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MANAGEMENT BALNEAR

EDITORIAL

OPINII DESPRE UN PLAN DE MANAGEMENT AL LACULUI TECHIRGHIOL

Anul 2018

s-a anuntat a fi

al  schimbarilor.

Avem un nou

guvern, preocupat

de realizarea programului de

guvernare, avem proiecte, avem

nenumarate asteptari legate de
turismul balnear.

La sfarsitul anului trecut,
europarlamentarele Maria
Grapini, Claudia Tapardel si

Ramona Manescu au participat
la Mamaia la un dialog privind
viitorul turismului pe litoralul Marii
Negre. Reprezentanti ai autoritatii
locale, ai operatorilor din turism
la nivel local si regional, jurnalisti
au dezbatut aldturi de cele trei
eurodeputate teme relevante,
precum promovarea patrimoniului
cultural dobrogean, dezvoltarea
segmentului balnear litoral,
imbunatatirea infrastructurii si
conectivitatii, proiectele europene
ca motor al investitiilor pentru
viitor, dar si formarea profesionala
si rolul acesteia in cresterea
calitatii serviciilor.

S-a pus din nou accentul pe
bogatia de resurse balneare unice
ale Romaniei, cum sunt izvoarele
termale si minerale, namolurile,
mofetele, microclimatul salin,

bioclimatul, utilizate cu succes
in domeniul serviciilor medicale
balneare, care intretin un turism
balnear unic, apreciat de romani,
cautat de straini.

Concluzia s-a impus de la sine:
avem tot ce trebuie pentru terapii
naturiste, alternative, pentru o
speranta de viata mai buna.

Desi nu s-a discutat public

la aceasta dezbatere, noi am
semnalat invitatelor o situatie
paradoxald in legatura cu lacul
Techirghiol  si exploatarea
namolului de catre potentiali
investitori, preocupati de alte
interese.

Am mai spus-o si cu alte
prilejuri cd se impune Tn regim
de urgenta realizarea planului de
management al acestei bogatii,

care ar trebui sa implice toti
actantii importanti din zona
ariei protejate, fincepand cu

autoritatile locale si continuand
cu agenti economici, organizatii
neguvernamentale sau institute
de cercetare. Desemnat ca , Arie
protejata”, ,Zona umeda de
importanta internationald”, parte
integranta a retelei ecologice
europene Natura 2000 in Romania,
lacul Techirghiol trebuie sa aiba
un solid plan de management
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Elena Roxana Almdsan

ca instrument de lucru absolut
necesar administrarii Tn bune
conditii a Ariei Naturale Protejate.
Noul plan de management trebuie
sa armonizeze viziunile tuturor
stakeholderilor din zona si sa
duca la o dezvoltare durabila a
activitatilor in aria protejata.

Din pacate, de putin timp,
acesta este incredintat Societatii
Ornitologice Romane, care a
anuntat public ca@ demareaza
realizareaplanuluide management
al Lacului Techirghiol. in urmatorii
trei ani, reprezentantii SOR vor
stabili Tmpreuna cu specialistii —
de unde? - regulamentul privind
exploatarea lacului. In calitate de
custode, alaturi de SOR, primaria
Techirghiol a anuntat cd sustine
toate demersurile SOR in vederea
protejarii lacului si a resursei
naturale, namolul sapropelic,
pentru ca numai astfel ,lacul va
continua sa fie motorul economic
pentru oras”.

Ce se intelege din aceastd
schimbare de paradigma? Ca
doar pasarile vor beneficia de
protectie? Sau ca o problema
atat de importantda poate fi
[3satda pe seama unei organizatii
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neguvernamentale?

De pe site-ul de prezentare,
Societatea Ornitologica Romana
este custodele a 32 arii naturale
protejate, doua din ele doar partial,
in urma incheierii a 17 conventii
de custodie cu Agentia Nationala
pentru Protectia Mediului.

in acelasi timp, Primdria
Techirghiol a cerut Agentiei pentru
Resurse Minerale ca administratia
locald sa detina controlul asupra
acestor resurse ale lacului. Tn caz
contrar, in opinia administratiei
locale, turismul balnear de Ila
Techirghiol ar putea sa dispara,
ajungand pe mana unor investitori
privati.

Tn acest context, in care planul
de management al lacului este

doar o proiectie a unei organizatii
neguvernamentale, se impune
sprijin - nemijlocit din partea
autoritatilor centrale pentru a
conecta legislatia romaneasca
la cea europeana. Pentru a
gasi interpretarile adecvate
unei protectii totale a lacului in
beneficiul prioritar al pacientilor,
al turismului balnear coroborat
cu promovarea si sustinerea
cercetarilor stiintifice in folosul
managementului ariei. lar 1in
cadrul planului de management
general sa poata fi identificate
si delimitate zone de protectie
a habitatelor si speciilor, ca o
parte a intregului, si nicidecum
invers. O conditie sine qua non,
publicul trebuie informat asupra

deciziilor autoritatilor competente
de protectie a mediului, factorii
interesati sa-si exprime punctul
de vedere referitor la modalitatea
de elaborare a acestui plan de

management.

n esents, scopul
managementului Ariei Naturale
Protejate Lacul Techirghiol fl

constituie imbinarea armonioasa
a conservarii patrimoniului natural
cu  ecoturismul, promovarea
valorilor istorice si culturale,
sustinerea economiei locale 1in
beneficiul comunitatilor din jurul
ariei protejate si a publicului larg.
Aceasta este o problema majora a
tuturor celor ce traiesc silucreaza
in zona Techirghiol.




OPINIONS ON A MANAGEMENT PLAN FOR LAKE TECHIRGHIOL

2018 forecasts as
a year of changes.
We already have a
new Government,
busy to achieve the governing
programme, we have projects,
we have countless expectations
regarding balnear tourism.

At the end of last year, the
European Parliament members:
Maria Grapini, Claudia Tapardel
and Ramona Manescu attended,
in Mamaia, a dialogue regarding
the future of tourism on the Black
Sea littoral. Representatives of
the local authorities, of travel
companies at local and regional
level, and journalists talked with
the three European Parliament
members about relevant

topics, such as promoting the
cultural patrimony in Dobrogea,
development of seaside balnear
segment, improvement of
infrastructure and connectivity,
European projects as a driver for
future investments, as well as
professional training and its role in
increasing the quality of services.

Again, they stressed the
richness of unique balnear
resources in Romania, such as
thermal and mineral springs,
muds, choke damps, saline
microclimate, bioclimate,
successfully used in balnear
medical services, supporting a
unique balnear tourism, well rated
by the Romanians and looked for

Elena Roxana Almdsan

by the foreigners.

The conclusions came
naturally: we have all it takes for
naturist, alternative therapies, for
the hope of a better life.

Although not discussed at
this public debate, we outlined for
the guests a paradoxical situation
related to Lake Techirghiol and the
mud exploitation by the potential
investors, busy attending other
interests.

We have said it in other
occasions, that it is urgently
necessary to achieve the

management plan for this richness
which should involve all major
players in the protected area,
starting with local authorities and
going to economic agents, non-

EDITORIAL [
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governmental organisations or
research institutions. Assigned
as ”Protected area”, "Wet area
of international significance”,
integral part of the European green
network Natura 2000 in Romania,
Lake Techirghiol must have a solid
management planasaworkingtool
absolutely required to efficiently
manage the Protected Natural
Area. The new management plan
must harmonise the visions of all
stakeholders in the area and lead
to a sustainable growth of the
activities in the protected area.

Unfortunately, for some
time, it has been entrusted to the
Romanian Society of Ornithology,
which made it public that it shall
start the management plan for
Lake Techirghiol. Over the next
three years, SOR representatives
shall set, together with specialists
- who? - the regulation regarding
the lake exploitation. As custodian,
together with SOR, Techirgiol Town
Hall announced that it supports
all SOR formalities to protect the
lake and the natural resource, the
sapropelic mud, because only so
"will the lake remain the economic
driver in the town”.

What does this change in the
paradigm mean? That only birds
are to benefit of protection? Or
that such an important matter
can be left in the hands of a non-
governmental organisation?

According to the presentation
site, The Romanian Society of
Ornithology is custodian of 32
natural protected areas, two
of which only partially, after
concluding 17 custody conventions
with the National Agency of
Environmental Protection.

At the same time, Techirghiol
Town Hall timidly required the
Agency for Mineral Resources
that the local administration be
entrusted with the control over
such lake resources. Otherwise,
says the local administration, the
balnear tourism in Techirghiol
might disappear, getting on the
hands of private investors.

In such conditions, in which
the lake management planis just a
projection of a non-governmental
organisation, direct support from
the central authorities is needed
to connect the Romanian laws to
the European ones. In order to find
the appropriate interpretations

for a complete protection of
the lake to benefit patients and
balnear tourism with priority and
corroborated with the promotion
and support of scientific research
for the benefit of the area
management. And, within the
general management plan, habitat
and species protection areas must
be identified and delimited, as
part of the whole, and not in any
case otherwise. As a sine qua
non condition, the public must
be informed on the decisions of
the competent environmental
protection authorities, interested
in  expressing their opinion
regarding the preparation of such
management plan.

Basically, the purpose of the
Lake Techirghiol Natural Protected
Area management is the balanced
combination of preserving the
natural patrimony with green
tourism, promotion of historical
and cultural values, supporting
the local economy for the benefit
of the communities around the
protected area and of the public.
And this is a major issue for all
those living and working in the
area of Techirghiol.
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INSTITUTUL NATIONAL DE GERONTOLOGIE SI GERIATRIE A INSTITUIT

PREMIUL NATIONAL "ANA ASLAN"

PRINTRE PREMIANTI, SANATORIUL BALNEAR $1 DE RECUPERARE TECHIRGHIOL

'UTUL NATIONAL DE GERONTOLOGIE 277
' ANA ASLAN

I. N. G. G.\i
| ANA ASLAN

Academiciana Ana Aslan, fondatoarea si primul
director al institutului, s-a preocupat de gerontologia
sociald, indicand masuri organizatorice privind
crearea unui sistem de stimulare a activitatilor
specifice varstei a treia. Dr. Ana Aslan a fost cea care a
intuit si descoperit actiuni terapeutice de tip biotrofic
ale procainei prin tratament de lunga durata in doze
mici, cu rol curativ si profilactic. Gerovitalul H3,
produs biotrofic original romanesc si, in acelasi timp,
primul medicament creat anume sa intarzie procesul
de imbatranire, a fost elaborat intre anii 1946 si 1956,
de prof. dr. Ana Aslan si scoala sa dupa numeroase
cercetari clinice si experimentale.

in semn de adanc omagiu fatd de aceastd
coplesitoare personalitate a stiintei romanesti,
Institutul National de Gerontologie si Geriatrie ,Ana
Aslan” instituie acest premiu, care va fi conferit
anual unor institutii si personalitati ce s-au remarcat
in cercetarea si gerontologia sociald, in activitati
civice, de sustinere a unor proiecte avand ca arie
de interes folosirea resurselor naturale in tratarea
unor afectiuni, in promovarea Romaniei ca destinatie
medicala prin factori de cura naturali, in dezvoltarea
bazelor de tratament cu factori naturali pentru
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ameliorarea si fortificarea starii de sanatate la copii.

fn ambianta elegantd a Palatului Cotroceni,
sub sceptrul de autoritate moralda al Academiei
Romaéne, intr-o audientd selecta, au fost premiati:
prof. Ovidiu Alexandru Bajenaru (cercetare stiintifica
fundamentala si aplicata), prof. Dragos Vinereanu
(performanta in medicina interna si cardiologie), prof.
Dafin Muresan (performanta in studiul Tmbatranirii
active si neurostiintei), prof. Bogdan Popescu
(performanta in studiul si tratamentul bolilor cronice
degenerative), loan Noni, director general Antibiotice
lasi (performanta in dezvoltarea resurselor indigene
destinate terapiei medicamentoase romanesti),
colectivul condus de prof. Cornel Badiu si cercetator
stiintific Dana Manda din Laboratorul de cercetari de
endrocrinologie moleculara, celulara si structurala
(performanta in utilizarea tehnologiei moderne in
cercetarea si activitatea medicald), conf. Andrei Nanu
(performanta in studiul si promovarea dreptului la
sandtate si a drepturilor pacientului), Sanatoriul
Balnear si de Recuperare Techirghiol, condus de
manager Roxana Elena Almasan (performanta in
recuperarea medicala si balneologie), prof. Maria
Puiu (genetica si biologie celulara).
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"ANA ASLAN” - A NATIONAL AWARD FOR
TECHIRGHIOL BALNEAR AND RECOVERY SANATORIUM

The Management Board of "Ana Aslan” National Institute
of Gerontology and Geriatrics launched, as of this year,

the National Award "ANA ASLAN”. Amongst the winners,
Techirghiol Balnear and Recovery Sanatorium

Academician Ana Aslan, founder and first manager of
our institute, was involved in social gerontology, indicating
organisational measures by creating a system to stimulate
third age specific activities. Dr. Ana Aslan was the one to
guess and discover therapeutic actions of bio-trophic type of
procaine by long term treatment in small doses, with curative
and prophylactic role. Gerovital H3, an original bio-trophic
Romanian product, and at the same time the first medication
specifically created to delay the ageing process, was designed
between 1946 and 1956, by Prof. Dr. Ana Aslan and her school
after extensive clinical and experimental research.

As profound gratefulness towards this overwhelming
personality, the National Institute of Gerontology and
Geriatrics "Ana Aslan” starts this award which shall be
awarded to institutions and personalities making a difference
in research and social gerontology, civic actions, support
of projects focused on the use of natural resources in the
treatment of some diseases, in promoting Romania as
medical destination for natural treatment factors to improve
and fortify the health in children.

In the elegant ambiance of Cotroceni Palace, under the
moral authority and leadership of the Romanian Academy,
with a select audience, the following were awarded: Ovidiu
Alexandru Bajenaru (basic and applied scientific research),
prof.Dragos Vinereanu (performance in internal medicine and
cardiology), prof.Dafin Muresan (performance in the study

National de Gerontologie si Geriatrie
ANA ASLAN

Se acorda
Sanatoriulut Balnear si de Recuperare Techirghiol
condus de Manager Roxana Elena Almdsan

Premiur, ANA ASLAN

pentru

Performanta in recuperarea medicala si balne

Mar r LN.(
Dr. Anca Elen

prof.

of active ageing and neuroscience),
Bogdan Popescu (performance in the study
and treatment of chronic and degenerative
diseases), loan Noni, Managing Director
Antibioticelasi(performanceindevelopment

of indigenous resources intended for
therapy with Romanian medicines), the
team lead by prof. Cornel Badiu and
scientific researcher Dana Manda from the
research laboratory of molecular, cellular ad
structural endocrinology (performance in
the use of modern technology in the medical
research and activity), conf. Andrei Nanu (
performance in the study and promotion
of the right to health and patient’s
rights), Techirghiol Balnear and Recovery
Sanatorium, managed by manager Roxana
Elena Almasan (performance in medical
recovery and balneology), prof. Maria Puiu
(genetics and cellular biology).

Techirghiol | nr. 10
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LAUDATIO

SANATORIUL BALNEAR $SI DE RECUPERARE TECHIRGHIOL

Vorbim deseori despre
Lacul Techirghiol si ecosistemele
sale, care reprezintda o parte
importanta a biodiversitatii
Romaniei si furnizeaza bunuri si
servicii esentiale pentru sanatatea
oamenilor. De peste 118 ani,
in legdturd cu aceasta avere
incomensurabila, se dezvolta la
Techirghiol o ramura medicala
devenitd in ultimii ani de elita:
balneologia litorala.

Sanatoriul Balnear si de
Recuperare Techirghiol a devenit
centrul in care reprezentanti
ai unor importante institutii
stiintifice romanesti contribuie la
cunoasterea efectelor factorilor
terapeutici naturali ai litoralului
si mai ales ai lacului Techirghiol.
Acest lucru a dus la pozitionarea
unitatii sanitare ca lider fintre
statiunile balneare romanesti,
ocupand bine argumentat primul
loc in clasamentul oficial extrem

de riguros efectuat de Asociatia
romana de balneologie.
Sanatoriul Balnear i
de Recuperare Techirghiol a
inregistrat o crestere importanta
a numarului de pacienti si implicit
a fincasarilor, dar si reducerea
cheltuielilor. Pacientii beneficiaza
nu numai de tratamentele
naturiste cu apa si namol din lac,
dar si de o aparatura medicala de
ultima 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 atat cele patru
module  terapeutice  clasice:
hidrotermoterapie, electroterapie,
masoterapie si  kinetoterapie,
cat si terapii inovative, precum
robotica, realitatea virtuala, camp
electromagnetic nanopulsat, si
multe altele. Parametrii superiori,
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spectrul larg de aplicatori si
accesoriile fac ca aceasta gama sa
fie alegerea idealda pentru orice
baza de tratament moderna.
Optimizarea activitatii
economico — financiare, cresterea
calitatii serviciilor medicale, a
confortului atat pentru pacienti,
cat si la locul de munca al
personalului  institutiei, sunt
rodul unei activitati manageriale
de echipda axate pe asigurarea
veniturilor necesare atat pentru
acoperirea cheltuielilor curente,
cat si pentru efectuarea unor
lucrari de investitii care sa
duca la cresterea adresabilitatii
Sanatoriului  Balnear si de
Recuperare Techirghiol, atatlanivel
national cat si pe plan european. in
acest moment, cel mai important
obiectiv de investitie, aflat 1n
derulare la Sanatoriul Balnear si
de Recuperare Techirghiol, este
reabilitarea sectiei de recuperare
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neuropsihomotorie copii, proiect
in valoare de aproape 7 milioane
de euro, finantat de Compania
Nationala de Investitii.

Sanatoriul  Techirghiol a
beneficiat In acesti ultimi ani de
o promovare eficienta pe piata
internationald, obiectivul strategic
lansat de echipa manageriala a

Elenei Roxana Almasan vizand
statutul de lider european
in domeniu, printr-o buna

cunoastere a virtutilor terapeutice
afactorilor de cura, prin protejarea
lacului ca parte a patrimoniului

universal, prin implicarea
specialistilor in cercetarea
stiintifica multidisciplinara
pentru aprofundarea studiilor

dedicate lacului. Tn acest sens,
Sanatoriul Techirghiol a participat
la doua intalniri : “Investing in
a sustainable and competitive
european tourism”, intalnire
desfasurata la Bruxelles in cadrul
Parlamentului European, si
“Connecting  europe through
innovation”, intalnire desfdsurata
in Madrid, implicandu-se activ atat
in protejarea biogenezei arealului
specific lacului Techirghiol, cat
si militdnd alaturi de Comisia
Europeana pentru dezvoltarea
turismului medical balnear.

Sanatoriul Balnear si de
Recuperare Techirghiol a fost
implicat Tn nenumarate proiecte
de cercetare stiintifica. Aici
functioneaza cu bune rezultate
un Centru de cercetare stiintifica
in colaborare cu Universitatea
,,Ovidius” din Constanta.

Sanatoriul din  Techirghiol
este membru al Federatiei
Internationale de Hidroterapie
si Climatoterapie, al Forumului

International pentru Turismul de
sanatate, al Asociatiei Oraselor
Istorice  Termale Europene, al
Societatii Internationale de
Hidrologie Medicala, iar in curand
echipa sanatoriului va adera Ia
Asociatia Balcanica de Mediu.
Echipa medicald si de cercetare
a sanatoriului Techirghiol (peste
jumatate din medicii sanatoriului
sunt  doctori Tn  medicing,
datorita studiilor de cercetare
asupra namolului sapropelic de
Techirghiol) participa activ la
numeroase manifestari nationale
si internationale de profil, punand
in evidenta aspecte terapeutice in
concordanta cu medicina bazata
pe dovezi ale miraculosului aur
negru al Romaniei, namolul de
Techirghiol. Activitatea medicala
si de cercetare s-a concretizat prin
derularea mai multor proiecte
europene de catre colectivul

sanatoriului, Tn acest moment
avand in contractare un proiect
european POCU ID 112863
,FORTIN pentru Satu Nou, Mircea
Voda - transformarea unei
comunitati marginalizate intr-o
comunitate prospera”.

Participarea semnificativa
a Sanatoriului Balnear si de
Recuperare Techirghiol la
numeroase targuri si manifestari
stiintifice internationale,
organizarea cu forte proprii a
unor astfel de evenimente de
anvergurad stiintifica, au creat o
buna vizibilitate internationala.
Promovarea turismului de
sanatate s-a facut in concordanta
cu master-planul de dezvoltare al
Ministerului Dezvoltarii Regionale
si Turismului pentru atragerea de
noi piete potentiale turistice.

Sanatoriul Balnear si de
Recuperare  Techirghiol este
implicat in  activitatea de
cercetare-dezvoltare avand ca
directii prioritare realizarea de
tehnologii, produse si servicii

inovative adresate unor probleme
complexe de sanatate precum si
dezvoltarea de terapii medicale
cu apa din lac si namol sapropelic.
Se poate afirma cu temei ca aici
s-a creat un centru de excelenta in
sanatate publica si management
balnear, la nivel national.

LAUDATIO - A PRESTIGIOUS AWARD FOR TECHIRGHIOL BALNEAR AND RECOVERY

We often talk, today, about
Lake Techirghiol and its ecosystems
which represent a major part
of the bio-diversity in Romania
and provide essential assets and
services for human health. For
over 118 vyears, connected to
this incommensurable fortune,
a medical branch has bee
developing at Techirghiol, turned
into the elite over the last years:
seaside balneology.

Techirghiol  Balnear and
Recovery Sanatorium has become
the centre where representatives
of important Romanian scientific
institutions work to learn the
effects of natural therapeutic
factors of the seaside and,
especially, of Lake Techirghiol.
This has taken the medical unit
as leader among the Romanian
balnear resorts, taking the well
argued first place in the official and

SANATORIUM

extremely rigorous ranking carried
out by the Romanian Association
of Balneology.

In this period, Techirghiol
Balnear and Recovery Sanatorium
has recorded a major growth
in the number of patients and,
consequently, of earnings, but also
a reduction of expenses. Patients
benefit not only of naturist
treatments with water and mud
from the lake, but also of state-of-
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the-art technology addressing a
wide range of diseases. This new
range of devices at Techirghiol
Balnear and Recovery Sanatorium
represent an advanced system
of physiotherapy including
the four classical therapeutic
modules: hydro-thermo-therapy,
electrotherapy, massage therapy
and kinetotherapy and innovative
therapies, such as robotics, virtual
reality, nanopulse electromagnetic
field and many others. Superior
parameters, the wide range of
applicators and accessories make
the range the ideal selection for
any modern treatment base.

The optimisation of the
economic-financial activity, the
increase in the medical service
quality, comfort, both for patients
and for the staff working in the
institution, are the result of a team
management activity focused to
ensure the necessary revenues
both to cover the current expenses
and to carry out investments works
leading to increased addressability
of  Techirghiol Balnear and
Recovery Sanatorium, both
nationally and at European level.
At the time, the most important
investment objective in progress at
Techirghiol Balnear and Recovery
Sanatorium is the rehabilitation of
the children neuropshychomotor
recovery, a project of almost EUR
7 million, funded by the National
Investments Company.

Techirghiol Sanatorium has
benefited, over the last few
years, of efficient international

marketing, a strategic objective
initiated by the management team
of Elena Roxana Almdsan aiming
the position of European leader

in the matter, by means of good
knowledge of therapeutic virtues
of treatment factors, by protecting
the lake as part of the universal

patrimony and by involving
specialists in  multidisciplinar
scientific research to deepen

studies dedicated to the lake. To
that end, Techirghiol Sanatorium
has attended to meetings:
“Investing in a sustainable and
competitive European tourism”,
a meeting organised in Brussels
at the European Parliament and
“Connecting  Europe through
innovation” a meeting organised in
Madrid, being actively involved in
the protection of Lake Techirghiol
specific area and promoting,
together with the European
Commission, the development of
medical balnear tourism.

Techirghiol  Balnear and
Recovery Sanatorium was involved
in countless scientific research
projects. Here, a Centre of
Scientific Research works with fine
results with Ovidius University in
Constanta.

The Sanatorium in Techirghiol
is member of the International
Federation = of  Hydrotherapy
and Climatotherapy, of the
International Forum for Health
Tourism, of the European Historic
Thermal  Towns  Association,
of the International Society of
Medical Hydrology and, soon, the
sanatorium team shall adhere
to the Balkan Environmental
Association. The medical and
research team from Techirghiol
Sanatorium (more than half of the
sanatorium doctors are Doctors
of Medicine due to their valuable
research studies on the sapropelic

Techirghiol mud) actively
participate to many national
and international specialised
events, outlining therapeutic
aspects according to evidence
based medicine of the miraculous
black gold in Romania, the mud
at Techirghiol. The medical and
research activity is materialised by
several European projects carried
out by the sanatorium team, at
the time a European project being
in progress, POCU ID 112863
“FORTIN for Satu Nou, Mircea
Voda — turning a marginalised
community into a prosperous
community”.

The significant participation of
Techirghiol Balnear and Recovery
Sanatorium to many fairs and
international scientific events, the
organisation by internal means of
such events of scientificamplitude,
have created a good international
visibility. The promotion of healh
tourism was made according to the
development master-plan of the
Ministry of Regional Development

and Tourism to attract new
potential tourism markets.
Techirghiol  Balnear and

Recovery Sanatorium is involved
in the research-development
activity, focused with priority on
innovative technologies, products
and services addressed to some
complex health issues, as well
as the development of medical
therapies with lake water and
sapropelic mud. We can firmly say
that a centre of excellence in public
health and balnear management
at national level was created here.
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,5a fii vesnic tanar nu
nseamna sa ai 20 de ani, Inseamna
sa fii optimist, sd te simti bine, sa
ai un ideal in viata pentru care sa
lupti si pe care sa il cuceresti.”

Am reprodus unul dintre
citatele cele mai cunoscute ale
Anei Aslan, care ar trebui Tnscris
pe oricare frontispiciu.

Ne aflam fintr-un an cu
multiple semnificatii: a Tnceput
numardtoarea inversda pana la
Centenarul Marii Uniri, dar si 120
de ani de la nasterea geniului
cu numele Ana Aslan, pioniera
gerontologiei medicale mondiale,
65 de ani de la Iinfiintarea
Institutului de Gerontologie si
Geriatrie din Romania si 25 de

"To be forever young it’s not
about being 20, it’s about being
optimistic, feeling well, have a goal
of life to fight for and conquest.”

| quoted one of the the best
known quotes of Ana Aslan,, which
should be put on any frontispiece.

We are now in a year with
many meanings: the countdown to
the Centenary of the Great Union
has started, also we celebrate
120 years from the birth of the
genius bearing the name Ana
Aslan, one of the pioneers of the
worldwide medical gerontology,
65 years from the incorporation
of the Institue of Gerontology
and Geriatrics in Romania and 25

ani de cand acest institut unic a
primit numele Ana Aslan. S-au
scurs si doud decenii de cand
Institutul National de Geriatrie
si Gerontologie a elaborat un
Program National pentru asistenta
medico-sociala a populatiei
varstnice din Romania.

Am putea spune, de aceea,
ca astazi sarbatorim chintezenta
cercetarilor stiintifice romanesti,
apogeul, varful de lance al
inteligenteinationale puseinslujba
oamenilor in pas cu sarbatoarea
cea mai draga romanilor, 100 de
ani de la crearea Romaniei Mari.

Stoparea procesului de
imbatranire sub aspect medico-
social, economic, psihologic,

years since this unique institute
received the name of Ana Aslan.
Also, two decades have gone
since the National Institute of
Geria-trics and Gerontology has
prepared a National Programme
f-or medical-social support of
elders in Romania.

We can say that today we
celebrate the quintessence of
Romanian scientific research,
the climax, the top of national
intelligence workingforthe people,
aligned to the Romanian people’s
most dear anniversary, 100 years
from the Round Romania.

Stopping the ageing process
in  medical-social, economic,

CUVANT DE MULTUMIRE

demografic, ecologic si cultural
este o chestiune nationala de
prim rang a dumneavoastra, dar
si o preocupare a noastra, cei
care folosim 1n terapia bolilor
degenerative lacul si namolul de
Techirghiol.

in reteaua sanitard nationald
de profilaxie a Tmbatranirii ne
aflam si noi. Tocmai de aceea este
atat de valoros acest premiu si
aceasta recunoastere.

Suntem convinsi ca vom putea
colabora benefic pentru "prezent
siviitor”, folosind un slogan al Anei
Aslan.

Elena Roxana ALMASAN

WORDS OF GRATITUDE

psychological, demographic,
ecological and cultural terms
is a major national matter of
yourselves, and a concerns of
ours, using the lake and the
Techirghiol mud in the therapy of
degenerative diseases.

We are, too, in the national
medical network for ageing
prophylaxis. This is why this
award and this recognition are so
valuable.

| believe that we can
productively  collaborate  for
"present and future”, to use Ana
Aslan’s slogan.
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e 10 martie 2017, conferinta
Legendele Techirghiolului.

nscrisa in cadrul proiectului
2018, Anul Europeanal Patrimoniul
Cultural.

Au participat oameni politici,
europarlamentari,  personalitati
ale stiintelor romanesti, scriitori,
antropologi, medici.

e 23-25 martie 2017,
delegatia Sanatoriului Balnear
si de Recuperare Techirghiol
a participat la evenimentul
“Connecting  Europe through
Innovation”, intalnire desfasurata
in Madrid. Delegatia romana a
fost formata din manager Elena-
Roxana Almasan si director
medical Elena-Valentina lonescu.

Evenimentul a fost organizat
la sediul biroului din Madrid al
Parlamentului European de catre
eurodeputata Claudia Tapardel,
in calitate de Co-presedinte al
Intergrupului pentru Dezvoltarea
Turismului si Patrimoniu Cultural
din Parlamentul European. in afara
de reprezentantii Parlamentului
European, la eveniment au mai
participat Organizatia Mondiala a
Turismului, Ministerul Turismului
din Romania si Malta, alaturi
de reprezentanti ai companiilor
publice si private direct implicate
in activitatea de turism medical,
transport si informatizarea
serviciilor. La aceasta actiune
au fost prezenti peste 100 de
participanti din aproape toate
tarile Uniunii Europene.

Scopul participarii delegatiei
Sanatoriului  Balnear si de
Recuperare Techirghiol a fost
reprezentarea Romaniei in
cadrul noii strategii europene
de digitalizare a turismului
medical, precum si identificarea
modalitatilor prin care acest

EVENIMENTE STIINTIFICE INTERNATIONALE LA
SANATORIUL BALNEAR $S1 DE RECUPERARE TECHIRGHIOL IN ANUL 2017

domeniu poate contribui la
promovarea asistentei medicale
romanesti la nivel european.

e 25-27 mai 2017, |la
Techirghiol, s-a desfasurat
primul Congres national

anual al Societdtii Romane de
Medicina Fizica, de Recuperare si
Balneoclimatologie, manifestare
stiintificd de anvergura, care
reuneste un numar impresionant
de participanti din toata tara, dar
si din strdindtate, preocupati sa
dezbata cele mai noi directii de
actiune in domeniul balneologiei,
recuperarii patologiei pediatrice,
patologiei neurologice s.a. Au
prezentat comunicari rezultate din
cercetari stiintifice de ultima ora
specialisti din Romania, Slovenia,
Italia.

e junie 2017. Cu sprijinul
Clubului Rotary Cetatea Tomis,
a fost achizitionat primul sistem
pentru recuperarea bolnavilor
cu afectiuni neuromotorii prin
stimulare  multisenzoriala  in
realitate virtuala, BTS NIRVANA.
Acesta este un sistem terapeutic
unic si inovativ ce se adreseaza
copiilor.

e 3-5 Septembrie 2017,
Consortiul format din Societatea
Roméana de Medicinda Fizica, de
Recuperare si Balneoclimatologie
(SRMFRB), Asociatia Romana de
Balneologie (ARB), Societatea
Roméana de Patologie, Terapie si
Recuperare  Vertebro-Medulare
(RoSCoS) si Societatea Romana
de NeuroReabilitare (RoSNeRa),
afiliate la Asociatia Medicald
Romana (AMR), Tmpreuna cu
Universitatea “Ovidius”, Spitalul
Clinic Judetean de Urgenta ,Sf.
Apostol Andrei” din Constanta si
Sanatoriul Balnearside Recuperare
Techirghiol — au organizat la
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Universitatea ,,Ovidius” din
Constanta si la Sanatoriul Balnear

si de Recuperare Techirghiol
(SBRT)  Conferinta  Nationala
Interdisciplinara, cu vizibilitate
internationala: ,Abordari

comprehensive in problematica
durerii si In patologia vertebro-
medulara - in contextul marcarii
Zilei internationale a leziunilor
mielice (WORLD SCI Day)".

Alaturi de personalitati
ale balneologiei romanesti, a
participat si Director Adjunct

EPSOLOR Anne Laure Henry din
Franta.

e 22-24 septembrie 2017 la
Techirghiol

Conferinta  Nationalda de
Balneologie cu participare
internationald ,Repere stiintifice
ale balneologiei romdnesti la
Techirghiol. Studii si cercetdri in

domeniul factorilor terapeutici
naturali ai litoralului”,
A fost marcata astfel o

dubld aniversare: Techirghiol -
118 ani, Institutul National de
Recuperare, Medicina Fizicd si
Balneoclimatologie — 93 ani

Invitatul Conferintei: Prof.
Ashot P. Khachatryan MD PhD
Academician at RAMS, EANS,
NAS, Honored Inventor of Russian
Federation and European Union.
Prof. Khachatryan’s Alternative
Medicine  Clinic.  Novosibirsk
(Russia), Astana (Kazakhstan).

¢ Noiembrie 2017, participare
la Trade Winds, Forum & Trade
Mission 2017, unul dintre cele mai
importante evenimente menite
sa intdreasca si sda aprofundeze

cadrul parteneriatului strategic
bilateral Romania-SUA, o mare
misiune comerciala americana

in strdindtate, organizatd de
Departamentul de Comert al SUA.
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e 10 March 2017, the
conference Legends of Techirghiol
Included in the project for
2018, European Year of Cultural

Patrimony.
With the participation of
political persons, European

Parliament members, personalities
of Romanian sciences, writers,
anthropologists, doctors.

e 23-25 March 2017, the
delegation of Techirghiol Balnear
and Recovery Sanatorium
attended the event ,Connecting
Europe through Innovation”, a
meeting held in Madrid. The
Romanian delegation consisted of
manager Elena-Roxana Almasan
and medical director Elena-
Valentina lonescu.

The eventwas organised at the
office in Madrid of the European
Parliament by the European
Parliament member  Claudia
Tapardel, as co-president of the
Intergroup for the Development
of Tourism and Cultural Patrimony
within the European Parliament.
Besides the representatives of the
European Parliament, the event
was also attended by the World
Tourism Organisation, the Ministry
of Tourism in Romania and Malta,
together with representatives
of private and public companies
directly involved in the medical
tourism activity, transportation
and service information. More
than 100 participants from almost
all countries in the European
Union were present at the activity.

The purpose of  the
participation of the delegation
from Techirghiol Balnear and
Recovery Sanatorium was to
represent Romania in the new
European strategy to digitalise

INTERNATIONAL SCIENTIFIC EVENTS AT
TECHIRGHIOL BALNEAR AND RECOVERY SANATORIUM IN 2017

medical tourism and to identify
the means for the domain to
contribute to the marketing of
Romanian medical services at
European level.

e 25-27 May 2017, in
Techirghiol, the first annual
national Congress of the Romanian
Society of Physical Medicine,
Recovery and Balneoclimatology
was held, a large scientific event
gathering an impressive number
of participants all over the country
and abroad, to talk about the latest
actions in the field of balneology,

paediatric pathology recovery,
neurological pathology and so
on. Specialists from Romania,

Slovenia and Italy presented works
on the latest scientific research.
Participants, 130.

e 3-5 September 2017
The consortium consisting
of the Romanian Society of
Physical Medicine, Recovery and

Balneoclimatology (SRMFRB),
Romanian Association of
Balneology  (ARB), Romanian

Society of Pathology, Therapy and
Vertebral-Medullary Recovery
(RoSCoS)andthe RomanianSociety
of NeuroRehabilitation (RoSNeRa),
affiliated to the Romanian Medical
Association (AMR), together with
“Ovidius” University, The County
Clinical Emergency Hospital ,Sf.
Apostol Andrei” in Constanta and
Techirghiol Balnear and Recovery
Sanatorium — organised at
Ovidius University in Constanta
and at Techirghiol Balnear and
Recovery Sanatorium (SBRT) on
5 September 2017, the National
Interdisciplinary Conference
of international visibility:
,Comprehensive approaches in

the matter of pain and vertebral-
medullary pathology - marking the
International day of spinal cord
injuries (WORLD SCI Day)”

Together with personalities
of the Romanian balneology, the
Adjunct Manager of EPSOLOR,
Anne Laure Henry, from France
also participated.

e 22-24 September 2017,
Techirghiol

National = Conference  of
Balneology with international
participation

“Scientific benchmarks
of Romanian balneology in
Techirghiol. Studies and research
in the matter of natural seaside
therapeutic factors”.

For the celebration Techirghiol
- 118 years, National Institute of
Recovery, Physical Medicine and
Balneoclimatology — 93 years

Conference  Guest:  Prof.
Ashot P. Khachatryan MD PhD
Academician at RAMS, EANS,
NAS, Honored Inventor of Russian
Federation and European Union.
Prof. Khachatryan’s Alternative
Medicine  Clinic.  Novosibirsk
(Russia), Astana (Kazakhstan).

o November 2017.
Participation to Trade Winds,
Forum & Trade Mission 2017,
one of the most important events
intended to reinforce and deepen
the bilateral strategic partnership
Romania-USA, a great American
commercial mission  abroad,
organised by the USA Trade
Department.
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The 2nd International Urban, Environment
and Health Congress

The 2nd International Urban, Environment and Health Congress will be
held on 16-20 April 2018 in Cappadocia-TURKEY The main theme of the
International Urban, Environment and Health Congress is the future cities.

“FUTURE CITIES”

i - THE FUTURE OF URBAN PLANNING  HISTORICAL CITIES OF THE FUTURE
f + CLIMATE FRIENDLY CITIES * QUALITY OF LIFE IN CITIES
+ TECHNOLOGY AND URBANISATION + ENVIRONMENT AND HEALTH
+ URBANISATION PROMOTING BIO- MANAGEMENT IN CITIES
DIVERSITY - COOPERATION IN URBAN,
- URBAN POVERTY ENVIRONMENT AND HEALTH
* RURAL EXTINSION AND * VULNURABLE GROUPS IN FUTURE
AGRICULTURE CITIES
+ LOCAL AND INTERCITY + URBAN SAFETY
TRANSPORTATION - PRACTICES DEVELOPING URBAN
« THE FUTURE OF LOCAL WATER HEALTH
MANAGEMENT + ADOPTING THE CITY
+ URBANISATION AND ENERGY

1st International Urban, Environment And Health Congress

1st International Urban, Environment and Health Congress was held on 11-15 May 2016

in the Turkish Republic of Northern Cyprus.

The first gathering of urban, environment and health workers in this congress has contributed

to the realization of the 2020 objectives and strategies.

As a result of presentations and discussions in the urban, environment and health issues, the Primary

“Let’s meet at the 2nd Internationa

www.sehircevresaglikkongresi.com  sehircevresaglikkongresi@gm:

URBANISATION
and COOPERATION
HEALTH in Urban,

Environment
and Health

SUSTAINABLE
CITIES

URBANISATION
and
ENVIRONMENT

Cities and
Water Cycle

Deliverables of the Congress are determined as follows;

« Collaboration on urban, environment and health fields is essential.

« In order to attain cooperative action in all three fields, a working language is needed.
« Local administrations should establish the basis of cooperation.

« The International Urban, Environment and Health Congress must be held regularly.
“We are happy if we are healthy. The healthier the environment, the happier we are.

“We are happy if we are healthy. The healthier the environment, the happier we are.

Congresul National de Recuperare,

e

Cluj-Napoca

22 - 25 Mai2018
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TECHIRGHIOL PREZENT LA TARGUL DE TURISM AL ROMANIEI

SANATORIUL BAUNEAR
1 DE RECUPERARE ~

] TECHERGHTOE

dar de sanatate

_'T

in perioada 22-25 februarie, la Bucuresti s-a
desfasurat editia de primavara a Targului de turism.
Agentii de turism, tour-operatori si companii de
transport, prezente in aceste zile la Romexpo, au
ofertat cele mai atractive evenimente ale anului
turistic 2018. De doua ori pe an, Targul de Turism, cel
mai mare eveniment din Romania dedicat industriei
turismului, ramane locul ideal de prezentare a
celor mai interesante oferte si atractii turistice,
atat din Romania, cat si din strainatate, incluzand:
turismul cultural, rural sau de business, turismul de
tratament, destinatiile exotice, croazierele si turismul
de aventura. Din ofertele companiilor expozante nu
lipsesc nici accesoriile si gadget-urile necesare in
orice calatorie.

Targul de Turism al Romaniei contribuie la
consolidarea industriei turismului din tara noastra
prin promovarea zonelor de atractie turistica si
a serviciilor din Romania, dar si prin organizarea
de conferinte si sesiuni de dezbateri in care sunt
abordate problemele industriei, Tmpreunda cu

LNEAR
osetecsoes ) ST

TECHI l%

autoritatile in domeniu. Astfel, in cadrul fiecarei editii,
au loc manifestdri conexe organizate de Romexpo si
partenerii acestui targ.

La cele peste 300 de standuri, sunt oferte de early
booking, oferte de Paste, de Rusalii, oferte pentru cei
care vor sa viziteze anumite zone din Romania, oferte
pentru cei care vor sa mearga la conacele din Ardeal,
pentru cei care vor sa mearga la bai, oferte doar
pentru litoralul romanesc, oferte pentru circuite,
pentru calatorii initiatice, oferte pentru Grecia, Turcia
sau Bulgaria.

Statiunea Techirghiol a fost reprezentata prin
toate punctele sale de atractie, evident, in centrul
standului aflandu-se prezentarea Sanatoriului Balnear
si de Recuperare, cel care a dus faima Techirghiolului
in tard siin lume.

Interesul deosebit pe care l-au manifestat
agentiile de turism balnear, publicul prezent
demonstreaza fara tagada ca la Techirghiol darul de
sandtate reprezentat de miraculosul lac cu apa si
namolul sdu ramane Tn topul preferintelor.

Techirghiol | nr. 10
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AFECTIUNILE UMARULUI — METODE DE DIAGNOSTIC SI TRATAMENT

Cand exista modificari
patologice la nivelul umarului,
pacientul se prezinta la medic,

acuzand durere de intensitate
variabila si diferite grade de
limitare a mobilitatii acestuia.

Umarul este alcatuit din doua
articulatii: cea gleno-humeralad -
intre scapuld si humerus - si cea
acromio-claviculara -intre omoplat
si clavicula. Aceste structuri
sunt acoperite de o capsuld
internd, intarita de ligamente, de
patru tendoane cunoscute sub
denumireade ,Coafd arotatorilor”,
si la exterior de muschiul deltoid.
Tendoanele sunt: cel al capului
lung al muschiului biceps brahial,
subscapular, supraspinos Si
infraspinos.  Conexiunea intre
structurile osoase de la acest nivel
este realizatd de urmatoarele
ligamente: coraco-acromial,
coraco-clavicular (cu cele doua
componente ale sale, trapezoid
si conoid), acromio-clavicular,
coraco-humeral, humeraltransvers
si gleno-humeral ( inferior, mijlociu
si superior). Intre toate aceste
elemente, se creeazda spatii ce
poarta denumirea de burse. Sunt
descrise doua asemenea structuri,
cea subdeltoidiana pe fata
profundd a muschiului cu acelasi
nume, si cea subacromiald, intre
acromion si articulatia scapulo-
humerala (1).

Fiecare dintre aceste structuri
este importanta, pentru ca poate
fi sediul leziunilor umarului.

In urma traumatismelor se
produc fracturi ce pot interesa
oricare dintre elementele osoase,

luxatii ale articulatiilor amintite,
leziuni de labrum (fibrocartilajul
dintre capul humeral si cavitatea

glenoida). Disjunctia acromio-
claviculara, frecvent intalnita,
reprezinta o forma incompleta

de luxatie. Umarul este afectat
atat de modificarile degenerative
din Osteoartrita, cat si de cele
inflamatorii  din boli precum
Poliartrita Reumatoida,
Spondilartritele sau Polimialgia
Reumatica. La pacientii cu Guta,
ne confruntam cu depunere de
cristalede urat monosodicarticular
sau la nivelul tendoanelor. Acestea
din urma pot suferi si ele, leziuni
secundare traumatismelor sau
suprasolicitarii secudare miscarilor
repetitive sau ridicarii de greutati.
Pot fi sediul calcificarilor si
tinta modificarilor inflamatorii
(tendinite).

Pentru un diagnostic corect,
primul pas este examenul clinic
amanuntit, care sa ne confirme
ca durerea nu este secundard
modificarilor coloanei cervicale
sau a unei patologii pulmonare.
Ulterior, investigdm din punct
de vedere imagistic articulatia,

folosind metode precum:
Radiografia conventionala,
Ecografia musculo-scheletals,

Rezonanta Magnetica Nucleara
si  Tomografia Computerizata.
Nu Tn ultimul rand, recomandam
pacientului sa efectueze un set de
analize uzuale si probe biologice
inflamatorii, utile n depistarea
unor boli sistemice ce se manifesta
clinic prin durere la nivelul
umarului.
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Examenul radiologic, efectuat
in 3 incidente: antero-posterioara,
rotatie interna si rotatie externa,
aduce informatii valoroase despre
integritatea si pozitionarea
structurilor osoase, identificand
fracturi, luxatii, calcificari
periarticulare si nu Tn ultimul rand
formatiuni tumorale osoase.

Ecografia musculo-scheletala
evidentiaza leziunile tendoanelor,

prezenta  calcificarilor si a
colectiilor fluide articulare si
bursitele.

Examinarea RMN permite

evaluarea structurilor articulare in
cele trei planuri, axial, coronar si
sagital. Poate detecta cu precizie
atat rupturi ale ligamentelor,
prezenta inflamatiei, modificari ale
tendoanelor si fibrelor musculare,
cat si  maodificarile structurale
ale elementelor osoase. Acestea
din urma pot fi evaluate cu
precizie si cu ajutorul Tomografiei
Computerizate. n anumite

situatii, la indicatia medicului
specialist Ortoped, pot fi necesare
investigatii precum artroRMN

sau artro CT, adica efectuarea
acestor evaluari dupa injectarea
intraarticulara de substanta de
contrast.

Observam ca, Tn ceea ce
priveste  patologia  umarului,
tinerii se prezinta mai frecvent la
medic cu leziuni posttraumatice
precum fracturi, luxatii, rupturi
tendinoase si ligamentare. La
pacientii varstnici insa, predomina
modificarile degenerative osoase
sau ligamentare.

Pentru acesti pacienti,



'I'EL,_EI — i |

MEL»

Fig. 1. Tendinita cap lung biceps brahial. (2)

dispunem de o paleta larga de
optiuni terapeutice. Tratamentul
medicamentos presupune
administrarea de antialgice si
aintiinflamatoare nonsteroidiene
in alegerea carora tinem cont si
de bolile asociate. in leziunile
posttraumatice  sunt indicate
repausul si aplicatiile locale reci. In
afectiunile cronice, o alegere buna
sunt infiltratiile intraarticulare
cu lidocaind si corticosteroizi si
in ultima vreme, folosite cu mult
succes terapeutic, cu preparate
care contin saruri ale acidului

hialuronic.

Nu n ultimul rand,
tratamentul de recuperare are un
rol foarte important in scaderea
inflamatiei si a durerii locale,
mentinerea sau refacerea fortei
musculare si reluarea miscarilor
complete si  controlate ale
umarului. Fizioterapia antalgica si
decontracturantd, prin utilizarea
electroterapiei de joasa si medie
frecventa, a curentului galvanic,
a laserterapiei, a crioterapiei este
benefica impreuna cu tratamentul
medicamentos pentru reducerea

simptomelor si semnelor.
Kinetoterapia este absolut
necesara pentru mentinerea

elasticitatii tesuturilor moi si se
indica imediat dupa reducerea
durerilor importante. Se incepe
cu mobilizari pasive, si treptat
se Tncearca miscarea activa. Prin
exercitiile de pendulare Codman,
se poate ameliora durerea si se
pot promova primele miscari
intr-o articulatie blocatd, pentru
ca ulterior sa realizam tonifierea
coafei rotatorilor. Tehnicile de
stretching sunt indicate in aceasta
patologie. Hidrokinetoterapia
si tratamentul balnear au efect
benefic in ameliorarea durerii si
reluarea functionalitatii articulatiei
(3).

Nu trebuie uitat rolul
important al chirurgiei ortopedice,
la pacientii cu leziuni importante
osoase, tendinoase si ligamentare,
la cei cu osteofite voluminoase sau
instabilitate articulara.
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SHOULDER DISEASES - DIAGNOSTIC AND TREATMENT METHODS

When pathological changes
exist at the shoulder level, the
patient visits the doctor accusing
pain of variable intensity and
various levels of the shoulder
mobility limitation. The shoulder
consists of two joints: the
glenohumeral joint - between the
scapula and humerus - and the
acromioclavicular joint - between
the blade bone and the clavicle.

These structures are covered by
an internal capsule, reinforced by
ligaments, four tendons known as
,rotators cuff” and, on the outside,
by the deltoid muscle. Tendons
are: the one of the long end of

the biceps brachialis muscle,
subscapular, supraspinatus and
infraspinatus. The connection

betweenthebonestructuresatthis
level is achieved by the following

Dr. Minea Mihaela, Dr. Rdduinea Diana

ligaments: coracoacromial,
coracoclavicular (with the two
components,  trapezoid and
conoid), acromioclavicular,
coracohumeral, humeral
transverse and  glenohumeral

(inferior, median and superior).
Between all these elements,
spaces are created, called bursae.
Two such structures are described,
the subdeltoid one on the deep
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face of the muscle with the same
name, and the subacromial one,
between the acromion and the
scapulohumeral joint (1).

Each of these structures is
important, because it can shelter
shoulder injuries.

After traumas, fractures are
caused that can aim at any of
the bone elements, sprains of

the mentioned joints, labrum
injuries (the fibre-cartilage
between the humeral end

and the glenoid cavity). The
acromioclavicular disjunction,
commonly seen, is an incomplete
form of sprain. The shoulder is
affected both by degenerative
changes of osteoarthritis and by
inflammatory ones of diseases
such as rheumatoid polyarthritis,
spondyloarthritis or polymyalgia
rheumatica. At patients with Gout
we see a deposit of monosodium
urate crystals at joint or tendon
level. The latter can also be
subject to post-trauma injuries
or overstress after repetitive
movements or weight lifting.
They can shelter calcifications
and be the target of inflammatory
changes ( tendinitis ).

For a correct diagnostic, the
first step is the thorough clinical
investigation, confirming the paid
is not a secondary result of the
cervical spine changes or of a
lung pathology. Subsequently, we
investigate the joint by imaging
methods, such as: conventional
X-ray, musculoskeletal ultrasound,
MRI and Computer tomography.
Not the least, we recommend
the patient to perform a set of
usual analyses and inflammatory
biological samples, useful in
tracing systemic diseases clinically
manifested by pain at shoulder
level.

The X-ray  investigation,
carried out in three instances:
anterior-posterior, internal

rotation and external rotation,
brings valuable information on
the integrity and position of bone
structures, identifying fractures,
sprains, periarticular calcifications
and, not the least, tumour bone
formations.

The musculoskeletal
ultrasound outlines tendon
injuries, the  presence  of

calcifications and articular fluid
collections, and bursitis.

Picture 1. Tendinitis of long
end of biceps brachialis (2)

The MRI investigation allows
the articular structures to be
assesses in the three plans, axial,
coronary and sagital. It can
precisely detect both ligament
ruptures, the presence of
inflammation, changes in tendons
and muscular fibres and structural
changes of bone elements. The
latter can be precisely assessed by
means of computer tomography,
also. In certain situations, upon
the orthopaedist’s indication,
investigations such as arthroRMN
or arthroCT may be necessary, i.e.
these investigations are performed
after the intra-articular injection
of the contrast medium.

We see that, in terms of the
shoulder pathology, young person
visit the doctor more often with
post-trauma injuries such as
fractures, sprains, ruptures of
tendons or ligaments. In elder
patients, however, bone or
ligament degenerative changes
are predominant.

For these patients, we have a
wide range of therapeutic options
available. The drug treatment
entails the use of pain killers and
non-steroidal  anti-inflammatory
drugs selected considering
associated diseases, too. In post-
trauma injuries, rest and local
cold compresses are indicated. In
chronic diseases, a good option
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are intra-articular infiltrations
with lidocaine and corticosteroids
and, recently used with high
therapeutic success, preparations
containing salts of hyaluronic acid.

Not the least, the recovery
treatment plays a very important
role in reducing the inflammation
and the local pain, in maintaining
or restoring the muscle forceandin
regaining complete and controlled
shoulder movements. Antalgic and
decontracting physiotherapy, by
using low and medium frequency
electrotherapy, galvanic current,
laser therapy, criotherapy is
beneficial together with the drug
treatment to reduce symptoms
and signs. Kinetotherapy is
absolutely required to maintain
the elasticity of soft tissues and
is indicated immediately after
reducing major pains. It is started
with passive immobilisations and
active movement is gradually
attempted. Codman wiggle
exercises can ease pain and
promote the first movements
in a stuck joint, to subsequently
carry out the rotators cuff toning.
The stretching techniques are
indicated in this pathology.
Hydrokinetotherapy and balnear
treatment are beneficial in
improving pain and restoring the
joint functionality (3).

We must not forget the major
role of orthopaedic surgery, in
patients with major bone injuries,
tendon and ligament injuries, in
those with large osteophytes or
articular instability.
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IMPORTANTA EVALUARI CALITATII VIETII PACIENTILOR
CU DISCOPATII LOMBARE AFLATI IN TRATAMENT BALNEAR

lliescu Mdddlina — Gabriela, Lupu Andreea-Alexandra, Oprea Carmen, Calotd Nicoleta, lonescu Elena-Valentina

Conceptul de calitate a vietii
este relativ nou in vocabularul

stiintelor socio-umane, el
dobandindu-si ,cetdtenia” abia
in a doua jumatate a secolului
XX, cand a patruns deja adanc
nu numai in terminologie, dar si
in tematica majora a anumitelor
discipline. Prin calitatea vietii in
medicina se intelege bunastarea
fizica, psihica si sociald, precum
si capacitatea pacientilor de a-si
indeplini sarcinile obisnuite, in
existenta lor cotidiana. Studiile
efectuate aupra calitatii vietii sunt
deosebit de utile pentru practica
medicala, Tn evaluarea efectelor
fizice, psihice si sociale ale bolilor
si tratamentelor medicale asupra
vietii de zi cu zi a oamenilor, in
evaluarea efectelor tratamentelor
sau bolii, din punctul de vedere
al pacientului, precum si 1in
determinarea nevoilor pacientului
de suport psihic, fizic si social pe
durata Tmbolnavirii.

Discopatia lombara este
o afectiune caracterizata

prin deteriorarea discurilor
intervertebrale  din  regiunea
inferioara a coloanei vertebrale,
numita si  regiune lombara. Ea
apare in urma suprasolicitarii
extreme si repetate a coloanei
vertebrale, pe fondul tonusului
muscular scazut, sedentarismului
sau obezitatii. Patologia de tip
degenerativ de la nivelul coloanei
lombosacrate este atat de
raspandita la populatia adultad si
varstnica, incat ridica probleme de
asistentd medicala, si nu numai,
foarte dificile. De aceea, In mai
multe tari, aceastda patologie a
ajunssafie consideratd o problema
de sandtate publica. Trebuie
mentionat faptul ca cele mai multe
statistici apreciaza ca cel putin 80%
din populatia adulta prezinta unul
sau doua pusee algice lombare
de gravitate diferitd. Bolnavii cu
afectiuni degenerative ale coloanei
vertebrale, necesita o abordare
terapeuticd si  recuperatorie,
concomitenta, incd din primele
stadii de evolutie, ca urmare

a afectarii precoce a functiilor

acesteia, datorita durerilor,
inflamatiei, reducerii mobilitatii
articulare si fortei musculare,

verigi fiziopatologice prezente la
aproape toti bolnavii. De aceea,
programele de tratament si
recuperare trebuie concepute si
aplicate precoce, dupa precizarea
diagnosticului  clinico-functional
si  evaluarea calitatii vietii
prin instrumente specifice, cu
stabilirea unor obiective clare,
pentru realizarea cdrora trebuie
sa se faca apel la mijloacele
terapeutice adecvate si necesare:
farmacologice, fizical-kinetice,
balneoclimatice, psihologice,
sociale si educationale.

in cazul acestor categorii de
pacienti, se pot evalua anumite
dimensiuni ale calitatii vietii:

- Bunastarea fizica,
concretizata n sanatate,
mobilitate  fizica, alimentatie
adecvata, disponibilitatea timpului
liber, asigurarea asistentei
medicale de bund calitate,

asigurari de sanatate, activitati
preferate interesante n timpul
liber (hobbyuri si satisfacerea
lor), formd fizica optima sau
fitness, concretizata in cei patru
S, Strenght — forta fizica, Stamina
— vigoare sau rezistenta fizic3,
Suppleness — suplete fizica si Skills
—Tndemanare sau abilitate.

- Independenta, care
fnseamnd autonomie 1n Vviat3,
posibilitatea de a face alegeri
personale, capacitatea de a lua
decizii, autocontrolul personal,
prezenta unor valori si scopuri clar
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definite, auto-conducerea in viata.

- Integrarea sociald, care se
referd la prezenta unui status si
rol social, acceptarea in diferite
grupuri  sociale, accesibilitatea
suportului social, climat de munca
stimulativ, participarea la activitati
comunitare.

- Relatiile interpersonale,
ilustrate prin indicatori precum: a
te bucura de intimitate, afectiune,
prieteni si prietenii, contacte
sociale, suport social.

Prin urmare, evaluarea
calitatii  vietii pacientilor cu
discopatii lombare are un
rol foarte important in viata
acestora, dar de asemenea este
foarte utila si pentru personalul
medical, deoarece 1l ajutd sa
aleaga intre diferite tratamente
alternative, sd informeze pacientii

asupra efectelor posibile ale
diferitelor proceduri medicale,
sa monitorizeze progresul

tratamentelor aplicate, din punctul
de vedere al pacientului si, in fine,
permite personalului medical sa
proiecteze pachete de ingrijiri
medicale eficace si eficiente.
Terapiile balneare folosite in
schemele de tratament functional
n cazul acestor pacienti reprezinta
un parametru important de

!

monitorizare a calitatii  vietii
in sensul cresterii ei, atat prin
caracterul lor profilactic, cat si prin
caracterul lor curativdemonstrat.
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THE IMPORTANCE OF LIFE QUALITY ASSESSMENT IN PATIENTS WITH
LUMBAR DISCOPATHY UNDERGOING BALNEAR TREATMENT

lliescu Mdddlina — Gabriela, Lupu Andreea-Alexandra, Oprea Carmen, Calotd Nicoleta, lonescu Elena-Valentina

The concept of life quality is
relatively new in the social-human
sciences vocabulary, taking its
,Citizenship” late in the second half
of the 20th century, when it went
deep not only in the terminology,
but also in the major topics of
certain disciplines. Quality of life
in medicine means the patient’s

physical, psychic and social well-
being, as well as the ability to
carry out daily tasks, in their daily
existence. Studies performed on
the quality of life are especially
useful for the medical practice,
in assessing physical, psychic and
social effects of diseases and
medical treatments on the people
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daily life, in assessing the effects
of treatments or of the diseases,
from the patient’s view, as well as
in setting out the patient’s needs
regarding physical, psychic and
social support during sickness.
Lumbar discopathy is a
condition characterised by the
intervertebral disks damage in



the lower part of the spine, also
called lumbar area. It occurs after
extreme and repeated overstress
of the spine, secondary to a low
muscle tone, inactivity or obesity.
The degenerative type pathology
at the lumbar-sacral spine level
is so common in adult and old
population, that it raises highly
difficult medical care problems,
and not only. This is why, in
many countries, such pathology
is now considered a matter of
public health. We must mention
that most statistics estimate a
minimum of 80% of the adult
population suffering from one
or two lumbar algic spurts of
various severity. Patients with
spine  degenerative  diseases
need a therapeutic and recovery
approach, simultaneously, since
the early stages of evolution, as
a result of the early impairment
of its functions, because of pain,
inflammation, reduction in the
joint mobility and muscle force,
physiopathological links present
at almost all patients. Therefore,
treatment and recovery
programmes must be designed
and applied early, after specifying
the clinical-functional diagnostic
and assessing the quality of life
by specific tools, setting clear
objectives, for the achievement of
which appropriate and necessary
therapeutic means must be used:
pharmacology, physical-kinetic,
balneo-climatic, psychological,
social and educational.

In case of these categories
of patients, certain dimensions of

the life quality can be assessed:

- Physical well-being,
materialised in health, physical
mobility, correct eating,

availability of free time, assurance
of fine quality medical care, health
insurances, interesting preferred
activities in the free time (hobbies
and performance of such), good
physical condition or fitness,
materialised in the four S, Strength
— physical strength, Stamina -
vigour or physical resilience,
Suppleness — physical suppleness
and Skills — skill or ability.

- Independence, meaning
life autonomy, possibility to make
personal choices, the capacity
of making decisions, personal
self-control, presence of clearly
defined values and goals, life self-
management.

- Social inclusion, meaning
the presence of a social status and
role, acceptance in various social
groups, accessibility of a social
support, stimulating  working
environment, participation to
community activities.

- Interpersonal relationships,
illustrated by indicators such as:
enjoy privacy, affection, friends
and friendships, social contacts,
social support.

Therefore, assessing the
quality of life in patients with
lumbar discopathy plays a very
important role in their lives and
is also useful for the medical
staff, because this helps them to
select between various alternative
treatments, to inform the patient
on the possible effects of various

medical procedures, to monitor
the progress of treatments
applied, from the patient’s view
and, finally, allows the medical
staff design efficient and effective
medical care packages.

Balnear therapies used in the
functional treatment schemas in
case of these patients represent
a major parameter to monitor
the quality of life in the meaning
of increasing it, both by their
prophylactic nature and by their
proven curative nature.
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Periartrita scapulo-humerala
este un sindrom clinic dureros,
insotit de redoare si de limitarea
miscarilor, datorita afectarii
structurilor periarticulare
(ligamente, capsula, tendoane,
bursa, muschi) prin leziuni
degenerative si/sau inflamatorii.

La nivelul structurilor
umarului si in primul rand la
nivelul tendoanelor, are loc un
proces de uzurd a carei accelerare
si agravare pot fi determinate de
traumatisme, microtraumatisme,
expunerea la frig etc.

Prima descriere a periartritei
scapulo-humerale apartine lui
Duplay care, in 1874, atribuia
toate suferintele umarului bursitei
subacromio-deltoidiene; la o mai
buna cunoastere a sindromului au
contribuit Codman si de Seze.

Umarul este alcdtuit din
trei articulatii si doua planuri de
alunecare, care-i confera o mare
mobilitate in dauna stabilitatii.
Cele doua suprafete de alunecare
sunt reprezentate de suprafata
scapulo-toracica si de catre spatiul
subacromial; cele trei articulatii

ale umarului sunt articulatia
glenohumeralg, acromio-
claviculara si sterno-claviculara.
La mentinerea unei oarecare

stabilitati contribuie ligamentele,
tendoanele si muschii.

Patologic, PSH are drept
substrat - in primul rand - leziunile
degenerative ale tendoanelor,
in special ale supraspinosului
si bicepsului, caracterizate prin
necroze care duc la rupturi
partiale si prin calcificari. O
forma particulara de PSH este

PERIARTRITA SCAPULO-HUMERALA (PSH)

Bobe Zoe-Maria, Drdgoi Mdddlina—Florentina, Florea Mihai, Calotd Nicoleta, Clipotd Andreea, lonescu Elena-Valentina

cea determinata de inflamatia
articulatiei  glenohumerale, a
carei evolutie catre fibroza este
responsabila de  diminuarea
importanta a miscarilor la acest
nivel (,,umar blocat” sau ,,umar
inghetat”).

Periartrita scapulo-humerala
are cinci forme clinico-anatomo-
functionale relativ bine conturate.

Acestea sunt:

- umarul dureros simplu;

-umarul dureros
(hiperalgic);

- umarul mixt;

- umarul blocat;

- umarul pseudoparalitic.

acut

Umarul dureros simplu

Este forma clinica cea mai
frecventa. Bolnavul acuza dureri
moderate in umar cand seimbraca,
se piaptana sau cand solicita
membrul superior respectiv prin
purtarea unor greutati. Durerile
pot stanjeni bolnavul in timpul
somnului, intensificAndu-se in
anumite pozitii.

Are la baza tendinita, bursita
sau tenosinovita, putand prezenta,
clinic, unstadiuacutcareevolueaza
spre subacut, urmat de un stadiu
terminal, apoi de vindecare.

Umarul acut hiperalgic

De obicei, are ca substrat
o tendinita calcifianta Tn puseu
inflamator sau o migrare de
elemente calcifiate Tn bursa
subacromiodeltoidiana.

Umarul acut hiperalgic
poate debuta Tn mod brutal, cu
o durere atroce si o impotentd
totala a membrului superior,
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alteori aceasta forma clinica este
continuarea evolutiei unui umar
dureros simplu. Durerile sunt
violente, insuportabile, ele se
intensificd noaptea Tmpiedicand
bolnavul sa se odihneasca. De
asemenea durerea se intensifica
la orice tentativa de mobilizare
a umarului, limitarea mobilitatii
nefiind deci mecanica ci antalgica.

Umarul mixt

Este asocierea dintre un umar
dureros de origine tendinoasa,
tenosinovitica sau bursitica si o
limitare a miscarii prin contractura
musculard antalgica in rotatori,
flexori sau abductorii umarului.
Limitarea miscarii in umarul mixt
nu se datoreaza numai durerii, ca
in formele precedente, ci si unei
redori reale structurale.

Umarul blocat

Blocarea aceasta are ca
substrat capsulita retractila si se
caracterizeaza, in primul rand,
prin limitarea marcata a mobilitatii
umarului. Este o suferinta frecvent
intalnita, care debuteaza cu
dureri moderate ale umarului,
exacerbate nocturn, pretand la
confuzia de umar dureros simplu.

in timp ins3, evoluand lent
se instaleaza o limitare marcata a
mobilitatii umarului realizand asa
numitul «umar inghetat».

Durerea, prezenta la debut
poate sa persiste cu o intensitate
scazutd, sau poate sa dispara si sa
reapara periodic pe parcursul bolii.



Umarul pseudoparalitic

Are la baza perforarea, ruptura
de diverse grade a mansonului
rotatorilor, aparutd de obicei pe
un fond degenerativ (tendinoze),
dar putand fi semnalata si la tineri,
dupa un traumatism.

Anatomia si biomecanica
umarului

Pentru a fntelege aparitia
durerii si pierderea functiei
umarului, este necesara
cunoasterea aprofundata a
anatomiei si biomecanicii regiunii.

Centura scapulara face
legatura dintre partea superioara
a trunchiului  cu membrele
superioare, impreuna cu umarul si
bratul. Scheletul centurii scapulare

este alcatuit din clavicula si
omoplat (scapulad).
Clavicula formeazd partea

anterioara a scheletului centurii
scapulare si este un os lung, turtit
transversal, aflat superficial si
subcutanat pe toata lungimea
sa, la baza gatului, deasupra
toracelui, intre manubriul sternal
si acromionul scapulei. Are forma
unui ,S” italic si prezinta doua
curburi, ce 1i dau o mare soliditate:
una interna, cu concavitatea
posterior si una externa, cu
concavitatea anterior. Aceastd
forma sinuoasa a claviculei rezulta
din rolul mecanic pe care il are de
a contribui la sustinerea intregii
centuri scapulare si a intregului
membru superior.

La femei, clavicula este mai
scurta, mai subtire si mai putin
curbata decat la barbati.

Omoplatul (scapula) este un
un os lat, turtit Tn sens antero-
posterior, de forma triunghiulara
cu baza in sus. Se afla pe partea
postero-laterala a  toracelui,
intinzdndu-se intre primul si
al optulea spatiu intercostal si
formeaza partea posterioara a
centurii scapulare. Unghiul lateral
al scapulei este gros si puternic
si prezinta cavitatea glenoida
orientata usor spre fnainte si In

sus, care se articuleaza cu capul
humerusului, formand articulatia
scapulohumerala. Medial de
cavitatea glenoida se afla procesul
coracoid, care serveste ca loc
de atasament pentru mai multe
ligamente importante si muschi.

Humerusul este un os
lung, ce alcatuieste scheletul
bratului. Prezintd o extremitate
superioara, (proximala), un corp si
o extremitate inferioara (distald).
La nivelul extremitdtii proximale
se afla capul humerusului, un gat
anatomic, o tuberozitate mare,
o tuberozitate micd si un gat
chirurgical. Corpul humerusului
are forma aproape cilindrica
in portiunea proximald si in
portiunea sa distala are forma
prismatic triunghiulard, cu trei fete
si trei margini. La extremitatea
inferioara, humerusul este turtit
antero-posterior Si prezinta
suprafata articulara pentru
articulatia cotului.

Unitatea cinematica centura
scapulara-umar-brat dispune de
cinci articulatii:

— 3 ale centurii scapulare:
articulatia sternoclaviculara,
articulatia acromioclaviculara si
articulatia interscapulotoracica;

— 2aleumarului, reprezentate
de articulatia propriu-zisa
a umdrului  sau articulatia
scapulohumerald si o articulatie
accesorie, reprezentatd de spatiul
submioacromiodeltoidian.

Biomecanica acestei unitati
cinematice este foarte complexa,
umarul avand cea mai mare
mobilitate dintre toate articulatiile.
Aceasta mobilitate se datoreaza
congruentei slabe a suprafetelor
sale articulare, articulatiile acestui
complex trebuind sa se bazeze pe
ligamentele si muschii adiacenti
pentru a-i asigura stabilitatea.

Biomecanica
sternoclaviculare

Aceasta articulatie intre fateta
articulara de pe extremitatea
sternald a claviculei si incizura
claviculara a manubriului sternal
este o diartroza in cadrul careia
sunt posibile miscari in jurul a
doua axe:

— un ax antero-posterior in
jurul caruia se executa miscari de
ridicare si coborare a claviculei, cu
amplitudinea de ridicare de 50 de
grade, si de coborare de 5 grade;

— un ax vertical, care trece
prin ligamentul costoclavicular si
in jurul caruia se executda miscari
de proiectie fnainte si finapoi,
cu amplitudinea de miscare de
30 de grade in ambele sensuri;
extremitatea lateralda a claviculei
proiectandu-se simultan in sens
invers.

articulatiei

Muschii  care  efectueaza
miscarile articulatiei
sternoclaviculare sunt:

- ridicatorii claviculei:

trapezul si capatul clavicular al

Sternoclavicular joint

Scapulothoracic joint

Acromioclavicular joint

Glenchumeral joint
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sternocleidomastoidianului;

- coboratorii claviculei:
marele pectoral, deltoidul si
subclavicularul;

- proiectorii Tnainte ai
claviculei: marele pectoral,

deltoidul, subclavicularul;

- proiectoriitnapoiaiclaviculei:
trapezul, capatul clavicular al
sternocleidomastoidianului.

Stabilitatea articulatiei
este data de capsula articulara
si este Iintdrita de ligamentul
sternoclavicular anterior si
posterior. Cel mai mare factor

de stabilizare al articulatiei
este reprezentat de ligamentul
costoclavicular, care limiteaza

ridicarea si rotatia claviculei.

Biomecanica articulatiei
acromioclaviculare:

Aceasta articulatie este o
artrodie, suprafetele articulare
fiind reprezentate de extremitatea
laterala a claviculei si marginea
mediald a acromionului.

Miscarile din cadrul acestei
articulatii sunt limitate si se
executa Tn toate sensurile,
concomitent cu cele din articulatia
sternoclaviculard. Axul biomecanic
al suprafetelor articulare este
reprezentat de ligamentele
coracoclaviculare, cu rol important
in limitarea deplasarilor celor
doua oase unul fata de celalalt.
Stabilitatea articulatiei este data
si de ligamentul trapezoid, care

limiteaza  miscarea  claviculei
superior si anterior, iar ligamentul
conoid limiteaza miscarea
claviculei superior si posterior.
Biomecanica articulatiei
scapulotoracice:
Aceasta este, de fapt, o

articulatie intre marginea mediala
a scapulei si coastele 2-7. Scapula,
care se sprijina direct pe torace,
prin intermediul claviculei, are
posibilitatea de a se deplasa pe
torace. Tntreaga centurd scapulara
are ca pivot principal in miscarile
sale pe ligamentul costoclavicular.
n timpul acestor deplaséri laterale
se executd sio miscare de basculare

elevation

depression

N[

adduction (retraction)

abduction (protraction)

a scapulei in jurul unui ax antero-
posterior. Tn miscarea de abductie
a umarului, amplitudinea miscarii
din cadrul acestei articulatii este
de 60 de grade.

Stabilitatea articulatiei
depinde de muschii si fasciile
atasate scapulei, cum ar fi fascia
profunda a gatului, care furnizeaza

o sustinere pasiva, si fascia
profunda a spatelui.
Biomecanica articulatiei

scapulo-humerale:

Aceasta este cea mai mobila
articulatie a corpului uman, fiind
o articulatie sinoviala sferoidala
si are ca suprafete articulare
cavitatea glenoida a scapulei,
acoperita cu cartilaj hialin si capul

humeral, acoperit cu cartilaj
articular gros.

Poate efectua miscari de
abductie-adductie, proiectie

anterioara si posterioara,
rotatie interna si externa si, ca o
rezultantd a acestora, miscari de
circumductie.

Principalii muschi care
efectueaza miscarile din cadrul
acestei articulatii sunt:

- abductie: deltoidul,
suprasinosul;
- adductie: pectoral mare,

marele dorsal, subscapular, rotund
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upword rotation

downword rotation

mare;

- flexie: pectoral mare, deltoid
(fibrele anterioare);

- extensie: marele dorsal,
deltoid (fibrele posterioare);

- rotatie interna: pectoral
mare, marele dorsal, rotund mare,
subscapular;

- rotatie externa: infraspinos,
rotund mic, deltoid (fibre
posterioare).

Stabilitatea articulatiei este
data de:

1. Restrictii
reprezentate de:

- ligamentele glenohumerale;

- labrumul glenoidal;

- presiunea intraarticulara
negativa.

2. Restrictii
reprezentate de:

- muschii coafei rotatorilor:
rolul  lor este stabilizarea
articulatiei glenohumerale prin
comprimarea capului  humeral
impotriva glenoidului;

- capul lung al bicepsului;

- muschii periscapulari.

statice,

dinamice,

Bilantul articular si muscular al
umarului

Umarul este o regiune

anatomica complexa cu cea mai



muschinl
frapex

deltaid

muschinl
dorsal mare |

mare mobilitate a corpului uman.
Aceastd mobilitate crescuta se

datoreaza celor 5 articulatii
de care dispune unitatea
cinematica scapula-umar-brat
dintre care trei ale centurii
scapulare (sternoclaviculara,

acromioclaviculara,
interscapulotoracicd) si doua ale
umarului, impartite la randul lor
in adevarate si false. Articulatiile
adevarate sunt reprezentate de:
articulatia scapulohumerala,
acromioclaviculara si articulatia
sternocostoclaviculara, iar
articulatia scapulotoracica si bursa

seroasa  subacromiodeltoidiana
(planul de alunecare
subdeltoidiand) sunt  numite
articulatii  false.  Biomecanica
unitatii cinematice centurd
scapulara-umar-brat este

deosebit de complexa. Articulatia
scapulohumerala are o
amplitudine restransa si singura
nu satisface necesitdtile de
miscare ale membrului superior si
de aceea este necesar sa intervina
si articulatiile centurii scapulare.

Articulatia scapulohumerala
este o articulatie sferoidala
care leagd extremitatea libera a
membrului superior de centura
scapulohumerala. Articulatia
scapulohumerala este cea mai
mobild enartroza a corpului

srrusseliiand
ridicator al scapulei

= muschiul
—romboid mic

— muschiul
\rombord mare

muschiul
. supraspinal

muschiul
infraspinal

omenesc si prezinta trei grade de
libertate. Aceasta mare mobilitate
este permisd de forma sferica a
capului humeral si de articularea
cavitatii glenoide doar cu 1/3 din
capul humerusului.

Articulatia cromioclaviculara
este o articulatie plana,
actionand simultan cu articulatia
sternoclaviculara si  contribuie
la efectuarea miscarilor centurii
scapulare, reprezentate  prin
miscari ale umarului si miscari
ale scapulei. Omoplatul urmeaza
deplasarile claviculei in articulatia
sternoclaviculara, dar ramane
alipita de torace. O miscare
caracteristicd a omoplatului este
cea de basculare a unghiului
inferior. Prin prezenta ei, articulatia
acromioclaviculara permite
o deplasare mai adaptata si
controlata aomoplatului pe torace,
fie prin alunecarea suprafetelor
articulare, fie prin modificarea
unghiului format de extremitatea
externa cu acromionul.

Articulatia sterno-claviculara
este o articulatiein sacu 3 grade de
libertate, intarita de 5 ligamente.
Uneste extremitatea sternala
(portiunea mediald) a claviculei
cu sternul si primul cartilaj costal.
n aceastd articulatie sunt posibile
mai multe feluri de miscari, ca in
orice articulatie sferoidald cu trei

axe.

Articulatia scapulotoracica
este o articulatie fara elemente
articulare tipice, denumita
sissarcoza, cu reald importanta
functionala a spatiului dintre fata
anterioara a omoplatului si fata
posteroexterna a toracelui. Este
formata intre fata anterioara a
scapulei cu muschiul subscapular
si fata externa a coastelor, cu
muschii intercostali. intre cele
doua fete “articulare’ se intinde
marele dintat (serratus lateralis)
delimitand  doua spatii de
alunecare: interscapular (dintre
muschiul subscapular si marele
dintat) si interseratotoracic (dintre
marele dintat si grilajul costal).

Articulatia  subdeltoidiana
(bursa seroasa subdeltoidiana)
este un plan de alunecare intre
fata profunda a muschiului deltoid
si  mansonul rotatorilor. Bursa
permite alunecarea tesuturilor
moi, care in acest fel nu blocheaza
amploarea miscarilor umarului.

Bilantul articular al umarului

1. Proiectia Tnhainte a bratului
sau flexia: este o miscare
anterioara intr-un plan sagital,
cu amplitudine maxima de 180°.
Flexia este limitata de intinderea
ligamentului coracohumeral si
a partii posterioare a capsulei,
precum si a muschilor rotund mic
si subspinos. Pentru realizarea
celor 180° este nevoie de
participarea intregului complex al
umarului, fiind o miscare compusa
din 3 sectoare: pana la 90° in
articulatia scapulohumeral3,
intre 90-150° (60° Tn articulatia
scapulotoracica, restul prin
bascularea scapulei si prin rotatie
in articulatiile sternoclaviculara
si acromioclaviculard), intre 150-
180° prin hiperlordoza lombara.
Miscarea de flexie este indeplinita
de muschii deltoid anterior,
coracobrahial, pectoral mare prin
fibrele claviculare, deltoid mijlociu
si biceps brahial.

2. Extensia sau proiectia
posterioara sau retroductia, este
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miscarea posterioara a bratului
in plan sagital. Are o amplitudine
limitata de ligamentele
coracohumeral si glenohumeral.
Miscarea activa masoara 50-
60°, iar cea pasiva, cu oarecare
fortare, poate atinge 90° prin
accentuarea bascularii scapulei
spre coloana si a retropulsiei
centurii scapulare. Asocierea unei
rotatii interne mareste extensia
bratului  (relaxeaza ligamentul
glenohumeral). Miscarea de
extensie este realizata de catre
muschii: marele dorsal (latissimus
dorsi), de rotundul mare (teres
major) si deltoid posterior.

3. Abductia este miscarea
de ridicare laterala a bratului,
pand ce acesta atinge urechea.
Amplitudinea miscarii este de 180°,
din care: primele 90° se realizeaza
din articulatia scapulohumeral3;
abductia se va opri la aproximativ
90° prin izbirea trohiterului de
acromion iar urmatoarele 90° sunt
realizate prin:

- bascularea de 60° a scapulei
(din articulatia scapulotoracica),
permisa de rotatia axiald 1in
articulatiile sternocostoclaviculara
(30°) si acromioclaviculara (30°);

- inclinarea laterala a coloanei
dorsolombare (cdnd abductia
este facuta de un membru) sau
prin hiperlordoza lombara (cand
se abduc ambele brate pentru

compensarea usoarei flexii a
umarului).
Muschii care participa la

aceasta miscare sunt: fasciculul
mijlociu al muschiului deltoid si
muschiul supraspinos.

4. Adductia este miscarea de
apropiere a bratului la trunchi,
respectiv revenirea spre pozitia
zero a bratului abdus. Adductia
pura din pozitia zero este
imposibilda, datorita trunchiului.
Se poate masura o adductie
adevarata (apropierea spre linia
mediana a unui segment, pornind
de la pozitia anatomica 0°) numai
daca se combind cu flexia sau
extensia bratului. In primul caz, cu

cat flexia va fi mai mare (spre 90°),
cu atat se va putea creste adductia.
Adductia cu extensie este fnsa
foarte limitata, pentru ca insasi
extensia este o miscare de mica
amplitudine. Abductia si adductia
sunt miscari care se executd in
jurul unei axe antero-posterioare,
deci in plan frontal. Muschii care
participd la aceastda miscare sunt:
muschii pectoral mare, rotund
mare si marele dorsal si muschiul
rotund mare si marele dorsal.

5. Rotatia internd sau rotatia
medialda realizeazd 90-95° de
amplitudine maxima. Antepulsia
centurii scapulare contribuie mult
la miscarea de rotatie interna.
Muschii care participa la aceasta

miscare sunt reprezentati de
muschiul  subscapular, rotund
mare, pectoral mare, marele

dorsal, deltoid anterior.

6. Rotatia externa sau rotatia
laterala realizeaza 80-90° de
amplitudine maxima, descompusa
in douad sectoare: 60—65° in
articulatiascapulohumerald,iar 20-
25° prin retropulsia omoplatului.
Miscarile de rotatie se executa in
jurul axului vertical, fiind rotatii
longitudinale ale bratului, insa pe
axul vertical membrul superior
poate executa din umar si miscari
in plan orizontal, denumite flexie si
extensie orizontala sau mai corect
sunt denumite de catre unii autori
miscari de adductie si abductie
orizontala. Flexia orizontala
aduce membrul pana la 135-140°
prin fata toracelui, iar extensia
orizontala il orienteaza spre inapoi
la un unghide 30°, la aceste miscari
contribuind si centura scapulara
prin antepulsia sau, respectiv,
retropulsia ei. Muschii participanti
la aceastd miscare sunt: muschiul
supraspinos, infraspinos, muschiul
rotund mic, deltoid posterior. La
miscarea de extensie (abductie)
orizontald  participa  muschiul
deltoid posterior, iar muschii
pectoral mare si deltoid anterior
participa la miscarea de adductie
(flexie) orizontala.
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7. Circumductia este miscarea
complexa pe care articulatia
umarului o realizeaza datorita
tuturor celor 3 grade de libertate
pe care le are. Tnsumeazi
toate miscarile anterioare. Prin
circumductie membrul superior
descrie un con deformat.

Bilantul articular al centurii

scapulare
Centura scapulara are ea
insdsi o miscare Tn raport cu

toracele, realizind miscarile proprii
ale umarului, care sunt:

- Miscari de proiectie
anterioara (antepulsie) si
posterioara (retropulsie), care
realizeaza deplasari de 10 - 12 cm
(aceste miscari nu se pot masurain
grade). Tn aceastd miscare scapula
se transleaza, indepartandu-se
sau apropiindu-se de coloana
vertebrala, si in acelasi timp se
basculeaza cu 40-45°. Aceste
miscari ale umarului vor Tnsoti
miscarile de flexie-extensie ale
bratului.

- Miscari de ridicare si
coborare a centurii pe o distanta de
12-13 cm (3 cm pentru coborare si
9 - 10 cm pentru ridicare). Scapula
joaca si aici rolul principal, prin
deplasare verticala si rotare.

La miscarea de ridicare
participa muschiul trapez superior
si ridicator al scapulei, iar la
miscarea de coborare participa
trapezul inferior si pectoralul mic.

Kinetoterapia umarului

Recuperarea functionala
a umadrului are drept obiective
principale redobandirea mobilitatii
articulare si  cresterea fortei
musculare. O mare atentie se
acorda combaterii durerii; datorita
gradului scazut de toleranta algica
la solicitdrile ce depasesc pragul
de sensibilitate dureroasa al
acestei articulatii, redobandirea
limitelor normale de miscare de la
acest nivel trebuie sa fie abordata
progresiv, pentru a asigura integral
cooperarea pacientului.



Este recomandabil, de
asemenea, ca principiul dozarii
efortului, al cantitatii de efort la
care este supus pacientul si cel al
gradarii, adica repartizarea Iui in
timp, prin numarul de repetari la
care este supus, sa fie considerate,
de regula, obligatorii, cerinte
absolute ale succesului terapeutic.

Mobilitatea scapulo-humerala
se apreciaza pe urmatoarele
planuri:

- in plan frontal - abductie si
adductie;

- In plan sagital - flexie si
extensie;

- in planul transversal al
articulatiilor sterno-claviculare si
scapulo-toracice - rotatie interna
si externa.

Mobilizarile pasive  ale
articulatiei scapulo-humerale

Abductia: kinetoterapeutul,
asezat in partea laterala a corpului
pacientului, aplica priza pe
treimea distala a bratului acestuia,
iar contrapriza pe umar: actiunea
este de plasare a bratuluiin lateral,
antebratul fiind in rotatie interna.

Adductia: pacientul se afla
in decubit dorsal, cu bratul in
abductie la 90° si palma plasatd
pe torace. Actiunea: in timp ce
kinetoterapeutul apasd cu o mana
pe umarul pacientului, de sus in
jos, cu cealaltd mana 1i deplaseaza
bratul spre torace. in timpul
deplasarii bratului, palma aluneca
pe piept.

Flexia: din decubit dorsal,
pacientul isi plaseaza antebratul
la un unghi de 90° pe torace, iar
kinetoterapeutul, pozitionat in
lateral, aplica priza pe treimea
distala a antebratului bolnavului si
contrapriza pe umar. Actiunea: se
ridica bratul spre Tnainte, Tn timp
ce cu cealalta mana se fixeaza
umarul pacientului.

Extensia: din decubit ventral,
cu bratele pe langa corp, pacientul
tine pe masa palma segmentului
afectat, iar kinetoterapeutul,
pozitionat in lateral, 1i aplica

priza pe cot si contrapriza pe
umar. Actiunea: ridicarea cotului
cu alunecarea palmei pe masa;
cand se ajunge la capatul cursei,
se exercitda o usoara tensiune la
nivelul umarului, urmata de o
revenire lenta la pozitia initiala.

Rotatia interna: pacientul este
in decubit ventral cu antebratul
afectat in afara planului mesei;
kinetoterapeutul, din lateral,
aplica priza pe treimea distala
a antebratului pacientului, iar
contrapriza pe treimea distala a
bratului. Actiunea: bascularea
distala a antebratului, fapt ce
conduce la rotatia internda a
articulatiei scapulo-humerale.

Rotatia externa: pacientul
este in decubit dorsal, cu bratul
in abductie si antebratul in flexie
la 90° terapeutul, pozitionat
in lateral, 1i aplica priza pe
treimea distald a antebratului, iar
contrapriza cu degetele sub axila
si policele pe umar. Actiunea:
ridicarea antebratului de pe planul
mesei si plasarea lui Tn paralel cu
capul.

Planul terapeutic cuprinde
si mobilizarile autopasive, care
contribuie de asemenea la
mentinerea masei si a fortei
musculare.

Miscdrile active vor debuta
prin realizarea schemei Kabat D1F,
pentru a pregati de fapt activitatea
pe schema D2F.

Exercitiul 1. Din decubit
dorsal, coatele lipite de corp
flectate la 90°. Se efectueazd o
rotatie externd activd si pasiva.
Se poate aplica rezistenta cand
amplitudinea miscdrii o permite.
Acelasi exercitiu din ortostatism
cu spatele la perete.

Exercitiul 2. Acelasi ca in
primul exercitiu, cu asocierea unei
abductii progresive.

Exercitiul 3. Mainile
incrucisate la ceafd, bolnavul
fiind Tn decubit dorsal, se duc
coatele Tnspre inapoi, spre sol,
sau spre perete, cand se lucreaza
din ortostatism. Kinetoterapeutul

opune o rezistenta moderata.

Exercitiul 4. Tn ortostatism cu
fata la perete in coltul salii. Mainile
la nivelul taliei, capul inclinat
fnainte. Urca mainile pe perete
pastrand aceeasi distanta intre ele
pana cand bratele ajung perfect
intinse. Atentie la rectitudinea
coloanei vertebrale.

Exercitiul 5. Tn fata unei bare
fixe situata la nivelul fetei, se
prinde cu mainile de ea si flecteaza
genunchii. La sfarsitul exercitiului,
bara trebuie sa se afle deasupra si
posterior de cap.

Exercitiul 6. La fel ca mai sus,
dar cu un baston tinut deasupra
capului cu doua maini. Se duce
bastonul, cu bratele intinse fin
spatele capului.

Exercitiul 7. Bastonul este
tinut longitudinal la spate. Bratul
bolnav tine de jos, cel sanatos de
sus. Bratul sanatos ridica bastonul
si astfel se ridica bratul bolnav in
mod pasiv. Acest exercitiu Tntinde
partea anterioara a capsulei si
rotatorii externi.

Exercitiul 8. Cu mainile
la spate, sprijinit de masa. Se
efectueaza genuflexiuni din ce in
ce mai ample.

in functie de particularitatile

afectiunii, terapeutul este 1in
masura sa adapteze metodele
ce vor conduce la refacerea

capacitatii functionale a umarului.

in situatia in care pacientul
a necesitat imobilizarea in aparat
gipsat, in cazurile posttraumatice
sau de altd natura, nu trebuie
neglijata recurgerea la contractiile

izometrice. Asocierea terapiei
excitomotrice, ferestre special
amenajate Tn aparatul gipsat,

asigura un beneficiu terapeutic
spectaculos.

Cu intentii profilactice, planul
terapeutic trebuie sa tina cont side
eventualitatea unor boli asociate,
care ar putea sa pericliteze sau
chiar s3a contraindice unele
procedee terapeutice. Dintre
acestea, Tn mod prioritar trebuie
puse in evidentda procesele
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inflamatorii si distrofiile musculare.
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SCAPULOHUMERAL PERIARTHRITIS (SHP)

Bobe Zoe-Maria, Dragoi Mdddlina—Florentina, Florea Mihai, Calotd Nicoleta, Clipotd Andreea, lonescu Elena-Valentina

Scapulohumeral periarthritis

injuries, exposure to cold, etc.

surface and the subacromial

is a painful clinical syndrome, The first description of space; the three shoulder joints
accompanied by  movement Scapulohumeral periarthritis are the gelnohumeral joint,
difficulty and movement belongs to Duplay who, in 1874, acromioclavicular  joint and
restriction, due to the periarticular assigned all shoulder pains sternoclavicular joint. ligaments,
structures being affected to the subacromodeltoidian tendons and muscles maintain
(ligaments, capsule, tendons, bursitis; after better knowing the some stability.

bursa) by degenerative and / or

inflammatory injuries. added to this.

syndrome, Codman and Seze also

In pathological terms, SHP
is based - first - on degenerative

At the level of the shoulder The shoulder consists of tendon injuries, especially
structures and, first, at the level three joints and two sliding supraspinatus and biceps,
of tendons, a wear and tear plans, providing a high mobility, characterised by necrosis
process occurs, the acceleration however affecting stability. leading to partial ruptures and

and aggravation of which can be
determined by injuries, micro-
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The two sliding surfaces
represented by the scapulo-thorax

are calcifications. A particular form

of SHP is determined by the



inflammation of the glenohumeral
joint, the evolution of which to
fibrosis is responsible for the major

reduction at this level (,stuck
shoulder” or ,frozen shoulder”).

SHP  has five clinical-
anatomical-functional forms,
relatively well defined.

These are:

- simple painful shoulder;

- acute painful shoulder

(hyperalgesic);
- mixed shoulder;
- stuck shoulder;
- pseudoparalytic shoulder;

Simple painful shoulder

Is the most common clinical
form. The patient shows moderate
pains at the shoulder when
getting dressed, combing their
hair or when using the upper
limb concerned to carry weights.
The pains may impair the patient
during sleep, intensifying in
certain positions.

Based on tendinitis, bursitis or
tenosynovitis, can show, clinically,
an acute stage progressing to
subacute, followed by a terminal
stage and healing.

Acute hyperalgesic shoulder

Itisusuallybasedonacalcifying
tendinitis in inflammatory stage or
a migration of calcified items to
the subacromiodeltoidian bursa.

The acute hyperalgesic
shoulder can start brutally, with a
severe pain and a full impotence
of the upper limb, other times
this clinical form is the continued
evolution of a simple painful
shoulder. Pains are Vviolent,
unbearable, they can intensify at
night, preventing the patient from
resting. The pain also intensifies
at any attempt to mobilise the
shoulder, the limitation of mobility
being, thus, both mechanical and
antalgic.

Mixed shoulder
Is the association of a
painful shoulder of tendinitis,

tendosynovitis or bursitis origin
and a limitation of movement by
muscle antalgic contraction in
the rotating, flexing or abductor
muscles in the shoulder. The
limitation of movement in mixed
shoulder is due not only to pain,
as in previous forms, but also
to structural real movement
difficulty.

Stuck shoulder

The blocking is based on a
adhesive capsulitis and s, first,
characterised by the marked
limitation of the shoulder mobility.
It is a common condition, starting
with moderate shoulder pains,
higher at night, entailing the
confusion with a simple painful
shoulder.

In time, however, and after
a slow evolution, a marked
limitation of the shoulder mobility
appears, achieving the so called
,frozen shoulder”.

The pain, present at the
beginning, can continue at a low
intensity or it can disappear and
reappear on a regular basis, during
the condition.

Pseudoparalytic shoulder

It is based on the puncture,
rupture at various levels of the
rotating muscle sleeve, usually
occurring in degenerative
background (tendinosis), however
it can be seen in young people
also, after an injury.

Shoulder anatomy and
biomechanics

In order to understand the
pain occurrence and the loss of the
shoulder function, it is necessary
to deeply understand the region
anatomy and biomechanics.

The scapular belt connects
the upper part of the body to
the upper limbs, together with
the shoulder and the arm. The
skeleton of the scapular belt
consists of the clavicle and the

blade bone (scapula).

Theclavicle-formstheanterior
part of the scapular belt skeleton
and is a long, cross flat bone,
superficially and subcutaneous
on its entire length, at the base
of the neck, above the thorax,
between the sternum manubrium
and the scapula acromion. It
has the shape of an italic S and
features two curvatures, providing
it high solidity: an internal one,
with posterior concavity and
an external one, with anterior
concavity. Such sinusoid shape
of the clavicle results from the
mechanical role played, to work
to support the entire scapular belt
and the entire upper limb.

At women, the clavicle is
shorter, thinner and less curved
than at men.

The blade bone (scapula) is a
wide bone, flat anterior-posterior,
with an inverted triangle shape. It
is located on the thorax posterior-
lateralside, stretching fromthefirst
to the eighth intercostal space and
forming the posterior part of the
scapular belt. The lateral angle of
the scapula is thick and strong and
shows the glenoid cavity slightly
forward and upwards, articulating
with the humerus end, forming
the scapulohumeral joint. At the
middle of the glenoid cavity, there
is the coracoid process, serving as
a place of attachment for several
major ligaments and muscles.

The humerus is a long bone,
forming the arm skeleton. It
features a superior extremity
(proximal), a body and a lower
(distal) extremity. At the level of
the proximal extremity, there is
the humerus end, an anatomic
neck, a large tuberosity, a small
tuberosity and a surgical neck. The
humerus body is almost cylindrical
in shape at the proximal section
and triangle prismatic at the distal
section, with three sides and three
edges. At the lower extremity, the
humerus is flat anterior-posterior
and features the articular surface
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for the elbow joint.
The cinematic unit scapular
belt-shoulder-arm has five joints:

- 3 of the scapular
belt: sternoclavicular joint,
acromioclavicular  joint and

interscapulothoracic joint;

— 2 of the shoulder,
represented by the actual shoulder
joint or the scapulohumeral joint
andanaccessoryjoint, represented
by the submioacromiodeltoidian
space.

The biomechanics of this
cinematic unit is highly complex,
the shoulder having the highest
mobility of all joints. This mobility
is due to the weak congruence of
its articular surfaces, the joints
of this complex being based on
ligaments and adjacent muscles to
provide stability.

Biomechanics of
sternoclavicular joint

This joint, between the
articular face on the clavicle
sternum  extremity and the

clavicular incision of the sternum
manubrium is a diarthrosis within
which movements are possible
around two axes”

— an anterior-posterior axis,
around which clavicle upwards
and downwards movements
are carried out, with the lifting
amplitude of 50 degrees and the
lowering amplitude of 5 degrees;

—a vertical axis, going through
the costal-clavicular ligament,
around which forward and
backward projection movements
are carried out with the movement
amplitude of 30 degrees in both
directions; the lateral extremity
of the clavicle is simultaneously
projected in reverse direction.

Muscles carrying out the
sternoclavicular joint movements
are:

— clavicle lifting muscles:
trapeze and the clavicular end of
the sternocleidomastoidian;

— clavicle lowering muscles:
major pectoral, deltoid and
subclavicular;

— clavicle forward projectors:

major pectoral, deltoid,
subclavicular;
- clavicle backward

projectors: trapeze, clavicular end

of the sternocleidomastoidian.
The joint stability is given

by the articular capcule and

reinforced by the anterior
and posterior sternoclavicular
ligament. The highest joint

stabilising factor is the costal-
clavicular ligament, limiting the
clavicle lifting and rotation.

Biomechanics of
acromioclavicular joint:

This joint is an arthrody,
the articular surfaces being
represented by the lateral

extremity of the clavicle and the
medial edge of the acromion.

The movements in this joint
are limited and carried out in all
directions, simultaneously with
the ones in the sternoclavicular
joint. The biomechanical axis of
articular surfaces is represented
by the coracoclavicular ligaments,
with an important role in the
limitation of displacements of
the two bones towards each
other. The joint stability is given
by the trapezoid ligament, too,
limiting the clavicle superior and
anterior movement, and the
conoid ligament limits the clavicle
superior and posterior movement.

Biomechanics of
scapulothoracic joint:

This is, in fact, a joint between
the medial edge of the scapula
and ribs 2-7. The scapula, directly
supported on the thorax, by means
of the clavicle, can move on the
thorax. The entire scapular belt has
the main basis for its movements
the costal-clavicular ligament.
During the lateral movemens, a
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scapula tilting movemen is also
carried out around the anterior-
posterior axis. During the shoulder

abduction movement, the
movement amplitude in this joint
is of 60 degrees.

The joint stability depends on
the muscles and fascia attached
to the scapula, such as the neck
deep fascia, providing the passive
support, and the back deep fascia.

Biomechanics of
scapulohumeral joint:

This is the most mobile jointin
the human body, being a spheroid
synovial joint and having the
scapula glenoid cavity, covered by
hyaline cartilage and the humeral
end, covered by thick articular
cartilage as articular surfaces.

It can carry out abduction-
adduction movements, anterior
and posterior projection, internal
and external rotation and, as a
result, circumduction movements.

The main muscles carrying
out the movements in this joint
are:

- abduction:
supraspinatus;

— adduction: major pectoral,
major dorsal, subscapular, major

deltoid,

round;

— flexure: major pectoral,
deltoid (anterior fibres);

— extension: major dorsal,
deltoid (posterior fibres);

— internal rotation: major
pectoral, major dorsal, major
round, subscapular;

- external rotation:
infraspinatus, minor round,

deltoid (posterior fibres)

The joint stability is given by:

1. Static restrictions,
represented by:

- glenohumeral ligaments;

- glenoid lambrum;

- intra-joint negative pressure.

2. Dynamic restrictions,
represented by:

- rotator cuff muscles - their



roleistostabilise the glenohumeral
joint by compressing the humeral
end against the glenoid;

- biceps long end;

- periscapular muscles.

Shoulder articular and
muscular inventory

The shoulder is a complex
anatomic region with the highest
mobility in the human body.
This high mobility is due to
the 5 joints contained by the
cinematic unit scapula-shoulder-
arm, of which three of the
scapular belt (sternoclavicular,
acromioclavicular,
interscapulothoracic) and two of
the shoulder, divided in actual and
false. Actual joints are represented
by the scapulohumeral
joint, acromioclavicular and
sternocostoclavicular joint, and
the scapulothoracic joint and
the subacromiodeltoidian serous
bursa (the subdeltoidian sliding
surface) are called false joints. The
biomechanics of the cinematic
unit  scapular  belt-shoulder-
arm is especially complex. The
scapulohumeral joint has a limited
amplitude and does not alone
satisfy the movement needs of the
upper limb, this is why the scapular
belt joints must intervene.

Scapulohumeral joint is a
spheroid joint connecting the
free extremity of the upper limb
to the scapulohumeral belt. The
scapulohumeral joint is the most
mobile enarthrosis in the human
body and features three levels
of freedom. Such high mobility is
allowed by the sphericshape of the
humeral end and the articulation
of the glenoid cavity by merely 1/3
of the humerus end.

Acromioclavicular joint is a
flat joint, acting simultaneously
with the sternoclavicular joint
and adding to the movements of
the scapular belt, represented
by shoulder and  scapula
movements. The scapula follows

the movements of the clavicle
in the sternoclavicular joint, but
remains attached to the thorax. A
specific scapula movements is the
one of the lower angle tilting. By
its presence the acromioclavicular
joint allows a more adapted and
controlled movement of the
scapula on the thorax, either by
the articular surfaces sliding, or
by changing the angle between
the external extremity and the
acromion.

Sternoclavicularjointissaddle
joint with 3 levels of freedom,
reinforced by 5 ligaments. It
connects the clavicle sternum
extremity (medial section) and the
first costal cartilage. Several types
of movements are possible in this
joint, as in any spheroid joint with
three axes.

Scapulothoracicjoint is a joint
lacking specific articular elements,
called sysarcosis, with a real
functional importance of the space
between the scapula anterior
face and the thorax posterior-
external face. It forms between
the anterior face of the scapula
and the subscapular muscles and
the external face of the ribs and
the intercostal muscles. Between
the two ,articular” faces, there is
the major ,,saw-toothed” (serratus
lateralis) delimiting the two sliding
spaces: interscapular (between the
subscapular and serratus muscles)
and the interseratothoracic
(between theh serratus and the
costal grid).

Subdeltoidian joint
(subdeltoidian serous bursa) is a
sliding surface between the deep
face of the deltoid muscle and the
rotator sleeve. The bursa allows
the sliding of soft tissues and thus
it does not block the amplitude of
the shoulder movements.

Shoulder articular inventory
1. The forward projection
of the arm or flexure: is an
anterior movement in sagital
plan, with a maximum amplitude

of 180°. The flexure is limited
by the coracohumeral ligament
stretching and the capsule
posterior side, as well by he minor
round and subspinatus muscles.
To achieve the 180°, it is necessary
that the entire shoulder complex
be involved, as it is a movement
consisting of 3 sectors: up to 90° in
the scapulohumeraljoint, between
90-150° (60° in the scapulothoracic
joint, the rest by tilting the
scapula in the sternoclavicular
and acromioclavicular joints),
between 150-180° by Ilumbar
hyperlordosis. The flexure
movement is accomplished by the
anterior deltoid, coracobrachialis,
major pectoral by clavicular fibres,
middle deltoid and brachialis
biceps muscles.

2. The extension, or posterior
projection or retroduction, is the
posterior movement of the arm in
sagital plan. It has the amplitude
limited by the coracohumeral
and glenohumeral ligaments. The
active movement has 50-60°, and
the passive one, with some forcing,
may reach to 90° by enhancing
the scapula tilting towards the
spine and the retropulsion of the
scapular belt. The association
of an internal rotation increases
the arm extension (relaxes the
glenohumeral ligament). The
extension movement is achieved
by the muscles: major dorsal,
(latissimus dorsi), major round

(teres major) and posterior
deltoid.
3. Abduction is the Iateral

lifting movement of the arm, until
touching the ear. The movement
amplitude is of 180°, of which,
the first 90° are achieved by the
scapulohumeral joint; abduction
stops at approximately 90° by
bumping the trochanter to the
acromion and the next 90° are
achieved by:

- the scapula tilting by 60°
(from the scapulothoracic joint),
allowed by the axial rotation in the
sternocostoclavicular (30°) and
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acromioclavicular (30°) joints;

- lateral tilting of the dorsal-
lumbar spine (when abduction is
carried out by a limb) or lumbar
hyperlordosis (when both arms
are abducted to compensate the
arm slight flexure).

The muscles participating
to the movement are: middle
fascicle of the deltoid muscle and
supraspinatus muscle.

4. Adduction is the movement
to bring the arm close to the
body, respectively the return to
the zero position of the abducted
arm. Pure adduction from the
zero position is impossible due
to the body. A real adduction can
be measured (proximity to the
median line of a segment, starting
from the anatomic position 0°)
only if combining the arm flexure
or extension. In the first case,
the wider the flexure (towards
90°), the higher the adduction.
Adduction with extension s,
however very limited, because
the extension itself is a movement
of low amplitude. Abduction
and adduction are movements
achieved around an anterior-
posterior axis, therefore in frontal
plan. The muscles participating
to this movement are: major
pectoral, major round and major

dorsal and the major round
muscles and the major dorsal.
5. Internal rotation or

medial rotation is achieved 90-
95° of maximum amplitude. The
antepulsion of the scapular belt
adds even more to the internal
rotation. The muscles participating
to this movement are represented
by the subscapular, major round,
major pectoral, major dorsal and
anterior deltoid muscles.

6. External rotation or
lateral rotation is achieved 80-
90° of maximum amplitude,
decomposed in two sectors: 60—
65° in scapulohumeral joint and
20-25° by scapularetropulsion. The
rotation movements are achieved
around the vertical axis, being

longitudinal arm movements,
however, on the vertical axis, the
upper arm can carry out from the
shoulder movements in horizontal
plan, called horizontal flexure
and extension or, more correctly
called by some authors, horizontal
adduction and abduction
movements. The horizontal
flexure brings the limb to 135-140°
through the front of the thorax, and
the horizontal extension orients
it back to an angle of 30° the
movements being enhanced by the
scapular belt by the antepulsion
or, respectively, retropulsion.
The muscles participating to the
movement are: the supraspinatus,
infraspinatus, the minor round
muscle, posterior deltoid. At the
horizontal extension movement
(abduction) the posterior deltoid
participates, and the major
pectoral muscle and the anterior
deltoid muscle participate to the
horizontal adduction (flexure)
movement.

7. Circumduction is the
complex movement carried out by
the shoulder joint due to all the 3
levels of freedom it has. It gathers
all previous movements. By means
of circumduction, the upper limb
shapes a deformed cone.

Scapular belt articular
inventory

The scapular belt itself has
a movement in relation to the
thorax, achieving the shoulder
own movements, which are:

- Anterior projection
movements (antepulsion) and
posterior (retropulsion), achieving
movements of 10-12 cm (such
movements cannot be measured
in degrees). In this movement,
the scapula translates, farther or
closertothe spine, and atthe same
time, tilts by 40-45°. Such shoulder
movements accompany the arm
flexure-extension movements.

- Belt lifting and lowering
movements on a distance of 12 -
13 cm (3 cm for lowering and 9 - 10
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cm for lifting). The scapula plays
here, too, the main role, by vertical
displacement and rotation.

At the lifting movement,
the superior trapeze and lifting
muscles of the scapula participate,
and at the lowering movement,
the inferior trapeze and the minor
pectoral.

Shoulder kinetotherapy

The functional recovery of
the shoulder is mainly intended to
restore the articular mobility and
to increase the muscular force.
Great attention is given to remove
pain; given the low level of pain
tolerance at stresses exceeding
the pain sensitivity threshold of
this joint, restoring the normal
movement limits at such level must
be progressively approached, in
order to fully ensure the patient’s
cooperation.

It is recommended, also,
that the dosing principle of the
effort and the amount of effort
applied on the patient be applied,
as well as the gradual approach,
meaning the distribution in time,
the repetitions being considered,
as a rule, mandatory and absolute
requirements of the therapeutic
success.

The scapulohumeral mobility
is considered in the following
plans:

- frontal plan - abduction and
adduction;

- sagital plan - flexure and
extension;

- the sternoclavicular and
scapulothoracic joints cross plan -
internal and external rotation.

Passive mobilisations of
scapulohumeral joint

Abduction: the
kinetotherapist, sitting on one
side of the patient’s body, applies
the grip on the distal third of the
arm and the counter-grip on the
shoulder: the action is to move the



arm sidewards, the forearm being
in internal rotation.

Adduction: the patient is in
dorsal decubitus, with the arm
in abduction to 90° and the palm
on the thorax. Action: while the
kinetotherapist presses with one
hand on the patient’s shoulder,
downwards, the other hand moves
the arm towards the thorax.
During the arm displacement, the
palm slides on the chest.

Flexure: dorsal decubitus,
the patient places the forearm at
an angle of 90° on the thorax and
the kinetotherapist, placed on one
side, applies the grip on the distal
third of the patient’s forearm and
the counter-grip on the shoulder.
Action: the arm lifts forwards,
while the other hand is placed on
the patient’s shoulder.

Extension:  from  ventral
decubitus, with the arms near the
body, the patient holds the palm of
the affected segment on the table
and the kinetotherapist, placed
on one side, applies the grip on
the elbow and the counter-grip
on the shoulder. Action: elbow
lifting with the palm sliding on the
table; when reaching the end of
the movement, a small amount of
tension is applied at the shoulder
level, followed by a slow return to
the initial position.

Internal rotation: the patient
is in ventral decubitus, with the
affected forearm outside the table
plan; the kinetotherapist, placed
on one side, applies the grip on the
distal third of the patient’s forearm
and the counter-grip on the arm
distal third. Action: distal tilting of
the forearm entailing the internal
rotation of the scapulohumeral
joint.

External rotation: the patient
is in dorsal decubitus, with the
arm in abduction and the forearm
in flexure to 90° the therapist,
placed on one side, applies the
grip on the distal third of the
forearm and the counter-grip with
the fingers under the armpit and

the thumb on the shoulder. Action:
forearm lifting from the table plan
and placed parallel to the head.

The therapeutic plan also
containsself-passive mobilisations,
also adding to maintaining the
muscular mass and force.

Active movements shall start
with the schema Kabat D1F, to
actually prepare for the activity in
the schema D2F.

Exercise 1. From dorsal
decubitus, the elbows near the
body and bended 90°. An active
and passive external rotation is
carried out. Resistance can be
applied when the movement
amplitude allows such. The same
exercise, standing, with the back
against the wall.

Exercise 2. Same as at the first
exercise, with the association of
progressive abduction.

Exercise 3. Hands crossed at
the back of the head, the patient
being in dorsal decubitus, elbows
backwards, towards the ground
or wall, when standing. The
kinetotherapist applies moderate
resistance.

Exercise 4. Standing, with the
face to the wall, in the corner of
the room. Hands at the waist level,
head forward. The patients lifts
the hands on the wall maintaining
the distance between them, until
the arms are perfectly straight.
Attention to the straightness of
the spine.

Exercise 5. In front of a fix bar
at the face level, the hand grip
the bar and the patient bends the
knees. At the end of the exercise,
the bar must be above and behind
the head.

Exercise 6. Same as the above,
but with a cane held above the
head with both hands. The cane
is taken behind the head with the
arms stretched.

Exercise 7. The cane is held
longitudinally at the back. The
affected arm holds it from below,
the healthy arm from above. The
healthy arm lifts the cane and

thus the affected arm is passively
lifted. The exercise stretches the
anterior side of the capsule and
the external rotators.

Exercise 8. Hands at the
back, resting on the table. Ampler
genuflections are carried out.

Depending on the disease
particularities, the therapist is
capable of adapting the methods
to restore the shoulder functional
capacity.

If the patient must be
immobilised in gypsum, in post-
traumatic or other situations, the
isometric contractions must not
be neglected.

The association of motor
stimulation  therapy, specially
designed gaps in the gypsum,
provide a spectacular therapeutic
benefit

With prophylactic purposes,

the therapeutic plan should
consider the possibility of
associated diseases liable to

endanger or even eliminate some
therapeutic procedures. From
these, the inflammatory processes
and muscular dystrophies must be
outlined with priority.
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CE ESTE ,DISTROFIA MUSCULARA" ?

Sibel Demirgian
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nivelul centurilor.

5. Distrofie musculara
fascioscapulohumerala.

6. Distrofie musculara
congenitala.

7. Distrofia musculara

oculofaringiana.
8. Distrofie musculara distala.
9. Distrofia musculard Emery-
Dreifuss.

Cauzele distrofiei musculare

Distrofia musculara nu are
cauze precum alte boli, dar este
produsd de defectele unei gene
ce conduce la lipsa sau deficitul
de distrofina, care la randul ei
cauzeaza diferite tipuri de distrofie
musculard, in functie de amploarea
defectului prezent in acea gena
specifica. Aceasta tulburare este
legata de cromozomul X, ceea ce
inseamna ca o mama purtatoare
poate transmite boala fiului
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ei (XY) chiar si atunci cand nu
sufera de aceasta tulburare, in
cazul fetelor acest lucru apare
numai atunci cand ambele gene
(XX) sunt defectuoase, ceea ce
este extrem de rar. Distrofiile
Duchenne si Becker sunt legate tot
de cromozomul X si se datoreaza
defectelor din cadrul aceleiasi
gene care codificd proteina
membranara a  musculaturii,
distrofina.  Distrofia musculara
Becker poate fi de obicei distinsa
de Duchenne prin elemente
clinice, deoarece debutul ei este
mai tardiv si decursul sau mai
bland (Hoffman, 1996).

Simptomele
distrofiei musculare

Simptomele distrofiei
musculare pot apdrea la orice
varsta, dar in majoritatea cazurilor
simptomele sunt severe Ia



varste mai tinere, de asemenea,
intensitatea simptomelor depinde
de tipul de distrofie musculara
care afecteazd pacientul. Exista
trei simptome principale pe care
pacientii le pot prezenta:

- durerea musculara:

- slabiciunea musculara:

- fatigabilitatea (oboseala).

Durerea musculara este un
simptom frecvent, dar numai o
treime din pacientii cu aceasta
acuza vor fidiagnosticati cu o boala
musculard.. Poate fi greu de distins
originea durerii musculare fata de
cea articulard sau osoasa. Unele
boli reumatologice determina
concomitent dureri articulare si
musculare. Durerile musculare pot
lua forma crampelor, reprezentand
contractii involuntare ale unor
grupe musculare, intalnite
frecvent la tineri si in timpul
noptii. Pacientii sufera de o durere
asemanatoare unei crampe,
dar, spre deosebire de crampa,
contractia este silentioasa electric
la electromiografie (EMG).

Slabiciunea musculara este
o caracteristica comuna a bolilor
musculare. Distributia acestui
simptom este, de cele mai multe
ori, In segmentul proximal al
membrelor. Multe dintre boli
afecteaza  musculatura  relativ
simetric, dar exista si exceptii.

Fatigabilitatea este definita
ca o crestere a slabiciunii prin
exercitiu fizic. Pacientii ar putea
relata faptul ca pot fincepe o
anumita activitate fizica, dar cu cat
mai mult aceasta continua, cu atat
ei devin mai obositi.

Examinarea clinica

Examinarea unui pacient
cu afectiune musculara poate fi
divizata in doua parti: in primul
rand se investigheaza pacientul
pentru a stabili daca exista indicii
privind cauza bolii, Tn acest context
examinarea generala este foarte
importanta.

O atentie deosebitda este

acordata aparitiei unor semne
care ar putea indica o tulburare
endocrina sau reumatologica
subiacenta. De exemplu, semne
de hiper- sau hipotiroidism, sau
de tulburari reumatologice cum
ar fi LES. Inspectia pielii ar putea
dezvalui eruptia dermatomiozitei.
A doua parte implica
examinarea sistemului muscular
propriu-zis. Aceasta va determina
amploarea si severitatea bolii
musculare si ar putea da indicii
ale etiologiei. Muschii sunt
inspectati pentru orice atrofie
sau hipertrofie, apoi se vor palpa
pentru orice sensibilitate sau
tumefactie care ar putea aparea in
bolile musculare inflamatorii.

Gradul de slabiciune este
evaluat prin scara de forta
musculard(0-5) Si reflexele

osteotendinoase. Copiii cu distrofii
musculare Duchenne folosesc
pentru a se ridica manevra lui
Gower.

Investigatiile paraclinice

Testele de laborator: enzimele
musculare creatinkinaza  (CK),
lactatdehidrogenaza(LDH) Si
aspartataminotransferaza(TGO)
sunt markeri ai afectarii fibrei
musculare. Tinde sa fie foarte
mare in unele dintre distrofii.

Electromiografia (EMG): poate
ajuta la confirmarea suspiciunii
clinice a unei afectiuni musculare
si in alegerea muschiului pentru

biopsie.

Biopsia musculara: Chiar
odatd cu aparitia tehnicilor
moleculare  genetice, aceasta
procedura este 1inca necesara

pentru un diagnostic definitiv. Tn
planificarea unei biopsii musculare
trebuie acordata atentie alegerii
locului biopsiei, tipului de biopsie
si manipularii acesteia. La pacientii
cu o lunga perioada de slabiciune,
este important sa fie ales un
muschi nu foarte sever afectat,
pentru a evita biopsiile non-
diagnostice care sa demonstreze

pur si simplu patologia muschiului
in stadiul final. Muschii selectati
in mod obisnuit sunt cvadricepsul
lateral, bicepsul si tricepsul.

Genetica moleculara:
Evolutiile din acest domeniu au
condus la cele mai mari progrese
in  diagnosticarea  afectiunilor
musculare. Tn anumite conditii,
analiza ADN-ului poate evita
necesitatea biopsiei musculare.
Diagnosticul prenatal este
disponibil pentru mai multe
afectiuni musculare si este cel
mai frecvent utilizat Tn familiile
cu distrofie musculara Duchenne.
Este important sa fim constienti
totusi de limitarile analizei
moleculare genetice.

Tratament

Nu exista tratament curativ
pentru distrofia musculara.
Managementul pacientilor cu
distrofie musculard poate fi cel
mai bine realizat printr-o abordare

multidisciplinara (neurolog,
reabilitare, gastroenterolog,
pneumolog, genetician, chirurg

ortoped), o ingrijire complexa si
luarea Tn considerare a tuturor

necesitatilor pacientului.
Obiectivele majore sunt:
diagnosticarea timpurie si

stabilirea unui plan de reabilitare,
mentinerea cat mai  mult
timp a mersului, anticiparea
complicatiilor si  dezvoltarea
unui program de preventie si
de consiliere pentru pacient si
familie.

Tratamentul igienodietetic.
Se recomanda o dieta echilibrata,
cu continut scazut de calorii
si bogata 1n fibre. Pacientii
cu distrofie musculard pot sa
dezvolte obezitate, deoarece
consumul alimentar de obicei
depaseste cererea redusa de
energie.  Obezitatea Tmpiedica
efectuarea  exercitiilor fizice,
mersul, autoingrijirea, ridicarea
si transportul de catre altii, si in
cele din urma, afecteaza functia
cardiaca.

Techirghiol | nr. 10




Medicatia: nu este indicat
tratamentul medicamentos
n distrofiile musculare,

numai cel adjuvant, cum ar fi
medicamente  antiinflamatoare,

anticonvulsivante, antibiotice,
imunosupresoare.

Tratamentul fizical complex
consta in termoterapie,

electroterapie si  masoterapie.
Masajul obisnuit este important
pentru reducerea spasmului si
contracturilor musculare.

Programul de kinetoterapie
include hidrokinetotemoterapia in
bazinul terapeutic si kinetoterapia
in sala de gimnastica.

Obiectivele principale
kinetoterapiei sunt:

o mentinerea
articulare  prin
stretching pentru a

ale

supletei
tehnici de
reduce

tensiunea musculara si pentru a
decontractura musculatura;
e mentinerea

fortei  si

The word “dystrophy” comes
from Latin and Greek roots
meaning “faulty nutrition”. The
term muscular dysrophy refers
to a group of genetic diseases
marked by progressive weakness
and degeneration of skeletal or
voluntary muscles. There is no
specific age group for muscular
dystrophy condition, thus it mean
the disease can occur atalmost any
age, ranging from early childhood
to adult ages. The heart muscles
and some other involuntary
muscles are also affected in some
forms.

There are many types of
muscular dystrophy which are
listed below:

1. Duchenne’s muscular

rezistentei musculare prin
program structurat de exercitii
pentru a creste forta musculard si
a miscarilor voluntare;

e mentinerea posturii Si
aliniamentului corect al corpului
pentru  corectarea  cifozelor,
lordozelor si a scoliozei;

e mentinerea coordonarii,
echilibruluisiabilitatilor miscarilor;

¢ mentinerea capacitatii de
efort;

e sfaturi privind suportul
mecanic, cum ar fi asistenta de
mers pe scaunul cu rotile si pentru
folosirea dispozitivelor ortopedice,
cu scopul de a mentine capacitatea
functionalg;

e activitati de agrement
precum sportul ar trebuiincurajate
in special inotul, deoarece apa are
efect facilitator asupra miscarilor.

Tratamentul viitorului: este
reprezentat de terapia genica
(nlocuirea genelor defecte prin

gene normale) si transferul de
mioblasti (transplant de celule
musculare sanatoase la un pacient
cu distrofie). Pentru a preveni
boala, cuplurile in care femeia
are un istoric familial de distrofie
musculara pot cere consiliere
genetica pentru a determina
riscul dezvoltarii bolii la copil.
Recent atentia a fost indreptata
catre o alta proteina membranara
"utrofina”(asemanatoare
distrofinei, dar exprimata doar
in sarcolema din jonctiunile
neuromusculare) considerand ca
suplimentarea acesteia ar atenua
progresia afectiunii.
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dystrophy.

2. Becker’s muscular dystrophy.
3. Myotonic muscular dystrophy.
4. Limb-Girdle muscular
dystrophy.

5. Facioscapulohumeral muscular
dystrophy.

6. Congenital muscular dystrophy.
7. Oculopharyngeal muscular
dystrophy.

8. Distal muscular dystrophy.

9. Emery-Dreifuss muscular
dystrophy

Causes of Muscular Dystrophy

Muscular dystrophy does not
have any causes like other diseases
but it is caused by the defects in
the gene which results in no or
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less production of dystrophin
which in turn causes different
types of muscular dystrophy

according to the extent of defect
present in that specific gene. This
disorder is X-linked which means
that a carrier mother may transfer
the disease to her son (X-Y) even
when she is not suffering from this
disorder, in case of females this
only occurs when both the genes
(X-X) present in her are defected
which is extremely rare. The
Duchenne’s and Becker’s disorders
are X-linked and are due to defects
within the same gene encoding
the muscle membrane protein,
dystrophin (Fig. 49.1). Becker
muscular dystrophy can usually be
distinguished from Duchenne on



clinical grounds as its onset is later
and its course milder (Hoffman,
1996).

Muscular Dystrophy Symptoms

Symptoms  of  muscular
dystrophy can appear at any
age but in most of the cases the
symptoms are severe in younger
ages, also the intensity of the
symptoms depends on what type
of muscular dystrophy is affecting
the patient. There are three main
symptoms with which patients
can present: (i) muscular pain;
(ii) muscular weakness and (iii)
fatiguability

Muscle pain is a common
symptombutinonlyapproximately
one-third of patients presenting
with  this symptom will an
underlying muscle disease be
identified. It can sometimes be
difficult for the patient and the
physician to distinguish between
pain originating in muscle and
pain originating in joints or bones.
Certain rheumatological diseases
can result in both joint pain and
muscle pain. Muscle pains can
take the form of cramps, which are
involuntary contractions of muscle
groups. Simple muscle cramps
are not uncommon in the elderly
and are frequently nocturnal.
Patients experience a pain similar
to a cramp but unlike a cramp a
contracture is electrically silent on
electromyography (EMG).

Muscle weakness is a
common feature in muscle
diseases. The distribution of

weakness in most muscle diseases
is in the proximal limb muscles.
Many muscle diseases affect the
limb musculature in a relatively
symmetrical fashion, although
there are important exceptions to
this.

Fatiguability is defined as
an increase in weakness with
exercise. Patients might explain
that they can start a particular
physical activity but that the longer

they continue the weaker they
become; they might also complain
that they become weaker as the
day goes on.

Clinical examination

The examination of a patient
with muscle disease can be
divided into two areas. First,
examination is made to establish
whether there are any clues to
the cause of the muscle disease,
in this context the general
examination is very important.
Particular attention is paid to signs
that might indicate an underlying
endocrine or rheumatological
disorder. The second part of the
examination involves examining
the muscular system itself.

This will determine the extent
and severityof the muscle disease
and might, in addition, give
further clues to the aetiology.
The muscles are inspected for
any atrophy or hypertrophy. The
examination of muscle power is
performed systematically, starting
with the cranial musculature and
then proceeding to the upper
and then lower limbs. The degree
of weakness is assessed with
reference to the MRC grading scale
(0-5), the tendon reflexes are
elicited. Children with Duchenne
muscular dystrophies use the
Gower’s maneuver to stand up.
They start out on their hands and
feet, planting their feet widely
apart and pushing up their bottom
first. Then they use their hands to
push up on their knees and thighs.
Paraclinic Investigation

Blood tests: The muscle
enzyme creatine kinase (CK)
is a marker of muscle fibre
damage. It tends to be very high
in  some of the dystrophies.
Electromyography(EMG): This
can help to confirm the clinical
suspicion of a muscle disorder. It
can help in the choice of muscle

for biopsy.

Muscle biopsy: Even with
the advent of molecular genetic
techniques, this procedure is
still necessary for a definitive
diagnosis. In planning a muscle
biopsy attention should be given
to the site of the biopsy, the type
of biopsy, and the handling of the
specimen. In patients with a long
history of weakness it is important
to choose a muscle that is mildly
rather than severely affected to
avoid non-diagnostic biopsies
simply demonstrating end-stage
muscle pathology. In contrast,
if the history is very short, the
weakest muscle will be more likely
to reveal the causative insult.
Commonly  selected muscles
include the lateral quadriceps, the
biceps, and the triceps.

Molecular genetics.
Developments in this field have
led to the greatest advances in the
diagnosis of muscle disorders.

In certain conditions, DNA
analysis can obviate the need
for muscle biopsy. Prenatal
diagnosis is available for several
muscle disorders and is most
commonly used in Duchenne
muscular dystrophy families. It
is important to be aware of the
limitations of molecular genetic
analysis. The role of the geneticist
in the multidisciplinary approach
is critical in conveying genetic
information accurately to patients
and families.

Treatment

There is no  curative
treatment for muscular dystrophy.
Management of patients with
muscular dystrophies can best be
carried out by a multidisciplinary
approach (neurologist,
rehabilitation medecin,
gastroenterologists, pneumologist,
genetician, ortopedist surgeon),

o comprehensive care, and
should consider the entire
needs of the patient. Major
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goals are early diagnosis and
establishment of a rehabilitation
plan, maintenance of ADL and
ambulation as long as possible,
anticipation of complications, and
the development of a program
of prevention and supportive
counseling to patient and family.
A balanced, low caloric and
fiber-rich diet is recommended.
Patients with muscular dystrophy
may develop obesity because food
consumption usually exceeds low
energy demand. If the patients
suffer from obesity is hard to
make physical exercises, walking,
self-care, lifting and transport
by others, and ultimately affects
heart function.

Medication: Medication
is not indicated in muscle
dystrophies, only the adjuvant,
such as: anti-inflammatory drugs,

anticonvulsants, antibiotics,
immunosuppressants. Complex
physical treatment consists in

thermotherapy, electrotherapy
and masotherapy. The usual
massage is important for reducing

spasm and muscle contractions.
The kinetotherapy is the goal of
rehabilitation  program  which
includes hydrokinetotemotherapy
in the therapeutic pool and
kinetotherapy in the gym room.

The main objectives of
kinetotherapy are:

° maintaining articular
suppleness by stretching
techniques to reduce muscle
tension and to relax the muscles;

° maintaining muscle
strength and andurance through
a structured exercise program
to increase muscle strength and
volitional movements;

* maintaining correct body
posture and alignment for
correcting cyphosis, lordosis and
scoliosis;

e maintaining coordination,
balance and skills of movements;

¢ maintaining effort capacity;

¢ tips on mechanical support,
such as wheelchair assistance and
the use of orthopedic devices,
in order to maintain functional
capacity;

e recreational activities such
as sports should be especially
encouraged to swim because
water has a facilitating effect on
movements.

Future treatments—gene
therapy (replacement of defective
genes through normal genes) and
transfer of myoblasts (healthy
muscle cell transplantation
to a DM patient). In order to
prevent the disease, couples in
whom the woman has a family
history of muscular dystrophy
can ask to genetic counseling to
determine the risk of developing
the disease in the child. More
recently, attention has focused on
whether upregulation of another
muscle membrane protein,
utrophin, could attenuate disease
progression in DMD. Utrophin has
a similar structure to dystrophin
but is normally expressed only in
the sarcolemma at neuromuscular
junctions.




INTERVENTIILE CHIRURGICALE DE PROTEZARE ARTICULARE LA PACIENTII OBEZI

Persoanele care sufera
interventii  chirurgicale, cum
ar fi artroplastia totala pentru
osteoartrita avansata, au
mai multe sanse de a deveni
dependente 1n anii care urmeaza
interventiei chirurgicale daca sunt
obezi, spun cercetatorii. Cercetari
suplimentare sunt necesare pentru
a sti de ce se intampla acest lucru
si cum sa poata fi prevenite, scrie
echipa de studiu intr-un articol
publicat Tn Jurnalul britanic de
Anestezie.

,Credem ca au existat multe
cercetari privind mortalitatea si
o multime de cercetari privind
complicatiile interventiilor
chirurgicale, dar nu prea multe
despre modul in care oamenii se
simt dupa ce se reintorc acasa si
isi reiau activitatile cotidiene”,
a declarat autorul studiului, dr.
Timothy Gaulton. ,Aceasta a fost
o parte a motivului pentru care
am vrut sa cercetam rezultatul
interventiei chirurgicale si, in
general, cel al pacientilor obezi”,
a spus Gaulton, de la Scoala
de Medicina Perelman de la
Universitatea Pennsylvania.

Este important ca pacientii
potentiali pentru o interventie
chirurgicala de artroplastie sa
stie ca, n anumite circumstante,

datorita varstei, greutatii
sau dependentei functionale
preoperatorii, acestea pot

prezenta un risc mai mare de
a se agrava dupa interventie
chirurgicala, a afirmat el intr-un
interviu. Este ceva care trebuie sa
fie luat in considerare atat de catre
pacient, cat si de chirurg, atunci
cand iau aceasta decizie de a

in general”, a

merge mai departe cu interventia
chirurgicala.

Cercetdtorii au studiat 2.519
de adulti peste 61 de ani care au
avut o interventie chirurgicald
pentru osteoartrita. Aproximativ
doud treimi dintre participanti
aveau artroplastie totala i
45% erau obezi in momentul
operatiei. Inainte de operatie si in
urmatorii doi ani, participantii au
fost intrebati dacd au probleme
fizice, mentale, emotionale sau
de memorie care le-au afectat
activitatile de viata zilnica. Aceste
activitati includeau lucruri cum
ar fi: datul jos din pat, mersul la
toaleta, scdldatul si mancarea.
Nevoia de ajutor pentru oricare
dintre aceste sarcini a fost
etichetata ca o dizabilitate sau
dependenta.

Aproximativ dintre
participanti au raportat
dependentd noua sau inrautatita
la aproximativ doi ani dupa
interventia chirurgicala - incluzand
mai mult de unul din patru
pacienti obezi si unul din cinci
pacienti care nu sufereau de
obezitate. Cercetatorii au calculat
ca pacientii cu obezitate au avut un
risc de dependentd mai mare de
35% dupa interventia chirurgicala,
comparativ cu pacientii non-obezi.

»Nu am fost surprinsi de
asocierea dintre obezitate si
rezultatele obtinute, dar cred ca
am fost surprinsi ca procentul
de pacienti care au avut o nouad
dependenta dupd o interventie
chirurgicala a fost atat de mare.
Nu erau doar pacienti obezi,
cred ca erau pacienti varstnici
spus Gauton.

22%

I,  Ghiulcin NURLA, Andrreea Mihaela MIRITA

Medicii trebuie sa acorde mai
multd atentie si sa sfatuiasca toti
pacientii varstnici in general. ,Ei
vin pentru operatie si se asteapta
sa le fie mai bine. S-ar putea sa
nu fie intotdeauna cazul”, a spus
el. Este important de observat ca
imbunatatirea simptomatologiei
dupa interventia chirurgicald a
fost observata pentru majoritatea
participantilor obezi si non-obezi,
a spus dr. Michael Parks, un chirurg
ortopedic la Spitalul de Chirurgie
Speciald din New York, care nu a
fost implicat in studiu. , Interventia
chirurgicala in osteoartrita este
utild daca pacientii sunt obezi
sau nu, dar arata ca trebuie sa
facem ceva mai mult decat sa
inlocuim articulatia lor”, a spus
doctorul Parks. De asemeneas,
este important ca pacientii sa se
implice activ pentru propria stare
de sanatate.

Indiferent dacd  mergeti
la medicul de familie sau daca
mergeti la un nutritionist, daca
mergeti la o sala de gimnastica,
important este sa va implicati
in sandtatea proprie si sa faceti
ceva pentru a pierde in greutate,
pentru a fi un candidat mai bun
pentru acest gen de interventie
chirurgicala, pentru ca aceasta
are implicatii asupra rezultatului
chirurgical, riscului operator si
acest studiu arata ca are un impact
major pe termen lung asupra
capacitdtii de a fi independent si
asupra mobilitatii pacientului.
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According to researchers,
people who undergo joint surgery,
such as joint replacements
for arthritis, are more likely to
become dependent in the years
following surgery if they are
obese. Additional research is
needed to learn why this happens
and how this can be prevented,
the study team wrote in an article
published in the British Journal of
Anaesthesia.

| think there’s been a lot of
research on mortality and a lot of
research on complications, but not
too much on how people actually
get back to how they perform
at home” said the author of the
study, dr. Timothy Gaulton. That
was a part of the reason that we
wanted to look at the outcome,
andingeneral obese patients,” said
Gaulton, of the Perelman School
of Medicine at the University of
Pennsylvania.

It's important for potential
joint surgery patients to know that
in some circumstances, because of
their age, weight or preoperative
functional dependence, they
may be at higher risk of getting
worse after surgery, he said in
an interview. It’s something that
needs to be considered both for
the patient and for the surgeon
when they make this decision
about moving forward with getting
a joint surgery.

The researchers studied 2,519

JOINT PROSTHESIS SURGERIES IN OBESE PATIENTS

Ghiulcin NURLA, Andreea Mihaela MIRITA

adults over age 61 who had joint
surgery for arthritis. About two-
thirds of participants had joint
replacements. Approximately two
thirds of the subjects had joint
replacement and 45% were obese
at the time of surgery. Before
surgery and during the following
two years, participants were asked
if they had any physical, mental,
emotional or memory problems
that affected their activities of
daily living. These activities could
include things like getting out of
bed, toileting, bathing and eating.
Needing help for any of these
tasks was labelled as a disability or
dependence.

Approximately 22% of
participants reported new
or worsening dependence

approximately two vyears after
their surgery - including more than
one in four obese patients and
one in five non-obese patients.
Researchers  calculated  that
obese patients had a 35% higher
risk of dependence after surgery
compared to non-obese patients.

,We weren’t surprised by the
association between obesity and
outcomes, but | think we were
surprised that the percentage of
patients who had a new disability
after surgery was so high. It
wasn’t just obese patients, |
think it was elderly patients in
general”, Gauton said. Physicians
may need to pay a little more

attention to, and maybe counsel,
all elderly patients in general.
They come in for surgery and an
expectation of getting better. That
might not always be the case”,
he said. It is important to note
that improvement of symptoms
was seen for most obese and
non-obese  participants  after
surgery, said Dr. Michael Parks,
an orthopaedic surgeon with the
Hospital for Special Surgery in New
York City who wasn’t involved in
the study. ,Joint surgery is helpful
whether patients are obese or
not, but it shows that we need
to do something for them more
than just replace their joint”, Dr.
Parks said. It’s also important for
patients to become involved in
their own health care.

Whether you go to your
primary care doctor, whether
you go to a nutritionist, whether
you go to a gym, it is important
to become involved in your
health and do something to lose
weight to make yourself a better
candidate for this type of surgery,
because this has implications on
the surgical outcome, risk, and
this study shows that it has a
long-term major impact on the
patient’s ability to be independent
and mobility.
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Imbunétstirea actului
medical constituie un obiectiv
major al medicinei actuale, fiind
necesara o continud informare
a medicului, iar aceasta implica
o atentd consultare a tratatelor
medicale de specialitate, bazelor
de date medicale, participare la
congrese medicale nationale si
internationale.

Cantitatea de informatie
disponibila atat sub forma scrisa
cat si sub forma electronica a ajuns
la dimensiuni foarte mari in ultima
perioada de timp: internetul ofera
astdzi o multitudine de surse
de informare, dar abundenta
informationala nu face decat sa
ingreuneze selectarea informatiei
corecte necesare actului medical.

Tratatele medicale, pe de alta
parte, ofera o informatie atent
selectionatd pe baza rezultatelor
cercetarii medicale si filtrata de
experienta autorilor, dar exista si
aici un neajuns: noi editii ale unui
tratat apar doar la cativa ani o data,
dar intre timp cercetarea medicala
poate produce noi rezultate.

Medicina bazata pe dovezi
(MBD) reprezintd un concept
medical aparut in anii 1970, care
are ca obiectiv principal faptul
ca medicina trebuie sa se bazeze
pe dovezi stiintifice, pe meta-
analize, pe folosirea metodica,
algoritmica a totalitatii ramurilor
medicale (epidemiologie,
genetica, biostatistica, informatica
medicala, medicina explorativa
si de laborator etc). Medicina
,clasica”, deductiva, este orientata
in stabilirea diagnosticului si
a conduitei terapeutice de
cunostintele acumulate din
studiile si experienta personalad a
clinicianului.

in anul 1975, sistemul de
sanatate canadian a desemnat
un numar de cercetatori (The

MEDICINA BAZATA PE DOVEZI

Dr. Sterian Apostol, Dr. Liliana- Elena Stanciu, Dr. Elena-Valentina lonescu, Dr. Elena Cristescu

Canadian Task Force) pentru a
realiza criterii stiintifice si unitare
de examinare medicald periodica
a populatiei. Pentru o apreciere
obiectiva a rezultatului final,
a nivelului de validitate si de
evidenta a activitatii preventive,
doi dintre specialisti, Suzanne
Fletcher si David Sackett, au
realizat,, nivele de evidenta” (levels
of evidence) care sa reprezinte
,grade de recomandare” (Grades
of recommendations), in cadrul
respectivelor criterii stiintifice. D.
Sackett afirma ca nu este suficient
sa se utilizeze numai dovezi
stiintifice pentru o asistenta
medicala eficienta, ci este necesara
integrarea rezultatelor stiintifice
cu experienta clinica, si ca o foarte
mare importanta o are efectuarea
corectd aanamnezei si examinarea
fizica a pacientului, ceea ce creeaza
un context pentru luarea deciziei
terapeutice si consolidarea relatiei
medic — pacient.

in literatura de specialitate,
profesorul Sackett in 1996 a dat
urmatoarea definitie: ,MBD este
utilizarea corecta, clara si logica
a celor mai bune dovezi medicale
existente in prezent in luarea
deciziei medicale asupra ingrijirii
individualizate a pacientului”.

in  primd fazd, ideea
,gradelor de recomandare” a
stat la baza propunerilor pentru
standardizarea medicatiei
antitrombotice. Ulterior, aceasta
metoda a fost utilizatd tot mai
frecvent, si-a intarit bazele
teoretice, ceea ce a determinat
aparitia unei noi  generatii
de manuale (evidence based
textbooks), 1indreptare, ghiduri
axate pe medicina bazata pe
evidenta, adica, la aparitia unei
noi ere in medicind, care venea
sa o nlocuiasca pe cea ,clasica”
(opinion based medicine).

Noulconcept, careinitialaavut
o tinta terapeutica-preventiva,
a fost preluat de toate ramurile
cercetarilor, informaticii, educatiei
si practicii medicale: in cardiologie
(Evidence Based Cardiology), in
medicina de laborator (Evidence
Based Laboratory Medicine), in
asistenta  medicald  (Evidence
Based Nursing), in psihiatrie
(Evidence-Based Mental Helth),
in medicina generala (Evidence
Based Health Care) in obstetrica
si ginecologie (Evidence Based
Obstetrics and  Gynecology),
etc. Facultatile de medicina din
Occident au organizat centre de
MBD cu scopul de propagare si
de evaluare a noilor metode si de
creare a noi indreptare, algoritmi
(guidelines) pentru a  oferi
clinicianului instrumente necesare
practicii medicale.

Etapele majore ale practicarii
MBD sunt:

- Gasirea, cu cea mai mare
eficienta, a celei mai bune dovezi
stiintifice care duce la realizarea
unui diagnostic si a unui tratament
corect;

- Abordarea critica a dovezii
in ceea ce priveste validitatea si
aplicabilitatea clinica;

- Aplicarea rezultatului gasit in
practica noastra medical3;

- Evaluarea rezultatului
medical obtinut.

in  contextul
evidentei este de a completa
experienta clinicda  personala.
Astfel, experienta personala este
cea care va decide daca evidenta
gasita poate fi aplicata pacientului
respectiv si daca poate fi integrata
in stabilirea deciziei medicale.

Medicina a devenit foarte
institutionalizata, birocratica si
centratd pe probleme medico-
sociale. Pe de altd parte,
asigurdrile private si, in curand si

MBD, rolul
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cele publice, vor include criterii
de rambursare bazate pe dovezi/
ghiduri de practica medicala, asa
cum au fost incluse si aplicate de
catre asigurarile de sanatate din
Germania.

Aplicarea MBD fncarca
procesul luarii deciziei clinice,
implicand un consum suplimentar
de resurse, dar eficientizeaza, per
ansamblu, procesul luarii deciziei
medicale finale, prin identificarea
si aplicarea celor mai eficace
interventii medicale ce au ca efect/
beneficiu, maximizarea calitatii
vietii pacientilor.

Practica medicinei bazate pe
evidenta cuprinde urmatoarele
componente:

- ldentificarea  problemei
sau a zonei de dubiu, de lipsa de
certitudine.

- De pus numai Iintrebari
relevante, concentrate pe subiect,
coerente, intr-un limbaj clar si pe
inteles, la care pacientul poate
sa raspunda. Greutatea de a
formula o intrebare clinica precisa,
centralizata poate constitui un
impediment major in MBD.

- De selectat resursele cele
mai potrivite de cercetare (spre
exemplu, de evitat recomandarea
unei infinitati de examene de
laborator in speranta ca va aparea
un rezultat pozitiv).

- De cercetat si evidentiat
fondul de evidenta (dovezile,

faptele).

- Aprecierea
clinice a evidentei.

- De actionat si de aplicat
evidenta.

- De apreciat
efortului depus.

aplicabilitatii

avantajele

Medicina bazata pe doveziin
Romania

in Romania, MBD a inceput s
fie luata in consideratie odata cu
reorganizarea serviciilor medicale
din ultimii ani si aparitia literaturii
de specialitate in limba romana.

Primul proiect in domeniul
MBD a fost initiat de Dr. Marius
Marginean la Institutul de Sanatate
Publicd Timisoara in 1998. in acest
context a fost tradusa lucrarea
profesorului Sackett.

De asemenea, au fost
derulate 2 workshopuri cu lectori
internationali, ateliere la care au
participat 20 de medici romani.
Ulterior, programe similare au
fost derulate prin Centrul de
Politici si Servicii de Sanatate,
Centrul National de Studii pentru
Medicina Familiei (CNSMF) si
Scoala Nationald de Sanatate

Publica si Management Sanitar.
CNSMF a dezvoltat o curriculd si
suport de curs pentru 12 module
de pregatire in MBD si evaluarea
critica a literaturii medicale.

National

Centrul de Studii

pentruMedicina Familieiaelaborat
in cadrul proiectului Qualy-Med
(2002-2005) o metodologie de
elaborare a ghidurilor medicale
bazate pe dovezi, aliniata la
modelele europene, metodologie
care a fost utilizata la elaborarea
a 5 ghiduri de practica pentru
medicii de familie.

Medicina bazata pe dovezi
reprezintda  subdomeniul care
poate furniza evidente de calitate

necesare 1n special medicului
curant, in actul de stabilire a
diagnosticului si a conduitei
terapeutice, avand rolul de

a completa cunostintele si
experienta medicului si de a oferi

posibilitatea alegerii informate
a celei mai bune practici din
momentul respectiv. Indiferent

de abordarea sau strategia aleasa,
ceea ce decide alegerea celei mai
bune conduite terapeutice, in
ultima instanta, este experienta
clinicianului de a utiliza anumite
instrumente oferite de MBD.
Esentiald pentru punerea in
practica este capacitatea de
adaptare a celei mai bune dovezi
la contextul dat.
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EVIDENCE BASED MEDICINE

Dr. Sterian Apostol, Dr. Liliana-Elena Stanciu, Dr. Elena-Valentina lonescu, Dr. Elena Cristescu

The improvement of the
medical act represents a major
goal of current medicine, an
ongoing information of the doctor
being necessary, entailing a
careful study of medical speciality
treaties, medical data bases,
participation to national and
international medical congresses.

The amount of information
available, both in writing and
electronically, has lately reached
big dimensions: the Internet
today provides a multitude of
information sources, but the
information  abundance only
makes it difficult to select the
correct information needed for
the medical act.

Medical treaties, on the other
hand, provide carefully selected
information based on the results
of medical research and filtered
by the authors’ experience,
however some shortcomings
also exist here: new editions of a
treaty are only released every few
years, while medical research can
produce new results.

Evidence based medicine
(EBM) represents a medical
concept born in the 70’s, with
the main idea that medicine must
be based on scientific evidence,
meta-analyses, methodical and
algorithmic use of all medical
branches (epidemiology, genetics,
biostatistics, medical information
technology, exploration and
laboratory medicine, etc.).
,Classical”, deductive medicine
aims to set the diagnostic and
the therapeutic approach based
on the knowledge acquired from
the studies and the clinician’s
personal experience.

In 1975, the Canadian health
system appointed a series of
researchers (The Canadian Task
Force) to prepare scientific criteria

and a regular medical investigation
unit for the population. For an
objective assessment of the final
result, of the level of validity
and evidence of the preventive
action, two of the specialists,
Suzanne Fletcher and David
Sackett drafted the (levels of
evidence representing grades
of recommendations within the
respective scientific criteria. D.
Sackett said it was not enough to
only use scientific evidence for
effective medical care, but it was
also required to integrate scientific
results in clinical experience and
that the correct anamnesis and
the patient’s physical investigation
were of great importance , thus
creating the background for the
therapeutic decision and for the
reinforcement of the doctor-
patient relationship.

Professor Sackett, gave in
1966 the following definition in
the speciality literature: ,,EBM is
the correct, clear and logic use
of the best medical evidence
currently available when taking
the medical decision on the
patient’s individualised care.”

In a first stage, the idea of
the grades of recommendation
was at the basis of the proposals
to standardise anti-thrombotic
medication. Subsequently, the
methods was more and more
used and reinforced its theoretical
bases, thus determining the
appearance of a new generation
of textbooks (evidence-based
textbooks), handbooks, guides
focused on evidence based
medicine, i.e. the appearance of
a new era in medicine replacing
the ,classical” one (opinion-based
medicine).

The new concept, initially with
therapeutic-prevention target,
was adopted by all branches in

research, information technology,
education and medical practice
(Evidence-Based Cardiology),
laboratory medicine (Evidence-
Based Laboratory Medicine),
medical care (Evidence-Based
Nursing), psychiatry (Evidence-
Based Mental Health), general
medicine (Evidence-Based
Health Care), obstetrics and
gynaecology (Evidence-Based
Obstetrics and Gynaecology), etc.
Faculties of medicine in the West
organised EBM centres in order
to disseminate and assess the
new methods and to create new
guides, algorithms (guidelines) to
provide the clinician the required
tools for the medical practice.

The major stages of EBM
practice are:

- Finding, with the highest
efficiency, the best scientific
evidence leading to a correct
diagnostic and treatment;

- Critical approach of the
evidence in terms of validity and
clinical applicability;

- Application of the result
found in our medical practice;

- Assessment of the medical
result achieved.

In EBM context, the role
of evidence is to complete the
personal clinical experience. Thus,
personal  experience  decides
whether the evidence found
can be applied for the patient
concerned and whether it can be
integrated in the medical decision.

Medicine has become highly
institutionalised, bureaucratic and
medical-social issue centred. On
the other hand, private insurances
and, soon, publiconesshallinclude
reimbursement criteria based
on evidence / medical practice
guidelines, as included and
applied by the health insurances
in Germany.
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The application of EBM loads
the process to take the clinical
decision, entailing additional
resources, but making the process
of the final medical decision more
efficient, as a whole, by identifying
and applying the best medical
interventions with the effect /
benefit of maximising the quality
of the patients’ lives.

The practice of evidence
based medicine contains the
following components:

- ldentifying the problem or
doubts, lack of certainty;

- Asking relevant questions
only, centred on the matter,
coherent, in a clear and
understandable language, to
which the patient can answer. The
difficulty to formulate a clinical
precise question, centralised, can
be a major obstacle in EBM.

- Selecting the best research
resources (for instance, to avoid
the recommendation of infinite
laboratory investigations hoping
that a positive result will emerge)/

- Researching and outlining
the evidence inventory (evidence,
facts(.

- Assessing the
applicability of evidence.

- Acting and applying the

clinical

evidence.
- Assessing the advantages of
the efforts made.

Evidence based medicine in
Romania

In  Romania, EBM has
begun to be considered with
the reorganisation of medical
services over the last years and
the occurrence of the speciality
literature in Romanian.

The first project in EBM was
started by Dr. Marius Marginean
at the Institute of Public Health in
Timisoara, in 1998. In such context,
the work of Professor Sackett was
translated.

Also, 2 workshops with
international  lecturers  were
organised, to which 20
Romanian doctors participated.
Subsequently, similar programmes
were carried out by the Centre
of Health Policies and Services,
the National Centre of Studies for
Family Medicine (CNSMF) and the
National School of Public Health
and Sanitary Management. CNSMF
drafted a curriculum and a lecture
course for 12 training modules in
EBM and critical assessment of
medical literature.

National Centre of Studies for
Family Medicine prepared, within
the project Qualy-Med (2002-
2005), an evidence based medical
guideline drafting methodology
aligned yo European models,
which methodology was used to
prepare 5 practice guidelines for
physicians.

Evidence based medicine
is the secondary field that can
provide quality evidence required
especially to the physician, to set
the diagnostic and therapeutic
approach, with the role of
completingthedoctor’sknowledge
and experience and to provide the
possibility of informed selection
of the best practice available
at the time. Regardless of the
approach or strategy selected, the
selection of the best therapeutic
approach is ultimately decided by
the clinician’s experience in using
certain tools provided by EBM.
The capacity to adapt the best
evidence to the given context is

essential for practice.
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Rezumat

Ginsengul regleaza eficient
raspunsul imun si modificarile
hormonale datorate stresului,
mentinand astfel homeostazia
organismului uman. Pe langa
efectul de a preveni aparitia
anumitor afectiuni, cum ar fi

1Sanamed Hospital Bucuresti

2Sanatoriul Balnear si de Recuperare Techirghiol

anxietatea si depresia, ginsengul
previne, de asemenea, afectiunile
psihologice asociate stresului.
Constatarile recente au aratat ca
ginsengul este implicat in reglarea
axului hipotalamo-hipofizo-
suprarenalian si prin controlul
activitatii  hormonilor produce
astfel efecte benefice asupra
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fiziologiei cordului si creierului,
in cazul patologiilor osoase,
precum si ameliorarea disfunctiei
erectile.  Studiile recente au
evidentiat utilizarea potentiala
a ginsengului Tn preventia si
tratamentul bolilor inflamatorii
cronice, cum ar fi diabetul, artrita
reumatoida si astmul alergic. Cu



toate acestea, nu a fost complet
stabilit mecanismul care sta la
baza efectelor ginsengului asupra
acestor afectiuni dependente
de stres. In aceastd analiza, ne
concentrdm asupra modului in
care acest agent terapeutic eficient
si stabil amelioreaza anxietatea
si depresia cauzate de stres si
amelioreaza bolile inflamatorii.

Cuvinte-cheie: ginseng, anxietate,
depresie, stres, ax hipotalamo-
hipofizo-suprarenalian (HHS)

Introducere

Pentru a supravietui, toate
organismele trebuie sa gestioneze
efectele fizice si psihologice ale
unei varietati de situatii stresante.
Stresul reprezinta un rdspuns
necesar care mentine homeostazia
in vivo la expunerea la schimbarile
de mediu. Cand suntem afectati
de un anumit factor de stres,
apar modificari in organismul
uman. Acest rdaspuns programat
este cunoscut ca raspuns la stres.
Stresul poate fi divizat in patru
tipuri: eustres cronic (prea putin
stres), stresul acut (stresul optim),
distresul acut (prea mult stres) si
stresul cronic (efectul burnout sau
sindromul de epuizare). Atunci
cand stresul depaseste un anumit
prag, acesta conduce la efecte
negative asupra sdnatatii. in plus,
stresul cronic poate provoca
depresie si/sau anxietate (1).

Ginsengul este folosit in mod
traditional ca plantda medicinala
in Coreea, Japonia, China si
Statele Unite (2,3). Motivul pentru
aceastd utilizare stabilita de mult
timp este ca ginsengul contine
compusi antioxidanti naturali.
Ginsenozidele care sunt extrase
din radacinile, frunze, tulpini
si fructe de ginseng au efecte
farmacologice multiple. Acestea
sunt subdivizate Tn aproximativ
100 de categorii diferite (4). In
multe studii, ginsenozidele au
fost prezentate ca un tratament

eficient pentru leziunile organelor
si apoptoza celulelor, precum si
pentru afectiunile imunologice
si metabolice (5,6,7). Tn plus,
acesti constituenti farmacologic
activi s-au dovedit a sustine
neurogeneza, sinaptogeneza,
cresterea neuronala si
neurotransmisia, contribuind
astfel la protejarea sistemului
nervos central de evenimente
neasteptate; ginsengul este de
asemenea raportat a fi excelent
pentru imbunatatirea memoriei
(8,9).

Ca un puternic antioxidant
natural, ginsengul moduleaza
eficient apoptoza prin reducerea
raspunsului inflamator excesiv in
inflamatia acutd sau cronica(10).

Apoptoza anormala poate
duce la afectarea functionala
a organelor. Organismul uman

contine tipuri diferite de proteine,
iar interactiunile lor mentin
echilibrul mecanismelor legate
de proliferare, diferentiere
si apoptoza. Cand aceasta
homeostazie este perturbata,
poate fi afectat sistemul imunitar
si se pot dezvolta mai multe
afectiuni fatale (11,12).

Multe studii efectuate in
ultimul deceniu au aratat ca
ginsengul are o serie de efecte
pozitive asupra corpului uman, dar
nu este disponibild o perspectiva
sistematica asupra eficacitatii
ginsengului in tratamentul
stresului in vivo.

Ginsengul si stresul

Ginsengul a fost folosit ca un
adaptogen pentru tratamentul
afectiunilor, considerat atat ca si
tonic, cat si ca agent de intinerire.
in societitile moderne, rareori
depindem de remediile pe baza de
plante ca unic tratament pentru
bolile critice si potential letale.
Cu toate acestea, datorita unei
activitati excesive a creierului,
suprasolicitarii si conditiilor de
viata Tn grup social, viata moderna

implica o expunere constantd la
stres. Mai mult decat atat, nivelul
stresului poate fi sustinut in timp
din cauza caracterului repetitiv al
unor activitati; acest lucru poate
determina reactii negative de
stres biologic. Cand este supus
la anumite tipuri de stres, corpul
uman secreta hormoni si citokine
inflamatorii, si stresul cronic poate
promova dezvoltarea anxietatii,
depresiei si chiar tulburari de
panica, in cazuri grave. Prin
urmare, agentii de adaptare sunt
adesea folositi pentru a face fata
stresului de zi cu zi si/sau la locul
de munca. Ginsengul prezinta o
reglare superioard a stresului,
comparativ cu cea prezentata de
alte substante adaptogene(13).
Aceastd eficacitate ca agent
antistres a fost demonstratd prin
utilizarea unor teste de stres
conditionate de comportament,
cum ar fi testele de finot si
imobilizare. Studiile in vivo au
aratat, de asemenea, ca ginsengul
are efecte antistres excelente,
comparativ cu grupurile de control
adecvate (14,15).

Hormonii de stres

Hormonii  actioneaza ca
mesageri chimici si sunt reglatori
vitali ai bioritmilor, cum ar fi
cresterea fizica, apetitul alimentar,
tensiuneaarteriald, emotia, functia
sexuald, temperatura corpului,
somnul si hidratarea. Cand corpul
uman sufera modificari, diferite
glande secretda hormoni in sange.
Hormonii se leaga apoi cu receptori
specifici din celulele organelor
tinta pentru a regla mecanismele
biologice particulare. Cand este
supus stresului, cortizolul, care
este un hormon de stres. este

secretat pentru a contracara
stresul si pentru a mentine
homeostazia. Totusi, secretia

prelungita de cortizol are «ca
rezultat imunosupresia. Cortizolul
este secretat si reglat de un centru
major de control hormonal,
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axul hipotalamo-hipofizo-
suprarenalian (HHS), reglat de
sistemul nervos simpatic(16).

HPA joaca un rol esential in
reglarea majoritatii  hormonilor
endocrini asociati cu sistemul
nervos central. Stimulii externi
pot declansa secretia hormonului
de eliberare a corticotropinei
(CRH) si arginin-vasopresinei din
hipotalamus, punctul de plecare
al axului HHS. Acesti hormoni
actioneaza atunci ca factori
principali ai functionalitatii axului
HHS si ai glandei hipofize. CRH
constituie calea principala care

regleaza secretia de hormon
adrenocorticotrop. Arginin-
vasopresina  actioneaza  apoi
asupra glandei hipofizare
dupa ce receptorii CRH au
fost desensibilizati. Hormonul
adrenocorticotrop (ACTH)
stimuleaza apoi cortexul

suprarenal, declansand
eliberarea cortizolului (la om) si a
corticosteronului -la om, sobolani
si soareci(16,17).

Cortizolul interactioneaza
cu receptorul  glucocorticoid
citoplasmatic. Acest complex
hormon-receptor se deplaseaza
la nucleu si regleaza expresia mai
multor gene(21).

in acest mod, cortizolul
regleaza nivelurile de expresie
ale ARN mesager si exprimarea
citokinelor importante in diferite
organe si celule imune pentru a
contracara efectele stresului sau
pentruareglaactiunea limfocitelor
Tintr-un numar de boli.

Ginsengul si axul HHA

Atunci cand o persoanad se
confrunta cu un mediu stresant,
ginsengul i poate Tmbunatati
raspunsul prin reglarea functiei
axului HHA22. Ginsengul are, de
asemenea, aplicatii dincolo de
utilizarea zilnica la persoanele
sanatoase. Acesta reprezinta un
agent potential de tratament

pentru pacientii cu tulburari
ale axului HHA asociate cu
hipersecretia cortizolului, inclusiv
depresia, astmul, hipertensiunea

si tulburarea de stres
posttraumatic(23). Identificarea
mecanismelor care stau la baza

acestor efecte ale ginsengului
ar putea avea potentialul de a
oferi abordari pentru prevenirea
diferitelor boli. Prin urmare, sunt
necesare cercetari suplimentare
pentru a investiga modul in care
ginsengul moduleaza secretia de
hormoni.

Ginsengul in depresie
si anxietate

Depresia este o afectiune
psihica severa, fara simptomefizice
aparente. Cu toate acestea, pot
aparea tulburari fizice pe masura
ce depresia devine mai avansata.
Aproximativ 10-30% dintre
pacientii cu depresie nu reusesc sa
depaseasca etapele initiale si, n
celedinurma, sunt supusi efectelor
fizice extreme; acest lucru include
comiterea sinuciderii, provocarea
auto-vatamarii  si  dezvoltarea
dependentei de droguri, ceea
ce afecteazd calitatea vietii. in
plus, prevalenta depresiei este in
crestere si aceasta reprezinta o
provocare clinica majora(24).

Ginsengul suprima efectiv
stresul, care este o cauza majora
a depresiei. Aceasta activitate
a fost demonstrata in testele
de depresie utilizdnd modele
animale. Ginsengul a demonstrat
niveluri similare de eficacitate ca si
antidepresivuldisponibilincomert,
Fluoxetind(25). Tn plus, depresia
poate fi asociatd cu pierderea
memoriei. Acest lucru se datoreaza
faptului ca depresia are ca rezultat
deteriorarea progresiva a celulelor
nervoase(26). Aceastd leziune
a celulelor neuronale, asociata
cu o reducere a neurogenezei
indusa de neuroinflamatie, poate
conduce la moartea celulelor
hipocampice(27).
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Ginsengul este folosit in
mod traditional pentru a proteja
sistemul nervos. Ginsengul
este eficient Tn Tmbunatatirea
memoriei si Tn prevenirea directa a
bolilor degenerative ale creierului,
cum ar fi boala Alzheimer. Efectul
neuroprotector al ginsengului
poate fi util Tn prevenirea
depresiei. Indirect, memoria
imbunatatita poate ameliora
anxietatea. In studiile clinice, s-a
observat ca pierderea memoriei a
fost atenuata la pacientii varstnici
tratati cu anxiolitice. Aceste
studii clinice pot indica faptul ca
ginsengul are potentialul de a
Tmbunatati anxietatea(28).

Studiile de cercetare pot
utiliza autotestarea folosind scala
de depresie, anxietate si stres
pentru a masura anxietatea,
depresia si nivelurile de stres
induse de mediu, inclusiv factorii
emotionali si fizici(29). Stresul
este strans legat de tulburdrile
psihice, cum ar fi depresia si
anxietatea. Astfel, ginsengul este
potential un candidat eficient
pentru ameliorarea stresului si,
prin urmare, poate Tmbunatati
simptomele depresiei si anxietatii.

Ginsengul ca tratament

Stresul cronic poate declansa
anumite afectiuni datorita
raspunsurilor imune anormale si
tulburdrilor hormonale. Cu toate
acestea, ingestia regulata de
ginseng are efecte preventive si
terapeutice asupra mai multor boli
umane, inclusiv afectiuni cardiace,
accident vascular cerebral, diabet
zaharat (DZ), artrita reumatoida
(AR), osteoporoza, disfunctia
erectila (DE) si astm alergic.
Aceste boli pot fi mai raspandite la
pacientii cu depresie si anxietate,
in  comparatie cu indivizii
sanatosi(30). Acest lucru poate
reflecta o crestere a depresiei
si anxietatii la pacientii cu o
afectiune fizica, datorita durerii lor
fizice, sau indica faptul ca depresia



si anxietatea predispun la boli
fizice secundare.

1. Boala vasculara

Ginsengul este un antioxidant
eficient, Tmbunatateste functia
vasomotorie si previne formarea

cheagurilor de sange. Aceste
efecte  Tmbunatatesc  pozitiv
sandtatea cardiovasculara(31).

Bolile cardiovasculare (BCV) au
o rata mai mare a mortalitatii
decat cancerele la nivel mondial,
iar in tarile occidentale BCV
reprezinta mai mult de jumatate
dintre decese. BCV-urile sunt, de
asemenea, foarte strans legate de
stres. Cercetdrile efectuate de-a
lungul multor decenii au aratat
ca orele lungi de lucru, zgomotul
si mediile mai sarace la locul de
muncd au crescut proportional
incidenta BCV(32). Ginsengul
atenueaza astfel de stressiar putea
astfel ajuta la prevenirea BCV. La
modelele pe animale, ginsengul a
redus nivelele de specii reactive
de oxigen n tesutul miocardic si
a Tmbunatatit circulatia sangelui,
contribuind la mentinerea functiei
cardiace(33).

Anomaliile
pot afecta si sistemul nervos.
Modificarile survenite n
alimentarea cu sange a creierului
pot cauza necroza tesutului
cerebral. Hipertensiunea arteriala
si ateroscleroza cresc riscul de
accident vascular cerebral(34).
Ginsengul suprima stresul oxidativ
indus de ischemie, un motor major
al deteriorarii tesuturilor induse
de accidentul vascular cerebral.
Prin reglarea necrozei celulelor
cerebrale si prin producerea de
factori proinflamatori, aceasta
contribuie la prevenireainflamatiei
vitale cerebrale(35).

vasculare

2. Osteoporoza

Prin reglarea prin feed-back a
axului HHA, ginsengul influenteaza
sistemul hormonal. Printre
hormonii reglati in acest mod
se numara estrogenii, hormoni

sexuali care actioneaza ca un
agonist in creier, oase si inima.
Efectele estrogenilor reduc riscul
de aparitie a BCV, a accidentului
vascular cerebral si osteoporozei.
De asemenea, s-a demonstrat ca
ginsengul stimuleaza receptorul
de estrogen intr-o gama larga de
tipuri de celule in vitro, indicand
faptul ca ar putea creste efectele
tisulare ale acestui hormon(36).
Acest fenomen se observa fin
tesutul osos. La femeile aflate
in postmenopauza, in cazul in
care existd o scddere bruscd
a nivelurilor de estrogeni,
probabilitatea osteoporozei este
proportional crescuta. Tesutul
osos al pacientilor cu osteoporoza
se poate fractura usor datorita
unei densitati osoase reduse.
Aceasta se refera la cantitatea de
estrogen furnizata osteoclastelor.
Estrogenul regleaza in sens invers
expresia interleukinei-6  (IL-6),
a unei citokine proinflamatorii.
Crestericronice ale niveluluide IL-6
determina osteoporoza si cresteri
similare pot fi observate si la
pacientii cu depresie sau tulburari
de somn sau la cei care suferd
de stres din cauza obiceiurilor
alimentare nesanatoase(37).

Ginsengul promoveaza
osteogeneza in celula stromala
a maduvei osoase. in plus,
prin inhibarea activatorului
receptorului ligandului factorul
nuclear kappa-B si a unei serii de
factori nucleari, enzime, celule
ale sistemului imun joaca un rol
in diferentierea osteoclastelor
si resorbtia osoasa, ajutand la
prevenirea  osteoporozei. Cu
toate acestea, este nevoie de
cercetari suplimentare pentru a
elucida mecanismele exacte care
stau la baza acestor efecte ale
ginsengului(38).

3. Artrita

Ginsengul
prevenirea
autoimune
secretiei

contribuie la
dezvoltarii  bolilor
prin suprimarea
excesive de citokine

proinflamatorii induse de stres
persistent. Prin urmare, ginsengul
este eficient in prevenirea AR.
TNF-a, o citokina proinflamatorie,
poate provoca inflamatia precoce
a articulatiilor sau poate accelera
infiltrarea celulelor inflamatorii
in articulatii. Se pot dezvolta
distrugerea cronica si dizabilitatea
articulatiilorin AR.Tntimpul acestui
proces, ginsengul poate ajuta la
prevenirea procesului autoimun
care sta la baza AR prin inhibarea
citokinelor proinflamatorii majore,
TNF-a(39).

4. Disfunctia erectila

in plus fatd de prevenirea
bolilor prin reglarea homeostaziei
estrogenilor la femei, ginsengul
este, de asemenea, foarte eficient
la barbati. Tn societitile moderne,
aproximativ 50% dintre barbatii cu
varsta cuprinsa intre 40 si 70 de
ani experimenteaza DE datoritd
imbatranirii, fumatului, obezitatii
si a diverselor alte motive;
totusi, cauza principala a DE este
anxietatea(40).

Exista trei metode
de tratament pentru  DE:
administrarea orala a

medicamentelor, medicamente
sub forme injectabile si utilizarea
unei proteze a penisului.
Majoritatea pacientilor folosesc in
prezent tratamentul pe cale orala.
Desi tratamentul este disponibil
cu Sildenafil, ingredientul activ
al Viagra, pot fi preferate de unii
pacienti  fitoterapii  periodice
cu medicamente pe baza de
plante. Ginsengul si alte plante
au demonstrat efecte excelente
asupra functiei sexuale. Efectul
ginsengului asupra DE a fost
verificat prin testarea pe animale.
Mai mult, Tn aceste studii nu s-au
descoperit efecte secundare; prin
urmare, aceasta abordare poate
fi potrivita pentru pacientii care
preferda tratamente mai sigure
(41,42).
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5. Diabetul zaharat

Ginsengul afecteaza, de
asemenea, tulburarile metabolice
prin modularea axuluiHHA, nucleul
sistemului de reglare hormonala.
DZ este una dintre cele mai
raspandite afectiuni metabolice in
societatile moderne. Stresul poate
afecta metabolismul si provoca
hiperglicemie  cronica.  Atunci
cand un organism se confruntd
cu o situatie stresanta, sistemul
nervos autonom reactioneaza
cu raspunsul de ,luptd sau fuga”,
care include mobilizarea energiei.
Astfel, raspunsul la stres implica
actiunile unei varietati de hormoni
care cresc concentratia glucozei
din sange. Unii pacienti cu DZ
prezinta o rezistenta crescuta la
insulind si, prin urmare, au un
raspuns redus la insulind. Atunci
cand apar situatii stresante in care
este nevoie de energie, celulele
organismului acestor pacienti nu
pot utiliza glucoza prezentd fin
sange si in schimb, metabolizeaza
grasimea ca sursa de energie.
Tesutul gras provoaca inflamatie.
Prin urmare, astfel de reactii la
stres ar putea provoca in cele
din urma o complicatie fatala Ila
pacientii cu DZ. Acest efect se
observa numai la pacientii cu DZ
de tip 2, care reprezinta 95% din
populatia totala de pacienti cu DZ.
n ceea ce priveste corelatia dintre
tipul 1 DZ si stres, rezultatele
publicate Tn literatura sunt mai
controversate(43). Ginsengul
este mai eficient la pacientii cu
DZ de tip 2 decat la cei cu DZ de
tip 1. Acest lucru se datoreaza
faptului ca tipul 2 DZ este asociat
cu stresul(44). Tn plus, ginsengul
regleaza metabolismul glucozei
si lipidelor si furnizeaza energie
corpului pentru a regla celulele
grase. Acest lucru ajuta la controlul
anumitor probleme de sanatate,
cum ar fi obezitatea, care poate
deveni o cauzad fundamentala a DZ
de tip 2 (45).

6. Astmul alergic

Ginsengul este, de asemenea,
eficient in reglarea raspunsului
imun adaptiv, datorita efectelor
sale asupra limfocitelor. Mai intai,
ginsengul activeaza calea MAP
kinazei prin activarea diferitilor
factori de transcriptie, functionand
astfel ca agent antiinflamator. Pe
l[anga inhibarea semnalizarii CD40
care stimuleazd interactiunea
dintre celulele prezentatoare de
antigen si limfocitele T, ginsengul
poate exercita efecte cronice
antiinflamatorii si antialergice(46).
Ca atare, ginsengul este eficient
pentru  tratamentul  astmului
alergic cauzat de problemele cu
raspunsul celular T predominant
Th2. Astmul este o inflamatie
a cailor respiratorii care poate
ingusta tractul respirator,
provocand scurtarea respiratiei si
tusea. Aceasta poate evolua intr-o
stare inflamatorie grava care poate
fi fatald (47). Prevalenta astmului
creste pe plan mondial si este,
de asemenea, strans asociata cu
anxietatea si depresia cauzate de
stres (48).

Utilizarea ginsengului in
prevenirea afectiunilor
induse de stres

Bazandu-se pe asocierea
dintre ginseng si diferitele boli
cauzate de stres, in prezent se
desfasoara mai multe studii privind
citokinele si receptorii implicati
in aceasta activitate. Tratamentul
anxietatii si al depresiei cauzate de
stres ar putea reduce prevalenta
bolilor inflamatorii. Astfel, trebuie

studiate  efectele  ginsengului
asupra anxietatii si depresiei
asociate cu stadiul initial al

inflamatiei cronice.

Pacientii cu anxietate si
depresie pot dezvolta o varietate
de afectiuni. Acest lucru se
datoreaza faptului ca anxietatea si
depresia pot stimula raspunsurile
inflamatorii. Tn  primul rand,
citokinele proinflamatorii, cum ar
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fi IL-1, IL-6, interferonul-y si TNF-a
joaca un rol. Tn al doilea rand, pot
aparea stresul oxidativ si stresul
nitrosativ  datorita  nivelurilor
crescute de specii reactive de
oxigen si ale speciilor reactive
de azot. Ca urmare, anxietatea si
depresia pot predispune pacientii
la dezvoltarea cancerelor, a
afectiunilor neurodegenerative si
a bolilor inflamatorii(49).

in plus fatd de apéararea
impotriva  cresterii  citokinelor
proinflamatoriiinduse de anxietate
si depresie, ginsengul poate
apara eficient Tmpotriva stresului
oxidativ sau nitrosativ(50). Desi
nu este ncd testata pe deplin
clinic, ginsengul suprima in mod
eficient inflamatia cronica cauzata
de anxietatea si depresia induse
de stres si, prin urmare, poate
contribui la prevenirea afectiunilor
secundare. Cand ginsenozidele
sunt ingerate, apar o serie de
efecte biologice. Acestea includ
prevenirea leziunilor tisulare,
precum si efectele de regenerare
si reparatii celulare.

Concluzii

Desi tratamentele
medicamentoase existente sunt
adesea  eficiente, expunerea
continua la medicamente poate
provoca uneori dependentd sau
efecte secundare nedorite. In
plus, imbatranirea  populatiei
creste susceptibilitatea la boli
infectioase din cauza functiei
sistemului imunitar atenuat. Prin
urmare, sunt necesare noi metode
de tratament. Studiile viitoare
ar trebui sa ia Tn considerare
investigarea  alternativelor la
medicamentele conventionale,
cum ar fi plantele medicinale.
Acestea au fost utilizate de mai
mult de o mie de ani si, Tn general,
prezintd un risc scazut de efecte

secundare negative. Ginsengul
ofera o abordare potentiald
pentru recastigarea homeostaziei
dupa modificari fiziologice



anormale cauzate de stresul vietii
cotidiene. Eficacitatea acestui
preparat a fost demonstrata in
diferite experimente efectuate
utilizand celule umane si modele
animale. O intelegere mai clara a
mecanismelor care stau la baza
efectelor  ginsengului  asupra
sistemelor citokinice umane /
sistemelor metabolice umane si
asupra modificarilor hormonale
induse de stres ar putea facilita
dezvoltarea unei game largi de
tratamente pentru pacientii cu
boli psihologice si fizice.
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ANXIETY AND HYPOTHALAMIC-PITUITARY-ADRENAL AXIS
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Introduction

In order to survive, all
organisms must manage the
physical and psychological

effects of a variety of stressful
situations. Stress is a required
response to maintain the in vivo
homoeostasis when exposed to
the environmental changes. When
we are subject to a certain stress
factor, changes occurin the human
body. This programmed response
is known as response to stress.
Stress can be divided in four types:
chronic eustress (little stress),
acute stress (optimal stress),
acute distress (too much stress)
and chronic stress (burnout effect
or exhaustion syndrome). When
stress exceeds a certain limit, it
leads to side effects on health. In
addition, chronic stress can cause
depression and / or anxietyl.
Ginseng is traditionally used
as medicinal plant in Kprea, Japan,
China and United States2,3. The
reason for such well and long
established use is that ginseng
contains  natural  antioxidant
compounds. Ginsenosids extracted
from the ginseng roots, leaves,
stems and fruits have multiple
pharmacological effects. These
are subdivided into approximately
100 different categories4. In many
studies, ginsenosids are shown
to be an efficient treatment for
organ injuries and cell apoptosis,
as well as for immunologic
and metabolic diseases5,6,7.
In addition, these active
pharmacological constituents
proved to support neurogenesis,
synaptogenesis, neuronal growth
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and  neurotransmission, thus
contributing to the protection of
the central nervous system against
unseen events; ginseng is also
said to be excellent for memory
improvement8,9.

As strong natural antioxidant,
ginseng  efficiently modulates
apoptosis byreducingthe excessive
inflammatory response in acute
or chronic inflammation10.
Abnormal apoptosis can entail
the functional damage of organs.
The human body contains
different types of proteins and
their interactions maintain the
balance of mechanisms involved
in proliferation, differentiation
and apoptosis.  When this
homoeostasis is disturbed, the
immune system can be affected
and several fatal diseases can
occurll,12.

Multiple studies carried out
over the last decade showed that
ginseng has a series of positive
effects on the human body,
however a systematic view on
the efficacy of ginseng in the
treatment of stress in vivo is not
available.

Ginseng and stress

Ginseng is used as adaptogen
for the treatment of diseases,
considered both tonic and
rejuvenation agent. In modern
societies, we rarely depend
on the plant based remedies
as sole treatment for critical
and potentially lethal diseases.
However, due to an excessive
brain activity, overstress and life
conditions in the social group,

modern life entails a constant
exposure to stress. Moreover, the
stress level can be coped with in
time because of the repetitive
nature of some activities; this
can trigger negative biological
stress reactions. When subject
to certain types of stress, the
human body releases hormones
and inflammatory  cytokines
and chronic stress can promote
anxiety, depression and even
panic disorders, in severe cases.
Therefore, adaptation agents
are often used to cope with
daily stress and / or work stress.
Ginseng features a high regulation
of stress, compared to other
adaptogen substances13. Such
efficacy as anti-stress agent was
demonstrated by using behaviour
conditioned stress tests, such as
swimming and immobilisation
tests. In vivo studies also showed
that ginseng has excellent anti-
stress effects compared to
appropriate control groups14,15.

Stress hormones

Hormones act as chemical
messengers and are vital
regulators of bio-rhythms, such
as physical growth, appetite,
blood pressure, emotion, sexual
function, body temperature,
sleeping and hydration. When the
human body is subject to changes,
various glands release hormones
into the blood. Hormones then
bind to specific receivers in the
target organ cells to regulate the
particular biological mechanisms.
When subject to stress, cortisol,
a stress hormone, is released
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to fight stress and maintain
homoeostasis. However,
prolonged release of cortisol
results in immunosupression.
Cortisol is released and regulated
by a major hormonal centre, the
hypothalamic-pituitary-adrenal
axis (HPA), regulated by the
sympathetic nervous system16.

HPA plays an essential role in
the regulation of most endocrine
hormones associated to the central
nervous system. External stimuli
can trigger the release of the
corticotropin releasing hormone
(CRH) and arginine-vasopressin
from the hypothalamus, the
starting point of the HPA axis.
These hormones then act as
main factors of the HPA axis and
pituitary gland functionality. CRH
is the main means regulating the
adrenocorticotropic hormone.
Arginine-vasopressin  then acts
on the pituitary gland after the
CRH receivers are desensitised.
The adrenocorticotropic hormone
(ACTH) then stimulates the
adrenal cortex, triggering the
release of cortisol (in humans)
and of corticosterone (in humans,
mice and rats)16,17.

Cortisol interacts with the
cytoplasmatic glucocorticoid
receiver. This hormone-receiver

complex travels to the nucleus and
regulates the expression of several
genes21.

This way, cortisol regulates
the expression levels of carrier
RNA and the expression of major
cytokines in various organs and
immune cells to fight the stress
effects or to regulate the action
of T lymphocytes in a series of
diseases.

Ginseng and HPA axis

When a person faces a
stressful environment, ginseng
can improve the response by
regulating the function of the
HPA axis22. Ginseng also has
applications beyond the daily use
in healthy persons. It represents

a potential treatment agent in
patients with HPA axis disorders
associated with cortisol hyper-
secretion, including depression,
asthma, hyper-blood pressure and
post-traumatic stress disorder23.
Identifying the mechanisms at the
basis of these ginseng effects can
have the potential of giving new
approaches to prevent different
diseases. Therefore, additional
research is needed to investigate
the manner in which ginseng
modulates hormone release.

Ginseng in depression

and anxiety
Depression is a severe psychic
disorder, without apparent
physical symptoms. However,

physical disturbances may occur
when depression evolves. About
10-30% of the patients with
depression fail to overcome
initial stages and, eventually,
are subject to extreme physical
effects; this includes suicide,
self inflicted injuries and drug
addiction, affecting the quality of
life. In addition, the prevalence

of depression is increasing, thus
representing a major clinical
challenge24.

Ginseng effectively

suppresses stress, a major cause
of depression. Such activity was
demonstrated by the depression
tests using animal models. Ginseng
showed similar level of efficacy as
the antidepressant available on
the market, Fluoxetine (Prozac)25.
In addition, depression can be
associated with memory loss.
This is because depression results
in the progressive damage of
nervous cells26. Such damage of
neuronal cells, associated with a
reduction in neurogenesis induced
by neuroinflammation can entail
the death of hypocampic cells27.
Ginseng is traditionally used
to protect the nervous system.
Ginseng is efficient in memory
improvement and in the direct
prevention of brain degenerative
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diseases, such as Alzheimer’s. The
neurprotecting effect of ginseng
can be useful in depression
prevention. Indirectly, improved
memory can improve anxiety.
Clinical studies showed that
memory loss was reduced in old
patients treated with anxiolytics.
These clinical studies can indicate
that ginseng has the potential to
improve anxiety28.

Research studies can use
self-testing using the depression,
anxiety and stress scale to
measure  anxiety, depression
and the levels of stress induced
by he environment, including
emotional and physical factors29.
Stress is closely related to psychic
disorders, such as depression
and anxiety. Thus, ginseng is a
potentially effective candidate
to improve stress and, therefore,
can improve the symptoms of
depression and anxiety.

Ginseng as treatment

Chronicstresscantriggersome
diseases because of the abnormal
immune responses and hormonal
disorders. However, regular
ingestion of ginseng has preventive
and therapeutic effects in several
human diseases, including heart
diseases, stroke, diabetes mellitus
(DM), rheumatoid arthritis (RA),
osteoporosis, erectile dysfunction
(ED) and allergic asthma. Such
diseases can be more common
in patients with depression and
anxiety compared to healthy
subjects30. This can reflect
a growth of depression and
anxiety in patients with a physical
disorder, due to the physical
pain or indicates that depression
and anxiety are factors entailing
secondary physical disorders.

1. Vascular diseases

Ginseng is an efficient
antioxidant improving the
vasomotorfunctionandpreventing
blood clots from forming. These
effects positively improve
the cardiovascular  health31.



Cardiovascular diseases (CVD)
have a higher mortality rate than
cancers worldwide and, in western
countries, CVD stand for more than
half of the deaths. CVD are, also,
closely related to stress. Research
carried out along several decades
showed that long working hours,
noise and poorer environments
proportionally  increased the
occurrence of CVD32. Ginseng
thus reduces stress and can help
preventing CVD. In animal models,
ginseng reduced the levels of
oxygen reactive species in the
myocardial tissue and improved
blood circulation, contributing
to the cardiac function being
maintained33.

Vascular abnormalities can
also affect the nervous system.
Changes occurring in the blood
supply of the brain can cause the
brain tissue necrosis. High blood
pressure and  atherosclerosis
increase the risk of stroke34.
Ginseng suppresses the oxidative
effectinduced by ischemia, a major
driver of tissue damage caused
by stroke. By regulating the brain
cell necrosis and by producing
pro-inflammatory  factors, it
contributes to the prevention of
brain vital inflammation35.

2. Osteoporosis

By feed/back regulation
of HPA axis, ginseng influences
the hormonal system. Amongst
the hormones so regulated,
oestrogens are included, sexual
hormones acting as antagonist
in the brain, bones and heart.
Effects of oestrogens reduce
the risk of CVD occurrence, also
stroke and osteoporosis33. It was
also demonstrated that ginseng
stimulates the oestrogen receiver
in a wide range of in vitro cells,
indicating that it can increase the
tissue effects of this hormone36.
The phenomenon is seen in the
bonetissue.Inwomenintheir post-
menopause, if there is a sudden
drop in the level of oestrogens,
the possibility of osteoporosis

is proportionally increased. The
bone tissue in patients with
osteoporosis can easily fracture
due to a low bone density. This
relates to the amount of oestrogen
supplied to osteoclasts. Oestrogen
reversely regulates the expression
of interleukine-6 (IL-6), a pro-
inflammatory cytokine. Chronic
growth in the IL-6 level determines
osteoporosis and similar growths
can also be seen in patients with
depression or sleep disorders or
in those subject to stress due to
unhealthy food habits37.

Ginseng promotes
osteogenesis in the bone marrow
stromal cell. In addition, by

inhibiting the activator of the
bonder receiver, the nuclear factor
nuclear kappa-f and a series of
nuclear factors, enzymes, cells in
the immune system play a role
in differentiating the osteoclasts
and the bone resorbtion,
helping to prevent osteoporosis.
Nevertheless, additional research
is needed to clarify the exact
mechanisms at the basis of these
ginseng effects38.

3. Arthritis

Ginseng  contributes  to
the prevention of autoimmune
diseases by suppressing the
excessive  release  of  pro-
inflammatory cytokines
induced by persistent stress.
Therefore, ginseng is efficient
in RA prevention. TNF-a, a pro-
inflammatory cytokine, can cause
the early inflammation of joints
or can accelerate the infiltration
of inflammatory cells in the
joints. Chronic destruction and
disability of joints can develop in
RA. During this process, ginseng
can help prevent the autoimmune
process at the basis of RA by
inhibiting major pro-inflammatory
cytokines, TNF-a39.

4. Erectile dysfunction

In addition to the prevention
of diseases by regulating
homoeostasis of oestrogens in
women, ginseng is also, highly

effective in men. In modern
societies, approximately 50% of
the men between 40 and 70 years
of age experiment ED because
of ageing, smoking, obesity and
various other reasons; however,
the main cause of ED is anxiety40.

There are three methods to
treat ED: oral drugs, injectable
drugs and penis prosthesis.
Most patients currently use oral
treatment. Although the treatment
is available with Sildenafil, active
ingredient of Viagra, regular
phyto-therapies with plant based
medicines can be preferred by
some patients. Ginseng and other
plants demonstrated excellent
effects on the sexual function. The
effect of ginseng on ED was verified
by means of animal testing.
Moreover, these studies did not
discover side effects; therefore,
this approach can be much more
appropriate for patients preferring
safer treatments41,42.

5. Diabetes mellitus

Ginseng also affects metabolic
disorders by modulating the HPA
axis, the nucleus of the hormonal
regulation system. DM is one
of the most common metabolic
disorders in modern societies.
Stress can affect metabolism an
cause chronic hyper-glycaemia.
When an organism faces a stressful
situation, the autonomous
nervous system reacts responding
by ,fight or run”, including
energy mobilisation. Thus, the
response to stress entails some
variety of hormones increasing
the blood sugar concentration.
Some patients with DM show
increased resistance to insulin
and, therefore, a low response to
insulin. When stressful situations
occur and require energy, the
cells in the body of such patients
cannot use the blood sugar and,
in exchange, metabolise fat as
source of energy. The fat tissue
causes inflammation. Therefore,
such stress reactions can cause,
eventually, a fatal complication to
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patients with DM. The effect can
only be seen in patients with type
2 DM, representing 95% of the
total population of patients with
DM. As regards the correlation
between type 1 DM and stress,
results published in the literature
are more controversial43. Ginseng
is more efficient in patients with
type 2 DM than in those with type
1 DM. This is because type 2 DM is
associated to stress44. In addition,
ginseng regulates sugar and fat
metabolism and provides energy
to the body to control fat cells.
This helps control certain health
problems, such as obesity, which
can become a fundamental cause
of type 2 DM45.

6. Allergic asthma

Ginseng is, also,
in  regulating  the
immune response, due to its
effects on lymphocytes. First,
ginseng activates the path for
MAP kinasis by activating various
transcription factors, thus acting
as anti-inflammatory  agent.
Besides inhibiting the signal of
CD40 stimulating the interaction
between the antigen containing
cells and lymphocytes, ginseng can
exercise chronic anti-inflammatory
and anti-allergic effects46.
Therefore, ginseng is efficient in
the treatment of allergic asthma
cased by the problems with the
cellular response T predominant
Th2. Asthma is an inflammation
of airways that can narrow the
respiratory tract. It can evolve into
a severe inflammatory condition,
possibly fatald7. The incidence
of asthma is growing worldwide
and is also closely associated
with anxiety and stress related
depression48.

efficient
adaptive

Ginseng use in the prevention of
stress induced diseases
Several studies regarding
cytokines and receivers involved in
this activity are currently ongoing,
based on the association between
ginseng and various stress related

diseases. The treatment of anxiety
and depression caused by stress
can reduce the incidence of
inflammatory diseases. Thus,
the effects of ginseng on anxiety
and depression associated
with the initial stage of chronic
inflammation must be studied.

Patients with anxiety and
depression can develop a variety
of diseases. This is due to the fact
that anxiety and depression can
stimulate inflammatory responses.
First, pro-inflammatory cytokines,
such as IL-1, IL-6, interferon-y and
TNF-aplayarole.Second, oxidative
stress and nitrosative stress can
occur because of the high levels
of oxygen reactive species and
of the nitrogen reactive species.
Consequently, anxiety and
depression can subject patients
to the development of cancers,
neurodegenerative diseases and
inflammatory diseases49.

In addition to protection
against the increase of pro-
inflammatory cytokines induced
by anxiety and stress, ginseng
can efficiently fight oxidative or
nitrosative stress50. Although not
yet fully tested, ginseng efficiently
suppresses chronic inflammation
caused by stress induced anxiety
and depression and, consequently,
can contribute to the prevention
of secondary diseases. When
ginsenosids are ingested, a
series of biological effects occur.
These include the prevention of
tissue injuries, as well as the cell
regeneration and repair effects.

Conclusions

Although drug treatments
are often effective, continued
exposure to drugs can sometimes
cause addiction or undesired
side effects. In addition, the
ageing of population increases
the risk of infectious diseases
caused by a reduced immune
system. Consequently, new
treatment methods are necessary.
Future studies should consider
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alternatives  to
conventional drugs, such as
medicinal plants. These have
been used for more than a
thousand years and, in general,
have a low risk of side effects.
Ginseng provides a potential
approach to regain homoeostasis
after abnormal  physiological
changes caused by the every day
life stress. The efficacy of this
preparation was demonstrated
by various experiments carried
out using human cells and animal
models. A better understanding
of the mechanisms at the basis
of ginseng effects on the human
cytokine systems / human
metabolic systems and on the
stress induced hormonal changes
could enhance the development
of a wide range of treatments for
patients with psychological and
physical diseases.

investigating
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SUPLIMENTELE DE VITAMINA D NU SCAD RISCUL FRACTURILOR

Andreea Mihaela MIRITA, Ghiulcin NURLA

Vitamina D joaca un rol
important in dezvoltarea oaselor,

mentinerea integritatii osoase
si functionarea sistemului
neuromuscular. Deoarece

semnele si simptomele deficitului
de vitamina D sunt insidioase
si nespecifice, adesea raman
nediagnosticate si netratate. La
adulti, deficitul de vitamina D
este definit ca un nivel seric al
25-hidroxivitaminei D mai mic de
20 ng/ml, iar insuficienta ca un
nivel seric al 25-hidroxivitaminei
D de 20-30 ng/ml. Exista putine
surse alimentare de vitamina D, de
aceea este greu sa se mentina un
nivel adecvat al vitaminei D numai
din alimente. Pana nu demult s-a
crezut ca deficitul de vitamina D la
adulti apare numai la persoanele
varstnice institutionalizate, fnsa
date mai recente sugereaza
altceva. Un studiu facut in SUA a
concluzionat ca aproximativ 50%
dintre persoanele cu varsta peste
65 ani prezinta scaderea densitatii
minerale osoase si  diverse
afectiuni dentare din cauza unui
nivel scazut al vitaminei D (2).

in  absenta vitaminei D
activate, este alterat metabolismul
normal al osului, astfel incat numai
10% din calciu si 60% din fosfor
sunt absorbite. Tn consecinta,

oasele devin principala sursa
de calciu a organismului,
osteoclastele  dizolvand osul

pentru a creste nivelul calciului
seric. Toate acestea conduc la
osteomalacie,  osteopenie  si
osteoporoza. Administrarea
suplimentelor de vitamina D si
calciu persoanelor varstnice nu
scade riscul aparitiilor fracturilor
in comparatie cu semenii lor
care nu iau astfel de suplimente,
conform unui studiu publicat in
decemdrie 2017, in Journal of the
American Medical Association.
Oamenii de stiinta au analizat date
prelevate din 33 de studii clinice
realizate anterior cuprinzand fin
total peste 51.000 de subiecti
de 50 de ani sau peste aceasta
varsta care trdiau n comunitati,
nu in cdmine de batrani sau in alte
institutii de Tngrijire. Cercetatorii
au descoperit ca nu exista nicio
diferenta in ceea ce priveste riscul
de fracturd la persoanele care nu
urmau niciun tratament, care luau
un placebo sau care isi administrau
vitamina D si calciu, separat sau
in combinatii de suplimente.
Imbunatatirea stilului de viata,
suficient exercitiu fizic, plimbarea
in aer liber, expunerea la soare de
10-15 minute, in intervalul orar
10:00 - 15:00, de cateva ori pe
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saptamana, fara a utiliza protectie
solard, pare sa fie suficienta
pentru atingerea unui nivel optim
de vitamina D si ajustarea dietei
ar fi mult mai importante decat
administrarea acestor suplimente.
Alimente bogate in vitamina D
sunt: somonul contine 100% din
DZR de vitamina D/100g, tonul
contine 50% din DZR/100g,
macroul contine  100% din
DZR/100g, sardinele contin 40%
din DZR/100g, pastravul contine
100% din DZR/100g, Carnea rosie,
ficatul contin 5% din DZR/100g,
Un ou de gdind contine 10% din
DZR, Laptele contine 10% din
DZR/100ml, Ciupercile albe contin
1% din DZR de vitamina D/100g.
De asemenea, varstnicii Tisi
pot scadea riscul de fracturi prin
mentinerea uneigreutati corporale
normale sau prin exercitii pentru

imbunatatirea echilibrului si a
coordonadrii. Insa, persoanele
carora li  s-au  recomandat

suplimente nu trebuie sa inceteze
administrarea acestora fara sa
consulte mai intdi un doctor.
yInitierea de rutind a suplimentarii
cu calciu si/sau vitamina D la
femeile si barbatii in varsta pentru
prevenirea fracturilor nu ar trebui
incurajata.”



VITAMIN D SUPPLEMENTS DO NOT REDUCE THE RISK OF FRACTURES

Andreea Mihaela MIRITA, Ghiulcin NURLA

Vitamin D plays an important
role in the development of
bones, the preservation of the
bone integrity and operation of
neuromuscular system. Because
the signs and symptoms of
vitamin D deficit are insidious and
non-specific, they often remain
undiagnosed and untreated. In
adults, the deficit of vitamin D
is defined as a serum level of
25-hydroxyvitamin D below 20 ng/
ml, and insufficiency as a serum
level of 25-hydroxyvitamin D of
20-30 ng/ml. There are little food
sources of vitamin D and this is why
it is difficult to maintain a proper
level of vitamin D from food only.
Until recently, it was believed that
the deficit of vitamin D in adults
only occurs in institutionalised
elders, however recent data
suggests otherwise. A study
carried out in USA concluded that
approximately 50% of the persons
older than 65 show a reduction
in the bone mineral density and
various dental conditions because
of a low level of vitamin D (2).

In lack of activated vitamin D,
the normal bone metabolism is
altered, so that merely 10 of the
calcium and 0% of the phosphorus

are absorbed. Consequently,
bones become the main source of
calcium for the body, osteoclasts
dissolving the bone to increase the
serum calcium level. All these lead
to osteomalacia, osteopenia and
osteoporosis. The use of vitamin
D and calcium supplements in
elders does not reduce the risk of
fractures compared to elders who
do not use such supplements,
according to a study published in
December 2017, in the Journal of
the American Medical Association.
Scientists analysed data collected
from 33 clinical studied previously
performed, including a total of
51,000 thousand subjects of 50
or older living in communities,
not nursing homes or other care
facilities. Researchers discovered
that there was no difference, in
terms of the risk of fractures, in
persons undergoing no treatment,
placebo or those using vitamin
D and calcium, separately or in
combinations of supplements.
Improving life style, sufficient
exercise, walking in open spaces,
sun exposure for 10-15 minutes,
between 10.00a.m. and 3.00 p.m.,
a few times a week, without sun
screen, seem to suffice to achieve

a good level of vitamin D and the
diet adjustment would be more
than important than using such
supplements. Some food types
rich in vitamin D are: salmon,
containing 100% of the DRI of
vitamin D/100g, tuna containing
50% din DZR/100g, mackerel
containing 100% of the DRI/100g,
sardines containing 40% of the
DRI/100g, sprout containing 100%
of the DRI/100g, red meat, liver
containing 5% of the DRI/100g,
a chicken egg containing 10% of
the DRI, milk containing 10% of
the DRI/100ml, white mushrooms
containing 1% of the DRI of vitamin
D/100g.

Also, elders can reduce the
risk of fractures by maintaining
a normal body weight or by
exercises to improve balance and

coordination. However, persons
with the recommendation for
supplements must not stop

using such without first seeing
a doctor. ,The routine use of
supplements of calcium and / or
vitamin D in old women and men
to prevent fractures should not be
encouraged”.
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LACUL TECHIRGHIOL

Daniela Mariana Rosioru®, Elena-Valentina lonescu?, Elena-Roxana Almdsan?, Mariana Golumbeanu?®

v

nstitutul National de Cercetare Dezvoltare Marind “Grigore Antipa”, Constanta
2Sanatoriul Balnear si de Recuperare Techirghiol

Lacul Techirghiol face partedin
categoria lacurilor fluvio-marine.
Este situat la circa 18 km Sud de
municipiul Constanta si la 150 m
vest de Marea Neagra, de care este
separat printr-un cordon litoral a
carui energie de relief variaza intre
1,20 si 3 metri. in vecinitatea sa
se situeaza localitatile Techirghiol,
Eforie Nord, Eforie Sud si Tuzla,
avand ca unitate administrativa
mare judetul Constanta si unitate
administrativa locala orasul
Techirghiol.

Lacul Techirghiol este situat
la confluenta a trei vai (Urlichioi,
Techirghiol, Tuzla - depresiunea
lacustra), fiind alcdtuit din punct
de vedere geologic din calcare si
sarmatiene cretacice acoperite
pe alocuri de depozite cuaternare
pleistocene si holocene (marne,
calcare lacustre si loess).

Datorita tipului genetic al

Lacului Techirghiol — liman fluvio-

marin, bazinul de receptie al
acestuia este de 165 km2, bazinul
de alimentare din subteran avand
o suprafata de cca. 400 km?2.

Techirghiol este cel mai mare
lac salin din Romania si este
fmpartit in trei zone prin cele doua
diguri construite Tn 1980. Partea
estica este sarata (salinitate: 52-
55 %o), intre cele doua diguri lacul
este salmastru (salinitatea: 6-8
%o), iar partea vesticd contine ape
dulci (salinitate: 1-2,3 %o)

in  conditile  climatului
semiarid  (temperaturi  medii
anuale de 11,4°C, precipitatii

medii multianuale de 385,5mm
-maxime anuale de 684mm Iin
1939, minime de 203 mm 1n 1953,
o evaporatie mare 708 mm valoare
medie, cu valori maxime de 811 n
1994, si minime de 612 in 1933),
a avut loc o acumulare a sarurilor
minerale si s-a putut forma
namolul cu proprietati curative.
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Fig.1. Harta incadrdrii in teritoriu a Lacului Techirghiol
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Valoarea salinitatii determinata in
anul 2000 a fost de 55,03 g/, cu
o crestere lentd in 2003 - 61,83
g/l, inregistrand o noua scadere
semnificativa pana in 2005 - 53,78
g/l.

Cel mai important factor care
actioneaza asupra chimiei apelor
lacurilor saline este reprezentat de
irigarea necontrolata din zonele
vecine, realizata in perioadele
anterioare. Indulcirea acestor ape
are repercusiuni majore asupra
formarii namolului terapeutic.

Lacul Techirghiol intrd fin
categoria de arie protejata,
astfel ca: Tn anul 2000, este
desemnat ,Arie protejata”,

proprietate publica a statului,

din administrarea Ministerului
Sanatatii in administrarea
Ministerului Mediului si

Gospodaririi Apelor. Tn anul 2006,
este desemnat ,Zona umeda de
importanta internationald” si “Sit
Ramsar”, devenind al V-lea astfel
de sit din Romania.

Lacul Techirghiol este
cunoscut mai ales datoritd
avifaunei sale, aici fiind intalnite
specii rare in Romania, unele
periclitate pe plan mondial sau
european. Acest lac reprezinta
unul dintre principalele locuri de
iernare din Europa pentru gasca
cu gat rosu (Branta ruficollis). Tn
acelasi timp, din aceasta zona au
mai fost descrise peste 150 de
specii de pasari clocitoare sau

migratoare.
Datorita concentratiei ridicate
in saruri, in apa lacului pot

supravietui doar specii cu limite
largi de eurihalinitate. Flora algala
este reprezentata Tn principal prin



alga verde Cladophora vagabunda,
una dintre componentele
esentiale ale namolului sapropelic.
Alte specii de alge macrofite
prezente in lac sunt Cladophora
crystallina si Closterium acerosum.
Aceste alge alaturi de crustaceul
Artemia salina sunt principalele
organisme implicate in formarea
namolului sapropelic. Cel mai
important proces ecologic din
aceasta zona este peloidogeneza,

adica formarea namolului
sapropelic (ndamol format fin
ape statatoare din substante

organice aflate in putrefactie si
folosit in scopuri medicinale sau
ca Ingrasamant). Acesta este
un proces complex ce implica
numeroase specii de zooplancton,
respectiv  fitoplancton, dintre
care un rol important 1l au alga
verde filamentoasa Cladophora
vagabunda si, respectiv, crustaceul
filopod Artemia salina care
produce masa organica principala,
din descompunerea careia se
produce acest namol.

Datorita calitatilor balneo-
terapeutice deosebite ale
climatului, apei saline si namolului,
lacul reprezinta o bogatie nationala
inca din secolul al XIX-lea.

Sanatoriul Techirghiol este
in prezent operator de namol
sapropelic, care detine licenta de
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Fig. 2. Zonarea Lacului Techirghiol conform salinitatii

la Agentia Nationala pentru Resurse Minerale si vinde acest produs catre
alte unitati hoteliere. Namolul folosit Tn tratamente este returnat Thapoi
in lac. Namolul sapropelic de la Lacul Techirghiol este bijuteria statiunii.
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medalia de aur. Turismul balnear a cdpatat o dezvoltare deosebita in
ultimii ani, iar autoritatile locale, primaria Techirghiol a executat lucrari
de investitii In aceasta directie in perioada 2007-2013.
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LAKE TECHIRGHIOL
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Lake Techirghiol is part of the
category of fluvial-marine lakes.
It is located approximately 18 km
south from Constanta Municipality
and 150 m west from the Back Sea,
of which it is separated by a littoral
cord, the relief of which varies
between 1.20 and 3 metres. In its
vicinity, Techirghiol, Eforie Nord,
Eforie Sud and Tuzla localities
are found, included in the larger
administrative  unit Constanta
and the local administrative unit
Techirghiol.

Lake Techirghiol is located at
the confluence of three valleys
(Urlichioi, Techirghiol, Tuzla -
lacustrine depression), consisting,
in geological terms, of limes and
Cretaceous Sarmatian formations,
covered in patches by Pleistocene
and Holocene Quaternary deposits
(marls, lacustrine limes and loess).

Picture 1. Territorial site plan
of Lake Techirghiol

Given the genetic type of Lake
Techirghiol - fluvial-marine shore,
its receiving basin is of165 km2,
and the underground supply basin
has a surface of approximately 400
km2.

Lake Techirghiol is the largest
saline lake in Romania and is
divided into three area by the
two damns built in 1980. The
eastern side is salty (salinity: 52-
55 %o0), between the two damns is
brackish (salinity: 6-8 %o), and the
western side contains fresh water
(salinity: 1-2,3 %o)

Picture 2. Lake Techirghiol
zoning according to salinity

Under a semi-dry climate
(annual average temperatures
of 11.4°C, multi-annual average

rainfalls of 385.5mm - annual
maximum rainfalls of 684 mm in
1939, minimum of 203 mmin 1953,
high evaporation 708 mm average
value, with values between 811
in 1994, and a minimum of 612 in
1933), an accumulation of mineral
salts occurred and the mud with
curative properties could form.
The value of salinity measured
in 2000 was of 55.03 g/l, with a
slow growth in 2003 - 61.83 g/l,
recording a new significant drop
until 2005 - 53.78 g/I.

The most important factor
actingonthechemistryofthesaline
lake waters is the uncontrolled
irrigation from the neighbouring
areas, carried out in past times.
The sweetening of these water
has major consequences on the
formation of therapeutic mud.

Lake Techirghiol is included in
the category of protected areas,
so that: in 2000, the lake was
assigned as ,Protected area”, the
state public property, from the
administration of the Ministry of
Health under the administration
of the Ministry of Environment
and Water Management. In 2006,
it was assigned as ,Wet area of
international significance” and
,Ramsar site”, becoming the 5th
site of the kind in Romania. Lake
Techirghiol is especially known for
its wildlife, rare species in Romania
being seen here, some endangered
at worldwide or European level.
The lake represents one the main
winter places in Europe for the red
breasted goose (Branta ruficollis).
At the same time, more than 150
species of brooding and migrating
birds have been described in this
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are.

Given the high concentration
of salts, only species with high
euryhaline limits can survive in
the lake water. The algae are
represented mainly by the green
alga Cladophora vagabunda, one
of the eseential components
in the sapropelic mud. Other
macrophyte species of algae in
the lake are Cladophora crystallina
and Closterium acerosum.
These algae, together with the
crustacean Artemia salina are the
main organisms involved in the
formation of sapropelic mud. The
most important green process in
this area is peloidogenesis, i.e.
the formation of sapropelic mud
(a mud formed in still waters from
decomposing organic matters
and used for medical purposes
or as fertiliser). It is a complex
process involving many species
of  zooplankton, respectively
phytoplankton, of which the
filamentous alga Cladophora
vagabunda and, respectively the
phylopod crustacean Artemia
salina have a major role, producing
the main organic matter, from the
decomposition of which the mud
is produced.

Due to the special balnear-
therapeutic properties of the
climate, saline water and mud, the
lake has been a national wealth
since the 19th century.

Techirghiol Sanatorium s
currently an operator of sapropelic
mud, holding the licence from
the National Agency of Mineral
Resources and sells the product to
other leisure units. The mud used
in treatments is then returned to



the lake. Sapropelic mud in Lake Techirghiol is the  over the last years and local authorities, Techirghiol
resort jewellery. In 1924, at the Universal Exhibit  TownHall,carried out, during 2007-2013, investment
in Paris, the Techirghiol mud was awarded the gold  works for this purpose.

medal. Balnear tourism has taken great dimensions
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,ALICE IN TARA MINUNILOR"

Va invit la o reconectare
cu lumea povestilor si Ia
transpunerea lor in realitatea
noastra. Prin aceasta scriere

doresc sa fac conexiunea dintre
spatiul sanatoriului si povestea
“Alice in tara minunilor”.

Asa cum Alice a “cazut” intr-o
bucla temporala prin vis, oferindu-
si 0 pauza din ritmul plictisitor si
rutinier al realitatii, asa pacientul
care alege sa-si ia bilet catre
destinatia sdnatate fizica si
mentald face un pas si “cade” in
“bucla” numita Sanatoriul Balnear
si de Recuperare Techirghiol.

n povestea noastrd, pacientul
se regaseste in mai multe roluri,
initial pacientul intra ca Alice,
un observator ce se minuneaza
si se lasa cuprins de curiozitate
si entuziasm despre ceea ce
descopera in jurul sdu. In timp ce
exploreaza acest taram minunat,
pacientul ajunge sa se identifice
cu lepurele Alb si constientizeaza

Psih. Ana-Mdddlina Dogaeas

faptul ca experimenteaza in viata
cotidiana, de multe ori setat pe
modul automat, trairile acestuia.
Acesta este mereu grabit, agitat,
stresat, furios, frustrat, nervos,
mereu in alertd pentru a face
ceva sau a ajunge undeva, avand
permanent ceasul in “mana”.

Omul modern are deseori
telefonul, laptopul sau tableta
in mana si se regaseste intr-o
stare de agitatie, fiind bombardat
continuu de diversi factori nocivi
si de responsabilitati care nu mai
stie daca fi apartin sau doar i-au
fost transferate de catre altcineva,
macinat de griji si diferite afectiuni
care-i fac viata un calvar. Desi
are la indemand toate metodele
si instrumentele sa coboare din
caruselul rutinei zilnice, pe care
afirma cu tarie cd le cunoaste
foarte bine la nivel teoretic,
pacientul este orbit si nu gaseste
resursele personale si modalitatile
cu ajutorul carora sa puna pauze
caruselului pentru a prioritiza
nevoile personale.

in acel moment, cineva strigd
de pe margine si doreste sa se
urce in carusel. Da, ati ghicit, este
boala, care la inceput vine doar
cu cateva semnale, dar in ritmul
alert al rotatiei ea le accentueaza,
pana cand pacientul este fortat sa
Tncetineasca viteza si s inceapa sa
se preocupe de starea de sanatate.

Boala apare initial ca Regina
de Cupa, regina malefica, ce prin
implicarea ei in viata persoanei
vrea sa-i “reteze capul”, sa-i
,reteze” energia, productivitatea,
disponibilitatea de a socializa si sa
faca persoana sa se simta confuza
in legatura cu propriile emotii si




ganduri.

Astfel, pacientul nostru
decide sa-si dedice cateva portii
de sanatate. Pentru ca aceasta sa
se si intample, persoana in cauza
fncepe unintreg proces ce necesita
implicare, asumare, actiune,
decizie in ameliorarea problemelor
de sandtate. Mai exact, persoana
este nevoita sa se informeze, sa
se programeze, sa strabata un
drum, sa faca cunostinta cu echipa
provocatoare de ,minuni”, sa ia
parte la tratamentul corporal si
psihic, sa realizeze din nou ca el
insusi este o adevdrata minune
a naturii. Prin amploarea acestui
proces, pacientul devine disponibil
deaseluaingrijasideaseaxadoar
pe explorarea si Tmbunatatirea
starii sale de sanatate generala.
Aici pacientii Tnvata noi abilitati si
modalitati de aplicare in viata de
zi cu zi prin antrenarea acestora in
viata personala pentru mentinerea
echilibrului personal.

in acest context, unul din
rolurile mele capsihologinprocesul
de recuperare a pacientilor este
acela de a resemnifica definitia
starii de boala si de a-i da rangul
de Regina Inteleaptd, care ofera
sfaturi si cai de acces la un alt mod
de viata, un mod ce vine cu atentie,
intelegere si afectivitate fata de
corpul si mintea noastra. Pentru
ca pacientii sa vada intentiile
Reginei intelepte, e nevoie ca eu
sa creez puntea pe care sta asezat
sensul diverselor afectiuni si sa-I
traduc pacientului astfel incat sa-
si reactiveze contactul minte-corp.

Prin escapada 1in ,bula”
Sanatoriului  Balnear si de
Recuperare Techirghiol, pacientul

are sansa sa descopere cauzele si remediile afectiunilor, care deseori au
naturad psiho-somatica. Situatiile stresante de viata, dar si rutina pe care
e nevoit pacientul sa o confrunte pentru a supravietui si a se conforma
normelor sociale, il face pe acesta sa exprime un comportament de
Palarier Nebun, confruntdndu-se cu diverse obsesii, convulsii, fobii,
anxietate, depresie si alte achizitii ale scenei ,,ceaiul nebunilor”.

Pentru a nu ramane prizonierii obiceiurilor, intreaga echipa a
sanatoriului sustine pacientul atat in a constientiza sursa activatoare
de diverse afectiuni, dar si de a se restructura emotional, cognitiv si
comportamental, oferindu-i acestuia experiente continuatoare de
informatii, ingrijire si afectiune.



| invite you to reconnect
with the world of stories and to
translate them into our reality.
By this writing | want to make
the connection between the
sanatorium space and the story
,Alice in Wonderland”.

Just as Alice has ,fallen” into
a temporal loop through a dream,
giving her a break from the boring
and routine rhythm of reality, so
the patient who chooses to take his
ticket to the physical and mental
health goes one step and ,falls”
in the ,loop” called Techirghiol
Balnear and Recovery Sanatorium.

In our story, the patient finds
himself in several roles, initially
the patient enters as Alice, an
observer who marvels and leaves
curiosity and enthusiasm about
what he discovers around him.

While exploring this
wonderful realm, the patient
identifies himself with the White
Rabbit and is aware that he is
experiencing everyday life, often
set on the automatic mode, the
White Rabbit’s mood. He is always
rushed, agitated, stressed, angry,
frustrated, nervous, always on
the alert to do something or get
somewhere, having the clock in
his “hand”.

Modern man often has his
phone, laptop or tablet in his
hand and finds himself in a state
of agitation, being constantly
bombarded by various harmful
factors and responsibilities that
are no longer relevant to whether
they belong or have only been
transferred to him by someone
else, and various affections that
make a from his life an ordeal
one. Although he has all the tool
to come down from the routine

carousel, which he strongly states
he knows well at the theoretical
level, the patient is blinded and
finds no personal resources and
ways to break the carousel such
as to prioritize personal needs. At
that moment somebody shouts
from the edge and wants to climb
into the carousel. Yes, you have
guessed, it’s the disease, which at
first comes with just a few signals,
but in the rhythm of rotating it
emphasizes them until the patient
is forced to slow down and begin
to worry about health.

The disease originally appears
as the Queen of the Cup, the
evil queen, who through her
involvement in the person’s life
wants to say: ,,down with his head”,
cutting his energy, productivity,
readiness to socialize and make
the person feel confused with his
own emotions and thoughts.

Thus, our patient decides to
dedicate himself some portions
of health. For this to happen, the
person in question begins a whole
process that requires engagement,
commitment, action, decision
to improve health problems.
Specifically,the person has to
inform, schedule, travel a way, gets
toknowthe ,wonders” provocative
team from sanatorium, take part
in body and mind treatment,
realize again that he is a real the
wonder of nature. By the extent of
this process, the patient becomes
available to take care and focus
only on exploring and improving
his / her overall health. By the
extent of this process, the patient
becomes available to take care
and focus only on exploring and
improving his / her overall health.
Here patients learn new abilities

“ALIGE IN WONDERLAND"

Psih. Ana-Madalina Dogaeas

and ways of applying in daily life
by training them in their personal
lives to maintain  personal
equilibrium.

In this context, one of my
roles as a psychologist in patients
recovering proces is to resign the
definition of the disease state,
and to give it the rank of Wise
Queen who offers advice and
ways of access to another way of
life, a way that comes carefully,
understanding and  affection
towards our body and mind. In
order that patients to see the
intentions of the Wise Queen,
my job is to create the deck that
places the meaning of the various
affections and to translate it to
the patient so as to reactivate his
mind-body contact.

By escaping in the ,bubble”
called Techirghiol Balnear and
Recovery Sanatorium, the patient
has the chance to discover the
causes and remedies of affections,
which often have psychosomatic
nature. The stressful situations of
life, but alsothe routine the patient
has to deal with in order to survive
and comply with social norms,
make him express a “Mad Hatter”
behaviour, confronting  with
various obsessions, compulsions,
phobias, anxiety, depression and
other acquisitions of the , mead
people tea” scene.

In order not to remain
prisoners of the habits, the whole
sanatorium team supports the
patient both to become aware of
the source of various diseases,
but also to reshape emotionally,
cognitively and behaviour pattern,
giving him an experiences fool of
information, care and affection.
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