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TURISMUL BALNEAR - UN DOMENIU DE INTERES

,Lacul acesta cu apele lui mirositoare, cand verzi,
cand albastre, cand intunecate, vazut in timpul verii,
cu furnicarul de oameni suferinzi de pe marginea lui, ne
evocd imaginea ce fiecare ne-am facut de lacul similar din
evanghelie, unde tot felul de bolnaviisi gdseau tamaduirea.
Pentru omenirea suferinda din tara noastra, lacul Tekirghiol
este Tnzestrat cu puteri miraculoase si faima lui creste pe
zi ce trece, cu numarul mare al bolnavilor recunoscatori,
care si-au regasit Tn apele lui sandtatea, pe care o credeau
pierduta.”

Cuvintele apartin doctorului George Ulieru, unul
dintre pionierii balneologiei romanesti, scrise la inceputul
secolului trecut dar valabile si astazi.

Romania detine un diversificat si valoros patrimoniu
natural. Lacul Techirghiol a fost declarat arie de interes
international inca din anul 2006 si a fost inclus printre
putinele situri RAMSAR din Romania. Lacul Techirghiol
este acum arie de protectie speciald avifaunistica ca parte
integrantd a retelei ecologice europene.

Sanatoriul Techirghiol este o institutie de granita:
apartine retelei sanitare si practica turism balnear. Face
cercetare stiintifica in ce priveste calitatile terapeutice
ale ndmolului si lacului Techirghiol, ceea ce presupune sa
respecte si legislatia de mediu. Asigura practica studentilor
de la facultatile de profil fiind obligata sa respecte si
legislatia din domeniul educatiei. Si toate aceste directii
inscrise in legislatia europeana.

STRATEGIC PENTRU ROMANIA

Elena Roxana ALMASAN

Sanatoriul Techirghiol este perceput ca o institutie
cu profil sanitar, dar si social, si cunoaste de la an la an o
mai mare afluenta, si nu doar in lunile de vara, ci chiar de
la debutul anului. Pentru noi, primele patru luni ale anului
2016 ne-au adus deja sute de pacienti.

Promovam sanatatea prin factorii de cura oferiti
de exceptionala zestre a lacului: apa si namolul, oferim,
prin Casa de Asigurari de sanatate, un suport de tratament
compensatoriu pentru oamenii bolnavi si cu un potential
material redus.

Ne bucurdam ca acesti pacienti beneficiaza nu
numai de tratamentele naturiste cu apa si namol din
lac, dar si de o aparatura medicala de ultimd generatie
ce se adreseaza unui spectru larg de afectiuni. Aceasta
noua gama de aparatura a Sanatoriului Balnear si de
Recuperare Techirghiol reprezinta un sistem de fizioterapie
avansat, care include toate cele patru module terapeutice:
electroterapie, ultrasunete, lasere si magnetoterapie.
Parametrii superiori, spectrul larg de aplicatori si accesoriile
fac ca aceasta gama sa fie alegerea ideala pentru orice baza
de tratament moderna.

Tn Sanatoriul nostru lucreazid un colectiv sudat
care, prin profesionalism si respect fata de pacienti a
reusit performante medicale greu de egalat. Din aceasta
perspectiva sanatoriul este deopotriva un loc de tratament,
dar si un centru de cercetare, cu un personal excelent,
academic, care acorda o atentie deosebitd efectelor




namolului sapropelic si ale apei sarate a lacului.

Functionam cu o dublda subordonare: pe linie
sanitara direct de cdtre Ministerul Sanatatii, iar din punct
de vedere al exploatdrii resurselor balneare de catre
Administratia Bazinala de Apa Dobrogea — Litoral.

Ministerul Sanatatii, in subordinea cdruia ne aflam,
ne-a inclus Tn unele programe si strategii nationale.

Cel mai recent dar pe care l-am primit a fost ca
doamna Claudia Tapardel, Copresedinta Intergrupului
pentru Dezvoltarea Turismului European, a promovat
turismul medical din Romania la conferinta internationala
“Turismul medical: o noua provocare europeana,”
organizata la Parlamentul European, la care au participat,
alaturi de europarlamentari si reprezentanti ai Comisiei
Europene, medici si reprezentanti ai asociatiilor europene
de turism medical.

Siin fata acesteiimportante audiente, eurodeputata
a vorbit despre noi, despre Sanatoriul Balnear de
Recuperare de la Techirghiol, astdzi neincapator pentru
pacienti si turisti. Cercetdrile romanesti din domeniul
proprietatilor curative ale apelor termale, ale namolului
sapropelic, facute inclusiv la Techirghiol, ne-au calificat ca
tard gazdd a celui de-al 41-lea Congres Mondial al Societatii
Internationale de Hidrologie si Climatologie Medicala. lar
presedinta importantului forum stiintific este membru al
colectivului nostru, de aproape trei decenii, o reputata
cercetatoare, conf.univ.dr. Olga Surdu.

S-a spus la Bruxelles ca Romania are potentialul de

a fi un brand in sine pentru turismul balnear si climateric
in toatd Europa, ca turismul este un domeniu de interes
strategic pentru Romania.

lata de ce nu trebuie sa abandonam avutia lasata
noua de Dumnezeu, lacul Techirghiol, si sa ddm turismului
pe litoral o destinatie prioritard- balneologia. in acest sens
sa nu uitam ca printre primele exponate prin care a fost
reprezentatd Romania la Expozitia universala de la Paris, in
urma cu peste o sutd de ani, se afla si un recipient cu namol
de Techirghiol si cateva sticle cu apa din lac. Sa nu uitam
de mostenirea lasata de Ana Aslan care aducea in Romania
turisti pe scara autocarului. Aceasta imagine rendscutd si
refadcuta modern poate fi o formula de succes.

Techirghiol a fost acceptata ca membra a Asociatiei
Oraselor Termale si Istorice Europene. Inclusa pe lista celor
mai importante orase din Europa, avand colaborari cu
cateva dintre renumitele statiuni termale din Italia si Franta.
Conditia de includere a orasului Techirghiol in circuitul
turistic european o reprezenta activitatea balneara. Unul
dintre criterii era sa avem peste 100 de ani de activitate
balneard. Ori sanatoriul nostru va aniversa anul acesta 117
ani de existentd, o varsta demna de renumele lui.

Chemam aldturi de noi pe toti cei care pot sustine
din convingere si patriotism acest dar al naturii, aceasta
avutie nationald, aceastd sursa de sandtate si profit social.
Turismul balnear trebuie sd fie un domeniu de interes
strategic pentru Romania n acest an si in urmatorii!
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BALNEAL TOURISM - A STRATEGIC
FIELD OF INTEREST FOR ROMANIA

“This lake with its odoriferous waters, sometimes
green, sometimes blue, sometimes dark, seen during
summer, with a crowd of suffering people on its shore,
invokes the image we have about a similar lake in the
Gospel, where ill people used to find healing. For the
suffering people in our country, Techirghiol lake is blessed
with miraculous powers and its fame grows every day
together with the number of thankful ill men who, in its
water, have found the health they thought they had lost
forever”

These words belong to doctor George Ulieru, one
of the pioneers of Romanian balneology and were written
at the beginning of last century but they still apply today.

Romania owns the most diverse and valuable
natural patrimony. Techirghiol Lake was declared a national
interest area ever since 2006 and it was later included
among the few RAMSAR sites in Romania. Techirgiol lake is
now an avifauna special protected area as an integral part
of the European ecological network.

Techirghiol sanatorium is a border institution: it
belongs to the health network and it undertakes balneal
tourism activities. It also conducts research regarding

therapeutic characteristics of mud and of Techirghiol
lake, which means that it has to observe environmental
legislation. It also offers internships for faculty students
being therefore compelled to observe educational
legislation. All these directions fall under European
legislation.

Techirghiol Sanatorium is perceived as a health
profile institution, but also as a social one, and every
passing year it witnesses an increasing flow, and not only
during summer, but also at the beginning of the year. The
first four months of 2016 have already brought us a few
hundreds of patients. We promote health by means of
curing factors offered by the exceptional heritage of the
lake: the water and mud; we offer, through the Health
Insurance Fund, a compensatory treatment support for ill
patients that have low income.

We are happy that these patients benefit not
only from natural therapies with water and lake mud,
but also from state-of-the art medical equipment that
has application on a large range of disorders. This new
line of medical equipment of Techirghiol Balneal and




Rehabilitation Sanatorium represents an advanced physical
therapy system which includes four therapeutic modules:
electrotherapy, ultrasounds, lasers, and magnetotherapy.
Superior parameters, the broad range of applications and
the accessories make this new line the ideal choice for any
modern treatment centre.

In our Sanatorium, there’s a united team which,
through a professional attitude and respect towards the
patients, has obtained unparalleled medical performance.
From this point of view, the Sanatorium is a treatment
place, but also a research centre with an amazing academic
personnel who pays special attention to the effects of
sapropelic mud and salty lake water.

We are double subordinated: to the Health Minister
from the point of view of our health-related activities, and
to the Basin Water Administration - Dobrogea, from the
point of view of balneal resources exploitation.

The Ministry of Health has also included some
programmes into the national strategies.

The most recent gift we receive is that Ms Claudia
Tapardel, Co-president of Intergroup on European Tourism
Development has promoted Romanian medical tourism
at the international conference “Medical Tourism: a new
European challenge” that took place at the European
Parliament and in which participated, together with the
members of the European Parliament and European
Commission representatives, doctors and representatives
of European associations on medical tourism.

In front of this important audience, the important
deputy talked about us, the Techirghiol Balneal and
Rehabilitation Sanatorium, that is today too small for the
crowds of patients and tourists. Romanian research on
curing proprieties of thermal water and sapropelic mud
that also took place at Techirghiol, qualified us as host of

the 41st International Congress of the International Society
of Medical Hydrology and Climatology. The president of
this important scientific forum is a member of our team
for almost three decades: the famous researcher, associate
professor dr. Olga Surdu, PhD.

In Brussels, it has been said that Romania has the
potential to represent a brand for balneal and climatic
tourism in the entire Europe and that tourism is a strategic
field of interest for our country.

This is why we must not abandon the heritage God
left us- Techirghiol Lake- and why we should give coastal
tourism a priority destination- balneology. Let us not forget
that among the first exponents that represented Romania
at the National Exhibition in Paris more than one hundred
years ago was a bottle of Techirghiol mud and a few bottles
of sparkling water. Let us not forget Ana Aslan’t heritage
that used to bring to Romania tourist that were travelling
on the bus stairs. This reborn and modernly reshaped
image can be a success formula.

Techirghiol was accepted as a member of the
European Historical Thermal Towns Association. Included
on the list of most important towns in Europe, Techirghiol
collaborates with several thermal resorts in Italy and
France. The condition of including Techirghiol in the
European tourism circuit is the balneal activity. One of
the criteria was to have over 100 years of balneal activity
and the sanatorium will celebrate this year 117 years of
existence, an age worthy of its recognition.

We ask to join us those who can support with faith
and patriotism this nature gift, this national richness, this
source of health and social profit. Balneal tourism must be
a strategic field of interest for Romania this year and the
ones that follow!




ELITELE BALNEOLOGIEI MONDIALE REUNITE
LA BUCURESTI INTR-0 GRANDIOASA
MANIFESTARE STIINTIFICA

Congresul mondial al Societatii Internationale
de Hidrologie Medicala (ISMH), aflat la a 41-a editie, se
desfdsoara pentru prima datd in Romania in organizarea
Asociatiei Romane de Balneologie si Societdtii Romane
de Medicina Fizica, de Recuperare si Balneoclimatologie.
Manifestarea stiintifica este organizatda in conjunctie
cu Congresul Societatii Romane de Medicina Fizica, de
Recuperare si Balneoclimatologie.

Lucrarile Congresului se desfdasoara in perioada 19
— 21 mai 2016 la Palatul Parlamentului, cu participarea
a numerosi medici de recuperare medicald, balneologi,
specialisti, profesori  universitari, academicieni si
reprezentanti ai autoritatilor medicale din Romania.

Prezente la Congres, 50 de personalitati de elita
din domeniu, din peste 20 de tari: Prof. Dr. MUfit Zeki
Karagllle - ISMH President, Istanbul University. Istanbul
Faculty of Medicine. Department of Medical Ecology
and Hydroclimatology, Istanbul, Turcia, Prof. Dr. Christian
F. Roques - ISMH Secretary General, AFRETH Scientific
Committee President, Paris, Franta, Prof. Dr. Pedro
Cantista, ISMH Elected President, Invited Professor of
the University of Porto- ICBAS School of Medicine, Porto,
Portugal, President of the Portuguese Society of Medical
Hydrology, Dr. Antonella Fioravanti- ISMH Vice President
- Leader of the Scientific Committee, Department
of Clinical Medicine and Immunological Sciences,
Rheumatology Unit, University of Siena, ltalia, Dr. Alain
Francon - ISMH Treasurer, Centre for Rheumatology and
Balneotherapy Research, Aix Les Bains, Franta, Prof.
Dr. Tamas Bender Hospitaller Brother of Saint John of
God, Budapesta, Ungaria, Prof. Dr. Umberto Solimene
- FEMTEC President) Scuola di Specializzazione Medicina
Termale, Centro Ricerche Bioclimatologia Medica, Centro
Ricerche Talassoterapia, Universita Studi di Milano, Italia,
Dr. Romain Forestier (France), Centre for Rheumatology and
Balneotherapy Research, Aix Les Bains, Franta, Prof. Dr. Mine
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Karagille- Istanbul University. Istanbul Faculty of Medicine.
Department of Medical Ecology and Hydroclimatology,
Istanbul, Turcia, Dr. Shigeko Inokuma, Department of Allergy
and Rheumatic Diseases/Japanese Red Cross Medical
Center, Japonia, Prof. Dr. Francisco Maraver Eyzaguirre
(Spain), Professional School of Medical Hydrology, Faculty
of Medicine, Universidad Complutense de Madrid,
Madrid, Spania, Prof. Dr. Irena Ponikowska- Department of
Balneology and Physical Medicine, Ciechocinek, Polonia,
Dr. Jacek Chojnowski - Department of Balneology and
Physical Medicine, Ciechocinek, Polonia, Dr. med. Johannes
Naumann- IBF Balneologie der Universitatsklinik Freiburg,
Germania, Mr. Rzig Oueslati U'Office National Tunisien du
Thermalisme et de I'Hydrothérapie, Tunisia, Dr. Ahmed
Belaitar, Médecin thermaliste, Par la daira de Héliopolis /
Guelma, Algeria, Maeda Masaharu, Kogure Eisuke, Imai
Mai, Kikkawa Kouichi, Department of Rehabilitation,
International University@Health & Welfare, graduate
school, Attila Klimo, Specialized Hospital for Rehabilitation
,Banja Kanjiza” Kanjiza, Serbia, Dr. David Ho - Chia Nan
University of Pharmacy & Science (Leisure and health
management college) ; the consultant of Taiwan Hot
Spring Association, China, Ohtsuka Yashinori- Department
of Human Developmental Science, Faculty of Education,
Hokkaido University, Sapporo, Japonia.

Presedinta Congresului este prof.univ.dr.Olga
SURDU, specialist de reputatie internationala, membrd a
comunitatii medicale din Sanatoriul Techirghiol, alaturi de
Prof. univ. Dr. Gelu ONOSE, Dr. Biol. Constantin MUNTEANU
—presedintele Asociatiei Romane de Balneologie.

Din Comitetul organizatoric al manifestarii stiintifice
fac parte Jur. Roxana Elena ALMASAN- Manager, Dr. Elena
Valentina IONESCU, Dr. Sibel DEMIRGIAN, Dr. Viorica MARIN,
Kt. Carmen OPREA, Dr. Coralia lolanda PATRASCOIU, Dr.



Laura Adriana RIZEA, Dr.lrena MORARU, Dr. Monica lolanda
NEDELEA, Dr. Doinita OPREA, Dr. Monica Elena PETRESCU,
Aurora Zorica PRAJITURA, Dr. Mihaela PREDA, Dr. Daniela
PROFIR, Stefan CIORNEI, Dr. Liliana Elena STANCIU, Dr.
Mihaela MINEA, Dr. Augustin Alexandru MARIN, Dr. Nurla
GHIUCIN, Dr. luliana BANARESCU, Dr. Andreea Mihaela
MIRITA, Dr. Elena CRISTESCU, Psiholog Georgiana RADU,
Nicoleta CALOTA, Dr. Eleonora Marioara MIHALCEA, Dr.
Traian SURDU, toti specialisti ai Sanatoriului Balnear si

de Recuperare Techirghiol, prezenti, alaturi de ceilalti
aproximativ 300 de romani balneologi cu lucrari originale
pe care le sustin in fata congresmenilor.

Esalonul balneologilor constanteni este mult mai
mare, din aproape toate clinicile de recuperare de pe
litoral, de la Facultatea de medicind din Universitatea
Ovidius, din alte institutii medicale.

WN\J”4 THE ELITE OF THE WORLD BALNEOLOGY MEETS IN
V4N BUCHAREST FOR A GRANDIOSE SCIENTIFIC EVENT

The World Congress of the International Society of
Medical Hydrology (ISMH), now atits 41st edition, is held for
the first time in Romania, being organised by the Romanian
Association of Balneology and the Romanian Society of
Physical Medicine, Recovery and Balneoclimatology. The
scientific event is organised together with the Congress of
the Romanian Society of Physical Medicine, Recovery and
Balneoclimatology.

The works of the Congress shall be carried out
between May 19th and 21st, 2016 at the Palace of
the Parliament, with many medical recovery doctors,
balneologists, specialists, professors, academic
personalities and representatives of the medical authorities
in Romania.

The Congress is attended by 30 elite personalities
in the field, from over 20 countries: Prof. Dr. Miifit Zeki
Karagulle - ISMH President, Istanbul University. Istanbul
Faculty of Medicine. Department of Medical Ecology
and Hydroclimatology, Istanbul, Turcia, Prof. Dr. Christian
F. Roques - ISMH Secretary General, AFRETH Scientific
Committee President, Paris, France, Prof. Dr. Pedro Cantista,
ISMH Elected President, Invited Professor of the University
of Porto - ICBAS School of Medicine, Porto, Portugal,
President of the Portuguese Society of Medical Hydrology,
Dr. Antonella Fioravanti- ISMH Vice President- Leader of the
Scientific Committee, Department of Clinical Medicine and
Immunological Sciences, Rheumatology Unit, University
of Siena, ltaly, Dr. Alain Francon- ISMH Treasurer, Centre
for Rheumatology and Balneotherapy Research, Aix Les
Bains, France, Prof. Dr. Tamas Bender Hospitaller Brother
of Saint John of God, Budapest, Hungary, Prof. Dr. Umberto
Solimene - FEMTEC President) Scuola di Specializzazione
Medicina Termale, Centro Ricerche Bioclimatologia
Medica, Centro Ricerche Talassoterapia, Universita Studi
di Milano, Italy, Dr. Romain Forestier (France), Centre for
Rheumatology and Balneotherapy Research, Aix Les Bains,
France, Prof. Dr. Mine Karagulle- Istanbul University. Istanbul
Faculty of Medicine. Department of Medical Ecology and
Hydroclimatology, Istanbul, Turkey, Dr. Shigeko Inokuma,
Department of Allergy and Rheumatic Diseases/Japanese
Red Cross Medical Center, Japan, Prof. Dr. Francisco Maraver
Eyzaguirre (Spain), Professional School of Medical Hydrology,
Faculty of Medicine, Universidad Complutense de Madrid,
Madrid, Spain, Prof. Dr. Irena Ponikowska- Department of
Balneology and Physical Medicine, Ciechocinek, Poland,
Dr. Jacek Chojnowski - Department of Balneology and

Physical Medicine, Ciechocinek, Poland, Dr. med. Johannes
Naumann- IBF Balneologie der Universitatsklinik Freiburg,
Germania, Mr. Rzig Oueslati L'Office National Tunisien du
Thermalisme et de I'Hydrothérapie, Tunisia, Dr. Ahmed
Belaitar, Médecin thermaliste, Par la daira de Héliopolis
/ Guelma, Algeria, Maeda Masaharu, Kogure Eisuke,
Imai Mai, Kikkawa Kouichi, Department of Rehabilitation,
International University@Health & Welfare, graduate
school, Attila Klimo, Specialized Hospital for Rehabilitation
»,Banja Kanjiza” Kanjiza, Serbia, Dr. David Ho - Chia Nan
University of Pharmacy & Science (Leisure and health
management college) ; the hot spring consultant of
Chogging Government; the consultant of Taiwan Hot
Spring Association, China, Ohtsuka Yashinori- Department
of Human Developmental Science, Faculty of Education,
Hokkaido University, Sapporo, Japan

The president of the World Congress is prof. univ.
dr. Olga SURDU, specialist of international reputation,
member of the medical community of the Balnear and
Recovery Sanatorium Techirghiol, together with Prof. Dr.
Gelu ONOSE, Senior Physician in Physical and Rehabilitation
Medicine PRM) and Gerontology & Geriatrics (GG), PhD/
Post-Graduate Tutor- at the (State) University of Medicine
and Pharmacy ,Carol Davila”, Bucharest, Romania, Dr.
Biol. Constantin MUNTEANU — Romanian Association of
Balneology.

The organisational committee for the scientific
event includes Jurist Roxana Elena ALMASAN- Manager,
Dr. Elena Valentina IONESCU, Dr. Sibel DEMIRGIAN, Dr.
Viorica MARIN, Kt. Carmen OPREA, Dr. Coralia lolanda
PATRASCOIU, Dr. Laura Adriana RIZEA, Dr. Irena MORARU,
Dr. Monica lolanda NEDELEA, Dr. Doinita OPREA, Dr. Monica
Elena PETRESCU, Aurora Zorica PRAJITURA, Dr. Mihaela
PREDA, Dr. Daniela PROFIR, Stefan CIORNEI, Dr. Liliana
Elena STANCIU, Dr. Mihaela MINEA, Dr. Augustin Alexandru
MARIN, Dr. Nurla GHIUCIN, Dr. luliana BANARESCU, Dr.
Andreea Mihaela MIRITA, Dr. Elena CRISTESCU, Psychologist
Georgiana RADU, Nicoleta CALOTA, Dr. Eleonora Marioara
MIHALCEA, Dr. Traian SURDU, all specialists from the
Balnear and Recovery Sanatorium in Techirghiol, together
with the other approximately 300 Romanian balneologists
present with original works presented in front of the
congress participants. The batch of balneologists from
Constanta is much larger, from almost all the recovery
clinics on the seaside, from the Faculty of Medicine within
Ovidius University and other medical institutions.
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2016 - ANUL BALNEOLOGIEI ROMﬁIyE$TI
STIMULAREA TURISMULUI DE SANATATE

Autoritatea  Nationald  pentru  Turism  face
demersurile necesare cdtre celelalte autoritati publice
centrale si locale, sectorul privat din domeniu, ONG-uri in
vederea implementdrii planului de actiuni prioritare din
cadrul Master Planului de dezvoltare a turismului balnear,
dupa cum urmeaza:

1. Dezvoltarea unui cluster balneo-turistic verde, la
nivel national, care sa asigure dezvoltarea si promovarea
produselor de turism balnear si de ecoturism pe piata
internationald. Clusterul va fi lansat sub egida Autoritatii
Nationale pentru Turism fin scopul de a coordona
includerea a doua produse cheie a turismului romanesc
- turism balnear si ecoturism, va ajuta statiunile balneare
sd gdseascd finantdrile necesare si parteneri privati fiabili
pentru a dezvolta produse turistice inovante si va avea
un focus specific asupra dezvoltdrii de standarde finalte
urbanistice si de mediu pentru a valorifica patrimoniul
cultural si natural al statiunilor balneare.

Avand rolul de a da o coerentd generald demersului
de dezvoltare a turismului balnear roménesc verde,
clusterul balneo-turistic national va reuni reprezentanti
ai tuturor clusterelor, dar si ai administratiilor publice
centrale, ai APL-urilor si ai sectorului privat (Organizatia
Patronala a Turismului Balnear din Romania, firme din
domeniu).

Viitorii animatori ai statiunilor sau destinatiilor
balneare verzi ar trebui cooptati in cadrul clusterului
national, in calitate de reprezentanti locali ai oraselor
termale.

2.Crearea unui Destination Management
Organization (Organizatie de Management al Destinatiei)
pentru turismul medical din Romania — asociatie a actorilor
publici si privati interesati de dezvoltarea turismului
medical din Romania, in special a componentei sale
balneare (medicalizate) in contextul propice oferit de
Directiva 2011/24/UE privind drepturile pacientilor in
cadrul asistentei medicale transfrontaliere.

Pentru a profita de oportunitdtile oferite de
Directiva 2011/24/UE privind drepturile pacientilor in
cadrul asistentei medicale transfrontaliere, sectorul
turismului de sanatate din Romania trebuie sa inceapa sa
se organizeze. Pentru ca oferta romaneasca sa tinteasca
eficace clientelele de pe piata europeand, este necesara
crearea si dezvoltarea unui DMO (Destination Management
Organization) pentru turismul medical din Romania, care
sa reprezinte “creierul” marketingului in acest domeniu, in
special pentru tratamentele balneare medicalizate pe care
Romania le poate oferi sau dezvolta pentru a rdspunde
cererii nationale siinternationale. Astfel, DMO-ul turismului
medical si de sdndtate va fi responsabil sa:

- comunice cu asiguratori si National Contact Points
straine pentru a identifica potentialul comercial si a-l
semnala furnizorilor si prestatorilor romani;
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-sa furnizeze clientilor potentiali straini informatii
asupra produselor de turism medical balnear din Romania
siasupra calitatii lor, sa comunice care este cadrul normativ
care se aplicd pentru certificarea si acreditarea acestor
servicii si furnizorilor lor;

-sa sprijine cu informatii legate de marketing si
de cererea europeana in domeniu furnizorii de servicii
balneare si asociatiile lor in vederea dezvoltarii si punerii
pe piata a unor produse de medicind balneard inovatoare
sau adaptate anumitor piete emitente.

3.Animarea statiunilor balneare, unde se vrea o
solutie fatd de lipsa generald de animare si activitati de
preventie adaptate, propuse turistilor Tn statiunile balneare.
Se pune accent si pe completarea ofertei de servicii bazata
pe echipamente si infrastructuri cu o ofertd legatd de
patrimoniul cultural si natural din statiunile balneare.

Este necesard coordonarea procesului de formare
a unui corp de animatori la nivel national, care sd poata fi
sustinuti si mutualizati de catre statiunile balneare. Sarcina
principald a animatorului de statiuni turistice va fi de a crea
oferte wellness si proactive, complementare tratamentelor
oferite in centrul balnear. Altfel spus, animatorul va avea
sarcina de a crea activitati recreative legate de patrimoniul
cultural si natural din statiunile balneare si de a dezvolta
produse wellness preventive, precum cursuri de gatit
sanatos, activitati sportive sau de relaxare. Animatorii vor
trebui sa evolueze cdtre adevaratii manageri de destinatie,
formati conform unui COR specific care va putea fi dezvoltat
in parteneriat de ANT si Asociatia de Ecoturism din Romania
cu obiectivul explicit de organizare a dezvoltarii coordonate
a turismului de sanatate si a celui de naturd (ecoturism).
Managerii de destinatie astfel formati vor putea, Tn urma
unor cursuri aditionale, sa fie specializati pe destinatii
ecoturistice sau pe destinatii balneare, avand ca obiectiv
maximizarea sinergiilor intre acestea.

4.Stimularea proprietarilor in vederea modernizarii
capacitdtilor de cazare si a centrelor de tratamente. Va fi
favorizat un proces amplu de modernizare a capacitatii de
cazare siacentrelor de tratamente, cu luareain considerare
a unor norme precise de accesibilitate si durabilitate,
formularea unui raspuns la noile asteptari ale clientelelor,
in special a noilor clientele tintite, in termeni de calitate,
confort, dar si de ecologie si integrare in peisaj.

Formarea sisensibilizarea actorilor si profesionistilor
din domeniu cu privire la cerintele si asteptdrile noilor
clientele nationale si internationale, diseminarea
informatiei, asistenta tehnicd. Diferitele asociatii si
patronate ale hotelierilor ar putea fi asociate acestui
demers.

Sprijinirea  profesionistilor  locali in  directia
implementdrii normelor de mediu: utilizarea energiei
din surse regenerabile, reducerea consumului de apa,
reducerea consumului de electricitate, dar si amenajari



interioare care permit reducerea elimindrii inutile de
CO2, o mai buna gestionare a obiectivelor de asigurare
a confortului (vizual, olfactiv, acustic, umiditate, termic
etc.). Aceste masuri vor contribui in mod fundamental la
convergenta si dezvoltarea sinergiilor intre sectorul balnear
si cel al eco-turismului.

5.Crearea unui grup de lucru specializat pe
amenajari urbane si turistice, prin ameliorarea cadrului
urban si conferirea unei coerente generale intre produsele
de turism de sdndtate si cadrul in care acestea sunt
furnizate in statiuni.

Se vor adopta unele optiuni de amenajare care
sa fie in concordanta cu pozitionarea generald a statiunii:
turism de sandtate verde (eco), anti-ageing, medical etc;

Amenajarea globala a statiunilor trebuie sa fie
un rdspuns la asteptdrile tipurilor de clientele tintite in
termeni de confort, siguranta si ambianta generala. Setul
de criterii pentru amenajarea urbana va defini atat calitatea
produselor si serviciilor turistice care trebuie sd fie oferite
in orasele balneare, cat si calitatea amenajarilor urbane si
a echipamentelor turistice.

n cadrul clusterului, se va crea o comisie speciald
unde vor fi invitati arhitecti, peisagisti, firme specializate in
amenajare urbana si reprezentanti ai administratiei publice
centrale si locale pentru a defini acest set de criterii care va
permite Tmbunatatirea patrimoniului cultural si natural al
statiunilor si diversificarea produselor turistice.

6.Formarea medicilor specializati n statiuni,
rezolvand, astfel, problema lipsei din ce in ce mai acute
a medicilor specialisti in statiunile balneare. Una dintre
problemele principale mentionate de operatorii privati din
sectorul balnear este imbatranirea personalului medical si
dificultatea de a atrage medicii tineri in statiuni.

n plus, INRMFB a constatat in timpul controalelor
efectuate in bazele de tratament o lipsa reald a personalului
auxiliarmedical, ceeace poate afectacalitateatratamentelor
efectuate. Lipsa personalului medical, generata in principal
de emigrarea cadrelor medicale, este o problema nationala
cu care se confrunta autoritatile romane. Este necesar sa
se realizeze un studiu pentru a identifica posibilitatile de
formare a medicilor generalisti Tn acest domeniu, in special
a medicilor generalisti din statiuni sau din centrele urbane
de proximitate. Odata formati, acesti medici pot incheia un
acord de colaborare cadru cu structurile de tratament si
pot fi detasati in acestea, in functie de nevoile lor.

ntr-adevar, operatorii privati nu pot mari salariile
personalului medical permanent, caci activitatea lor este
sezonierd. Asadar, un acord de colaborare cadru intre
personalul medical si proprietarii bazelor de tratament,
care va tine cont de sezonalitatea turismului, este in
interesul ambelor parti.

Tn plus, aceastd specializare trebuie valorizatd
in cadrul programelor universitare de medicini. in
principalele centre universitare ale tarii si in universitatile
din centrele urbane din apropierea statiunilor balneare ar
putea fi organizate zile de prezentare a acestei specializari.

De asemenea, o atentie deosebita trebuie acordata
personalului auxiliar medical, care trebuie sa stapaneasca
evolutiile tehnologice din acest sector (aparitia unor noi
materiale de tratament etc).

7.Ameliorarea formarii profesionale a personalului

din statiuni, printr-un personal format si de calitate in toate
statiunile balneare.

Nevoia de formare a personalului implicat in
activitatea turisticd si medicalda din statiunile balneare
trebuie sa fie adaptata nevoilor specifice ale acestui
tip de clienteld turistica. De exemplu, ar trebui create
cursuri de formare Tn bucatarie dietetica pentru bucatarii
structurilor de cazare din statiunile balneare, pentru a
raspunde cererilor unei clientele in varstd, cu un regim
alimentar obligatoriu (diabetic, persoane care suferad
de hipertensiune) sau ale unei clientele pentru sejururi
de repunere in formd (cura de sldbire). Ar fi necesara
sustinerea cursurilor de formare, de ghid de animatie, care
vor fi responsabili de activitatea de animare a statiunii,
de organizarea de evenimente culturale si distractive
(concursuri, festivaluri, jocuri), Tn special Tn timpul
sezonului turistic. Acest personal trebuie sda beneficieze
de o formare adecvata, care ar lua in considerare nevoile
clientelei in varstd. intr-adevar, statiunile balneare ofer3
putine posibilitati de distractie si organizeaza putine
evenimente ludice care sd se adreseze diferitelor tipuri de
clienteld turistica si care sa permita intdrirea rolului social
al seniorilor, favorizand participarea lor la viata sociala,
culturala, artisticd, consolidand legaturile intre generatii si
promovand solidaritatea intergenerationald.

8 Testarea capacitatii terapeutice a factorilor
naturali din statiunile balneare si promovarea rezultatelor,
prin declararea de noi statiuni balneare si balneoclimatice.

Terapeutica balneara are o traditie foarte veche.
Tnsd farmacologia clinicd actuald nu acordd important3
rezultatelor decat prin prisma unor date statistice
foarte elaborate si a unor experimente aprofundate.
Dovezile obiective, stiintifice ale eficacitatii tratamentelor
balneare trebuie deci puse in evidenta si aceasta la trei
nivele fundamentale. Cresterea gradului de informare a
publicului despre rezultatele studiilor anterioare si actuale,
testarea capacitatii terapeutice a factorilor naturali utilizati
in statiunile balneare, dezvoltarea infrastructurii de
cercetare, acestea sunt doar cateva dintre obiectivele care
ar trebui atinse.

Comunicarea rezultatelor acestor studii trebuie sa
fie permanenta, pentru a promova efectele terapeutice
ale tratamentelor balneare si beneficiile sejururilor de
wellness in statiunile balneare.

9.Elaborarea unui brand «Orase termale» din
Romania. Crearea si promovarea unui brand pentru
asociatie in concordontd cu viitorul brand al tarii, unde
punerea in valoare a pozitionarilor de marketing alese in
functie de pietele tinta si favorizarea unui demers coerent
de promovare la nivelul statiunilor membre ale asociatiei
trebuie sa primeze.

10. Planul de marketing va trebui sd includa
materiale de difuzare a imaginii, mediaplan (TV si radio,
presa destinatd publicului larg), relatii publice, dar si
marketing direct: publicitate prin postd, marketing
telefonic, publicitate prin cupoane de presa, distribuirea
de produse ,Orase Termale”.

11. Pozitionarea statiunilor pe segmentul luptei
impotriva imbatranirii.

Dezvoltarea clusterului/statiune pilot ar putea fi

insotita de crearea unei Asociatii de promovare a luptei>>>
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imbatranirii in Romania, reunind medici,
specialisti din sectorul paramedical, Institutul Ana Aslan
si diferiti prestatori, cu misiunea de a conduce o serie de
studii pe aceasta temad, de a publica articole in reviste
medicale si pentru publicul larg, de a organiza conferinte
si de a participa la promovarea noii pozitionari medicale a
statiunii. La aceasta ar trebui sa se adauge un Portal Web
de sandtate, cu misiunea de a promova noua orientare
a Romaniei si de a asigura monitorizarea la distanta a
relatiilor cu medicii care prescriu tratamentele si cu turisti
care urmeaza curele. Acestora li s-ar putea propune servicii
inovatoare la distanta ,inainte, in timpul si dupa curd”, in
special pentru monitorizarea si intretinerea sanatatii lor:
sfaturi personalizate online, scrisori de informare, chat-uri,
forumuri etc. Scopul este de a fideliza clientela de maniera
durabila.

12.Casele de sandatate din strainatate, dorindu-se
atragerea in statiunile din Romania a membrilor caselor de
sanatate din Europa.

Draftul Programului Strategic National
dezvoltarea turismului medical in Romania:

OBIECTIVE pe termen scurt: Crearea unor surse
suplimentare de venit in turism si sdnatate pentru
reducerea efectelor crizei economice si crearea conditiilor
pentru o relansare rapida in ambele domenii.

Termen mediu: Realizarea unei balante pozitive
in sdnatate (venituri mai mari decat cheltuielile) prin
incurajarea influxului de turisti medicali ca urmare a
unei oferte combinate turism-sdndtate. Transformarea
Romaniei ntr-un “exportator” net de servicii de turism
prin dezvoltarea unei retele nationale intregrate de turism
si sdndtate.

Termen lung: Dezvoltarea pentru Romania a unui
“brand de tara” in turismul medical, cu beneficiiin planurile
economic, social si de imagine.

DIRECTII DE ACTIUNE

Directii strategice

|. Turismul medical de specialitate presupune o oferta
de servicii medicale nalt specializate (de tip diagnostic
complex si/sau interventii chirurgicale, atat stomatologice
cat si de medicind generald) Tn orase universitare care
dispun de toate facilitatile medicale necesare pentru o
abordare multidisciplinara. Se adreseazd unui segment mai
degraba restrans de pacienti, care insa vor cheltui in medie
mai mult la o deplasare.

Profilul solicitantului este unul particular, in
sensul ca interesul principal este cel medical, cel turistic
fiind secundar si subordonat starii de sdndtate pre- si/
sau postoperatorii. Un eventual insotitor se va adapta
comportamentului pacientului.

Accesul la servicii este facilitat de infrastructura
existenta de regula in orasele mari (aeroport, hoteluri,
farmacii, restaurante, magazine etc.) astfel incat investitiile
necesare sunt minime. Acesti pacienti vor reveni de
reguld pentru controale ulterioare, ocazii cu care vor fi
mai interesati de pachetul turistic. Un pacient satisfacut
va recomanda si altora sa aleagd aceste servicii doar daca
va fi multumit de ngrijirea medicala primita si de succesul
acesteia.

II. Turismul medical de masa presupune o oferta de

pentru
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servicii medicale mai putin specializate (tip turism balnear
si de recuperare sau examene medicale periodice) care
se pot desfasura in unitati medicale din orase mai mici,
preferabil aflate Tn zone de interes turistic.

Segmentul de pacienti este mult mai mare (putem
vorbi chiar de turism familial in acest caz) care insa vor
cheltui in medie mai putin pe calatorie.

Solicitantul este interesat intr-o mai mare mdsurd de
componenta turisticd, care poate influenta decisiv alegerea
destinatiei de cdldtorie. Pachetul de servicii si accesul la
acesta trebuie alese in asa fel incat sa favorizeze o decizie
favorabila, componenta medicald nefiind esentiald. Acesti
pacienti vor reveni doar daca serviciile turistice au fost
satisfacitoare. In acest caz vor recomanda experienta si
altora.

Surse de pacienti

I. Uniunea Europeana

Argumente: piata potentiald unica de sdnatate
de 500 de milioane de persoane; oferta competitivd sub
raport calitate/pret; rambursare reciprocd a serviciilor de
sanatate intre tdrile membre; acces rapid si relativ usor
catre Romania din orice zond a Europei;

Amenintdri: oferta turistica si medicala bogata si de
calitate inalta oferita de multe tari din zona; infrastructura
de transport si de servicii inferioara celei a potentialilor
competitori; o perceptie suboptimala a Romaniei ca
furnizor de turism si de sanatate;

Il. Statele Unite ale Americii: argumente: o piata
actuald de sanatate de cateva zeci de milioane de persoane
(fara asigurare); diferentele uriase pentru costurile pentru
servicii medicale fata de Romania; implicarea directd a
asiguratorilor in Tncurajarea turismului medical,

Amenintdri: acces relativ dificil datorita distantelor;
competitie medicald importanta din zone turistice mai bine
definite.

lll. Alte (Canada, Rusia, Orientul Mijlociu):potentiali
furnizori de pacienti prin efect de halou.

Metode de promovare

[. Turism medical institutionalizat: contracte intre
guvern si mari asiguratori medicali din America de Nord si
Europa; participarea la manifestari internationale (firme de
asigurare) cu standuri specializate;

[I. Turism medical neinstitutionalizat, individual si de
grup: birouri proprii de reprezentare pentru turism medical
in tdrile tintd; colaborare cu firmele de turism (medical)
care opereazd deja pe piatd; facilitdti pentru operatorii
locali din turism si sdnatate pentru participarea la program;
participarea la manifestari internationale (firme de turism)
cu standuri specializate;

BENEFICII: Pentru Romania: un (potential) imens
beneficiu de imagine;

Pentru turism: cresterea numarului de turisti
si a veniturilor generate de acestia; valorificarea unor
zone turistice defavorizate prin includerea componentei
medicale; aparitia de tipuri servicii noi de servicii (birouri
turistice integrate in spitale); generarea de resurse pentru
dezvoltarea infrastructurii; crearea de noi locuri de munca
n turism; perfectionarea personalului din turism;cresterea
nivelului de calitate a serviciilor oferite in turism.

Pentru sdndtate: cresterea veniturilor din surse
proprii in sectorul de stat; posibilitatea de a realiza investitii



proprii pentru renovare si dotare cu aparaturd de varf;
marirea veniturilor personalului medical cu cresterea
retentiei in sistem; Tmbunatatirea asistentei medicale
pentru toti asiguratii din sistemul national; revigorarea
intregului sistem educational medical; atragerea de
“inteligente” medicale din alte tdri pentru a lucra in sistem;
dezvoltarea accelerata a sectorului medical privat;

Pentru alte domenii: imobiliare: includerea
ansamblurilor rezidentiale n circuitul de cazare; transport
aerian: dezvoltarea serviciilor de transport de tip charter
si low-cost; farmacii: cresterea veniturilor din vanzarea
de medicamente si dispozitive medicale; dezvoltarea unei
piete a serviciilor complementare (rent a car, telefonie
mobila etc.)

N\J”« 2016 THE YEAR OF THE ROMANIAN BALNEOLOGY
v4hN STIMULATION OF HEALTH TOURISM

The National Touring Authority grants special
attention to the health tourism in Romania, preparing
to that end, together with the private sector and in
collaboration with the central and local authorities and
considering the natural and cultural potential of the
profile resorts, the Master Plan for the development of
health tourism in 2010. In 2015, the Master Plan for the
development of health tourism was updated.

The National Touring Authority makes the required
formalities to the other central and local authorities, the
private sector in the matter, and NGOs to implement the
plan of priority actions within the Master Plan for the
development of balneary tourism, as follows:

1The development of a green balneary-touring
cluster, at the national level, providing the development
and promotion of balneary tourism products and green
tourism on the international market. The cluster shall
be launched under the guidance of the National Touring
Authority in order to coordinate the inclusion of two key
products of the Romanian tourism- the balneary tourism
and the green tourism, which should help balneary resorts
to find the required funding and private viable partners in
order to develop innovative touring products and to focus
specifically on the development of high town planning and
environmental standards in order to capitalise the cultural
and national assets in the balneary resorts.

Intended to give coherence to the general
action of development of the Romanian green balneary
tourism, the national balneary-touring cluster shall gather
representatives from all clusters and of the public central
authorities, APL and private sector (The Association of
Landlords in Balneary Tourism in Romania, companies in
the field).

The future entertainers in the green balneary
resorts or destinations should be included in the national
cluster as local representatives of thermal towns.

2The creation of a Destination Management
Organization for the medical tourism in Romania - an
association of public and private players interested in the
development of medical tourism in Romania, especially
the balneary component (medical side) in the positive
background offered by Directive 2011/24/EU regarding the
patients’ rights in terms of cross-border medical assistance.

In order to take advantage of the opportunities

Anca PAVEL-NEDEA,
president of the National Touring Authority

offered by Directive 2011/24/EU regarding the patients’
rights in terms of cross-border medical assistance, the
purpose of health tourism in Romania must begin to
organise. In order to take advantage of the opportunities
offered by Directive 2011/24/EU regarding the patients’
rights in terms of cross-border medical assistance, the
purpose of health tourism in Romania must begin to
organise. For the Romanian offer to efficiently aim clients
on the European Market, it is necessary to create and
develop a DMO (Destination Management Organization)
for the medical tourismin Romania representing the ,,brain”
of the marketing in the matter, especially for medical
balneary treatments Romania can offer or develop to meet
the national and international demand. Thus, the DMO for
the medical and health tourism shall be responsible for:

- communicating with insurers and foreign National
Contact Points in order to identify the commercial potential
and notify such to the Romanian suppliers and service
providers;

- providing the potential foreign clients information
on the balneary medical tourism products in Romania and
their quality, to communicate the legal framework applied
for the certification and accreditation of such services and
their suppliers;

- supporting the suppliers of balneary services and
their associations with information related to marketing
and the European demand in the matter in order to
develop and market some innovative products of balneary
medicine adapted to certain issuing markets.

3.The entertaining of balneary resorts, where a
solution to the general lack of entertainment and adapted
prevention activities proposed to tourists in balneary
resorts is desired. A service offer, based on equipment
and infrastructure supplemented by an offer related to
the cultural and natural assets in balneary resorts is also
a focus.

It is necessary to coordinate the training process
for a group of entertainers at national level, supported and
used by balneary resorts. The main task of the entertainer
in touring resorts shall be to create wellness and proactive
offers, in addition to the treatments offered by the balneary
centre. In other words, the entertainer shall have the task
to create leisure activities in relation to the cultural and

natural assets in balneary resorts and to develop preventive >>>
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>>> wellness products, such as healthy cooking classes, sports

or leisure activities. Entertainers shall evolve to true
destination managers, trained according to a specific
COR to be developed in partnership with ANT and the
Association of Green Tourism in Romania, with the explicit
objective of organising the coordinated development of
health tourism and nature tourism (green tourism). The
destination managers so trained shall be, after additional
training, specialised in green tourism destinations or
balneary destinations, aiming to maximise the synergy
between the same.

4The landlords” stimulation to modernise the
accommodation facilities and the treatment centres. An
extensive modernisation process shall be enhanced for
the accommodation facilities and the treatment centres,
considering some precise norms of accessibility and
sustainability, the formulation of a response to the clients’
expectations, especially the new clients targeted, in terms
of quality, comfort and ecology and landscaping.

The formation and sensitisation of players and
professionals in the matter regarding the demands and
expectations of the national and international clients,
dissemination of information, technical support. The
various associations and hotel landlords’ associations can
take part to these formalities.

Supporting the local professionals to implement
the environmental norms: the use of power from
renewable sources, reduction of water consumption,
reduction of power consumption ad interior design
allowing the reduction of useless CO2 emissions, a better
management of the comfort assurance objectives (visual,
odour, acoustic, moisture, thermal, etc.). Such measures
shall fundamentally contribute to the convergence and
development of synergies between the balneary and green
tourism sectors.

5The creation of a town planning and touring
arrangements specialised group by improving the urban
framework and by providing some general cohesion
between the health tourism products and the background
of these being offered in the resorts. Some arrangement
options according to the general position of the resort shall
be adopted: green health tourism (ecologic), anti-ageing,
medical, etc.

The resort global arrangement must meet the
expectations of the types of clients targeted in terms of
comfort, safety and general ambiance. The set of criteria
for town planning shall define both the quality or products
and tourism services to be offered in balneary towns, and
the quality of arrangements and touring equipment.

The cluster shall contain a special commission where
architects, landscape specialists, specialised companies in
landscaping and representatives of the central and local
public administrations shall be invited to define such set
of criteria allowing the improvement of the cultural and
natural assets of the resorts and the diversification of
touring products.

6.The training of specialised doctors in resorts, thus
solving the issue of the ever more acute lack of specialised
doctors in the balneary resorts, one of the main problems
mentioned by private operators in the balneary sector
is the ageing of the medical staff and the difficulties in
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attracting young doctors in the resorts.

Moreover, INRMFB found, during the controls
performed in the treatment centres, a real absence of
auxiliary medical staff, which can affect the quality of
the treatments provided. The lack of the medical staff,
generated mainly by the emigration of doctors, is a national
problem facing the Romanian authorities. It is necessary to
realise a study in order to identify the possibilities to train
general doctors in this matter, especially general doctors
in resorts or nearby urban centres. Once trained, the
doctors can sign a collaboration master agreement with
the treatment structures and can be detached to these,
depending on their needs.

It is true that private operators cannot increase
salaries of their permanent medical staff, given that their
activity is a seasonal one. Therefore, a collaboration master
agreement between the medical staff and the landlords
of treatment centres, considering the tourism seasonal
nature, interests both parties.

Moreover, the specialisation must be capitalised
within the university medicine programmes. The main
academic centres in the country and universities in cities
near balneary resorts could organise presentations of such
specialities.

Also, special attention must be given to the auxiliary
medical staff who must master the technological progress
in the matter (new treatment materials appearing, etc.).

7.The improvement of the professional training of
the staff in the resorts, by means of trained and quality
personnel in all balneary resorts.

The need to train the staff involved in the touring
and medical activity in balneary resorts must be adapted
to the specific needs of this type of touring clients. For
instance, diet cooking classes should be created in the
kitchens of accommodation facilities in balneary resorts, in
order to meet the demands of the old age clients subject
to a mandatory diet (diabetics, persons with high blood
pressure) or clients coming for recovery (weight loss).
It would be necessary to support the training courses as
entertaining guide responsible for entertaining the resorts,
for organising cultural and fun events (contests, fairs,
games), especially during the touring season. The staff
must benefit of appropriate training considering the old
clients. Indeed, balneary resorts offer little entertainment
possibilities and organise only a few of gaming events
addressing the various types of clients and allowing the
enforcement of the seniors’ social role, favouring their
participation to the social, cultural and artistic life and
reinforcing the connections between generations and
promoting solidarity between them.

8.Testing the therapeutic capacity of the natural
factors in the balneary resorts and promoting the results
by declaring new balneary and balneary-climatic resorts.

The balneary therapy has a very old tradition.
However, the current clinical pharmacy gives no importance
to the results except for very laborious statistical data and
thorough experiments. Objective and scientific evidence
of the efficiency of balneary treatments must therefore be
outlined at 3 fundamental levels. The increase of the public
level of information on the results of prior and current
studies, testing of the therapeutic capacity of the natural



factors used in balneary resorts, development of research
infrastructure, these are only some of the objectives to be
reached.

The communication of the results of such studies
must be permanent, to promote the therapeutic effects of
the balneary treatments and benefits of the wellness stays.

9.Preparation of a brand ,Thermal Cities” in
Romania. The creation and promotion of a brand for the
association according to the future brand of the country,
where the value of the marketing position selected
according to the target markets and favouring coherent
formalities of promotion at the level of the resorts in the
association must be a priority.

The marketing plan must include materials to
disseminate the image, media plan (TV and radio, large
audience media), public relations, and direct marketing:
mail advertising, telephone marketing, advertising by
means of press vouchers. Distribution of ,Thermal Cities”
products.

10.Positioning the resorts in the sector of the battle
against ageing.

The development of the pilot cluster / resort can be
accompanied by the creation of an Association to promote
the battle against ageing in Romania, reuniting doctors,
specialists in the paramedical sector, Ana Aslan Institute
and various service providers, with the mission of leading a
series of studies on this topic, to publish articles in medical
magazines and for the public, to organise conferences and
participate to the promotion of new medical positioning of
the resort. A health web portal should add to all these, with
the mission of promoting the new direction in Romania and
to ensure the remote monitoring of the relationships with
doctors prescribing treatments and with tourists’ subject
to treatments. These could be proposed innovative remote
services ,before, during and after treatment”, especially
to monitor and maintain their health: on-line customised
advice, information letters, chats, forums, etc. The purpose
is to obtain loyal durable clients.

11.Modernisation of resorts / destinations located
in salt mines, to increase touring traffic in the respective
destinations and to also increase the number of patients
(mainly children!) benefiting of specialised medical
services.

The only modernised salt mine is currently the
one in Turda. ANT has prepared pre-feasibility studies
for three salt mines: Slanic Prahova (touring component
closed on December 30th), Praid and Cacica. The studies
were provided free of charge to Salrom and the local public
authorities. Unfortunately, no serious investments were
performed. Studies can be reanalysed and completed by
all the procedures necessary to prepare the technical-
economic documentation according to the laws in force.

12 Theforeign healthassociations, with the intention
to attract members of European health associations to the
Romanian resorts.

13.Initiation of investment projects in Bdile
Herculane and Borsec according to the plan prepared by
the Programme of the United Nations for Development.

Main objective: to start / complete all the
investments in tourism in the two resorts.

Given that focus is placed on transparency, | present

below the Draft National Strategic Programme for the
development of medical tourism in Romania:

Short term OBJECTIVES:

- creation of additional revenue resources for
tourism and health in order to reduce the effects of the
economic crisis and the creation of the conditions for a fast
relaunch in both fields.

Medium term

- achievement of a positive health balance (revenues
exceeding expenses) by encouraging the inflow of medical
tourists as a result of a combined offer tourism-health.

- transforming Romania in a net ,exporter” of
touring services by developing a national integrated
network for tourism and health.

Long term

- the development for Romania of a ,national
brand” in medical tourism, with benefits in economic,
social and image terms.

ACTION DIRECTIONS

Strategic directions

I. Medical specialised tourism

It entails an offer of highly specialised medical
services (of complex diagnose type and / or surgeries, both
dental and general medicine) in academic cities holding
all the required medical facilities for a multidisciplinary
approach.

It addresses a rather limited segment of patients
who shall however spend more in average for one travel.

The profile of the applicant is a particular one, in
the meaning that the main interest is the medical one,
the touring purpose being secondary and subordinated to
the pre/ and / or post-surgery health condition. A possible
attendant shall be adapted in the patient’s conduct.

The access to services is enhanced by the
existing infrastructure, usually in large cities (airport,
hotels, pharmacies, restaurants, shops, etc.) so that the
investments required are minimum,

The patients shall return for subsequent check-ups,
when they shall again be interested in the touring package.

A satisfied patient shall also recommend others to
choose the services only if satisfied with the medical care
received and its success.

[l. Mass medical tourism

It entails an offer of less specialised medical services
(type of balneary and recovery tourism or regular medical
examinations) that can be carried out in medical facilities in
small towns, preferably in touring areas.

The segment of patients is much larger (we can even
talk about family tourism in this case) who shall however
spend less in average for one travel.

The applicant in largely interested in the touring
component which can decisively influence the travel
destination selected,

The package of services and the access to the same
must be so selected to favour a positive decision, the
medical component being less essential.

The patients shall only return if the touring services
are satisfying. In such case they shall recommend the
experience to others.

Sources of patients
|. European Union
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>>> Arguments: a potential unique health market of 500 million

persons; a competitive offer in terms of the quality / price
ratio; mutual compensation of health services between
the member states; quick and relatively easy access to
Romania from any area on Europe;

Threats: the rich touring and medical offer of high quality
offered by many countries in the area;

transport and service infrastructure below the potential
competitors; a less than optimal perception of Romania as
supplier of tourism and health;

[I. United States of America

Arguments: a current health market of tens of millions of
persons (without insurance); the enormous differences for
the medical services as compared to Romania; the direct
involvement of insurers in encouraging medical tourism;
Threats: relatively difficult access due to distances;
significant medical competition in better defined touring
areas.

IIl. Others (Canada, Russia, Middle East): potential patient
suppliers due to the halo effect

Promotion methods

I Institutionalised medical tourism

contracts between the government and the large medical
insurers in North America and Europe.

participation to international events (insurance companies)
with specialised stands.

II. Non-institutionalised medical tourism, individual and in
groups.

own representing offices for medical tourism in target
countries;

collaboration with travel companies (medical) already on
the market;

facilities for local touring and health operators to participate
to the programme;

participation to international events (travel companies)
with specialised stands.

BENEFITS

For Romania

an immense (potential) benefit for the image.

For the tourism

increase in the number of tourists and of the revenues
generated by them;

capitalisation of less favoured touring areas by including
the medical component;

occurrence of new types of services (travel offices
integrated in hospitals);
generation of resources for
infrastructure;

creation of new jobs in tourism;
perfection of touring staff;
increase in the level of quality of touring services.

the development of

For health

increase in revenues from own sources in the state sector;
possibility to achieve own investments for refurbishment
and endowment with top equipment;

increase in the revenues of medical staff entailing the level
of keeping the staff in the system;
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improvement of medical care for all persons insured in the
national system;

reinvigoration of the entire medical educational system;
attraction of medical ,,brains” from other countries to work
in the system;

fast development of the private medical sector.

For other fields of interest:

real-estates: inclusion of residential assemblies in the
accommodation circuit;

air transport: development of charter and
transport services;

pharmacies: increase of sales revenues from drugs and
medical devices;

development of additional services (rent a car, mobile
telephony etc.)

V. HEALTH TOURISM PROMOTION PROGRAMME

EVENTS

Workshops (conference, symposium) regarding
the regulations in the matter of health tourism: balneary
tourism and medical tourism (especially in terms of
Balneology).

Regional workshops (conference, symposium) with
the participation of specialists doctors in the resorts to
promote health tourism with general doctors (Bucharest
and other four locations for regional workshops; proposals:
lasi, Sibiu, Timisoara, Oradea)

Workshops  (conference,  symposium)  with
specialists doctors in the balneary and balneary-climatic
resorts focusing on the doctor / tourist relationship.

Regional workshops (conference, symposium) with
the participation of the staff in the resorts focusing on the
staff’s awareness in general, not only the doctors’.

Workshop on a resort realised to fight ageing.

Regional workshops (conference, symposium)
regarding the collaboration between touring operators and
the destinations offering services included in the health
(medical and balneary) tourism. Bucharest and other four
locations set according to the ratio of touring operators
involved in this type of tourism.

VISITS OF SPECIALISTS / MEDIA / TOURING
OPERATORS

Work visits in the resorts
representatives of insurance companies.

Work visits in the resorts
representatives of doctors.

Work visits for the representatives of media
specialised in the matter.

ADVERTISING MATERIALS

Medical tourism brochure (disorders treated and
locations) for general doctors and travel offices.

Brochure for balneary and balneary-climatic resorts
for general doctors and travel offices.

low-cost

agreed for the

agreed for the

PARTICIPATION TO FAIRS

Tourism fairs are organised abroad specific to the
matter: health (medical and balneary). An inventory of such
events must be carried out. Subsequently, the participation
with health specialists (medical and balneary).e



in cadrul Sanatoriului Balnear si de Recuperare

Techirghiol functioneaza sectia Recuperare
Neuropsihomotorie Copii, unde suntinternaticopii cu varste
cuprinse intre 3 si 18 ani neimpliniti, cu Insotitor sau fara,
diagnosticati cu diverse tulburari de sorginte neuromotorie
si care beneficiaza de tratament de recuperare specific.

in functie de diagnosticul pacientilor, medicii de
Recuperare, Medicind Fizica si Balneologie ai Sectiei
stabilesc procedurile de recuperare adecvate, dintre care
amintim kinetoterapie, electroterapie, bai galvanice,
impachetdri si bdi cu namol, logopedie si consiliere
psihologicad.

Pacientiibeneficiazadeinterventiiatentmonitorizate
medical si aplicate de o echipd multidisciplinard, reusind
astfel sd asigure contextul optim in care copiii isi pot atinge
potentialul maxim de recuperare.

Un caz relevant in ceea ce priveste abordarea
multidisciplinard a procesului de recuperare in cadrul
Sectiei Recuperare Neuropsihomotorie Copii este cel al
D.S.C., o fetitd in varsta de 7 ani, aflata la a treia internare in
cadrul Sanatoriului pentru recuperarea unor sechele post-
traumatice ale unei fracturi de tibie stanga.

Prima internare are loc la aproximativ doua luni
de la traumatism, imediat dupa scoaterea gipsului. D.S.C.
este diagnosticatd cu traumatism prin cddere-saritura,
sechele functionale, usoara tumefactie la nivelul gleznei
stangi, minima redoare de glezna, fard alte semne locale de
inflamatie, discret hipotrofie coapsa si gamba stangd, mers
schiopatat, cu scurtarea timpului de sprijin pe membrul
inferior stang. A efectuat tratament balneo-fizico-kinetic,
bine tolerat, cu evolutie favorabild, disparitia tumefactiei si
imbunatatirea schemei de mers.

Tn urma parcurgerii procedurilor necesare pentru
recuperarea sechelelor, se observa persistenta schemei
de mers deficitare la cea de a doua internare, in ciuda
inexistentei unor indicatori cauzali fiziologici pentru
limitarile functionale.

Tntimpul celei de atreiainternari pentru recuperarea
mersului nu sunt evidente modificari semnificative locale,
dar persista mersul schiopatat, fapt care evidentiaza
posibilitatea ca limitdrile functionale ale copilului sa aiba

O ABORDARE MULTIDISCUIPLINARI‘I' A TULBURARILOR
DE IMAGINE CORPORALA. STUDIU DE CAZ.

logoped, psihoterapeut Georgiana RADU,
Sectia Recuperare Neuropsihomotorie Copii

origine psihogena.

n cadrul sedintelor de consiliere psihologicd, s-a
identificat o perturbare a schemei corporale a copilului,
pentru corectarea careia au fost aplicate tehnici de art-
terapie, conversatie dirijatd, metoda desenului, transe
hipnotice cu inductie naturald, tehnici de imagerie
mentald, planificare mentald si proiectie a traseului de
recuperare, tehnici de vizualizare a momentului din viitor
in care vindecarea este o realitate.

D.S.C. a fost extrem de deschisa colaborarii cu
psihologul, creand extrem de rapid o aliantd terapeutica
solida, utilizand zilnic iIn mod independent cateva dintre
tehnicile exersateintimpul sedintelor de consiliere. Pacienta
a efectuat, asadar, tratament balnear specific, kinetoterapie
si consiliere psihologicd, avand o evolutie favorabila.
Conform concluziilor inscrise in fisa de observatie, D.S.C.
”se externeaza vindecatd, cu recomandarea de a continua
consilierea psihologica”.

Pentru a intelege in detaliu fenomenul distorsiunii
imaginii corporale, incepem prin a defini schema corporald
ca fiind “experienta pe care fiecare individ o are despre
propriul sdu corp, in miscare sau in stare imobild, Tntr-
un anumit echilibru spatio-temporal si in relatiile sale cu
lumea Tnconjuratoare”. (Dictionar de psihologie Larousse,
Editura Univers Enciclopedic, Bucuresti, 2000, p. 276)

Schema corporald este elaborata progresiy,
integrand informatii obtinute prin experienta nemediatd
a individului cu mediul de viatd, utilizand informatii
interoceptive (visceral - cenestezice), proprioceptive
(musculare, articulare etc.), exteroceptive (vizuale,
auditive, tactile, termice, dureroase, olfactive, gustative),
din sinteza cdrora va fi construitd o imagine unitard
tridimensionald a propriului corp. (Endchescu, Constantin
— Tratat de psihopatologie, Editura Polirom, lasi, 2005)

Initial, s-a emis ipoteza conform cdreia substratul
anatomic al elaborarii schemei corporale este situat
n regiunea parietald superioara (ariile corticale 5 si 7)
deoarece leziuni organice ale acestei zone determinau
dezintegrarea somatognoziei (iluzii de transformare,
deplasarea unui membru etc.), insa faptul ca ablatia chiar
si a unei regiuni semnificative a regiunii temporale era slab
corelatd cu aparitia tulburdrilor de schemd corporald, a
fundamentat concluzia ca zonele mai sus mentionate doar
fac parte din circuitul neuronal situatin regiunea temporalg,
consideratd in continuare implicatd in integrarea schemei
corporale. (Dictionar de psihologie Larousse, Editura
Univers Enciclopedic, Bucuresti, 2000)

Imaginea corporald are un aspect perceptiv, dar este
si o reprezentare in planul constiintei, delimitandu-se astfel
doua terminologii care fac referire la aspecte distincte ale
acesteia (Enachescu, Constantin — Tratat de psihopatologie,
Editura Polirom, lasi, 2005, p. 207): ,,schema corporald —

imaginea senzorio-perceptivd a corpului somato-visceral si |
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>>>imaginea de sine — imaginea moral — valorica a individului,

in spetd imaginea Eului personal distinct”.

M.A.  Woodsbury propune existenta a trei
scheme corporale (Endchescu, Constantin — Tratat de
psihopatologie, Editura Polirom, lasi, 2005, p. 207-208):
,schema corporala tridimensionald — pe care individul o
percepe in conditii de claritate a constiintei ca fiind net
separata de lumea exterioara prin limitele corporale;
schema corporald intermediara — forma de regresiune
a schemei corporale tridimensionale prin intruziunea
fenomenelor viscerale in campul constiintei sub forma
cenesteziilor, aspecte de naturd psihopatologica care
pot fi intdlnite Tn aceste cazuri fiind fenomenele de
depersonalizare, fenomene anormale vizuale si auditive
(fosfene, acufene) sau fenomene vestibulare (vertij, greata,
tulburdri de echilibru si de orientare spatiald); si schema
corporald viscerala — manifestari cenestopastice, tranzitorii

BN

si partiale, cu posibilitatea de manifestare a urmatoarelor
aspecte psihopatologice: palpitatii, dispnee, greata, atacuri
de panica, derealizare schizofrenica, sindromul Cottard din
melancolie”.

Asadar, integrarea in campul constiintei a partilor
corpului reprezinta fundamentul constructiei unei imagini
proprii referitoare la existenta umana ca individualitate
unica si net diferentiabila in raport cu un Altul. Acest tip de
somatognozie este necesara individului pentru adaptarea
la cerintele mediului inconjurdtor si pentru conturarea
unei imagini mai mult sau mai putin constientizate asupra
propriei persoane.

Bibliografie:

Dictionar de psihologie Larousse, Editura Univers Enciclopedic,
Bucuresti, 2000

Endchescu, Constantin — Tratat de psihopatologie, Editura
Polirom, lasi, 2005
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N\J”« A MULTIDISCIPLINARY APPROACH OF
v4N BODY-IMAGE DISORDERS. CASE STUDY

Speech-Language Pathologist (SLP), psychotherapist Georgiana RADU
Department of Motor Neuron Psychic Recovery for Children

In the Techirghiol Balneal and Rehabilitation
Sanatorium, there is a Department of Motor Neuron Psychic
Recovery for Children. Here are being admitted children
aged between 3 and 18 (unreached), accompanied or
un-accompanied, diagnosed with different motor neuron
disorders and who receive specific recovery treatment.

Based on the patient’s diagnosis, the department’s
specialists in Recovery, Physical medicine, and Balneology
establish the adequate recovery procedures, among which
physiotherapy, electrotherapy, galvanic baths, mud packs
and baths, speech and language therapy, and counselling.

Patients benefit from carefully monitored
interventions applied by a multidisciplinary team, ensuring
therefore an optimal context in which children can reach
their maximum recovery potential.

A relevant case regarding the multidisciplinary
approach of the recovery process in the Department of
Motor Neuron Psychic Recovery for Children is the one
of D.S.C, a 7-year girl admitted for the first time in the
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Sanatorium for the recovery of post-traumatic sequelae
after a left tibia fracture.

The first admission took place approximatively two
months after the trauma, right after removing the cast. D.S.C
is diagnosed with trauma caused by fall- jump, functional
sequelae, slight tumefaction at the left ankle, minimum
ankle stiffness, no other local signs of inflammation, slight
thigh and left calf hypotrophy, limping, decrease of the
time of standing on the left lower limb. She underwent
balneal-physical therapy, well tolerated, with favourable
progression and the disappearance of the tumefaction and
improvement of walking.

Following the procedures needed for recovery, one
could notice the persistence of the defective walking during
the second admission, despite the fact that there were no
physiological causal indicators of the functional limitation.

During the third admission that aimed to recover the
walking, no significant local modifications were identified,
but the walking persisted, which showed the possibility for



the functional limitations to have a psychogenic origin.

During the counselling sessions, one identified a
perturbation of the child’s body schema. For its correction,
we applied art-therapy techniques, guided conversation,
drawing method, naturally-induced hypnotic trances,
mental imagery techniques, mental planning and projection
of the recovery course, techniques of visualization of the
future moment when curing becomes a reality.

D.S.C was extremely open to the collaboration
with the psychologist, rapidly creating a strong therapeutic
alliance. Daily, she used independently some of the
techniques practiced during the counselling sessions.
Therefore, the patient undertook specificbalneal treatment,
physical therapy, and counselling, with a favourable
evolution. According to the conclusions in the observations
chart, D.S.C. “Is cured at the moment of discharge, with the
recommendation to continue counselling”.

In order to fully understand the phenomenon of
body image distortion, we begin by defining the body
schema as “the experience that each individual has
regarding his/her own body, in motion or at rest, in a
certain space-time balance and in its relation with the
environment.” (Larousse Psychology Dictionary, Univers
Enciclopedic publishing house, Bucharest, 2000, page 276).

The body schema is established progressively, by
integrating information obtained through the individual’s
unmediated experience with the life environment, by
using interoceptive (visceral- cenesthesic), proprioceptive
(muscular, articular, etc.), exteroceptive (visual, auricular,
tactile, thermal, painful, olfactory, gustative) information.
From their synthesis, a three-dimensional unitary image of
the body shall be built. (Endchescu, Constantin — Tratat de
psihopatologie, Polirom publishing house, lasi, 2005)

Initially, one formulated the hypothesis according
to which the anatomic underlayer of the body schema
elaboration is located in the upper parietal region
(cortical areas 5 and 7) because organic lesions of
this area determined the somatognosis disintegration
(transformation illusions, limb displacement, etc.), but
because the ablation of even a significant area of the
temporal region was weakly correlated with the onset of
body schema disorders, it represented the grounds for
the conclusion that the above-mentioned areas are only

PREZENTARE DE CAZ -

SECHELE TBC OSTEOARTICULAR

Pacientul C.I in virsta de 58 de ani, pensionar,
fumator, domiciliat in mediul rural s-a prezentat in sectia
de Recuperare a Sanatoriului Techirghiol pentru dureri
mecanice lombare la data de 3 mai 2016.

Istoricul bolii:
¢1994-Dg:Osteitd Tbc-sectie de Ftiziologie Agigea -
interventie chirurgicald de excizie (rezectie partiald arc
posterior coasta V dreapta).
¢1994-2009: control anual in sectia de Ftiziologie Agigea.
¢2008,2010: recuperare medicald Spital Clinic Grand,
Eforie Nord.
*2009-Dg: lombara

Spondilolisteza L5-S1-interventie

parts of the neuronal circuit located in the temporal region
that is still considered to be involved into the body schema
integration. (Larousse Psychology Dictionary, Univers
Enciclopedic publishing house, Bucharest, 2000)

Body image has a perceptive aspect, but it is also
a representation at the level of consciousness, therefore
two terminologies that relate to its distinct aspects being
set out (Endchescu, Constantin — Tratat de psihopatologie,
Polirom publishing house, lasi, 2005, page 207): “body
schema — sensory-perceptive image of the somatic-visceral
body and self-image — the value and moral image of the
individual, i.e. the image of the distinct personal Ego”.

M.A. Woodsbury suggests the existence of
three body schemas (Endchescu, Constantin — Tratat de
psihopatologie, Polirom publishing house, lasi, 2005, page
207-208): ,three-dimensional body schema — which the
individual sees in clarity of consciousness conditions as
being totally separated by the exterior world by means of
body limits; intermediary body schema —regression form of
the three-dimensional body schema through the intrusion
of visceral phenomena in the field of consciousness in the
form of cenesthesia, aspect of psychopathological nature
that can appear in such cases are depersonalization,
abnormal visual and auricular phenomena (phosphenes,
tinnitus) or vestibular phenomena (dizziness, balance
and spatial orientation disorders) visceral body schema
— transient or partial cenesthopathic manifestations,
with the possibility of manifestation of the following
psychopathological aspects; palpitation, dyspnoea,
nausea, panic attacks, schizophrenic derealisation, Cottard
syndrome caused by melancholy”.

Therefore, the integration into the consciousness
field of the body parts represents the foundation of building
an own image regarding human existence as a unique and
clearly differentiable individuality in relation with Others.
This type of somatognosis is needed by the individual in
order to adapt to the environment’s requirements and to
outline a more or less conscious image about the own self.
Bibliography:

Larousse Psychology Dictionary, Univers Enciclopedic publishing
house, Bucharest, 2000

Endchescu, Constantin — Tratat de psihopatologie, Polirom
publishing house, lasi, 2005

Dr. Marius Sorin CHIRIAC
Dr.Liliana-Elena STANCIU
Dr.Elena-Valentina IONESCU

chirurgicald la nivel L5-S1 cu implant metalic lombar.Sectia
de neurochirurgie-Spitalul Clinic Judetean Constanta.
¢2016: Este indrumat cdtre recuperare medicald pentru
tratamentul de specialitate.

Examenul obiectiv

Coloana Vertebrala
eHemibazin stang ascensionat, cicatrice postoperatorie
medio-lombara si topografic clavicular dreapta si
hemitorace lateral dreapta.

eScolioza dorso-lombara dextroconvexa dorsal, cifoza
dorsala.
eTendinta la rectitudine coloana cervicala.
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>>> e(Contractura paravertebral lombar dreapta.

eMers dificil pe varfuri si cdlcaie.
*Reflexe osteodendinoase ahilean si medio-plantar abolite
bilateral.
eHipotonie si hipotrofie membrul inferior bilateral.
eTesting muscular: Tibial anterior, peronieri,
sural=4(dreapta)
eTulburari de sensibilitate difuze membrul inferior drept.
ePuls periferic diminuat bilateral la artera pedioasa si
tibiala posterioara.
oin prezent poartd corset toraco-lombar tip Cheneau
pentru stabilizare dorso-lombara.
eFard tulburari de mictiune.

Tratament medicamentos-inceput la 8 iulie 2014:
Lyrica 75mg 2 cp/zi; Ranitidina 150 mg 2 cp/zi; Tratament
antiinflamator nesteroidian intermitent.

triceps

Fig.1 (19.01.2016)

Fig.3 (03.05.2016)

ePacientul necesitd tratament de recuperare particularizat
in functie de comorbiditatile prezente, avand ca obiectiv
major cresterea stabilitdtii coloanei cervico-dorso-lombare,
cu reeducarea engramei de mers.

eTratamentul de recuperare trebuie efectuat de doua ori
pe an in regim sanatorial.

eProgramul de kinetoterapie initiat si invatat pe parcursul
internarii va trebui efectuat de catre pacient la domiciliu.
oIn prezent se mentine recomandarea de purtare a
corsetului Cheneau de stabilizare dorso-lombara.
ePacientul necesita efectuare periodica a unui consult de
specialitate pneumoftiziologie.
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Tratament balneofizical kinetic efectuat in Sanatoriul
Balnear si de Recuperare Techirghiol:
1.Bazin hidrokinetoterapie individual sau grup asistat.
Obiective: Crestere stabilitate coloana lombara, reeducare
mers.
2.Laser paravertebral lombar bilateral.
3.Hivamat paravertebral lombar, 170 Hz 15 min, 60 Hz 10
min.
4.Cataplasma parafina-coloana dorso-lombara,42 grade
Celsius, 20min.
5.Masaj sedativ coloana dorso-lombara.
6.Kinetoterapie individuala.

Obiective: Crestere stabilitate coloana lombara,
reeducare mers, reguli de igiena ortopedicd coloana
vertebrala.

Rezultate si discutii:

:% -
Fig.2 (19.01.2016)

Fig.4 (03.05.2016)

Particularitatea cazului.

ePacient diagnosticat la varsta tdnara (34 ani) cu Osteita
Thc, cu o deteriorare progresiva a stabilitatii coloanei
vertebrale, fard efectuarea unui tratament kinetic
corespunzator, ceea ce a dus la necesitatea interventiei
chirugicale de stabilizare lombara.

eCazul releva importanta recuperarii medicale la pacientii a
caror patologie prezintd un caracter multidisciplinar.

*Pacientul C.I si-a dat acordul pentru a fi fotografiat
siaise folosi datele medicale spre publicare in revistele de
specialitate medicald.



N\J”« CASE PRESENTATION -

V4N OSTEOARTICULAR TUBERCULOSIS SEQUELAE

The 58-year old patient, C.1., retired, smoker, living in
arural area, has presented to the Department of Recovery
from Techirghiol Sanatorium complaining of mechanical
back pain on May 3rd, 2016.

Case history:

*1994 - Diagnosis: Tuberculous osteitis - Phthisiology
department Agigea - excision surgery ( partial resection
posterior arch right V rib).
¢1994-2009: annual check-up at
department in Agigea

22008,2010: Medical recovery at Grand Clinical Hospital,
Eforie Nord.

¢2009 - Diagnosis: Lumbar spondylolisthesis L5-S1 -
surgery of the level L5-S1 with lumbar metallic implant.
Neurosurgery Department - Constanta County Clinical
Hospital.

¢2016: He is recommended to
rehabilitation for specialty treatment.

Objective medical examination

Spinal column
eUplifted left hemipelvis, medium-lumbar post-operatory
scar and topographical right clavicular and lateral right
hemithorax.
eDorsal-lumbar
kyphosis.
eTendency of rectitude of the cervical column.
eRight lumbar paravertebral contraction.

*Walks difficulty on his toes and on his heels.

eDeep tendon reflexes at heels’ level and medial-plantar
level, bilaterally abolished.

eHypotony and hypotrophy of the bilateral lower limb.
eMuscular testing: anterior tibial, peroneus, triceps surae
=4 (right)

eDiffuse sensitivity disorders in the right lower limb.
eBilaterally diminished lateral pulse in the posterior tibial
and pedis artery.

eHe now wears thoracic-lumbar Cheneau corset for dorsal-
lumbar stabilization.

*No urination disorders.

the Phthisiology

undergo medical

dorsal dextroconvex scoliosis, dorsal

Medicinal treatment - started on July 8th, 2014

1.Lyrica 75mg 2 pills/day

2.Ranitidina 150 mg 2 pills/day

3.Intermittent nonsteroidal anti-inflammatory treatment.

Marius Sorin CHIRIAC MD
Liliana-Elena STANCIU MD
Elena-Valentina IONESCU MD

Balneal physical therapy at the Techirghiol Balneal
and Rehabilitation Sanatorium:
1.Hydro-physical therapy pool: individually or assisted
group.
Objective: increase of the lumbar column stability, walking
re-education.
2.Paravertebral lumbar bilateral laser.
3.Paravertebral lumbar Hivamat, 170 Hz 15 min, 60 Hz 10
min.
4,Paraffin poultice - dorsal lumbar column, 42 degrees
Celsius, 20 min.
5.Sedative massage of the dorsal lumbar column.
6.Individual physical therapy
Objective: increase of the lumbar column stability, walking
re-education, orthopaedic hygiene rules of the spinal
column.

eThe patient needs rehabilitation treatment
customized according to the existing comorbidities, having
as main objective the increase of the cervical dorsal lumbar
column stability, with the re-education of the walking
engram.

eThe rehabilitation treatment must be underwent
twice a year, with admission to the sanatorium.

eThe physical therapy program started and learned
during the admission period must be underwent also at
home.

eFor the moment, we recommend wearing the
Cheneau corset for dorsal lumbar stabilization.

eThe patient needs to periodically undergo a
phthisiology examination.

Case particularities.

ePatient diagnosed with tuberculous osteitis (34
years old), with progressive deterioration of the spinal
column stability, who hasn’t received adequate physical
treatment, which lead to the need of performing a surgery
for lumbar stabilization.

eThe case shows the importance of medical
rehabilitation in patients whose pathology has a
multidisciplinary character.

*Patient C.I gave his consent for taking the photos and
for publishing his data in medical journals.
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LIMFEDEMUL - INDICATIE PRINCIPALA PENTRU
DRENAJUL LIMFATIC CU AJUTORUL APARATULUI
BTL-6000 LYMPHASTIM 12 EASY

Dr. Daniela PROFIR,

medic primar Recuperare Medicald si Balneologie, doctor in Biologie

Limfa este un lichid aflat atat in spatiul dintre celule
(spatiul interstitial), cat siin vasele limfatice, avand rolul de a
hranicelulele si de a elimina reziduurile toxice din organism.
Sistemul limfatic este un important sistem circulator din
organism, alaturi de sistemele arterial si venos. Sistemul
limfatic, alcatuit din numeroase vase limfatice si statii
ganglionare, are rolul de a forma si transporta limfa bogata
in resturi metabolice, detritusuri celulare, toxine, agenti
bacterieni spre periferie si de a elimina aceste reziduuri in
circulatia venoasa, rol primordial in procesul de detoxifiere
a organismului.

Edemul limfatic sau limfedemul reprezintd o
acumulare de lichid Tn exces la nivelul tesuturilor, datorita
functionarii ineficiente a sistemului limfatic. Aceasta
acumulare de lichid cu tumefierea zonei respective
poate interesa atat membrele inferioare, cat si membrele
superioare.

Cauzele edemului limfatic pot fi primare,
congenitale, sau secundare, dobandite, dintre care cele
mai frecvente sunt:
straumatisme locale cu interesarea sistemului limfatic;
einfectii acute sau cronice la nivelul tegumentelor (celulita,
erizipelul, eczemele cronice atrofice, infectii parazitare
etc.);
esechele postchirurgie radicald, curativd pentru diverse
tipuri de neoplasme (frecvent san, sfera genitald, tumori
abdominale);
esechele dupa radioterapie, cobaltoterapie;
etumori maligne cu diseminare limfatica.

La ora actuala, cele mai simple forme de limfedem
apar ca urmare a epuizdrii, oboselii cronice, stresului,
sedentarismului, depresiei cronice, la persoanele
supraponderale cu o alimentatie bazata in principal pe
preparate procesate. Aceste cauze nu trebuie deloc
neglijate in vederea unei indicatii corecte si a unei terapii
corespunzatoare.

O forma  speciala de edem limfatic
este flebolimfedemul, un edem particular ce apare
la pacientii cu insuficienta venoasa cronicd in stadiu
avansat, cand pe langd edemul de naturd venoasa apare si
componenta limfaticd, datorita modificarilor cronice trofice
tegumentare prezente la acesti pacienti, care au interesat
si circulatia de drenaj limfatic.

Simptomatologie

Edemul limfatic afecteazd Tn mai mare masura
membrul inferior comparativ cu membrul superior.

La nivelul membrului superior edemul apare
cel mai frecvent secundar neoplasmului mamar
operat — mastectomie radical in limite oncologice sau
postradioterapie, in unele situatii si postchimioterapie.
Statisticile de specialitate aratd ca doar 20-30% din
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pacientele tratate dezvolta un limfedem al bratului. Edemul
limfatic este alb, rece, intereseaza cel mai frecvent bratul si
antebratul, rar membrul superiorin totalitate. Initial edemul
este moale, iar Tn urma episoadelor repetate de crestere in
diametru devine dur, cu tegumentele in tensiune. Durerea
nu este prezenta pe parcursul evolutiei, pacientul resimte
doar o senzatie de greutate. Aparitia unei dureri semnifica
fie prezenta unei patologii asociate (leziuni osoase,
tromboze venoase, afectiuni ale terminatiilor nervoase),
fie instalarea complicatiilor de natura infectioasa (erizipel
cu placarde rosii inflamatorii, cu stare generald alterata,
febra). La nivelul membrului inferior edemul poate fi
primar sau secundar, cu afectare distala- picior si gamba, de
regula nu depaseste genunchiul. Daca este interesat intreg
membrul inferior se foloseste termenul de elefantiazis,
un edem gigant dur, fibros, cu modificari si complicatii
cronice. In stadiile initiale limfedemul este moale, iar dup3
cronicizare devine dur, fibros, tegumentul este cartonat si
cu modificdri degenerative. Pot sa apara adevdrate veruci
limfatice, hiperkeratoza si vezicule pline cu limfa. Durerea
este prezentd in stadiile avansate de tumefiere si in cazul
aparitiei complicatiilor. Senzatia de tensiune/greutate este
un simptom intalnit |a toti pacientii, instalandu-se secundar
modificari de statica si scaderea libertatii de miscare. Cele
mai frecvente complicatii sunt cele de natura infectioasa:
infectii streptococice, supuratii locale ce formeaza cruste
dupa vindecare, cicatrici si zone de depigmentare la nivelul
tegumentului, inflamatii si infectii micotice ce intereseaza
inclusiv spatiile interdigitale.

Stadializare
Practic edemele limfatice se pot clasifica in trei stadii:
estadiul | — edem reversibil spontan dupa drenaj postural;
tesuturi moi, semnul godeului pozitiv;
estadiul I — edem ireversibil spontan; tesuturi dure,
fibroase, dureroase la palpare, necesita presodrenaj;

estadiul Ill — elefantiazis, are dimensiuni extreme; tesuturi
dure, fibroase, cartonate, cu sau fara complicatii.

Tratament

Tratamentul limfedemului este profilactic si curatiy,
prin mijloace conservatoare sau chirurgicale.

Profilaxia edemului limfatic se referd la combaterea
stazei prin drenaj decliv postural (mentinerea picioarelor
ridicate fata de planul corpului), contentie cu ciorapi elastici
compresivi, 0 igiend riguroasa a tegumentelor, asigurarea
unei hidratari adecvate, activitate fizica constantd, dieta
adecvata.

Terapia conservatoare consta in drenajul limfatic
manual prin masaj sau in presodrenajul cu ajutorul
aparatelor specializate. Exista tehnici speciale de masaj
manual limfatic, prin care se realizeaza cresterea oxigenarii



celulelor, determinand cresterea eliminarii lichidelor
si, consecutiv, reducerea semnificativda a diametrului
membrelor afectate. Masajul de drenaj limfatic este un
masaj bland, realizat prin intermediul prizelor speciale,
care ajutd la imbundtdtirea fluxului limfatic. Drenajul
limfatic manual se realizeaza pe un anumit circuit, tinand
cont de particularitatile anatomice si fiziologice ale
sistemului limfatic. Tehnica Vodder presupune un complex
de manevre circulatorii de masaj fin si ritmic, efectuat cu
scopul de deschidere a anastomozelor limfo-limfatice, a
cailor accesorii de drenaj, de “intindere” a tegumentului si
de drenare a excesului de lichid si proteine in caile limfatice
deschise, combinat cu exercitii de respiratie.
Presodrenajul (drenajul limfatic automat) are
aceleasi beneficii ca drenajul limfatic manual, insa efectele
sale sunt date de compresia mecanicd gradualda data
de presiunea aerului din compartimentele mansetelor
speciale care se aplica pe membrele superioare, inferioare
sau ale aplicatorului tip pantalon. Drenajul limfatic cu
dispozitivul BTL-6000 Lymphastim 12 Easy se face in sedinte
de 2-3 ori pe saptamana pana la aplicarea zilnica si in cure
care se repeta la un anumit interval de timp, in functie
de stadiul edemului limfatic si de evolutia sub tratament.
Presodrenajul se recomanda ca terapie adjuvantd si de
intretinere dupa drenajul limfatic manual si contentia
elastica compresiva la pacientii cu limfedem cronic.
Efectele drenajului limfatic sunt urmatoarele:
antiedematos cu reducerea dimensiunilor membrului
afectat, ameliorarea senzatiei de picioare grele, efect
detoxifiant, anti-aging, ameliorarea somnului, a tranzitului
intestinal, a ridurilor si cicatricilor, cresterea imunitatii,
eliminarea grasimilor si scaderea in greutate, ameliorarea
bolilor autoimune, a proceselor inflamatorii subacute
si cronice, a acneei si eczemelor, a sindromului oboselii
cronice. Contraindicatiile drenajului limfatic sunt: sarcina,
infectiile acute, sindroamele febrile, tromboflebitele,

Thymus

—— Bone marrow

Spleen

Lymph nodes

afectiunile caromwg . precuninper tensiulied
refractara la tratament, angina pectorald, obstructiile
coronariene, valvulopatiile semnificative, insuficienta
cardiacd, hemoragii, procese neoplazice, etc.

Alte indicatii ale drenajului limfatic sunt: celulita,
insuficienta venoasa superficiala, sindromul picioarelor
nelinistite, prevenirea varicelor, sindromul de tunel carpian,
angiopatia sineuropatia diabetica, arteriopatiile obliterante
ale membrelor inferioare, algoneurodistrofia, tendinitele si
sinovitele, obezitatea, curele de detoxifiere, ameliorarea
troficitatii tegumentelor, refacerea 1in convalescentd,
sechelele post-traumatice ale membrelor etc.

Tratamentul medicamentos al limfedemelor nu
da rezultate spectaculoase, iar unii clinicieni contesta
eficacitatea acestei terapii. In cazul aparitiei complicatiilor
infectioase se utilizeaza tratament antibiotic specific
etiologic, antiinflamator si antialgic. Sunt eficiente si
produsele naturale de detoxifiere limfatica folosite ca
adjuvant al terapiei conservatoare.

La tratamentul chirurgical al acestor forme de edem
s-a renuntat tot mai mult in ultimele decenii. Operatiile
de reconstructie limfatica greu de executat, laborioase
si cu rezultate incerte au fost Tnlocuite cu interventiile
reductive in etape, ultimele fiind recomandate inca in caz
de elefantiazis.

LYMPHOEDEMA — MAIN INDICATION

N L7

N

= FOR LYMPHATIC DRAINAGE BY MEANS OF

BTL-6000 LYMPHASTIM 12 EASY

Daniela PROFIR MD,

primary doctor Medical Recovery and Balneology, doctor in Biology

The lymph is a liquid located in the space between
cells (interstitial space) and in the lymphatic vessels,
with the role of feeding the cells and eliminating toxic
residues in the body. The lymphatic system is an important
circulatory system in the body, together with the arterial
and venous systems. The lymphatic system, consisting of
many lymphatic vessels and ganglion stations has the role
of forming and transporting the lymph, rich in metabolic
residues, cell detritus, toxins, and bacterial agents to the
periphery and to eliminate such residues in the venous
circulation, a primordial role in the body purification
process. Lymphatic oedema or lymphoedema represents
an accumulation of excess liquid in the tissues, due to the

inefficient function of the lymphatic system. Such liquid
accumulation and the swelling of the respective area may
aim to both the upper limbs and the lower limbs.

Causes of lymphatic oedema can be primary,
congenital or secondary, acquired, of which the most
common are:
e|ocal trauma aiming the lymphatic system;
eacute or chronic infections of teguments (cellulite,
erysipelas, chronic atrophic eczemas, parasite infections,
etc.);
eradical post-operatory sequelae, to cure some types
of neoplasms (commonly breast, genital, abdominal
tumours);

23

Revista de balneologie

>>>



>>>esequelae after radiotherapy, cobalt therapy;

emalign tumours with lymphatic dissemination;

Currently, the simplest forms of lymphoedema
occur as a result of exhaustion, chronic fatigue, stress,
sedentary life, chronic depression, in case f overweighed
persons with their alimentation mainly based on processed
foodstuffs. Such causes must not be at all neglected for the
correct indications and appropriate therapy.

A special form of lymphatic oedema is the
phlebo-lymphoedema, a particular oedema occurring at
patients with chronic vein disorder in advanced stages,
when, together with the venous oedema, the lymphatic
component also appears due to the chronic trophic
tegument changes present at such patients, also aiming
the lymphatic drainage circulation.

Symptoms

The lymphatic oedema mainly affects the lower
limbs, rather than the upper limbs.

At the upper limbs, oedema occurs most frequently
as a consequence of breast operated neoplasm - radical
mastectomy within oncology limits or post-radiotherapy,
in some cases also post-chemotherapy. Speciality statistics
show that only 20-30% of the patients treated actually
develop an arm lymphoedema. The lymphatic oedema is
white, cold, aiming most often the arm and forearm, seldom
the entire upper limb. The initial oedema is soft and, after
repeated episodes of diameter growth, it becomes hard,
with stressed teguments. Pain is not present during the
evolution, the patient only feeling some heaviness. The
presence of pain means either the existence of associated
pathology (bone injuries, venous thrombosis, disorders
of nervous terminations), or the occurrence of infectious
complications (erysipelas with red inflammatory placards
with a general bad condition, fever).

At the lower limbs, the oedema can be primary
or secondary, with distal occurrence - foot and shank,
and it generally dos not cross over the knee. If the entire
lower limb is affected, the term elephantiasis is used, an
enormous hard, fibrous oedema, with chronic changes and
complications. During the initial stages, the lymphoedema
is soft, becoming hard and fibrous after chronicity, with
a hard tegument and degenerative changes. Lymphatic
verrucae may occur, also hyperkeratosis and bubbles filled
with lymph. The pain is present in the advanced swelling
stages and in case of complications. The feeling of stress
/ heaviness is a symptom occurring to all patients, static
changes and the reduction of the movement freedom only
occurring secondary. The most frequent complications
are the infectious ones: streptococcus infections, local
suppurations forming crusts after healing, scars and
discolouring areas of the tegument, inflammations and
mycotic infections affecting the spaces between fingers as
well.

Stages

Basically, lymphatic oedemas can be staged in three stages:
estage |- spontaneous oedema reversible after postural
drainage; soft tissues, positive well sign;

estage II- spontaneous oedema, irreversible; hard, fibrous
tissues, painful when felt, requiring pressing drainage.
estage lll- elephantiasis, with extreme sizes; hard, fibrous
tissues, cardboard-like, with or without complications.
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Treatment

The treatment of the lymphoedema is prophylactic
and curative, by conservative or surgical means.

The prophylaxis of lymphatic oedema refers to
the removal of the stasis by means of postural elevated
drainage (the feet are raised above the body), pressure
by means of compressive elastic stockings, a rigorous
hygiene of teguments, assurance of appropriate hydration,
constant physical activity, appropriate diet.

The conservatory therapy consists of the manual
lymphatic drainage by means of massage or pressure
drainage by means of specialised devices. There are
special manual lymphatic massage techniques resulting in
the increase of the oxygen level in the cells and thus the
increase of the liquid eliminations and, subsequently, the
significant reduction of the diameter of the affected limbs.
The lymphatic drainage massage is a gentle massage,
achieved by means of special grips improving the lymphatic
flow. Manual lymphatic drainage is performed on a certain
line, considering the anatomic and physiological features
of the lymphatic system. The Vodder technique entails
a complex of fine and rhythmical massage circulatory
movements performed in order to open the lymph-
lymphatic anastomoses, the ancillary drainage paths, the
tegument ,stretching” and drainage of the excess liquid
and proteins in the opened lymphatic lines, together
with respiration exercises. Pressure drainage (automatic
lymphatic drainage) has the same benefits as the manual
lymphatic drainage, however the effects are given by the
mechanical gradual compression provided by the air in the
compartments of the special sleeves applied on the upper
and lower limbs or the pants type applicator. The lymphatic
drainage by means of the device BTL-6000 Lymphastim 12
Easy is made in 2/3 sessions per week up to daily use and
in periods repeated upon a certain interval, depending on
the stage of the lymphatic oedema and its evolution under
treatment. Pressure drainage is recommended as aiding
maintenance therapy after the manual lymphatic drainage
and elastic pressure at patients with chronic oedema.

The effects of lymphatic drainage are the following:
anti-oedema with the reduction of the size of the affected
limb, improvement of the heavy feet sensation, purifying
effect, anti-aging, improvement of sleep, intestinal
transit, wrinkles and scars, improvement of immunity,

fat elimination and weight loosing, improvement
of autoimmune disorders, sub-acute and chronic
inflammatory processes, acne and eczemas, chronic

fatigue syndrome.

The counter-indications of lymphatic drainage
are: pregnancy, acute infections, fever syndromes,
thrombophlebitis, de-compensated cardiac disorders such
as high blood pressure not reacting to treatment, chest
angina, coronary obstructions, significant valvulopathies,
heart failure, haemorrhages, neoplasm processes, etc.

Other indications of the lymphatic drainage are:
cellulite, superficial venous failure, restless leg syndrome,
varicose prevention, carpal tunnel syndrome, diabetes
angiopathy and neuropathy, obliterant arteriopathies of
lower limbs, algoneurodystrophy, tendinitis and synovitis,
obesity, purifying treatments, improvement of tegument
trophic symptoms, recovery, post-traumatic sequelae of



limbs, etc.

The drug treatment of lymphoedema gives no
spectacular results and some doctors deny the efficiency
of such therapy. In case of infectious complications, the
specific aetiologic, anti-inflammatory and pain treatment
with antibiotics must be carried. Natural products for
lymphatic purification used as aids of the conservative

therapy are also efficient.

The surgical treatment of such forms of oedema
has been less and less used during the last decades. The
lymphatic reconstruction surgeries are hard to perform,
laborious and with uncertain results and have been
replaced with staged reduction interventions, the latter
being recommended in case of elephantiasis.

I TEORIA MEDICINEI TRADITIONALE CHINEZE

Medicina chineza traditionald, spre deosebire de
medicina occidentald modernd, nu trateazd organismul
uman in mod analitic, ca o colectie de organe cvasi-
separate, fiecare cu functiile lui pe care si le realizeaza
aproape independent. Abordarea chineza este una
sinteticd, organismul fiind considerat un tot ce nu poate
fi impartit in elemente distincte, un intreg ce are legaturi
stranse cu mediul inconjurdtor. In acelasi timp, fiecare
din organele si tesuturile corpului uman are functiile sale
fiziologice, care sunt parti componente ale intregului proces
de viata a organismului. De aceea, partile componente ale
organismuluisuntinseparabile ca structurd, interconectate,
interdependente si conditionate unele de altele ca
functie si au o anume influenta unele asupra celorlalte in
patologie; astfel cd este eronat a trata organul bolnav fara
a lua in considerare toate aceste interrelatii. Aceste relatii
si influente reciproce sunt evidente mai ales pe cele cinci
organe Zang (parenchimatoase), sianume inima, plamanul,
splina, ficatul si rinichiul si se realizeaza prin intermediul
meridianelor si colateralelor.

Teoria Yin si Yang

La origine, Yin si Yang se refereau la caracteristicile
unui teren: umbrit sau Tnsorit. Ulterior, s-a constatat ca
un teren insorit are de obicei urmatoarele caracteristici:
uscat, cald, luminos, sus situat. Terenul umbrit e de obicei
rece, umed, intunecos, situat intr-o vale sau depresiune.
Extinzind aceste concepte, s-a ajuns la ideea de Yin si
Yang ca doud principii polare, universale, definite unul
prin celdlalt si existente in toate lucrurile. Ceea ce este
cald, luminos, usor, transparent sau invizibil, rapid sau in
miscare, in schimbare, sus situat sau cu directie ascendentad,
centrifug sau situat la exterior, este Yang; ceea ce este
rece, intunecat, greu, opac, nemiscat, lent, jos situat sau
cu directie descendentd, centriped sau situat in interior,
este Yin. Se vede de aici ca Yin nu poate exista fard Yang si
viceversa: interiorul nu poate exista fara exterior, sus fara
jos etc. Aceasta este interdependenta celor douad principii.

Tn medicina chineza traditionald, considerdm Yin ca
fiind “substanta sau substratul nutritiv”, iar Yang ca “functie
sau miscarea functionald”, sau “cdldura metabolicd a
organismului”. Se vede de aici interdependenta dintre Yin
si Yang: de exemplu, daca organele digestive nu-si exercita
functia, “substratul nutritiv’ nu este furnizat organismului;
iar dacd acesta lipseste pentru o perioada mai indelungata

Dr. Elena-Valentina IONESCU
Dr. Liliana-Elena STANCIU
Dr. Mihaela Minea

Dr. Carmen OPREA

de timp, functiile organelor nu se mai exercita.

Yin si Yang nu sunt statice, ci Tntr-un echilibru
dinamic, deci cand Yin creste Yang descreste si viceversa.
Chinezii au exemplificat acest lucru prin observarea ciclului
noapte/zi si ciclului anului: dimineata este Yang si contine
in germene Yang, cdci urmeazd amiaza, care este mai calda
si mai luminoasa; amiaza este Yang maxim, dar contine
in germene Yin; seara este Yin si contine Tn germene
Yin; noaptea este Yin, dar contine in germene Yang, cdci
urmeaza dimineata, cand se lumineazd si se incalzeste.
De aici se vede c3, pe langa echilibrul dinamic dintre Yin si
Yang, mai apare o interrelatie: Yin extrem trece in Yang, iar
Yang extrem trece in Yin.

Este important de observat cd Yin si Yang sunt
relative, nu absolute. Nici un lucru nu este complet Yin sau
complet Yang. De exemplu, un foc de lemne este Yang fata
de casa pe care o incalzeste, dar este Yin fatd de interiorul
unui furnal; un rdu de munte este Yin fata de terenul pe
care il traverseazd, dar este Yang fatd de marea in care se
varsa.

In ceea ce priveste corpul uman, jum3tatea
superioara este Yang, cea inferioara este Yin; exteriorul
este Yang, interiorul este Yin; spatele este Yang, abdomenul
este Yin; aspectul lateral al membrelor este Yang, aspectul
medial este Yin.

La nivelul organelor  interne, organele
parenchimatoase Zang sunt Yin; inima, ficatul, rinichiul,
splina, pldmanul. Organele cavitare Fu sunt Yang: vezica
biliard, stomacul, intestinul gros, intestinul subtire, vezica
urinara si trei focare. Aceasta deoarece functiile organelor
parenchimatoase sunt constante, iar ale celor cavitare mai
dinamice. De asemenea, inima si plamanul sunt Yang fatd
de splind, rinichi si ficat, deoarece sunt mai sus situate.
La nivelul fiecdrui organ in parte, substanta sau structura
anatomica este Yin, iar functia este Yang. Meridianele de
asemenea, pot fi impartite in Yin (meridianele organelor
parenchimatoase) si Yang (meridianele organelor cavitare).
In ceea ce priveste energiile, Qi-ul (energia vitald) este
Yang, iar sangele este Yin.

Tn functionarea normald a organismului trebuie s&
existe un echilibru dinamic, dar permanent, intre Yin si
Yang. Se spune ca, “Yin-ul din interior este pdstratorul Yang-
ului, iar Yang-ul de la la exterior asigura functionarea Yin-

ului”. Atunci cand echilibrul se rupe apar situatii patologice. >>>
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Preponderenta Yang-ului duce la hiperfunctii sau
manifestari de tip caldurd sau inflamatie, iar preponderenta
Yin-ului duce la hipofunctie sau Frig intern.

Deficitul de Yang duce la manifestarea in exces a
Yin-ului si astfel apar simptome de tip Frig: pacient fara
putere, friguros, care oboseste usor, palid.

Deficitul de Yin duce la manifestarea in exces a
Yang-ului, si avem un pacient agitat, iritabil, rosu la fata, cu
puls rapid. Dar, Yang-ul in exces consuma Yin-ul, iar Yin-ul
n exces ataca Yang-ul. De aceea, in deficitul sever de Yang,
este atins si Yin-ul, iar in deficitul sever de Yin este atins si
Yang-ul.

n diagnosticarea si tratamentul bolilor, cele dous
principii Yin si Yang sunt foarte utile si usor de recunoscut.
De exemplu, bolile sunt clasificate, in medicina chineza
traditionald, ca fiind de tip exterior sau interior in functie
de localizare, si de tip Frig, Caldura, Exces sau Deficit dupa
naturd; dar exteriorul, Excesul si Caldura sunt Yang, iar
interiorul, Frigul si Deficitul sunt Yin.

La examenul clinic al pacientului, cei cu un aspect
vioi sunt de tip Yang, iar cei melancolici, intunecati, sunt
Yin; o voce limpede si sonora este Yang, o voce slaba este
Yin; pacientii cu febra, sete, constipatie si puls rapid sunt

A
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Yang, iar pacientii frigurosi, fara sete, cu scaune moi si puls
lent sunt Yin.

Ca principii de tratament, pacientii cu exces de Yin
(ca de exemplu pacientul cu stare de sdnatate bund, dar
atacat de factori externi de tip Yin, ca Frigul, Umiditatea) se
trateazad prin dispersia factorului patogen. Se poate adauga
tonifierea Yang-ului. Pacientii cu deficit de Yang (pacient
sldbit, cu o boala cronica, batran sau convalescent, friguros,
cu oboseald, transpiratii la cel mai mic efort, paloare) se
trateazad prin tonifierea Yang-ului.

Pacientii cu exces de Yang (pacienti cu o sanatate
buna, atacati de factori externi de tip Yang, de exemplu
Caldura, Caldurd solara sau uscdciune) se trateaza prin
dispersia factorului patogen. Se poate adduga tonifierea
Yin-ului. Pacientii cu deficit de Yin (pacient slabit,
convalescent, bolnav cronic, cu subfebrilitate, transpiratie
in timpul somnului, oboseald, sete pentru cantitati mici
de apad, obrajii usor Imbujorati, palpitatii) se trateaza prin
tonifierea Yin-ului. De asemenea, la pacientii cu deficit
sever de Yin trebuie tonifiat, dar in mai micd masura, si
Yang-ul, care este intotdeauna afectat in cazul unui deficit
profund de Yin. La fel, la pacientii cu deficit sever de Yang
trebuie facuta si o oarecare tonifiere a Yin-ului.

>
g TRADITIONAL CHINESE MEDICINE THEORY

Elena-Valentina IONESCU MD, Liliana-Elena STANCIU MD, Mihaela MINEA MD, Carmen OPREA MD

In comparison with modern western medicine,
traditional Chinese medicine doesn’t treat the human
organism analytically, as a collection of quasi-separate
organs, each one having its own functions that it performs
almost independently. The Chinese approach is synthetic,
the organism being viewed as a whole that cannot be
divided into distinct elements, a whole that is strongly
connected to the environment. At the same time, each
of the organs and tissues of the human body has its own
physiologic functions that represent parts of the whole life
process of the organism. This is why the parts that make up
the organism are structurally inseparable, interconnected,
interdependent and conditioned one by the other as
functions, in pathology having a certain influence one upon
the other; therefore, it is wrong to treat one diseased organ
without considering all these interrelations. These mutual
relations and influences are more obvious especially in the
case of the five Zang organs (parenchymal) i.e. the heart,
the lung, the spleen, the liver and the kidney, and they take
place through meridians and collaterals.

Yin and Yang theory

Initially, Yin and Yang referred to the characteristics
of land: shaded or sunny. Subsequently, it was noticed
that a sunny land usually has the next characteristics: dry,
warm, bright, located uphill. The shaded land is usually
cold, wet, dark, located in a valley or depression. By
broadening these concepts, one reached the idea that Yin
and Yang are two polar, universal principles defined one
through the other and present in all things. What is warm,
bright, light, transparent or invisible, quick or in motion,
changing, located uphill or facing upward, centrifugal
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or situated on the outside represents Yang; what is cold,
dark, heavy, opaque, static, slow, located downhill or facing
downwards, centripetal or situated on the inside represents
Yin. Therefore, it is obvious that Yin cannot exist without
Yang and vice versa; the interior cannot exist without the
exterior, up without down, etc. This is the interdependence
of the two principles.

In Chinese medicine, Yin is considered the
“substance or nourishing underlayer”, while Yang is
considered “function or functional movement” or
“metabolic warmth of the organism”. This is how the
interdependence between Yin and Yang becomes obvious:
for instance, if the digestive organs don’t carry out their
function, the “nourishing underlayer” isn’t being supplied
to the organism; if it is missing over a longer period of time,
the organs’ functions aren’t carried out anymore.

Yin and Yang aren’t static, being in a dynamic
balance, so when Yin increases, Yang decreases and vice
versa. The Chinese showed this by observing the night/
day and year cycle: the morning is Yang and it contains the
seeds of Yang, noon arrives, which is warmer and brighter;
noon is Yang at its peak, but it contains the seeds of Yin; the
evening is Yin and it contains the seeds of Yin; the night is
Yin, but it contains the seeds of Yang, because soon it will
be morning, when all is brighter and warmer.

Thus, apart from the dynamic balance between Yin
and Yang, another interrelation occurs: Extreme Yin passes
into Yang and extreme Yang passes into Yin.

It is important to notice that Yin and Yang are
relative, not absolute. Nothing is completely Yin or
completely Yang. For instance, a wood fire is Yang for the



house that it warms up, but it is Yin for the inside of the
furnace; a mountain river is Yin for the land it crosses, but
it is Yang for the sea in which it flows.

As for the human body, the upper half is Yang, the
lower one is Yin; the outside is Yang, the inside is Yin; the
back is Yang, the abdomen is Yin, the lateral aspect of the
limbs is Yang, the medial aspects are Yin.

At the level of internal organs, the Zang parenchymal
organs are Yin: the heart, the lung, the spleen, the liver and
the kidney, The Fu cavitary organs are Yang: the gallbladder,
stomach, large bowel, small bowel, urinary bladder and
the triple burner. The functions of parenchymal organs are
constant, and the functions of the cavitary ones are more
dynamic. Also, the heart and the lung are Yang for the
spleen, kidney and liver, because of their upper position.
At the level of each organ, the substance or anatomical
structure is Yin and the function is Yang. The meridians
can also be divided into Yin (the meridians of parenchymal
organs) and Yang (the meridians of cavitary organs). As for
the energies, the Qi (vital energy) is Yang and the blood is
Yin.

Inthe normal functioning of the organism a dynamic,
yet permanent, balance should exist between Yin and Yang.
One says that “The inside Yin is the keeper of Yang, and
the outside Yang ensures the functioning of Yin”. When this
balance is disturbed, pathological situations occur.

The predominance of Yang leads to hyperfunctioning
or to heat- or inflammation-characterized situations, while
the predominance of Yin leads to hypofunctioning or
internal cold.

Yang deficit allows Yin to act excessively and,
therefore, cold symptoms appear: patient who is weak,
chilly, pale and gets tired easily.

Yin deficit allows Yang to act excessively and,
therefore, the patient is nervous, irascible, his/her face is
red and his/her pulse is fast. But excessive Yang consumes
Yin, while excessive Yin attacks Yang. This is why in the case

of severe Yang deficit, Yin is also affected and in the case of
severe Yin deficit, Yang is also affected.

In disease diagnosis and treatment, the two Yin
and Yang principles are very useful and easy to identify.
For instance, in traditional Chinese medicine, diseases
are classified as interior and exterior according to their
location and their type: Cold, Heat, Excess or Deficit; the
exterior- Excess and Heat- is Yang, while the interior- Cold
and Deficit- are Yin.

During the clinical examination, vivacious patients
are Yang and the dark, melancholic ones are Yin; a clear and
loud voice is Yang, a weak voice is Yin; patients suffering
from fever, thirst, constipation and having a fast pulse are
Yang, while patients that feel cold, aren’t thirsty and have
loose stools and slow pulse are Yin.

As treatment principles, patients suffering from Yin
excess (for instance, a healthy patient who is attacked by
external Yin factors such as cold and humidity) are treated
through the dispersion of the pathogenic factors. One can
add in the Yang tonification. Patients suffering from Yang
deficit (weak patient suffering from a chronic disease, old or
convalescent, chilly, tired, pale who sweats at the smallest
effort) are treated through the tonification of Yang.

Patients with Yang excess (healthy patients who
are attacked by external Yang factors such as Heat, Sun
heat or dryness) are treated through the dispersion of the
pathogenic factors. One can add in the Yin tonification.
Patients suffering from Yin deficit (weak patient suffering
from a chronic disease, convalescent, in subfebrile state,
sweating during sleep, tired, feeling thirsty for small water
quantities, with slightly blushing cheeks, suffering from
heart palpitations) are treated through the tonification of
Yin. In case of patients with severe Yin deficit one must also
tonify, to a lesser degree, the Yang which is always affected
in case of sever Yin deficit. In the same way, in patients
with severe Yang deficit one must also perform a slight
tonification of Yin.

EXERCITII DE STRETCHING
IN SINDROMUL ALGIC CERVICAL

Dr.Elena CRISTESCU, Dr.Ghiulcin NURLA, Dr.Andreea MIRITA;
Dr.Liliana- Elena STANCIU, Dr.Elena-Valentina IONESCU, Kt.Mihail TIRCHILA

Cervicalgiile se prezintd sub forme variate avand in
vedere complexitatea anatomofiziologica a acestei regiuni,
dar cea mai mare frecventa o au cervicalgiile de cauza
mecanica.

Din punct de vedere anatomic, in pozitie verticala —
ortostatism sau sezut, capul este mentinut drept printr-un
ansamblu muscular care se imparte in 5 grupe dintre care
primul grup este profund, avand rol mai mult stabilizator
al rahisului si capului, iar toate celelalte superficiale,
asigurand mai mult mobilitatea. Miscarile posibile in acest
segment sunt miscarile de flexie, extensie, lateralitate
si rotatie. Pacientii cu dureri cervicale cronice asociate
unui spasm al musculaturii paravertebrale cervicale
acuza adesea si cefalee. Inspectia staticd si dinamica

ochii privesc monitorul plasat la
\/mpul susdijs ‘/ inainte / o distanta egala cu 40 cm
y majoritatea Susidasinaliimea ochilor

timpului

umeril
relaxati

bratele pe aceg
tel
et s A J cu antebratele

drept si
/ sustinut

materialul de referinta
este usor de privit

picioarele aseza
pe un suport
pentru picioare
in partea din fata
a sezutului scaunului
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>>>poate evidentia modificarea staticii posturale, limitari ale

mobilitatii coloanei, lipsa supletei musculare, prezenta
punctelor tender sau trigger.

Programul de recuperare al cervicalgiilor cuprinde
indicatii generale, recuperarea functionald, readaptarea la
activitatea cotidiana si antrenamentul la efort.

Indicatiile generale se referd la unele pozitii si
atitudini indicate cat si la evitarea altora inclusiv a unor
gesturi care provoaca dureri.

Recuperarea functionald are ca obiective corectarea
tulburdrilor statice prin reeducare posturald, restabilirea
supletei printr-o serie de procedee care se pot grupa
in intinderi si asuplizari si recuperarea fortei sub forma
mobilizérilor pasive cat si active. Tnsd, tratamentul de
recuperare a coloanei cervicale nu se poate limita doar la
cele de mai sus. Tratamentul care urmeazd in continuare
trebuie sd integreze progresele obtinute in activitatea
subiectului de fiecare zi. In readaptarea practicd se vor
lua in considerare urmadtoarele aspecte: imobilizarea unor
regiuni anumite, profilaxia unor atitudini si castigarea unei
miscdri armonioase.

Corpul nostru poate tolera o pozitie doar pentru
aproximativ 20 de minute inainte de a simti nevoia sa se
adapteze. Ascultd la nevoile corpului tau inainte ca lucrurile
sa scape de sub control si de a ajunge intr-o stare alarmanta.

e\erificati-vd postura- stati drept!

eFolositi un scaun confortabil si ferm care sa
sprijine spatele. Ajustati scaunul pentru a gdsi pozitia

Tnclindm capul in lateral
cu ajutorul mainii; mentinem
aceastd pozitie timp de 10
secunde.

Stretching  recomandat
pentru muschii: scaleni, deltoizi,
elevator scapulae.

Cu  mainile la nivelul
cefei, fara sa mobilizam
trunchiul, realizdm miscarea

de flexia a coloanei cervicale,
pana cand mentonul atinge
sternul. Mentinem 20 secunde.
Stretching recomndat pentru
muschiul trapez.

Cu palma la nivelul fruntii,
Tmpingem usor capul pe spate
fara sa mobilizam si trunchiul.
Mentinem 5 secunde. Stretching
recomandat pentru muschiul
trapez.
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cea mai confortabild pentru munca dumneavoastra,
indltimea scaunului trebuie sa fie astfel Tncat coapsele sa
fie orizontale; genunchii trebuie sa fie usor mai ridicati
decat scaunul dumneavoastra. Partea din spate a scaunului
ar trebui s3 sprijine partea inferioara a spatelui. in cazul in
care spatarul nu sprijina curbura spatelui inferior, puneti in
locul acela un prosop rulat sau o perna mica.

Eliminati obiecte voluminoase, cum ar fi portofelul,
cheile sau orice astfel de lucruri din buzunarele din spate
atunci cand stati, deoarece acestea pot perturba echilibrul
spatelui.

Relaxati-va umerii. Bratul si antebratul ar trebui sa
formeze un unghi drept cu incheietura mainii si mana intr-o
linie aproximativ dreapta.

Pozitionati mouse-ul la aceeasi Tnaltime cu tastatura.
Cand glisati mouse-ul in jur, miscati bratul pe de-a intregul
si nu doar incheietura mainii.

Unele miscari de circulatie sunt de dorit, dar evitati
intinderile repetate fortate pentru a ajunge la lucrurile de
care aveti nevoie.

Nu stati Tn aceeasi pozitie perioade lungi de timp.
Asigurati-vad ca va schimbati postura dumneavoastra cat de
des posibil.

Se recomanda o pauza de 10 minute la fiecare ora
de lucru la calculator.

Mai jos, descriem cateva exercitii de stretching
pentru detensionarea unor grupe musculare suprasolicitate
secundar pozitiilor fixe prelungite, in special la birou.

Se pot executa din ortostatism sau sezut.

Cu membrele inferioare
departate, ne aplecam trunchiul
intr-o parte si alta. Ne vom
sustine pozitia acaparand cotul
cu mana opusa. Mentinem 10
secunde pentru fiecare parte.

Stretching  recomandat
pentru muschii triceps brahial si
intercostali.

Cu mainile fincrucisate,
intindem bratele n sus, ca
si cum am vrea sa atingem
plafonul. Mentinem 10 secunde.
Stretching recomandat pentru
muschiul deltoid.

Cu picioarele usor
departate , vom intinde in mod
alternativ  bratele pentru a
prelungi o parte mai mult decat
cealalta. Se executd de 2 ori cate
5 secunde fiecare. Stretching
recomandat pentru
trapez si deltoid.

muschiul

Cu bratele pe cap ,
tineti un cot cu mana opusa,
aducand usor cotul spre coloana
cervicala. Mentinem 15 secunde.
Stretching recomandat pentru
muschiul triceps brahial.



Cu bratele intinse pe
langa corp, vom ridica umerii. Se
executd de douad ori, mentinand 5
secunde. Stretching recomandat
pentru muschiul deltoid.

Membrele superioare
intinse si incrucisate deasupra
capului, se mentin n aceastd
pozitie timp de 15secunde.
Stretching recomandat pentru
trapez si deltoid.

Cu mainile incrucisate
si cu palmele indreptate cdtre
exterior, se intind bratele
pentru 15 secunde. Stretching
recomandat pentru muschiul
trapez, romboid, deltoid, biceps
brahial.

Un membru superior
cu antebratul la spate, celdlalt
membrucubratulindoitinspatele
capului. Degetele ambelor maini
sunt intrepdtrunse. Se trage cu
ambele maini Tn directii opuse.
Se mentine 10 secunde pentru
fiecare membru. Stretching recomandat pentru triceps
brahial.

in ortostatism, cu

membrele inferioare usor

departate, se anteflexeaza

‘ trunchiul cu membrele
superioare in extensie cu sprijin

‘ pe un plan dur. Pentru a elonga

coloana lombara, coboram
trunchiul cat mai jos. Mentinem 30 secunde.

ortostatism, cu
departate, cu

n
“ picioarele
mainile la nivelul soldului, ne
rasucim trunchiul intr-o parte
si alta pentru a elonga coloana
lombard. Mentinem 10 secunde
pentru fiecare parte.

Din ortostatism, cu
membrele inferioare departate,
cu mainile sprijinite la nivelul

- coloanei lombare, aducem talia
¥ N inainte. Mentinem 15 secunde.

Stretching recomandat pentru
muschiul pectoral.
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N\J”4 STRETCHING EXERCISES IN
V4N ALGIC CERVICAL SYNDROME

Elena CRISTESCU MD, Ghiulcin NURLA MD, Andreea MIRITA MD,
Liliana- Elena STANCIU MD, Elena-Valentina IONESCU MD, Mihail TIRCHILA KT

Cervical pains are varied considering the anatomic-
physiological complexity of the region, however the most
frequent are cervical pains of mechanical causes.

In anatomical terms, in vertical position - standing
or sitting, the head is maintained straight by an assembly
of muscles divided in 5 groups, of which the first group is
profound, with a role of stabilisation of the spine and head,
the other being superficial, ensuring mobility.

The possible movements in this segment are flexing,
extension, lateral and rotation movements.

The patients with chronic cervical pains associated
with a spasm of the cervical paravertebral muscles often
complain of cephalalgias. The static and dynamic inspection
can outline the change of the postural static, limitations
of the spine mobility, lack of muscle slenderness, the
presence of tender or trigger points.

The recovery programme for cervical pains includes
general indications, functional recovery, re-adaptation to
the daily activity and effort training.

General indications refer to some positions and
attitudes indicated and others to avoid, including gestures

causing pains.

The functional recovery aims to correct static
disorders by means of the posture re-education, re-
establishing slenderness by a series of procedures grouped
in stretching and slenderness exercises and the recovery
of force as passive and active mobilisations. The cervical
spine recovery treatment, however, cannot be limited to
only the above. The treatment below must be included in
the progress of the patient’s daily activity. The following
issues shall be considered for the practical re-adaptation:
immobilisation of some regions, prophylaxis of attitudes
and acquisition of harmonious movement,

Our body can tolerate a position for only 20 minutes
or so before the need to adapt. Listen to the needs of your
body before things get out of control and before getting
into an alarming condition.

eCheck your posture- stand straight!

eUse a comfortable and firm chair supporting your
back. Adjust the chair to find the most comfortable position
for your work, the chair height must be so that the thighs

are horizontal; the knees must be slightly higher than the >>>
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>>> chair. The back side of the chair should support the lower

side of your back. If the back rest does not support the
curvature of the lower back, place a rolled towel or a small
pillow.

Remove large items, such as wallet, keys or any
other such items from the back pocket when you sit,
because these can disturb the balance of your back.

Relax the shoulders. The arm and forearm must
form a straight angle with the hand wrist and the hand in
an approximately straight line.

Place the mouse at the same height as the keyboard.
When moving the mouse, move your entire arm, not just
the wrist.

Some circular movements are desirable, however
avoid repeated forced stretches to reach items you need.

Avoid the same position for long periods of time.
Make sure you change the posture as often as possible.

A 10 minutes’ pause is recommended for each hour
at the computer.

We describe below some stretching exercises to
release tension of some muscle groups overstressed as a
consequence of extended fix positions, especially at the
desk.

These can be executed standing or sitting.

Lean the head sidewards by means of your hand,;
hold for 10 seconds.

Stretching recommended for the muscles: scalene,
deltoid, levator scapulae.

With the hands at the back-head, without mobilising
the trunk, perform the flexing movement of the cervical
spine, until the chin bone touches the sternum. Hold for
20 seconds. Stretching recommended for the trapezius
muscle.

With the palm at the forehead level, gently push
the head at the back, without also mobilising the trunk.
Hold for 5 seconds. Stretching recommended for the
trapezius muscle.

With the lower limbs aside, bend the trunk
sidewards. Support the position catching the elbow with
the opposite hand. Hold for 10 seconds for each side.

Stretching recommended for the triceps brachii and
intercostal muscles.

With the arms crossed, stretch the arms up, like
when trying to touch the ceiling. Hold for 10 seconds.
Stretching recommended for the deltoid muscle.

With the legs slightly aside, stretch alternatively
the arms to extend one side more than the other. Execute
twice, holding for 5 seconds. Stretching recommended for
the trapezius and deltoid muscles.

With the arms on the head, hold one elbow with
the opposite hand, bringing the elbow gently towards
the cervical spine. Hold for 15 seconds. Stretching
recommended for the triceps brachii muscle.

With the arms straight to the body, lift up the
shoulders. Execute twice, holding for 5 seconds. Stretching
recommended for the deltoid muscle.

Upper limbs stretched and crossed above the head,
hold for 15 seconds. Stretching recommended for the
trapezius and deltoid muscles.

Arms crossed and palms towards the exterior,
stretch the arms for 15 seconds. Stretching recommended
for the trapezius, rhomboid, deltoid, and biceps brachii
muscles.

One upper limb with the forearm at the back, the
other limb with the bended elbow behind the head. The
fingers of both hands are intertwined. Pull with both hands
in opposite directions. Hold for 10 seconds for each limb.
Stretching recommended for the triceps brachii muscle.

Standing, with the lower limbs slightly aside, flex
the trunk to the front with the upper limbs in extension,
supported on a hard surface. To elongate the lumbar spine,
lower the trunk as low as possible. Hold for 30 seconds.

Standing, with the legs aside, hands at the hip level,
twist the trunk sidewards to elongate the lumbar spine.
Hold for 10 seconds for each side.

Standing, with the lower limbs aside, hands at the
level of the lumbar spine, bring the waist to the front. Hold
for 15 seconds. Stretching recommended for the pectoralis
muscle.
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tulburarilor de statica vertebrala
3.http.//www.osteopatie-ortopedie.ro/sfaturi-utile/

BENEFICIILE ANTRENAMENTULUI PROPRIOCEPTIV IN
RECUPERAREA DUPA ENTORSELE
DE GENUNCHI - CONSIDERENTE TEORETICE

Rezumat

Scop: Am intentionat sa facem o trecere in revistd a
importantei si beneficiilor antrenamentului proprioceptiv.
Antrenamentul proprioceptiv este folosit Tn reabilitarea
dupa accidentdri si incepe sa fie recunoscut ca un element
important in prevenirea acestora, indiferent de sportul
practicat. Sustinem cd scopul antrenamentului propioceptiv
este si acela de a dezvolta forta musculara si controlul
neuromuscular, astfel incat finalitatea sa fie reprezentata
de un mai bun control si 0 mai eficienta protectie la nivelul
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articulatiei genunchiului pe parcursul solicitdrilor din
timpul efortului fizic.

Concluzii: Toate lucrarile trecute in revistd de cdtre
noi au concluzionat ca antrenamentul proprioceptiv este
eficient In Tmbunatadtirea si recapatarea proprioceptiei.

Cuvinte cheie: proprioceptie, antrenament
proprioceptiv, beneficii, recuperare.

Introducere. Antrenamentul proprioceptiv joaca un
rol important in reabilitarea si prevenirea accidentarilor la
nivelul membrelor inferioare. El este folosit in reabilitarea



dupa accidentdri si incepe sa fie recunoscut ca un element
important in prevenirea acestora, indiferent de sportul
practicat. Alergdrile, schimbarile de directie, sariturile si
pivotadrile pe un singur picior suscitd existenta simtului
pozitionarii articulatiilor si a controlului muscular in
vederea stabilitatii articulatiilor.

Din nefericire, este de notorietate faptul ca
practicarea sportului de performantd conduce destul de
des la aparitia accidentarilor, in special la nivelul membrelor
inferioare. Asadar, accidentdrile in sport constituie de mult
un punct de interes pentru cercetatorii din domeniu. Cel
mai frecvent intalnite si, In consecinta si studiate, sunt
cele produse la nivelul articulatiei genunchiului — entorse,
luxatii sau rupturi de ligamente (Giofsidou, et all., 2012,
Hagglund, M., Waldén, M., Atroshi, 1., 2009, Soligard, T.,
Myklebust, G., et all., 2008, Sugimoto, D., Myer, G.D., et
all, 2015, Waldén, M., Atroshi, I., et all., 2012, Wingfield,
K., 2013).

Majoritatea cercetarilor intreprinse au evidentiat
faptul ca exercitiile proprioceptive sunt cele pe care trebuie
sa se puna un accent deosebit in recuperarea sportivelor
dupa accidentarile la nivelul articulatiei genunchiului.
Myer, G.D. et all., 2005 si Zouita Ben Moussa et all., 2009
sustin ca sportivele care includ in pregatirea lor si exercitii
de proprioceptie vor avea de castigat in ceea ce priveste
forta si controlul neuromuscular, precum si cresterea
stabilitatii dinamice a articulatiilor (stabilitatea articulatiilor
pe parcursul miscarii) si a reinvatarii pattern-ului miscarilor
si a abilitatilor folosite pe parcursul efectuarii activitdtilor
zilnice si a celor specifice sportului practicat.

Sustinem ca scopul antrenamentului propioceptiv
este si acela de a dezvolta forta musculara si controlul
neuromuscular, astfel incat finalitatea sa fie reprezentatd
de un mai bun control si o mai eficienta protectie la nivelul
articulatiei genunchiului pe parcursul solicitarilor din
timpul efortului fizic. Cu atat mai mult cu cat proprioceptia
si coodonarea sunt de obicei neglijate in programele de
reabilitare, presupunandu-se in mod gresit ca sportiva este
gata sa se Intoarca pe teren odata ce si-a recdpatat forta
musculard si mobilitatea. Daca echilibrul, proprioceptia si
coordonarea nu sunt complet refacute, riscul producerii
unei recidive creste considerabil.

Antrenamentul proprioceptiv sau neuromuscular
castiga rapid atentie in sportul de performanta atat pentru
prevenirea si recuperarea leziunilor musculoscheletice cat
si in cresterea performantelor. El are la baza reantrenarea
programelor neuromotorii existente pornind de la
informatiile senzitive care le-au dat nastere, prin punerea
in aplicare a unui program asemandtor, aparut pe baza
altor informatii si care inlocuieste programul precedent,
depdsit sau devenit incomplet (http://www.scribd.com/
doc/227803314/Prezentare-Pitesti-Ro#scribd).

Prin antrenamentul proprioceptiv, se Tincearca
recuperarea functiei articulatiei accidentate, si chiar
recuperarea tuturor schemelor motorii necesare mentinerii
echilibrului fiziologic static si dinamic al intregului organism.
Antrenamentul proprioceptiv este practic o reprogramare
neuromotorie, o tehnicd ce se bazeazd pe stimularea
sistemului neuro-motor in intregime. Scopul principal al
exercitiilor proprioceptive este acela de a reeduca reflexele
proprioceptive in scopul de a obtine din nou un ,control”

optim asupra musculaturii si miscarilor (R. Cocucci, R.
Boni, 2005). Cu rol preventiv, exercitiile propioceptive sunt
executate cu scopul de a realiza un control mai rapid si mai
automat al musculaturii. Aceste exercitii preventive bazate
pe capacitatea progresiva de a rezista la dezechilibre dau
posibilitatea sustinerii intotdeauna corecte a membrului
inferior stimuland muschii in asa fel Thcat sa se evite
contractiile musculare izolate.

Tehnica antrenamentului proprioceptiv se bazeaza
pe stresul usor si controlat aplicat articulatiilor vizate
(in scopul de a accelera raspunsurile musculare pentru
a absorbi efectul destabilizator, mai degraba decat de
a suferi articulatia) folosind fie exercitii in care sarcina
si sprijinul natural se realizeazd pe suprafete oscilante
(mingi bossu, placi de echilibru etc), fie exercitii cu diferite
grade de dificultate (R. Cocucci, R. Boni, 2005). in general,
antrenamentul proprioceptiv este alcatuit dintr-un set
de exercitii care creeaza situatii de instabilitate, Tn scopul
de a evalua si de a Tmbunatati utilizarea semnalelor
proprioceptive care provin din pdrtile periferice ale
corpului, in special de la nivelul membrelor inferioare. Cum
am vazut si mai sus, obiectivul principal al antrenamentului
neuromotor este de a reeduca reflexele proprioceptive, in
scopul de a obtine din nou un control optim al posturii si al
articulatiilor afectate.

Deasemenea, acesttipdeantrenament este esential
pentru o recuperare completd dupa un traumatism (pentru
a restabili reflexele si a reactiva toate canalele de informare
intrerupte de accident); in prevenirea leziunilor (pentru
a avea un control muscular mai rapid in timpul actiunii
jocului si pentru a incuraja solicitarea unor grupuri intregi
de muschi, evitand contractii izolate); in antrenamentul
sportiv (pentru a dezvolta simtul de echilibrului si de control
absolut al miscarilor) (http://www.my-personaltrainer.it/
allenamento/allenamento-propriocettivo.html)

Frecventa cu care ar trebui practicate aceste
exercitii este de doua ori pe saptamana, timp de 15 minute,
asa cum sustin si Olsen, O.E., Myklebust, G., et all., 2005,
Waldén, M., Atroshi, I., et all., 2012.

O serie de autori considera ca sportivele care
includ in pregdtirea lor si exercitii de proprioceptie vor
avea de castigat in ceea ce priveste forta si controlul
neuromuscular, precum si cresterea stabilitdtii dinamice a
articulatiilor (stabilitatea articulatiilor pe parcursul miscarii)
si a reinvatarii pattern-ului miscarilor si a abilitatilor folosite
pe parcursul efectuarii activitatilor zilnice si a celor specifice
sportului practicat (Myer, G.D. et all., 2005 si Zouita Ben
Moussa et all., 2009). Hagglund, M., Waldén, M., Atroshi,
I., 2009, sustin cd antrenamentul proprioceptiv considera
ca ,aceste exercitii ajutd la imbunatdtirea schimbarilor
rapide de directie si a fortei musculare si au un efect benefic
in recuperarea dupd traumatisme la nivelul articulatiei
genunchiului”.

Concluzii

Antrenamentul proprioceptiv este eficient n
imbundtatirea si recdpdtarea proprioceptiei si, de
asemenea, conduce la cresterea fortei musculare.

Scopul principal al exercitiilor proprioceptive este
acela de a reeduca reflexele proprioceptive in scopul de a
obtine din nou un ,control” optim asupra musculaturii si
miscarilor
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Ca rol preventiv, exercitile propioceptive sunt
executate cu scopul de a realiza un control mai rapid si mai
automat al musculaturii.

Acest tip de antrenament este esential pentru
o recuperare completd dupa un traumatism (pentru a

intrerupte de accident); in prevenirea leziunilor (pentru
a avea un control muscular mai rapid in timpul actiunii
jocului si pentru a incuraja solicitarea unor grupuri intregi
de muschi, evitand contractii izolate); pentru a dezvolta
simtul de echilibru si de control absolut al miscarilor.

restabili reflexele si a reactiva toate canalele de informare
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NN\J>”« BENEFITS OF PROPRIOCEPTIVE TRAINING
P4 [N THE RECOVERY AFTER
KNEE SPRAINS - THEORETICAL CONSIDERATIONS

Summary

Purpose: We intended to review the significance
and benefits of proprioceptive training. Proprioceptive
training is used in the recovery after injuries and is being
endorsed as an important element in their prevention,
regardless of the sport practised. We claim the purpose of
proprioceptive training to be the development of muscular
force and neuromuscular control, so that the finality is a
better control and a more efficient protection at the level
of the knee joint during the stress caused when exercising.

Conclusions: All works considered concluded that
proprioceptive training is efficient in the improvement and
recovery of proprioception.

Key words: proprioception, proprioceptive training,
benefits, recovery.

Introduction. Proprioceptive training plays a major
role in the rehabilitation and prevention of injuries of
the lower limbs. It is used in the recovery after injuries
and is being endorsed as an important element in their
prevention, regardless of the sport practised. Running,
direction changes, jumps and pivoting on a single leg entail
the existence of the joint position sense and muscular
control for the joint stability.

Unfortunately, it is well known that practising
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professional sports often causes injuries, especially at the
level of the lower limbs. Therefore, sports injuries are a
point of interest for the researchers in the matter. The most
frequent and, therefore, the most studied ones are those
occurring at the knee articulation-sprains, dislocations or
ligament ruptures (Giofsidou, et all.,, 2012, Hagglund, M.,
Waldén, M., Atroshi, 1., 2009, Soligard, T., Myklebust, G., et
all., 2008, Sugimoto, D., Myer, G.D., et all, 2015, Waldén,
M., Atroshi, I., et all., 2012, Wingfield, K., 2013).

Most  research  undertaken outlined that
proprioceptive exercises are the ones which should
especially emphasise the recovery of athlete women after
injuries at the level of the knee joint. Myer, G.D. et all,,
2005 and Zouita Ben Moussa et all., 2009 claim that athlete
women also including in their training proprioceptive
exercises have more to gain in terms of the force and
neuromuscular control, as well as the growth of the joint
dynamic stability (the joint stability during movement) and
the re-learning of the movement pattern and abilities used
to carry out daily activities and specific activities for the
sports practised.

We claim the purpose of proprioceptive training to
be the development of muscular force and neuromuscular
control, so that the finality is a better control and a more



efficient protection at the level of the knee joint during
the stresses caused when exercising. Moreover, given that
proprioception and coordination are usually neglected
during the rehabilitation programmes, erroneously
considering that the athlete is ready to go back on the field
after recovering the muscular force and mobility. If balance,
proprioception, and coordination are not completely
restored, the risk of a relapse grows significantly.

Proprioceptive or neuromuscular training gains
attention rapidly in professional sports both for the
prevention and for the recovery of musculoskeletal
injuries and the increase of performance. It is based
on the re-training of existing neuromotor programmes
starting from the sensitive information generating them,
by applying a similar programme generated on grounds of
other information and replacing the previous programme,
obsolete  or incomplete  (http://www.scribd.com/
doc/227803314/Prezentare-Pitesti-Ro#scribd).

By means of proprioceptive training, an attempt is
made to recover the function of the injured joint, and even
to recover all the movement schemas required to maintain
the static and dynamic physical balance of the entire body.
Proprioceptive training is basically a neuromotor recovery,
a technique based on the stimulation of the entire
neuromotor system. The main purpose of proprioceptive
exercises is to re-educate the proprioceptive reflexes
in order to gain the best ,control” on muscles and
movements (R. Cocucci, R. Boni, 2005). As preventive role,
proprioceptive exercises are made in order to achieve
a faster and automatic muscle control. Such preventive
exercises based on the progressive capacity to withstand
unbalance provide the possibility of the always accurate
support of the lower limb, stimulating the muscles so as to
avoid isolated muscle contractions.

The technique of proprioceptive training is based
on light and controlled stresses on specific joints (in order
to accelerate muscle response to absorb unbalancing
effects, rather than affecting the joint) using either
exercises in which stresses and natural support are made
on oscillating surfaces (bosu balls, balance plates, etc.) or
exercises with various levels of difficulty (R. Cocucci, R.
Boni, 2005). In general, proprioceptive training consists
of a series of exercises creating situations of instability,
in order to assess and improve the use of proprioceptive
signals from the peripheral sides of the body, especially
from the lower limbs. As seen above, the main objective
of the neuromotor training is to re-educate proprioceptive
References

reflexes in order to gain the best control on posture and
affected joints.

Also, this type of training is essential for the
full recovery after a trauma (to re-establish reflexes
and reactivate all information channels broken by the
accident); to prevent injuries (to have a more rapid
control on the muscles during the game and to encourage
stresses on some complete groups of muscles, avoiding
isolated contractions); in sports training (to develop
balance sense and absolute control of movements) (http://
www.my-personaltrainer.it/allenamento/allenamento-
propriocettivo.html)

The frequency at which these exercises should be
practised is twice a week, for 15 minutes, as also endorsed
by Olsen, O.E., Myklebust, G., et all., 2005, Waldén, M.,
Atroshi, I., et all., 2012.

As shown above, some authors consider
that athlete women also including in their training
proprioceptive exercises have more to gain in terms of
force and neuromuscular control, as well as growth of the
joint dynamic stability (the joint stability during movement)
and the re-learning of the movement pattern and abilities
used to carry out daily activities and specific activities for
the sport practised (Myer, G.D. et all., 2005 and Zouita Ben
Moussa et all., 2009). Hagglund, M., Waldén, M., Atroshi,
I., 2009, claim that, for the proprioceptive training, ,these
exercises help improve fast direction changes and muscle
force and have a beneficial effect on the recovery after
knee joint injuries”.

Conclusions

Proprioceptive  training is efficient in the
improvement and recovery of proprioception and also
leads to an increase of the muscle force.

The main purpose of proprioceptive exercises is to
re-educate the proprioceptive reflexes in order to gain the
best ,,control” on muscles and movements.

As preventive role, proprioceptive exercises are
made in order to achieve a faster and automatic muscle
control.

This type of training is essential for the full recovery
after a trauma (to re-establish reflexes and reactivate all
information channels broken by the accident); to prevent
injuries (to have a more rapid control on the muscles during
the game and to encourage stresses on some complete
groups of muscles, avoiding isolated contractions); to
develop balance sense and absolute control of movements.
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I I MANAGEMENTUL $I AUTO-MANAGEMENTUL
AFECTIUNII NEUROLOGICE

Nicoleta CALOTA, Liliana-Elena STANCIU, Elena-Valentina IONESCU, Alin lulian TUCMEANU, Carmen OPREA

Din totalul pacientilor finregistrati cu diverse
sindroame neurologice, existda un mic procent care nu
solicita asistenta medicald. Acest lucru dovedeste faptul ca
auto-managementul acestor afectiuni este uneori accesibil
si pacticat de unii pacienti. Cei care nu merg la specialist au
dureri constante, persistente, cu reducerea functionalitatii,
fnsa manageriaza simptomele independent de medic.
Dintre cei care se prezinta la consultatie, o mare parte este
interesatd de lucruri pe care le pot aplica pentru a face fata
singuri problemei. Existd si bolnavi neglijenti n adoptarea
strategiilor necesare, dar care pot fi convinsi sa o facd, daca
sunt corect informati.

Astfel, se instaureaza ideea de auto-management al
afectiunii neurologice, pe care pacientul il practica oricum,
odata boala instalata. Sub indrumarea medicului specialist
si a kinetoterapeutului, acest act poate fi eficientizat si
constientizat.

Liniile generale ale unui auto-management optim al
afectiunii neurologice, pot fi conturate astfel:

ecvitarea repausului la pat si reluarea activitatii cat
mai aproape de normal (progresiv);

einformarea pacientului Tn vederea
temerilor cu privire la afectiunea de care sufera;

einfluentarea atitudinilor si convingerilor despre
durere si impotenta functional3;

eincurajarea practicarii exercitiului fizic si a
activismului, ca prim mijloc de ameliorare a simptomelor si
modalitate de a le controla.

Se poate observa cd, pe langa rolul factorilor
psihosociali in influentarea dizabilitatilor cronice, practicile
kinetice (exercitiul fizic si miscarea in general), aplicate
in mod regulat, ocupd un rol central in ameliorarea
simptomatologiei.

Sindromul ,,nefolosirii” (the disuse syndrome)

Durerea cronica de orice tip predispune la riscul de
a dezvolta un sindrom fizic de ,nefolosire”, muschii scazand
n masa si forta daca nu sunt optim utilizati.

Tn principiu, sindromul de nefolosire implica efectele
sedentarismului asupra fizicului si psihicului uman. A fost
descris prima data in 1984 si de atunci i s-a acordat tot mai
multa atentie, in raport cu durerile cronice, dar si cu alte
stari patologice. S-a concluzionat la modul general ca este
responsabil de alterarea starii de sanatate a fiintei umane
si cd este cauzat de lipsa de activitate fizica, instalata in
diverse afectiuni, inclusiv cele neurologice, in particular si
imprimata de stilul actual de viata al societatii, in general.

Efectele sindromului de nefolosire

Neutilizarea in parametri optimi a componentelor
corpului uman conduce la multiple deteriorari functionale.
Acest fenomen este o extensie a vechiului adaggio:
,foloseste-| sau il pierzi”.

Exista mai multe consecinte ale neutilizarii. Ele apar

reducerii
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in mai multe sisteme, tesuturi si aparate ale corpului, dar
cele mai evidente sunt cele instalate in tesutul muscular
si 0sos, aparatul cardiovascular, componentele sangvine,
aparatul gastrointestinal, endocrin si sistemul nervos, dupa
cum urmeaza:

oin sistemul muscular, inactivitatea muschilor
poate conduce rapid la atrofie si atonie. Perimetrul unui
membru imobilizat scade in mod notabil dupa o perioada
de imobilizare;

eEfectele cardiovasculare includ o descrestere
a concentratiei de oxigen, cresterea presiunii sistolice,
descresterea volumului plasmei cu 10-15 procente dupa
un repaus prelungit la pat;

e|nactivitatea fizicd determind modificari in buna
functionare a sistemului nervos: lentoarea proceselor
intelectuale, probleme de memorie si concentrare,
depresie, anxietate.

Pe langa acestea, se instaleazd multe alte modificari
fiziologice. ,,Nefolosirea” (disuse) a fost descrisa dupa cum
urmeaza: ,inactivitatea are un rol pervaziv in lipsa starii de
bine. Nefolosirea este fizic, mental si spiritual debilitanta”
(William W. Deardoff).

Multi specialisti considera ca sindromul de nefolosire
este variabila-cheie In perpetuarea multor dureri cronice.
El poate aparea intr-o multitudine de probleme medicale,
crescand probabilitatea instalarii unui sindrom de durere
cronica, sau agravand-o.

Din nefericire, atitudinea si tratamentul obisnuit
in lumea medicala conduc adesea catre o si mai mare
pasivitate a pacientului, fard a se acorda atentie activitatii
fizice si exercitiilor terapeutice de orice fel.

Sindromul de nefolosire poate determina si
modificari emotionale, asociate cu intensificarea
perceptiei durerii. ncercarea de a deveni activi fizic poate
fi coplesitoare pentru persoanele cu dureri cronice, de
aceea supravegherea si indrumarea kinetoterapeutului
sunt cu atat mai necesare.

Bolnavul neurologic se confruntd adesea si cu
simptome ale depresiei, pentru care trebuie consiliat
si Indrumat, inclusiv de cdtre kinetoterapeut, in timpul
sedintelor de tratament. In unele cazuri, depresia poate
agrava sau prelungi manifestarile afectiunii de baza, fapt ce
adanceste starea psihica initiala, creandu-se astfel un cerc
vicios care trebuie intrerupt cat de repede.

Existd anumite indicatii pe care pacientul neurologic
depresiv le poate urma pentru a preveni sau manageria
simptomele bolii si depresia:

eMinimalizarea sanselor de aparitie a durerii
cronice: discutia cu medicul despre simptomele depresiei,
sau despre istoricul ei, in timpul fazei acute a bolii, poate
alerta specialistul si 1l poate ghida in stabilirea planului

de tratament. Pacientul predispus depresiei sau care are >>>



>>> aceastd problemad in antecedente poate fi mai vulnerabil

in manifestarea unor simptome persistente ale afectiunii
neurologice. Un medic informat in acest sens poate
instaura precoce un tratament care sa vizeze bundstarea
psihologicd a bolnavului, minimalizand sansele de aparitie
a depresiei.

e|dentificarea situatiilor care agraveaza
simptomatologia afectiunii neurologice: pacientii pot
monitoriza modul Tn care propriul stres si anxietatea
afecteaza tabloul clinic, acest lucru ajutandu-i  sd se
focuseze de la durere, de exemplu, catre elemente ale vietii
lor care le pot intensifica durerea. Identificarea situatiilor de
stres/emotie care agraveaza simptomele oferd pacientului
oportunitatea de a le reduce/elimina si de a obtine un mai
bun control asupra afectiunii in sine.

eComunicarea cu privire la depresie: multi pacienti
nu vorbesc medicului curant despre depresie deoarece
considera ca, odata ce simptomele bolii se vor ameliora,
depresia, anxietatea si stresul vor disparea. Cu toate
acestea, secundar instalarii unei afectiuni neurologice, apar
si alte aspecte negative care influenteaza viata persoanei
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si mentin depresia: modificari in abilitatea de a desfasura
activitati favorite, afectarea relatiilor familiale, stres
financiar sau pierderea locului de munca, toate contribuind
la starea de disperare/depresie.Comunicarea cu terapeutul
in acest sens il va ajuta pe acesta sa ramana bine informat
si sd administreze un tratament adecvat.

eTratamentul multidisciplinar al depresiei si/sau
al afectiunii neurologice: informarea medicului curant
cu privire la depresie poate crea oportunitatea unui curs
multidisciplinar al tratamentului, implicand si un psihiatru/
psiholog. Printr-o abordare in echipd, atat afectiunea
neurologica, cat si depresia sunt monitorizate simultan.

n completare, trebuie mentionat faptul ¢ anumite
medicamente administrate pentru tratarea afectiunilor
neurologice pot agrava depresia, fapt ce inrautateste
modul de perceptie a bolii initiale. Daca atat simptomele
fizice, cat si cele psihice sunt atent supravegheate de catre
specialisti, deci optim manageriate, se poate obtine o
mai buna echilibrare a pacientului, din toate punctele de
vedere.

Bortz, W.M., Western Journal of Medicine, 1994 Nov 141 (5): 691-694, U.S.A.;

Deardoff, W., PhD, UCLA School of Medicine, U.S.A.;
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WNNJ”4 MANAGEMENT AND SELF-MANAGEMENT
V4N OF THE NEUROLOGICAL DISORDER

Nicoleta CALOTA, Liliana-Elena STANCIU, Elena-Valentina IONESCU, Alin lulian TUCMEANU, Carmen Oprea

From the total of patients registered as suffering
from different neurological syndromes, there’s a small
number who doesn’t seek medical care. This proves that
the self-management of these disorders is sometimes
accessible and carried out by some patients. Those who
aren’t seen by a specialist have constant, persistent
pain, a decrease of functionality, but they manage these
symptoms without the help of a physician. From those
who attend a consult, a great number is interested in what
they can do to cope with the problem on their own. There
are patients who are neglectful of adopting the necessary
strategies, but who can be convinced to do it if they are
correctly informed.

Therefore, the idea of self-management of the
neurological disorder appears, self-management that the
patient however applies from the onset of the disorder.
Under the guidance of the specialist physician and of
the physical therapist, this action can be understood and
rendered more efficient.

The broad outline of an optimal self-management
of the neurological disorder can be set in the following way:

Avoiding bed rest and resuming usual activities as
normally as possible (progressively);

Informing the patient in order to reduce his/her
fears regarding the disorder;

Influencing the attitude and beliefs on pain and
functional impotency;

Encouraging physical exercise practice and activity
undertaking as a first way in improving and controlling the
symptoms.

One can notice that, apart from the role played by
the psycho-social factors in influencing chronic disabilities,
kinetic practices (physical exercise and motion in general),
applied regularly, have a major part into improving the
symptoms.

The disuse syndrome

Any type of chronic pain is a predisposition to the
risk of developing a physical syndrome of disuse, the mass
of the muscles decreasing if they aren’t being optimally
used.

In general, the disuse syndrome involves sedentary
effects on the human body and mind. It was first described
in 1984 (Bortz WM, 1984 Nov 141 (5): 691-694, Western
Journal of Medicine, U.S.A.) and ever since, people have
paid more and more attention to it in relation with chronic
pain, but also with other pathological states. One has
reached the conclusion that it is generally responsible
for the ingravescence of the human being’s health state
and that it is caused in particular by the lack of physical

activity that appears during certain disorders, including >>>
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>>> neurological ones and in general by the present lifestyle

of the society.

Effects of disuse syndrome

Neutralization within optimal limits of the
human body’ components leads to several functional
deteriorations. This phenomenon is an extension of the old
adagio: “Use it or lose it”.

There are several consequences of neutralization.
They impact several systems, tissues, and apparatuses
of the body, but the most obvious is the impact on the
bone and muscle tissue, on the vascular apparatus, on the
blood components, on the gastrointestinal apparatus, on
the endocrine apparatus and on the nervous system, as
follows:

In the case of the muscular system, muscles’
inactivity can rapidly lead to atrophy and atony. The
perimeter of the immobilized member notably decreases
after the immobilization period;

The vascular effects include a decrease of oxygen
concentration, the increase of systolic pressure, the
increase of plasma volume with 10-15 percent after
prolonged bed rest;

Physical inactivity modifies the proper functioning
of the nervous system: slow intellectual processes, memory
and focus problems, depression, anxiety.

Moreover, other physiological modifications occur.
Disuse has been described in the following way: “Inactivity
plays a pervasive part in the lack of wellness. Disuse is
physically, mentally, and spiritually debilitating” (William
W. Deardoff).

Many specialists believe that disuse syndrome is the
key variable in the perpetuation of several chronic pains.
It can appear in a lot of medical problems, increasing the
possibility of chronic pain syndrome onset, or aggravating
the said syndrome.

Unfortunately, the usual medical treatment and
attitude often lead to the patient’s passivity, without paying
attention to physical activity and to any type of therapeutic
exercises.

Disuse syndrome can also determine emotional
modifications, associated with the intensification of pain
perception. By trying to become physically active, people
suffering from chronic pain can become overwhelmed
and this is why the physical therapist’s supervision and
guidance are even more necessary.

The neurological patient also has to deal with
depression symptoms for which he/she has to be
counselled and guided, including by the physical therapist
during the treatment sessions. In some cases, depression
can aggravate or prolong the manifestation of the initial
disorder, which also worsens the initial psychical state, thus
leading to a vicious circle that must be broken as soon as
possible.

BIBLIOGRAPHY:

There are certain indications that the depressive
neurological patient can follow in order to prevent or to
manage disease symptoms and depression:

Reduction of the chances of chronic pain onset:
the patient has to talk to the doctor about the depression
symptoms or about its history; during the acute stage of
the disorder, he/she can alert and guide the specialist in
establishing the treatment plan. The patient that has a
predisposition to depression or who has suffered before
from this condition, can be more vulnerable to the
manifestation of persistent symptoms of the neurological
disorder. A doctor who is well informed about this subject
can initiate at an early stage a treatment that aims for the
psychological wellness of the patient, reducing the chances
of depression onset.

Identification of situations that aggravate the
symptoms of the neurological disorders: patients can
monitor the way in which their own stress and anxiety
affects the clinical picture; this will help them to focus away
from the pain, for instance from the elements of their lives
that could intensify pain. By identifying the emotional/
stressing situations that worsen the symptoms, the patient
has the opportunity to reduce/eliminate them and to
obtain a better control over the disorder per se.

Communication regarding depression: many
patients don’t talk to their attending physician about
depression because they believe that, when the disorder
symptoms improve, depression, anxiety, and stress will
disappear. Nevertheless, apart from the neurological
disorder onset, other negative aspects appear, having the
power to influence the life of the patient and to maintain
depression: alteration of the ability to perform favourite
activities, family relationships degradation, financial stress
or job loss - all these elements further contribute to the
dismay and depression state. By communicating, the
therapist will remain well informed and will be able to
prescribe the right treatment.

Multidisciplinary treatment of depression and/or
neurological disorder: by informing the attending physician
about depression, the patient creates the opportunity of
following a multidisciplinary course of treatment, involving
a psychiatrist/psychologist. Through a team approach,
both the depression and the neurological disorder are
monitored simultaneously.

In addition, one must also mention that certain drugs
used to treat neurological disorders can worsen depression,
which also worsens the way in which the patient perceives
the initial disorder. If both physical and psychical symptoms
are being carefully watched by specialists, therefore well
managed, one can obtain a balance of the patient, from all
points of view.

Bortz, W.M., Western Journal of Medicine, 1994 Nov 141 (5): 691-694, U.S.A.;

Deardoff, W., PhD, UCLA School of Medicine, U.S.A.;

Kendall, N., Watson, P, (2000), Identifying psychosocial yellow flags and modifying management, Physiotherapy Association,
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Sanatoriul Balnear si de Recuperare Techirghiol, la
initiativa Asociatiei Oportunitati de Afaceri pentru Femei
— Business Opportunities for Women ASOAF-BOW Filiala
Constanta, in parteneriat cu Societatea europeana de
culturd Venetia au organizat recent dezbaterea Femeile
sustin turismul balnear romdnesc.

Invitatd: Anca PAVEL - NEDEA, presedinta Autoritatii
nationale pentru turism.

Au participat: profuniv.dr. Manuela CERNAT,
secretara Societatii europene de culturd Venetia, ing.
Mihaela BELCIN, presedinta ASOAF-BOW Constanta, conf.
univ.dr. Georgeta ADAM, presedinta Asociatiei jurnalistelor
din Romania, conf.univ.dr. Olga SURDU, presedinta Celui
de-al 41-lea Congres Mondial al Societatii Internationale de
Hidrologie Medicald, lulian SOCIANU, primarul interimar
al localitatii Techirghiol, Daniela Palade TEODORESCU,
redactor sef revista Avantaje, Cristina RACOCEANU,
directorul Autoritatii nationale de management al calitatii
in sanatate, Vasile STRATULAT, fizician.

Gazde au fost drd. Elena Roxana ALMASAN,
managerul Sanatoriului Balnear si de Recuperare
Techirghiol, s.l.dr. Elena Valentina IONESCU, director
medical, drd. Carmen OPREA, director ingrijiri medicale.

Moderatorul manifestarii: conf.univ.dr. Aurelia
LAPUSAN.

Anca Pavel Nedea, presedinta Autoritatii nationale
pentru turism, a sustinut un interesant discurs despre
Strategiile guvernamentale privind promovarea turismului
balnear romdnesc. O parte din materialul prezentat este
publicat in aceasta editie a revistei Techirghiol.

Mai multe sanse pentru antreprenoriatul feminin
25 Martie 2016 a reprezentat o zi importantd si
de o deosebita valoare atat pentru speakerii de onoare,

Aseciata Ogertanitis e Moo pesdra esors
Hutineu Cppertusities for Warsen*

I FEMEILE SUSTIN TURISMUL BALNEAR ROMANESC

Mihaela TOMA

Mihaela Belcin, Presedinte
al asociatiei ASOAF
BOW- Filiala Constanta,
Conf. Univ. Dr. Aurelia
LAPUSAN,  Vicepresedinte
al asociatiei, Anca Nedea
Pavel, Presedinta Autoritatii
Nationale pentru Turism,
| Prof. Univ. Dr. Manuela
' Cernat, Vicepresedinta
Societatii  Europene de
Culturd  Venetia, Conf.
Univ. Dr. Georgeta Adam,
Presedinta Asociatiei
Femeilor  Jurnaliste  din
Romania si Conf. Univ. Dr.
Olga Surdu, Presedinta Celui de-al 41-lea Congres Mondial
al Societatii Internationale de Hidrologie Medicald, Elena
Roxana Almdsan, managerul SBRT si Daniela Palade
Teodorescu, redactor sef la revista Avantaje, cat si
pentru invitatii de la Sanatoriul Balnear si de Recuperare
Techirghiol.

Primul dintr-o serie de evenimente ce au in prim-
plan promovarea femeilor implicate in administrarea
afacerilor si a organizatiilor a fost unul de exceptie.

Temele de interes ale conferintei au fost planurile
de promovare a turismului balnear si interesul national
privind aceste locuri de recuperare si liniste.

ASOAF BOW este o asociatie pentru si despre femei
care a luat fiintd la Washington, la initiativa Doamnei Hilary
Clinton, prin derulararea sifinantarea ”Programului Flotus”,
inanul 1999. Asociatia reprezintd acea mana de ajutor care
vine n sprijinul femeilor care vor sa imbundtateasca nu
doar turismul balnear, ci mentalitatea pentru a face bine
Si a prospera.

Obiectivele ASOAF BOW-Constanta presupun
dezvoltarea unei retele nationale si internationale a
femeilor de afaceri, stabilirea relatiilor de parteneriat cu
alte asociatii sau organizatii ale oamenilor de afaceri si
incurajarea de initiative private in randul femeilor, tinerelor,
in dezvoltarea spiritului antreprenorial. Sustine accesul
femeilor la functii si demnitati publice si promoveaza
principiul responsabilitatii social-corporative in randul
firmelor conduse de femei.

Cu peste 11 ani de experientd, asociatia a initiat
activitati de pregatire pentru femei in diferite domenii de
activitate, din mediul afacerilor, a elaborat relatii de afaceri
intre membrele organizatiei, dar si cu membrele altor
organizatii atat din Romania, cat si din strainatate (Bosnia-
Hetzergovina, Spania, Bulgaria).

Since 2005

SOF-BOW Camttans
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SSMZ4 WOMEN SUPPORT ROMANIAN BALNEAL TOURISM

AIRN

Techirghiol Balneal and Rehabilitation Sanatorium,
at the initiative of Business Opportunities for Women
ASOAF-BOW, Constanta branch, in partnership with
European Cultural Society Venice have recently held the
debate “ Women support Romanian balneal tourism”

Guest: Anca Pavel - Nedea, president of National
Tourism Authority.

Participants: prof. Manuela Cernat PhD, secretary of
European Cultural Society Venice, Romanian department,
Eng. Mihaela Belcin, president of ASOAF-BOW Constanta,
associate prof. Georgeta Adam PhD, president of Romanian
Female Journalists Association, associate prof. Olga Surdu
PhD, president of the 41st International Congress of the
International Society of Medical Hydrology, lulian Socianu,
Techirghiol locality mayor, Daniela Palade Teodorescu,
editor-in-chief of Avantaje magazine, Cristina Racoceanu,
manager of National Authority of Health Quality
Management, Vasile Stratulat, physicist.

Host were PhD student Elena Roxana Almdsan,

manager of Techirghiol Balneal and Rehabilitation
Sanatorium, s.l.dr. Elena Valentina lonescu, medical
manager, PhD student Carmen Oprea, medical care

manager. Moderator: associate professor Aurelia Lapusan
PhD.

Anca Pavel-Nedea, president of National Tourism
Authority, held an exciting speech about Government
strategies regarding Romanian balneal tourism promotion.
A part of the material shall be published in the current
issue of Techirghiol magazine.

More chances for female entrepreneurship

March 25th 2016 represented an important and
valuable day for the speakers of honour, Belcin Mihaela
president of ASOAF-BOW Constanta, associate professor
Aurelia Lapusan PhD, vice-president of the association,
Anca Pavel - Nedea, president of National Tourism
Authority, professor Manuela Cernat PhD, Vice-president
of European Cultural Society Venice, associate professor
Georgeta Adam PhD, president of Romanian Female
Journalists Association, and associate professor Olga Surdu
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41st International Congress of the International Society of
Medical Hydrology, Elena Roxana Almdsan, SBRT manager
and Daniela Palade Teodorescu, editor-in-chief of Avantaje
magazine, but also for the guests from Techirghiol Balneal
and Rehabilitation Sanatorium.

The first of a series of events focused on promoting
women involved into business and organizations
administration was a success.

The subjects of interest of the conference were the
plans of promoting balneal tourism and national interest
regarding this quiet recovery place that, unfortunately, are
forgotten by Romanian travellers. The resorts that were
once at the peak of development kneel today in front offers
of travelling abroad.

ASOAF BOW s association for and about women
that was created in Washington, at the initiative of
Hilary Clinton, through the progress and financing of
“Flotus program” in 1999. The association is the iron
fist that supports women who want to improve not only
balneal tourism, but also the idea of doing good and of
flourishing. The objectives of ASOAF BOW — Constanta
include the development of national and international
network of business women, establishing partnerships
with other associations or organization of businessmen
and encouraging private initiatives among women and
young women, in order to improve entrepreneurial spirit.
It also supports women'’s access to public functions and
dignities and it promotes the principle of corporate social
responsibilities within companies lead by women. It drafts
programs and it holds actions in collaboration with non-
governmental institutions with the purpose of identifying
and solving problems and encouraging young people’s
participation in political, economic and social life.

With over 11 years of experience, the association
initiated training activities for women in different
business fields, it developed business relations between
the organization’s members and also with the members
of other Romanian and foreign organizations (Bosnia-
Herzegovina, Spain, Bulgaria).



1928. CONGRESUL INTERNATIONAL DE
BALNEOLOGIE S| THALASSOTERAPIE

Cercetarea medicala in balneologie, ca ramura
a unor vechi preocupari stiintifice, a gasit mereu un
mediu prielnic la Techirghiol. La 14 iunie 1927, Ministerul
Sanatatii si Ocrotirii Sociale avansa doctorului lon Tataranu,
directorul studiilor medicale din statiune, bani pentru
pregdtirea Congresului de talasoterapie ce se va tine si la
Techirghiol. Cu acest prilej este publicatd brosura semnata
de dr. |. Tataranu, dr. C. Petrescu, M. Popovici, dr. Merescu,
dr. C. Zissu, dr. Beatrice Pruteanu: ,La cure mixte (marine,
helioterapie, boues minerales) pratiquée a Techirghiol
(Roumania)“. ,Contruibution a I'etude des modifications
hematologique; de I'indice opsonique; du calcium, de la
lacholesterine (dans le sang) du metabolisme de vase”.

Prof. dr. A Teohari si dr. I. Tataranu scriau cu acest
prilej: ,Concluziile la care am ajuns sunt ca namolul e un
factor activ si are un rol important Tn schimburile traumale
ce se produc n organism, si care se manifesta printr-o
crestere a hemoglobinei, a globulelor rosii, a indicelui
opsonic si a calciului in sange”.

Pregatirile pentru congres preocupd toate mediile
medicale.

,Congresul international de thalassoterapie si-a
inceput lucrarile in Capitala, unde congresistii au fost primiti
cu toata caldura de catre reprezentantii guvernului si de
fruntasii corpului medical. S-au facut comunicari foarte
importante, care au imbogatit activitatea congresului cu
observatii asupra diferitelor maladii si a tratamentelor.
Dupad aceea ministrul sanatatii publice a oferit congresistilor
un copios banchet la Athenee Palace, la care au luat parte
dnii Inculet, ministrul sanatatii publice, N.N.Saveanu, fost
ministru si presedintele Camerei deputatilor, ministrul
Poloniei cu dna, prof.dr. Marinescu, precum si o seama de
medici si personalitdti distinse din Bucuresti, printre care si
cativa publicisti si ziaristi.

Oaspetii au sosit apoi la Constanta, unde de
asemenea, au fost primiti cu toata bucuria de corpul
medical al municipiului si de reprezentantii autoritatilor.
n cinstea lor, Prim&ria municipiului Constanta a oferit un
banchet in localul Cazinoului comunal, la care au participat
medicii, reprezentantii autoritatilor si fruntasii orasului.
Dr. N.Margdrit, primarul municipiului, a rostit cu aceasta
ocazie o frumoasa cuvantare. Orasul a fost pavoazat.
Numarul congresistilor este de 70. Ei reprezinta elita
stiintifica medicald”.

Participantii la Congres viziteaza apoi Techirghiolul.
Primaria luase masuri de infrumusetare a localitatii. De
altfel, Techirghiolul participd la Congres cu o expozitie, la
fel ca toate celelalte statiuni balneoclimaterice din tara.
Proprietarii stabilimentelor decid sa expuna namol si ape
minerale care sa promoveze efectul miraculos al lacului
Techirghiol.

Tn aceastd perioada apare, sub semnatura dr.
G. Tudorani, docent universitar, directorul medical al
statiunii balneare Slanic Moldova, lucrarea ,Recherche
Bacteriologiques sur la boue du lac Tekirghiol. Essais de
regeneration de cette boue”, lasi, Viata romaneasca, 1928.

Congresul este primul de acest gen care se tine in
tara noastrd si a fost prezidat de prof. dr. Anibal Teohari,
unul dintre fondatorii balneologiei moderne romanesti.
Prezenta strdinilor a fost de elitda si numeroasa: doctor
cavaler Salvatore Mimutilla — Palermo, dr. Herve,
proprietarul si directorul Sanatoriului ,Des Pins, Lamotte-
Beuvron® si al statiunii climatice ,Les Escades” din Pirineii
Orientali, dr. Georges Baudouin, conferentiar universitar la
Institutul de hidrologie si climatologie de la Colegiul Frantei,
prof. E. Sorrel, Clinica chirurgicala Strasbourg, director
al Sanatoriului maritim Berck-Plage, dr. Vadon, directorul
Sanatoriului Saint Eaphael, dr. Maurice Villaret, profesor
de hidrologie si climatologie, Facultatea de medicina Paris,
si, nu In ultimul rand, profesorul Georges Hayen, o alta
celebritate medicald a Frantei, la care studiase si Anibal
Teohari.

Printre membrii de onoare straini ai societatii
medicale romanesti se numadrau Marie Curie, profesor
universitar din Paris, savanta care mai tarziu a fost dublu
laureata cu Premiul Nobel, Marcel Labbe, membru al
Academiei franceze, Van der Hoeven Leonard Jean,
Amsterdam — Olanda.

Discursul de deschidere a fost rostit de prof. A.
Teohari. ,,Admirabil ca fond si ca forma — scria dr. C.
Mihailescu, vicepresedintele Societatii de hidrologie —
prestigiul sau stiintific, cercetarile sale originale si ale
colaboratorilor sdi relativ la modificarile hematologice in
cura marind de la Techirghiol, legaturile sale de prietenie
cu cei mai multi dintre congresisti, in special cei francezi,
vechi colegi de internat de la Paris — extrema sa amabilitate
si perfecta politete cu toata lumea i-au atras admiratia
tuturor congresistilor nationali si strdini si au contribuit
intr-o largd masura la perfecta reusita a congresului,

Lista sustinatorilor importantei manifestari stiintifice
incepea curegina Maria, continuand cudr. C. Anghelescu, dr.
N. Angelescu, Constantin Bacalbasa, recunoscut condeier,
loan Borcea, profesor universitar cercetator de larga
recunoastere, Paul Bujor, dr. lon Cantacuzino, H. Coanda,
N. Costachescu, dr. I. Costinescu, patriarhul Cristea Miron,
dr. C. Daniel, dr. D. Danielopolu, dr. N. Gheorghiu — viitorul
primar al localitatii Carmen Sylva, profesor universitar
la Bucuresti, M. Haret, presedintele Turning-Club, dr. D.
Hurmuzescu, Nicolae lorga, ilustrul istoric, si altii.

Cu ocazia expozitiei balneare din cadrul Congresului
international de talasoterapie au fost decernate medalii.
Techirghiolului i-a fost decernata medalia de argint.
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1928 INTERNATIONAL CONGRESS OF
BALNEOLOGY AND THALASSOTHERAPY

The medical research in balneology, as branch of
some old scientific preoccupations, has always found a
good environment in Techirghiol. On June 14th, 1927, the
Minister of Health and Social Protection granted Dr. lon
Tataranu, the director of the medical studies in the resort,
money to prepare the Congress of Thalassotherapy to be
also held in Techirghiol.Now is when the booklet signed by
dr. I. Tataranu, dr. C. Petrescu, M. Popovici, dr. Merescu,
dr. C. Zissu, dr. Beatrice Pruteanu: ,La cure mixte (marine,
helioterapie, boues minerales) pratiquée a Techirghiol
(Roumania)”“. ,Contruibution a I'etude des modifications
hematologique; de I'indice opsonique; du calcium, de la
lacholesterine (dans le sang) du metabolisme de vase” is
published.

Prof. dr. A Teohari and dr. |. Tatdranu wrote with this
occasion: ,The conclusions we reached are that sludge is
an active factor and has an important role in the trauma
changes occurring within our bodies, manifested by an
increase of haemoglobin, red cells, opsonic index and
calcium in the blood”.

The preparations for the congress concern all the
medical environments.

,The International Congress of Thalassotherapy
started the works in the capital where participants
were warmly welcomed by the representatives of the
government and by the elite of the medical bodies. Very
important communications were made, adding to the
activity of the congress with comments on the various
diseases and treatments. Subsequently, the minister of
public health offered the participants to the congress a
rich banquet at Athenee Palace, attended by Mr. Inculet,
minister of public health N.N.Sdveanu, former minister
and president of Deputy Chamber, the Polish minister and
his wife, prof.dr. Marinescu, and a series of doctors and
personalities in Bucharest, amongst which some publicists
and journalists.

Guests then arrived to Constanta where they were
also welcomed in great joy by the medical staff in the
municipality and the representatives of authorities. In their
honour, the Town Hall in Constanta municipality offered
a banquet in the restaurant of the communal Casino,
attended by doctors, representatives of the authorities
and the town’s elite. Dr. N. Margarit, the mayor, held a
beautiful speech. The town is dressed up. The number of
the participants to the congress is of 70. These represent
the medical scientific elite”.

The participants to the congress then visit
Techirghiol. The Town Hall took measure to make the locality
more beautiful. Nonetheless, Techirghiol participates to
the Congress with an exhibit, just as all the other balneary-
climatic resorts in the country. The owners of facilities
decide to exhibit sludge and mineral waters promoting the
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miraculous effects of Lake Techirghiol.

In this period, the article signed by Dr. G. Tudorani,
professor and medical director of the balneary resort
Slanic Moldova, ,Recherche Bacteriologiques sur la boue
du lac Tekirghiol. Essais de regeneration de cette boue”, is
published in lasi, Viata romaneasca, 1928.

The Congress is the first of its kind to be held in
our country and was chaired by Prof. Dr. Anibal Teohari,
one of the founders of modern Romanian balneology. The
presence of foreigners represented a high number of the
elite: doctor cavalier Salvatore Mimutilla — Palermo, dr.
Herve, owner and director of Sanatory ,,Des Pins, Lamotte-
Beuvron” and climatic resorot ,Les Escades” in the East
Pyrenees, dr. Georges Baudouin, university conferentiar
within the Institute of Hydrology and Climatology at
the College of France, prof. E. Sorrel, Surgerey Clinic in
Strasbourg, director of Maritime Sanatory Berck-Plage,
dr. Vadon, director of Sanatory Saint Eaphael, dr. Maurice
Villaret, professor of hydrology and climatology, Faculty of
Medicine in Paris, and, not the least, professor Georges
Hayen, another medical celebrity in France, also a tutor of
Anibal Teohari.

The foreign members of honour of the Romanian
medical society included Marie Curie, professor in Paris,
a scientist who was later awarded with two Nobel Prizes,
Marcel Labbe, member of the French Academy, Van der
Hoeven Leonard Jean, Amsterdam — Holland.

The opening speech was given by prof. A. Teohari.
,Admirable in terms of meaning and words - wrote dr. C.
Mihailescu, vice-president of the Society of Hydrology- his
scientific prestige, original research and collaborations in
relation to haematologic changes in marine treatments at
Techirghiol, his relationships with most of the participants
to the congress, especially French ones, old school piers
in Paris — his extreme kindness and perfect courtesy with
everyone entailed the admiration of all national and foreign
participants and significantly contributed to the perfect
success of the congress”.

The list of supporters of the important scientific
event started with Queen Mary, and continued with dr.
C. Anghelescu, dr. N. Angelescu, Constantin Bacalbasa, a
recognised writer, loan Borcea, recognised professor and
researcher, Paul Bujor, dr. lon Cantacuzino, H. Coanda, N.
Costachescu, dr. I. Costinescu, patriarch Cristea Miron,
dr. C. Daniel, dr. D. Danielopolu, dr. N. Gheorghiu — future
mayor of locality Carmen Sylva, professor in Bucharest,
M. Haret, president of Turning-Club, dr. D. Hurmuzescu,
Nicolae lorga, the illustrious historian and others.

Medals were awarded within the balneary exhibit of
the International Congress of Thalassotherapy. Techirghiol
received the silver medal.



MALFORMATII COMPLEXE ALE COLOANEI
DORSALO-LOMBARO-SACRALO-COCCIGIENE
LA O PACIENTA DE 28 DE ANI

Durerea lombard este cea mai des intalnita
afectiune musculoscheletald, afectand pana la 80% din
populatie intr-un anumit moment al vietii. Putine subiecte
din domeniul medicinei musculoscheletale au generat
dezbateri la fel de aprinse precum cauzele durerii lombare
joase. Intr-o oarecare mésurd, aceste dezbateri au ca
origine faptul ca majoritatea cazurilor de durere lombara
joasd se rezolva spontan. De fapt, adevaratul tablou al
durerii lombare joase este mai complicat. Cauza cea mai
comunad pentru durerea lombara joasa cronica in cazul
pacientilor de varsta mijlocie sau maiin varsta este durerea
discogenad, apdruta in aproximativ 39% din cazuri. A doua
cea mai comuna cauza este boala articulatiilor zigapofizare
care se manifestd in cazul a 15% din pacientii mai tineri
si a pana la 40% din pacientii mai Tn varsta care sufera de
durere lombaré joasé cronicd. In cazul pacientilor mai tineri
(de sub 30 de ani), elementele posterioare (spondiloza,
spondilolisteza) sunt cele mai comune cauze ale durerii
lombare joase. Malformatiile coloanei nu sunt mentionate
drept cauze obisnuite ale durerii lombare.

PREZENTAREA CAZULUI

Pacienta de 28 de ani s-a prezentat cu dureri
lombare. Anamneza a ardtat o femeie sdndtoasa, farad
antecedente patologice, care a avut o sarcind normala.

Istoric. Pacienta s-a plans de durere lombara
surdd si continud. Recent, nu a suferit de modificdri ale
comportamentelor vezicii sau intestinelor, operatii, febra,
frisoane, dureri nocturne sau cancer. Nu prezintd durere
referita.

Examinare fizicd. Tn urma examindrii, s-a constatat
cd nu existd curbe fiziologice sau asimetrii la nivelul
coloanei. in urma palpérii s-au detectat puncte sensibile.
Pacienta a raportat dureri la flexia inainte. Testul Faber sau
Patrick au fost utilizat pentru a evalua patologia soldului si
boala articulatiei sacroiliace, rezultatul fiind negativ.

REZULTATE SI DISCUTII

Razele X in pozitie verticald si cele laterale au
ardtat malformatii vertebrale, astfel ca am recomandat o
testare IRM. In urma acesteia, s-a descoperit o malformatie
complexa:
ebloc vertebral alcatuit din articulatiile vertebrelor toracice
T7-T8-T9 impreund cu hemivertebra T8
eagenezia vertebrelor L4, L5

Dr. Viorica MARIN

evertebrele sacrale sunt mici, au o forma anormala si
prezintd rahischizis anterior si posterior

efdra vertebre coccigiene.

evertebrele L1, L2 prezintd nivel ridicat de corp vertebral si
morfologie normala a arcurilor posterioare

eLipom cu intarsii cu structurd omogena, dezvoltat la nivel
sacral, cu dimensiuni 31/13 mm, situat in canalul vertebral
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>>>unde ocupd 2/3 din spatiul lateral, semnal intensin T1, T2, omogen in STIR, diferit fatd de LCR si fird comunicare cu
semnal foarte slab Tn STIR. sacul dural.

evertebra L3 prezinta rahischizis si anterolisteza minima in ~ eMadduva sectionatd la nivelul L1 si sectionata din nou la

comparatie cu L4 nivelul L3, continuand in tractul reticular pana la chistul
echist localizat in zona coccigiana cu atenuare in imaginea  coccigian si in jurul acestuia
ponderatd T1 si hiperintensitate in imaginea ponderata T2, eForamen de conjugare T9-L3 cu formad normald, fara

/'[F_], D
compresie radiculara la nivel intra sau extraforaminal Articulatie sacroiliacd cu formd distinctd, relativ
disc intervertebral T9-L3 cu hidratare normala si ridicata,  simetrica, cu semnal partial ridicat in T2 la nivelul marginilor
fara recul la limitele vertebrelor. oaselor si spatiu articular normal.

.Wli_’ 2 [FP] SE MEDITAL S rETEME

Tn ciuda acestor malformatii complexe, evolutia clinic a fost foarte bund. Dup& 10 zile de bai cu ndmol in alternants
cu hidro-kinetoterapie in apad saratd, fizioterapie, masaj si kinetoterapie, simptomele au disparut si, dupa o lund, pacienta
ne-a anuntat cd este din nou insdrcinatad.
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COLUMN AT 28 YEARS WOMAN

Back pain is the most common musculoskeletal
complaint, affecting as much as 80% of the population at
some point in their lives. Few topics in musculoskeletal
medicine have generated as much animated debate as the
causes of low back pain. Part of this debate is owing to the
fact that most cases of acute low back pain are believed
to resolve spontaneously. In fact, the true picture of low
back pain is more complicated. The most common cause
of chronic low back pain in middle-aged and older patients
is discogenic pain, accounting for approximately 39% of
cases. The second most common cause of chronic low
back pain is Z-joint disease, accounting for approximately
15% of younger patients and as much as 40% of older
patients with chronic low back pain. In younger patients
(<30 years old), the posterior elements (spondylolysis,
spondylolisthesis) are more common causes of low back
pain. Column malformation is not mentionated as a usual
cause of low-back pain.

CASE REPORT

Patient female 28 years came to us for low back-
pain. Anamnesis showed a healthy woman, with no
pathological personal antecedents, one normal pregnancy.

History

Patient complained of typically low back pain that
is dull and aching. She don’t have any recent history of
change in bowel or bladder habits, recent surgery, fever,
chills, night pain or history of cancer. She don’t report
referral pain.

Physical Examination

Inspection revealed a strait column with no
physiological curves and no asymmetry. Palpation
discovered tender points. Patient had pain with forward
flexion. The Faber or Patrick’s test was use to evaluate for
sacroiliac joint disease and hip pathology and was negative.

RESULTS AND DISCUSSIONS

The Rx with standing AP and lateral X-rays
demonstrateavertebralmalformation, sowerecommended

Dr. Viorica MARIN

IRM.The IRM dicover complex malformation:

evertebral block made by joints of thoracic vertebras T7-
T8-T9 with hemi vertebra T8

eagenezia of vertebras L4, L5

esacral vertebras small, abnormal shape with anterior and
posterior rahischisis

eno coccidian vertebras

evertebras L1,L2 with high level of vertebral corp and
normal morphologie of posterior arches

eintarsia lipoma with homogeny structure, developed
at sacral level with size 31/13mm, situated in vertebral
channel where it’s taken place 2/3 lateral space, intense
signal in T1, T2 and very low signal in STIR.

evertebra L3 with posterior rahischisis and minimal
anterolisthesis compare with L4

ecyst situated in coccidian area with attenuation in T1-
weighted and hyperintense on T2-weighted images,
homeogen in STIR sequences, different from LCR and no
communication with dural sac

emedullar spine split at L1 level and split again at L3 level
and continue with fibro-reticular tract till the coccidian cyst
and around it.

econjugate foramensT9-L3 with regular shape, no radicular
compression intra or extraforaminal level

eintervertebral disc T9-L3 with regular high and normal
hidratation, with no rebaund at vertebras limits.

Sacroiliac joint with particular shape, relative
symmetric, with partial high signal in T2 at bones edge and
normal joint space

Despite of these complex malformations, the
clinical evolution was very good. After 10 days of mud
bath alternative with hydro - kinetotherapy in salty pool,
physiotherapies, massage and kinetotherapy in low back
pain group, the symptoms despaired and after one month
she calls us to announce a new pregnancy.
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IMPORTANTA KINETOTERAPIEI IN RECUPERAREA
HEMIPLEGIEI SPASTICE POST ACCIDENT

VASCULAR CEREBRAL

Mihail TIRCHILA, Nicoleta CALOTA, Mariana SOTIR, Nicu PESTREA

Recuperarea neurologica reprezinta un proces activ
de recastigare a functiilor nervoase pierdute sau afectate
partial, fie complet, fie atingerea unui potential optim fizic,
mental si social, de educare a pacientilor cu scopul de
crestere a calitatii vietii de familie si sociale. Recuperarea
nu se adreseazda doar deficitului fizic al pacientului, ci
trebuie sa tina cont si de consecintele psihologice pe care
le are afectiunea, dar si de mediul social in care va trai acest
bolnav.

Accidentul vascular cerebral (AVC) afecteaza un
numar tot mai mare de adulti cu varsta sub 65 de ani, in
intreaga lume, mai ales in tarile in curs de dezvoltare.

Cu toate cd accidentul vascular cerebral este asociat
de obicei cu procesul de imbatranire, avand o incidenta
mai mare n randul persoanelor in varsta, un studiu mai
amplu bazat pe informatii furnizate de 119 tari (58 dintre
ele cu venituri mari si 61 cu venituri medii sau mici) arata
cd numarul cazurilor de AVC a crescut cu 25% in randul
grupei de varsta 20-64 de ani, in ultimii 20 de ani. In 2010,
numarul de cazuri de AVC in randul persoanelor de 20-64
de ani reprezinta 31% din numarul total, fata de 25% in
anul 1990.

Pentru un hemiplegic dupa un accident vascular
cerebral definitivarea deficitului functional nu inseamna
insa abandonarea pacientului cdci, in aceasta situatie,
pierderea restantului functional obtinut cu greu este
aproape reguld. Intretinerea prin continuarea unui anumit
program de recuperare este obligatorie si ea se face mai
ales la domiciliul bolnavului, si in regim sanatorial.

Hemiplegia spasticd reprezintd un stadiu al
evolutiei post AVC care provoaca o stare de suferinta fizica
permanentd, prin starea spasticd a muschilor, pe langa
afectarea psihica.

Fundamente teoretice si metodologice

Accidentul vascular cerebral (AVC) se caracterizeaza
prin dezvoltarea rapida de semne clinice localizate sau
globale de disfunctie cerebrald cu simptome ce depdsesc
24 de ore, putand conduce la deces, fara alta cauza
aparenta, cu exceptia originii vasculare.

AVC trebuie diferentiat de accidentul ischemic
tranzitor (AIT) care consta in episoade temporare de semne
neurologice focale care se remit complet in 24 ore.

Substanta albd a creierului este traversatd de caile
nervoase, care duc informatii de la suprafata emisferelor
(scoarta cerebrald) prin trunchiul cerebral in maduva
spinarii si de aici prin nervi motori spre diferiti muschi.
Circumvolutiile cerebrale contin centrii functionali. De la
unele din ele pornesc impulsurile de miscare a membrelor
(circumvolutiile frontale ascendente). Toti centrii motori
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sunt dispusi simetric pe cele doud emisfere cerebrale
potrivit unei adevarate harti.

Centrii vorbirii, scrisului, cititului si calculatului sunt
dispusi Intr-o anumitd zona a jumatatii stangi a creierului
la dreptaci si in jumdtatea dreapta la stangaci. Deoarece
traiectele nervoase ce transmit impulsuri pentru miscarile
voluntare ale membrelor in traiectul lor de la scoarta la
maduva se incruciseaza in bulb, rezultd ca o leziune intr-o
jumatate emisferica determind totdeauna o hemiplegie
in partea opusa. Pentru ca, asa cum am aratat, centrul
vorbirii, scrisului, calculatului si cititului nu sunt dispusi in
perechi, tulburarea lor apare numai in cazul unei leziuni a
circumvolutiilor din partea stanga (la dreptaci) fig.1
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Fig. 1. — Suprafaia stin-
gi a scoartei cerebrale.

Mimica. . |
felel Vorbire
Az

Hemiplegia rezulta in urma unei leziuni a neuronului
motor central si se caracterizeazd prin pierderea mobilitatii
voluntare a unei jumatati a corpului. Fenomenul care se
produce este de distrugere a unor celule cerebrale.

Ameliorarea starii pacientului este conditionata de
preluarea functiilor acestor celule de catre alte celule sau
de revenire a celulelor lezate prin indepartarea tumorii ce
exercitd presiune asupra lor.

Gradul paraliziei cat si al celorlalte tulburari care
fac parte din simptomatica bolii, depind de localizarea si
intinderea zonei cerebrale lezate. in functie de aceasta,
hemiplegia poate avea o forma usoara, in care recuperarea
este posibild intr-un timp foarte scurt, sau in unele cazuri
are loc o revenire spontana, poate imbraca o forma
intermediard in care recuperarea dureaza o perioada de
timp mai mare fara ca pacientul sa-si revina in totalitate,
dar reuseste sa-si recapete autonomia si uneori se poate
integra in viata socialda, si poate fi grava, caz in care
recuperarea se realizeaza intr-un procent foarte mic,
numarul miscarilor pe care bolnavul reuseste sa le execute
fiind redus.

Hemiplegia poate sa se instaleze in mod brusc, sau
in mod lent si progresiv. Debutul brusc este caracteristic

pentru leziunile vasculare, debutul lent, pentru leziunile >>>



>>> tumorale. Sunt insa cazuri in care si hemiplegia de origine

vasculara se poate instala in mod progresiv. Hemiplegia
instalata in mod brusc evolueazd in doua stadii — stadiul de
hemiplegie flasca si stadiul de hemiplegie spastica.

La membrul superior muschii extensori sunt afectati
mai mult decat flexorii, iar la membrul inferior muschii
planului anterior al coapsei sunt mai putin implicati in acest
proces decat cei ai planului posterior.

Termenul  spasticitate deriva  din grecescul
,Spastikos” Tnsemnand tractionare. Spasticitatea este
o disfunctie motorie, caracterizatda printr-o crestere
dependentd de vitezda a reflexelor tonice de intindere
cu reflexe tendinoase exagerate, care rezulta din
hiperexcitabilitatea reflexuluide intindere, cao componenta
a sindromului de neuron motor central.

Studii argumentate cu date statistice riguroase
releva ca prevalenta spasticitatii este limitata la numai
1/5-1/4 dintre supravietuitorii dupa AVC, fiind mult mai
micd decat s-a estimat (la 60% dintre subiecti). Cifrele
de prevalenta sunt variabile, in functie de metodologia
de cuantificare a spasticitatii (scale clinice, evaluare
biomecanica sau electricd). Studii de cohortd, la pacienti
supravietuitori post AVC urmariti timp de 12 luni, au
evidentiat o prevalentd variabild 38%-39% a spasticitdtii
dupa primul atac, respectiv 44% in cazul recidivei, pacientii
spastici fiind semnificativ mai dizabilitati functional n
comparatie cu cei fara spasticitate.

Instalarea spasticitatii a fost decelatd precoce, chiar
dupa o medie de 5 zile de la AVC, la aproximativ 19% dintre
pacienti, proportia crescand la 28% la 3 luni.

Kinetoterapia efectuata n recuperarea
hemiplegiei spastice in asociere cu tehnici de facilitare
neuroproprioceptiva:

ePosturarea in orteze de intindere prelungita a
musculaturii spastice pe intreaga duratd a noptii. Spre
exemplu fixarea in dorsiflexie a piciorului pentru a combate
spasticitatea tricepsului sural ce determina echinul
disfunctional al piciorului. Aceasta intindere prelungita de
7-8 ore este mult mai eficace decat intinderile de cateva
minute si repetate in timpul zilei;

eInhibitia localizata prin tehnicile ei: vibratia,
intinderea  prelungitd, bio-feedback-ul,  contractia-
relaxarea, apdsarea profunda, este folosita la reducerea
,rigiditatii” musculare la nivelul unui muschi, unui grup de
muschi sau unei articulatii.

eApdsarea profunda aplicata la nivelul tendonului
unui muschi reduce tonusul muschilor antigravitationali
spastici (intensitatea aplicarii fiind o combinatie intre forta
unei atingeri profunde si a unei senzatii proprioceptive)

eintinderea pasiva prelungita a grupelor de muschi
principali este eficienta in reducerea spasticitatii si efectele

pot dura pana la cateva ore; aceasta poate fi facuta manual
sau mecanic, folosind echipament adaptat;

eSchemele de miscare globala pot fi utilizate ca
element facilitator proprioceptiv; majoritatea miscarilor
umane se fac pe diagonald sau spirala ca si orientarea
muschilor, ligamentelor existand cate doua scheme de
extensie si cate doua de flexie pentru fiecare segment
important al corpului (cap-gat, trunchi superior, trunchi
inferior, membre superioare, membre inferioare).

Fiecare schema in spirala si diagonald are trei
componente:

sFlexie sau extensie;

eAbductie sau adductie;

eRotatie externa sau rotatie interna.

Aceste scheme se utilizeaza:

ePasiv — de cdtre kinetoterapeut, determinandu-se
amplitudinea miscarilor;

eActiv — prin miscarea efectuata de catre pacient;

eActivo—pasiv prin miscarea activa efectuata de
pacient, care este directionatd de catre kinetoterapeut;

eActiv cu rezistenta — prin miscare activa efectuata
de pacientul la care kinetoterapeutul opune o rezistenta;

Metoda Kabath se bazeaza pe miscari executate
pe diagonala asociind rotatii. Tehnica a descris pentru
fiecare segment cate doua miscdri antagoniste, fiecare
miscare implicand: flexie-extensie, abductie-adductie si
rotatii. Procedeele de facilitare folosite in tehnica Kabath
sunt: rezistenta maxima, intinderea muschiului, schemele
globale de miscare, alternarea antagonistilor.

Miscarile se pot face in toata amplitudinea sau in
amplitudini mici, fiind codificate pe diagonale, reprezinta
pozitia finald a miscarii.

*D1FES = diagonalalflexie, extremitatea superioara
*D1E,ES = diagonala 1 extensie, extremitatea superioara
*D2E,ES = diagonala 2 extensie, extremitatea superioara
*D2F ES = diagonala 2 flexie, extremitatea superioara
*D1FEl = diagonala 1 flexie, extremitatea inferioara
*D1E,El = diagonala lextensie, extremitatea inferioard
*D2FEl = diagonala 2 flexie, extremitatea inferioara
*D2E El = diagonala 2 extensie, extremitatea inferioara

eMetoda Bobath

Are cascop scadereatonusului musculaturii spastice,
inlocuirea schemelor de miscare anormale cu scheme de
miscare executate pe un pattern fiziologic de miscare, care
nu solicita un efort mare din partea pacientului.

eSchimbarea stereotipurilor anormale de miscare
ale pacientilor;

eInhibarea sau suprimarea hiperreactivitatii tonice
reflexe, generatoare de spasm;
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eReducerea spasticitatii cu facilitarea miscarilor
active asupra ,,punctelor cheie” (gatul si coloana vertebral3,
umarul si soldul, pumnul, glezna si degetele mainilor si
picioarelor);

eMiscare in posturi reflex inhibitorii;

eInhibarea musculaturii spastice (agonistilor) prin
facilitarea miscdrilor antagonistilor;

Controlul musculaturii proximale in timpul unor
activitati;

eControlul motor al articulatiilor intermediare (cot,
genunchi)

ePozitiile: decubit lateral, decubit dorsal, decubit
cu genunchii in flexie, sezand, stand cu sprijin pe maini,
ortostatism.

Tehnici care imbunatatesc mobilitatea:

e|nitierea ritmica;

eMiscarea activd-relaxare-opunere (MARO)

*Mobilizari lente;

eInversdri lente cu opunere;

eStabilizare ritmica;

e|zometrie alternantd

eHemiplegicul trebuie sa reinvete senzatia
miscarilor (daca tulburarile proprioceptive nu sunt foarte
grave) fara control vizual.

eAtat informatiile senzitive, cat si cele senzoriale
trebuie sd fie trimise de catre kinetoterapeut dinspre
partea afectatd.

eStimuli externi si interni pentru o actiune motrica,
trebuie sa fie cat mai apropiati calitativ de cei din cadrul
actului senzorio-motor fiziologic.

ela orice miscare voluntara hipertonia patologica
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N\J>”« PHYSICAL THERAPY IMPORTANCE IN
v4InN RECOVERING POST-CEREBROVASCULAR
ACCIDENT SPASTIC HEMIPLEGIA

Mihail TIRCHILA, Nicoleta CALOTA, Mariana SOTIR, Nicu PESTREA

Neurological recovery is an active process of
regaining lost or partially affected nervous system
functions, either completely or by attaining an optimal
physical, mental, and social potential that seeks to educate
patients in order to increase the quality of social and
family life. Recovery isn’t intended only for the physical
deficit of the patient; it also has to take into account the
psychological consequences of the disorder and also the
environment in which the patient will be living.

Cerebrovascular accident (CVA) affects an increasing
number of adults under the age of 65 from the entire
world, especially from developing countries.

Even though the cerebrovascular accident is
usually associated with the ageing process, having a
greater incidence in the case of older people, a complex
study based on information supplied by 119 countries (58
countries with high income and 61 countries with medium
and low income) shows that the number of CVA cases has
increased with 25% for the 20-64 year olds group, over the
last 20 years. In 2010, the number of cases of CVA for 20-64
year olds represents 31% of the total, as opposed to 25%
in 1990.

For a hemiplegic patient following a cerebrovascular
accident, the completion of the functional deficit doesn’t
mean abandoning the patient because, in such situations,
losing the hardly obtained residual function is almost a rule.
The maintenance through the continuation of a certain
recovery program is also compulsory and it takes place
especially at the patient’s residence and at the sanatorium.

Spastic hemiplegia represents a stage of the post-
CVA evolution that causes permanent physical suffering by
means of the spastic state of the muscles apart from the
psychic impact.

Theoretical and methodological grounds

Cerebrovascular accident (CVA) is characterized by
the fast development of localized or global clinical signs of
cerebral dysfunction with symptoms that exceed 24 hours,
with the possibility of causing the death of the patient,
with no apparent cause except for the vascular origin.

CVA is different from the transient ischemic attack
(TIA) that is represented by temporary episodes of focal
neurological signs that go into remission in 24 hours.

The brain’s white matter is transited by the neural
pathways which take the information from the surface of
the hemispheres (cerebral cortex) through the brainstem
to the spinal cord and from here, by means of motor
nerves, to different muscles. The gyri contain different
functional centres. From some of these gyri are generated
the limb movement impulses (superior frontal gyri). All

motor centres are placed symmetrically on both brain
hemispheres according to a map.

The centres of speech, writing, reading, and
calculation are placed in a certain area of the left
hemisphere in the case of right-handed people or of
the right hemisphere in the case of left-handed people.
Because the neural tracts that send impulses for the
voluntary limb movements through their tract from the
cortex to the spinal cord intersect into a bulb, a lesion in
one hemisphere always determines a hemiplegia in the
opposite one. Because, as shown, the centres of speech,
writing, reading, and calculation aren’t paired up, their
dysfunctions arise only in the case of left gyri lesions (in the
case of right-handed people ) fig.1

Hemiplegia appears because of a lesion of central
motor neuron and is characterized by the loss of voluntary
motility of one half of the body. A phenomenon of brain
cells destruction takes place.

The improvement of the patient’s status depends
on whether the functions of these cells are taken over by
other cells or whether these cells recover after removing
the tumour that puts pressure on them.

The degree of paralysis and of other disorders
that pertain to the disease’s symptoms depends on the
localization and on the extent of the affected cerebral
area. According to this, the hemiplegia can present itself
under a mild form, in which recovery is possible in a short
period of time or, in some cases, in which a spontaneous
recovery takes place; it can also present itself under an
intermediary form in which recovery takes longer and the
patient doesn’t recover completely, but he/she regains his/
her autonomy and sometimes can reintegrate into social
life. The third form is the severe form when the recovery is
very small and the number of movements that the patient
can perform is low.

Hemiplegia can have a sudden onset or a slow
and progressive one. Sudden onset characterizes vascular
lesions, while slow onset characterizes tumour-caused
lesions. Nevertheless, in some cases, vascular hemiplegia
can have a progressive onset. Suddenly onset hemiplegia
evolves into two states - flaccid hemiplegia and spastic
hemiplegia.

In the case of the upper limb, the extensor muscles
are more affected than the flexor ones, and in the case of
the lower limb, the thigh anterior muscles are less involved
into this process than the thigh posterior muscles.

The spasticity term derives from the Greek
“spastikos” which means pulling. Spasticity is a motor
dysfunction characterized by an increase that depends on
the speed of the stretch tonic reflexes with exaggerated

deep tendon reflexes, which result from the hyper- 5>
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>>> excitability of the stretch reflex, as a component of the

central motor neuron syndrome.

Studies supported by strict statistical data show
that the prevalence of spasticity is limited only in 1/5-
1/4 of post-CVA survivors, being lower than predicted (in
60% of the subjects). Prevalence figures vary according
to spasticity quantification methodology (clinical scales,
electrical or biomechanical assessment). Cohort studies
in post-CVA survivors tracked for 12 months showed a
variable prevalence of 38%-39% of spasticity after the first
attack, respectively of 44% in the case of relapses, spastic
patients being significantly more functionally disabled than
patients who don’t experience spasticity.

Spasticity onset was early decelerated, even
after an average of 5 days since the CVA, in the case of
approximately 19% of the patients, the rate increasing at
28% in 3 months.

Physical therapy in spastic hemiplegia recovery
in association with neuro-proprioceptive facilitation
techniques:

ePutting the spastic muscles in prolonged stretch
orthoses during the night. For instance, fixing the leg in
dorsiflexion in order to combat the spasticity of the triceps
surae that determines the dysfunctional varus equin
of the foot. This 7-8-hour prolonged stretching is more
efficient than stretching that lasts a few minutes and that is
repeated during the day;

elocalized inhibition through the following
techniques: prolonged stretching, bio-feedback,
contraction-relaxation, deep pressure, is used in order to
reduce muscle “stiffness” at the level of a muscle, a muscle
group or a joint.

eDeep pressure on a muscle tendon reduces the
spastic antigravity muscles’ tone (the intensity of the
pressure is a combination between the force of a deep
touch and a proprioceptive sensation)

ePassive prolonged stretch of main muscle groups is
efficient in reducing spasticity and its effects can last up to
a few hours; it can be performed manually or mechanically,
using adequate equipment.

*Global movement schemas can be used as a
proprioceptive facilitating factor; most human movements
are done on a diagonal or spiral according to the muscle
and ligaments orientation; there are two schemas for
extension and two for flexion for each important body
segment (head-neck, upper torso, lower torso, upper
limbs, lower limbs).

Each spiral
components:

eFlexion or extensions;

eAbduction or adduction;

eExternal rotation or internal rotation.

and diagonal schema has three
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These schemas can be used:

ePassively - by the physical therapist, determining
amplitude of movement;

eActively - by means of
movements;

e Actively-passively - by active movement executed
by the patient and guided by the physical therapist.

eActively against resistance - by active movement
executed by the patient and opposed by the physical
therapist;

Kabat method is based on diagonal movements
associated with rotations. The technique described for
each segment two opposing movements, each movement
involving: flexion - extension, abduction - adduction, and
rotations. Facilitating procedures used in Kabat technique
are: maximum resistance, muscle stretching, global
movement schemas, antagonists’ alternation.

The movements can be performed at full amplitude
or at lower amplitudes; when being codified on a diagonal,
they represent the final position of the movement.
*D1FES = diagonal 1 flexion, upper extremity
*D1E,ES = diagonal 1 extension, upper extremity
*D2E,ES = diagonal 2 extension, upper extremity
*D2FES = diagonal 2 flexion, upper extremity
*D1FEl = diagonal 1 flexion, lower extremity
*D1E,El = diagonal 1 extension, lower extremity
*D2F El = diagonal 2 flexion, lower extremity
*D2E,El = diagonal 2 extension, lower extremity

patient-executed

*Bobath method

It aims to lower the tone of the spastic muscles, to
replace the abnormal movement schemas with movement
schemas executed on a physiological movement pattern
that doesn’t require hard effort from the patient.

*Modification of abnormal movement stereotypes
of the patients;

eInhibition or suppression of the tonic reflexes’
hyperactivity that generates spasm.

eReduction of spasticity with the facilitation of
active movements on “key points” (neck and spinal column,
shoulder and hip, fist, ankle and finger and toes);

*Movement in reflex-inhibitor postures;

eSpastic muscularity inhibition (agonists) by means
of facilitating antagonists’ movement;

eProximal muscle control during some activities;

eMotor control of intermediary joints (elbow, knee)

ePositions: lateral decubitus, dorsal decubitus,
decubitus with flexed knees, sitting, standing with hand
support, orthostatism.



Techniques that improve mobility:

eRhythmic initiation;

¢ Active movement of relaxation-opposition (AMRO)

*Slow mobilization;

*Slow reversing with opposition;

eRhythmic stabilization;

eAlternating isometry

*eThe hemiplegic patient has to learn again the
movements’ sensations (if the proprioceptive disorders
aren’t too severe) without visual control.

*Both sensitive and sensorial information must be
sent by the physical therapist from the affected side.

eInternal and external stimuli of a motor action
must be as qualitative as possible as the stimuli involved in
the physiological sensorial-motor action.

eAt any voluntary movement, the unwanted
pathological hypertony of some muscle groups must
disappear before initiating a new motor action.

eMotor activities that exceed the momentary
motor-neural state of the patient (difficult, complicated)
or which are performed in a state of psychic or muscle
fatigue, will be avoided so that the pathological muscle
tone on the muscle chain of the synergic motor schema
doesn’t increase.
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Specificul activitdtii si experienta acumulata in
deceniile trdite m-au determinat totdeauna sa apreciez
profesionalismul, rigoarea, seriozitatea deopotriva cu
talentul, imaginatia, creativitatea. Aceste calitdti sunt
recognoscibile in orice domeniu practic atunci cand sunt
manifestate de fiinte cu adevarat remarcabile.

Sigur, experienta mea tine cu precddere de artd
— domeniul Tn care activez- dar am fost incantat si foarte
direct satisfacut sa constat ca specialistii de la Sanatoriul
Balnear si de Recuperare Techirghiol au reusit sa-si exercite
profesia deopotriva cu rigoare stiintifica si talent artistic.

Recomandarile medicilor din Bucuresti care mi-
au indicat Techirghiolul au fost si sunt eficient aplicate,
solutiile oferite aici avand efecte benefice atat in cazul
conditiei mele fizice cat si al moralului dobandit.

Recunosc, am capatat, in sensul cel mai bun, o

N

/
/1N

\

The particularities of the activities that | perform and
the experience acquired through the decades have always
lead me to appreciate professionalism, rigor, seriousness
as well as talent, imagination, and creativity. These are
recognizable qualities in any practical field when they are
being displayed by truly remarkable human beings.

Of course, my experience is mostly related to art-
the field in which | work- but | was pleased and extremely
satisfied to see that the specialists from Techirghiol Balneal
and Rehabilitation Sanatorium managed to practise their
profession with scientific rigor and artistic talent.

The recommendations of Bucharest doctors who
pointed me out to Techirghiol have been and still are
efficiently applied. The solutions that | received here have
had a positive impact on my physical condition, but also on
my mood.
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PROFESIONISTI DE SUFLET

Mihai PRECUP

anumitd dependenta de procedurile aplicate in aceasta
bazd de tratament si sunt extrem de incantat ca, dupd ce
petrec circa doua saptdmani in ingrijirile valoroase oferite,
ma refac pentru o lunga perioada de timp, motiv intemeiat
pentru a recomanda, la randu-mi, prietenilor, si nu numai,
din tara si strdindtate acest loc binecuvantat.

Cand scriu aceste randuri ne aflam in Saptamana
Mare asteptand cea mai mare sarbdtoare crestind si,
alaturi de sentimentul profund al reculegerii spirituale
adaug clipe de bucurie si recunostintd intrinseca, multumiri
binemeritate pentru rezultatele obtinute de specialistii
bazei de tratament si recuperare si felicit o echipa
remarcabild, medici, asistenti, cadre de conducere care
transformd imposibilul in posibil, alinarea trupeasca avand
ecouri magice in preaplinul sufletului.

SOUL PROFESSIONALS

Mihai PRECUP

| admit that | became, in the most positive way,
slightly addicted to the procedures from this treatment
unit and | am extremely pleased that, after two weeks of
great care, | recover for a long period of time. This why |
recommend this blessed place not only to my friends but
to anyone living in the country or abroad.

| am writing these lines during the Holy Week,
waiting for the most important Christian holiday and, to the
deep feeling of spiritual introspection, | add moments of joy
and intrinsic gratitude, and well-deserved gratefulness for
the obtained results to the specialists from the treatment
and recovery unit. | would also like to congratulate a
remarkable team of doctors, nurses, and managers who
make the impossible possible, the alleviation of the bodily
pains magically echoing in the soul.



REEDUCAREA PSIHOMOTRICITATII
LA ADULTII CU RETARD MENTAL

Introducere

Educarea psihomotricitatii detine un loc important
in terapeutica educationald, daca tinem seama de faptul
ca deficienta mintala este asociata cu debilitatea motrica.
n general dizabilul de intelect este lipsit de echipamentul
psihologic al primei copildrii, ceea ce impune cd printr-o
educatie sistematica sa se reia si sa se completeze achizitiile
privitoare la mecanismele motorii si psihomotricitatii care
constituie baza pentru toate mecanismele, pregatind
formele de activitate intelectuald superioara.

Activitatile terapeutice trebuie organizate intr-
un ansamblu unitar, In masura n care diferitele domenii
ale motricitdtii si psihomotricitatii: cele generale, de
coordonare dinamicd, organizare spatio-temporal3,
educatia senzoriald, sunt strans legate. Ele sunt inseparabile
si trebuie sa formeze un tot in lectie asa cum sunt in
realitatea exterioara.

Literatura de specialitate studiatd nu contine
cercetari sau publicatii care sa confirme sau sa infirme
rolul si efectul exercitiilor de coordonare asupra adultilor
cu retard mintal. Cercetdrile studiate sunt legate de
problematica psihomotricitatii la copii. Tn 2001 aparea in
America o lucrare realizatd in colaborare de 5 profesori
universitari care trateaza problema Tnvatarii actului motric
si transferul acestuia intr-o situatie noud. Cercetarea a
demonstrat ca tinerii de sex masculin cu retard mintal sunt
capabili sd Tnvete, sa-si aminteascad si sa adapteze anumite
acte motrice la conditiiimpuse noi. in 2010, Mirela Damian,
Gevat, C., Stanculescu, G., Larion, A., publicd un studiu in
revista Facultdtii de Educatie Fizica si Sport a Universitatii
Selcuk ce face referire la Tmbunatatirea performantei
motrice la elevii cu retard mintal. Autorii concluzioneazd
confirmarea ipotezei conform cdreia prin aplicarea unui
program de exercitii cu dublu scop, de manipulare si sarcini
cognitive, va conduce la cresterea eficientei lectiilor de
educatie fizica la elevii cu deficiente mintale. Profesorul
Todoran, |. (2012) abordeaza antrenamentul unor
comportamente psihomotorii la copii cu deficientd mintala
severa si moderatd prin intermediul euritmiei. Dupa
cum se observa studiile mai sus amintite au legatura cu
tema acestei cercetdri prin prisma abordarii elementelor
componente ale psihomotricitatii sau a deficientei mintale
legate de dezvoltarea motricitatii.

Organizarea cercetarii

Prezentarea lotului de subiecti

Subiectii cuprinsi in cercetarea noastra sunt 10
adulti cu deficientda mintalad si alte deficiente dupd cum
urmeaza:

Subiectul nr.1- D.A. de sex feminin - 32 ani, cu deficienta
mintala severa, sindrom Down, tetrapareza spastica.
Subiectul nr.2- P.R. de sex feminin - 26 ani, cu deficienta
mintald moderatad.

Subiectul nr.3- G.D. de sex feminin - 25 ani, cu retard mintal
sever si sindromul deficientei congenitale de iod.
Subiectul nr.4- C.N. de sex masculin- 19 ani, cu deficienta

Lect.univ.dr. Antoanela OLTEAN

mintala moderata, dislalie polimorfa, crize tonico-clonice
cu declansare febrila, epilepsie.

Subiectul nr.5- F.G. de sex masculin- 32 ani, cu deficienta
mintala moderatd, nanism, hipotrofie ponderala, gradul II
de invaliditate.

Subiectul nr.6- O.R. de sex masculin- 22 ani, cu deficienta
mintald moderatad, tulburari de dezvoltare.

Subiectul nr.7- A.L. de sex masculin- 33 ani, cu deficienta
mintald moderatd, sindrom Down.

Subiectul nr.8- A.E. de sex masculin- 26 ani, cu deficienta
mintald moderata, schizofrenie, encefalita, sindrom
paralitic.

Subiectul nr.9- N.A.de sex masculin- 24 ani, cu deficienta
mintala severad, gradul | de invaliditate cu asistent personal,
sindrom paralitic, epilepsie.

Subiectul nr.10- S.A.de sex feminin- 28 ani, cu deficienta
mintala usoard, tulburare schizo-afectivd, sechele
encefalitd.

Media varstei subiectilor cuprinsi in cercetarea noastra
este X+Ds=26,7+4,596 ani.

Protocolul cercetarii

Studiul nostru s-a desfasurat in baza sportivd a
Facultatii de Educatie Fizicd si Sport, in sala de gimnastica
si pe terenurile destinate jocurilor sportive. Debutul
cercetdrii a fost in octombrie 2014 cand am aplicat primele
teste, iar testarea finald s-a desfasurat in luna mai 2015.

Sedintele de reeducare motrica s-au desfasurat de 2
ori pe saptdmana cate o ora si jumatate.

Metode de verificare

Am optat pentru probele specifice de investigare a
coordondrii intre 9-11 ani deoarece acopera mult mai bine
varsta biologica a subiectilor la inceputul investigatiilor
experimentale. Acest lucru a fost observat cu ajutorul fisei
de observatie psihomotrica prezentata la anexe.

Mijloace de pregatire

Mijloacele de pregatire au constat in exercitii fizice
din diferite pozitii, din mers, alergare, cu obiecte (minge,
cerc, coardad, panglica, fitball), la aparate (steppere, bossu,
banca de gimnastica, lada de gimnastica, trambulina).

Concluzii si propuneri

Grupa supusa testelor pe parcursul cercetarii
noastre si-a imbundtatit performantele la toate probele.
Progresele evidente sunt rezultatul esalonarii rationale a
sistemelor operationale.

Testele psihomotrice initiale releva carentele
subiectilor Tn ceea ce priveste calitdtile psihomotrice atat
de necesare pentru obtinerea unei independente motrice,
iar cele finale denota progresul inregistrat de-a lungul
celor 7 luni jumatate de antrenamente, in care s-au aplicat
de fiecare datd, cu rigurozitate, sistemele operationale
propuse de noi. Folosirea in pregatirea adultilor cu retard
mental a exercitiilor si jocurilor psihomotrice a contribuit
la cresterea psihomotricitatii generale a subiectilor si
in special a calitdtilor coordinative specifice, fiind astfel
confirmatd ipoteza lucrarii.
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RE-EDUCATION OF PSYCHOMOTRICITY

N\ LA
vAIRN

Introduction

Education of psychomotricity takes a significant
place in educational therapy if we consider that mental
disorders are generally associated with motor debility.
In general, the mentally disabled lacks the psychological
equipment of early childhood; therefore, skills regarding
motor mechanisms and psychomotricity representing the
basis for all mechanisms preparing superior intellectual
forms of activity must be resumed and supplemented by
means of systematic education.

Therapeutic activities must be organised as a
unitary assembly, at the extent to which the various
fields of motricity and psychomotricity, general, dynamic
coordination, space-time organisation, sensory education,
are closely connected. These are inseparable and must
form a whole within the lesson as in the outside reality.

The speciality literature studied does not contain
research or publications confirming or rejecting the effect
and role of coordination exercises on adults with mental
retardation. The research studied relates to the matter of
psychomotricity in children. In 2001, a paper is published
in America written by 5 professors approaching the
matter of learning the motor act and its transfer in a new
situation. Research proved that young men with mental
retardation are capable of learning, remembering and
adapting certain motor acts to the conditions imposed by
us. In 2010, Damian, M., Gevat, C., Stanculescu, G., Larion,
A., publish a study in the journal of the Faculty of Physical
Education and Sports of the University in Selcuk referring
to the improvement of motor performance in students
with mental retardation. The authors conclude with the
confirmation of the hypothesis according to which the use
of double purpose exercise programme, for manipulation
and cognitive tasks, should lead to an increase of efficiency
of the physical education lessons in students with mental
disorders. Professor Todoran,l. (2012) approaches the
training of some psychomotor behaviours in children
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with severe and moderated mental disorders by means of
eurhythmics. As we see, the aforementioned studies are
related to the topic approached in this research in terms
of approaching elements of psychomotricity or mental
disorders related to motricity development.

Research organisation

Description of the subject batch

The subjects included in our research are 10 adults
with mental disorders and other deficiencies, as follows:
Subject no.1- D.A. female - 32 years old, severe mental
disorder, Down syndrome, spastic tetraparesis.
Subject no.2- P.R. female - 26 years old, moderate mental
disorder.
Subject no.3- G.D. female- 25 years old, with severe mental
retardation and congenital iodine deficiency disorder
syndrome.
Subject no.4- C.N. male- 19 years old, moderate mental
disorder, polymorphic dislalia, tonic-clonic seizures with
febrile breakout, epilepsy.
Subject no.5- F.G. male- 32 years old, with moderate mental
disorder, nanism, weight hypotrophy, level Il invalidity.
Subject no.6 - O.R. male - 22 years old, with moderate
mental disorder, development issues.
Subject no.7 - A.L. male - 33 years old, with moderate
mental disorder, Down syndrome.
Subject no.8 - A.E. male - 26 years old, with moderate
mental disorder, schizophrenia, encephalitis, paralytic
syndrome.
Subject no.9- N.A.male- 24 years old, with severe mental
disorder, level I invalidity with personal attendant, paralytic
syndrome, epilepsy.
Subject no.10 - S.A.female - 28 years old, light mental
disorder, schizoaffective disorder, encephalitis sequelae.
The average age of the subjects in our research is
X+Ds=26,7+4,596 years old.

Research protocol

Our study was carried out in the sports campus of >>>



>>> the Faculty of Physical Education and Sports, in the gym

and on the sports grounds. The research started in October
2014, when we applied the first tests, and the final testing
was in May 2015.

The motor re-education sessions were carried out
twice a week, for one hour and a half.

Verification methods

We chose the specific investigation tests for
coordination for 9-11 years olds since these cover much
better the subjects’ biological age at the beginning of the
experimental investigations. This was under observation by
means of the psychomotor observation sheet presented in
the annexes.

Means of preparation

The means of preparation consisted of physical
exercises in various positions, walking, running, with
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I INFERTILITATEA- ABORDARE BALNEARA (1)

Liliana-Elena STANCIU, Elena-luliana PASCU, Elena-Valentina IONESCU, Carmen OPREA

INFERTILITATEA este definita prin inabilitatea
unui cuplu de a concepe dupa 1 an de contacte sexuale
neprotejate si fara a utiliza nici un mijloc de contraceptie.

OMUL NU E NICIODATA ATAT DE MARE CA ATUNCI CAND
SE LASA IN GENUNCHI SA AJUTE UN COPIL- PITAGORA

INDICATII TERAPEUTICE
AFECTIUNILOR GINECOLOGICE:
- sterilitate primard si secundara, prin: obstructie/stenoza
tubard, insuficienta secretorie ovariana, boala inflamatorie
cronica pelvina, uter hipoplazic, ovare micropolichistice,
sindrom aderential pelvin.
- pregatirea uterului pentru fertilizare in vitro.
- infertilitate: avorturi spontane repetate (sub 10 saptamani
varstd gestationald).
- inflamatii cronice genitale - anexite,
salpingite, cervicite, colpite.
- sindrom premenstrual, tulburari de ciclu menstrual -

BALNEARE ALE

metroanexite,

dismenoree, oligomenoree, amenoree; tulburari de climax.
- stari postoperatorii in sfera genitald (dupa 3 luni
postoperator)- prevenirea formarii aderentelor.
CONTRAINDICATII GENERALE:
- boli Tn stadiul acut sau subacut, stari febrile si orice boli
infecto-contagioase acute(sau cronice activate).
- leucemii si tumori maligne.
- hemofilie, anemii severe.
- infarct miocardic recent, accident vascular recent,
hipertensiune arteriald necontrolatd medicamentos,
insuficienta cardiaca NYHA [lI/IV.
- tromboflebitd, tromboza venoasd profunda.
- ulceratii cutanate, boli venerice.
- epilepsie, boli psihice majore, toxicomanii.
- hipertiroidia.
- sarcina.
CONTRAINDICATII DIN SFERA GENITALA:
- ciclu menstrual, chiste ovariene peste 3,5 cm

diametru, fibrom uterin peste 2 cm grosime, citologie >>>
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>>> Papanicolau/Bethesda la risc (cu valoare mai mare de I,

displazie), interventii chirurgicale in sfera genitald mai
recente de 3 luni, anexitd, metroanexita acuta mai recenta
de 3 saptamani.

Tratamentul este personalizat si poate consta in
irigatii cu apd sarata, tampon vaginal cu ndmol, impachetare
externd cu ndmol, electroterapie, bdi in apa saratd
hiperconcentrata, in cure de tratament de 12 sau 18 zile.
Tratamentul este stabilit in urma unei consultatii medicale
de specialitate, efectuata in cadrul Sanatoriului Balnear
si de Recuperare Techirghiol, in cadrul compartimentului
ginecologie.

DIAGNOSTICUL INFERTILITATII

Defecte ovulatorii

Tulburdrile ovulatorii sunt responsabile de 25% din
cazurile de infertilitate.

Statusul ovulator poate fi obtinut din istoricul
pacientei: daca femeia prezinta ciclic menstre predictibile
la intervale lunare, ovulatia poate fi prezisd 98% din timp.
Aceasta nu este o reguld invariabild; ciclurile menstruale
neregulate nu reprezinta un semn sigur de anovulatie.
Singurul mod de a confirma ovulatia este prin obtinerea
unei sarcini. Totusi, o varietate de metode pot indica daca
ovulatia a avut loc. De exemplu:

a) O ascensiune termicd are loc in preajma ovulatiei.
fnainte de ovulatie temperatura bazald matinald (BBT)
este < 36,70C si dupa ovulatie temperatura creste cu
macar 0,20C pentru cel putin 1-3 zile. Aceasta ascensiune
termica reflecta progesteronul secretat de corpus luteum,
care in consecintd, ridica nivelul standard al BBT. Ridicarea
temperaturii are loc la aproximativ 2 zile dupd ovulatie. BBT
nu poate fi folosit pentru predictia prospectiva a ovulatiei.

b) Masuratorile concentratiei serice de progesteron
din faza medie luteala pot fi efectuate pentru a documenta
ca ovulatia a avut loc [daca acest nivel este > 0,3ug/litru
(9,5 nmol/litru)].

c) O biopsie endometriala poate confirma ovulatia.
Se practica in timpul fazei luteale si da o apreciere calitativa
a ovulatiei, pentru ca durata expunerii la progesteron
produce o histologie endometriala predictibila.

d) Mai tarziu, o ecografie aratand o scadere a
marimii foliculului, sau chiar disparitia Tn totalitate a
foliculului dezvoltat anterior este sugestiva pentru ovulatie.
Toate aceste metode aratd cd ovulatia a avut loc. Sunt
putine modalitati de a prezice ca ovulatia va avea loc.

Cea mai obisnuitd metoda este detectarea
ascensiunii LH (hormon luteinizant). Ovulatia are loc tipic
la 34-36 ore dupa ascensiunea LH.

Cu toate ca ovulatia poate avea loc, unele femei pot
avea un defect de fazd luteald. Se caracterizeaza printr-o
cantitate sau o duratd inadecvatd a secretiei de progesteron
de catre corpus luteum. Exista o fereastrad de timp distincta
pentru implantare. Teoria spune ca deficitul de progesteron
desincronizeaza ovulatia (oul) de implantare (endometrul).

n mod obisnuit diagnosticul este stabilit prin
datarea endometriald a fazei luteale: dacd dezvoltarea
histologica a endometrului intarzie mai mult de 2 zile
dincolo de ziua din ciclu / in urma zilei din ciclu, atunci se
are in vedere diagnosticul de defect de faza luteala.

Oricum, pana la 30% din femeile cu cicluri normale
prezinta aceste aspecte.
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Altd metoda implicd madsurarea nivelelor de
progesteron la mijlocul fazei luteale: daca progesteronul
este mai mic de 10 ng/ml, aceasta sugereaza un defect
de fazd luteald. Nu este o metodd de incredere pentru
ca progesteronul este secretat intermitent si nivelul
progesteronului seric poate varia de la o ora la alta la
aceeasi persoana.

Analize tot mai sofisticate ale proteinelor
endometriale necesare pentru implantare (integrine,
glicodelin) vor resuscita entuziasmul pentru un diagnostic
de precizie in viitor.

Toate pacientele anovulatorii trebuie sa aiba:

- dozari ale PRL, TSH si androgeni — pentru a detecta
cauza tulburarii ovulatorii;

- dozari ale FSH, LH si estradiol in faza precoce (zilele
2-4) a ciclului folicular pentru a aprecia rezerva ovariana
(varsta).

Tulburari / afectiuni pelvine

Afectiunile pelviene sunt implicate Tn mai mult de
30% din cuplurile diagnosticate cu infertilitate.

Leziunile trompelor uterine si formarea aderentelor
[cauzele includ statusul postinfectios (boala inflamatorie
pelviana [BIP]), endometrioza si un istoric de chirurgie
pelviana, in special cu apendicita complicatd cu peritonita]
sunt resposabile de cele mai multe procese patologice
pelviene, in vreme ce endometrioza este afectiunea
primarad care cauzeaza subfertilitate.

BIP reprezinta infectia structurilor tractului genital
superior si uzual este cauzata de infectii cu transmitere
sexuala (cele mai cunoscute microorganisme initiatoare
sunt Chlamidiile si Neisseria gonorrhoeae). Simptomele
sunt variabile, dar de obicei includ durerea abdominala
joasd, greata si scurgeri vaginale (totusi in 30% din infectiile
cu Chlamidia, BIP poate fi clinic inaparenta si poate ramane
nediagnosticatd pana cand apare subfertilitatea).

Endometrioza se caracterizeaza prin prezenta
glandelor endometriale si a stromei in afara uterului.
Boala apare la 3-10% din femeile de varsta reproductiva
si poate fi responsabilda de pana la 25-35% din factorii
feminini responsabili de subfertilitate. Poate sa nu fie nici
o alta manifestare decat infertilitatea, sau simptomele pot
progresa incluzand durere severa pelviana, dismenoree si
dispareunie. Se suspecteaza diagnosticul dacd rezultatele in
urma unei explorari chirurgicale arata leziuni caracteristice.
Se procedeaza la diagnosticul laparoscopic doar atunci
cand sunt puternice suspiciuni de endometrioza bazate pe
istoricul clinic.

Boala aderentiald apare ca urmare a unui istoric
de BIP sau de chirurgie pelviana. Laparoscopia poate fi
practicata si daca toate testele celelalte sunt normale si
cuplul continud sa nu obtind o sarcind. Diagnosticul este
confirmat prin biopsia din leziunile peritoneale. Patogeneza
endometriozei nu este complet cunoscuta: teoria Sampson
implica menstruatia retrogradd conform careia fluxul
menstrual poate curge si prin trompele uterine in cavitatea
abdominala. De fapt, acest fenomen are loc aproape la
toate femeile care au menstruatie. Exista dovezi solide ca
tesutul endometrial, ca urmare, invadeaza si prolifereaza in
peritoneu. Teoretic, in mod fiziologic, sistemul imunitar ar
trebui sa inlature acest tesut, astfel ca, o imunitate afectata
poate determina implantarea tesutului endometrial in



afara uterului la acele femei, care vor dezvolta in continuare
endometrioza.

Exista o asociere puternica intre boala aderentiala
si endometriozd. In acele cazuri, cauza subfertilititii
este o rezultantda a afectarii anatomice si, drept
urmare, a perturbarilor fiziologice. Totusi, in cauzele de
endometriozd moderata (doar leziuni peritoneale, fara
modificari anatomice), cauza infertilitdtii ramane incerta
si controversata. Exista dovezi cd lichidul peritoneal este
alterat in prezenta tesutului endometrial, prezentand un
numar crescut de macrofage si mediatori ai inflamatiei
care genereaza efecte adverse asupra foliculogenezei,
transportului oului, fertilizarii si implantarii.

Leziunile tubare pot fi diagnosticate prin
histerosalpingograma sau prin explorare chirurgicala.
Histerosalpingografia implica introducerea unor substante
de contrast radioopace in pelvis prin cervix si apoi
fluoroscopia, care arata un contur de contrast in cavitatea
uterind, trompele uterine si cavitatea peritoneala.

Cauzele factorului masculin

Factorul masculin contribuie la 40-50% din
cazurile de infertilitate diagnosticate si toate evaluarile

trebuie sa includa si factorul masculin. Testul diagnostic
Bibliografie selectiva:

pentru infertilitatea datorata factorului masculin este
spermograma. Cu toate ca este o analiza larg descriptiva
(volum, numar de spermatozoizi, motilitate, morfologie),
exista cateva corelatii cu neatingerea graviditatii. Acest test
ar trebui folosit numai pentru screening.

Infertilitatea neexplicatd

Aproximativ 15-20% din cuplurile diagnosticate
cu infertilitate nu au vreo cauza identificabila dupa
o investigatie deplind. “Dosarul” trebuie sa includa:
documentarea ovulatiei (cicluri menstruale regulate, nivele
de progesteron sau testarea LH), histerosalpingografie
pentru verificarea trompelor uterine si analiza spermei.

Termenul de “neexplicat” implica faptul ca ar putea
exista o potentiald explicatie pentru subfertilitate, dar cauza
nu a fost inca identificata. Cauza poate consta in anomalii
subtile ale foliculogenezei, a interactiunilor spermatozoid-
ovul sau implantare defectuoasa.

Cateva studii au evaluat istoricul natural al
infertilitatilor neexplicate. Se estimeaza ca fecunditatea
in cuplurile mai tinere (partenerul feminin sub 40 ani) cu
infertilitate neexplicata este de 3-5% fata de 20-25% in
cuplurile de aceeasi varsta cu fertilitate normala.
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alg INFERTILITY- BALNEAL APPROACH (Il)

Liliana-Elena STANCIU, Elena-luliana PASCU, Elena-Valentina IONESCU, Carmen OPREA

INFERTILITY is defined as the inability of a couple
to conceive after 1 year of unprotected sexual intercourse,
period during which they don’t use any birth control
methods.

A MAN NEVER STANDS AS TALL AS WHEN HE KNEELS TO
HELP A CHILD - PITAGORA

BALNEAL THERAPEUTIC
GYNECOLOGICAL DISORDERS:
- primary and secondary infertility through: fallopian
tubes obstruction/stenosis, secretory ovarian failure,
chronic pelvic inflammatory disease, hypoplastic uterus,
micropolycystic ovaries, pelvic adhesive syndrome.
- uterus preparation of in-vitro fertilization.
- infertility: repeated spontaneous abortions (under the
gestational age of 10 weeks).
- chronic genital inflammation: adnexitis, metro-adnexitis,
salpiginitis, cervicitis, colpitis.
- premenstrual syndrome, menstrual cycle disorders -
dysmenorrhea, oligomenorrhea, amenorrhea, orgasmic
disorders.
- postoperative genital states (after a postoperative period
of 3 months)- prevention of adhesions formation.

INDICATIONS IN

GENERAL CONTRAINDICATIONS:

- acute or subacute diseases, febrile state and any other
acute infectious-contagious diseases (or active chronic
diseases).

- leukaemia and malignant tumours.

- haemophilia, severe anaemia.

- recent myocardial infarction, recent stroke, arterial
hypertension that hasn’t been controlled with medication,
heart failure NYHA IlI/1V.

- thrombophlebitis, deep vein thrombosis.

- cutaneous ulcerations, STDs.

- epilepsy, major mental disorders, toxicomany.

- hyperthyroidism.

- pregnancy.

GENITAL CONTRAINDICATIONS:

- menstrual cycle, over 3.5 cm-diameter ovarian
cysts, over 2 cm-thick uterine fibroids, Papanicolau/
Bethesda cytology at risk (with value of over Il, dysplasia),
surgical genital interventions more recent in the last 3
months, adnexitis, acute metro-adnexitis in the last 3
weeks.

Treatment is customized and can be represented
by salt water douches, mud vaginal tampon, external

mud packing, electrotherapy, baths in hyperconcentrated >>>

Revista de balneologie 55



>>>salt water, for periods of 12 or 18 days. The treatment is

established following a specialized medical consult that
takes place at the Techirghiol Balneal and Rehabilitation
Sanatorium, in the gynaecology department.

INFERTILITY DIAGNOSIS

Ovulation defects

Ovulation defects are responsible for 25% of
infertility cases.

Ovulation status can be obtained from the patient’s
history: is the woman’s menstrual cycles are predictable
monthly, the ovulation can be predicted in 98% of cases.
This is not an invariable rule; irregular menstrual cycles
aren’t a sure sign of anovulation. The only way to confirm
ovulation is by obtaining a pregnancy. Nevertheless, a
series of methods can show if the ovulation took place. For
instance:

a) A thermal shift takes place around ovulation.
Before ovulation, morning basal body temperature (BBT) is
< 36.70C and after ovulation the temperature rises with at
least 0.20C for at least 1-3 days. This thermal shift reflects
the progesterone produced by corpus luteum which,
consequently, determines the rise of the standard level
of BBT. The temperature rise takes place in around 2 days
after ovulation. BBT cannot be used for the prospective
prediction of ovulation.

b) Progesterone serum level measurements during
the mid-luteal phase can be carried out in order to show if
the ovulation took place [if the level is above > 0.3ug/litre
(9,5 nmol/litre)].

c) An endometrial biopsy can confirm ovulation.
It takes places during the luteal phase and helps assess
the ovulation from a qualitative point of view because
the duration of exposure to progesterone produces a
predictable endometrial histology.

d) Later on, an ultrasound that shows a decrease
of the follicle size or even the total disappearance of the
previously developed follicle is suggestive for the ovulation.
All these methods show that the ovulation took place.
There are few ways to predict ovulation.

The most common way is detecting LH surge
(luteinizing hormone). Ovulation usually takes place in 34-
36 after the LH surge.

Even though ovulation can take place, some women
can suffer from a luteal phase defect. This is characterized
by an inadequate quantity or duration of the progesterone
production by the corpus luteum. There’s a distinct time
frame for implantation. Theory says that progesterone
deficit desynchronizes ovulation (the egg) and implantation
(the endometrium).

Usually, the diagnosis is established through
endometrial dating of the luteal phase: if the histological
development of the endometrium is 2 days late after the
cycle day, one should consider the luteal phase defect
diagnosis.

Nevertheless, up to 30% of women with normal
cycles have these symptoms.

Another method involves the measuring of
progesterone levels at mid-luteal phase: if progesterone
level is lower than 10 ng/ml, this shows a luteal phase
defect. This is not a reliable method because progesterone
is produced intermittently and its serum level can vary
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from one hour to another, in the case of the same person.

More sophisticated analyses of endometrial proteins
that are needed for implantation (integrins, glycodelin) will
increase enthusiasm for precise diagnosis in the future.

All anovulatory patients must have:

- measuring of PRL, TSH and androgens —in order to
detect the cause of the ovulatory disorder;

- measuring of FSH, LH and estradiolin the early
stage (days 2-4) of the follicular stage in order to determine
the ovarian reserve (the age).

Pelvic disorders / diseases

Pelvic diseases are present in over 30% of infertile
couples. The fallopian tubes’ lesions and the formation of
adhesions [the causes include post-infectious state (pelvic
inflammatory disease - PID), endometriosis and a history
of pelvic surgery, especially with appendicitis complicated
by peritonitis] are responsible for most pathological pelvic
processes, while endometriosis is the main disease that
cause sub-fertility.

PID represents the infection of the structures of
the upper genital tract and is usually caused by sexually
transmitted infections (most known microorganisms that
cause PID are Chlamidias and Neisseria gonorrhoeae).
Symptoms vary, but they usually include lower abdominal
pain, nausea, and vaginal discharge (nevertheless, in 30%
of Chlamydia infections, PID can be clinically unapparent
and can remain undiagnosed until sub-fertility occurs).

Endometriosis is characterized by the presence of
endometrial glands and stroma outside the uterus. The
disease occurs in 3-10% of women of reproductive age and
can be responsible for up to 25-35% of female factors that
cause sub-fertility. Infertility may be the only manifestation
of the disease or symptoms can evolve causing severe
pelvic pain, dysmenorrhea, and dyspareunia. One suspects
the diagnosis if the results of a surgical exploration show
characteristic lesions. One proceeds with the diagnostic
laparoscopy only if there are strong suspicions of
endometriosis based on the medical history.

Adhesions appear following a history of PID or
pelvic surgery. Laparoscopy can be carried out even if
all other tests are normal and the woman still can’t get
pregnant. The diagnosis is confirmed by the biopsy of
peritoneal lesions. Endometriosis” pathogenesis isn’t fully
known: Sampson theory involves retrograde menstruation
according to which the menstrual blood can flow through
the fallopian tubes and reach the abdominal cavity. In fact,
this phenomenon takes place is almost all women who
have menstruation. There is solid proof that, consequently,
the endometrial tissue invades and proliferates into the
peritoneum. Theoretically, in a physiological way, the
immune system should remove this tissue. Thus, an
affected immunity can determine the implantation of the
endometrial tissue outside the uterus, which will further
lead to endometriosis.

There’s a strong connection between adhesions
and endometriosis. In such cases, the cause of infertility
is a result of the anatomic affection and, subsequently
of the physiological perturbation. However, regarding
the causes of moderate endometriosis (only peritoneal
lesions without anatomic modifications), the cause of

infertility is doubtful and controverted. There is evidence >>>



that the peritoneal fluid is modified in the presence of
the endometrial tissue, showing and increased number
of macrophages and inflammatory mediators that have
adverse effects on the folliculogenesis, egg transport,
fertilization and implantation.

Tubes” lesions can be diagnosed through
a  hysterosalpingogram  or  exploratory  surgery.
Hysterosalpingography entails the injection of a radio-
opaque contrast substance into the pelvis through the
cervix and the fluoroscopy, revealing a contrasting outline
inside the uterine cavity, fallopian tubes and peritoneal
cavity.

Causes of the male factor

The male factor contributes to 40-50% of the
diagnosed infertility cases and all examinations must also
include this factors. The diagnosis test for male infertility
is the seminogram. Even though it is a largely descriptive
analysis (volume, sperm count, motility, morphology),
there are several correlations with the impossibility to get
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Lucrdri de Balneologie

METODOLOGIA EXERCITIILOR HIDROKINETICE IN
PROGRAMELE DE TERAPIE ACVATICA

Hidrokinetoterapia, cu beneficiile ei incontestabile
in recuperarea functionala, are la baza exercitiul fizic,
cu pricipiile de baza: solicitarea, incdrcarea progresiva,
adaptarea, specificitatea, reversibilitatea, variabilitatea si
periodicizarea (ciclicitatea).

Conform principiului solicitdrii, un muschi sau grup
muscular solicitat vor rdspunde prin a se adapta la aceasta
solicitare. Daca solicitarea este dublatad de repaus si nutritie
adecvate, se va obtine o crestere semnificativa a eficientei
motorii.

Tncércarea progresivd mai poartd numele si de
rezistenta progresiva si se referd la o crestere gradatd a
solicitarii. Dacd aceasta Tncarcare se face prea rapid, se
instaleazd oboseala si pot apdrea durerea sau chiar ranirea
componentelor implicate.

Toate programele de terapie acvaticd se bazeaza pe
principiul Tncarcarii progresive. Ele vor incepe cu intensitati
scazute, mai ales in cazul copiilor, cu duratd micd si
frecventa minima si care se vor amplifica progresiv.

Adaptarea sau antrenamentul constd dintr-o
imbunatatire a tuturor parametrilor ca rezultat al solicitarii
progresive. Orice muschi sau complex muscular vor
raspunde solicitarilor prin cresterea capacitatilor sale (de
exemplu: rezistenta crescutd duce la cresterea fortei de
contractie, intinderea (alungirea) conduce la cresterea
flexibilitatii si elasticitatii si durata amplifica rezistenta si
anduranta). Orice etapa de adaptare face posibild cresterea
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solicitarii sau trecerea intr-o faza nouad de exercitii.

Conform principiului specificitatii, se vor imbunatatii
numai caracteristicile acelui muschi sau grup muscular
asupra cdruia se practicd incarcarea. Principiul este valabil
nu numai pentru musculatura, ci pentru intreg segmentul
corporal implicat Tn procesul de antrenament. Acest
principiu este mai putin aplicat atunci cand se urmdreste
imbunatatirea performantei generale, dar devine esential
in programele de recuperare sau reabilitare a unor
segmente.

Reversibilitatea se referd la faptul ca beneficiile
obtinute prin antrenament pot dispare odatd cu incetarea
acestuia. Mai mult, acest declin este mult mai rapid decat
castigurile obtinute. Ca o reguld generald, este acceptat
principiul conform cdruia ceea ce s-a obtinut Tn 12
saptamani de antrenament se pierde in mai putin de 2. De
aici si necesitatea executarii unor programe de recuperare
sustinute si dublate de exercitii de intretinere.

Variabilitatea este un principiu ignorat frecvent,
conform caruia adaptarea creste prin variatii ale tipului,
intensitatii si duratei efortului. De fapt, variabilitatea are
un efect cumulativ asupra antrenamentului. Principiul
variabilitatii devine esential In momentul atingerii unui asa
numit prag de performanta sau de recuperare si pentru
depdsirea caruia se cer eforturi suplimentare considerabile.
Mai mult, in cazul copiilor, variabilitatea adauga o motivare

suplimentara si un aspect placut programului de exercitii. >>>
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>>> Alternarea Tnotului cu exercitiile fizice Tn apa si pe uscat,

precum si cu jocurile acvatice conduce la obtinerea
eficientei maxime a programelor de terapie acvatica.

Periodicizarea sau ciclicitatea programelor se refera
la obtinerea rezultatelor pe termen lung, prin impdrtirea
acestor perioade in cicluri de diferite programe, cu efecte
relativ diferite, dar cumulative.

Programele de terapie acvatica sunt impartite in cicluri de
sase luni si cuprind:

macrociclul > care este segmentul cel mai intins, cu durata
de 4 -6 luni;

mezociclul > care reprezinta o diviziune a
macrociclului si care cuprinde 1,5 — 3 luni; fiecare mezociclu
debuteaza cu exercitii de intensitate scazuta si durata
medie si se indreapta catre exercitii de intensitate mare,
dar cu durata ceva mai scurta;

microciclul > care se intinde pe durate cuprinse
intre o zi si 0 saptdmana si in care se aplica programe de
exercitii pe termen scurt;

odihna activa > se plaseaza intre mezocicli si nu presupune
inactivitate, ci o activitate de intensitate scazuta, care
sa permita refacerea organismului fard pierderea
antrenamentului.

Periodicizarea usureaza atat stabilirea scopurilor pe
termen mediu si lung cat si evaluarea progreselor obtinute
si usureazad aplicarea variabilitatii si a Tncarcarii progresive,
mentine interesul pacientilor si previne suprasolicitarea
prin monitorizarea duratei, intensitatii si frecventei de
executie. Pe scurt aceste trei elemente esentiale reprezinta:
durata > timpul in care se desfdsoara programul de exercitii;
intensitatea > gradul de solicitare care se evalueaza pe o
scara mergand de la minim catre maxim; ca indicatori se
pot folosi o serie de parametri sau teste, precum frecventa
cardiacd, tensiunea arteriala, testele de evaluare a
capacitatii de efort;

frecventa > repetarea programelor de exercitii pe parcursul
unei sdptamani; are un caracter extrem de variat (de
exemplu: trei/ sdptamana, 2 zile efort/o zi pauza, etc).
Principiile de baza ale planurilor de terapie acvaticd
propuse — planul in sase etape

Planul de terapie acvaticd in sase trepte a fost
conceput si aplicat in ideea unei abordari totale, din punct
de vedere terapeutic si profilactic, a intregului proces de
recuperare acvatica, de la evaluarea initiald a pacientilor si
tratamentul precoce al afectiuniisi pana la etapele avansate,
de consolidare a progreselor si de prevenire a recaderilor.
Pe langd aspectele concrete ale exercitiului fizic, fiecare
etapa a acestui plan include si o componenta educational3,
de informare si castigare a increderii pacientilor precum
si indicatii privind reintegrarea si comportamentul intr-un
mediu social normal.

Planul de terapie acvaticd in sase trepte da
posibilitatea clinicianului sa prescrie si sa dezvolte
programe unicat, adaptate specificitatii fiecarui subiect,
prin stabilirea scopurilor pe termen scurt, mediu si lung.
Este obligatoriu ca aceste programe acvatice sd vind si
sa completeze programele de terapie pe uscat, pentru a
se evita intrarea In competitie cu acestea din urmd. Mai
mult, programele de acvaterapie vor folosi resursele si
vor aplica o serie de parametri rezultati din aceste terapii
complementare.
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Etapa | reprezintd temelia succesului oricarui
program si debuteaza prin evaluarea subiectului din punct
de vedere fizico-clinic si biologic, precum si a capacitatii
acestuia de a efectua acvaterapia. in plus, in aceastd etap3
sunt stabilite si aplicate programele preliminare de exercitii,
in scopul asuplizarii, cresterii amplitudinilor de miscare si,
atunci cand este cazul, a diminuarii durerii. Componenta
educationald va include obligatoriu si masurile de siguranta
si prevenire a accidentelor in bazinul de inot, masurile de
prim ajutor, etc.

Aceastd evaluare se transforma intr-un instrument
de screening ce permite evaluarea completa si totald a
pacientilor in vederea trecerii la programul terapeutic
propriu zis. Se incepe cu intrebari privind istoricul de
inotator al pacientului, intrebdri ce permit stabilirea
gradului de pregatire (novice, incepator, avansat, etc) si de
antrenament al acestuia; intrucat majoritatea subiectilor
manifesta tendinta de a-si supraaprecia calitatile de
inotatori, iar toate raspusurile vor fi verificate in bazin.

Terapia primara consta din exercitii efectuate in
scopul asuplizarii, a cresterii amplitudinilor de miscare
si, atunci cand este cazul, a diminuarii durerii. Pe langa
exercitiile cu adresabilitate directa pe regiunile afectate, nu
trebuie neglijate cele ce implica corpul in totalitatea sa. Se
va pune un accent deosebit pe exercitiile simple, asistate de
flotabilitate, efectuate cu o viteza mica, in seturi de 10-15.
Pentru incepatori si ne-inotatori se recomanda nceperea
programului cu exercitii in pozitie verticald. Executarea
miscarilor orizontale se va face ulterior si numai asistat de
instructorul de Tnot si cu dispozitive flotoare.

Componenta educationala se refera, pe langa
masurile se sigurantd, si la autocontrolul permanent al
tinutei sub apd. Reducerea greutatii sub apd poate creea
dificultdti in autoaprecierea unei posturi corecte; mai mult,
in apa adancd, flotabilitatea devine factorul principal de
determinare a pozitiei corpului. Toate aceste considerente
relevd necesitatea impunerii unui autocontrol permanent
si sever al tinutei, autocontrol ce se va rasfrange si
asupra echilibrului postural dupa incheierea programului
de exercitii. In etapa a Il-a sunt introduse exercitiile si
programele de fintarire si tonifiere, bazate in principal
pe proprietatile apei (rezistenta si vascozitatea). De
asemeni, etapa include exercitii de amplificare a rezistentei
cardiovasculare si tehnici de supraintindere si flexibilizare.
Daca in etapa I-a vascozitatea apei serveste la scdderea
vitezei de miscare iar flotabilitatea asista miscarea, in etapa
a ll-a celor doua proprietati li se atribuie calitati rezistive,
de incdrcare a miscarii.

Programul de tonifiere incepe cu exercitii iTmpotriva
flotabilitatii, la care se adauga gradual elementul viteza.
Progresia incarcarii este mai rapida in zonele mai putin
afectate si evident mai lenta in zonele “tintd”. Exercitiile
sunt grupate in seturi de 2 — 3, cu o repetabilitate de 10
—15 ori.

Flexibilizarea si cresterea amplitudinilor de miscare
fac si ele parte din aceastd etapd, cdrora li se adauga si
manevrele de supraintindere.

Componenta  educationald se refera Ia
antrenamentul cu rezistenta progresiva si supraintindere;
pacientului i se vor descrie cele trei variante de incdrcare:
progresiva, isokineticd si isometrica, cu explicarea



diferentelor ce intervin.

Etapa a lll-a are ca scop ameliorarea balansului, a
echilibrului si coordondrii, si pregdteste subiectul pentru
miscarile mai complexe. in plus, se intensificd conditionarea
cardiovasculard in vederea aplicarii programelor cu
componenta sportiva.

Echilibrul si coordonarea pot fi componente ale
oricdrei parti a sesiunii de terapie acvaticd, incepand cu
incélzirea si terminand cu flexibilizarea si relaxarea. in plus,
pot fi introduse si exercitii de tonifiere mai solicitante, cu
ajustarea rezistentei si a gradului de repetare. Daca creste
rezistenta se pot ajusta viteza de executie si numarul de
repetitii, de exemplu 3 — 4 seturi, repetate de 8 — 10.

Din punct de vedere educational, se dezvolta
componenta de fitness, prin prelucrarea aspectelor
legate de frecventd, durata si intensitate ale exercitiilor,
monitorizarea intensitatilor de lucru precum si aspecte
legate de incdlzire si revenire dupad exercitii.

Tn etapele IV si V sunt aplicate programele cu
componenta sportivd; capacitatea cardio-respiratorie este
si ea amplificatd prin introducerea exercitiilor cu intervale
anaerobe, iar microciclurile de antrenament pot fi folosite
si ca elemente de relaxare si revenire.

Ca rezultat al etapelor precedente, la sfarsitul
etapei a lll-a a planului terapeutic programul se adreseaza
deja unui subiect antrenat si conditionat din punct de
vedere fizic si cardiovascular. Acest grad relativ ridicat
de antrenament este cel care da posibilitatea cresterii
in complexitate a exercitiilor; din aceasta etapa apar si
elementele de pregatire si conditionare pentru integrarea
sau reintegrarea in mediul social obisnuit.

Tn  aceastd etapd elementele caracteristice
miscdrilor de natatie capatd un caracter preponderent.
Subiectii au deprins deja si pot executa corect unul sau
chiar mai multe stiluri de inot, astfel incat se poate trece
la modificarea miscarilor specifice acestor stiluri, in scop
terapeutic. Includerea elementelor de miscare derivate din
natatie creste atat complexitatea planului terapeutic cat si
eficienta rezultatelor.

Se continud totodatd elementele specifice ale
etapelor | —lI, insistandu-se pe componentele de echilibru
si coordonare. Componenta educationald se axeaza
pe elementele de reintegrare in mediul social normal,
dublate de cele legate de mentinerea si autocontrolul unei
posturi corecte. De asemenea, un rol important in aceastd
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etapa 1l are prevenirea si controlul eventualelor recaderi.
Subiectii, motivati de progresele inregistrate pana in acest
moment, au tendinta de a-si modifica singuri atat structura
programelor cat si participarea la acestea. Cade in sarcina
componentei educationale evitarea acestei situatii
nedorite.

Etapa a VlI-a include programele de intretinere
si mentinere a progreselor obtinute, si se adreseazd in
special acelor subiecti care prefera acvaterapia sau care
tolereazd mai greu programele de exercitii pe uscat. Scopul
etapei este de a corobora experienta etapelor anterioare
si se aplica subiectilor care au parcurs corect si au incheiat
etapele precedente si care au fost constientizati asupra
importantei respectarii acesei succesiuni.

Acesti pacienti beneficiaza de o experienta
semnificativa; sunt asa numitii “avansati”, care pot exersa
chiar si cu o instruire si o supraveghere relativ reduse, care
sunt familiarizati cu structura programelor si mai ales cu
normele de siguranta in bazinul de inot. Un aspect pozitiv a
fost acela cd, prin experienta lor, acesti subiecti au devenit
modele de instruire si conditionare pentru pacientii
“Incepatori”.

Prin structura sa, rolul cel mai important 1l are
si acum componenta educationald, de constientizare a
subiectilor in scopul continudrii activitatii fizice, atat in apa
cat si pe uscat

Monitorizarea subiectilor antrenati in planului de
terapie in sase trepte

Un aspect deosebit al acestui plan de terapie este
reprezentat de monitorizarea subiectilor antrenati Tn el.
Datorita specificitatii extreme si a individualizarii, aceste
programe presupun, pe langa o urmarire constanta ce are in
vedere corectitudinea executiilor si aprecierea progreselor
obtinute, respectiv trecerea la o etapa superioara.

Nu putem vorbi de un set de indici absoluti pentru
aprecierea progreselor. De la caz la caz, acestia rezulta din
combinarea elementelor furnizate de examenul clinic si
paraclinic (radiologic), coroborate cu indicii de urmarire si
evaluare a performantei si capacitatii de efort. P e
langa aceste elemente un rol important 1l pot avea si alte
aspecte, legate de starea de nutritie, de stress, sau alte
activitati adiacente. Toate acestea trebuie monitorizate
cu grija, pentru ca de foarte multe ori ele pot influenta
progresele unui plan terapeutic de altfel bine trasat si
condus.
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SSI%2 METHODOLOGY OF HYDROKINESIS EXERCISE IN
4IRS A QUATIC THERAPY PROGRAMS

Hydrokinesis therapy, with its incontestable benefits
in functional recovery, is based on physical exercise and
on the following principles: Stress, progressive overload,
adaptation, specificity, reversibility, variability and
periodization (cyclicity).

According to the stress principle, amuscle or a group
of muscles that is stressed will respond by adapting to the
said stress. If the stress is doubled by adequate rest and
nutrition, the driving efficiency will increase significantly.

Progressive overload is also called progressive
resistance and it concerns a gradual increase of the stress.
If this overload takes place too quickly, fatigue sets in and
pain or injuries can appear.

All aquatic therapy programs are based on the
principle of progressive overload. They will begin with
low intensity exercises, especially in the case of children,
of short duration and minimum frequency which will
progressively increase.

Adaptation or training represents an improvement
of all parameters as a result of progressive overload.
Any muscle or muscle group will answer to the stress by
increasing its capacity (for instance, increased resistance
leads to the increase of contractile strength, stretching
(elongation) leads to the increase of flexibility and elasticity
and duration amplifies resistance and endurance). Any
adaptation stage makes possible the increase of stress or
the transition to a new stage of exercise.

According to the specificity principle, only the
characteristics of the overloaded muscle or muscle group
will improve. This principle is valid not only for the muscles,
but also for the entire body segment involved in the training
process. This principle is less applied when one targets the
improvement of general performances, but it becomes
essential in recovery or rehabilitation programs of certain
individual segments.

Reversibility refers to the fact that benefits obtained
through training can disappear when training stops.
Moreover, this downfall is faster than the benefits. It is
generally accepted the principle according to which what
was obtained in 12 weeks of training will be lost in less than
2 weeks. This is why recovery programs must be assisted
and doubled by maintenance exercises.

Variability is a frequently ignored principle which
states that adaptation increases by means of variations of
the type, intensity and duration of effort. In fact, variability
has a cumulative effect on the training. Variability principle
becomes essential when reaching a so-called performance
or recovery threshold that, in order to be exceeded, one
needs to make considerable additional efforts. Moreover,
in the case of children, variability adds motivation to the
training and makes it more likeable. Alternating swimming
with physical exercises in the water and on land, as well
as aquatic games, helps obtaining maximum efficiency of
aquatic therapy programs.
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Periodization or cyclicity of programs means
obtaining long-term results by dividing these periods into
cycles of different programs, with effects that are rather
different, but cumulative.

Aquatic therapy programs are divided into six-
month cycles and comprise:

macrocycle > which is the longest segment, lasting
for 4-6 months;

mesocycle > represents a division of the macrocycle
and it lasts 1.5-3 months; each mesocycle begins with low-
intensity and medium-duration exercises, heading towards
high-intensity, but shorter-duration exercises.

microcycle > which spans shorter periods of one
day to one week and during which short-term exercise
programs are applied.

active rest > takes place between the mesocycles
and it doesn’t represent inactivity, but a period of low-
intensity activity which allows the regeneration of the
organism without losing the training.

Periodization eases the process of establishing mid-
and long-term goals, and also the assessment of obtained
progress, the application of variability and progressive
overload, it maintains the patients’ interest and prevents
overstress through the monitoring of the duration,
intensity, and frequency of the training. Briefly, these three
essential elements represent:

duration > the time period during which the exercise
program takes place;

intensity > the stress period assessed on a scale
going from minimum to maximum; as indicators, one can
use a series of parameters or tests such as heart frequency,
arterial pressure, effort capacity tests;

frequency > the repetition of the exercises during
one week; it has an extremely varied character (for
instance: three/week, 2 days of effort/one-day break, etc.).

Basic principles of proposed aquatic
therapy plans - six-stage plan

The six-stage aquatic therapy plan was designed and
applied having in mind a total approach from a prophylactic
and therapeutic point of view, a total approach of the whole
aquatic recovery process, from the initial assessment of
patients and early treatment of the disorder until the most
advanced stages of progress consolidation and relapse
prevention. Apart from the concrete aspects of the physical
exercise, each stage of this plan comprises an educational
component that aims to inform the patients and to earn
their trust, and also indications regarding the reintegration
and the behaviour in a normal social environment.

The six-stage aquatic therapy plan gives the clinician
the possibility to prescribe and to develop unique programs,
adapted to the specificities of each subject, by establishing
short-, mid- and long-term goals. It is compulsory for these



aquatic programs to complement the on-land therapy
programs in order to avoid a said competition with the
latter. Moreover, aquatic therapy programs will use the
resources and will apply a series of parameters that have
resulted from these complementary therapies.

Stage 1 represents the grounds on which the
success of each program is built and it begins with the
assessment of the subject from a physical-clinical and
biological point of view; one also assesses the subject’s
capacity to undergo aquatic therapy. Moreover, during this
stage the preliminary exercise programs are enforced and
applied, aiming to obtain suppleness, to increase range of
motion and, if needed, to reduce pain. The educational
component must also include the measures for safety and
prevention of accidents in the swimming pool, first aid
measures, etc.

This assessment becomes a screening tool that
allows a complete and total evaluation of patients in order
to begin the actual therapeutic treatment. One beings by
asking questions about the patient’s swimming history
which allow to establish the patient’s preparation and
training level (novice, beginner, advanced, etc.); because
most subjects tend to overrate their swimming qualities, all
the answers will be checked in the swimming pool.

Primary therapy is made up of exercises targeted
on obtaining suppleness, increasing range of motion and, if
needed, reducing pain. Apart from the exercises that target
directly the affected regions, one must not ignore the body
as a whole. One shall especially focus on simple exercises,
assisted by floatability, performed at low speed, in sets of
10-15.

For beginners and non-swimmers, one recommends
starting the exercises vertically. Horizontal movements
shall be performed afterwards and only assisted by the
swimming instructor by means of floating devices.

The educational component relates, apart from
the safety measures, to the permanent self-control of the
underwater posture. Underwater weight reduction can
make it difficult for patients to assess the right posture;
moreover, when the water is deep, floatability becomes the
main factor into determining the body’s posture. All these
show the necessity to impose a drastic and permanent self-
control of the posture, self-control which will also influence
the posture balance after reaching the end of the exercise
program.

During stage 2 , strengthening and toning exercises
are being introduced, based mainly on water’s properties
(resistance and viscosity). This stage also includes
exercises that aim to amplify vascular resistance, as well
as overstretching and flexibility techniques. If during stage
1 water viscosity decreases the speed of movement and
floatability supports movement, during stage 2, both
properties are invested with resistive qualities that “load”
the movement.

Toning program begins with exercises against
floatability, the speed element being gradually added in.
The load progression is faster in less affected areas and
obviously slower in target areas. The exercises are grouped
into sets of 2-3, repeated 10-15 times.

Flexibility and increase of the range of motion also
fall into this category, complemented by overstretching

exercises.

The educational component relates to the workout
with progressive resistance and overstretching; the
three loading options will be presented to the patient:
progressive, isokinetic, and isometric, by also explaining
the differences between them.

Stage 3 aims to improve balance and coordination
and prepares the subject for more complex movements.
Moreover, vascular conditioning is intensified in order to
apply sporting programs.

Balance and coordination can be components of any
part of the aquatic therapy sessions, starting with warming
up and ending with flexibility and relaxation. Moreover,
one can also add in more challenging toning exercises, by
adjusting the resistance and repetition degree. If resistance
increases, one can adjust the speed of execution and the
number of repetition, for instance 3-4 sets, repeated 8-10
times.

Educationally, one develops the fitness component
by processing aspects related to frequency, duration and
intensity of exercises, by monitoring work intensity and
also aspects related to warming up and recovery after
exercises.

During stages 4 and 5, sports component programs
are applied, cardiorespiratory capacity is also amplified by
adding exercises with anaerobic interval, and the training
microcycles can be used as elements of relaxation and
recovery.

As a result of the anterior stages, at the end of
stage 3 of the therapeutic plan, the program is intended
for an already trained subject who is conditioned from a
physical and vascular point of view. This relatively high-
degree training gives the possibility to increase the
exercises’ complexity; in this stage also appear elements
of preparation and conditioning for the integration and
reintegration into the normal social environment.

During this stage, the characteristic elements of
swimming movements become preponderant. Subjects
already know and can perform correctly one or more
swimming styles, therefore one can modify the specific
movements of these styles for therapeutic purposes. By
including movement elements derived from swimming,
one increases the complexity of the therapeutic plan and
the results’ efficiency.

Specific elements of stages 1-3 are continued, by
insisting on balance and coordination components.

The educational component will focus on elements
of reintegration into the normal social environment,
doubled by those of maintaining and self-controlling the
correct posture.

Animportant partinto this stage is also played by the
prevention and control of certain relapses. The subjects,
motivated by the progress registered up until now, have
a tendency to change on their own the structure of the
programs, as well as the participation in these programs.
The educational component is in charge with avoiding this
undesired situation.

Stage 6 includes programs of maintenance of
the obtained progress and is intended especially for
those subjects who prefer aquatic therapy or who barely

tolerate on-land exercises. The purpose of this stage is to >>>
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>>> consolidate the experience acquired during the anterior

stages and is applied to subjects who have correctly carried
out and finished the anterior stages and who were made
aware of the importance of respecting this sequence.

These patients benefit from a significant experience;
they are the so-called “advanced” who can practice
even with less supervision, who are familiarized with the
programs’ structure and especially with the swimming
pool safety norms. A positive aspect is that, by means of
their experience, these subjects have become training and
conditioning models for the “beginners”.

Through its structure, the most important role is
still occupied by the educational component, according
to which the subjects are made aware of the purpose of
continuing the physical activity, both in water and on land.

Monitoring of the subjects trained during the six-
stage therapy plan
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