a specialilor domeniului din Romania, intalnire ce a avat la Cluj-Napoca, unde
au fost prezein CFM-isti din toati tara (Bucurgti, Cluj- Napoca, Oradea, Tigoara, Bagu, Iasi
etc.). Imediat dup aceea a fost creéata Oradea Fundia Universitai pentru Kinetoterapie
Oradea (FUKO), apoi asogia CFM-istilor din Bucureseti, avandu-l protagonist pe regretatul
George Andreh. Ulterior s-a format la Bucugg Asociaia Profesiona a Kinetoterapelor
Muntenia (APK Muntenia), avand-o ca protagahis¢ doamna CFM principal Elenaculan,
care ulteriorsi-a susinut doctoratul in specialitate. Apoi aaapt Asociaia CFM-istilor si
Kinetoterapetilor ,Moldova” din lasi, protagonist fiind, printre &l, Leonida Tabacaru. in
celgi context cred & este bine & mertionam ca in aceast perioad au fost organizate cursuri
intensive de pregire Tn domeniul kinetoterapiei a CFMtilor din toa& tara, tai primind
competere de kinetoterapie.

Cum s-a creat Federtia Roméana a Asocigiilor de Kinetoterapie?
V.Marcu: In aceast perioad, FUKO a accesafi a derulat proiectul ,EU-PHARE”, intitulat
.Kinetoterapeut adzi in Romania — KAR”, proiect cu sprijinufiia a avut loc, in 1996, prima
Conferina Naionak de Kinetoterapie,si apoi, in 1997, primul Congres Nanal de
Kinetoterapie, la Bile Felix. Cu aceastocazie a fost aprobat Curriculum tiaal, darsi
statutul kinetoterapeutului in Romansiacodul giu deontologic. S-au adoptat atugcbrganele
de conducere ale asogi@r de kinetoterapie, constituindu-se FederdRoma@ a Asociaiilor
de Kinetoterapie (FRAK). FRAK, stabilindgi-un regulament propriusi-a propus in mod
deosebit promovarea pe toat@le a kinetoterapiei in Romania. Fedgaaa fost implicat in
numeroase proiecte Europen&;andu-se cunoscuinc dinainte de a deveni menibWCPT.
Amintim cel mai important proiect european THENARKfesksurat pe 3 etape diferite, a cate 3
ani fiecare. In proiect a fost impliGaEUKO si Universitatea din Oradea, prin spegitiide la
Catedra de Kinetoterapie. La aceste proiecte aticipat practic toate univergiile europene
care pregtesc kinetoterapeu

Cum apreciati pregatirea studentilor din cele trei centre unde s-a creat specializaa
kinetoterapie?
V. Marcu: Cu frumoase aduceri aminteangandesc & in fiecare an ne vedeam toamna la
Baciu, iarna la Bucurgi si in mai la Oradea, cu ocazia orgainiz unor sesiunistiintifice
studenesti, la care se mergea cu autocarele. Aprecieg-a realizat o praégire foarte bua a
studenilor, dovadi sunt rezultatele de exgepale acestora in activitatea pratiie asizi.

Cum am devenit membri WCPT?
V. Marcu: In baza hatrarilor FRAK, noi am solicitat aderarea la WCPT. Beept, am fost
primiti in WCPT la Congresul de la Yokohama din Japoh®89. S precizam si ca ulterior
Roménia a devenit menitbcu drepturi deplingi a WCPT regiunea Europa (WCPT-E). Ne
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mandrimsi cu faptul @ din 2000, in do&t mandate succesive, Romania a fost reprezeptat
conf.univ.dr.Serbescu Carmen, care a indeplinit fiencde Viceprgedinte al WCPT-E.

Observa ca Romania, abia din 2007 a devenit meindrUniunii Europene, iar pe linia
kinetoterapiei, eram reprezetitsa WCPT-E cu fungia de viceprgedinte né din anul 2000.

Cum a apiarut Revista Romam de Kinetoterapie?
V. Marcu: In anul 1995 ne gandeari ®alizim o revisi de specialitate. Primul numa agrut
cu sprijinul Filialei Academiei Olimpice Romane diMainheim, Germania, director fiind
prof.univ.dr. C.I.Bucur. Apoi am rgil si rezoham apariia Revistei Romane de Kinetoterapie
prin Editura Universitii din Oradea, sub egida Funga Universitare pentru Kinetoterapie
Oradeasi apoi sub egida FRAK, prin eforturile deosebite dinei Mirela Dan, a&ti profesor
universitar doctor la Universitatea Vasile Ggldin Arad. De la numerele 19-20, redacter al
revistei a devenit colega noastect.univ.dr. Ciobanu Doriana, Th acest momernit) pforturile
deosebite ale domniei sale, revista fiind inglu® cele mai importante baze de date
internaionale (SCIPIO, EBSCO Publishing, Index CopernicD€)AJ (Directory of Open
Access Journals), DRJI (Directory of Research Jdarmdexing). Suntem fericica in aceast
revist, singura de specialitate diari, apar mereu cele mai importante cefgatin domeniu ale
profesiongtilor romanisi straini.

Cum apreciati aplicarea sistemului Bologna in Romania, in privita kinetoterapiei?
V. Marcu: Din 2004, prin trecerea la sistemul Bologna nafimantul superior, domeniul de
licenta Kinetoterapiea fost scos, probabil din vina noastpoate pentruacnu amstiut si ne
impunem punctele de vedere. De altfel, noi avea®86 prima prome de kinetoterapeudin
istoria dintotdeauna a Ta@mantului superior romanessi ne-au trebuit aproape 2 ami s
introducem in Clasificatorul ocugigor din Romania profesiunea de kinetoterapeut.ligsa de
modestie trebuieaspreciam c incd din acea periodadne-a preocupat realizarea unei legi a
profesunii, lege care este #nin dezbatere parlameniaProbabil aceastintarziere se datoreaz
si enormei greeli de a renuga la domeniul de licga Kinetoterapie.

Dar astazi?
V. Marcu: Am militat pe toate dle, si pan la urni am reyit sa revenim la domeniul de licgn
Kinetoterapie din 2010. Noi suntem ferigica practic, toate facultile care pregtesc profesori
de educage fizica si sportiva au acreditdit specializare&inetoterapie fiecare avand cel pun un
masterat acreditat pe domeniu. In agielBmp ne bucuim ci asocigile profesionale i
diversifica si Tsi imbunitatesc activitatea, astfel incat suntem cogivi#i prin acest fapt, va spori
calitatea asisteai kineticesi implicit, calitatea vigi tuturor oamenilor.

Nu creddi ca se formeaa prea multi kinetoterapeuti?
V. Marcu: Desi anual sunt form@ sute de kinetoterapguacstia cu sigurati ca Tsi vor gasi
locul de muna, pe ndisuia ce se va reforma intregul sistem romanesc desagishedicai. De
exemplu, Tn Belgia, revin cam 500 de persoane kimgtoterapeutsi cu toate acestea nu exist
someri kinetoterapgu

Cum veddi situatia de ashzi?
V. Marcu: Sincer, sunt deosebit de optimist pentitspecial§tii formati de noi,si care azi sunt
n plenitudinea faelor, suntsi vor fi mult mai buni decat noi. Faptu @i schimbat denumirea
federaiei in Federaa Romai a Asociaiilor de Fizioterapie (FRAF), conside& poate fi un pas
Thainte in a include sub acglaceptru toate speciadidle care exist in Romania aszi, pentru
asigurarea asist@ kinetice a populgei. Eu pe toate le apreciez, chiar @laufletul meu
raméane la kinetoterapie. Kinetoteragetrebuie 4 fie sufletul organizgilor profesionale, dra
insi a-i neglija pe ceilal. Ma doare sufletul cand dngandesc ce recungare interngonak
avem 1n compatee cu felul in care suntem considgrea organizge intara. Eu personal, am
implementat la UNEFS teme de doctorat din kinetgiier, teme care au apt si la celelalte
scoli doctorale, asta insemnand pite@ doctorai de cea mai inaltcalitate.

Ti asteptim pe cei mai buni absolvérde masterateisse Tnscrie Igcolile doctorale din
tara si strainatate. Numai printr-o pregire de inalt nivel, kinetoterapia se poate imptmenod
real.
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Eu \va doresc succes tuturor!

consemnedz
lect.univ.dr. Ciobanu Doriana
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EVOLU TIA CONTINUTULUI COMPETEN TELOR IN KINETOTERAPIE

EVOLUTION OF COMPETENCES IN PHYSICAL THERAPY
PROFESSION

Marcu Vasile', Ciobanu Dorian&

Key words: physical therapy, profesion
competences, evolution

Abstract. Profesionalcompetence represer
the capacity of applying, transfering a
combining knowledge and skills in diver
situations and work environment, in order
achieve the activities requested by workplace,
certain qualitative level, specified in occupatio
standards. Therefore, professional compet
means interweaving and harmonious use
knowledge, skills and attitudes, in order to obr
the expected results at the workpladéeans. For
this paperwork were analized certain matet
elaborated by specialties commission at nati
level, such as: ENPHE chart competen
Declaration from Bologna of European Minis
of EducationResults.Physical therapist exert it

competences in different areas (
musculoskeletal system, nervous  syst
cardiovascular, respiratry, genitourina

psychiatric, pediatric, geriatric, etc.) which
based on groups of disabilities or target groug
different working conditions (e.g. prvat sec

hispital, rehabiltation centers, sanatoriun
Conclusions. Profesional competences
physical therapy and special motric

specialization are those which gives to the wo
minimal standards of performance so that °
allow him to practice and transcersal compete!
obtain minimal standards for practice.

Cuvinte cheie Kkinetoterapie, competen
profesionale, evolie
Rezumat. Competera profesiond

reprezind capacitatea de a aplica, a transtéra
combina cungtinte ssi deprinderi Tn situd si
medii de mun& diverse, pentru a realiza
activitatile cerute la locul de muag la nivelul
calitativ specificat Tn standardul ocupational.
Asadar, competga profesiona presupune
imbinarea i utilizarea  armoniods a
cunaitintelor, deprinderilor si  atitudinilor n
vederea ofinerii rezultatelor gteptate la locul de
mund. Mijloace. Pentru realizarea acestei
lucrari s-au analizat materiale intocmite de
comisiile de specialitate de la nive tioaal,
precum, harta competetor descris de
ENPHE, precumsi Declaraia de la Bologna a
Ministerului European al Edugai. Rezultate.
Kinetoterapeutul §i exercia competetele in
diferite  arii  (de  exemplu  sistemului
musculoscheletal, sistemul nervos,
cardiovascular, respirator, uro-genital, psihiatrie
pediatrie, geriatrie, etc.) care au la bazupuri
de disabiliiti sau grupuriinta in diferite condii

de lucru (de exemplu domeniul privat, spital,
centre de reabilitare, sanatorii)Concluzii.
Competere profesionale pentru specializarea
kinetoterapiesi motricitate speciat Competete
profesionale care ad “acopere” standarde de
performagi minimale pentru  exercitarea
profesiuniisi Competere transversale in vederea
ohtinerii unor standarde minimale de exercitare a
profesiei.

Introducere

In domeniul managementului resurselor umane, pregufim contextul edudgonal,
autori diferfi si-au expus punctele de vedere privind defnicompetetei. Conceptul a
determinat apatia unor confuziki interpretiri gresite.

Competera are caracter normativ, referindu-se la calitadetului si niveluri de

cunoatere.

! Profesor asociat, Universitatea din Oradea, Dapahtul de Preijre si Perfegionare a Personalului Didactic

Autor corespondent vmarcu@uoradea.ro

2 lector universitar, Universitatea din Oradea, FGD8partamentul de Eduga Fizici, Sportsi Kinetoterapie
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Performaga unei competaa se misoad in comportamente specifice. Este un concept
holistic care include cugtinte, pricepersi atitudini. [1] Din punct de vedere dinamic, pe ae
parte este es@al si se fad o distingie clai intre cele trei elemente sau componentetgden
ale competeei, si pe de ali parte derivarea criteriilor de performarcare se concentreaz
asupra agunii, implicand interferarea componentelor. [2]

Exista o distingie clag intre ,competete” si ,rezultatele invtarii”. Cele din urnd de
refel@ la conversia competelor intr-o curricull, unde se dobandesc componente ale
competerei, sau in care se forma@éazompetere la un anumit nivel de suficiginsau experiga.
Rezultatele Tnaarii sunt (sau ar trebuiasfie) Tnscrise sistematic intr-un cadru ediarzal. Ele
se pot referi al o parte a unui modul, la un modalsemestru sau un an academic. Rezultatele
invatarii pot fi formulate de asemenea, ca rezultat alcg&gi continuesi a invatamantului de
durati. Acestea accentueaaspectul de proces de orientare a compettesa cum este descris
in indrumarul de la novice la expert. [3]

Cunastintele sunt acele inforniape care dgnatorul unui post trebuieade aikh pentru a
intelege mai bine ceea ce trebuie sa fknow-how). Cungtintele sunt nuagate de experigale
si cunastintele anterioare, dar de calitategi accesibilitatea informalor.

in cadrul conceputului competetor se face frecvent difergnintre competeele
generalssi specifice, unde:

- Competenele specificesunt Tn relae cu competeele necesare praciiti profesiei.
Este foarte importantisse neleag@ ca lista competegelor specifice folosite in eduga
poate fi mult mai complétdecat o list folosita in profesie sau deiire comitetul de
inscriere. Acest lucru se bazegre faptul & majoritatea programelor eduimamale, nu
numai @ doresc &si pregiteasd studemii pentru o anume profesiune, ci doresc de
asemeneaade ofere, printr-o linie edugi@anak vast, o mare varietate de posihilit in
alegerea unei cariere.

- Competenele generaleau scopul de a prétj studenii pentru a putea fi Thcadiain
MunNG si pentru a putea activa in societate.

Competerele se mai pot grupa ddjpcum urmead:
- competere cognitive— vizeaz utilizarea teorieki a conceptelor, precugi a capacitilor de
cunogtere dobandite prin experign
- competere fungionale (deprinderi sau capasit de utilizare a curgtintelor intr-o situde de
mund dak) — sunt acele competgnpe care o persoatrebuie § le aikh atunci cand goneaz
intr-un anumit domeniu de activitate, context ddifawre sau activitate social
- competere personale— vizea# capacitatea adapti unei atitudini si/sau comportament
adecvat intr-o situge particulas;
- competere etice— presupun demonstrarea anumitor valori persanal®fesionale.[3]

Competera profesional reprezini capacitatea de a aplica, a transfgra combina
cunatinte si deprinderi n situgi si medii de mung diverse, pentru a realiza actitite cerute la
locul de mung, la nivelul calitativ specificat in standardul peu ional. [3] Asadar,
competera profesiona presupune imbinaregi utilizarea armoniodas a cunatintelor,
deprinderilorsi atitudinilor in vederea almerii rezultatelor steptate la locul de muac[4]

in 1921 — dr. FELIX introducea “Gimnastica medigalin planul de Tnatamant al
primei instityii de invatamant superior de eduga fizica si sport din Romania (ONEFS, INEFS,
ICF, INEFS, ANEFS, UNEFS).
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Competere preconizatgi realizate:
Capabilitatea de a utiliza exetial fizic Tn scop profilactic, terapeutig de recuperare in
vederea fstrarii, asigugrii si Intaririi sanatatii.

Obiective propuse:

- sa fie capabili (absolveti) sa depisteze atitudinea coréet deficitara a corpului

- §i conceap programe de exetdi pentru asigurarea atitudinii corecte a corpuiui
pentru corectarea atitudinilor deficiente

- g1 organizezai sa aplice sistematic programe de exgrgentru recuperare medidal

- &1 evalueze corect starea de&ate fungionak a organismului omului.

Au predat academicienii: Reiner, Onicescu, Ulmedrian N. lonescusi altii. Adrian
N.lonescu a trecut la introducerea in planurileimétamant (anii 1955 - 1970) aCulturii
Fizice Medicalé cu urmitoarele mijloace:

a). Mijloace proprii:

1. Gimnastica medical

2. Masajul

b). Mijloace ajutatoare: exerctii fizice luate din gimnasti; joc, sport, turismsi dans
c). Mijloace asociate: factorii naturali de #lire (apa, aerul, soarele), factorii igienigi
alimentaia

Competepe formate:

- acreditarea speciafidi Cultura fizica medicadi (la Bucurgti pam in 1971si la Oradea
pari in 1983)

- capacitatea de a concegeaplica programe specifice de exgicpentru corectarea
deficienelor fizicesi pentru recuperarea fugi@nak in toate afegunile / bolile clinice cunoscute

Obiective preconizate:

- 4 cunoasg bine corpul omenesg necesidtile de mgcare ale acestuia

- 4 evalueze fungonal corpul omenesc

- S stabileast obiective opengonale pentru recuperare

- &1 selectezesi si aplice programe de exeicipentru orice dizabilitate, deformare,
boak, sindrom sau afeitine a corpului

- s colaboreze cu echipa de recuperare metlical

Din 1991- s-a acreditat specializarea: KINETOTERAPIE

- Astizi, aceast specializare existpractic, la toate faculfile de educege fizica si sport
din Romania

- Exist numeroase (peste 20) de programe de studii mestenaditate

-Eexisti numergi (peste 30) doctosi doctoranzi (peste 40) in domeniul
Educaie Fizic si Sport, cu teme din Kinetoterapie (majoritateat@absolveri de kinetoterapie)

- Exist 0 Federie Romas a Asociaiilor de Kinetoterapie (cu 6 asodgigprofesionale)
— membru cu drepturi depline a ConfedieiaMondiale de Kinetoterapie (WCPT), FRAK este
membru a E-WCPTsi membru fondator al Federa Francofone de Kinetoterapig al
Federaei Balcanice de Kinetoterapie

-exista domeniu de licenta Tn kinetoterapie.

Denumirea actuad a specializrii:

Kinetoterapiesi motricitate special

Ocupatii COR: Profesor de CultérFizica Medicah: 226406
Kinetoterapeut: 226405

12
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Noi ocupétii propuse pentru COR:
- Profesor kinetoterapeut
- Ergoterapeut (cu studii universitare)
- Antrenor pentru handicapdcu studii superioare)
- Instructor educator in T@gmantul special
- Asistent de cercetare in kinetoterapie
- Educator in ugiit pentru handicapa
- Instructor — educator in u#ft pentru handicapa
- Coordonator complex de recuperare

Competepe profesionale pentru specializarea kinetoteragienotricitate speciai:
conform http://www.rncis.ro/applicationl/faces/papglifications/anexa5b
(Se inta la “Calificari”, la “Kinetoterapiesi motricitate specidl’, la “Rezumat”si la “Detalii ale
calificarii”)
1. Competepe profesionale caredsi “acopere” standarde de performati minimale pentru
exercitarea profesiunii
- elaborarea unui program de intetiehkinetica
- selectarea ceimuturilor, mijloacelor specifice
- realizarea unui algoritm de evaluareliagnoz a nevoilor de intervaie kinetic
- alcituirea, aplicareai monitorizarea unui program de interyienkinetoterapeutic
- realizarea unui program de interyierkinetoterapeutic
- exercitarea rolului managerial al kinetoterapéuit
2. Competepe transversale in vederea gerii unor standarde minimale de exercitare a
profesiei:
- ldentificarea adecvat a elementelor legate de responsabilitate deontologice
profesionale
- lIdentificarea rolurilor profesionale la nivelulnei echipe multidisciplinare
- Conceperea unui plan de dezvoltare profesionahform standardelor evolutive ale
profesiunii.

Kinetoterapeutul si exercii competetele in diferite arii (de exemplu sistemului
musculoscheletal, sistemul nervos, cardiovascuéapirator, uro-genital, psihiatrie, pediatrie,
geriatrie, etc.) care au la @agrupuri de disabiliiti sau grupurkinta in diferite condii de lucru
(de exemplu domeniul privat, spital, centre de it¢ale, sanatorii, etc). Anumite competen
sau componente pot fi accentuate in fiende specificul ariei de intervga. De exemplu, in
cazul intervetiei Tn aria coptiriei, este esgrala cunogterea diferitelor aspecte ale dezunltin
aceast fazi, in cazul unei persoane care gtees intervina efectiv.

Un kinetoterapeut antreneéaatat persoaneasatoase, cagi persoane cu incapad si
grupuri cu nevoi speciale in ceea ce ptieecondiia lor fizica si mental. Kinetoterapeutul este
capabil & promoveze un stil de @ sinatos cu privire la principiile ergonomice, niitg,
activitatesi relaxare; consuitsi motiveaz persoaneassi asume reponsabilitatgasa coopereze
activ.

Casi principiu, clientul §i persoanele care sunt imediat implicate) trebaigescapabile
si ia decizii de unul singur. In anumite cazuiiiq situaii conflictuale) kinetoterapeutul trebuie
si ia decizii In locul persoanei, sad gropuri decizii de luat in echip In acest caz,
kinetoterapeutul caéitsa realizeze un echilibru intre nevoile emancipatpentru independéen
ale clientuluisi nevoia de intervare profesional direc a sa. Competea este importaatin
domeniul prevenirii riscurilosi promovarii sanatatii. Implica in primul rand un rol de &uitor
(consilier)si antrenor.

Kinetoterapeutulsi destisoafd activitatea intr-o mani@rcorect, potrivit principiilor de
integritate, acurate, obiectivitate, tratament coregi transpareti a regulilorsi normelor etice.
Vulnerabilitatea anumitor grupuri de clignsi sensibilitatea sau complexitatea anumitor
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chestiuni cere empati@ o coreci si delicat abordare a sitdi@i, avand in vedere echivatan
dintre sistemul clinetuluii cel de ngrijire a #natatii.

sanatatii, si asigué informaii obiective fira a impune propria viziungi opinie clientului sau
persoanelor din jur. Buistarea clientului este in centrul atErsale. Competea se exprira prin
aducerea in acord, in contextul valorilgr normelor unei persoane, codul profesiongl,
drepturilesi obligatiile clientilor, sistemul clientului, corpul profesiongilsocietatea. Daickt, in
cautarea armoniei dintre aceste elemente, ingédnprea multe elemente contradictorii, atunci
acest lucru ar trebuiadie discutatsi clientul trimis n final la gl profesionsti, asigurandu-le
sprijinul necesar.

Casl profesionist, kinetoterapeutul este atent la fiang scopul comisiei eticegi asupra
asunirii de responsabiliti individualesi colective. Acest lucru ar trebui se intrevadl in felul
in care el vede problemele, trage conclyzile rezol\a intr-o maniek coereni. Ficand aceasta,
el agioneaz casi un profesionist, membru al unei echipenanager al calitii. [4,5,6,7]
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RELATIONSHIP BETWEEN BALANCE AND ANKLE RANGE OF
MOTION IN ADULTS AGED 60 YEARS AND ABOVE

RELATIA DINTRE ECHILIBRU SI MOBILITATEA GLEZNEI LA
ADULTII DE PESTE 60 DE ANI

Deepika P. Metange Vivek Kulkarn?, Dhara Kapoor

Key Words: ankle range of motion, balanct
elderly population, activity levels

Abstract.
Background and Purpose.This study investigates th
relationship between balance measures and anlde r
of motion (ROM) in geriatric population. Identifitan
of modifiable factors associated with balance n
enable clinicians to design treatments to help ced
risk of falls in elderly people.
Methods. Correlation study was carried with 3
subjects between the ages of 60-86 years (71.9%
Goniometry was used for ankle active ROM. Balar
capabilities were measured with MultidirectionalaRle
Test (MDRT), Dynamic Gait Index (DGI), Tinetl
Performance Oriented Mobility Assessment (POM;
Balance data and activity levels were correlateth v
ankle ROM using Pearson’s correlatic
coefficient.Subjects weregrouped according to tt
scores on POMA and DGI. ANOVA and Post Hi
Analysis was done to find statistical differenceainkle
ROM of those at risk of falls according to POMA ai
for DGI unpaired t-test was done.
Results. Correlation values for balance measures
activity levels were higher for planer and tot
ROM.Correlation values were higher for sagittalngls
than frontal for MDRT, but for DGI, POMA, the
correlation values were higher for frontal plane®l
there existed a significant difference in the ariR{@M
between those at risk of falls and safe ambulaenser
DGI. And groups for POMA showed statistical
significant difference in ankle ROM between those
high and low risk of falls.Discussion. Correlations
exists between ankle ROM and balance and acti
levels in elderly. Additional research is needed
determine whether treatment directed
increasing ankle ROM can improve balance.

Cuvinte cheie: mobilitatea gleznei, echilibru,

persoane vastnice, nivele de activitate

Rezumat
Introducere si Scop: Acest studiu investigheazelaia
dintre echilibrusi amplitudinea de mgcare a gleznei la
persoanele varstnice. Identificarea factorilor «g f
modificai, asocigi cu echilibrul, poate permite
clinicienilor i conceap tratamente careisredud
riscul ciderii la aceste persoane.
Metode: Studiul de corelare s-a realizat pe un aude
34 de subigf, cu varste intre 60-86 ani (71.946.3).
Pentru nisurarea amplitudinii s-a folosit goniometrul.
Echilibrul s-a evaluat cu ajutorul  Testului
Multidirectional (MDRT), Dynamic Gait Index (DGI),
Tinetti Performance Oriented Mobility Assessment
(POMA). Datele referitoare la echilibri nivelele de
activitate au fost corelate cu mobilitatea gleznei,
folosind coeficientul de corgla Pearson. Subiecii au
fost grupa in fungie de scoruriie POMAsi DGI.
Analizele ANOVA si Post Hoc s-au folosit pentru a
determina diferejele  statistice privind mobilitatea
gleznei celor cu risc crescut dédere conform POMA
iar pentru DGI s-a folostestul t.
Rezultate: Existi o corelaie puterni@ intre echilibru,
nivele de activitate si amplitudinea de rmgcare.
Valoarea corelgei a fost mai mare pentru planul sagital
decét pentru cel frontal pentru MDRT, dar pentrulDG
POMA, valoarea corefei a fost mai mare pentru
planul frontal. De asemenea, ekisto diferena
semnificatii Tn ceea ce priwte mobilitatea gleznei,
intre persoanele cu risc dideresi persoaneleafi risc,
comparativ cu DGIEXxista diferente semnificative intre
scorurile  POMA privid mobilitatea gleznei la
persoanele cu risc crescut deleresi cele fira risc.
Discutii: Exista corelaii semnificative intre mobilitatea
gleznei, echilibrusi nivelul de activitate la persoanele
varstnice. Sunt necesare studii suplimentare peatru
determina dacimburitatirea mobiliatii gleznei poate
Tmburitati echilibrul.
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Introduction

Aging, the inevitable, is a result of slow and pesgive decline in multiple body
systems. The biggest achievement of this centusybie@n longevity. But adding years to life
still questions the quality of life lived by the ey population with increase in the number of
disabilities and injury and consequently institnabzation.The ability to maintain balance is
often taken for granted, yet it is the foundation mobility and overall functional independence
throughout the lifespan [1].Impairment in any come@ot of postural control system can lead to
instability and falls in older people. Falls in etty is a challenging problem with potentially
serious consequences and morbidity. Falls cantrssad many factors including both extrinsic
and intrinsic factors such as deficits in sensoopggnitive, central integration and
musculoskeletal abilities [2,3]. Fall preventiorpdads on a clear understanding of risk factors
associated with falls. Not all risk factors can dgninated but modification of even one risk
factor can be worthwhile therapeutic goal everpeople with multiple problems [4].

The human foot plays an important and complex ml¢he maintenance of efficient
locomotion. The foot provides the only source akdi contact with the ground during walking;
it contributes to both the absorption of impacteafheel contact and generation of power
required for forward momentum. Flexibility at thenk#&e joints provides an important
contribution to safe execution of many functioredkis and added efficiency on maintenance of
postural stability [5]. Thereby, decreased ankieggeamay require altered movement patterns and
these altered movement patterns may compromisendgldhus limiting functional activities
[3]. Therefore, the purpose of this study was tongre the relationship between balance and
ankle range of motion in elderly population. Thessults may serve in clarifying specific
components to incorporate into future intervenstudies for reducing falls in elderly people.

Methods
Subjects

The source of data collected for the study, wederd}, aged 60 years and above who
fulfilled the eligibility criteria of the study. $ijects were recruited from the community and old
age homes in Pune.A Correlation study was carrngduith a sample of 34 subjects between
the ages of 60 and 86 years (Mean = 71.9 years,650)=with 14 males and 20 females.Subjects
with the following criteria were included for theudy:
1) Elders with the age 60 years and above witheaith problems; 2) who are ambulatory with
or without assisted device; 3) with the score obvab23 out of 30 on mini mental status
examination[6]; 4) grade of 4 or more on manual creutesting of ankle.

Following was the exclusion criteria:
1) History of stroke or any other neurological gesbs; 2) uncorrected visual problems [7];
3) severe ankle edema or other foot abnormaliigponormal or absent sensations in the lower
extremities; 5) any previous orthopedic problems lofver extremities; 6) limb length
discrepancies; 7) any medical or surgical cond#tithrat might affect balance or ankle range;
8) elderly with high levels of activity, that is ydically elite group [8].

Subjects who participated in the study were offeiredlvidualized feedback on their
scores for balance and ankle range of motion amglsi ankle stretches and balance exercises
were demonstrated.

Instrumentation

Multidirectional Reach Test (MDRT) was used to meapatient’s voluntary postural
control in antereo-posterior and medio-lateral dioa.It evaluates the maximal distance that a
person is able to or willing to reach with theorggthed arm forward (FR), to the right (RR), left
(LR) and leaning backward (BR) with feet flat o toor and at shoulder width apart.Previous
research has established the reliability and wglidi MDRT[9], measurements were obtained
from 254 community dwelling older persons with tlediability analysis (Cronbach’s Alpha,
0.842).
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Tinetti Performance Oriented Mobility AssessmerDifA) measures patients gait and
balance. It has two subtests. Reliability[10,11}o$ scale was found in previous researches and
agreement was found on over 85% of the items amalsithat differed never did so by more than
10%.

Dynamic Gait Index (DGI) assesses the likelihoodadiing in older patients and tests
eight facets of gait. Preliminary research has shthvat test has good inter rater and test retest
reliability and can be used as a predictor of faiteong the elderly [8,11].

For assessing activity levels Life Space AssessmiE2it was used which refers to
activities just within past month. Reliability dfis scale has been proved by Baker et al., in a
study where test retest reliability was establishiedraclass correlation coefficient = 0.96
[12,13].

Measurements for dorsiflexion, plantar flexion, ension and eversion were obtained
using a 360 degree universal goniometer.

Active range of motion were measured in 2 positijdds15]
* knees flexed at 90 degrees (sitting).
* knees extended with subject supine and feet owerettye of the supporting surface

(supine).

Reliability of ankle ROM has been established [Z618].

Also, attempt was made to minimize error in measer®@ by having a single observer,
using a standardized technique with the same gatem{il9,20].

Procedure

Prior to testing the purpose and procedure of thdyswere explained to the subjects.
Each subject was asked to sign an informed corfeemt Subjects were screened for general
health questions and administered general and aakte foot examination to determine
eligibility of the subject. After testing generallfrelated questions and mobility levels using lif
spaceassessment were assessed.Entire examinali@d@mistration of various scales used in
the study werecarried out with the subjects batefmexclude the influence of footwear. MDRT
was then administered. Next DGI and POMA balana# geit were administered by reading
instructions from a script.Subject was asked tdgoer POMA gait subtest twice in order for the
tester to change position for scoring the perforreadnom side, front and back of the subject.

Then ankle ROM were recorded in two positions.AnNR®OM was assessed last to
prevent any bias in the study.The method used @sare ROM is outlined in Measurement of
Joint Motion: A Guide to Goniometry by Norkin andh#é and has been described by previous
researchers.

Data analysis

Ankle ROM data was considered as (1) individual R@R) planar ROM in the sagittal
(dorsiflexion and plantar flexion) and frontal (esien and inversion) planes, and (3) total ankle
ROM. Each of these conditions was correlated withlialance measurement data forthe MDRT,
the POMA balance subtest, the POMA gaitsubtest, taedPOMA total score and DGI. The
Pearson productmoment correlation coefficient (P@@$ used to calculatecorrelations. For a
sample size of 34, minimum value of ‘r’ is 0.34 ibto be statistically significant (p<0.05).

Balance is acomplex phenomenon, influenced by nfectgrs; therefore, relatively small
correlation coefficients mayrepresent statistigghisicance.

Subjects were then categorized based on theirscor®@ OMA and DGI.Means of ankle
ROM (planer) and total ROM were compared betweengioups to find out if a significant
difference existed between the groups.

According to the scores on POMA subjects were gedups: High risk for falls
(<19/28),moderate risk for falls (19-24/28) and losk for falls (25-28/28)
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To find out if there was any differennghe ankle ROM between the groups, anAnalysis
Of Variance (ANOVA) for single factor (p<0.05) wasne. To further see where in the three
groups the difference in the ankle ROM liedTukeytst Hoc Analysiswas done.

According to scores on DGI, subjectsengrouped as:At risk for falls (<19/24) and Safe
ambulators (>22/24). For comparison between theo@ps to see if any difference existed in the
ankle AROM, an unpaired t-test (p<0.05) was used.

Range of motion of only right side was taken inbmsideration for data analysis as there
were no differences between ROM of both the siddéso in MDRT only RR was taken into
consideration as the values for RR and LR wereénee.

Results
The demographic data is as presented in Table 1

Table 1

Gender Age? SD
Males(n=14 ) 71.6 5.6
Females( n= 20) 72.2 7.0

Multidirectional reach test

The mean scores found were as following: FR-8.83D 1.32) (range= 6 - 11.5 in); BR-4.56 in
(SD 0.89) (range= 3 — 6.5 in);RR-5.82 in (SD 0.{fAnge= 4 — 7 in);LR-5.85 in (SD 0.75)
(range=4 -7 in).

Tinetti Performance Oriented Mobility Assessment

The mean scores of POMA_T were 22.8/28 (SD 3.08) wimean POMA_B subtest of

12.8/16 (SD 1.42) and POMA_G subtest of 10.0/12 23I2).

Four subjects had total scores below 19, indicatiag they were at “high risk of falls”,sixteen
had scores between 19-24 indicating that they wefenoderate risk of falls” and fourteen had
scores above 24 indicating “low risk of falls”.

Dynamic gait index

The mean DGI scores found were 19.03/24 (SD 4.1).

Twelve subjects had scores below 19 which is ptediof falls in the elderly and eight had
scores above 22 which indicates that they wereaafaulators.

Life space assessment
The mean activity levels found were 33.8 (SD 121J range 8-60.

Goniometry measurements

The means and standard deviations for individuagea and planer ranges in both sitting
andsupine positions are summarized in Table 2.eSihere were no differences between the
right and left side ankle range of motion, therefamly right side ranges were taken into
consideration for data analysis.
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Table 2
Ankle range Sitting Supine Referring to Table 3, it clearly demonstrates
that there exists a negative correlation

X SD | x SD between age and ankle ROM i.e. both

DF 17.0 5.3 11.8 4.5 individual and planer ranges (sagittal, frontal

PF 38.2 53 |376 |55 and total ROM). There exists a strong

INV 24.9 4.7 24.7 4.6 correlation of age withtotal ROM (r =-0.73)

EVR 14.8 24| 148 2.4 and with sagittal ROM(r =-0.72), though with

FRONTAL 39.6 6.5 39.6 6.6 frontal ROM there exists a moderate

SAGITTAL 55.3 9.4 49.4 9.1 correlation (r =-0.61).

TOTAL 94.9 148 [89.0 |13.9 Referring to Table 3, it clearly demonstrates a

positive correlation between activity levels
and ankle ROM with strong correlation values fothb&rontal plane ROM and total ROM(r
=0.73) for both. Activity levels show a moderateretation with sagittal plane ROM (r =0.64).

Table 3.
RANGE AGE |ACT [ACT |AGE RANGE For further data analysis
LEV LEV only planer (sagittal and
Sitting Supine frontal) and total ROM
DF 2063 | 060 | 038 -0.59 DF were taken into
:T\va '8-2(5) 8-?‘2" 8-3; '8-22 :T\IFV consideration. This was
EVR 2051 | 059 0.60 -0.50 EVR due It(t)' the Ifact that
SAGITTAL 072 | 064 | 050 | -0.67 | SAGITTAL correlation -values -were
FRONTAL 2061 | 073 | 074 | -059 | FRONTAL higher for planer and
TOTAL 073 | 0.73 0.68 0.72 | TOTAL totaROM as compared

to individual ankle ROM
and also goniometric measurements are more acdarptaner ranges than individual ranges as
it rules out variations which might reflect on iadiual ranges but not on planer and total ROM.

Also there are not much difference in correlati@aues with knee extended (supine) or
knee flexed to 90 degrees (sitting), though théedashows slightly higher magnitude as
illustrated in  Figurel-2.Therefore ankle ROM fonele flexed position was taken into
consideration for further data analysis.

SAGITTAL SAGITTAL

08 08
071 74
061 64
<051 0.5
204 =041
Z03+ I =031
021 21
0.1 - 14
0- ]

S Su S Su Si S SiSu Si Su Si Su Si Su

R BR RR DG POMA(T) POMA(B) POMA(G)

Figurel. Correlations between MDRT and
ankle ROM in sitting (Si) and supine (Su)
in SAGITTAL Plane

Figure 2.Correlations between heda
measures and ankle ROM in sitting 68
Supine (Su) WATTAL Plane
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Table 5

“r” values (p<0.05)
RANGE MDRT DGI | POMA POMA POMA

(M (B) (G)
FR BR RR

SAGITTAL o 073 | 071 | 063 | 0.72| 0.64 0.45 0.63
FRONTAL £ 070 | 058 | 052 | 0.75| 0.71 0.60 0.63
TOTAL n 078 | 0.71 | 063 | 079 | 0.72 0.55 0.68
SAGITTAL 0.68 | 065 | 0.56 | 0.65| 0.56 0.42 0.54
FRONTAL 2 070 | 059 | 050 | 0.75| 0.71 0.61 0.62
TOTAL (% 078 | 0.71 | 061 | 0.78| 0.71 0.56 0.65

Correlations between ankle ROM andbalance measutenaee summarized in Table 5
and Figures 3-4.Sagittal plane ROM has a strongelation with FR(r=0.73), DGI(r=0.72) and
also with BR(r=0.71). Frontal plane ROM demonssadestrong correlation with DGI(r=0.75)
and with POMA_T(r=0.71). The strongest correlatiexists between total ROM and
DGI(r=0.79) and with FR(r=0.78). Also total ROM haa strong correlation with
POMA_T(r=0.72)and BR(r=0.71).

MDRT BALANCE MEASURES

09
08
08 07

06
S05 |
Z04 204
03]
02+
0 011

FR BR RR S F T S FT S F T SFT

DGl POMA(T) POMAG) POMA(G)
Figure 3. Correlations between MDRT Figure 4. Correlations between BALARIC
(FR, BR, RR) and ankle ROM (planer)i.e MEASURES (DGI,POMA(T), POMA(B),
Sagittal (S), Frontal (F), and Total (T) ROM and POMA(G)) and ankle ROM (plarie¥)

S&gi(S), Frontal (F), and Total (T).

ROM between groups according to scores on POMA

There was atatistically significant differenca the mean ankle ROM between subjects
at high and low risk for falls in sagittal plan&%£ 3.75; p= 0.03), the Tukey’s g = -3.96{@a=
3.49). For frontal plane ROM, there was a significdifference in the mean ankle ROM
between subjects at high and low risk for falls=(5:17; p= 0.011), the Tukey’'s q=-4.6Q{@a=
3.49). However, there was no difference betweerhigle and moderate; and moderate and low
risk groups (p>0.05).For total ROM, there was ani$icant difference in the mean ankle ROM
between subjects at high and moderate risk( F=; 350.0001), Tukey’'s g= -4.99; and also
there was a significant difference between thoséigh and low risk groups ( F= 11.5; p=
0.0001), Tukey's = -7.48 {Gica= 3.49). However, there was no significant differemetween
moderate and low risk groups (p>0.05).
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ROM between groups according to scores on DGI

For sagittal plane, there was a significant diffieesin the mean ankle ROM between
those at risk and safe ambulators (t= -4.42; p8@Ot.iica= 2.10). For frontal plane, there was
a significant difference in the mean ankle ROM hesw the two groups (t= -3.54; p= 0.002;
teritica= 2.10). For total ROM at the ankle, there wasgmificant difference between the two
groups (t=-4.42; p= 0.0003;itca= 2.10).

Discussion

Although all of our elderly subjects were healtHgers adults, age related reduction in
postural control was none the less evident. Thegafgnotion values in our study were found to
be lower than those reported by other investigatAssthere is no normative data for active
ROM goniometric measurements for subjects in thige agroup, we cannot make
comparisons.This may be attributed to the fact th@tmeasurements were active and not active
assisted or passive, which are representative ofimah possible range[21] where as active
motion is dependent on the subjects force gengraapacity.Lifestyle and footwear differences
between the populations studied may also haveibated to the differences.

Our study demonstrates a negative correlation twage and ankle ROM. An age
associated decline in joint mobility during the Igaand middle adult years is well
documented.Vandervoot et al.[22],stated that aguigstantially reduced movement capabilities,
for e.g. by age 70, ROM decreases 50%, musclegitrend mass declines up to 40%, muscle
activation becomes less complete and rate of tensievelopment slows. This reduced
magnitude of joint movement may exist even in theeace of pathology. There is reduction in
joint ROM for all the joints in the elderly but trenkle joint being of substantial importance
owing to the lesser range available in the compdéxt and to the important role it plays as
being the only source of direct contact with theugrd during weight bearing tasks, and thus its
important role in maintaining both the stabilitydamobility.

Our study demonstrates a positive correlation betvwankle ROM and activity levels.

The correlation was higher for frontal plane ROM (.73; p<0.05) and moderate for
sagittal plane (r=0.64; p<0.05).This suggests fitzattal plane motions at the ankle are equally
important for mobility which is important to eldgrpeople, because it is instrumental in
activities of daily living and required in many kasfor independent living.4 subjects out of 34
gave history of falls and their ankle ROM was lasscompared to the others. Also, 3 subjects
used assistive devices i.e. stick for ambulatichtheir ankle ROM was also less as compared to
the other subjects. Though elite group of eldedpyation were excluded from the study, there
were 5 subjects who participated in regular ligtgreise programs in form of walking and yoga
and their ankle ranges were more as compared & stibjects.A decline in the mobility has
been related to reduction in the ankle ROMby otlesearchers[14,15,23,24], they concluded
that elders with reduced range at the ankle weeegneater risk of falls and fear of falling often
leads to older people reducing their activity Isvathich in turn further reduces strength,
flexibility, body awareness and balance[5,25].

There has been no difference in the mean valuesikde ROM in the two positions i.e.
sitting and supine (table 2), except that diffeemexisted in the mean values for ankle ROM
only in the sagittal plane and that too primardy the dorsiflexion range. This finding indicates
that a change in position mainly affects ROM omlyhe sagittal plane. This may be attributed to
the fact that supine position places additionatslr on the aged and somewhat stiff connective
tissue within the multi-joint gastrocnemius musgg[The difference in the mean values of
ROM in the sagittal plane also reflected differencehe total ROM. If a short gastrocnemius
muscle length was the major cause of decrease@ aakbe, we might expect knee extended
position to produce a higher correlation, which was the situation. This finding may indicate
that a short gastrocnemius muscle length may nothbemain factor contributing to the
decreases in the balance measurements [3]. Thesdgtgests that decreased performance on
balance measures associated with restricted aakigermay be attributed to the non-contractile
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tissues such as capsule, ligaments, or the antistiffness rather than solely contributing it to
the short gastrocnemius muscle length. This diffeeemay also be due to the fact that we
considered active range at the ankle joint, stubase reported that decreased passive elastic
stiffness is seen within the last half of the aafsié passive dorsiflexion ROM. Although,
decreased calf extensibility has been reportedhtr the ability to respond to anterior postural
perturbations and to generate forces needed toat@einter of mass [26].

Also, low to moderate correlation exists betweethvildual ankle ROM as compared to
moderate to high correlation in planer and totdtl@rROM.Therefore, planer movements i.e.
sagittal and frontal are more important when cogrand) balance as compared to individual joint
ROM. Also, goniometric measurements for planer masets are more reliable than individual
ROM owing to the variations that might exist in reg@@ments of individual ROM.

Frontal plane

Comparing figures 3-4, it is clear that as compdcedagittal plane ROM, frontal plane
ROM correlates more with balance measures duringuéation and where there is a change in
the base of support (BOS) i.e. DGI, POMA as congpaénebalance measures where the BOS is
fixed (MDRT).

This may indicate the importance of frontal planetions in ADL’s which primarily
requires a change in BOS and a shift of centre afsr(e.g. gait). This is consistent with the
findings of other researchers who have demonstriitadd ankle inversion and eversion has a
higher correlation with balance measures as cordpardorsiflexion and plantar flexion ranges
[3,27]. Also, the vertical and horizontal displacarhof COG during walking describes a figure
of eight, a 5-cm (2 inch) displacement, also owtimghe small base of support of the foot may
attribute to the importance of frontal plane ankletion and its strong association with balance
during gait.

Sagittal plane

Also, sagittal plane ROM when compared to frontahp ROM is more correlated with
balance measures i.e. MDRT and that too for volyntantrol in AP direction as compared to
other balance scales. This is consistent with thdirfg of other authors [3]. Limited ankle
dorsiflexion range may decrease ankle’s dorsiflexéxcursion, decrease the time to heel off
&/or change the maximum amount of knee excursidarbeneel off during gait. Also, the ROM
required at the ankle required for negotiatingrstes more as compared to level surface walking
(15° of DF) [7]. The total ROM of the ankle joint sagittal plane is approximately 45°. Fallers
have been reported to have less ankle excursionRDM) during single support phase of
walking [24,28]. Movement of ankle during gait ispaecisely controlled motor task and
inadequate foot clearance (due to reduced DF ROBWIdvpredispose an individual to an
accidental stumble and a fall [22]. Although, sidgwfalls are more associated with hip
fractures, backward falls are also a cause of fsgmit morbidity. Since, there is a strong
correlation between sagittal plane ROM and BR, thisy indicate the important role that
improving ankle ROM can play in reducing the incide of backward falls [29].

Total ROM

All ankles ROM, the strongest correlation existsween total ROM and DGI and FR.
Also, correlation for BR and POMA_T were strongtwiPOMA_G subtest showing moderate
correlation but higher in magnitude compared to PFOB and moderate correlation with RR.
Inversion and eversion occurs at the ankle joiabh@lwith DF & PF owing to the orientation of
the joint axis and also at subtalar joint espegidillring weight bearing activities [30,31].

Therefore, sagittal and frontal plane motion, batl important. This is consistent with
our finding that total ankle ROM shows a higherretation with balance measures indicating
that a composite ankle ROM may be more importantraintaining balance as compared to
separate planer motions.

Studies have proved that many older adults genersled a strategy involving hip
movements rather than ankle movements. This may Wway of adapting to certain constraints
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associated with aging, such as muscle weaknesst giiffness or reduced ankle joint
sensation.Therefore, maintenance of strength diftexing and planter flexing muscles as well
as adequate ankle ROM is necessary to allow eftidierce generation and balance strategy
execution to prevent a fall[8].Studies have stdted gait changes that are thought to represent
the adoption of a more stable walking pattern halge shown to be risk factors for falls in
prospective studies [22]. As also seen in patients Parkinson’s who have reduced walking
speed and a stiff gait thought to be for improwstapility but they are reported to be at more risk
for falls. Also, the overall stiffness of musculesdtal system leading to a stiffer gait pattern,
which could be because of increased co-contradtioolder subjects. E.g. soleus was not
completely inhibited during gait initiation [33].€lpresence of this co-contraction would cause a
decrease in articular ROM, moments of force andgvewluring gait [34].

Groups on basis of scores on POMA and DGI

On comparison between high, moderate and low riskigs based on their scores on
POMA, there was found to be a significant differemt the mean ankle ROM between the high
and low risk group in both sagittal and frontal fda Those who were at high risk had a
significantly less ankle ROM as compared to higklerROM found in subjects in low risk
group. Whereas, there was no significant differelbesveen the high and moderate, moderate
and low risk groups.

For total ROM, there was significant differenceviien high and moderate, high and
low risk groups.

Also, for groups as per scores on DGI, there wasifstant difference in the mean ankle
ROM between the subjects those who were safe amobsiland those at risk for falls in sagittal,
frontal and total ROM.Therefore, this may suggésit ta significant reduction in ankle ROM
may be useful to categorize those at high riskfétls on POMA, or those at risks of falls
according to scores on DGI.

Conclusion

The results of our study suggest that age relatading in ankle ROM may result in
decline in function and balance control. This isiamportant finding as therapy directed at
improving ankle ROM along with training balanceastgies in the elderly may help improve
balance, postural stability and function and thaduice the risk of falls in the elderly population.

Total ankle ROM is imperative for maintaining batanbut frontal plane ROM is
considerably important in balance during dynamiivaies like walking as compared to sagittal
plane ROM which may be more important for balana& woluntary control in AP direction.

Also though maintaining adequate length of the rgasbleus is important to improve
balance but the other non-contractile structuresulshnot be overlooked during treatment,
especially when there have been reported improvemerthe ankle ROM and balance control
in the elderly by using joint articular techniqu@$ie results also reflect that subjects who were
at high risk for falls, had considerable reductiorankle ROM in comparison to subjects who
were at low risk for falls or were safe ambulatdhsis, ankle exercises directed at increasing
ankle ROM may increase the effectiveness of clirmoal community interventions designed for
improving balance and function and reducing fallghie elderly.

Limitations

The sample size selected was small. Lifestyle aowt fvear differences were not
considered in the population selected. Only ankimpmex (talocrural and subtalar) ROM was
taken into consideration and rest of the foot caxplas not considered. Only ROM was
considered whereas, other foot and ankle charattssii.e. foot posture, strength and deformity
were not considered.
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Abstract

Obijective: Spinal cord stimulation is used for
treating failed back surgery syndrome, chron
arachnoiditis, peripheral neuropathies, postamjoutat
phantom pain, complex regional pain syndrome a
pain secondary to spinal cord injury. In this stuge
present 7 cases with intractable neuropathic réaticL
pain which developed following spine surgery.

Material and Methods:Spinal cord stimulation
was applied to 7 (3male/4 female) patients who h
failed back surgery syndrome and pain resistant
medical and invasive methods, with the counc
decision, which included neurosurgery, neurolog
and psychiatry. One week stimulation trial wa
applied to all cases.

ResultsThe mean age of the patients ws

54.85+7.64 years. The mean of pain intensity
Visual Analog Scale was 8.71+0.74 at preoperati
status and post operative pain intensity was 2.57#0
at 6 months. Pain intensity significantly decresas
after spinal cord stimulation (p=0.000). One oé tF
three cases who had unsuccessful trial periodvedei
morphine pump implantation, and percutaneo!
lumbar sympathectomy was applied to another o1
One case who received permanent implantation v
replaced to another location due to skin erosidrer@&
was no morbidity.
Conclusion: Spinal cord stimulation is an effective
tool in reducing pain, in patients who hav
unsuccessful lower back surgery with the corre
indications.

Cuvinte cheieintervenie chirurgicalnereyita,
coloana lombdr, durere neuropatic stimulare
medulag

Rezumat:

Introducere: Stimularea medulareste folosit
pentru tratarea interveitor chirurgicale neregite la
nivelul coloanei lombare, a arahnoiditei cornice, a
neuropatiilor  periferice, durerii  postamptita
sindromul durerii regionalgi a durerii consecutive
unui traumatism vertebro-medular.

Scop: In acest studiu prezemh 7 cazuri de
durere intractabil radiculaé neuropatié, consecutig
interveniei chirurgicale pe colodn

Material si Metode: Stimularea medular s-a
aplicat la 7 pacian( 3 barbai/4 femei), cu sindrom
dureros concecutiv unor intery@n chirurgicale
nereyite la nivelul coloanei, rezistent la tratament
medicamentos si  invaziv si care include
neurochirurgie, tratament neurologicpsihiatric. In
toate cazurile s-a aplicat cigiamari de stimulare
medulas.

Rezultate:Media de vargta paciefilor este de
54.85+7.64 ani. Media intensjti durerii pe Scala
Analogi Vizuala a fost de 8.71+0.74 preoperator iar
postoperator aceasta a fost de 2.27+0.67, la 6 luni
Intensitatea durerii se reduce semnificativ d@dup
stimularea medul&r(p=0.000). Unul dintre trei cazuri
de interverie nereyita au beneficiat de implantarea
unei pompe cu morfify iar altui pacient i s-a efectuat
simpatectomie lombarlaparoscopig. Intr-un caz la
care s-a efectuat implantare permaienti schimbat
locaia datoriti eroziunilor cutanate. Nu a existat
mortalitate.

Concluzii: Stimularea medulareste un instrument
util Tn lupta pentru reducerea durerii, la pagiecu
intervenie chirurgicai neregira la nivelul coloanei
lombare, cu indicg corecte.
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Introduction

Failed back surgery syndrome (FBSS, post laminegtggndrome) is described as
continuance or occurrence of pain due to varioasaes after surgical treatment. [1]

Whatever the surgical procedure is, a small peaggntof patients are experiencing
chronic back-leg pain. For most of the postopeeattemplications, it is possible to find an
organic reason (foraminal stenosis, spinal stendaise level surgery, recurrent disc, painful
disc disease, neuropathic pain, etc.). Even thdhgltauses are different for these conditions,
they are classified under failed back surgery symdr. [2,3,4]

Treatment of chronic back pain is difficult on aipat who did not benefit from surgery.
This patient population must be assessed in a damsdiplinary fashion that will decrease the
complications. Various diagnostic and therapeuticimmally invasive procedures are performed
on several steps in failed back surgery syndrom8] |

Spinal cord stimulation is an acceptable methodrefdtment in medicallyintractable
neuropathic pain [6, 7]. Its main effect is via btk and Wall's door control mechanism. In
addition to this property, suppression of tactiledynia, prevention from peripheral ischemia,
inhibition of dorsal horn by GABA is also presentiwthis approach [8, 9]. General indications
include failed back surgery, periphery ischemiamplex regional pain syndrome, phantom pain,
resistant and non-operative radiculopathy, pospgeter neuralgia and resistant symptomatic
ischemic heart diseases [9, 10].

This study aims to evaluate effectiveness of spowid stimulation on failed back
surgery syndrome patients who have intractable. pain

Materials and method

This study was performed according to the Declanabf Helsinki. All patients were
extensively informed and provided written consesfobe the following treatment.

Spinal cord stimulation was applied to 7 (3 malethale) patients who had failed back
surgery syndrome and pain resistant to medicaliavakive methods with the council decision
which included neurosurgeon, neurologist, and psygbt. Pain was evaluated with Visual
Analog Scale (VAS). 1 week stimulation trial waspbgd to all cases using Medtronic
percutaneous oktade lead. 4 patients who had palief rover 50% received permanent
implantations. Stimulation began on an appropri@dgematome region and adequate voltage
adjustments were done after sufficient pain comiad achieved.

Results

The mean age of the patients was 54.85+7.64 y&hesmean of pain intensity in VAS
(Visual Analog Scale) was 8.71+0.74 preoperativatyd postoperative pain intensity was
2.27+0.67 at 6 months. Pain intensity has decreamggificantly after spinal cord stimulation
(p=0.000).

For 3 ineffective cases, one had morphine pumpantption and one had percutaneous
lumbar sympathectomy. Generator was removed tchanddcation due to skin erosions on the
case that had permanent implantation. None ofdsesexperienced permanent morbidity.

Discussion

Spinal cord stimulation has become a popular neadutator procedure for failed back
surgery cases in order to achieve pain manageieside from being reversible and minimally
invasive, it also decreases the pain killer appbece, pain intensity and frequency and increases
physical activity and life quality [11,12,13,14].

As a result of this study, 4 cases that had perntameplantation after trial period
experienced significantly less pain after 6 mor{f+.000).

Turner et al. evaluated spinal cord stimulation pain intensity, medication dosage,
functional state and working capacity on 51 failmack syndrome cases. Within the first 6
months after the application, they observed deer@aseg pain and morphine use and increase
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functional capacity. They also reported that opiaisage has decreased significantly in
postoperatively 12 months [15]. Another study déddFBSS cases into 3 groups and applied
spinal cord stimulation to 51, medical treatmen8%and no treatment to 68 cases. Cases were
compared for pain intensity, disability status aopioid usage. As a result, spinal cord
stimulation was found to be more expensive but nedfective in decreased pain intensity and
disability [16]. One study observed 35 patientsx{ptex regional pain syndrome and FBSS) for
4.4 years and evaluated pain intensity and lifdityudore than half of the cases in complex
regional pain syndrome expressed a decrease of BO%ain intensity after 4.4 years;
furthermore, FBSS cases expressed a decrease ahgi#i intensity after 3.8 years [17].

We present early period results on our study. VASres for pain intensity have
decreased from 8.71+0.74 to 2.27+0.67 6 monthopesatively.

Spinal cord stimulation for failed back surgery dsome also shows promising results in
the long term [17,18]. Abeloos et al. observed BSE patients for 8.3 for treatment satisfaction
and life quality and reported 50% decrease of pagnsity in 75% of the patients. In addition,
sitting, getting up from bed and going up from rstahave improved 75% and walking has
improved 82%. Medication usage has decreased 6@%nof the patients [19].

There are plenty of studies in the literature exymg effectiveness of spinal cord
stimulation [18, 19, 20, 21]. On our study we preged or preliminary experiences. Limitations
of our study include evaluating only pain, limitedtient number and short follow-up period.
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DEZVOLTAREA FITNESS-ULUI PRIN DANS LA COPIII
CU DEFICIENTA MINTAL A USOARA, DIN CENTRUL SCOLAR
DE EDUCATIE INCLUZIV A “ORIZONT”, ORADEA

FITNESS DEVELOPMENT THROUGH DANCE IN CHILDREN
WITH MILD MENTAL DEFICIENCY, FROM SCHOLAR CENTER
FOR INCLUSIVE EDUCATION “ORIZONT”, ORADEA

Ticarat Anamaria, Ciobanu Doriand

Key words: fitness, dance, fitness tests f
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Abstract
Backgroud. Like adults, children need to mowt
During ordinary activities of daily living,
children show the three element of fithess: tf
run to escape from another child (enduranc
they walk suspended in their hands on
horizontal stair (force); they bend down for ma
a shoelaces knot (flexibility).
Scope.This paperwork aims to enhance the r«
of dance in the improving of fitness in childre
with mild mental deficiency. For assessment w
used test-retest for body mass index, spec
fitness like: bent arm hang, modified arm push
a chair, partial curls up, 10m shuttle run.
Means. Study was made on 16 children, 12 gil
and 4 boys, mean age 8,88+0,71 years, m
high 144,81+11,55, mean weight 39,41+12 ¢
During a year they attended to 2 hours dai
training session/ week.
Results. Test-retest analysis was made w
Paired samplet test, and shows significan
differences for Body mass index<(p00), push
ups in a chair (90,042), partial curls up §9,00)
and 10 m shuttle test<£p,00).
Conclusions. Results emphasize that dance,
practised regularly, at least two times_ wel
enhance fitness level in 8 — 10 years old child
with mild mental deficiency.

Cuvinte cheie: fitnes, dans, teste fithess
pentru copii, rezistga, deficiena mintak usoar

Rezumat
Introducere. Asemeni aduilor, si copiii au
nevoie de micare. In timpul activitii fizice
obisnuite, copiii demonstredzcele trei elemente
ale fitnesului: aleay si scape de un copil
(rezistema); se deplaseézpe o scar orizontah
suspendat in bya (fona); se apleat si Tsi lege
sireturile (flexibilitate).
Scop. Lucrarea de fia isi propane & stabileast
rolul dansului in crgerea fitness-ului la copiii cu
deficiertd mintak usoam. Pentru evaluare s-a
folosit testarea imiala si finala pentru indicele de
mas corporalsi teste specifice evaidtii fithess-
ului: atarnat cu brale flectate, flatri Tn scaun,
abdomene péale, stafeta de agilitate de 10m.
Mijloace. Studiul s-a realizat pe un ndmde 16
copii, 12 fetesi 4 baieti, media de varat de
8,88+0,71 ani, f#ltimea medie de 144,81+11,55,
greutatea medie de 39,41+12,66. Timp de un an
au participat la 2 antrenamente de dans pe
saptaimara, 2 ore psedina.
Rezultate. Analiza test-retest s-a realizat cu
ajutorul testuluit pentru g@antioanel perachisi s-
au observat difergea semnificative pentru IMC
(p<0,00), flo&ri In scaun (g0,042), abdomene
patiale (p<0,00) si testul de agilitate delOm
(p<0,00).
Concluzii. Rezultatele demonstreazi dansul,
practicat regulat, cel pim de dod ori pe
saptaimans, creste nivelul de fitness al copiilor de
8 — 10 ani cu deficigi mintak usoal.
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Introducere

Copiii din ziua de asri, in ciuda orelor de sport praaute in programacolas, tind s
dua vieti foarte inactive. Mersul pe jos spke de la scoak a devenit o activitate fizic
excepionak. Copiii in general, dar mai ales cei cu decifiemintak, tind s fie dwsi si adusi de
la scooah cu maina sau autobuzul.

in aceste condi, nivelul fitnesului, mai ales cel aflat In r¢lka cu starea deisitate,
trebuie evaluat la tocopiii, dar in special la cei cu defici@nmintak. Studiile ficute in acest
sens preziatrezultate Tngrijattoare, conform @rora nivelul de fithess este mai redus decat ar fi
normal. [1]

Asa cum spunea Rae Pica, “copiii suascui sa se mgte; nimic mai mult ca activitatea
fizica nu ajuti un copil g-si dezvolte corpul, mintea, abilitatea de aaai aptitudinile sociale.
Activitatea fizica are impact nu doar asupra dezwaitfizice, ci si asupra dezvaitii cognitive,
socialesi emgionale. [2] O copirie creativi este unul dintre cele mai mari daruri pe care le
putem face copiilor, fie &i copii cu nevoi speciale.

Activitatea fiziaa moderai spre viguroas hraneste creierul cu ap glucoz si oxygen,
elemente necesare unei performeaoptime. [2] Stimuleaisi secreia de endorfine, ceea ce duce
la 0 senzge de bine. Acest lucru e valabil nu numai penttuliaci si pentru copii.

Paluska S.A.; Schwenk T.L. (2000), coside# activitatea fizid poate juca un rol
important in managemenul afemilor mentale goare spre moderate. [2]

Asemeni aduilor, si copiii au nevoie de mcare. Majoritatea acestora au nevoie de cel
putin o o de activitate fizig in fiecare zi. Copiii activi vor avea oagemuschi mai puternici,
indecele masei corporale in limite normale, sesnwi mai predititi si mai receptive lgcoah,
vor dormi mai bine noaptea chiar vor fi capabili & gestioneze mai bine proviarde fizice si
mentale cu care se vor confrunta — de la a aleugd dutobuzsi pama la a studia pentru
scoak.[4] Tn timpul activititii fizice obisnuite, copiii demonstreézcele trei elemente ale
fitnesului: alearg sa scape de un copil (rezist@)y se deplaseédze o scatr orizontah suspendat
in brge (fora); se apleat sa isi lege sireturile (flexibilitate). Rezistega se dezvait prin
angrenarea copilului in actigit aerobe. Tn timpul acestui tip de activitate aérobima va bate
mai repedesi va pompa mai mult oxigen la celule. Exeilg aerobe potsi trebuie & fie
distractive, pentru a atrage copilul. Astfel deiattti sunt: basket, bicicléf fotbal, inot, mers,
jogging, dans. [4]

Asa cum bine sublinia Einstein “latarea Inseanminexperiemi. Toate celelalte nu sunt
decét informg@e.” Piaget, renumitul specialist in dezvoltaregiktdui, considera & invatarea
neuromotorie este prima foimde Tnwtare a copilului. Studiile ulterioare referitoare la
activitatea creierului au demonstrat ambii aveau dreptate. Dar ultimele cefdedu reyit sa
faca mai mult de atat. Cerebelul, acea parte a creieaslociad dor cu controlul motor, este azi
cunoscut a fi, ga cum spune Eric Jensen, autorul a numeroasgereferitoare la in#are, un
tablou de comaridal activi&tii cognitive. Numeroase studii au demonstrateti@ldintre cerebel
si functii cognitive precum orietarea, atea limbajul, capacitatea de decizie.

Conform afirmailor lui Jensen, statul pe scaun mai mult de 1(ute “reduce
constientizarea senzilor fizice si emaionalesi accentueax starea de oboséal In concluzie,
are loc reducerea capagit de concentrare, ceea ce deterininobleme de disciplin Pe de ait
parte, mgcarea crgte rgeaua de vase sanguine, imiganind aportul de oxigen, apsi glucoz
catre creier. [5]

Un studiu canadian a@at ci notele elevilor au crescut duge o treime din orele de
curs au fost dedicate eddieafizice.[6] Un alt studiu a demonstrat elevii care au participat la
5 ore de activitate fizicviguroad pe géptimari au avut rezultate mai bune la dmtura, decat
copiii care au participat doar la doare de activitate fizicpe siptamars. [7,8]

Un studiu realizat pe un grup de copiii de clagika, care particip la activitti de dans,
si-au Tmbunatatit performanele la citire in cu 13 procente, comparative cegillor sedentari.
Studii recente au demonstrate o tielairect intre fithesssi nivelul de inteligeg, in special la
copiii sub 16 angi la varstnici.[9]
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Asocigia Naionak pentru Sporgi Educaie Fizica (ANSE) ofef indicaii privind
dozarea activiiii fizice a copiilor.

Tabel 1. Indicatii ale (ANSE) privind dozarea activitatii fizice a copiilor

Varsta Activitate fizica minima Continut
Nou-nascut || Farid indicaii specifice Activitatea fizici trebuie § Tncurajeze dezvoltarea motorip
Copil mic 1% ore 30 minute activitate fizic planifica si 60 minute

activitate fizic libera (jocuri)

Prescolar 2 ore 60 minute activitate fizicplanificat si 60 minute 60
minute activitate fizig libera (jocuri)
Scolar 1 ord sau mai mult Activitate fizica n reprize de 15 minute sau mai mult
Ipoteza

Diferitele tipuri de dans (zumba, dans pupular,sderodern, aerobic, elemente de balet)
practicate la antrenamente cu o diugd 2 ore, de&furate de 2 ori peaptamara timp de un an,
determird imburatatirea fitnesului la copiii de 8 — 10 ani cu defigiemintak usoar.

Scop

Lucrarea de fia Tsi propune & stabileast rolul dansului in crgerea fitness-ului la copiii
cu deficiena mintak usoam, prin realizarea unor evdiu pretest — posttest in urma
antrenamentelor destrate timp de un an.

Material si metode
Subieai

Studiul randomizat s-a realizat la Centrul ScolarEtucée Incluziva “Orizont”, din
Oradea pe un nuinde 16 copii, 12 fetgi 4 baieti, cu varste cuprinse intres8 10 ani, avand
deficiena mintak usoara. Nu prezirtalte afeguni asociate. Grupul de copiii fac parte din trupa
de dans acolii. Copiii fac dans de aproximativ 1,5 — 2 aflaracteristicile copiilor sunt
prezentate in tabelul de mai jos.

Tabel 2. Caracteristici

Varst 8,88+0,71

Gen 12 fete A4 deti
Deficienta mintal usoara
Perioada de timp de cand danseaz 1,44+0.51
Inaltime 144,81+11,55
Greutate 39,41+12.66
Indicele masei corporale 18,0245,14

Evaluare

Testele folosite la evaluarea fitnessului la cogéivarst scolad au fost atent selectate
pentru a corespunde nivelului lor. Unele teste @at Adaptate prin folosirea de gtguimnai
usoare, distate de mers si timp mai scurt, instiuni simplesi echipament modificat. Astfel, s-
au folosit urnitoarele teste:
Indicele de mad corporala —ia in calcul Tdltimea copiluluisi greutatea corporal fiind una
dintre cele mai utilizate metode de evaluare a tgtieuPentru calcularea idicelui de ndas
corporafi s-a folosit un site specializat, cu calculatortpeindicele de maiscorporad.
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Tabel 3. categorii IMC"

IMC Procentaje IMC Interpretare
<18.5 <5% sub greutate normal
18.5-24.9 5% - 85% greutate normal
25-29.9 85% - <95% peste greutate nornial
30 sau mai mult > 95% Obez

Atarnat cu batele flectate— acest test asoa# forta relativa si anduramga trunchiului. A fost
adaptat dup testul tragunilor la ba#, devreme ce copiigi cei cu foka slath a musculaturii
trunchiului, nu sunt capabiliasfaca deloc traguni la bai. Acest test presupune uitoarele:
copilulpe spalier, prinde o bare cu mainilérksa la nivelul lrii, apoi da drumul picioarelor,
incercand & mernina poziia cat mai mult timp. Se #isoat timpul de exectie.

Flotari in scaun — testeaz forta si andurama trunchiului. Aceadtvariant a testului ,flotri”
presupune plasarea mainilor pe marginea unui scastfel Tncat se va exercita 0 mai #nic
rezistemd a din partea trunchiului. Se néra flotarile realizate.

Abdomene pattiale — testul nisoak forta musculaturii abdominake andurama. Poziia initiala
este decubir dorsal, genunchii flgctase cere ridicarea trunchiului de pe sol paa
desprindrerea omoplbor, apoi revine in pozia initiala. Repei miscarea pai la aparia
oboselii. Se nuira abdomenele realizate.

Stefeta de agilitate de 10 m+ testeaz agilitatea prin transportul unor cuburi de lemtrérdou
linii trasate la 10 m distaf in cazul nostru am nlocuit cuburile de lemn caune.

Mijloace de interventie
Grupa de copii a practicat timp de un an dansu®, de / siptamari, durata sediei de 2
ore. Ca tip de dansuri s-au folosit: zumba, damlam, dans modern, dans clasic, aerobic.

Rezultate

Prelucrarea rezultatelor pbute la evalarile pretestsi posttest au fost prelucrate cu
ajutorul programului statistic SPSS. Analigiaurilor de date arat o distribuie normad a
acestora, astfel incat pentru analiza infgaéhs-a folosittestul t pentru gantioane perechi.

Tabel 4. Rezultate olinute la evaluarea pretest - posttest

Nr.crt. | Mijloace de evaluare Pretest Posttest p Semnif.
1 Indicele masei corporalel 18,02+5,14 | 24,06+4,56| <0,05 S
2 Tractiuni la spalier 26,06+£14,95 46,19+12,98 p<0,13 Ns
3 Flotari in scaun 17+11,69 23,38+9,12 0,00 S
5 Abdomene 22+7.5 30,88+10,12 p<0,04 S
6 Test de agilitate 10 m 12,06+2,83 | 7,94+1,80 | 0,00 S

Analiza pretest-posttest demonstieaz indicele masei corporale a crescut semnificativ,
comparativ cu valoarea pretest [t = - 7,32 (150,05]. La evaluarea final timpul meninut de
copil la suspendarea de spalier cu flexia coaglorescut dar nu intr-o maniesemnificativ [t
= -6,40 (15); p0,05]. In ceea ce priyte flotirile In scaun, nugrul realizat de copii a crescut
semnificativ [t = -2,220 (15);40,00], precunsi numirul de abdomene realizat la testarea final
[t =-4,78 (15); g0,04]. La testul de agilitate de 10 m, copiii ausiesa complecteze proba intr-
un timp semnificativ mai redus decat cetinbt la evaluarea pretest [t = 7,54 (1530500].

! http://www.muccelmic.com/calculator_IMC_copii.ptaccesat in data de 10 mai 2013)
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Discutii

La Tnceputul experimentului, calculul indicelui sef corporale a evidgat o medie de
18,78 kg, ceea ce reprezind greutate sub normal, conform tabelului cu védoiMC (tabel
nr.3). Acest lucru se poate datora faptuliniaceti copii scolarizgi in cadrul centrului pentru
educaie incluziva, provin din familii cu un statut social economic modest, familiile neputand
sa asigure copiilor un aport caloric adecvat perioddiede crgtere. Du@ integrarea in acest
centru, unde se ofetrei mese pe zi in urma antrenamentului de dans de 2 ori jpaman
timp de 2 ore, copiigi-au mirit in medie indicele masei corporale la 24,06 acee i plasedzin
categoria copiilor cu greutate normalcest lucru se datoreazi definirii masei muscular, n
urma antrenamentelor de dans. Ackagkstere a IMC este semnificativit = - 7,32 (15);
p<0,05].

La evaluarea find| timpul meninut de copil la suspendarea de spalier cu flegateior
a crescut dar nu intr-o maniesemnificativ [t = -6,40 (15); p0,05]. Acest lucru se datoreaz
faptului @G testul de memere a corpului suspendat la spalier, cu coatelgate, presupune
evaluare faei izometrice a btalor, pe cand prin dans nu se antredeazst tip de foi. Acesta
poate constitui un factor care poate modifica séioagia statstié a rezultatelor.

in ceea ce privge flotirile Tn scaun, nugrul realizat de copii a crescut semnificativ [t =
-2,220 (15); p0,00]. La tegtrile initiale, media nurdrului de flotri realizat de copii a fost de
17+69, pe cénd la evaluarea fihalumarul flotprilor realizate a fost de 23,38+9,12. Ates
rezultat se datiredzantrerrii prin dans a musculaturii bygor, intrucat micarile executate in
timpul diferitelor tipuri de dansuri, m@nerea unor pgeii artistice sau executarea unorsoari
cu diferite obiecte, au dus in timp la dezvoltdmgei in membrele superioare.

Numiarul de abdomene realizat la testarea #n@&0,88+10,12) a fosfi el semnificativ
crescut [t = -4,78 (15); 40,04] faa de nunarul abdomenelor dealizate la evaluaregiati
(22+7.5). Este posibil ca acest lucru s datoreze de asemenea tipului de antrenamaiit ofe
prin dans, dansul fiind una dintre actiite care solicii musculatura postutglducand in timp
la tonifierea acesteia. See de asemenea faptdl muschii abdominali fac parte din musculatura
posturad.

La testul de agilitate de 10 m, copiii au giewsa complecteze proba intr-un timp
semnificativ mai redus decat celtmlut la evaluarea pretest [t = 7,54 (153000]. Dad initial
copiii au reyit sa mute scaunele pe o distarde 10 m in medie in 12,06£2,83 secunde, la
evaluarea final ei au regit sa faci acelgi lucru in 7,94+1,80 secunde. Acest Iz'ucru
demonstreaz cresterea fotei membrelor inferioargi cresterea andurgei. Anbele obiective se
ohtin prin practicarea dansulutiut fiind faptul G dansul presupune antrenament aerob, cu alte
cuvinte permi@nd Tmbuatatirea fitnesului.

Concluzii

Dansul practicat cu regularitate ddre copiii de 8 — 10 ani cu deficiggnmintak usoari
permite normalizarea indicelui de maorpora, tonfierea musculaturii membrelor superioare,
inferioare si a musculaturii posturalgi de asemenea duce la gerea rezistgei la efort a
acestora.

Putem spune astfeld adiferitele tipuri de dans (zumba, dans pupulamsdanodern,
aerobic, elemente de balet) practicate la antrenten® o duratde 2 ore, des§urate de 2 ori
pe g@iptaimara timp de un an, determinimburitatirea fitnesului la copiii de 8 — 10 ani cu
deficiena mintak usoas.
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CORRELATION BETWEEN ACTIVITY SPECIFIC BALANCE
CONFIDENCE SCALE AND BERG BALANCE SCALE IN ELDERLY
INDIVIDUALS

CORELATIA DINTRE SCALA PENTRU ECHILIBRU A INCREDERII IN
ACTIVIT ATI SPECIFICE SI SCALA BERG,
LA PERSOANELE VARSTNICE

Suvarna Ganvit

Key words: elderly, balance assessment, st
confidence, observational study

Abstract
Background. If a senior falls and is injured, hi
or her ability to live independently decrease
Even a fall that does not cause an injury, ¢
limit self confidence and ability to be
comfortable living independently. Balance is ol
of the most important factors contributin
towards upright posture. This study is aimed
find out if there exists any correlation betwes
Activity specific Balance confidence scale whic
assesses confidence and Berg Balance S
which determine the ability of the individual t
balance himself.
Methods. This is an observational stud
conducted at physiotherapy teaching institu
There were 110 elderly individual included in tf
study by random sampling technique. Individue
with age group 60-80 years, and those who
functionally independent were included in tf
study. Further individuals having independe
standing minimum for five minutes an
individual with intact ability to understand th
commands were included in the study. Subje
with known neurological disorder and acu
musculoskeletal disorder were excluded from t
study. Test items performed by subject and sc
on ABC Scale and Berg Balance Scale we
calculated for all subject, after giving detaile
information about the tool and their use in tl
language they understand.
Results. There is a significant negativi
correlation between BBS & ABC (r= -0. 248) ¢
P Value 0.74
Conclusion. from the results of the study it ca
be concluded that ABC is effective in predictir

Cuvinte cheie:varstnic, evaluarea echilibrului,
increderea in foele proprii, studiu

Rezumat

Introducere. Daci un varstnic cadsi se
rineste, abilitatea sa de aatrindependent scade.
Chiarsi o cidere care nu provoacin traumatism
poate limita Tncrederea in fete proprii si
abilitatea de a # independent intr-un mod
confortabil. Echilibrul este unul dintre cei mai
importani factori care contribuie la mé@nerea
posturii.

Scop.Acest studiu urrireste ¢ stabileast
corelgia dintre Scala pentru Echilibru a
Increderii in Activititi Specificesi Scala Berg,
care determiin abilitatea individului de ak
mertine echilibrul.

Metode. Acest studiu este unul
observdgonal, realizat in cadrul Institutului de
Fizioterapie. In acest studiu randomizat au fost
inclusi 110 varstnici intre 60-80 de ani,
independen funciional. Au mai fost incluse
persoanele care au kusi stea indpendent
pentru cinci minutesi cele cu abilitatea de a
intelege comenzile. Subigic cu afegiuni
neurologicesi afeaiuni musculoscheletale acute
au fost exclsi. S-au calculat scorurile ghute
de fiecare pacient la testele de evaluare Scala
ABC si Berg, dup ce s-a oferit fiefrui subiect
informaii detaliate despre instrumentele de
evaluare, intr-un modsar de ineles.

Result. Existi 0 corelagie negatid semnificativ
intre BBS & ABC (r=-0. 2483i valoarea P 0.74.
Concluzii. Din rezultatele acestui studiu rezult
ca scala ABC este eficienin anticiparea riscului
de d@dere la subigi varstnici.

! Corresponding author: suvarna.ganvir@rediffmail.com
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Introduction

By the year 2050, approximately 20f4h@ world’s population will be older than 65
years. The world population is aging. Increaseel dékpectancy and decreased death rate have
contributed to rapid rise in number and proportdrpersons aged 65 years and older. India is
the second most populous country in the world ha$ million people at over age of 60
constituting above 7.7% of total population. [1]

The leading causes of npyeelated mortality and morbidity among elderlye dalls
which is a common and potentially preventable pobl[2] In United States, nearly one third of
older adults had experienced a fall. In 2003 mbest13,700 people, 65 years or older died of
fall related injuries. Another 1.8 million were &ted in emergency dept. for non fatal injuries
related to fall (NCIPC2006)n multi-centric community study, evaluating HeaRhoblems in
the elderly (Year 2003), in states across Indiagdag a total population of 10,000 elderly with
equal rural and urban distribution, the incidenéefadls (history of single fall in the last 6
months) was found to be 14%. [3]

If a senior falls and is injurdds or her ability to live independently decreasegen a
fall that does not cause an injury can limit selfftcdence and ability to be comfortable living
independently. In US among non institutionalizedspas 65 years and older approximately
13% have difficulty in performing activities of diiiving. Approximately 9% have difficulty
with bathing, 8% have difficulty with walking and¥6 have difficulty with bed or chair
transfer. The rate at which these problems ocareases progressively after age 65 and climb
sharply after age 80. [3]

The evaluation of multifactorialuse of fall can be simplified by examining internal
and external factors. Internal (personal) risk destinclude cardiovascular, neurovascular,
orthopedic, perceptual and psychiatric or cognitmpairments. External (environmental) risk
factors include medications appliances, assistedces, environmental hazards and level of
care. [3]

Balance is a multidimensional process @ the result of interactions between the
individual, the task, and the environment (Anne r8tvay-Cook). Balance is the ability to
maintain the body's center of mass over its bassupport (Shumway-Cook & Woollacott,
2001). A comprehensive balance assessment is agrahtpart of the initial evaluation and
should be undertaken when a balance deficit isestiegd.

The balance assessment includes subjectigessment, functional mobility and gait
assessment, musculoskeletal evaluation, and assessh movement strategies and sensory
systems used for balance (Shumway-Cook & Woolla20@1). [3]

There are various reliable assessnuis,t available for the assessment of functional
mobility and gait tasks. A functional mobility assenent quantifies mobility skills, testing the
ability of your client to perform specific dailysks such as gait, sit to stand, turning, reaching,
retrieving an item from the floor, turning 360 degs, transfers, and stair climbing. The tests are
designed to provide a framework for the assesswiefunctional mobility; they only generally
predict the risk of falls but do not fully identifiie underlying cause of the balance impairment.

Functional mobility tests include the Berg Bakantest (K.Berg et al., 1989), the
Functional Reach Test(P.Duncan et al 1990), theUpeand Go Test(Mathies et. al 18600, and
the performance Oriented Mobility Assessment (PQNTinetti 1986) [3], Activity —Specific
Caution scale(AFC) [4] and The Fullertion Advancaldce Scale (FAB). [5] The Morse Fall
Scale, STRATIFY that is St Thomas Risk Assessmeml Th Falling Elderly Inpatients, and
Hendrich 1l Fall Risk Model are used to assesddhe[6]

The Berg Balance Test was develope&dherine Berg in 1989 and is a widely-used
test of functional mobility and balance—especialith the ambulatory elderly. The Berg test is
intended to objectively evaluate a client's abitiysafely perform several common daily living
tasks and to assess fall risk. It is scored onatesaf O to 56, based on the client's ability to
perform fourteen mobility tasks. Berg test gives@general impression reguarding fall risk and
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good inter-rater reliability. Berg test is a gaadicator of fall risk in older adults living irhé
comunity (Shumway-Cook & Woollacott, 2001).

High score on the Berg test indicates a low oisfalling and a low score indicates a high
risk of falling. As the Berg score declines, fadlkrincreases nonlinearly, with scores below 36 of
56 showing a fall risk of almost 100% (Shumway-CdbokVoollacott, 2001)[3] Berg Balance
Scale was chosen as a part of this study, becatmees approximately 20 minutes to complete
and requires no sophisticated equipment, makingeful in clinical settings. [Mfleasurements
obtained with this test have demonstrated exceligatrater reliability and tendency toward at
least moderately strong concurrent validity. [3]

ABC scale has been used in variety giubations. Several risk factors associated with
falls in hospitalized patient have been identifiddsubstantial number of assessment instruments
for identifying hospitalised patient at risk of Ifafy, exists but their generalisability is limited
because few have been tested in settings other tth@se in which they were originally
developed. MFS appears to be most elaborate in efeis extensive development and testing in
different hospital population compare with otherF# developed in 1985 by Morse JM. It
contain 6 items and if there is risk factor it éded as ‘Yes'or ‘no’. Total score of scale is 125.
Based on total score; individuals are categorizekigh medium or low risk of falling. [8]

The Activities-specific and Balance ConfidenceB@ Scale is a questionnaire
developed to measure an aspect of the psycholagigaict of balance impairment and/or falls.

The underlying construct being measured by th€ ABale is based on the self efficacy
theory reported by Tinetti et al (1990). [6] Herhes study aimed at correlating the total score of
both the scale i.e. Activity specific Balance cdefice Scale and Berg Balance Scale.

Methodology

The study design was an observational study wiéh rtfain objective of exploring a
correlation between ABC scale & BBS. Prior begimnihe study ethical committee consent was
obtained.

The inclusion criteria were individuals with agegp 60-80 years, both male and female
individuals, functionally independent, having indadent standing minimum for five minutes,
with intact ability to understand the Commands. Téwxlusion criteria was any known
neurological disorder & with acute musculoskeletiabrder.

Study was conducted at physiotherapy departmeStawfangi (Meghe) Wardha. A total
of 100 subjects were included in the study. Infatreensent was obtained from subjects. They
were informed about the use of the study in detad also the test procedure to be performed as
a part of study. It was assured that study willcaise any harm to them in any aspect.

This was followed by assessing the balance of @adividual with the help of Berg
Balance Scale. BBS contain 14 items. Each Itenmsbae 0- 4; and total score is 56. Then MFS
apply which has score 125. Application of both sicale took 20-25minuts.The materials used
were stop watch, ruler, inch tape, two chairs, &iobl.

After assessing the score correlation was done.
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Data analysis and graphical representation
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Table 1: Correlation of Berg Balance Scale and AESCale

in diabetes, hypertension, diabetes + hypertensaod in general patients

Sgconda_\ry Scale Mean Std'. . n Correlation ‘r' | p-value
Diagnosis Deviation

, Berg Balance Scalq 48.52 2.61 34 0.04
Diabetes  A5¢ scale 4691 |5.77 32 | 04! S,p<0.05
Hvpertension Berg Balance Scalg 48.85 3.59 14 0.42 0.03

yp ABC scale 4571 |5.83 4 | S,p<0.05
Diabetes + Berg Balance Scalq 52.50 4.94 2
Hypertension | ABC scale 4250 | 3.53 > | 100 0.00 5,p<0.03
In general Berg Balance Scalg 48.26 2.67 50 0.35 0.007

g ABC scale 45.50 6.08 50 ' S,p<0.05

Graph 2: Correlation of Berg Balance Scale and AB&ale in diabetes, hypertension,
diabetes+hypertension and in general patients.
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Results

The study was done to explore correlation betweleS B ABC scale in elderly people.
BBS & ABC of 110 patients as per inclusion & exatuscriteria was collected. The mean of
BBS is 48.352 while that of ABC is 45.95. Standdaviation of BBS & ABC is 2.85 & 5.89
respectively. There is negative correlation of 48.Between BBS & ABC “p” value is 0.01 (S.P
<0.05(hence it is significant).
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In our study we also evaluate correlation betwelam BBS & ABC in Diabetes,
Hypertension, Diabetes & HT in normal individuahel correlation of BBS &ABC in Diabetes
patient is -0.41 & P value 0.04 (S,P <0.05). Alowgh that there is also a significant
correlation.In subjects with hypertension the elation between BBS & ABC is -0.42 & P
value 0.03 (S,P <0.03). Mean correlation is sigaifit. There was a significant result for
correlation between BBS & ABC in DM + HT patientitivnegative correlation -1.00 & P Value
0.00 (S, P < 0.05) In general correlation betwe&s & ABC is 0.35 & P Value 0.07 (S,P
<0.05), hence it is significant.

Discussion

In the present study, 110 elderly individuals wassessed between age group of 60-80
years. Out of that 72% & 28% subjects were of age60-70 years 71-80 years respectively.

In age group of 60-70 years 45% were male & 27%eviemale. In age group of 71-80
years 19% were male & 9% were female.

In this study, we have used Berg Balance scal@deessing individuals. It includes 14
items graded from 0 - 4 grading & Maximum scoré&fs Interpretation of score of BBS is less
than 20 is Wheelchair bound, 21-40 -: Walking wassistance 41-56-: Independent walking.

Though 41-56 considers that patient can walk ieddpntly but there are chances of
mild balance impairment which might go unnoticeelsuiting in fall. [13] Another scale i.e.
ABC has used, which was initially designed to idfgnpatient at risk of falling in elderly
individuals. Total score of ABC is 125, it contaiistems and each item has different score.
Interpretation or cut off score of ABC is of 45.siéore is more than that it indicates that patient
at risk of fall. [6]

In the present study the mean of BBS & ABC was 28% 45.95 respectively.
Correlation between both scale was -0.248 & P vams 0.01 (S,P >0.05) according to this,
correlation is negative i.e. As the score of BB&@ases. ABC score decreases (BB ABC).

Hence above data predicts, the study is signifibgnising t-test for testing significance
of correlation & SPSS 14.0 (Statistical packagestmrial sciences)

Elderly people with diabetes & Hypertension hapaimed balance resulting in fall. Dr.
Maurer Speculates that problem with peripheral eethat can affect the sensation in Diabetic
people’s Feet (Peripheral Neuropathy) could be mueisin for higher fall rate in diabetic
patients. [14] In our study the prevalence of Diabéhas come 34% which is quite higher than
study made by Vijay Gupta is due to our small sangite & inclusion of different age group.
[15] The correlation between BBS & MFS in diabewes0.41 & P value 0.04 (S,P > 0.05).This
value provide a significant record to our study.

Impairment of balance in subject with HT is due to

1. Impairment of neural control system regulating BP.
2. Chronic HT causing micro vascular changes.
3. Hypertension leading to poor cerebral perfusior].[16

Accordingly the prevalence of our study comes tolh& which is similar with study
work done by medical research center Bombay Hdspitesst Mumbai, Prevalence rate of HT is
12.5% (70-80 years).[17] The correlation betweerSB8ABC in HT is -0.42 & P value 0.03
(S, P > 0.05). There is a significant correlatiostween BBS and ABC in patient with
Hypertension.

Prevalence of balance impairment in subject witthiaM & HT is found to be 2%. It is
approximately similar with the study made by ShrasD. L. Singh. [18] In our study the
correlation in DM & HT in same individual is -1.08 P value is 0.00 (S, P <0.05). So if
individual has combined DM and HT then there isatgerisk of fall.

From the present study it is concluded that thenmeegative correlation between BBS &
ABC which is statistically significant & it suggssthat BBS is efficient tool for predicting falls
in elderly individuals.
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Conclusion

Thus it is concluded that there is negative coti@mlabetween BBS & ABC which is
statistically significant & it suggests that BBS afficient tool for predicting falls in elderly
individuals.
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STRESS LEVEL IN UNDERGRADUATE PHYSIOTHERAPY STUDENT S:
AN OBSERVATIONAL STUDY

NIVELUL DE STRESS LA STUDENTII SPECIALIZ ARII
KINETOTERAPIE: STUDIU OBSERVA TIONAL

Vijay Kagé, Pratik .A. Phansopkat

Key words: stress level, undergraduat
students, Hassels scale, Uplift scale.

Abstract
Objectives. 1. To determine the stress level i
undergraduate physiotherapy students of Ki
UNIVERSITY by using Hassles Scale.
2. To determine the stress level in undergradue
physiotherapy students of KLE UNIVERSITY
by using Uplift Scale.
Methods. After obtaining ethical clearance fron
the institution, Based on eligibility criteria
participants were included by Lottery methc
and prior Informed consent forms were signed
each participant included. 15 participants fro
each class of B.P.T"year, 2 year, ¥ year and
4™ year were allocated into 4 Groups, Group £
Group B, Group C, Group D respectively. Brie
explanation about the Hassels and Upl
Questionnaires was given to all the groups. Ee
of the 4 Groups were given Hasse
Questionnaire and Uplift Questionnaire. Stre
was analyzed by total number of Hassels a
total number of Uplifts attempted and the Tot
number of severity points.
Results: Stress measured in both Hassels &
Uplift scales for all the groups were highl
significant with P < .001
Conclusion: Thus the study conclude:
measuring stress in undergraduate physiother.
students by Hassels and Uplift scale with vario
severity grades.

Cuvinte cheie: nivel de stress, studgn
scala Hassels, scala Uplift.

Rezumat

Obiective. 1. Determinarea nivelului de
stress la studein specializrii kinetoterapie din
KLE UNIVERSITY, folosind scala Hassles.

2. Determinarea nivelului de la studéen
specializrii fizioterapie din KLE UNIVERSITY,
folosind scala Uplift.

Metode. Dupi ohktinerea aprofrii de la
comisia institgionakide etié, pe baza criteriilor
de eligibilitate, participaii au fost inclgi Tn
studiu prim metoda Lottery. Fiecare participant
si-a dat consimimantul. 15 participgn din
fiecare an B.P.T I, anii 1-4 au fost Tanfiti Tn 4
Grupuri: Grup A , Grup B, Grup C, respective
Grup D. S-au oferit tuturor participglor
informaii scurte despre chestionarele Hassels
Uplift. Nivelul de stress s-a analizat pe baza
scorurilor oljinute la Chestinarul Hasselg
Uplifts si scorul total de severitate.

Rezultate. Nivelul de stress #asurat cu
ajutorul celor doal chestionare Hasseds Uplift,
pentru toate grupurile a fost semnificativ crescut
P <.001

Concluzii. Din studiu reiese & nivelul de
stress rasurat la studgn specializirii
fizioterapie cu ajutorul scalelor HassegidUplift
este present in grade diferite.
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Introduction

Stress is simply the body's non-specific respoasy demand made on it. Stress is not
by definition synonymous with nervous tension oxiaty. Stress provides the means to express
talents and energies and pursue happiness it sartalise exhaustion and iliness, either physical
or psychological and accidents. [1]

The important thing to remember about stress i$ teatain forms are normal and
essential. Continual exposure lowers the body'dityalio cope with additional forms of
psychological or physiological stress. The resaftgontinuing stress may cause disruption in
one or more of the following areas of health, pbgsiemotional, spiritual and/or social. [1]

Adolescence is a stage of human development thatrecbetween childhood and
adulthood. Although there are varying definitions amlolescence, adolescence is generally
viewed as a stage where young people experienig gapwth of their body and mentality to
full maturity during 12~25 years of age. In edugatsystem, adolescents are those receiving
education in junior high schools, senior high sdsow@ocational high schools, colleges or
universities. Due to fast physical changes and ahatgvelopment at this stage, students may
sometimes experience incompatibility of their méu@velopment with their physical changes
or with the social environment and thus suffer frggmoblems arising from inadequate
adaptations. These problems may further cause pkgibal troubles and even induce deviant
behaviors[2]

Students stress is an unavoidable phenomenon whkiabften seen in their lives.
Undergraduate students are easily target of stkegtors such as physical and mental, family,
job, relationship and social are the main sourcsti@ss among the students. There is always a
dilemma for the students regarding its performan@xam and to secure a good jdj.

There are some other factors such as behaviosahpgical and psychosomatic which
contribute to the stress. Disturbed relationshigl abcohol use show highest and lowest
percentage of behavioral factors. Anger, low salfeem, low satisfactions, depression and
anxiety are some of the important psychologicaldiecwhich are observed among studdnis.

On the other hand there are different psychosonfatitors such as headache, sleep
problems involved. These factors contribute to skiess among the undergraduate students.
Headache, anxiety, back pain, neck pain, appet#enaore predominately observed among
females. On other hand poor sleeping patterns, falig, erratic moods and depressions are
found to be more often in males. [1]

Studies have shown that stress plays a importdatinoevery undergraduate student’s life,
regarding his/her academics, behavior, relatiorsstigomily, social aspects of life. It can lead to a
positive result and also negative result, therefoie important that we measure stress in the
undergraduate students so as to provide the stadeasure of his/her stress level so that they
can keep a check on their daily hasseles and siplift

In India, limited studies are done on students aeedd for a study on stress with the
varying conditions and environment factors, systgattern of academics and other varying
conditions arises.

Therefore, this study was undertaken to determiee dstress level in undergraduate
physiotherapy students of KLE UNIVERSITY. Main otjge was to determine stress level in
undergraduate physiotherapy students by Hassells aad Uplifts scale.

Materials and methods

This study was conducted at KLEU Institute Of Phtrserapy College, INMC Campus,
Nehru Nagar, Belgaum. Study design is observatistualy. 60 Participants.15 Participants from
each of I, 29 39 4"years were included by lottery method. Studenthuiter! were both male
and female undergraduate students willing to padte in the study, in the age Group 18 to 25
years, who were able to understand the componeritsei scales and rate them. Students who
were above 25 years of age and who had undergon@syrchological treatment for stress 3
months prior to the study were excluded.
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Ethical clearance was obtained from the ethicalrmdtee of the institution prior to tr
commencement of the study. Based on eligibilityecia participants were included and pi
informed consent forms were signed by every pipant included. The participants we
allocated in 4 groups. Group A: *'year, Group B: " year, Group C: " year, Group D: %
year.

All the participants were explained about need tfog study, confidentiality of th
documentation, Brief explation of Hassels & Uplift scale and instructions loow to scor¢
each component in these scales. Group A, GrouprBugsC and Group D received Hass
guestionnaire and Uplifts questionnaire. Scoresveaiculated and rated as minimal, aver.
moderateand severe and theata was computed and analyzed using SPSS (SttiBackage
for Social Science) software version, for Distribution of Severity of Grades in Hassalsd
Uplift Scale. Test of Significance namely FisheaEixTest was used to come the data.

Results

In the distribution of severity grades, most of #tedents were in the Moderate seve
grade of both the scales Hassels and Uplifts sFigure 1.

In group A (n=15) 9 students scored minimal, 4 students scarextage, 2 studenr
scored moderate severity grades in the Hasselg.sbalgroup B(n=15) 1 students sco
minimal, 2 students scored average, 7 studentsedcoroderate, 5 students scored se
severty grades in the Hassels scale. In grot (n=15) 3 students scored minimal, 1 stud
scored average, 7 students scored moderate, 4nttusleored severe severity grades in
Hassels scale. In group D(n=15) 4 students scoreiimal, 2 students scor average, 6 students
scored moderate, 3 students scored severe segedgs in the Hassels sc Figure 2.

In group A(n=15) 7 students scored minimal, 7 stislescored moderate, 1 stude
scored severe severity grades in Uplifts scalgrémup B(n=5) 11 students scored moderatt
students scored severe severity grades in Uplifides In group C(n=15) 12 students scc
moderate, 3 students scored severe severity gnadédifts scale. In group D(n=15) 1 stude
scored minimal, 8 students scd moderate, 6 students scored severe severity graddplifts
scale,Figure 3.
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Figure 1: Distribution of Severity Grades for Haslseand Uplift Scal
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In the distribution of the total number of hassatiempted in all the 4 groups and tr
severity scores, all the groups were significarttiveen the number of hadls attempted and
their severity grades (F=7.236, P<.001 and F=6.B36)01 respectively), group B was the n
statistically significant out of the 4 groups wiRk.001.Table 1
In the distribution of total number of uplifts atipted in all the 4 grou and their severity
scores, all the groups were significant betweemtimaber of uplifts attempted and their seve
grades (F=13.683, P<.001 and F=11.683, P<.001 cteply), group C was the mo
statistically significant out the 4 groups with B&l Table 2

Table 1: Distribution d Total no. Hassels attempted and their severitpres among the grouj

Total No. of Hassels Hassels Sco
Group A 19.6 + 8.68 32.2+18.2
Group B 52.8 +26.62 99.2 £+ 89.8
Group C 49.3+2.84 89.4+51.4
Group D 41.1 £21.58 68.4 +43.0

F=7.236 P< .00! F=6.336 P< .00:

Table 2: Distribution d Total no. Uplifts attempted and their severityages among thgroups

Total No. of Uplifts Uplifts Score

Group A 35.1+22.54 57.5+38.8

Group B 68.6 £ 2.38 130.9 +53.3

Group C 89.2 £16.06 162.3+31.6

Group D 76.5 +32.05 137.4 £ 69.8
F=13.683 P <.001 F=11.683 P <.00:
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Mean standard deviation of the severity gradesimal, average, moderate, severe for
the Hassels scale and the mean standards of the am explained iTable 3. (F=33.339,
P<.001 and F=47.105, P<.001 respectively)

Mean standard deviation of the severity gradesmahimoderate, severe for the Uplifts
scale and the mean standards of the score areireegblan Table 4. (F=28.166, P<.001 and
F=34.761, P<.001 respectively)

Table 3: Distribution Of severity grades and théitean SD in Hassels Scale

Total No. of Hassels Mean SD| Hassels Score Mean SD
MINIMAL 16 +4.85 7-24 23.8+8.91 8-41
AVERAGE 27.2+1.48 25-29 48.7 +£10.37 33-70
MODERATE 50.8 + 21.75 30-108] 80.9+37.56 42-190
SEVERE 68.1 + 15.64 40-90| 145.2 + 337588-191
F =33.339 F =47.105
P <.001 P <.001
Table 4: Distribution Of severity grades and their Mean 8Jplifts Scale
Total No. of Uplifts| Mean SD| Uplifts Score| Mean SD
MINIMAL 15.2+7.81 4-27 24.2 +11.34 4-40
MODERATE 70.6 + 23.31 32-116| 120.1 +44.8350-215
SEVERE 88.2 + 24.85 45-124  183.2 + 48/3802-253
F =28.166 F=34.761
P <.001 P <.001

Discussion

To the best of our knowledge, there is no studyerdening the stress level in
undergraduate physiotherapy students. Limitedalitee is available which have used Hassels
and uplift scale as a assessment tool to meagesssHowever a study by Allen D. Kanner et al
found that the assessment of daily hassels anftsuplie better approach to the prediction of
adaptational outcomes than the usual life everisoagh.

Lewinsohn et al constructed a 320-item measuready dinpleasant events and found
low to moderate relationship between events avensiss and depression as measured by
Minnesota Multiphasic Personality Inventory (MMRINd the Beck Depression Inventory. This
study has measured stress in the undergraduateftgrapy students using a better assessment
tool which focuses on the major life events thketplace in every undergraduate student life.

The statistical analysis showed the stress levbetmore in the Moderate severity grade
in both Hassels and Uplifts scale for all the gmup the Hassels scale group B scored highest
for the Moderate and severe severity grades thaottier groups explaining Stress measured by
Hassels scale was the maximum was in group B adttie Group C and Group D. In the group
A, most of the students out of 15 scored maximuntie minimal severity grade of the hassels
scale suggesting the stress level being minimtédese students.

In the uplifts scale none of the students scorextame severity grade suggesting either
the stress level was in minimal or moderate to ievéroup C scored highest for the severe
severity grade than the other groups explainingsstrmeasured by uplifts scale was the
maximum in group C, and then in group B and groupg-&r the severe severity grade in uplifts
scale the group D scored maximum then the groupdBtizen the group C and A suggesting that
the severe stress encountered in uplift scale vepeide in all the students. Except 1 student in
group D there was no student who scored minima¢rsgvgrade in uplift scale after group A
explaining that all the undergraduate studentsr dfteir I year are having some amount of
stress above the minimal level.

Thus the study concludes measuring stress in uratlrgte physiotherapy students with
varying severity grades in Hassels and Upliftsescal
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Future studies are recommended with a larger sasig#eancluding all the undergraduate
physiotherapy students, comparative studies on gx@m and during exam stress level
assessments, providing a intervention to reducesttess in the moderate and severe grades
students.
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SHORT TERM EFFECT OF THERABITE®
ON TEMPOROMANDIBULAR JOINT DYSFUNCTION:
RANDOMIZED CONTROLLED TRIAL

A EFECTUL PE TERMEN SCURT AL THERABITE®
IN DISFUNCTIA ARTICULA TIEI TEMPOROMANDIBULARE:
STUDIU RANDOMIZAT

Richa SingH, Keerthi Ragd, Subhash Khatri, Chandra lyef, Deepak Anap

Key words: temporomandibular dysfuncti
TheraBite®.

Abstract:
Purpose. To determine the effect of TheraBi
on range of motion by TheraBite scale and
intensity on Visual Analogue scale
Temporomandibular dysfunction.
Method. The study duration was from Febrt
2012- November 2012. Fifty participants |
males and females based on inclusion
exclusion criteria were alternately allocated in
groups Group A and Group B. There wert
participants in each group. There were 2 dro
in group B. Group A received therape
ultrasound and exercise with TheraBite, v
group B received therapeutic ultrasound, mi
stretching and Maitlands mobilization exerc
Both the groups received treatment for 6 d:
week for 3 weeks. Assessment was done on
and at the end of3week.
Results. There was no significant difference ¢
in both the groups in relation to the pain intg
(p>0.05) on VAS. While in range of motion
mouth opening, lateral deviation to right and
side of mandible and protrusion there was h
significant difference seen (p<0.01) betweer
groups .
Conclusion. Stretching device i.e TheraBite

Cuvinte cheie: disfungie temporomandibulér
TheraBite®.

Rezumat:
Scop. Determinarea efectului TheraBite® asupra
amplitudinii de mjcare, pe scalsi intensitaea
durerii pe scala Visual Analogi, in disfungia
temporomandibular
Metoda. Studiul s-a degfurat in perioada februarie
2012 - noiembrie 2012. 50 de particigamatat
barbai catsi femei, pe baza criteriilor de incluziune
si excluziune, au fost repartigaalternativ in doa
grupuri: A si B. In fiecare grup au fost 25 de
participani. Din grupul B s-au retras dayersoane.
Grupul A a beneficiat de tratament cu ultrasuget
exerciii cu TheraBite, iar grupul B a beneficiat de
ultrasunet, stretching manuaki exerctii de
mobilizare Maitland. Ambele grupuri au efectuat
tratamentul timp de 6 zile pagaman, timp de 3
saptimani. Evaluarea s-a realizat la Tncepytuh
sfagitul tratamentului.

Rezultate. Nu s-au Tinregistrat difergiee
semnificative intre cele do#i grupuri in ceea ce
priveste intensitatea durerii (p>0.05), evaluatu
VAS. Tn ceea ce priwte amplitudinea de mgare
pentru deschiderea gurii, detita laterai spre
stdngasi dreapta a mandibuleji protruzia, s-au
inregistrat difereye mari semnificative (p<0.01)
ntre cele do@igrupuri.

Concluzii. Dispozitivul  de  stretching
TheraBite poate fi un instrument folositor in trata
TMD cu trismus
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Temporomandibular dysfunctions/ disorders (TMDsmpases of a complex and
heterogeneous group of conditions which include gemmmandibular joint (TMJ), soft tissue
structures within the joint and the muscles of masibn. [1,2] In 1934, Costen was the first one
to describe the signs and symptoms of TMDI[3]. TMiDs also referred to as craniomandibular
disorders, costen’s syndrome, pain dysfunction syné and facial arthromyalgia. [3,4] It is
seen that about 75% of adult population have &t leae symptom associated with TMDs, and
30% have more than one symptom while 3-7% applyratment. There is an estimation that
20-25% of the population is affected with TMDs, miemale to male ratio being 3:1 to 6:1[5].
The Research Diagnostic Criteria for TMDs (RDC-TNIDave classified TMDs by a dual- axis
system. The RDC-TMD classification was developedrésearch purpose. This classification
does not include less common conditions such assiigjocontracture and myospasm and TMJ
conditions such as rheumatic disease, acute trawyparplasia and noeplasia. [6]

The aetiology of TMDs are little understood, bus leen associated with many theories
and factors. The signs and symptoms related to TMBlsde the masticatory muscles or TMJ
or both which are jaw pain, orofacial pain, limitetbuth opening (trismus) and other ranges,
headache, ear pain, clicking or grating of thetjameck pain, tinnitus and pain in the intra oral
structures[8-10]. If this condition is not treatecbmptly and properly, its hidden disability can
seriously affect health and quality of life. [11]

Currently, for TMD various treatments are availafilem simple self-care practice,
reassurance, conservative treatment, injectiorsutgeries. The physical therapy includes hot
and cold packs, electrotherapeutic modalities, rmbin@atment, acupuncture and mechanical
devices. [7,12,13]

The TheraBite® Jaw Motion Rehabilitation System™bnir Atos medical inc.is a
portable system which utilizes repetitive passivaion and stretching to restore mobility and
flexibility of the jaw musculature, associated jsirand connective tissues. The TheraBite is a
patient-controlled, mechanical device, with two itihgieces that are inserted between the teeth
of the upper and lower jaw. By squeezing the handhe mouthpieces open, assisting the mouth
opening. It is designed in order to accomplish tgectives, increase the range of motion and
pain reduction. [11] Authors have suggested thah@lwith modality, stretching exercise and
mobilisation has also helped to increase the rafigeotion and decrease pain[13,18,17,21], but
there is limited evidence as to which is the mggirapriate and effective treatment approach.
Hence, the present study was aimed to compareatimeentional treatment (US, stretching and
TMJ mobilisation) and TheraBite® on range of motemd pain for five days/ week for three
weeks in patients having TMD.

Methods
Subjects:
50 participants whose age ranges from 20 to 4Gsyeath TMJ pain, having trismus40mm to
>8mm), in sub-acute or chronic stage of TMD, withatgral and unilateral involvement and
willing to participate were selected randomly fraghe Dental department. Participants were
excluded if they had any of the following congeh@&hnormality, concomitant inflammatory or
neoplastic conditions any form of treatment witthie last month, any surgical intervention for
TMJ, Arthritis of TMJ any deviation of mandible aimternal derangement.
Outcome measures:
1. VAS (Visual Analogue Scale): Visual analogue sacabs used to measure the intensity
of pain before and after the intervention. Highegiorted reliability is 0.84. [29]
2. Range of motion of Temporomandibular joint: ThetaBange of motion scale was used
to measure TMJ motions before and after the intgiwe. Highest reported reliability
was 0.98[30].All the outcome measures had condalegood reliability and validity.

Procedure
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Ethical clearanc

Screening n= €

Participants include
n=53

Informed written Conse

Randomizatio
(simple random samplin
50

Baseline Data

Group A 25 Group B 25
Drop out = 2 (stay away and perso
reason)
US + manual stretching + maitlan
mobilisation

Participants were divided into 2 groups experime [
and control group each having 25 participants. Bibte g
groups received therapeutic ultrasound of 1 MHguUsncy §
anccontinuous mode set at 1.25 W/cm, foiminutes was §
applied. [16] (fig 1).

US+TheraBited

Fig 1: Ultrasound e
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Experimental group was given therabite jaw moti
rehabilitation _therabite.us@atosmedical.cavas used for
increasing the mouth opening which was given foe fi
session per day, five repetition per session whihrtyt
seconds hold (fig 2).

Fig 2: Therabite exercise

For control group Stretching was given to increthse
mouth opening for 6 days per week with 4 stretcires 30
# seconds hold. [20] (fig 3).

Fig 3: manual stretching

Mobilization — distraction, translation and lategiide was given for one session with 3
repetitions for 30 seconds. [22] (fig 4,5). Gradantl 2 was given to reduce the pain. Once the
pain was reduced grade 3 and 4 is given to incri@seinge of motion. [19].

Fig' 4: mobilisétion Fig 5: mbilisation for lateral glide

for distraction and translation

Participants received 18 sessions (6 days per wdel-60 minutes over the period of 3
weeks. This study was approved by the institutiogthical committee, Pravara institute of
medical science ref.no PIMS/CPT/2012/1242/2. Altipgants were free to withdraw from the
study at any time.

Results

Data was analyzed with Graph pad Instat Trial werdi3.3. Confidence interval was set
at 95%. The data was entered into an excel sprheaet,stabulated and subjected to statistical
analysis. Age, BMI, intensity of TMJ pain, activenge of motion of TMJ at the baseline for
both the groups were analyzed by using studetest.

Baseline characteristics across both the groupse siarilar and are summarized in table

nol.
Tablel: Demographic data of both the groups
Experimental group Control group
Group (n=25) (n=23) P valug Inference
Age (years) 31 +5.097 30.86 +6.130 0.308%ot significant
Gender (F/M) |15(60.00%)/ 10(40.00%d)4(60.86%)/ 9(39.13%)
BMI (Kg/cm %) 22.89+2.917 | 22.8 + 4.377 0.46B®t significant
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50 individuals with TMD had participated in the dyuand out of them two participants
from the control group did not complete the studg.adverse effect was noted during the study
period.

Significant difference on intra group comparisor@®1)for intensity of pain in both the

groups while in inter group comparison there waany significant difference seen. Therapeutic
ultrasound was equally effective for both the g(tpble 2).
Significant difference was also seen on the actargge of motion of TMJ on intra group
comparison in both the groups and there was higlggificant difference seen in inter group
comparison for TMJ mobility (p<0.01). TheraBite wasore effective treatment given to
increase the TMJ mobility (table 3,4,5,6).

Table2: Pain relief in intra and intergroup compasbn
mean+SD

VAS ‘p’ value

Pre post
Control group 6.870+£0.96791.087+0.5964 p<0.01
Experimental 6.320+1.0690.7600+0.723% p<0.01

group
Control vs experimenta

Control | experimental
5.78£1.043| 5.56+0.9165 p>0.05

Table3: Mouth opening in intra and inter group conapison

Mouth opening (mm) Pre meantSDPOSt
Control group 25.043+5.81836.435+4.561
Experimental 21.000+5.95839.920+2.812

group
Control vs experimental grou

Control |[Experimental
11.739+3.95[ 19.32+5.809

Table 4: Lateral deviation to right in intra and iter group comparison

Lateral deviation to right mean+SD
pre Post
Control group 3.609+0.7223 7.348+0.9346
Experimental group 2.960+1.098 8.280+1.242
Control vs experimental group control Experimental
3.739+1.054 5.32+0.9452

Table 5: Lateral deviations to left in intra and ter group comparison

Lateral deviation to left meantSD
pre Post
Control group 3.522+0.7903 7.348+0.6473
Experimental group 2.760+1.012| 8.160+1.106
Control vs experimental control experimental
group 3.826+1.072| 5.4+£1.000
Table 6: Protrusion of mandible in intra and integroup comparison
. mean+SD
Protrusion
pre post
Control group 1.130+0.75704.609+0.8973

Experimental group 1.200+0.95747.280+1.021
Control Vs experimental group|  control  |Experimental
3.478+0.8980 6.08+0.7594
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Discussion

The present study shows that the intervention gteeboth the groups was effective in
terms of reduction of pain intensity and in inced3J range of motion, irrespective of the
treatment received which was conventional or The#eaBlowever, it was observed that the
overall improvement was significant in the TheraBjtoup as compared to the control group.
Significant reduction in intragroup and intergrazgmparison could probably be because of the
use of therapeutic ultrasound which is in accordanith the work of previous investigators as
the therapeutic ultrasound was common for bottgtbaps. [7,16]

Therapeutic ultrasound is reported to reduce oedeatiave pain and accelerate tissue
repair. Studies have shown that there is significarovement in pain by the application of
therapeutic ultrasound rather than placebo ultradaw knee osteoarthritis. [23,28]

In the present study US was applied at ContinuoodeueliveredatlMHz frequency to
the TMJ at 1.0-1.25 W/chintensity for 3 minutes, which was well toleratedthe patients and
it helped in reduction of pain. [16] Continuous dfplied at 1.5W/cAfor 3-5 minutes over a
period of 3 weeks followed by exercise is provebéanore beneficial rather than exercise alone
in patients with shoulder pain. [24] Ultrasoundegivat low intensities and high frequency are
given to areas where there is less soft tissuesrage and where bone is closer to the skin. [25]
At the intensity of 1.25w/ch the sound waves which causes tissue vibratieates heat in the
treatment field. As there is heat generated, tier@so an increase in the blood flow to the
tissues, which delivers important nutrients andaess waste. There is decrease in pain due to
resolution of inflammation, removal of waste prowuor there is altered permeability of cell
membrane to sodium, which may alter electricalvagtor pain threshold. [26]

Experimental group received stretching by TheraBéeice while control group received
manual stretching. Both the stretching technique&kvivas intermittent in nature works on the
principle of cyclic stretching. In cyclic muscleeching, the amount of deformation that occurs
is determined by the number of cycles, the ratdedbrmation, and the amount and duration of
force per cycle. This is in contrast to low loadlpnged stretching where soft tissues are
stretched; the elongation is in proportion to thegmitude of the locally applied load. Reduced
time interval helps to regain a functional rangemation which will be desirable economically
and psychologically to the patients. The lengthimie that the muscle is stretched during the
treatment is of considerable importance. [27]

Currently various treatment are available to inseethe mouth opening like unassisted
mouth opening, finger assisted stretching exercisgatulas, screws, wooden tongue depressor
etc. The devices used are wedged between the appethe lower jaw, the front teeth, this
placement can loosen teeth or can dislodge croWwnsy are difficult to use and cause only
simple static stretching. But TheraBite is simphel &asy to use. Squeezing the handle helps to
separate the upper and lower jaw. The horse-shagedhsurface which comes in contact with
the teeth helps to spread the load across 10 antedth at upper and lower jaw. This generates
less force on the incisors. As there is squeeznuiyraleasing of the handles it helps to stretch the
tissues intermittently. [14,15] Hence, there is ensignificant improvement seen in experimental
group

Maitland mobilization was also given to control gpoand it was observed that there was
extremely significant difference seen in the ranfenotion of TMJ (P<0.01) which could be
justified by the mechanical force applied may inlewbreaking of adhesions, realigning collagen
or increasing fiber glide, when stress is placedspecific part of the capsule by specific
movement. Mobilisation is supposed to increaseoanaintain the joint mobility by promoting
biological changes in the synovial fluid, enhancexghange. It consists of rhythmic oscillatory
movement which stimulates type Il dynamic mecharcgpeor and in turn inhibits the type IV
nociceptive receptors. Its rhythmic oscillationcalffects the circulatory perfusion. [6] As seen
in the present study there was increase in theesaofTMJ in the control group. Stretching and
mobilisation would have contributed to the changethe range. But, there was greater
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improvement seen in the TheraBite group. The linataof this study was small sample size and
no follow up of the participants were done.

Conclusion. Stretching device i.e TheraBite can be a usefullitotveating TMD with trismus.
Acknowledgement.Special thanks to Principal, COPT and our partitipa
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STRATEGII DE RECUPERARE A PACIEN TILOR CU SCLEROZ A

SISTEMIC A
REHABILITATION STRATEGIES IN PATIENTS WITH SYSTEMIC
SCLEROSIS
Sirbu Elena”
Key words: scleroderma, fibrosis, Cuvinte cheie sclerodermie, fibragz tehnici

rehabilitation techniques, exercises

Abstract
Systemic sclerosis (SSc), a multisystem dise
involving microvascular system and th
connective tissue is still surrounded by ma
mysteries and its treatment is often unsatisfyin
Although skin fibrosis is the hallmark of thi:
disease, musculoskeletal involvement
common. The thickening of the skin and joi
involvement can cause serious musculoskele
deficiencies and significant physical disabilitie
Physical therapy is helpful to improve joir
mobility, skin elasticity, muscle weakness al
the ability to perform daily tasks.
In this paper we present current rehabilitati
techniques used for musculoskeletal impairme
in persons with scleroderma.The most comm
rehabilitation techniques used for sclerodert
patients are: connective tissue massage, hand
face stretching exercises, Kabat method, act
exercises, joint manipulationsand aerobic
exercises.

de reabilitare, exengi

Rezumat
Scleroza sistemic(SSc), o boala multisistemica
care impliéd sistemul microvasculasi tesutul
conjunctiv este inconjurainci de multe mistere,
iar tratamentul ei este adesea nesafishr.
Desi afectarea cutanat reprezini elementul
central al acestei boli, mulpacieni au acuze
muscularesi/sau articulare. Ingsarea pielii si
afectarea articular pot provoca deficige
musculo-scheletale si  handicapuri  fizice
semnificative.
Kinetoterapia este ulil pentru ameliorarea
mobilitatii articulare, elasticiii pielii, fortei
muscularesi abilitatii de realizare a activitilor
zilnice.
n lucrarea de fié se prezint tehnicile actuale de
reabilitare  musculo-schelefal utilizate la
persoanele cu sclerodermie. Tehnicile cele mai
utilizate in reabilitarea sclerodermiei sunt:
masajul tesutului conjunctiv, exergile de
intindere, metoda Kabat, exqiibe active,
manipulirile articularesi exerciiile de tip aerob.

Introduction

Systemic sclerosis (SSc) is a connective tissseade of unknown etiology characterized
by progressive fibrosis of skin and internal orgamscluding lung, heart, kidney and
gastrointestinal tract [1,2]. Clinical manifestaisoof the disease are dominated by signs or
symptoms of vascular dysfunction and excessiveosisr with destruction of the normal
architecture and organic tissue dysfunction.

Although skin lesion represents the primary elenoéithis disease, patients may present
muscular and/or joint damage [3,4,5].

The fibrotic process of SSc affects the tendomsiging tendon friction rubs), ligaments
and joint capsules. The tendon friction rubs, commo patients with early-stage diffuse
cutaneous SSc, are correlated with skin fibrosisiacreased risk of scleroderma renal crisis.

They appear frequently at radiocarpal joint, ankbed also in the subscapular bursa or at
the thigh.

! Spitalul Clinic Municipal de Urge Timisoara, str Hector nr 1,
Autor corespondent: elena_sarbu@yahoo.co.uk
2 Universitatea de Vest Timisoara, Facultatea dec&i#uFizici si Sport
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The hallmark of SSc is induration and thickenifghe skin.Hands are involved in most
patients with SSc and they present contracturatefingers and a claw-type deformity with
metacarpophalangeal (MCP) extension, interphaldrige#on and thumb adductiord [5].
Moreover, the hand deformities and the limitatiafsfinger movementdave a significant
impact on hand functionality.

On the other hand, tendinitis may cause severe gral contributes to the development
of tendon contractures. Swelling of the tendons pedarticular tissues in the wrist leads to
medial nerve compression (carpal tunnel syndrome).

Arthralgia appears in the early stages of theuddfform of SSc and may be confused
with that of rheumatoid arthritis. Sometimes, the fggn of the disease is a symmetrical,
seronegative polyarthritis, anodular and non-em$8}. Joint contractures associated with skin
sclerosis contribute to reduced joint mobility.

In its evolution, resorption of the distal tuftstbe digits (acro-osteolysis) is frequent and
is due to inadequate vascular intake necessarydioe viability. Other sites of bone resorption
include the mandible and the ribs.

Although vascular and fibrotic lesions of the orgiame known to increase mortality and
morbidity, musculoskeletal conditions also leadigmificant physical disabilities [7,8].

Until now, there have been few clinical studiesttlevaluate the efficiency of
rehabilitation techniques in SSc.

The purposeof this paper is to review existing evidence on é¢fffectiveness of rehabilitation
techniques in scleroderma patients.

The efficiency of rehabilitation techniques in scledermia

There are a few randomized clinical studies thidrr® the efficiency of rehabilitation
techniques in systemic sclerosis. Additionally,séhetudies involved a small number of patients
which have been followed up forshortperiod oftime[9,10,11].

A recent study suggested thatcombined rehabilitation program based on corwecti
tissue massage, wrist joint manipulation (Mc Mehrehd home exercises was efficacious for
hand involvementConjunctive tissue massage is a manual techniquehwmproves local
blood flow, elasticity of the connective tissueustures and allows its mobilization by streching.
After examination of the tissues in order to detthet presence of Raynaud phenomenon or
digital ulcers, the treatment includes massagemfarm and hand, which lasts about 10 minutes/
limb [11,12].

The McMennell joint manipulation is a techniquettedows regaining the “joint play”,
which refers to normal movements between jointagig$ on multiple planesecessary for joint
mobility [11] (Fig. 1). Treatment starts with wrist manipidatand continues with that of the
metacarpophalangeal and interphalangeal jointsnibSoer side).
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S.M. Bongi et al. noticed thatonnective tissue massage associated with wrist
manipulationof 40 scleroderma patients was effective for imprg\nand function and quality
of life [11].

Also, the authors recommended a home daily exepc@gram consisting of activange
of motion exercise$or fingers, terminal and subterminal pinches, aiso, thumb opposition
movements. Wrist movements (flexion, extension,auland radial deviation) and forearm
pronation and supination were suggested [11].

Facial involvement in scleroderma patients causgsonly functional impairments but
also aesthetic modifications which patients finddh@ accept. The fibrosis of facial soft tissues
confers an inexpressive appearance (byzantine wwiah)disappearance of folds and wrinkles,
thin nose and a reduction mouth opening (microspnit is important to extend the face
massage to the neck and adjacent regions.

In addition, the Kabat method has been recommerfdedthe stimulation of the
orbicularis oris, zygomaticus, nasalis, buccinatod lip levators muscles. A 9-week study
conducted on 20 scleroderma patients analysed fflerecy of a combined rehabilitation
program based on facial connective tissue masdégeat’'s technique and specific physical
therapy exercises (active and passive exercisesefaporo-mandibilar joint). All patients
underwent a daily home exercise program (opening stretching of the mouth), mimic
exercises for the facial muscles. At the end of ghegram, all patients recorded a significant
improvement in the mouth opening, Rodnan skin seo the MHISS scale (Mouth Handicap
in Systemic SclerosisYhis intervention did not record any improvemeanthe quality of life,
respectively, in SF36 and HAQ scores [13,14]. O8tadies demonstrated that aerobic training
contributes to a increase in cardio-respiratoryapeaters in scleroderma patients. Training
sessions consisted of moderate aerobic exercisa treradmill, stationary bicycle, walking,
swimming and aerobic dancingowever, few data are available in the literatwgarding the
efficacy of such interventiond.5,16]. Antonioli et al. recommended an indivitizad program
based on aerobic exercises, respiratory exercrappassive extensions of the haAtthe end
of the observed period, patients recorddxbtter exercise toleranoghich was suggested by the
reduction of the heart and dyspnoea rdigere has also been noted an improvement in hand
mobility and in the quality of life [15].

Additionally, Oliviera et al. found in sclerodernpatients a significant increase in VO2
max after completing an 8-week aerobic training gpgn. This improvement was not
statistically significant [16].

Discussion

Although reduced in number, most studies have windd the importance of
rehabilitation regimes in musculoskeletal involvemia SSc and have recommended connective
tissue massage, passive extensions, active exeasisgoint manipulations.

After reviewing the studies evaluated in this papes can notice that connective tissue massage,
active and passive exercises associated with yastipulationare effectivein increasing joint
mobility, functional capacity and quality of lifa SSc [11,12,13,14].

Aerobic training exercises are beneficial in impngvcardiovascular function, endurance
and quality of life; these being more associatetth Wie improvement of the pulmonary function
than with the muscular function [15,16].

Conclusions

Conclusions must carefully be interpreted, becaidbe limited number of studies and
small number of evaluated patients. Systemic ssier@emains a challenging disease to treat,
with the potential for severe morbidity and disayilAdditional randomized clinical studies are
required to further evaluate the validity of rehigdion techniques.
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EFFECT OF VALSALVA MANEUVER AND BREATHING

SYNCHRONISATION DURING HIGH

INTENSITY CLOSED KINET IC

CHAIN EXERCISES ON CARDIO-VASCULAR SYSTEM

EFECTUL MANEVREI VALSALVA S| A SINCRONIZ AF\iII RESPIRATIEI
IN TIMPUL EXERCI TIILOR IN LAN T CINEMATIC INCHIS, DE
INTENSITATE MARE, ASUPRA SISTEMULUI CARDIOVASCULAR

Vijayakumar M, Rutuja B. Alhat, Priya D?

Key words: Valsalva maneuver, close kinetic ct
exercises, cardiovascular parameters

Abstract. Several investigators have obset
increased systolic (SBP) and diastolic blood pne
(DBP) in individuals performing high intensity Cli
exercise. A number of high intensity CKC trainingerts
believe that performing Valsalva maneuver actt
benefits a weight lifter by stabilizing the spinand
improving performance. These potential benefits tning
weighed against the potential dangers of the exatgs
pressure response. SBP appears to climb duringssioe
repetitions of the set and can reach very highesahn th
final repetition in certain individualsPurpose. To
determine if different breathing techniques affdgP
response during high intensity CKC exercise. I5tBiF
effect can be dampened, resistance exercise magafbi
for all populations but especially for those whoe
untrained, at high risk for cardiovascular dise
Methods. A Cross over - experimental design
adopted, with 3 different breathing pattern coupleith
high intensity exercise by the same subjects derdifr
schedule.Procedure: Subjects were introduced to Bor
Rate Of Perceived Exertion (RPE) and were te
different breathing patterns -Valsalva maneuver
Inspiration coupled with eccentric phase, Expiratin
coupled with eccentric phaseof high intensity clos
kinetic chain exercise. Blood pressure, heart rae
respiratory rate and numbers of repetitions peréatwer:
documented and analysedConclusion. Performing
valsalva maneuver with the eccentric phase of
intensity close kinetic chain exercises, increashe
cardiovascular parameters and the respiratory rEbe
expiratory breathing pattern coupled with the etrig
phase of high intensity close kinetic chain exagishow
increase in the cardiovascular parameters.

Cuvinte cheie: manevra Valsalva, exeriiin lang
cinematic inchis, parametri cardiovasculari

Rezumat. Numergi investigatori au observat o
crestere a tensiunii arteriale sistolice (TAg)diastolice
(TAD) la indivizii care executau exetiti in lang
cinematic Tnchis de intensitate mare. Un mare dnute
antrenori exper in antrenamentul cu exeficiin lan
cinematic Tnchis credacexecutarea manevrei Valsalva
optimizeaz adgiunea de ridicare a greior prin
stabilizarea coloanei, imbatitind astfel performana.
Acest potetial beneficiu trebuie pus Tn balgncu
eventualele pericole datorateispunsului exagerat al
tensiunii. TAS pare & creasd in timpul repetiilor
successive dintr-un sefi poate atinge valori foarte
ridicate spre sfaitul numarului de repetri la anumite
persoaneScop. Scopul luckrii este de a determina dac
diferitele tehnici de respiti@ afecteaz raspunsul
tensiunii arteriale Tn timpul exeilior in lant cinematic
inchis de intensitate mare. Diagcest efect de giere a
TA poate fi redus, exengile cu rezistefi pot fi executate
in siguram de oricine, dar mai ales de cei neantteca
risc mare de boli cardiovasculaMetode. S-a adoptat un
design experimental incryeit, cu 3 paternuri diferite de
respiraie cuplate cu exergile de intensitate mare,
executate de acegiasubiedi, la ore diferite. Procedura:
Subiedii s-au familiarizat cu scala Borg a intedgit
efortului (SBIA/ RPE)si li s-au a#itat patternuri diferite
de respirde —manevra Valsalva, inspir cuplat cu faza
excentrica, expir cuplat cu faza excentrid, efectuate
odat cu exerdiile in lant cinematic Tnchis de intensitate
mare. TA, pulsulsi rata respiratoriesi numeroasele
repetiri au fost documentatgi analizate. Concluzii.
Executarea manevrei Valsalva in faza excentric
exercfiiilor In lant cinematic inchis de intensitate mare
cresc parametrii cardiovasculagi rata respiratorie.
Patternul expirgei cuplat cu faza excentti@a exerdiilor
in lart cinematic inchis de intensitate mare, deteimin
cresterea parametrilor cardiovasculari.
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Background

Exercise increases stress to the cardiovasculstersy Isotonic exercise, which is
defined as a muscular contraction resulting in moat, primarily provides a volume load to
the left ventricle, and the response is proporlitm#he size of the working muscle mass and the
intensity of exercise. Cardiac output in isotonk@reise is not increased as much as isometric
exercises, because increased resistance in actiselengroups limits blood flow. [Bxercises
can be performed as an Open Kinetic Chain (OKQyiact where the extremity can move in
any direction freely, because it is not attachedhat end. A Closed Kinetic Chain (CKC)
activity, on the other hand, fixes the distal efithe extremity either to the ground or to a device
that has a predetermined motion. [2]

Several investigators have observed increasedlgy§&®P) and diastolic blood pressure
(DBP) in individuals performing high intensity CKé&xercise. This BP response presumably is
caused in part by the increased vascular totapperal resistance in the contracting muscle. In
addition to this peripheral factor, the BP respomsg be augmented by increased intrathoracic
pressure which occurs during forced exhalationresja closed airway (Valsalva maneuver) or
by exhalation alone. Exhalation or breath-holdiryradd to the increased afterload on the heart
and thus increase BP. On the other hand, inhalattbich decreases intrathoracic pressure and
thus afterload, may help attenuate BP elevatioociated with high intensity CKC exercise.[3]

A number of high intensity CKC training expertsibeé that performing the Valsalva
maneuver actually benefits a weight lifter by dialmig the spine and improving performance.
These potential benefits must be weighed agairstpibtential dangers of the exaggerated
pressure response. SBP appears to climb duringessige repetitions of the set and can reach
very high values on the final repetition in certandividuals. Such maximal efforts perhaps
should be reserved for young competitive athletesahers who require maximal strength gains
for sport performance. [3]

The purpose of this study was to determine if déifi breathing techniques affected BP
response during high intensity CKC exercise. IEtBP effect can be dampened, resistance
exercise may be safer for all populations but @sfigdor those who are untrained, at high risk
for cardiovascular disease, or have diagnosedmaascular disease.

Thus theobjectivesof the study were to find the effect of Valsalvarmeaver, inspiration
coupled with eccentric phase, expiration couplethvéccentric phase during high intensity
closed kinetic chain exercise on cardiovasculaampeters.

Previous literatures of Steven T. Linsenbardt, Tom R. Thomas et al (1992 their
study ‘Effect of breathing techniques on blood pugs response to resistance exercise’
concluded that the Valsalva maneuver exaggeraedlibhod pressure response to resistance
exercise. Coupling inhalation or exhalation witk toncentric phase of the lift produces similar
cardiovascular responses. [Ahdrea Di Blasio, Andrea Sablone et al (2009)n their study
‘Arm vs Combined Leg and Arm Exercise, Blood pressurpaeses and ratings of perceived
exertion at the same indirectly determined hedd’ istated that the right exercise prescription
and effective exercise training require a pre-pgudtion medical examination and a stress test,
we can infer from our results that when a sederntargon exercises on an arm crank ergometer,
without a specific stress test to provide the mairAR and monitor the blood pressure
response, it would be safer and healthier to moritm/her according to the RPE sca]g]
Vatner SEFPagani M in their study ‘Effects of Exercise Intensity andd Position on CV
Function During Resistance Exercise’ concluded tbat intensity long duration resistance
training elicits a greater systolic blood pressuesponse than high intensity short duration
resistance training. It is speculated that the eanfsthis change seems to be due in part to
increased cardiac output and a pressor reflex dudutation of exercise, not mechanical
compression and the Valsalva maneuver as it had pesviously reported. Heart rate also
showed a greater increase at lower intensities.iffidtrease seen at lower intensity was probably
caused by the longer duration of the exerciseatdwer intensity. Greater oxygen consumption
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and an increased sympathetic response accountdasignificantly greater heart rate response
seen at lower intensities. [6]

Materials & Methodology

A Cross over - experimental design was adoptedh Witdifferent breathing pattern
coupled with high intensity exercise by the samigieunis at different schedule as planned to be
performed. Medical and Paramedical Students ofDrY. Patil University, Pimpri, Pune &
Padmashree Dr. D. Y. Patil Hospital, Pimpri, PUBieple Random Sampling was done for a
sample size of 30 Healthy Males with no muscultetké injury / cardiovascular diseases /
psychological problems and with normal vitals, agéveen 18yrs to 28yrs were included in the
study. The samples were ensured that they do mtitipate in regular exercise program or
intentional activities beyond normal daily habits limit exercise bias. Subjects who are
Smokers, diagnosed for any cardiopulmonary diseastbma, bronchiectasis, congenital heart
defici, hypertension, and history of common coldhivi the last 2 weeks were excluded.

The participants were examined and selected onb#ses of inclusion & exclusion
criteria. Oral information and importance of thtady was explained in detail. Written consent
was taken of all samples of this study. Also atemitpermission was taken from the Head of
Department of ICU of Padmashree Dr. D. Y. Patil pitad to use the ICU monitors. After
identifying the subjects for experiment, the sutjesere asked to perform leg-press exercise
with maximal weights. Subjects were then introdutedBorg’s Rate Of Perceived Exertion
(RPE) Scale and termination of exercise was allowed whegy rated score 19 (i.e. very-very
hard) on the Rate Of Perceived Exertion scale. felged the subjects to get well — versed with
the Borg'’s scale.

In the next session, the subjects were taught dbeling of different breathing patterns
with the eccentric phase of high intensity closeekic chain exercise. Malsalva maneuver
procedure comprised of coupling breath holding or Valsalvanmuver with the closed kinetic
chain exercise i.e. floor push-ups. The breath ihgldvas done during both eccentric and
concentric phase of floor push-ups exercise. THgests were asked to perform maximum
repetitions possible. 2nspiration coupled with eccentric phasecomprised of performing
inspiration during eccentric contraction i.e. wigleing down to the floor followed by expiration
while coming back to the starting position. The jeats were asked to perform maximum
repetitions possible. 3fxpiration coupled with eccentric phasecomprised of performing
expiration during eccentric contraction i.e. whglging down to the floor followed by inspiration
while coming back to the starting position. The jeats were asked to perform maximum
repetitions possible.

During each session, subjects were first taughttupling of breathing pattern with the
high intensity close kinetic chain exercise. Thiaswpracticed with the ECG leads placed on
subject’s chest and machine OFF. Once the subjeattered the pattern, they were asked to
perform one technique per day with machine ON. Gdrdiovascular parameters at its peak were
noted while performing the eccentric phase of addgaetic chain exercise i.e. push-ups.

Between each exercise testing session with a spécdathing technique, 1 day of rest
was given to the subject. Hence, three differetepns were performed on three different days
to avoid the ‘Order Affect’, and the subjects wgreen sequence of the procedure randomly by
lottery method. Thus, all subject attended all 3sgms of testing- Valsalva manouvre,
Inspiratory technique, Expiratory technique couphetth exercises at varied sequences.

Subjects were asked to perform maximum repetitpossible. Blood pressure, heart rate
and respiratory rate were recorded when it readisgokak while performing the exercise. Also
numbers of repetitions performed were documentée: grocedure was terminated when the
subject reported score 19 on Borg's Rate of Peeckikxertion scale. The pre & post the
cardiovascular parameters viz. Blood pressure, tHede, Respiratory rate were recorded as
displayed in the monitor and Number of repetitipesiormed was noted and were analyzed
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Data analysis & result

ANOVA, Analysis Of Variance is the parametric equivaldithe Fiedman test. [8

ANOVA for relatedand matched subject is used for one subject gnoupree or mor:
conditions, and the results from these conditiorscampared for differences between them
the subjects are same, there is minimal chancea@f leetween the groupln the present udy,
all 3 procedures (valsalva, inspiratory patternpietory pattern) were done on the se
subject. So there is no chance of error or vaitgidletween the groups. So in this study-
way ANOVA is most appropriate statistical test whiwill compae the differences betwe:
three procedures

All the statistical tests are compared at configeimterval of 95%. Mean systolic blot
pressure were 141.43, .37 and 130.67 mmHg followingalsalva maneuver, Inspiratory a
expiratory pattern respectivelyhe resulting F value of 6.48 wasgnificant at P=0.002. Mee
diastolic blood pressure were 76.63, 72.10 and 37(hiinHg after Valsalva maneuw
Inspiratory and expiratory pattern respectivelyr Hus the F value 2.368 was significant
P=0.100. Mean ydse rate were 159.83, 1.10 and 128.90 beats/min aftealsalva maneuver,
Inspiratory and expiratory pattern respectivelye Talculated F value 38.49 was significant .
< 0.0001. Mean respiratory rate were 46.03,73 and 38.30 breaths/min afteralsalva
maneuver, Inspiratory and expiratory pattern respely. The resulting F value 6.35 w
significant at P=0.002. Mean repetitions e 18.60, 16.23 and 15.76 aftealsalva maneuver,
Inspiratory and expiratory pattern respectivelyeThsulting Fvalue 0.8306 was significant
P=0.44.

Table: 1 Comparison of systolic blood pressure aisalva, inspiratory
and expiratory breathing pattern

Pattern of breathir | N | Mean diff | SD ANOVA | P
In mmHg
1 (valsalva) 30| 141.43 13.4
—— F=6.488 | 0.002
2 (inspiratory) 30| 131.97 9.67
3 (expiratory) 30| 130.67 14.3

Table 1, shows the mean systolic blood pressuedl B breathing patterns. As shown
the table, the mean valsalva pattern is the highredtthe mean expiratory pattern is the low
By using one way ANOVA, the F value is highly significa

145 - 141.43
140 -
131.97
135 - 130.67
130 -
125 T . .
valsava inspiration expiration

Graph: 1 Comparison of systolic blood pressure aisalva
inspiratory and expiratory breathing patte

In graph 1, there is mean systolic blood pressumng each breathing pattern whi

shows expiratory pattern affects systolic bloodspuee least during high intensity close kin
chain exercises.

64



VOL. 19/ NR 32/ 2013 REVISTA ROMANDE KINETOTERAPIE

Table. 2 Comparison of diastolic blood pressureMalsalva,
inspiratory and expiratory breathing pattern

Pattern of breathing| N Mean diff diasto[iSD | ANOVA P
BP In mmHg
1 (valsalva) 30 76.63 9.66
2(inspiratory) 30 72.10 11.8F=2.368 | 0.100
3 (expiratory) 30 70.23 138

Table 2, shows the mean diastolic blood pressuadl & breathing patterns. As shown in
the table, the mean valsalva pattern is the higlhegthe mean expiratory pattern is the lowest.

Mean diff. diastolic BP In mmHg

75
H Pattern of breathing
70 Mean diff diastolic BP In
mmHg
65 . T

1 (valsalva) 2 (inspiratory) 3 (expiratory)

Graph. 2 Comparison of diastolic blood pressureValsalva,
inspiratory and expiratory breathing pattern.

In graph 2, there is mean diastolic blood presslumng each breathing pattern which
shows expiratory pattern affects diastolic blooésgure least during high intensity close kinetic
chain exercises.

Table. 3 Comparison of pulse rate in Valsalva, imgory and expiratory breathing pattern.

Pattern off N Mean SD ANOVA | P
breathing In Pulse rate

1 (valsalva) 30 159.83 11.6

2 (Inspiratory) 30 147.1 13.9| F=38.49 | <0.0001
3 (expiratory) 30 128.9 15.4

Table 3, shows the mean pulse rate in all 3 bregtpatterns. As shown in the table, the
mean valsalva pattern is the highest and the megairagory pattern is the lowest. By using one -
way ANOVA, the F value is highly significant at FO0001.

Breathing Mean diff diastolic BP In mmHg
80

76.63

75
72.1
70.23 H Pattern of breathing
70 . . Mean diff...
65 T T 1

1 (valsalva 2 (inspiratorv) 3 (expiratorv)
Graph. 3 Comparison of pulse rate in valsalva, imspory and expiratory breathing pattern
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In graph 3, there is mean pulse rate during eaeathing pattern which shows expirat
pattern affects pulse rate least during high intgmose kinetic chain exercise

Table.4 Comparison of respiratory rate in valsalva, inspiory and expiratory breathing patte!

Pattern of breathing N Mean diff SD ANOVA P
In mmHg
1 (valsalva) 30 46.03 17.9
2 (inspiratory) 30 31.73 11.9 F=6.35 0.002
3 (expiratory) 30 38.30 16.2

Table 4, shows the mean respiratory rate in alréathing patterns. As shown in t
table, the mean valsalva pattern is the highestilamanean inspiratory pattern is the lowest.
using one way ANOVA, the F value ihighly significant.

46.03
60 31.73 i
40
20

valsava inspiration expiration

Graph. 4 Comparison of respiratory rate in valsalMnspiratory and expiratory breathing patte

In graph 4, there is mean respiratory rate duriaghebreathing pattern which sho
expiratory pattern affects respiratory rleast during high intensity close kinetic chainreises

Table.5 Comparison of repetitions in valsalva, inspiratoand expiratory breathing patte
P

Pattern of breathing N Mean diff SD ANOVA
In mmHg
1 (valsalva) 30 18.60 10.8
2(inspiratory) 30 16.23 8.21 | F=0.8306 | 0.4<
3 (expiratory) 30 15.76 8.11

Table 5, shows the mean repetitions in all 3 bragtpatterns. As shown in the table,
mean valsalva pattern is the highest and the megairagory pattern is the lowest. By using (-
way ANOVA, the F value is not significar

18.6

19 A
18 /\ 16.23
17 \ § 15./0
16 \ { \ A\
15 > LD
14 1 T T 1

valsava inspiration expiration

Graph. 5 Compariso of repetitions in valsalva, inspiratory and expitory breathing patter

Graph 5, shows the mean repetitions of the exepas®rmed during different breathi
patterns.
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Discussion

The major cardiovascular responses to mytraerobic exercise (endurance exercise) are
increases in oxygen uptake (Y)Ocardiac output, and heart rate (HR). There magressive
increase in systolic blood pressure (SBP), withmesiance of or a slight decrease in diastolic
blood pressure (DBP), resulting in a concomitardeming of the pulse pressure and a modest
increase in mean pressure, with a decrease inhgealpvascular resistance.[9]

In the early phases of exercise in the uprighttmsi cardiac output is increased by an
augmentation in stroke volume mediated throughutte of the Frank-Starling mechanism and
heart rate; the increase in cardiac output in #teed phases of exercise is primarily due to an
increase in heart rate. At fixed submaximal workbdelow ventilatory threshold in healthy
persons, steady-state conditions are usually relagithin minutes after the onset of exercise;
after this occurs, heart rate, cardiac output, dl@poessure, and pulmonary ventilation are
maintained at reasonably constant levels. Duringngbus exertion, sympathetic discharge is
maximal and parasympathetic stimulation is withdrawesulting in vasoconstriction in most
circulatory body systems, except for that in ex@ng muscle and in the cerebral and coronary
circulations. As exercise progresses, skeletal lausiood flow is increased, oxygen extraction
increases as much as 3-fold, total calculated perg) resistance decreases, and systolic blood
pressure, mean arterial pressure, and pulse peessuglly increase. Diastolic blood pressure
may remain unchanged or decrease to a minimal eegre

The pulmonary vascular bed can accommodate as mmieh6-fold increase in cardiac
output without a significant increase in pulmonartery pressure. In normal subjects, this is not
a limiting determinant of peak exercise capacitgrdiac output can increase as much as 4- to 6-
fold above basal levels during strenuous exertiothe upright position, depending on genetic
endowment and level of training. In the post-exargbhase, hemodynamic return to baseline
within minutes of termination. Vagal reactivatios ian important cardiac deceleration
mechanism after exercise; it is accelerated in -tva@lhed athletes but may be blunted in
deconditioned and/or “medically ill” patients. [10]

Heart Rate ResponseThe immediate response of the cardiovascular sysiegrercise
is an increase in heart rate due to a decreasagal tone. This increase is followed by an
increase in sympathetic outflow to the heart andtesyic blood vessels. During dynamic
exercise, heart rate increases linearly with watland V@ Dynamic exercise increases heart
rate more than isometric or resistance exercisgAfi@rial Blood Pressure ResponseSystolic
blood pressure rises with increasing dynamic wakaaresult of increasing cardiac output,
whereas diastolic pressure usually remains abauséme or moderately lower, and it may be
heard to zero in some normal subjects. BIbod Pressure:At rest, a typicalkystolic blood
pressure in a healthy individual ranges from 110ArHg and 60-90mmHg faliastolic blood
pressure. During exercise systolic pressure, teespre during contraction of the heart (known
as systole) can increase to over 200mmHg and legdisgh as 250mmHg have been reported in
highly trained, healthy athletes. Diastolic presson the other hand remains relatively
unchanged regardless of exercise intensity. In #actincrease of more than 15 mm Hg as
exercise intensity increases can indicate corohaayt disease and is used as marker for ceasing
an exercise tolerance test. Both systolic andaliaslood pressure can rise to high, albeit brief
levels during resistance exercise. Values of 48#88Hg have been reported to coincide with a
Valsalva maneuver- i.e. trying to exhale against a closed moutlsenand glottis. [12]

The impact of the Valsalva maneuver (a forced exin is invoked against a closed
glottis) and high levels of muscle tension to diftotherwise move a heavy weight can result in
somewhat dramatic changes to the physiologicaloresgs to resistance training. Depending on
the duration and intensity of the maneuver and rdsstance, an increase in intrathoracic
pressure leading to decreased venous return aedt@dly reduced cardiac output may occur.

The physiological responses are an increase in ¢lRnaintain cardiac output and
vasoconstriction to maintain blood pressure, whitherwise may decrease with decreasing
cardiac output. At the release of the “strain,” wes return is dramatically increased, increasing
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cardiac output, which circulates through a somevdoastricted arterial vascular system. The
result is a rise in blood pressure, potentiallytediramatic, that may require minutes to return to
baseline. During heavy resistance exercise andcedlyeif accompanied by the Valsalva
maneuver, symptoms of light headedness or dizzimess occur if cardiac output is reduced.
With relaxation, individuals may experience headacebhile pressure remains elevated. In
patients with heart disease, symptoms of myocarsithlemia may ensue as a result of elevated
blood pressure and increased myocardial work. Wheavy dynamic-resistance exercise
(strength exercise) such as lifting weights is @enked, the cardiovascular responses are a
combination of the responses that occur during laiyamic-aerobic exercise and isometric
exercise, reflecting a combined volume and presma@. The level of the developed pressure
load depends on the magnitude of the resistanceireelgand the duration of the muscle
contraction in relation to the intervening restiper

Thus, a smaller pressure load on the caadioyar system will occur during this type of
exercise if the relative resistance is not too itk contraction period is relatively short (13to
seconds), and there is at least a 1- to 2-secatgeeiod between contractions. The magnitude
of the volume load on the cardiovascular systeningua dynamic-resistance exercise will be
greater when the magnitude of the resistance eively low (able to complete 20 to 30
repetitions) and the contractions are performedyefeav seconds.

Specifically, and again depending on the tomaand intensity of the resistance exercise,
heart rate can substantially increase and may apprage-predicted maximum, that is, heart rate
achieved with treadmill exercise testing. Bloodssige responses, both systolic and diastolic,
may potentially surpass values achieved duringdstahexercise testing.

Whereas, diastolic blood pressure would lpeeted to decrease or not change with aerobic
exercise, substantial rises in diastolic blood sues have been observed with resistance training.
However, it must be underscored that such potehé&att rate and blood pressure responses are
very unlikely to occur with appropriate instructiaand supervision of resistance training
participants because of relatively moderate intezssof effort. [9]

Conclusion

This study concludes that it is important to coupleathing with the high intensity close
kinetic chain exercises. Performing Valsalva maeeuwith the eccentric phase of high intensity
close kinetic chain exercises increases the caadmuar parameters and the respiratory rate.

The expiratory breathing pattern coupled with tbeeatric phase of high intensity close
kinetic chain exercises, shows increase in thei@aadcular parameters but not as much as the
increase found on performing Valsalva maneuvernguthe high intensity close kinetic chain
exercises.

Coupling the inspiratory breathing pattern with goeentric phase of high intensity close
kinetic chain exercises, do increases the cardoNas parameters but less than on performing
valsalva maneuver and more than on coupling expirdbreathing pattern with the eccentric
phase of the high intensity close kinetic chainreises.
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Abstract

Background. Neck pain in particular is considered tc
be a major health problem in modern societie
Because of the hectic lives, they place more saess
strain on the upper back and neck regions.

Design: A descriptive analytical cross sectiortaly
was carried out. The data was collected by surviy a
the primary source was direct contact witl
administrative staff of Pravara institute of Medica
Sciences(PIMS) with the help of standan
guestionnaire.

Method. Fifty administrative staffs of PIMS of age
between 25 to 50 years who were having neck pe
were taken for the study. Inclusion criteria: mades!
females with at least one year of work experiente
current position. Only willing participants werekéan.
The subjects first signed the consent form and th
they were explained the purpose of the study. Th
were given the questionnaire to fill. The data we
recorded, analysed and conclusions were made.
Results. More than half of the studied participant:
suffered from neck pain that was gradual in evoluti
interrupted in nature, moderate in severity whioinfs
out to the muscular origin.65% of the participant
agreed that their neck pain starts and increasesube
of work, while others agreed sometimes their negik p
prevented them from performing their daily living
activities. Conclusion. Approximately half of the
participants were more than 40 years of age. Thase
no relation between age and neck pain but thereawa
relationship between neck pain and gender. Musc
spasm was the most dominant type of pain that w
located around neck and both shoulders. TI
participants suffered from gradual onset of necia pa
which was interrupted in nature, moderate in séyeri

Cuvinte  cheie: dureri  cervicale, corp
administrativ, musculoscheletal, poststatic, stress.

Rezumat

Introducere. Durerea cervical in mod particular, este
considerat a fi o problem majoa a societtii
moderne. Datorit stiului de viaa, se plasedzun stress
mult mai mare pe trunchiul superigii regiunea
cervicah.

Design. S-a recurs la realizarea unui studiu analitic
descriptiv incrugiat. Datele au fost colectate prin
aplicarea de chestionare, sursa priiménd contactul
direct cu corpul administrativ al Institutului Pexa de
Stiinte Medicale (PIMS). S-au folosit chestionare
standard.

Metoda. Au fost luai Tn studiu 50 de membri ai
corpului administrativ al PIMS, cu varste intre 250
de ani, care prezentau dureri cervicale. Critedal
incluziune a fost #rbai si femei cu cel ptin un an
vechime Tn postul actuadi care au dorit & participle.
Durerea cervical datorai altor cause a fost exchus
Subiegii au semnat un consigimant, dug care li s-a
explicat scopul studiului. Au complectat chestoirhar
Datele au fost inregistrate, analizates-au stability
concluziile.

Rezultate. Mai mult de junitate dintre participan
sufefi de dureri cervicale cu evagla gradai,
intrerupti, moderat ca intensitate, de origine
musculaii. 65% dintre participghau fost de accordic
durerea cervical apare si se accentuedz datorii
muncii, in timp ce ali au afirmat & durerea a impietat
performarea activitilor zilnice. Concluzii.
Aproximativ jumitate dintre participanau avut peste
40 de ani. Nu exi8tnicio relaie semnificatii Tntre
varst si durerile cervicale, dar a existat o t@aintre
durerea cervicél si gen. Spasmul muscular a fost
forma de durere dominangi a fost localizat la nivel
cervical si umeri. Participatii au suferit de durere
cervicakh progresid, intrerupd, moderai ca severitate.
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Introduction

Musculoskeletal disorders in general have beconsee@singly common world wide
during the past decades. It is a common cause df-retated disability among workers with
substantial financial consequences due to workesi®pensation and medical expenses. [1]
Neck pain in particular is considered to be a majgalth problem in modern societies. It is a
very common problem with two-thirds of populatioaving pain at some point in their lives. It is
also increasing in intensity, frequency and seyeoit episodes. As people are increasingly
sedentary in nature, live fast-paced and hectieslithey place more stress and strain on the
upper back and neck regions of their spine. [2]

Neck pain is assumed to be multi factorial in arjgmplying that several risk factors can
contribute to its development. [3] Specifically therk related physical factors and the main
physical factors are static postures at work apétive movements of neck(neck flexiod)

Repetitive upper limb movements which leads tocstmal impairments such as muscles,
joints, tendons, ligaments, nerves, bones and dbalited blood circulation system, that are
caused or aggravated primarily by work and by thgrenment in which work takes place.[5]

Work related neck disorders are common problenaffine workers, especially among
those who are intensive computer users . [6,7,88 Worldwide trend is for people to use
computers for longer periods daily, due to incrdasemputer-based tasks at work as well as
during leisure activities. It is generally agrebdttthe etiology of work related neck disorders is
multidimensional which is associated with, and ueficed by, a complex array of individual,
physical and psychosocial factors. Among theseouarrisk factors, work-related psychosocial
factors appear to play a major role.

Aim
The aim of the current study was to investigateknamin and its work related factors
among administrative staffs of Pravara Institut®lefical Sciences,Loni

Methods

Study Design:

A descriptive analytical cross sectional study wasied out in Pravara Institute of Medical

Sciences, Loni on a convenient sample of 50 adtnatiige employees who suffer from neck

pain between 25 to 50 yrs age group.

Neck pain due to any other cause was not includdte study for example, any trauma, head
injury, spinal deformities and surgery around necRata was collected using face to face
structured questionnaire. Collected data was eshtmnd analyzed.

Questionnaire:

The questionnaire was used by previous researdfieiide Islamic University — Gaza and was
validated.

The questionnaire composed of five sections dedigmaccomplish the aim of the
research, as follows:

1. The first section contained socio-demographigrimation

2. The second section contained the medical history

3. The third section contained the information atiba suffering from neck pain
4. The fourth section contained the informationwtibe working nature and
working environment:

5. The fifth section contained the awareness, kadge, practices, opinions and
directions.
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Results

A total of 50 staffs were taken, of which 22% oé tparticipants age was less than
years old whi¢ 32% were between-40 yrs old and46% more than 40 yrs
In the studied population 68% of the participanereavmales and 32% were females in wi
24% were working for less than 5 yrs in the sanie 3% ranged from-10 yrs in the same jc
and 46%were working for more than 10 yrs in the same

Among the sufferers, 50% of the participants hadscteu spasm, 30% were havi
tingling and the pain was mostly gradual in onseiderate in severity and interrupted in na
There was also relation eten work and onset and progression of pain anck thas alsc
affection of pain and their daily living activitie

Table : 1Nature wise distribution of neck pain

Nature of pain | Frequency
Tingling 15

Spasm 25
Numbness 3
Burning 3

Others 4

Tingling spasm
Numbness

Burning

others

Table 2 : Experince wise distribution of neck pain

No. of years in the same jo | Frequency
Less than 5 yea 12
5-10 year 15
More than 10 yea 23

Table 3: Severity wise distribution of neck pain
Severity of pain | Frequency
Mild 16
Moderate 25
Severe 9
Intolerable 0
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OMild

B Moderate

OSevere

Severity wise distribution of neck pain

Table 4: Relation ship between work and neck pain:

Relation between work and neck pain| Frequency
Pain starts 15
Pain increases 23
No relation 13

Table 5: Affection of neck pain on daily living digs:

Affection of neck pain | Frequency
Yes 1

Some times 27

No 22

Discussion

Study population covered the ages from 25 to 5@syela , approximately half (46%) of
the participants who had neck pain were above geen&40 years. [5]

This result shows that higher age increases tleofi:ieck pain. The risk of neck pain
increased until the age of 55. The increase in pambe understood by increasing degeneration
of the cervical spine with age.

In this study; males constitute d 68% of the pgréints while female constituted 32% of
the participants. Moreover there is a relation leefwvgender and neck pain, which agreed with
most of the studies.

In the present study the number of males suffefrogn neck pain was more than
females. This may be due to the decreased numbienale employees; also males take more
work load and responsibilities than females in@uture. This is completely different from what
Is seen in the western countries where the femal&ew shares equal job responsibilities, work
load and amount of stress as that of her male equent. Neck pain is common amongst the
administrative workers this is thought to be duéhi® static posture and load of work that they
are obliged to do during the work hours.

Muscle spasm was the most dominant type of neak gescribed by almost 50% of the
sample. Muscle spasm results from over load imposetie neck and shoulder muscles.

More than half of the participants suffered fronthgain that was gradual in onset,
interrupted in nature and moderate in severity Wipigints out to the muscular origin of pain.
65% of the participants agreed that there is aioglship between their work in the university
and the onset and progression of neck pain.

The results of the present study showed that 1®f/%e participants agreed that neck
pain always prevents them from performing theidydéving activities, and 50.0% from the
sample agreed that neck pain sometimes prevents fhem performing their daily living
activities.

This coincides with other studies which mentionkdt tamong people with neck pain
severe enough to seek medical care; pain seveatiiqgied decreased mental well being as well
as limitations in ability to perform activities daily living and related functional capacities. [9]
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Conclusion

The present study investigated neck pain and itgkianedated factors among
administrative staff working at Pravara Instituteredical sciences.

The results revealed that onset and severity ofndek pain was dependent on their
duration of work and sometimes also prevents them performing their daily activities.
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INCIDENCE OF SHOULDER PAIN POST STROKE

INCIDEN TA DURERILOR DE UM AR DUPA ACCIDENT VASCULAR
CEREBRAL
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Subhash Khartrf, Nitesh Kathariy&

Key words: stroke, shoulder pain, disability

Abstract:
Stroke is a disabling, depressive and a long te
disorder.
Aim. This study was aimed to find out incidenc
of shoulder pain in participants after an attack
stroke.
Material and Method. All the participants were
admitted in Pravara Rural hospital at the time
this study. Overall 124 participants wer
screened and then put through with inclusio
exclusion criteria and permission process,
which only 96 participated in the study. Out ¢
these 96 participants, almost 55% suffered frc
post stroke shoulder pain.
Results. The results also state, majority of thet
having moderate pain with no effect of frequenc
of stroke attack on it.
Conclusions. Thus, it can be concluded tha
based on this prospective study, post stro
shoulder pain is fairly common and is most ¢
the times of moderate intensity; independent
number of stroke attacks.

Cuvinte cheie accident vascular cerebral,
durerea urirului, disabilitate

Rezumat:
Accidentul vascular cerebral (AVC) este o
afegiune invalidani, depresi#, de lung durat.
Aim. Studiul de f@ Tsi propune § stabileast
inciderta durerilor de urr la paciefii aflati
dupi un AVC.
Material si metodia. Tofi participanii au fost
internaii la Spitalul Pravara Rural pe perioada
studiului. Au fost selecta 124 de subigg iar
apoi, TIn urma selgiei pe baza criteriilor de
includere-excludere, doar 96 ainmas in studiu.
Din acati 96 de participath, aproape 55% au
acuzat dureri de uindup AVC.
Rezultate.  Rezultatele demnstreaz ca
majoritatea subieitor luati Tn studio au acuzat
dureri moderate de uim fara a fi influertata de
frecvena AVC-ului.
Concluzii. In concluzie se poate afirma, pe baza
rezultatelor acestui studioi adurerea de uan
consecutii AVC este destul de frecventi de
obicei este de intensitate modérsitindependent
de nunirul accidentelor vasculare cerebrale.

Introduction

Stroke or brain attack is a sudden loss of neurcdédunction caused by interruption of

blood flow to brain.[1] It is the 3rd leading causfedeath in America. Per year about 22% men
and 25% women die within one year of stroke witlegancreasing above 65yrs.2 of age. It also
includes 28% attacks in age group below 65 yrs.|&Vhd% who survive initial stroke or
transient ischaemic attack experience one withia gear. [2] Ischaemic stroke is the most
common type affecting 80%indivisuals. Others inelddhemorrhagic stroke, lacunar stroke and
transient ischaemic attack. [3]

Of the patients with stroke, haemorrhagic strokeoants for largest number of deaths
with mortality rate of 38% at 1 month while ischaerstroke has mortality rate of 8 to 12% at 1
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month. [4] Clinically in any type of stroke attaakwide variety of features are pictured including

changes in level of consciousness with impaireds@sn cognitive, motor, perceptual, and

language functions. [5] To be stamped as stokeotmgical symptoms must last for atleast 24

hours. The motor deficits represent themselveseakmess termed hemiparesis while paralysis
is termed hemiplegia. Stroke is the most commorseand chronic disability as records prove

that one third of total population will be functalty dependent after one year. [3,5]

Loss of voluntary movement and immobility contrigub decrease range of motion,
contractures, disused atrophy and muscle weakré$sThese signs are early and too
prominently reflected in shoulder reflected as paestricted flexion, abduction and external
rotation. Other related factors include spasticight hemispheric cerebrovascular lesion. [7]

Left hemiplegia, sensory abnormalities, diabetelitor® and low barthel index score.

Many synonyms are available for shoulder signs @afpe pain, shoulder pain in
hemiplegia, hemiplegic shoulder pain and post stsioulder pain. [8]

Shoulder pain interferes with the rehabilitatiord aontributes to increased hospital stay
along with depression and decreased quality of Riecovery from shoulder pain may occur in
80% of patients. [8] However, stroke is a very Hisgy and psychologically damaging
condition, occurring without prior notice. It hasany complications of which shoulder pain is
one. [9] The cause of shoulder pain is notifiedadors such as, reduced muscle tone and laxed
ligaments and capsule which increase the chancgsoodder subluxation leading to pain.9

The second cause is attributed to disuse of joint platient and its prolonged
immobilization leading to tightness and contracsungltimately pain on movement. The third
cause commonly dealt with is impingement of tendarthe shoulder joint causing pain. [10]

The knowledge of its quantitative existence anckrisity in patients will help take
adequate measure to reduce its incidence andsgidaper management and early management.

The study undertaken will thus help highlight thewledge of its quantitative existence
and intensity in patients which will help take adatg measure to reduce its incidence and aid its
proper and early management. The study will hetjuce prolonged hospital stay caused by it
and thus save money, energy and time spent tretiBince this is a disabling and makes the
patient more dependent on others, precautionaryagement of the same will aid in
rehabilitation and reduce depression of the patidrt has/ is suffering from stroke.

With the above points in mind this study will aim find out about the incidence of
shoulder pain in participants after an attack afkst. It will also keep in account the intensity of
pain, male to female preponderance, relation betwaember of stroke attacks and Visual
Analogue Scale score.

Methodology

Type of studyProspective study

The method used to collect data is a simple petsotaview based on a general questionnaire.
Prior to any contact with the patient the pres@ipbf the physician and an explanation of the
study, questionnaire and an informed written conse&s obtained from both the participant and
a relative.

Inclusion criteria

Minimum 1 attack of stroke

Participant must be able to communicate eitheralifvia eye movements/ facial expression/
some other understandable method

Participant must be admitted in the hospital

Exclusion criteria:

Paediatric patients

Medically and Psychologically unstable participants

Participants who are unable to communicate

Those who are not willing to participate

Materials used:
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A general Questionnaire
Visual Analogue Scale
Physical testing techniquesPassive movements (Based on n
Active movements (Based on ne
Active assisted movement (Based on n
Calibrated Sphygmomanome
Paper/Pen/Writing board/ Station:
People involved in the study: Participi
Family member
Nurse
Physiotherapist

Procedure
The participant is personally interviewed by ther#pist after assuring his/her fitne
and willingness. Direct simple questions are askeah undertandable manner to avoid unc
stress and confusion, while noting the answersuadli®\nalogue scale is used for rating
shoulder pain quantitatively.
A Visual Analogue scale is a simple numerical scdleconsists of a 10cm lor
calibrated straighttie, divided in three parts; 0= No pain; 5= Modeg®; 10= Severe pai
The participant if enabled to hold a pen/pencillkkliasked to mark a point on this sc
which is closest to his feeling of pain. Only thpgsnts 0,5,10 are visible to thetient. As this
is an approximate numerical expression of pain egpeed by the participant, its accuracy
completely dependent on his/her understanding & ¢uestion asked along with t
psychological state of mind at that particular man
Graphical presentation of dat:
Total participants Screened: .
Total participants who participated in the study
Male participants: 56
Female participants: 40
Participants who did not participe Unwilling: 11
Unable to communicate: 10
Psychologically disturbed: 3
Medically unstable: 4

150 H Total
Total Participants 124 100 m Males
Participants in the study 96 Females
No. of Male participants in the stu | 56 50 H Drop outs
No. of femaleparticipants in the stur | 40 0 4 .
Non participants(Drop outs) 28 .
Participants

Graph 1. Showing number of Participar

150 \
No. of Attacks | Total | Males | Females 100 Females
Single 73 41 32 >0 A ® Males
Multiple 14 12 2 0 - - - o Total
TIA 9 3 6 Single Multiple TIA

attack attack

Graph 2: Number of stroke attacks
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60
VAS Score Total Male| Female 40 h u Total
Mild pain 0-4 26 10 16 20 -
Moderate pain 4} 53 | 33 20 0 :l. . | N | = Males
7 ) ) ) Females
Severe pain >7 17 13 4 Mild Pain MoF;:Iaei;ate Severe pain

Graph 3: Visual Analogue Scale scores

Based on the above data collection and graphiedentation it is clear that, shoulder
pain is a common occurrence in participants afteratiack of stroke. The graphs depict its
occurrence, male preponderance and no changessimlVanalogue scale scores in multiple
attacks.

Results

The study reveals positive results for prevalerfcghoulder pain post stroke attack in the
participants. The males show a greater inclinattavards it than woman. The intensity of pain
does not vary much in between participants witlglsirand multiple attacks as noted by the
interview and Visual analogue scale markings. Majaf the participants had a single attack of
stroke with moderate intensity of pain. The abesults are based on the information collected
from Pravara Rural Hospital, Loni, Ahmednagar.

Discussion

Based on the results and their graphical presentétican be deduced that shoulder pain
is prevalent after an attack of stroke. The intgrisimore or less the same in patients with single
or multiple attacks. The normal range of shouldampon Visual Analogue scale is found
between 4 - 7 (i.e. 55, 20% of total participan&)ch a high incidence puts light on lack of
awareness and delayed management of shoulder p#ie Iparticipants and those incharge. The
participants with TIA (Transient ischaemic attaskpwed almost nil shoulder pain.

Thus above data provides information with evideat@revalence of shoulder pain in
population under study with little influence of samd frequency of attacks on the intensity of
pain. However, Visual Analogue Scale is complegeparticipant dependent rating scale for pain
and can be fluctuating. The study however doesndthere, it needs to be continued to gather
further information about most common cause of gairenable us to prevent and fight this
disabling, depressive complication.

Conclusion

Based on the data collected and the study condumted6 participants out of 124
screened for the same purpose admitted in Pravaral RHospital, under the guidance,
supervision and support of Physiotherapy staff, igedstaff, Nursing Dept. and Hospital
administration it can be concluded that post streikeulder pain is a common disabling and a
depressive complication which is prevalent in alim®3% of people who have an attack of
stroke. It is also one of the key factors affectthg rehabilitation along with increasing the
hospital stay. It is also known to reduce independenctional capacity of the affected upper
extremity. Thus, it's necessary to concentratehos fairly common disability and try to prevent
it rather than curing it.

Limitation of the study

The study though carried out in a controlled enuinent in a hospital has its own
limitations. The limitations were caused due to hanerrors of accuracy. The patients in the
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study are suffering from a disease of sudden ongbtdisabling features leading to depression
and disturbance in their psyche, behavior and ghiisy.

Thus, answers given by them are bound to belitdecurate.

The other source of limitation is the Visual AnalegScale scoring as it is completely
dependent on the person marking it. It is a 10 @ng line on which the participant has to mark
with just 3 points visible; this can lead to misdition. Efforts to overcome these limitations are
done to the best of human efforts.
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KINETOTERAPIA PRE SI POSTNATALA PRACTICATA INTR-UN
CABINET INDEPENDENT DIN LUXEMBURG

PHYSICAL THERAPY PRE AND POST PREGNANCY PRACTICED I N
AN INDEPENDENT CABINET FROM LUXEMBURG

Done Georgeta

Key words: physiotherapy, prevent, prenatal,
postnatal, urinary trouble

Abstract

Background. Avoiding complications due to
pregnancy requires that the pregnant wome
should be taken in charge by the specialise
therapists early in gravidity period and afte
birth. Purpose. The article identifies the main
reasons to consult physiotherapist in clinice
center) and summarizes the current techniqu
and methods used to care observed disorde
emphasizing the principle of preventing by
rehabilitation of functional global body programs
focused on three areas: postural, abdominal a
perinea.

Material and Methods. Sudy conducted over
50 cases in 2013.

Conclusions. Informing patients, their active
participation in rehabilitation and collaboration
between the various specialists who car
pregnant women are the guarantee of preventic
obtaining long-term results and preven
reversion.

Cuvinte cheie:kinetoterapie, preveie, prenatal,
postnatal, incontinenta uririar

Rezumat

Introducere. Complicaiile datorate unei sarcini
pot fi evitate prin acompanierea femeii ddre
terapet specializa chiar de la inceputul sarcinii
si dupa nastere.

Scop. Articolul identifica principalele motive de
consultare a Kkinetoterapeutului la cabingt
prezint, pe scurt, tehnicilgi metodele actuale
aplicate pentru tratarea pertarior constatate,
punand accentul pe principiul de pretienprin
programe de reeducare globalunaionak a
organismului, axate pe trei planuri: postural,
abdominaki perineal.

Material si metoda. Au fost luate in studipeste
50 de cazuri in 2013.

Concluzii. Informarea pacientelai participarea
activa a acestora la reeducare, precwh
colaborarea ntre specidli ce au Tn ngrijire
femeile Tndrcinate, repreziit garania oltinerii
de rezultate de dueagi evitarea recidivelor.

Introducere

Cum poate kinetoterapeutul preveni anumite perturkiri considerate Th mod eronat
normale, aparute in timpul sarcinii si dupa nastere?

Pe perioada unei sarcini, corpul femeii trece pniodificari fiziologice si anatomice de
adaptare permanen{balancing loops) pentru a crea caiiléi necesare dezvalii fatului. De
multe ori, aceste modifici sunt acompaniate de pertarbcare dag nu sunt tratate de la apiai

lor, nu vor regresa spontan, existand chiar riseud se complica. Metodele terapeutice de care

dispune kinetoterapeutul Ti permit acestuiairgervina in mod apropiat pentru a reechilibra
organismul pacientei atat in perioada predatatsi postnatal. [1,2]

Principalele motive de consultare la cabinet pgtdipate in:
1. tulbugri digestive (cea mai frecventiind constipaia);
2. dezechilibre posturale de tip lombalgii, dorgatiureri abdominale joase;
3. disfuntie perineal exprimadfi prin incontinegd urina@ la efort sau prin imperiozitate,

hemoroizi;

4. perturfari ale sistemului vascular tip edem de membre ioée;

! Kintoterapeut Luxemburg
Autor corespondent: gavrila_g@ymail.com
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5. cicatricea de cezarianepiziotomie, ruptur perineai.

Aceste perturdii sunt expresia dezechilibrului unuia sau mai wwlsisteme ale
organismului. De exemplu, lombalgiile sunt un siomptal incompetegei centurii abdominale,
dorsalgiile pot fi consecia unui blocaj mecanic al cutiei toracigeimplicit a diafragmului,
incontinena este expresia flebitei perineale preexistenteagliwte ca urmare a sarcingi a
perturkarii dinamicii de sincronizare cutie toragie- diafragm — abdomen, in special in timpul
eforturilor etc. O evaluare clinficminuioass permite precizarea cauzei sau a cauzelor si
aplicarea tratamentului adecvat, pentru o reedymatermen lungi evitarea recidivelor. [3]

Consultarea unui doctor

Din pacate, dincolo de a generaliza, majoritatea maiiiést enumerate sunt
considerate de o parte a pacientelor precum ,n@mekea ce intarzie consultarea unui
specialist si implicit ingrijirea adecvatAceasta situge este evitat prin informarea femeilor
insarcinate despre derularea sarcinii si a contplaraeventuale, posibilitile terapeutice
existente si printr-o colaborare stramggnecolog, mogi, medic de familie- kinetoterapeut.

Rolul kinetoterapeutului

Indiferent de momentul consuli@, in prenatal sau postnatal,tisoea kinetid se
desfisoani pe trei axe: posturglabdominal si perineal, deoarece la nivelul acestora coritat
cele mai frecvente dezechilibre datorate modglifior de adaptare ale organismului Tn timpul
sarcinii. Finalitatea tehnicilor aplicate este taklsrarea organismului in globalitate.

Stabilirea planului de reeducare se face de lagpoamsultde si include:

1. realizarea unui interogatoriu, primordial pentrentficarea simptomelor si a cauzei sau

a cauzelor ce le-au produs;
testarea si evaluarea clidiia pacientei;
propune chestionare specifice de autoevaluarenmiéude patologie (exemplu: in caz de
incontinena urina@i sau de lombalgie), ce vor fi repetate la mijlogulla sfasitul
tratamentului;
prezentarea obiectivelor reeduc si a tehnicilor utilizate;
protocolul urmat in timpujedintei;
dupa caz, explicarea importantei de a realiza execmmplementare la domiciliu;
obiectivul de stabilire a unei reliade increderginand cont de aspectul psihologic al
situgiei .
Cu fiecaresedina, kinetoterapeutul va evalua rezultatele tratamento fungie de care
mertine sau schimbtehnicile aplicate ce sunt descrise &lapm urmeaz. [4,5,6,7]

w N

No ok

Material si metoda

Perioada prenatak )
In general, kinetoterapia prendtahcepe de la a cincea sagasea lua de sarcia. In
functie de varsta sarcinii se vor combina mai multe wheto

Axul postural

1. Masajul

Aplicat Tn caz de durere musculaau in scop de relaxare in asociere sau nu caacg!
fizioterapeutice precum parafina sau compreseldec@plicarea pe uter este prosiris

2. Gimnasticasi tehnici de relaxare

Pe nisum ce sarcina se dezvaltcentrul de greutate se deplasedrmzinul §i schimk
poztia, iar centura abdomirt@alse poate alungi padna 40 cm (De Gasquet, 2011), implicit
inducand modifiéri ale imaginii corporalesi ale staticii posturale. Proprioaggp (perceptia
propriului corp)si constientizarea poziei corpului in spau este primul obiectiv al gimnastigi
tehnicilor de relaxare,ifa de care adoptarea posturilor armonioase fensiuni musculare in
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timpul activittilor si relaxarea sunt dificil de realizat, chiar impakif8]

Exerctiile vizeaz Tn special tonifierea centurii abdominale, coresdaposturii bazinului
si @ mersului, antrenarea in sitii@e dezechilibru pentru repamnarea centrului de greutage
tonifierea musculaturii statice responsabde mefinerea corpului in sp@. La cabinet
dezechilibrele pot fi realizate cu ajutorul unuidrecepad.

Programele de reeducare sunt concegon@nd cont de capadéitle fiecarei pacientesi
varsta sarcinii. Exergile sunt inspirate din programe specifice pengméile indrcinate, de
exemplu cel imaginat de doctorul ginecolog obstetn Bernadette de Gasquet. [8]

3. Reeducarea comportamendal

Activitatile si gesturile cotidiene sunt sursa cea mai frecvargerturlrilor fizice.

Tindnd cont de aceatconstatare, reeducarea comportameénpaéventid si curativa
devine o prioritate pentru kinetoterapeut. Cailecergonomice includ o gaincat mai larg de
aaiuni, in special a celor repetitive, printre cardicarea din pat, de pe un scaun, aplecarea etc..

4. Tehnici de prevenirgi tratare ale tulbuwrilor vasculare

In timpul sarcinii, cea mai frecvenmanifestare a tulbarilor vasculare este edemul de
membre inferioare, maigi cateodat al fetei. Tehnicile de prevenigetratare a acestuia constau
in:

a. gimnasticamuschilor posturali profunzi (psoas, piramidali, adtlud asociat cu soft
streching pentru meimerea suplgi aponevrozelor articulare;

b. drenaj limfaticmanual;

c. tehnici de endermologieEndermologie este o "metodie bilan si de tratament a
numeroase patologii ale dermuguitesutului conjunctiv. Tratamentul céiga restaureze
circulatia normad, indispensabil la nutrtia tesuturilor, prin defibrozarea zonelor ce
devin un obstacol" (Xhardez, 2010) pegdnd astfel megimerea efectelor circulatorii pe
termen lung. Endermologia poate fi realizahanual, dar "este mult facilitatde
utilizarea LPG systems" (p. 66).

In caz de edem de membre inferioare tratamentbluieeaplicat Ing¢ de la stadiul
debutant exprimat cel mai adesea prin ,s@azie picioare grele”.

Axul abdomino-perineal

5. Metoda ABDO-MG

Metoda este bazape tehnica de cgtere a fluxului expirator care a fost recunoscut ca
principiu fundamental de reeducare respiratorie gfAantation du Flux Expiratoire —
Conférence de consensus, Lyon, citat in Guillar@)7) si vizeax recuperarea reflexelor
fiziologice respiratorii prin orientarea si transemea presiunilor din cadiile abdominal,
toraci@a si perineal pentru a garanta integritatea ftinoala a tuturor gwnilor intreprinse de
individ. Finalitatea sa este recuperarea regpiraormale, a dinamicii abdominale fiziologice,
reeducarea, Tatirea si protega perineului si a coloanei vertebrale. [2,4]

Studiile realizate despre aceas¢éhnia au demonstrat importanta si validitatea sa n
domeniul reeduirii respiratorii, urogenitale, digestive si verteler (Guillarme, 2007). [2,4]

in timpul sarcinii, aceata metdgermite prevenirea si tratarea incontinentelonané de
efort, prin imperiozitate sau mixte, lombalgiilomconfortului pelvian, constipei sau a
tulburarilor digestive in general. In plus, intireere ,tonusului abdominal pe perioada sarcinii
permite femeii care va g de a participa la expulzia copilului” (Guillarr2807). [2,4]

Aplicarea metodei se realizeadup un protocol bine stabilit, iar descrierea detaliat
tehnicii ar putea face subiectul unui viitor artico
Pregaitirea pentru nastere si peri natalitate

Incepe de la a 34-aptaméana de amenoree.
Viitorii parinti sunt informai asupra aspectelor psihige fizice ale naterii, complicaiile

posibile si aplicaiile practice Tn obstetric precum participarea aciiva gravidei la momentul
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nasterii. Aceasi participare se poate prgsi destisura in timpul ngterii cu ajutorul metodei
ABDO-MG ce permite insarea de a efectua o respieaeficacesi necesat expulziei fitului,
evitandu-se astfel pentru mancomplicaii precum prolapsul de organe - sau ,coborarea unui
organ sau a uneifi ale sale” (Manuila, 2003), exemplu vezica uriRaistocel etc.- ruptura de
perineusi pentru fit, intarzierea expulziei sale etc.

Perioada postnatad

Kinetoterapia la cabinet debutéadupi 6 sau 8 #ptamani de la ngere. Principiilor de
reeducare enuate mai sus, li se adaudupi caz:

1. Reeducarea perineakau urogenitai;

2. Reducerea diastazisului abdominal cand acestamsteent;

3. Tratarea cicatricilor (de cezariah de epiziotomie sau ruptura peringgl

4. Recuperarea gretitii corporale (la cererea pacientei);

5. Precauii cotidiene.

Axul abdomino-perineal

1. Reeducarea perinealsau urogenitad

Fiecirei paciente, indiferent de modul destese, naturdl sau prin cezariana, i se prescriu

minim 10sedine de reeducare de perined¥lai multe metode sunt posibile:

a. manuali (nu utilizeaz niciun instrument);

b. prin biofeedbackrealiza& prin intermediului unei sonde intra vaginale cdagxla un
computer ce @soak si traduce pe un ecran activitatea muscufaarineai sub forna de
curbe sau suprai®);

c. metoda ABDO-MG(asociaz expirul realizat prin intermediul unui fluier cagmut
special pentru a regla debitul respiragorelectrostimularea propriocepiivdeclagata
prin frecventa expirului prin acest fluier).

Toate aceste metode asodiam interogatoriu specifigi un examen clinic local pentru
depistarea eventualelor deficite muscukartelburiri de sensibilitate ale regiunii uro-genitale. in
functie de rezultatele testelor, reeducarea va fi priw®rsau curati¥ pentru numeroase
patologii ale sferei uro-genitale: incontinaurinaé, anal, dispareunia, prolaps (stadiu I-II) etc.

De subliniat, & ultima metod citata introduce ngunea @ presiunea cu efect deleter
exercitali asupra perineului este genérde cavitatea abdomirialPlecand de la aceaspotez,
metoda corecteézacest defect funional printr-o reeducare globala de tip perineoeabitho-
respirator, perntdnd pacientelor conservarea beneficiilor reédudupa terminareasedinelor
de kinetoterapie printr-o praclicusor de aplicat la domicilissi nvatarea de a dirgiona
presiunea intra-abdomiriain funaie de activitatea sau efortul realizat.

Axul posturo-abdominal

2. Reducerea diastazisului abdominal cand acest& @sezent

In timpul sarcinii, mgchii drepi abdominali (stang si drept) unimedian printr-o band
fibroash puin elasti@ numit linia alba, sufed o alungire de panla 15 cm (Gasquet, 2014i)se
indegirteaz unul faa de cellalt fara a se separa, pentru a face loc uteruliitn{8] In perioada
postnatal imediat, influenta hormonal permite structurilor alungite (ngchii dregi si linia
alba) si revim la lungimea iniali si reapropierea myehilor drepi abdominali. Ing, lipsa de
repaus, pozia ortostatid@ prelungii, purtarea copilului in bta si existena unor reflexe
inversate (in timpul expirului sau efortului gehii abdominali sunt alungj abdomenul
proemira, in loc sa se gpeasd in poztie scurtai, abdomen intrat, pentru a dnt centura
abdominala) vor favoriza apad diastazisului abdominal. Acesta este definin pepararea
muschilor drepi abdominali pe linia medidna corpului la oricare nivel intre xifoid ombilic.

Prezera diastazisului va favoriza ulterior agaxiherniilor abdominale anterioare.

Kinetoterapeutul verifi¢ de la prima consultatie postnataln mod sistematic, revenirea
in poztie anatomi& normak a muchilor drepi abdominali, cu scopul de a depista un eventual
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diastazis. Reducerea acestuia se face prin aic@ebenzi speciale prin metoda kinesiotape,
careia i se va asocia reeducarea musculaturii abdadein

3. Tratarea cicatricei de cezaria de episiotomie sau de rupt@perineak

Cicatricea de cezarian

In caz de cezariancicatricea repreziat efragia centurii abdominalesi are drept
conseciie durereai dezechilibrul static. Tratarea cicatricei are tiiective:

a. funaional, prin redareatesuturilor vecine si musculaturii sub adiacenteerlidiea

necesat pentru o dinamica abdominala fiziologjicestabilind astfel balaa echilibrului;

b. circulator, prin ameliorarea circuleei locale permind astfel eliminarea toxinelor locale

cauza principala a inflamiai; prin séderea inflamgei vindecarea este accelerat

c. esteti¢ prin favorizarea vindécii armonioase astfel evitandu-se cicatricele \as®

(exemplu cicatricele hipertrofice sau cheloide).

Tratamentul cicatricei poate incepe #@upO de zile de la ntere prin "kinetoterapia
cicatricei" (Morice citat in Hebtig et all995 . Aceasta include: masajul manual si endermolgic
prin tehnica LPG systems (stimuléaibroblastele produitoare de colagen si r&desuturilor
suplae prin defibrozare), vacuomobilizarea, asociateulfativ cu mijloace fizioterapeutice
precum ultrasunetele cu efect antiinflamatgir defibrozant sau durile filiforme. In medie
numarul desedine necesare este de 15-20. [9]

Epiziotomia sau ruptura perinéal

Tratamentul epiziotomieki a rupturii perineale incepe imediat dupastese prin
aplicarea local de creme antalgicg antiinflamatorii prescrise de ginecolog. Qdaé durerea s-

a diminuat, cu acordul medical, cicatricea estéattazilnic prin masaj local utilizand de
exemplu uleiuri naturale (uleiul vegetal ,Rose dal€ amestecat cu ulei es@éal de levintica)
sau creme cicatrizante. Acest tratament contriuidgiminuarea durerii implicit a perturfarii
sensibiliatii locale.

In caz de vindecare anormaltingerea locéla mucoasei se traduce prin durere sau
senz@e nephcuta chiar dug multe luni. Aceasta se expli@rin faptul @ traumatismul suferit
(taietura, compresia sau ruptura) a lezat mucoasgefb@gal in mecanoreceptori responsabili
cu sensibilitatea vibrotaciil In timpul vindedrii, netratarea cicatricei va favoriza o regenerare
anarhi@ si va produce schimbarea pragului de sensibilitateceptorilor, mai precis acesta
scade, ceea ce exgidaptul G o senzge placuta in mod normal, se va traduce printr-una
nephcuti (exemplu atingerea se transfaradesea in durere sau aiuin aceadi situgie este
recomandadit consultarea unui kinetoterapeut specializat trartea cicatricilor pentru recuperarea
sensibiliitii locale, prin reeducare senziiivdup: evaluarea exatta zonelor perturbate. De
notat @ perturkirile de sensibilitate localpot ajrea indiferent de regiunea corpului, ca urmare
a lezrii unui nerv superficial sau profund, prin efti@csau nu a pielii, traumatisgn chiar in
cazul intervefilor chirurgicale, inclusiv al acelora abordaténpeelioscopie. [9]

4. Recuperarea gredtii corporale

Recuperarea greitii corporale normale este posibildupi ce afiptarea a incetat,
deoarece prodtia de lapte matern interzice orice regim alimemtaiind ca scop pierderea in
greutate.

Tratamentul asocidz masaje drenantesi anticelulitice bazate pe principiul
mecanostimuirii, ce favorizeaz destocarea gsimilor (lipoliza) si stimularea colagenozei, diet
si activitate fizia moderai, de exemplu mersul zilnic timp de 30 de minuteimin

5. Precauii cotidiene
Includ toate posibilittile ce permit fiegrei femei in cotidianssi protejeze perineuli sa
consolideze beneficiile reedirg prin metode simplagi accesibile. Sunt incluse:
a. recomandri generale preventivpentru mefinerea normal a fungiei vezicii urinare, a
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tranzitului, a fungei analesi a evita coborarea organelor din micul bazin;

b. ergonomiagesturilor cotidiene;

c. gestiunea eforturilorcu scopul de protejare in special a coloanei bexte si a
perineului;

d. recomandri privind practica sportului.

Sportul va fi autorizat dupterminarea reedddi urogenitale, pentru evitarea agiav
eventualelor disfung ale perineului, aproximativ la 5-6 luni dumastere. Activittile sportive
recomandate sunt cele ce nu impk&grituri si nu solicié intensiv regiunea peringalAnatomic,
perineulsi ligamentele au rolul de a guse organele genitale, ceea ce exXphlolicitarea lor
intengi Tn timpul unei sarcini, pentru a faceda&upragredtii si mertinerii uterului. Ca urmare,
exist riscul de a le afecta n aceafiinctie, cu alte cuvinte de a le slabi. In cazuiusirituri,
organele genitale, sub influgn gravitaiei, au tendiga de a se deplasa in jos intinzand
ligamentelesi perineul. Consecta imedial este deschiderea orificiilor ce perforggerineul,
cel mai frecvent al orificiului uretral, declansaastfel incontineta urinaa de efort.

Exemple de sporturi recomandate sunt: inot, yogaisgngimnastica goa. [8]

Concluzii

1. Kinetoterapia prenatati postnatal este esarala pentru beneficiile sale preventiye
curative, dat fiind & unele complicai ale sarcinii pot avea consegndeloc neglijabile dac
nimic nu este intreprins, precum incontiteerdispareuniile, tulbdrile de sensibilitate etc.

2. Informarea pacientelor este es& pentru declagarea demersului de a consulta
specialgtii, contribuind astfel la educarea Igrdistingerea intre modifizi normalesi notiuni de
perturlri fiziologice in timpul sarcinii.
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