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2019 VA FI ANUL REVIRIMENTELOR IN BALNEOLOGIA MARITIMA ROMANEASCA

1l 13s3m In urmé pe
2018 culegandu-i
roadele. A fost un
an in care numarul
pacientilor a

crescut semnificativ, umpland la

capacitate maxima sanatoriul si in
lunile de extrasezon.
Afostunanplindeevenimente
stiintifice cu participare nationala
si internationald pe care le-
am organizat, promovand
colaborarea profesionala,
impartasind rezultatele stiintifice

din balneologie,  Tncurajand
cunoasterea  si sustinerea
reciproca.

Am fost apreciati si stimulati
prin diverse premii si mentiuni
oferite de organizatiide specialitate
din tara si strainatate: Diploma
de ambasador al balneologiei
romanesti, Trofeul balnear
“Nava-amiral a balneologiei din

Romania”, “Premiul Ana Aslan
pentru performantainrecuperarea
medicala si balneologie”.

Din toamna 2018 sanatoriul
detine marca finregistrata OSIM
“Namol sapropelic de Techirghiol”
si este unic furnizor al acestuia.

Tot din 2018 am devenit
partener in cadrul Programului
Operational Capital Uman
“FORTIN”, pentru un numar de
1100 de pacienti prin atragerea de
fonduri externe nerambursabile.

Folosind factori naturali de
tratament, apa si namolul de
Techirghiol, sanatoriul nostru

asigura ngrijiri medicale curative
si  recuperatorii Tn  principal
pentru afectiunile osteoarticulare,
afectiuni care prin prevalenta
constituie o problema de sanatate
publica atat pentru Romania, cat si
pentru tarile dezvoltate din punct
de vedere economic.

Drd. Elena Roxana ALMASAN

Astazi, la Techirghiol se imbina
cu succes traditia de 120 de ani de
balneologie maritima romaneasca
cu inovatia, devenind in ultimii ani
o importanta baza clinica bazata pe
cercetare, dotata cu tehnologii de
varf in domeniu, inclusiv robotica
medicala de recuperare.

Am fost artizanii unor
proiecte investitionale care au
castigat adeziunea autoritatilor
si astfel anul 2019 se anunta un
intins santier, din mers, pentru
cresterea capacitatilor la sectia de
copii, modernizarea si dezvoltarea

celorlalte sectii. Planificarea
pacientilor este asigurata pentru
intregul an.

Am castigat un al doilea
mandat managerial la Sanatoriul
Balnear si de Recuperare
Techirghiol printr-un concurs care
apusinvaloare noul proiect pentru
perioada urmdtoare. Este vorba

EDITORIAL [
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de proiectul privind reparatiile
capitale, cladiri si reconfigurarea
functiunilor, extindere si dotari
cu echipamente la sectia de
recuperare  neuro-psihomotorie
copii prin atragerea de fonduri
externe nerambursabile.

Tindnd cont de faptul ca
sanatoriul este o institutie sanitara
de recuperare a sanatatii, care
practica turism balnear, vom aplica
un management participativ, de
calitate, in paradigma europeana,
iar obiectivele noastre pe 2019 au
invedere cu prioritate optimizarea
activitatii economico — financiare,
cresterea calitatii si diversificarii
serviciilor medicale, confortul
pacientilor si  Tmbunatatirea
conditiilor de munca a angajatilor.

in  acest an, Ministerul
Turismului va definitiva Legea
Turismului, actul normativ prin

care vor fi stabilite liniile directoare
de functionare a serviciilor in
domeniul turismului, o lege care va
avea ca principal scop promovarea
Romaniei ca destinatie turistica
si cresterea numarului de turisti
autohtoni si strdini.

Turismul de sanatate, balnear,
va ocupa un locimportantin cadrul
Strategiei nationale de turism. Tn
acest fel va fi inclus si Sanatoriul
Balnear si de  Recuperare
Techirghiol in circuitul agentiilor de
turism (conform Masterplanului
si Planului de actiune pentru
dezvoltarea turismului balnear
in Romania, turismul balnear va

avea la dispozitie si Fondurile
Structurale si  de Investitii
Europene prin  Programele

Operationale Nationale).

Este imperios necesard insa
si lansarea planului european de
management al lacului Techirghiol,
desemnat ca ,Arie protejata”,
,Zona umeda de importanta
internationald”, parte integranta a
retelei ecologice europene Natura
2000. Lacul Techirghiol trebuie sa
aiba un plan viabil de management
ca instrument de lucru absolut
necesar administrarii Tn bune
conditii a Ariei Naturale Protejate.
lar viitorul plan de management
trebuie sa armonizeze corect
si complet strategiile tuturor
stakeholderilor din zonda si sa

duca la o dezvoltare durabila a
activitatilor in aria protejata.

Sanatoriul Balnear si de
Recuperare Techirghiol se afla intr-
un vizibil reviriment economic,
social si de imagine. Numarul tot
mai mare de pacienti din tara
si strainatate, prezenta unor
angajati ai sanatoriului in asociatii
si fundatii profesionale cu impact
international,  participarea la
targuri turistice, implicarea 1in
organizarea unor mari evenimente
stiintifice de notorietate, ne
motiveaza sa continuam strategiile
pentru excelentd manageriald de
panda acum si sa ne atingem cu
perseverenta obiectivele propuse.

Asa cum am precizat si cu
alte prilejuri, viziunea noastra
manageriala este aceea de a
deveni Tn anii urmatori un centru
de excelenta in sanatate publica
si management balnear, la nivel
national.

Sa ne dorim ca Tmpreuna
sa facem din 2019 un an al
performantelor si excelentei!
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2019, YEAR OF SUDDEN CHANGES IN THE ROMANIAN MARITIME BALNEOLOGY

We left 2018
behind, harvesting
its results. It
was a year of a

significantly increased number
of patients, with the maximum
capacity completed in the extra-
season months also.

It was a year filled with
scientific events with national
and international participation
we organised by promoting
professional collaboration,
sharing scientific results in the
field of balneology, encouraging
knowledge and mutual support.

We were appreciated and
stimulated by various awards and
mentions awarded by specialised
organisations in the country and
abroad: Diploma as Ambassador
of the Romanian Balneology, the
Balnear Trophy , Admiral Ship of
the Romanian Balneology”, ,Ana
Aslan Award for performance in
medical recovery and balneology”.

Starting with the fall of 2018,
the Sanatorium hold the OSIM
trade mark ,Techirghiol sapropelic
mud” and is the sole supplier.

Alsofrom 2018, we are partner
in the Operational Programme
Human Capital “FORTIN”, for 1100
patients upn attracting external
non-reimbursable funds.

Using natural treatment
factors, the water and mud at
Techirghiol, our  sanatorium
provides treatment and recovery

medical care mainly for disorders
representing, by their incidence,
a matter of public health both for
Romania and for economically
developed countries.

Today, Techirghiol successfully
combines the tradition of 120 years
of Romanian maritime balneology
with innovation, hence becoming,
over the last years, a major clinical
resort based on research, fitted
with state-of-the-art technologies
in the matter, including medical
recovery robotics.

We are the pioneers of
investment projects earning the
adhesion of authorities and, thus,
2019 announces to be a vast
construction site, on the fly, to
increase children section capacity,
and to modernise and extend
other departments. The patients’
planning is ensures for the entire
year.

| have earned a second
management mandate at
Techirghiol Balnear and Recovery
Sanatorium upon a contest
outlining the new project for
the period to come. It is the
project funded by the National
Investment Company for capital
repairs, buildings and function
reconfiguration, extension and
fitting with equipments of the
departmentofneuro-psychomotor
recovery for children, by attracting
external non-reimbursable funds.

Given that the sanatorium

Drd. Elena Roxana ALMASAN

is a medical institution of health
recovery practising balnear
tourism, we shall enforce a
participative, quality management,
aligned to the European model,
and our objectives for 2019
concern mainly the improvement
of the economic-financial activity,
the increase of quality and the
diversification of medical services,
the patients’ comfort and the
improvement of  employees’
labour conditions.

This year, the Ministry of
Tourism shall finalise the Law of
Tourism, the normative document
setting the guidelines for the
service operation in tourism, a
law mainly intended to promote
Romania as touring destination

and to increase the number
of local and foreign tourists.
Health, balnear tourism, shall

take a major place within the
national tourism strategy. Hence,
Techirghiol Balnear and Recovery
Sanatorium shall be included in
the circuit of travel companies
(according to the Master plan
and to the Action Plan for the
development of balnear tourism
in Romania, balnear tourism shall
be made available also European
Structural and Investment Funds
by means of National Operational

Programmes).

It is absolutely mandatory,
however, in the European
Management Plan for Lake
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Techirghiol, appointed , Protected
area”, ,Wet area of international
importance”, integral part of the
European Green Network Natura
2000. Lake Techirghiol must benefit
of a viable management plan as
working tool absolutely required
to finely manage the Natural
Protected Area. And the new
management plan must correctly
and completely harmonise the
strategies of all stakeholders in
the area and lead to a sustainable

ool

growth of the activities in the
protected area.

Techirghiol  Balnear and
Recovery Sanatorium is facing
a visible economic, social and
image change. The ever higher
number of patients in the country
and from abroad, the presence
of employees of the sanatorium
in professional associations and

motivate us to continue the
strategies for management
excellence and insistently reach
the objectives proposed.

Our management vision is
to become, in the years to come,
a centre of excellence in public
health and balnear management
at national level.

Let’s together make 2019

foundations of international a year of performance and
impact, the involvement in large excellence!
well known scientific events
T— - - L]
-
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n COMUNICAT DE PRESA

"NOI ALGORITMI PENTRU SANATATE, DEZVOLTARE DURABILA $I TURISM”

Acesta este titlul celui de-
al 71-lea Congres FEMTEC, in
fata caruia se afla o Europa in
dificultate din punct de vedere al
balneoterapiei sub aspect medical,
in timp ce Ucraina, Rusia, si China
isi relanseaza centrele balneare.

in epoca revolutiei digitale,
noi provocari pentru renasterea
imaginii si a continutului
balneoterapiei/hidroterapiei au
fost discutate la aceasta conferinta
care s-a desfiasurat la Batumi
(Georgia), "Perla Marii Negre”

Protocoalele de fingrijire
si tratament, pe baza datelor
stiintifice si a sigurantei,

utilizarea tehnicilor avansate de
diagnostic digital si de reabilitare,
identificarea noilor modalitati de
managementpublicsiprivat pentru
statiunile balneare, includerea
balneoterapiei/hidroterapiei  n
sistemele nationale de sanatate,
renovarea facilitatilor si instruirea
personalului Tn lumina noilor
nevoi si a schimbarilor socio-
economice n curs de desfasurare
in intreaga lume - acestea sunt
cateva din problemele principale
pe care mai mult de doua sute de
experti din douazeci si trei de tari
le-au discutat si asupra carora au
convenit Tn timpul celui de-al 71-
lea Congres al FEMTEC, Federatia
Mondiala de Balneoterapie si
Climatoterapie care este in relatie
oficiald/acreditata oficial cu/de
Organizatia Mondiala a Sanatatii.
Imnul federatiei (FEMTEC),
,Ubi thermae ibi salus”, a fost
interpretat pentru prima data la

Teatrul de opera Batumi. Versurile
sale includ teme din opera poetilor
latini (Cicero, Plinius si Batran,
Martial). Muzica pentru pian si
sopranad a fost compusa de Livio
Bressan, muzician si neurolog.

in  cadrul evenimentului,
participantii au plantat o magnolie
pe Bulevardul Batumi, o traditie
FEMTEC, sa planteze un copac
specific tdrii, ca o amintire a
prezentei sale si ca un semn
de colaborare si solidaritate
cu pamantul care a gazduit
evenimentul .

Multumiri speciale au fost
adresate Comitetului Georgian de
Organizare a Congresului condus
de Prof. R. Surmanidze, impreuna
cu Prof. G. Gigineishvili si Prof. T.
Zoidze, de catre toti participantii,
pentru organizarea excelenta,
sprijinul, cooperarea si pentru
agenda culturald si profesionala,
interesante si care au completat
Congresul, Idasand o amintire si o
impresie excelente despre Georgia
si Adjaria.

Adunarea Generala FEMTEC

Presedintele a prezentat
raportul activitatilor din ultimii
patru ani si a citit mesajele de la
I. Fluck (Ungaria, presedintele
onorific al FEMTEC), P. Cantista
(Spania, presedintele  ISMH),
I. Ponitowska si J. Choinowsky
(Polonia, Presedinte al Societatii
de balneologie) si T. Dubois
(Franta, presedintele CNETh).

Adunarea Generala a FEMTEC
a confirmat in unanimitate

Milano, 5 hoiembrie 2018

consiliului de conducere aflat
in exercitiu si pe Prof. Umberto
Solimene in functia de Presedinte
pentru fncd un mandat - 2019-
2022 (www.femteconline.org ).

Cereriledeaderarelafederatie
ale Vietnamului si Australiei au
fost primite cu bucurie si aprobate
de Adunarea Generala :

Au fost primite si aprobate de
asemenea, cererile de a organiza
congrese FEMTEC din partea
Greciei, Chinei, Australiei, Belgiei
si Vietnamului.

Ziua Mondiala a
Balneoterapiei si Cursul de
E-Learning pentru Balneologie.

La Tincheierea congresului,
in contextul activitatilor
internationale de afirmare a
balneologiei, a fost lansata ,Ziua
Mondiala a  Balneoterapiei”,
,WORLD THERMAE DAY”. Ea va fi
celebrata de cele douazeci si opt
tari membre FEMTEC pe 21 Aprilie
(tncepand cu anul 2019) care
este data fondarii Romei, “mama
tuturor termelor”, si in colaborare
cu Ziua Mondiala a Apei (World
Water Day) care se celebreaza pe
21 Martie.

Cu ocazia Zilei Mondiale a
Balneoterapiei, FEMTEC va lansa
Cursul International de E-Learning
,Introducere in medicina
balneara”, disponibil in mai multe
limbi (italiana, englezd, rus3,
chinezd) si o expozitie dedicata
rolului hidroterapiei in istoria
civilizatiilor.

SANATORIUL DIN TECHIRGHIOL ESTE MEMBRU AL FEDERATIEI INTERNATIONALE DE HIDROTERAPIE $I CLIMATOTERAPIE,
AL FORUMULUI INTERNATIONAL PENTRU TURISMUL DE SANATATE, AL ASOCIATIEI ORASELOR ISTORICE TERMALE
EUROPENE, AL SOCIETATII INTERNATIONALE DE HIDROLOGIE MEDICALA, IAR TN ACEST MOMENT ECHIPA SANATORIULUI
ADEREAZA LA ASOCIATIA BALCANICA DE MEDIU
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,BESTINVEST ROMANIA HEALTHCARE FORUM”
NEW YORK, SUA, 05 - 08 NOIEMBRIE 2018

Tn perioada 5 - 8 noiembrie

2018, delegatia  Sanatoriului
Balnear si de  Recuperare
Techirghiol a  participat la
evenimentul BESTINVEST

ROMANIA HEALTHCARE FORUM,

desfasurat in New York, SUA.
Institutia a fost reprezentata

Almasan,

de Elena-Roxana

managerul sanatoriului.
Evenimentulafostorganizatde

catre Consiliul de Afaceri Romano-

American, Tn parteneriat si sub

fnaltul patronaj al Ministerului
Sanatatii din Romania.
Obiectivul principal al

evenimentului a fost acela de a
face cunoscute cele mai recente

Techirghiol | decembrie 2018

tendinte si inovatii in asistenta
medicald, investitia in domeniul
de sanatate al Romaniei, programe
de schimb medical intre Romania
si Statele Unite, de a se stabili
parteneriate cu institutii de profil
din cele doua tari.

Scopul participarii delegatiei
Sanatoriului  Balnear si de
Recuperare Techirghiol a fost de
a obtine informatii referitoare
la inovatiile din  medicina
ocupationala americana,
extinderearetelei de telemedicina,
proiectarea unui model de
spital american pentru medicina
internationald Tn Romania, diverse
alte initiative globale Tn domeniul
sanatatii ocupationale.

Participarea la aceasta
conferintd a presupus informarea
despre metodele de avangarda
si tehnicile moderne de tratare a
pacientilor in SUA. n acelasi timp,
partenerii americani au putut afla
despre standardele balneologiei
romanesti, si in special despre
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terapiile naturiste cu apa si
namolul de Techirghiol, investitiile
pe care Ministerul Sanatatii din
Romania le face in acest sector.
Temele de mare interes pentru
delegatiaSBRTaufost:”Construirea
unui model spitalicesc american

pentru medicina internationala
in  Romania”, ”Telemedicina”,
"Investitii n sistemul de sanatate
din Romaénia”, ”“Programe de
schimb medical intre Romania
si Statele Unite”, ”Medicina
preventiva in Romania”, “Medicina

~

de Reabilitare in
"Initiative globale
ocupationala”.

Aufostefectuatevizitedelucru
la Universitatea Johns Hopkins din
Baltimore, spitalul Johns Hopkins
International MEDICINE, spitalul
Mount Sinai Lenox Health, un
nou centru al Nortwell Health
Orthopaedic Institute, Kennedy
Krieger Institute, Weill Cornell
Medical, identificAndu-se astfel
puncte comune, stabilindu-se
contacte in vederea unor viitoare
asocieri, schimburi de experienta
atat din punct de vedere medical,
cat si managerial.

Aceasta vizita de documentare
in SUA a constituit pentru SBRT un
reper important de cunoastere,
dar si de promovare, de evaluare
a potentialului existent, de
management al comunicarii si
informatiei, de stabilire a unor
perspective de colaborare si
parteneriate benefice in procesul
recuperarii  si  tratamentelor
naturiste.

Romaénia”,
in  medicina

,BESTINVEST ROMANIA HEALTHCARE FORUM”
NEW YORK, USA, 05 - 08 NOVEMBER 2018

During the period 5 - 8
November 2018, the delegation
from Techirghiol Balnear and
Recovery Sanatorium attended
the event BESTINVEST ROMANIA
HEALTHCARE FORUM, organised
in New York, USA. The facility was
represented by the sanatorium
manager, Elena-Roxana Almasan.

The event was organised by
the Romanian-American Business
Council, in partnership and under
the guidance of the Romanian
Ministry of Health.

The main objective of the
event was to publish the most
recent trends and innovations
in medical care, the Romanian

investments in health, medical
elxchange programmes between
Romania and the Unitd States

and to establish partnerships with
profile institutions in the two
countries.

The purpose of the delegation
from Techirghiol Balnear and
Recovery Sanatorium was to
collect information concerning
innovations in the American
occupational medicine, to extend
the network of tele-medicine,
to design a model of American
hospital for the international
medicine in Romania and various
other global initiatives in the
matter of occupational health.

The participation to this
conference entailed information
on the avant-garde methods
and modern techniques to
treat patients in USA. At the
same time, American partners
could learn about the standards
of the Romanian balneology,
especially the natural therapies
with Techirghiol water and mud,
the investments made by the
Romanian Ministry of Helath in
the matter.

The topics of high interest for
the delegation from SRBT were:
,Building an American hospital
model for the international
medicine in Romania”, ”“Tele-

Tec
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medicine”, "Investments in
the Romanian health system”,
”"Medical exchange programmes
between Romania and the United
States”, ”Preventive medicine
in  Romania”, ”Rehabilitation
medicine in Romania”, "“Global

initiative in occupational
medicine”.

Work visits were made
at Johns Hopkins University

MOS CRACIUN LA SANATORIU A
ASCULTAT POEZIILE COPIILOR
SI A IMPARTIT DARURI

r

in Baltimore, Johns Hopkins
International MEDICINE hospital,
Mount Sinai Lenox Health hospital,
a new centre of Nortwell Health
Orthopaedic Institute, Kennedy
Krieger Institute, Weill Cornell
Medical, therefore identifying
common issues, setting contacts
for future associations, exchanges
of experience, both medically and
in terms of management.

This documentation visit to
USA was, for SRBT, a major relay
of now--how and promotion, to
assess the existing potential, for
the management of

communication and
information, to set new
collaboration perspectives and

beneficial partnerships in the
process of recovery and natural
treatments.

AT THE SANITARIUM, SANTA CLAUS
LISTENED TO CHILDREN'S POETRY
AND OFFERED GIFTS




INFO

AL 41-LEA CONGRES NATIONAL DE REABILITARE MEDICALA
CU PARTICIPARE INTERNATIONALA— CLUJ NAPOCA, 2018

Sef Lucrdri Dr. Mddalina /I/escu Vicepresedinte SRRM
Facultatea de Medicind, UOC Constanta
SBR Techirghiol

SRRM (Societatea Romana de
Reabilitare Medicala), in calitate de
furnizor EMC, organizeaza in mod
constant manifestari  stiintifice de
prestigiu intre care se distinge Congresul
Anual de Reabilitare Medicala, la care
participd un numadr mare de medici
i : ¥ specialisti, primari si rezidenti de

N e P i ™ ? : Medicina Fizicd si de Reabilitare, alaturi

Congres National Anual ; de numerosi medici de alte specialitati

de Reabilitare Medicala si invitati de marca din strdinatate. In

cu participare |nternat|ona|é 2018 Congresul a fost organizat la Cluj-

24-27 octombrie 2018 Napoca si a Tnregistrat o cifra record de
i iR Grand H{j-t:l Napcca, C|I..Ij Napoca:_ participant - 744.

e -2 .| S _ Cu ocazia Congresului SRRM 2018
s-a desfasurat o sesiune comuna SRRM-
UEMS-PRM (Uniunea Europeanda a
Medicilor Specialisti de Medicina Fizica
si de Reabilitare) in cadrul careia a fost
semnat un memorandum de colaborare
intre domeniul Cochrane Rehabilitation
si SRRM.

http://www.rehabilitation.cochrane.org/

La congres au fost prezenti nu mai
putin de opt invitati straini, personalitati
de prim rang in reabilitarea medicala.

In program au fost cuprinse toate
temele mari ale reabilitarii medicale:
reabilitarea n afectiuni neurologice,
reabilitarea in afectiuni ale muschilor,
articulatiilor ~ si osului,  durerea,
reabilitarea Tn afectiuni respiratorii,
cardiovasculare sin cancer, balneologie,
metodologia reabilitarii medicale.

Din partea Sanatoriului Balnear si de
Recuperare Techirghiol au fost prezenti
SL dr lliescu Madalina, SL dr. lonescu
Elena Valentina, SL dr. Oprea Carmen,
As. Univ. dr. Oprea Doinita, drd.as. univ.
dr. Lupu Andreea sustindnd 2 rapoarte,
o prezentare orala si 4 postere.

In fiecare an Congresul SRRM se
remarca printr-o deosebita expozitie
de echipamente medicale specifice,
competitiva cu cele de la congresele
internationale de profil.
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THE 41ST NATIONAL CONGRESS OF MEDICAL REHABILITATION
WITH INTERNATIONAL PARTICIPATION — CLUJ NAPQCA, 2018

Head of works Dr. Mdddlina lliescu, Vice-president SRRM
Faculty of Medicine, “Ovidius” University in Constanta

SRRM (The Romanian Society
of Medical Rehabilitation),
as EMC supplier, constantly
organises prestigious scientific
events, amongst which the
Annual Congress of Medical
Rehabilitation stands out, with
the participation of a high number
of specialist and primary doctors,
interns from Physical Medicine
and Rehabilitation, together with
many doctors of other specialities,
and distinguished guests from
abroad. In 2018, the Congress
was organised in Cluj Napoca and
had a record participation - 744
participants.

During the SRRM Congress

UEMS-PRM (The European Union
of Specialist Doctors of Physical
Medicine and Rehabilitation),
within which a memorandum
was signed between the domain
Cochrane  Rehabilitation  and
SRRM.

Eight foreign guests attended
the event, first rank personalities
in medical rehabilitation.

The agenda included all large
topics of medical rehabilitation:
rehabilitation in  neurological
disorders, rehabilitation in muscle,
joint and bone disorders, pain,
rehabilitation  in  respiratory,
cardiovascular  disorders and
cancer, balneology, methodology

2018, a common session SRRM- of medical rehabilitation.

SBR Techirghiol

From Techirghiol Balnear
and Recovery Sanatorium, the
following doctors were present:
SL dr lliescu Madalina, SL dr.
lonescu Elena Valentina, SL dr.
Oprea Carmen, As. Univ. dr. Oprea
Doinita, candidate to a doctor’s
degree As. Univ.dr. Lupu Andreea
presenting 2 reports, an oral
presentation and 4 posters.

Each year, the Congress SRRM
stands up with a special exhibit
of specific medical equipments
that can compete with those
in international speciality
congresses.
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BIBLIOTECA PENTRU PACIENTII SBRT

La Sanatoriul Balnear si de
Recuperare Techirghiol a avut
loc, vineri, 7 decembrie a.c., un
eveniment cultural cu o asistenta
si un impact deosebite. Au fost
inaugurate doua biblioteci publice:
una la sectia de copii, destinata
micilor pacienti, si cea de-a doua la
sediul institutiei, pentru pacientii
adulti. Pentru sectia de copii
actiunea de colectare a cartilor a
apartinut membrelor Asociatiei

Femeilor de Afaceri, ASOAF
Constanta, presedinta Mihaela
Belcin, prilej cu care copiii au

A cultural event of special
impact and with a special audience
was held at Techirghiol Balnear and
Recovery Sanatorium on Friday,
December 7th, this year. Two
public libraries were opened: one
at the children section, intended
for little patients and the second
at the headquarters of the facility,
for adult patients. For the children
section, the collection of books was
initiated by the members of the
Association of Business Women,
ASOAF  Constanta, president

LIBRARY FOR SBRT'S PA

primit si cadouri de sarbatori.

Biblioteca mare a fost realizata
prin donatii din partea prietenilor
sanatoriului  si a personalului
medical, iar spatiul amenajat se
constituie intr-o eleganta sala de
lectura.

”"Cu aceste carti donate de
mai multe familii din Bucuresti,
Techirghiol si Constanta, refacem
biblioteca pe care candva
sanatoriul a avut-o, precizeaza
managerul Elena Roxana Almasan.

Cartile sunt pentrutimpul liber
al pacientilor nostri. Am amenajat

Mihaela Belcin, and the children
also received Christmas gifts.
The large library was achieved
by donations from friends of the
sanatorium and of the medical
staff, and the space arranged is an
elegant lecture room.

,With the books donated
by several families in Bucharest,
Techirghiol and Constanta, we
are restoring the library the
Sanatorium once had, mentioned
the manager Elena Roxana
Almasan.

CIENTS

si 0 sala de lectura pentru a avea
posibilitatea  organizarii  unor
intalniri cu scriitori, artisti, oameni
de cultura, astfel incat sa preluam
din traditiile sanatoriului si aceasta
componenta de cultura.

Am deschis seria acestor
intalniri cu un recital oferit de
soprana Daniela Vladescu,

managerul Teatrului national de
Opera si Balet "Oleg Danovski”,
o personalitate a lumii artistice
romanesti”.

Books are for our patients’
free time. We have also arranged a
lecture room to organise meetings
with  writers, artists, culture
people, so as to take thus cultural
element, too, from the sanatorium
traditions.

We are opening the series
of such meetings with a recital
offered by the soprano Daniela
Vlddescu, manager of the National
Theatre of Opera and Ballet “Oleg
Danovski”, a key figure of the
Romanian artistic world”.

Techirghiol | nr. 13
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LATECHIRGHIOL — MANAGEMENTUL MEDICAL PENTRU COPII, PRIORITATE ABSOLUTA

Sanatoriul Balnear si de
RecuperareTechirghiol estesingura
unitate medicalda de recuperare
balneologica din Romania
destinata copiilor cu dizabilitati.
Anual, aproximativ 1400 de copii
sunt beneficiarii tratamentelor de
recuperare oferite de Sanatoriul
nostru. Excelentii factori
terapeutici naturali -, apa sarata
si namolul sapropelic din lacul
Techirghiol — la care se adauga
kinetoterapia adaptata functional
fiecarui pacient au efect relaxant,
antispastic trofic si sedativ. Cu
siguranta, la toate acestea se
adauga bogata experienta a
personalului medical, transmisa
si acumulata Tn decursul celor
aproape 120 de ani de functionare
a sanatoriilor maritime pentru
copii.

in curdnd vor incepe ample
lucrari de extindere si dotare
cu aparatura modernda pentru
aceasta sectie.

O retrospectiva asupra istoriei
balneologiei maritime pentru copii
se cuvine facuta pentru a sublinia
evolutia si importanta acestei
ramuri a medicinii curative asupra
populatiei minore vulnerabile.

Sanatoriul maritim Techirghiol
a fost inaugurat in vara anului
1899. Tn Romania se murea de
tuberculoza mai ales la varste
foarte mici. Boala nu avea leac.
Cladirea Sanatoriului se compunea
din doua parti: stabilimentul nou
de bai, si, paralel cu el, Sanatoriul
propriu-zis. Primul dispunea de
24 cabine pentru bai si namol, un
corp central pentru hidroterapie, o
sala de operatii, o sala de aparate
gipsate, alta de mecanoterapie
si gimnastica ortopedica. Fiecare
cabina de baie era dubla —vestiarsi
sald; cazile erau din fonta smaltuita,
cate doua in fiecare cabina, pentru
namol si apa sarata. Fiecare cada

era prevazutd cu 3 robinete:
pentru apd saratda calda, apa
sarata rece, apa dulce rece, unele
avand, in plus, instalatie pentru
dus. Namolul era transportat din
lac cu vagonete, circuland printr-
un larg tunel asezat sub cabine si
deservind pe fiecare printr-o trapa
a pardoselii. La malul lacului erau
instalate pompele pentru apa de
tratament si un debarcader pentru
barca colectoare de namol.*

fn 1908, dr. Grigore lacobson
publica  lucrarea  ,Sanatoriile
maritime”. O analizd severa a
tuberculozei la copii, o trecere
in revista a marilor sanatorii
maritime din lume specializate
in tratarea acestor maladii cu
precizarea: ,singurul stabiliment
din tara noastra destinat acestor
copii este Sanatoriul maritim de la
Techirghiol. Rapoartele doctorilor
Sadoveanu si Dona ne aratd
rezultatele quasi miraculoase
obtinute la Techirghiol.”?

Cercetarea stiintifica asupra
namolului lacului Techirghiol cu
efectul lui Tn fingrijirea copiilor
bolnavi este atribuitd in pionierat
lui I.N. Dona, cel care devenise
director la Techirghiol in 1906. Si a
stat in functie aproape trei decenii.
Sanatoriul de la Techirghiol
trecuse deja Tn randul spitalelor
Eforiei Civile din 1901. Medicii
primari, Tn servicii mixte, medico-
chirurgicale, trebuiau sa-si ocupe
posturile prin concurs. Dupa trei
sesiuni Tn care nu a fost admis
nici un candidat, in mai 1903, I.N.
Dona se califica primul, cu punctaj
maxim. Avea licentd in Drept,
iar la Facultatea de medicina
din Bucuresti fusese docent.
! Aurelia Lapusan, Stefan Lapusan,
Techirghiol, repere istorice,Constanta,
Editura Next Book, 2018, p.34.
2@Grigore lacobson, Sanatoriile

maritime, Institutul de arte grafice
Bucuresti, 1908, p.22.

Drd. Elena Roxana Almdsan

Preocupat sa cerceteze amanuntit
efectele curei de namol asupra
copiilor, face diverse experimente:
tratamente de 2-3 serii consecutiv,
intocmeste fise personale si fise
de diagnostic. Conditiile impuse
la internare, atunci cand cererile
au depasit numarul de paturi ale
stabilimentului: sa fie sarac, sa fie
bolnav, sa fie copil.

Doctorul si-a permis sa
introduca, alaturi de tratamentul
balnear, si o ,cura” de educatie:
viata era organizata ca intr-
un internat de scoald, riguros
supravegheata. Si toata aceasta
ingrijire: tratamentul, cazarea,
celelalte servicii oferite atat de
generos de conducerea Eforiei, era
gratuita.

in anul 1905, cand la
Paris se desfasura un Congres
international de tuberculoza, I.N.
Dona scria in raportul stiintific
anual pe adresa Eforiei Spitalelor:
,Astdzi, cand surlele stiintei
aduna pe toti savantii natiunilor
intr-un sfat comun spre a chibzui
asupra masurilor de luat contra
dusmanului obstesc — tuberculoza
— orice sacrificiu facut in vederea
administrarii  sau  ameliorarii
acestui mod de tratament va fi
totdeauna cu prisosinta rasplatit.
Caci baile de namol imunizeaza
generatile de copii contra
atingerilor tuberculozei, iar pe cei
deja izbiti 1i vindeca sau 1i intareste
spre a putea rezista victorios
acestei infectiuni“

in ziarul “Adevirul” din 26
mai 1905 gdsim relatata o simpla
informatie: "Azi de dimineata
la orele 6 si jumatate au plecat
la Constanta 50 de copii, dintre
cari 25 de badiesi si 25 de fete,
trimisi de Eforia spitalelor civile
la sanatoriul maritim Tekir-Ghiol,
spre a-si cauta sanatatea. La gara

3 Dona, I.N. Tekir-Ghiolul, Bucuresti,
1907, editie anastatica, p. 57.



copiii au fost intampinati de d. Al.
Galasescu, directorul Eforiei, care
a stat de fata pana la plecarea
trenului. De la Constanta copiii
vor fi transportati la Tekir-Ghiol cu
trasurile.”

Se remarca atentia cu care
acesti copii veniti din toata
tara erau primiti la tratament,
importanta pe care autoritatile
o acordau factorilor terapeutici
ai lacului Techirghiol, despre ale
caror efecte se stia deja.

Sanatoriul maritim Carmen
Sylva s-a infiintat mai tarziu,
in 1908, sub patronajul reginei
Maria si prin eforturile Mariei
Bals. Avea capacitatea de 240
paturi, reducandu-si activitatea la
jumatate pe timpul iernii. Detinea
de la Tnceput sectii de izolare a
bolnavilor, utilaj chirurgical, o
instalatie pavilionara moderna.
Societatea pentru combaterea
tuberculozei la  copii(C.T.C.),
detinatoarea acestui asezamant,
mai avea un dispensar central la
Bucuresti. Din 1912 activitatea
societatii se extinde si in domeniul
prevenirii bolii, creandu-se un
stabiliment de triaj pentru copiii

destinati curei sanatoriale sau
coloniilor.
Societatea avea instalatii

speciale la Mangalia si Brebu-
Prahova. Societatea se implica
in organizarea cantinelor scolare
si controlul medical periodic in
randul populatiei scolare.*
Reputatul chirurg dr. Victor
Gomoiu a fost numit Director
al Sanatoriului Techirghiol la 15
martie 1911, doar pentru 6 luni.®
La ora aceea erau internati 70 de
bolnavi TBC. S-a implicat foarte
mult Tn noua functie. A adus de la
Bucuresti masa de operatii si toata
aparatura pe care o achizitionase
pentru el. A amenajat o sala de
mici interventii si pansamente. A

4 Enciclopedia Romaniei, vol.l,
Imprimeria Nationald, 1936, p.511.

5 Victor Gomoiu, Viata mea. Memorii,
Craiova, Editura Sitech, 2006, p.301.

1907. Copii la tratament la Techirghiol

amenajat apoi si un laborator. in
acest timp a scris lucrarea “Cateva
cercetari asupra Climatologiei
Techirghiolului”, trimisa Societatii
de Stiinte Medicale.

A inceput cercetarea
radioactivitatii lacului Techirghiol,
cu casete cu placi fotografice
suspendate deasupra apei, la
suprafata apei apoi la 25, 50,
100 cm in apa, apoi pe namol si
in interiorul lui. A construit cazi
din lemn. A cernut namolul cu o
serpentina gaurita, cu vapori ce
rascoleau namolul. La bolnavii cu
rani recente folosea namolul rece,
la cei cu rani vechi namol cald, din
serpentine rascolite de vapori.
Deasupra bolnavul statea pe un
pat de chingi, neludand contact cu
namolul. Schimba namolul dupa
fiecare bolnav. Fiecare experienta
probata prin urmarirea atenta a
efectelor tratamentelor asupra
micilor pacienti era consemnata in
studii si rapoarte tiparite.

fn 20 iunie a trimis a doua
lucrare la Bucuresti, la Societatea
de Stiinte Medicale, cu titlul
“Cercetari asupra emanatiilor
namolului de Techirghiol”.

La 20 iunie a tinut o conferinta
la Societatea de Medicina din
lasi, apoi, o alta la Societatea de

medicina cu tema: “Elioterapia in
tratamentul tuberculozei externe”.

Despre miraculoasele efecte
ale tratamentului cu namol si
apa lacului Techirghiol scrie si
Mircea Eliade in ,Memorii“ (1907-
1960)°. ,,Dupa cate am inteles mai
tarziu, tata a hotarat ca trebuie
sa petrecem verile la Techirghiol,
facand bai de namol, dupa ce a
intalnit, din intamplare cativa copii
scrufulosi. Intalnirea |-a deprimat
nespus. S-a gandit imediat la
copiii lui, mai ales ca doctorul
regimentului 1i spusese ca suntem
«limfatici». Ca sa preintdmpine o
eventuala scrufuloza ne-a dus la
Techirghiol.”

Se intelege din aceste
marturisiri cd@ erau cunoscute
efectele lacului Techirghiol, ca

exista o promovare de la om la
om mult mai eficientd decat cea
facuta prin media.

n domeniul balneologiei
infantile la Techirghiol s-a
evidentiat si  medicul Horia

Slobozianu, nascut in Barlad, in
1887, cu Doctorat in Medicina.
Participa la campania militara
din 1913 si apoi in primul razboi
mondial ca medic de batalion si
este decorat cu Coroana Romaniei.

6 Editura Humanitas, 2004.
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La sfarsitul razboiului este numit
medic la Tecuci si directorul
orfelinatului din localitate. Devine
membru al Societatii Romane
de Istoria Medicinii (SRIM) care
si-a Tnceput activitatea in 1929,
la initiativa lui Victor Gomoiu si,
de-a lungul timpului, s-a impus
ca for stiintific al acestui domeniu
interdisciplinar. Face parte din
structurile de conducere inca de
la infiintare.” Este ales membru
corespondent al Societatii
de pediatrie din Paris ca o
recunoastere a valorii activitatii
sale stiintifice, Thsumand peste
200 de titluri de lucrari publicate
n reviste din tara si strainatate.

A fost considerat cel mai
bun medic din tarda in domeniul
sau. « Pentru a pune in mai mare
valoare cura balneara heliomarina
si cu namol la lacul Movila
Techirghiol, a studiat in Franta din
experienta renumitilor doctori
Jaubert si Bochellos fintre anii
1922-1926.%8 Desfasoara o larga
activitate medicala si stiintifica ca
profesor_in_invatamantul mediu,

http://www.crifst.ro/noema/
doc/2013_4_8.pdf

8 Biblioteca judeteana ,loan
N.Roman” Constanta, Dictionar de
personalitdti dobrogene, vol.l, Editura
Ex Ponto, 2004, p. 271.

1910. Hotel Eforia

asistent si docent universitar.

Este primul puericultor de
maternitate din tard. Tn cadrul
activitatii didactice a pregatit
multe serii de studenti si elevi ai
scolilor de obstetrica.

Am subliniat n randurile
de mai sus contributia catorva
corifei ai medicinii romanesti la
cercetarea efectelor factorilor
terapeutici ai lacului Techirghiol,
atrdgand atentia asupra marelui
interes pe care |-au aratat fata de
ingrijirea copiilor bolnavi ai tarii,
si in acelasi timp descoperind un
spectru tot mai larg de afectiuni
care se pot ameliora sau vindeca
prin tratamente conjugate la
Techirghiol.

Techirghiol pentru orfanii de
razboi

in acest an, 2018, am
celebrat doua momente astrale
ale Romaniei: centenarul Marii
Uniri si implinirea a 140 de ani
de la revenirea Dobrogei la tara.
Fiecare din cele doua aniversari
sunt consecinta sau rezultatul
unor conflagratii mondiale:
razboiul ruso-turc, care pentru
Romania s-a numit Razboiul sfant

Techirghiol | decembrie 2018

al independentei de stat, si prima
mare batalie care a antrenat zeci
de tari de pe mai multe continente
si un parcurs de peste cinci ani.
La sfarsitul lor, in ambele cazuri,
tara romaneasca a platit un tribut
sfasietor de vieti omenesti, de
pagube materiale, de pierderi
irecuperabile. Tn categoria celor
care au suferit pe termen lung
consecinta razboielor s-au aflat,
poate in primul rand, copiii orfani.
Acestia s-au adaugat celor bolnavi
de maladii incurabile pentru
acele timpuri de finceput si in
tratamentul carora s-a descoperit
eficienta ndmolului si a apei lacului
Techirghiol.

Pentru ajutorarea victimelor
Primului Razboi Mondial, in 14
septembrie 1919 a fost emis
Decretul-Lege nr. 4017 privitor la
pensiile celor care au luat parte
la ,Razboiul pentru intregirea
neamului“, care stabilea cine sunt
beneficiarii, care este cuantumul
pensiilor si al ajutoarelor lor si care
sunt formalitatile de findeplinit
pentru a putea beneficia de ele.
Conform legii pentru finfiintarea
Oficiului National al Invalizilor,
Orfanilor si Vaduvelor de Razboi
din 2 septembrie 1920, promulgata
prin Decretul nr. 3529 din 24
august 1920 si a Regulamentului
de aplicare, au fost deschise in
fiecare judet oficii judetene ale
invalizilor, orfanilor si vaduvelor
de razboi. Pentru a asigura
veniturile necesare indeplinirii
indatoririlor reglementate prin
lege s-a constituit un ,Fond de
asistenta 1.0.V”, alimentat din
taxele de timbru de asistenta,
infiintat prin art. 39 al Legii pentru
organizarea Ministerului muncii si
ocrotirilor sociale, din subventii
anuale stabilite de Consiliul de
Ministri si din donatii. Oficiile
judetene I.O.V.R. aveau atributii de
a culege date referitoare la situatia
invalizilor, orfanilor si vaduvelor
de razboi din judet, de a comunica
datele catre Oficiul national, de
a primi cererile si reclamatiile
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invalizilor, orfanilor si vaduvelor
de razboi, de a le apara interesele
si drepturile. Conform art. 3 al
legii din 1920 ,,se pot considera ca
invalizi, orfani si vaduve de razboi,
intrdand n protectia Oficiului
National, toate persoanele care au
devenit invalizi, orfani sau vaduve,
din cauza evenimentelor de razboi,
sau in legatura cu razboiul“.

in Constanta au functionat
mai multe orfelinate. Cel din
Anadalchioi, la vremea respectiva,
un sat in vecinatatea Constantei,
mai tarziu fTncorporat orasului,
a fost vizitat chiar de ministrul
instructiunei publice C.Angelescu,
fnainte de a participa Ia
inaugurarea celui de la Mangalia.

O publicatie din februarie
1919, semnata Gr. M. Grigoriu,
primarul  Constantei, solicita
ca ,Toate persoanele cari au in
ingrijirea lor copii orfani de pe
urma si din cauza razboiului sa
se prezinte cu copiii la orfelinatul
condus de dr. Barzanescu,
presedintele orfelinatului, instalat
in imobilul din strada Stefan cel
Mare, nr. 98, lasand copiii n
ingrijirea acelui orfelinat”.

La 21 octombrie 1923,
Societatea orfanilor din razboi
din Mangalia punea piatra
fundamental3 noului local
al orfelinatului  numit ,Olga

M.Sturdza”. Slujba de sfintire era
facuta de episcopul Constantei,
S.S. llarie. Numele celor prezenti
la solemnitatea sfintirii a fost
trecut in actul care s-a ingropat in
zidul cladirii. Cei prezenti au facut
donatii personale pentru ajutarea
societatii si terminarea lucrarii

Artizanii acestui asezamant
sunt  sotii  G.L.Dimitriu  din
Constanta, magistrat, consilier
la Curtea de Apel, prezidentul
regionalei 1.0V.,, Maria G.L.

Dimitriu Castano, primul redactor

° https://adevarul.ro/locale/
constanta/ce-soarta-avut-
orfanii-razboi-mondial-
1_5791f5045ab6550cb819f98b/
index.html

sef al ,Ziarului nostru”, publicatie
bilunara a Asociatiei feministe din
Galati si Constanta.

Pentru orfanii de razboi din
prima conflagratie mondiala,
bolnavi de TBC osteorticular,
se infiinteazd tot la Mangalia
un sanatoriu-orfelinat.  Primul
an de scoala a fost 1921-1922.
An dupa an aceasta institutie a
beneficiat de sprijinul statului, iar
tratamentele copiilor bolnavi se
faceau cu namol adus din lacul
Techirghiol.®

in  perioada interbelic,
Romaéania era una dintre tarile
avansate in privinta asistentei
sociale pentru copii, starnind
admiratia internationalda. Sunt
elaborate legi speciale pentru
ocrotirea copiilor, se infiinteaza
,invatamantul puericulturei”®.

Romania a fost una

107 1949-1950 scoala apare

sub numele Scoala elementara
sanatoriala.Se construieste o

clddire noua cu cinci etaje de catre
Ministerul Sanatatii si Invatamantului,
special pentru scoala-sanatoriu.

Tn 1962 scoala devine liceu sub
denumirea de scoald medie TBC.

n 1976 devine Liceu real-Umanist
nr2, iarTnA1980 Liceul economic
sanatorial.In 1997 functiona ca scoala
generald sub denumirea Scoala
sanatoriala Mangalia, cu clasele I-VIII
si 0 grupa de gradinita.

din

primeletaricare aderala asociatiile
internationale pentru protectia
copilului, care se vor reuni apoi
sub egida Societatii Natiunilor.
,Declaratia de la Geneva“

din august 1924, a Uniunii
internationale de ajutor a
copilului, sustinea ca ,barbatii

si femeile din toate natiunile
recunosc ca umanitatea trebuie sa
dea copilului tot ceea ce are mai
bun, afirmand datoriile lor in afara
de orice consideratie de rasa,
nationalitate si credinta: 1. Copilul
trebuie pus in stare sa se dezvolte
normal, material si spiritual. 2.
Copilul flamand trebuie hranit,
copilul bolnav trebuie Tingrijit,
copilul Thapoiat trebuie incurajat,
copilul orfan trebuie ajutat. 3. in
timpuri de restriste copilul trebuie
sa fie cel dintdi ajutat. 4. Copilul
trebuie pus in stare sa fsi castige
viata si sa fie protejat contra
exploatdrii. 5. Copilul trebuie
crescut in sentimentul ca cele mai
bune calitdti ale lui trebuie puse in
serviciul fratilor sai“!

insotiti de asistentele Crucii
Rosii, copii organi, din orfelinatele
din tara, peste o suta pe serie,
erau adusi n tabere la mare,
vara, fiind cazati la Techirghiol si
beneficiind de ingrijirile medicale

1 ziarullumina.ro - Autor Oana Rusu
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ale balneologilor locali.

Femei din aristocratia
romaneasca, precum Olga Sturdza,
Sabina  Cantacuzino, Nadejda
Stirbei sau Martha Bibescu, si mai
ales regina Maria, sunt fondatoare
si conducatoare ale unor societati
implicate Tn organizarea spitalelor
de campanie si a trenurilor
sanitare, infiintarea de gradinite
de copii, orfelinate, cantine sau
in gasirea unor solutii pentru
usurarea vietii prizonierilor romani
din lagarele din straindtate si a
ranitilor din spitale.

In multe méanastiri au fost
amenajate de asemenea orfelinate
si spitale, pentru cei in suferinta.

Copiii  Romaniei au mai

infruntat situatii dificile si dupa
cel de-Al Doilea Razboi Mondial,
cand a izbucnit Marea Foamete
din 1946-1947.

in prezent, la Techirghiol,
anual sunt ingrijiti peste 1400 de
copii cu probleme de sanatate.
Ei au la dispozitie apa si namolul
lacului, aparatura moderna, au
spatii generoase de cazare si
masa, de tratament, au medici
si asistente ocrotitoare. Vom
continua Tnsa procesul de
modernizare a sanatoriului pentru
copiii cu dizabilitati, singurul din
tara unde acestia isi pot alina
suferinta si capata sperante de
insanatosire. Anul 2019 va fi

al investitilor majore la sectia
pentru copii incluzand o baza
nouad si modernizata de tratament
si noi spatii de cazare precum si
reamenajarea celor deja existente.
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Memorii,

AT TECHIRGHIOL - THE MEDICAL MANAGEMENT
FOR CHILDREN IS AN ABSOLUTE PRIORITY

Techirghiol  Balnear and
Recovery Sanatorium is the only
medical unit of balneological
recovery in Romania intended for
children with disabilities. Each
year, approximately 1400 children
benefit of the recovery treatments
offered by our Sanatorium. The
excellent natural therapeutic
factors, the salt water and the
sapropelic mud in lake Techirghiol
- plus the kinetotherapy
functionally adapted to each
patient have a relaxing, trophic
anti-spastic and sedative effect.
Certainly, all these add to the rich
experience of the medical staff,
handed over and accumulated
over the approximately 120
years of operation of maritime
sanatoriums for children.

Soon, complex works to
extend and endow the section
with modern devices shall start.

A retrospective of the children
maritime balneology history must
be made in order to outline the
evolution and importance of this

curative medical branch on the
minor vulnerable population.
Techirghiol maritime
sanatorium was opened in the
summer of 1899. In Romania,
people would die of tuberculosis,
especially at very young ages.
The disease had no cure. The

sanatorium building consisted
of two parts: the new bath
facility and, in parallel, the

actual Sanatorium. The first had
24 cabins for baths and mud, a
central building for hydrotherapy,
a surgery room, a gypsum room,
and a mechanotherapy and
orthopaedic gymnastics room.
Each bathing cabin was double
- locker-room and hall; the tubs
were made of enamelled cast
iron, two in each cabin, for mud
and salt water. Each tub had 3
taps: for warm salt water, cold
salt water, fresh cold water, some
of them having, in addition, a
shower installation. The mud was
carried from the lake by wagons,
travelling through a tunnel under

Drd. Elena Roxana Almdsan

the cabins and serving each cabin
by means of a floor trapdoor. On
the lake shore, the pumps for the
treatment water were installed, as
well as a dock for the mud boat.!
In 1908, dr. Grigore lacobson
published “Maritime Sanatoriums”
(Sanatoriile maritime). A severe
analysis of tuberculosis in
children, an overview of the large
maritime sanatoriums in the world
specialised in the treatment of
these diseases, specifying that
“the only facility in our country
for these children is the Maritime
Sanatorium in Techirghiol. The
reports of doctors Sadoveanu and
Dona show us the quasi miraculous
results obtained at Techirghiol.”?

The scientific research on the
mud in lake Techirghiol, with its

effect in curing ill children, was
! Aurelia Lapusan, Stefan Lapusan,
Techirghiol, repere istorice,
Constanta, Editura Next Book, 2018,
p.34.

2 Grigore lacobson, Sanatoriile
maritime, Institutul de arte grafice
Bucuresti, 1908, p.22.
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first endorsed with I. N. Dona, the
director at Techirghiol in 1906.
He held this position for nearly
three decades. The Sanatorium
at Techirghiol had already been
included amongst the hospital
of the Civil Ephors since 1901.
Primary doctors, in mixed services,
medical-surgical, had to earn their
positions upon acompetition. After
three sessions where no applicant
was admitted, in May 1903, I. N.
Dona was the first to qualify, with
maximum grade. Licensed in Law,
reader at the Faculty of Medicine
in Bucharest. Concerned with the
thorough research of the ud cure
effects on children, he carried out
multiple experiments: treatments
of 2-3 series in a row, personal
records and diagnostic records.
The conditions for admission,
when the requests exceeded the
number of beds in the facility: to
be poor, ill, child.

The doctor allowed himself to
alsointroduce, besides the balnear
treatment, an “educational” cure:
life was organised as a boarding
school, rigorously supervised.
And all such care: treatment,
accommodation, other services so
generously offered by the Ephors
management, was free of charge.

In 1905, when aninternational
tuberculosis Congress was in
progress in Paris, |. N. Dona wrote
in the annual scientific report
addressed to the Hospital Ephors:
“Today, when the horns of science
gather all scientists of the nations
into a common gathering to think
over the measures to be taken
against the enemy of the people
— tuberculosis — all sacrifices
made to manage or improve this
treatment shall always be much
rewarded. Because mud baths
give immunity to generations of
children against the effects of
tuberculosis and cure the already
ill ones or strengthens them to
beat this disease”?

3 Dona, I.N. Tekir-Ghiolul, op.cit. p.
57.

|II

In the newspaper “Adevaru
from 26 May 1905, there is a
simple piece of information: “This
morning, at 6.30, 50 children
left to Constanta, 25 boys and
25 girls, sent by the Ephors of
civil hospitals to Tekir-Ghiol
maritime sanatorium to search
for their health. The children were
welcomed at the railway station by
d. Al. Galasescu, the manager of
the Ephors, present until the train
left. From Constanta, the children
shall be transported at Tekir-
Ghiol by carriages”. One should
note the attention these children,
coming from all over the country,
were given for treatment, the
importance the authorities gave
to the therapeutic factors of lake
Techirghiol, the effects of which
were already known.

The maritime Sanatorium
Carmen Sylva was later opened,
in 1908, under the patronage of
Princess Mary and upon the efforts
of Maria Bals. It had 240 beds,
on a seasonal basis, reducing the
activity to half during the winter.
At first, it had isolation sections
for patients, a surgical facility and
a modern pavilion installation.
The Society for the control of
tuberculosis in children (CTC),
owning the facility, also had a
central medical unit in Bucharest.
Starting with 1912, the activity
of the society extended for the
disease prevention, thus creating
a triage facility for children,
designed for the sanatorium
cure or colonies. The society had
special installations in Mangalia
and Brebu-Prahova. The society
was involved in the organisation
of school cafeterias and regular
medical examination for school
children.t

The renowned surgeon dr.
Victor Gomoiu was appointed
Director of Techirghiol Sanatorium
on 15 March 1911, however for

4 Enciclopedia Romaniei, vol.l,
Imprimeria Nationala, 1936, p.511.

6 months only.> At the time, 70
patients with TBC were admitted.
He was very much involved in
this new position. He brought,
from Bucharest, a surgery table
and all the devices he procured
for himself. He arranged a
small intervention and dressing
room. He then arranged a
laboratory, too. During this time,
he wrote “Some research on
Techirghiol Climatology” (Cateva
cercetari asupra Climatologiei
Techirghiolului), sent to the
Society of Medical Sciences.

He started to research the
radioactivity of lake Techirghiol,
with photographic plates cassettes
hanged above the water, on the
water surface and then 25, 50 and
100 cm in the water, then on the
mud and then inside it. He built
wooden vats. He sieved the mud
with a perforated serpentine,
with vapours stirring the mud.
For patients with recent wounds,
he used cold mud, for those with
old wounds warm mud, from
serpentine stirred by vapours.
Above was the patient, on a
bed of strips, without being in
contact with the mud. He replaced
the mud after each patient.
Each experience, supported by
the careful observation of the
treatment effects on the little
patients, was recorded in printed
studies and reports.

On the 20th of June, he sent
a second paper to Bucharest,
at the Society of Medical
Sciences, headed “Research on
the Techirghiol mud emissions”
(Cercetari asupra emanatiilor
namolului de Techirghiol).

On the 20th of June, he held a
conference to the Medical Society
in lasi and another one to the
Society of Medicine, onthe subject:
“Wind therapy in the treatment of
external tuberculosis”.

Mircea Eliade also wrote
about the miraculous effects

5 Victor Gomoiu, Viata mea. Memorii,
Craiova, Editura Sitech, 2006, p.301.
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of the treatment with the mud
and water of lake Techirghiol,
in “Memoirs” (1907-1960)6. “As
| later understood my father
decided we had to spend summers
in Techirghiol taking mud baths,
after meeting, by change, a few
ill children”. The meeting upset
him extremely. He immediately
thought about his children, even
more since the regiment doctor
told him we were “lymphatic”. To
prevent a possible tuberculosis,
he took us to Techirghiol” We
understand from these confessions
that the effects of lake Techirghiol
were known, that there was an oral
advertising, much more effective
than the media advertising.

The field of child balneology
also gave doctor Horia Slobozianu,
born in Barlad, in 1887, Doctor of
Medicine. He was involved in the
military campaign in 1913 and
then, during WWI, as battalion
doctor and was decorated with
the Crown of Romania. At the end
of the war, he was appointed as
doctor in Tecuci and director of the
orphanage there. He was already
a member of the Romanian
Society of Medicine History (SRIM)
starting activity in 1929 upon the
initiative of Victor Gomoiu which
became, along time, a scientific
forum in this interdisciplinary
field. He was part of the
management structures since
early the incorporation.” He was
elected correspondent member of
the Society of Paediatrics in Paris,
as an endorsement of his scientific
activity, summing up more than
200 papers published in magazines
in the country and abroad.

He was seen as the best
doctor in the country in his field
of activity. “To better value the
wind and marine balnear and mud
cure at lake Movila Techirghiol,
he studied in France, based on
the experience of the renowned

5 Editura Humanitas, 2004.
"http://www.crifst.ro/noema/
doc/2013_4_8.pdf

doctors Jaubert and Bochellos,
between 1922-1926.%2 He carried
out a complex medical and
scientific activity as a teacher, and
lecturer and reader.

He was the first child breeder
in the country. He prepared
several series of students and
pupils of obstetrics schools along
his teaching activity.

We outlined the contribution
of some of the pioneers of the
Romanian medicineinthe research
of the effects of the therapeutic
factors of lake Techirghiol, drawing
the attention on the high interest
showed to taking care of the ill
children in the country and, at
the same time, discovering an
ever wider spectrum of diseases
which can be improved or cured
by combined treatments at
Techirghiol.

Techirghiol for war orphans

This year, we celebrated two
astral moments in Romania: the
centenary of the Great Union and
140 years since Dobrogea returned
to the country. Each of the two
anniversaries are the consequence
or result of a world conflagration:
the Russian-Turk war which, for
Romania, was called the Holly War
of State Independence and the
first large battle involving tens of
countries on several continents
for over five years. At the end
of these, in both cases, the
Romanian country had to pay an
overwhelming tribute of human
lives, material damages and
irrecoverable losses. The category
suffering the consequences of the
wars on a long run was, perhaps,
the one of orphan children. They
added to people with incurable
diseases at those early times
for the treatment of which the
efficiency of Techirghiol water and

8 Biblioteca judeteana ,loan
N.Roman” Constanta, Dictionar de
personalitdti dobrogene, vol.l, Editura
Ex Ponto, 2004, p. 271.

mud was discovered.

To help the victims of World
War |, on 14 September 1919,
the Law-Decree no. 4017 was
issued regarding the pensions of
persons involved in the “war for
the completion of our nation”,
setting out the beneficiaries, the
amount and aids, as well as the
formalities to complete in order to
benefit of these. According to the
law regarding the incorporation
of the National Office of Invalids,
Orphans and Windows, approved
by Decree no. 3529 from 24
August, 1920 and the Enforcement
Regulation, county offices were
opened in each county for invalids,
orphans and widows of the war.
In order to ensure the money
required to pay the duties set by
law, the “l.LO.W. Support fund”
was incorporated, supplied by the
support stamp duty, according to
art. 39 in the Law regarding the
organisation of the Ministry of
Labour and Social Protection, from
annual subsidies set by the Council
of Ministers and from donations.
The country IOVR offices collected
data regarding the situation of
invalids, orphans and widows of
the war and communicate such
data to the national office, to
receive applications and claims
from invalids, orphans and widows
of the war and protect their
interests and rights. According
to art. 3 in the law from 1920,
“invalids, orphans and widows
of the war, protected by the
National Office, are the persons
who became invalid, orphans or
widows because of events of war
or in relation to the war”.®.

Several orphanages were
opened in Constanta. At the time,
the one in Anadalchioi, a village
near Constanta, later included in
the city, was visited by the very

% https://adevarul.ro/locale/
constanta/ce-soarta-avut-
orfanii-razboi-mondial-
1_5791f5045ab6550cb819f98b/
index.html
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minister of public instruction
C.Angelescu, before attending the
opening of the one in Mangalia.

A paper from February 1919,
signed by Gr. M. Grigoriu, mayor
of Constanta, requested that “all
persons caring for orphans of the
war must come, with the children,
to the orphanage managed by
dr. Barzanescu, the chairman of
the orphanage, operating in the
building on Stefan cel Mare, no.
98, leaving the children in the care
of the said orphanage”.

On 21 October, 1923,
the Society of War Orphans
in Mangalia, placed the

cornerstone of the new location
for the orphanage called ,Olga
M.Sturdza”. The sanctification
ceremony was carried out by the
bishop of Constanta, S.S. llarie.
The names of those present to the
sanctification were written in the
document buried in the building
wall. Those present made personal
donations to support the society
and finish the work.

The artisans of the facility
are spouses G.L.Dimitriu from
Constanta, magistrate, counsellor
at the Court of Appeal, president
of the regional 1OV, Maria
G.L. Dimitriu Castano, the first
chief editor of ,Ziarului nostru”,
a bi-monthly magazine of the
Feminist Association in Galati and
Constanta.

For the orphans of WWI,
suffering of osteoarticular TBC,
an orphanage sanatorium is
opened. The first school year was
1921-1922. Each year, the facility
benefited from the state support,
and the treatment of ill children
was carried out with mud from
lake Techirghiol.X®

101n 1949-1950, the school was
mentioned as the Elementary
Sanatorium School.

A new, five story building is

erected by the Ministry of Health

and Education, specially for the
sanatorium school. In 1962, the
school turns into a high school, under
the name of TBC High School. In

Between wars, Romania was
one of the evolved countries in
the matter of social support for
children, drawing international
admiration. Special laws are
prepared for children protection,
“child breeding education” is
started.

Romania was one of the first
countries adhering to international
association for child protection,
afterwards united under the
patronage of Nation Society.

The “Declaration of Geneva”
from August 1924 of the
International Union for the Child
support claimed that “men and
women of all nations admit that
the human kind must give children
the best, asserting their duties
beyond any considerations of
race, nationality and religion: 1.
The child must be supported to
grown normally, materially and
spiritually. 2. The hungry child
must be fed, the ill child taken care
of, the delayed child encouraged
and the orphan child supported.
3. In difficult times, the child must
be first helped. 4. The child must
be able to earn their living and be
protected against exploitation. 5.
The child must be raised with the
concept that their best qualities
must be used for the benefit of
their brothers” !

Accompanied by nurses from
the Red Cross, orphans from
orphanages in the country, more
than one hundred per series, were
brought to sea camps, during
the summer, accommodated
to Techirghiol and benefiting
of medical care from local
balneologists.

1976, it becomes the Real-Humane
High School no. 2, and in 1980, the
Economic Sanatorium High School.
In 1997, the high school is
decommissioned, only operating as
elementary school under the name
of Sanatorium School Mangalia, for
grades I-VIIl, and a kindergarten
class.

1 ziarullumina.ro - Autor Oana Rusu

Women from the Romanian
aristocracy, such as Olga Sturdza,
Sabina  Cantacuzino, Nadejda
Stirbei or Martha Bibescu,
and, especiallyy, Queen Mary,
are founders and leaders of
some societies involved in
the organisation of campaign
hospitals and sanitary trains, the
incorporation of kindergartens,
cafeterias or in finding solutions
to ease the life of Romanian
prisoners in camps abroad and
injured people in hospitals.

Several monasteries arranged
orphanages and hospitals for
those in need, too.

The children of Romania faced
difficult situations after WWII, too,
when the Great Famine, in 1946-
1947, started. The children in the
areas affected by dryness were
sent to other areas in the country
to be saved from death. Moldova
was the region less affected by
poverty and Dobrogea, as well as
Oltenia or Ardeal hurried to help
the children taken by families
in counties less striped by the
famine.

Currently, over 1400 children
with health problems are taken
care of at Techirghiol. The have
the lake water and mud, modern
devices, generous accommodation
and meal spaces, treatment
spaces and protective doctors
and nurses. We shall, however,
continue  the modernisation
process of the sanatorium for
children with disabilities, the only
one in the country where they can
alleviate pain and have the hope
of of recovery. 2019 shall be a
year of major investments for the
children section, including a new
and modern treatment base and
new accommodation spaces, as
well as the refurbishment of the
already existing ones.



ACUPUNCTURA — OPTIUNE TERAPEUTICA PENTRU DURERILE DE UMAR?

Meridiane energetice de acupuncturd

Acupunctura, atat de
simpld la prima vedere, atit de
complexd cand o aprofundam,
atat de mirifica si eficientd in
practica, se poate integra firesc
sistemului  medical complex,
alaturi de medicina alopata si de
homeopatie. Medicina energetica
Tn adevaratul sens al cuvantului, cu
viziune diferita asupra fiziologiei si
patologiei, este destinata intaririi
si sustinerii fluxului energetic si
pledeaza pentru individualizarea

actului medical Tn functie de
raspunsul fiecarui bolnav la o
anumita maladie. Acupunctura

reprezinta o optiune terapeutica
pentru tratarea durerii musculo-
scheletice, este folosita din ce
in ce mai mult pentru a conferi
un efect analgezic si, pana
in prezent, pentru utilizarea
acesteia in tulburari de umar nu
a fost facuta o evaluare intr-o
revizuire sistematica. Se crede
ca acupunctura functioneaza fie
prin eliberarea compusilor chimici
in organism, care amelioreaza
durerea, prin suprimarea
semnalelor dureroase in nervi
sau permitand energiei (Qi) sau

sangelui sa curga liber prin corp.

Exista multe forme de
tratament frecvent utilizate
pentru  tulburarile  umarului.

Aceastd revizuire a acupuncturii
este una dintr-o serie de recenzii
a variatelor metode de tratament
folosite pentru tratarea unor
afectiuni ale umarului, inclusiv
capsulita adeziva (umar inghetat)
si osteoartritd. Obiectivul principal
este determinarea eficacitatii
si sigurantei acupuncturii 1n
tratamentul adultilor cu dureri de
umar. S-au selectat din baza de
date Cochrane, Medline, Embase si
Cinahl studii randomizate si cvasi-
randomizate, Tn toate limbile,
privind acupunctura comparativ
cu placebo sau o altd metoda
terapeutica utilizata pentru
aceasta  afectiune.  Exceptiile
specifice au fost durata durerii de
umar mai mica de trei saptamani,
artrita reumatoida, polimialgia
reumatica, durerea cervicala cu
iradiere spre umar si fractura.
Acupunctura este benefica
pentru tratarea durerilor de umar?
Pentru a rdspunde la aceasta
intrebare, oamenii de stiinta au
gasit si au analizat 9 studii de
cercetare. Studiile au testat peste
500 de persoane care aveau
dureri de umar. S-au utilizat fie
acupunctura, fie placebo, terapie
cu ultrasunete, kinetoterapia in
sedinte de 20-30 de minute, doua
pana la de trei ori pe saptamana
timp de 3 pana la 6 saptamani.
Doi investigatori au extras fin
mod independent aceste date
si rezultatele au fost prezentate
separat pentru afectiuni ale coafei
rotatorilor, capsulita adeziva,
rupturi ale tendoanelor mansetei
si alte diagnostice mixte si, acolo
unde este posibil, combinate
in meta-analizda pentru a indica
efectul acupuncturii pentru toate
tulburdrile umarului. Rezultatele
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au aratat ca imbunatatirile folosind
acupunctura pentru durere si
functie au fost aproximativ la
fel ca si efectele primirii unei
terapii placebo pentru 2 pana la 4
saptamani. Un studiu a aratat ca
acupunctura a imbunatatit functia
umarului mai mult decat terapia
placebo dupa 4 saptamani. Dar
dupa 4 luni, imbunatatirile au fost
la acelasi nivel.

Un mic studiu a aratat ca
asocierea acupuncturii  si a
exercitiilor fizice a fost mai buna
decat exercitiile fizice In terapie
unicd, pentruimbunatatirea durerii
si a functiei articulare pentru pana
la 5 luni. Un alt studiu a comparat
acupunctura cu  tratamentul
medicamentosinjectabil
intraarticularglenohumeral
anterioar de corticosteroid pentru
afectiunile mansetei rotatorilor,
cu doar 12 participanti. Acelasi
studiu cu 12 participanti pe
grup a comparat acupunctura si
terapia cu ultrasunetele si nu a
demonstrat nici o semnificativa
diferenta dintre grupuri care
urmeaza tratamentului cu privire
la durere (WMD -7.10 (-32.90
pana la 18.70)) sau rata de succes
(RR 0,83 (0,35 - 2,00)) in fiecare
grup.

Un studiu pe 100 de
participanti cu capsulita adeziva,
publicat in China, a investigat
efectele electroacupuncturii si
blocul regional nervos (anestezia
ganglionului stelat si  nervul
suprascapular) (1994). A fost
o diferenta semnificativa intre
terapii favorizand blocarea
nervului asupra acupuncturii in
reducerea durerii la 30 de ore
de urmarire (WMD 1,33 (1,22
- 1,44)) (dintr-un punctaj total
din 4). Timpul pentru a obtine o
reducere maxima a durerii a fost
semnificativ mai scurt in grupul
de blocuri nervoase. A fost o



diferenta statistic semnificativa,
dar mica, favorizdnd blocarea
nervului privind cresterea
dinamicii articulare (WMD -7.00
-11.17 pana la -2.83)). Nu au fost
evaluate efectele adverse pentru
niciuna dintre interventii.

Un alt mic studiu, -care
compara acupunctura si exercitiile
fizice pentru capsulita adeziva
(Soare, 2001), a aratat o diferenta
semnificativa favorizand grupul de
exercitii fizice si acupunctura prin
masurarea durerii si mobilitatea
articulara (WMD 9.20 (0.54 -
17.86)) (dintr-un punctaj total
de 100). Efectul a ramas la 20 de
saptamani de urmarire.

Efectele secundare nu au
fost masurate Tn multe studii. Un

studiu a aratat ca reactiile adverse
cum ar fi lipotimia, cefalee,
ameteli, umflaturi sau slabiciune
a piciorului, au fost aproximativ
in acelasi procent comparand
acupunctura si terapia placebo.

Pe baza acestei analize ample,
nu se pot trage concluzii ferme cu
privire la eficacitatea acupuncturii
pentru tulburarile umarului si nu
exista suficiente dovezi pentru
a spune daca acupunctura chiar
functioneaza pentru a trata
durerea la umar sau daca poate fi
daunatoare, dar rezultatele sunt
comparabile cu celelalte optiuni
terapeutice.

Fiind o
medicamentoasa,

terapie non-
neagresiva,

care nu are contraindicatii ci doar

cateva precautii, precum evitarea
folosirii acestei terapii la femeile
insarcinate, astenia avansata,
purtatorii de electrostimulatoare
cardiace, 1n starile infectioase
acute, leziuni ale pielii,
acupunctura, parte a medicinii
traditionale chineze, poate
reprezenta o alternativa salutara.
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ACUPUNCTURE - A THERAPEUTIC OPTION FOR SHOULDER PAINS?

Acupuncture, so simple at
a first glance, so complex when

going deeper, so wonderful
and efficient in practice, can
be naturally included in the

complex medical system, together
with the allopathic medicine
and homoeopathy. Energetic
medicine, in the true meaning of
the word, with a different vision
on physiology and pathology,
intends to reinforce and support
the energetic flow and pleas for
the customisation of the medical
act according to the response of
each patient to a certain disease.
Acupuncture is a therapeutic
option to treat musculoskeletal
pain, used ever more to provide
an analgesic effect and, up
to date, in order to use it in
shoulder disorders, no assessment
has been carried out within a
systematic review. It is believed
that acupuncture works either by
releasing chemical compounds
in the body, reducing pain, by
suppressing pain signals in the

nerves, or by allowing the energy
(Qi) or the blood to flow freely
through the body.

There are several treatment
forms, frequently used for the
shoulder disorders. This review of
acupuncture is one of a series of
reviews regarding the treatment
methods used to treat shoulder

disorders, including adhesive
capsulitis (frozen shoulder)
and osteoarthritis. The main

objective is to determine the
efficacy and safety of acupuncture
in the treatment of adults
with shoulder pains. From the
data base Cochrane, Medline,
Embase and Cinahl, randomised
and quasi-randomised studies
were selected, in all languages,
regarding acupuncture as
compared to the placebo or other
therapeutic method used for
this disorder. Specific exceptions
were the duration of the shoulder
pain shorter than three weeks,
rheumatoid arthritis, rheumatic
polymialgia, cervical pain
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irradiating to the shoulder and
fracture.

Is acupuncture beneficial in
treating shoulder pains? In order
to answer this question, scientists
fond and analysed 9 research
studies. Studies have tested more
than 500 persons with shoulder
pains. Either acupuncture or
placebo, ultrasound therapy and
kinetotherapy were used, in 20-
30 minutes sessions, twice up to
three times a week, for 3 up to 6
weeks. Two investigators extracted
such data independently and the
results were presented separately
for disorders of the rotators cuff,
adhesive capsulitis, ruptures of the
sleeve tendons and other mixed
diagnostics and, where possible,
combine in  meta-analysis to
indicate the effect of acupuncture
for all shoulder disorders. The
results showed that improvements
using acupuncture for pain and
function were approximately the
same with the effects of placebo
therapy for 2 up to 4 weeks. One
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study showed that acupuncture
improved the shoulder function
more than the placebo therapy
after 4 weeks. 4 months later,
improvements were at the same
level. A small study showed that
the association of acupuncture
with physical exercises was much
better than physical exercises as
unique therapy to improve pain
and the joint functionality for up
to 5 months.

Another study compared
acupuncture with the
corticosteroid intra-joint drug

treatment injected glenohumeral
anterior for the disorders of the
rotators sleeve, with only 12
respondents. The same study
with 12 respondents compared
acupuncture and the ultrasound
therapy and failed to demonstrate
a significant difference between
the groups taking the treatment
for pain (WMD -7.10 (-32.90 up
to 18.70)) or the success rate (RR
0,83 (0,35 - 2,00)) in each group.
A study on 100 respondents
with adhesive capsulitis, published
in China, investigated the effects
of  electro-acupuncture and

the nervous regional block (the
anaesthesia of the star ganglion
and supra-capsular nerve) (1994).
There was a significant difference
between therapies, favouring
the blocking of the nerve over
acupuncture in reducing the
pain within 30 hours of follow-up
(WMD 1,33 (1,22 -1,44)) (of a total
rating of 4). The time to obtain a
maximum reduction of pain was
significantly shorter in the group
of nervous blocks. There was a
statistically significant difference,
however smaller, favouring the
nerve blocking, regarding the
increase of the joint dynamics
(WMD -7.00 (-11.17 up to -2.83)).
Side effects were not assessed for
any of the interventions.

Another small study
comparing  acupuncture  and
physical exercises for adhesive
capsulitis (Soare, 2001) showed
a significant difference favouring
the group of physical exercises
and acupuncture by measuring
pain and joint mobility (WMD 9.20
(0.54 - 17.86)) (of a total rating of
100). The effect lasted along 20
follow-up weeks.

Side effects were not
measured in several studies. A
study showed that side effects,

such as lipothymy, headaches,
dizziness, swelling or foot
weakness, were approximately

in the same ratio, comparing
acupuncture and the placebo
therapy.

On grounds of this ample
analysis, firm conclusions cannot
be drawn regarding the efficacy of
acupuncture in shoulder disorders
and there is not sufficient evidence
to tell whether acupuncture
actually works in treating shoulder
pains or whether it can be harmful,
however results are comparable
with other therapeutic options.

Given that it is a drug free,
non-aggressive therapy, with no
counter-indications, but only a
few precautions, such as avoiding
using this therapy on pregnant
women, advanced asthenia,
carriers of cardiac pace-makers,
in acute infectious disorders, skin
injuries, acupuncture, part of the
Chinese traditional medicine,
can represent a much saluted
alternative.




PATOLOGIA DEGENERATIVA ARTICULARA — FRECVENTA CRESCUTA IN
SANATORIUL BALNEAR $SI DE RECUPERARE TECHIRGHIOL

As.Univ.Dr. Sterian Apostol, Dr. Livia Beatrice Opris, Dr. Liliana - Elena Stanciu

Pe malul lacului Techirghiol,
la 0 mica distanta de tarmul Marii
Negre, natura a creat un mic
ecosistem unic n lume, ai carui
factori naturali au facut adevarate
miracole in ochii inaintasilor nostri.

Pe aceasta mostenire s-a
cladit Sanatoriul Balnear si de
Recuperare Techirghiol, care fin
urma efortului continuu si dedicat
al celor implicati Tn acesta oaza
de sanatate, a devenit etalon
in ceea ce priveste recuperarea
medicald in Romania. Cel mai
bine cunoscut pentru recuperarea
neuro-musculo-scheletala, SBRT
a reusit Tn ultimii ani sa devina
destinatia de electie a pacientilor
cu probleme degenerative induse
de procesul de Timbatranire a
populatiei. Acest mecanism este
din ce in ce mai accentuat datorita
cresteriistandardelor de viata, fiind
un proces ce nu poate fi oprit, dar
care poate fi cu succes combatut
folosind fintocmai ingredientele
date de naturad. Astfel, se poate
afirma ca la SBRT se trateaza cu
succes unul din efectele cele mai
debilitante ale Tmbatranirii, si
anume durerea articulara facand

uz de tratamentul complex
balneo-fizical-kinetic realizat
atat prin utilizarea factorilor

naturali de cura balneara, cat si
prin aparatura fizicala de Tnalta
performanta recent instalatda in
sanatoriu. Durerea articulara
pe substrat degenerativ, desi nu
pune 1n pericol imediat viata,
va duce cel mai probabil la un
deficit  functional important.
Fiecare deplasare fiind insotita de
dureri progresive, va determina
persoana afectatda s3a renunte
la miscarile considerate inutile,
lucru care va determina scaderea
calitatii vietii prin neglijarea unor
activitati de altfel necesare, ce va
duce mai departe la inrautatirea

starii generale de sanatate.

in fapt, pentru a preveni
situatii ce pot afecta calitatea vietii,
este necesara preventia, iar acest
lucru se realizeaza cunoscand in
profunzime patologia principal3, si
in special modul prin care aceasta
patologie apare, se dezvolta sicum
poate fi oprita din evolutie.

Articulatia este situl unde
doua sau mai multe segmente
osoase se intalnesc la extremitatile
lor si sunt legate intre ele printr-un
ansamblu de tesuturi conectoare.

Articulatiile pot fi Impartite in
doua categorii generale:

1. Articulatii fixe (Fibroase sau
cartilaginoase)

2. Articulatiimobile (diartroze)

Diartroze se mai numesc si
articulatii adevarate sau sinoviale.
Acest tip de articulatie este
reprezentat de articulatiile in
care separarea dintre segmentele
osoase implicate se face printr-o
cavitate articulara.

n structura acestei articulatii
intra un prim strat ce acopera
suprafata osoasa care intra in
contact cu articulatia propriu-zisa,
format de obicei din cartilaj hialin,
astfel ca structurile osoase nu se
ating intre ele Tn mod direct. Acolo
unde se termina cartilajul hialin se
continud cu membrana sinovial3,
ce se rasfrange peste cavitatea
articulara pana la urmatorul
cartilaj hialin al celui de al doilea
os al articulatiei. Deasupra
membranei sinoviale se afla
capsula fibroasa, ce se continua
la extremitati cu periostul oaselor
interarticulare. Capsula fibroasa
impreund cu membrana sinoviala
formeaza capsula articulara, o
formatiune conjunctiva, ce se
prezintd ca un manson in jurul
epifizelor segmentelor osoase.

Proprietatile histologice ale
cartilajului  osteoartritei includ

efilatia  suprafetei  articulare
si  maodificari fenotipice ale
morfologiei condrocitelor.
Membrana sinoviala consta
in doua straturi distincte: stratul

intimal si stratul de suport
subintimal. Stratul intimal este
in contact direct cu cavitatea
intraarticulara si este sursa
fluidului sinovial lubrifiant.

Cele doua componente majore
lubrefiante cu importanta fin
reducerea frictiunii sunt lubricina
(un proteoglican) siacid hialuronic.
Pe langa efectul lubrifiant cele
doua substante de maisusaurolin
inhibarea activitatilor inflamatorii
si aderenta celulelor si proteinelor
pe suprafata articulara.

Inflamatia sinovialei poate
fi asociata cu durere, cu o
posibild corelatie cu productia de
citokine proinflamatorii ce pot
sensibiliza nervii si prin presiunea
intracapsulara crescuta. Sinoviala
are o retea vasculara si nervoasa

foarte bine dezvoltata. Functia
normala include productia
de lichid sinovial ce lubrifica

cartilajul articulatiei si faciliteaza
transportul de oxigen si nutrienti
catre condrocite totodata cu
functia de detoxifiere preluand
produsii de degradare ai matricei
din cavitatea sinoviala.

Din punct de vedere
histologic identificam 3 subtipuri
de sinoviale: fibroase, adipoase si
areolare.

Sinoviala din  osteoartrita
poate aparea sub forme variabile
dar, cateodata cu proliferare
marcatd a sinoviocitelor cu
hiperplazie fin stratul intimal.
Mai mult, poate sa fie un infiltrat
cu celule inflamatorii cum ar fi
macrofage, iar in inflamatia severa
se pot observa agregate limfoide
perivasculare cu limfocite T si B
si macrofage. Cresterea sinoviala




de citokine si chemokine poate
fi o specificitate a osteoartritei
incipiente. Totusi, s-a observat
reducerea vaselor limfatice si
reducerea drenajului limfatic ce
poate contribui la hipertrofie si
la cresterea volumului de lichid
sinovial in osteoartrita.

Reactia sinovialei in
osteoartrita este in general mult
mai putin marcata decat cea in
artrita reumatoidd. Tn artrita
reumatoidd inflamatia sinovialei
este cronica si larg distribuita,
pe cand fin osteoartrita este
mai focalizatd. Totodata nu se
observa in osteoartrita eroziunile
marginale ce Tncep acolo unde
sinoviala este Tn opozitie directa
cu corticala osului.
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media debutul unei osteoartrite. In
general dezvoltarea osteoartritei
si progresia ei este foarte lenta.
in faza incipientd a osteoartritei
se sintetizeaza colagen de tip 2 si
condroitin sulfat proteoglican tip
1 de catre condrocitele articulare
din straturile medial si profund.
Pe mdsura ce osteoartrita
progreseaza, echilibrul poate
sa treaca in favoarea degradarii
articulare determinand
eliberarea de enzime protetice,
metalproteinaze matriciale din
condrocite, posibil mediate de

citokine proinflamatorii cum ar
fi interleukina 1 si factorul de
necroza tumorala alpha.

Aspectul si
pierderii

extinderea

cartilajului  articular
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Sinoviala din osteoartrita.
Sdgeata deschisd — sinoviocite din stratul intimal.
Sdgeata deschisd — fibroza subintimald perivasculard; infiltrate
limfocitar. Coloratie HE, Oxford Textbook of Osteoarthritis and
Crystal Arthropathy

Suprafata sinoviald este un
amalgam de celule parietale,

vase si terminatii nervoase.
Membrana sinoviald nu contine
celule epiteliale, jonctiuni

stranse, iar sinoviocitele nu sunt
fixate pe o membranda bazal3,
si sunt organizate in trei sau
patru straturi. Sinoviocitele se
impart Tn doua categorii si anume
tipul A (macrofag-like) si tipul B
(fibroblast- like).

Osteoartrita este un proces
dinamic caracterizat prin lipsa cat
si prin sinteza de tesut. O varietate
de atingeri ale articulatiei pot

poate fi determinat macroscopic.
Cartilajul normal este ferm si
ca si coloratie un alb omogen.
In osteoartritd colagenazele si
metalproteinazele determina
distrugerea macromoleculelor in
fragmente mai mici ce determina
absorbtia de apa in cartilaj.
Progresia osteoartritei consta in
leziunea stratului superficial. Tn
cazurile avansate cartilajul poate
fi gri, rosu, sau maro inchis. n
cazurile severe pierderea focala de
cartilaj expune osul subcondral.
Modificarile sinovialei sunt
inconstante chiar si la aceeasi
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articulatie si  nu sunt egal
distribuite, variind ca localizare,
in special in zonele unde este
afectat si cartilajul. Proprietatile
de distructie ale cartilajului si
angiogeneza pot fi fundamental
diferite  in ariille inflamate
fata de zonele inflamate ale
tesutului sinovial. De asemenea
infiltratul inflamator si citokinele
proinflamatorii difera intre
diferitele forme de osteoartrita.

Sinovita consta in activarea
si proliferarea celulelor sinoviale
din stratul intimal si cu infiltrarea
cu celule inflamatorii Tn stratul
subintimal, ambele contribuind la
ingrosarea membranei sinoviale.
Sinovita este caracterizata prin
infiltrat de celule mononucleare,
in mod special macrofage si celule
T, si in rest neutrofile, celule
dendritice, celule NK, si chiar
celule B. Aceste celule inflamatorii
contribuie la angiogeneza prin
productia de factori angiogenici.
in combinatie cu productia de
chemokine de catre aceste celule,
inflamatia este amplificata intr-o
maniera autocrina.

Neutrofilele au fost gasite
in sinovita acuta in special in
episoade de exacerbare.

Macrofagele sunt prezente
abundent in sinoviala inflamata
din osteoartrita cronica.
Reprezinta un fenotip activat
fapt dovedit de productia de
mediatori inflamatori(TNFA, IL1B)
de factori angiogeni si proteaze.
in plus, macrofagele pot stimula
celelalte tipuri de celule precum
cele endoteliale si fibroblastele sa
produca mediatori proinflamatorii,
factori angiogeni, proteaze, toate
acestea ducand la o crestere a
sinovitei si la distructie tisulara.

CeluleleTauorigine CD4siCD8
si exprima markeri ai complexului
major de histocompatibilitate.
Aceste celule se gasesc si in fluidul
sinovial, si sunt indreptate probabil
catre un antigen comun prezent
in toate articulatiile. Ajuta si la
neovascularizatie prin productia
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Patologie microscopicd a cartilajului articular prezent in OA.

Microfotografiile sunt realizate in sectiuni difere ale aceluiasi specimen: (a) OA timpurie; fibrozd orizontald (sdgeatd),
aglomerdri de condrocite, C. (b) OA moderatd, fisurd verticald (sdgeatd plind), condrocite moarte (sdgeatd goald),
ondulatia de delimitare si duplicare (varf de sdgeatd), penetratia vasculard in cartilaj (V), aglomerdri de condrocite (C).
(c) OA avansatd, prezintd eroziunea cartilajului, dezorganizarea matricei cartilaginoase si aglomerdri de condrocite,
Oxford Textbook of Osteoarthritis and Crystal Arthropathy
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Schematica angiogenezei - Oxford Textbook of Osteoarthritis and
Crystal Arthropathy

de factori pro angiogenici.

Celule NK au fost gasite in
numar variabil, dar rolul acestora
a fost insuficient studiat.

Celule de tip B au fost gasite
in aproximativ jumatate dintre
cazurile de osteoartrita, nsa rolul
acestora este insuficient cunoscut.

Sinoviala este foarte bine
vascularizata in conditii normale,
ceea ce permite asigurarea de
substante nutritive cartilajului.
in osteoartrita angiogeneza
si inflamatia sunt legate
indeaproape. Prin angiogeneza
sau neovascularizatie se formeaza
vase noi de sange ce potenteaza
efectul inflamator dar nu il initiaza.

Angiogeneza este un proces
complet initiat prin cateva cdi, la
sfarsitul cdrora celule endoteliale
produc angiopoetine si factori
de crestere endotelial vascular.
De asemenea se poate observa
regresie vasculara dar care nu
duce la o reducere a densitatii
vasculare ci mai degraba duce la
o redistribuire a vaselor sinoviale
si o schimbare cdtre un fenotip
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imatur. O  microvascularizatie
perfect functionala este formata
prin diferentierea vaselor noi
formate in arteriole, capilare si
venule. Raspunsul inflamator este
mentinut prin migrarea celulelor
inflamatorii sprijinita chiar de
aceasta noua retea. Aceste noi
celule inflamatorii  elibereaza
factori angiogenici ce intretin
neovascularizatia.

Angiogeneza sinovialda se
gaseste n toate stadiile de
osteoartritd dar poate contribui
la tranzitia de la o forma acuta la
o forma cronica de sinovita prin
potentarea cailor inflamatorii.

in  concluzie, abundenta
factorilor pro si anti inflamatori
implicati in procesul degenerativ

al osteoartritei, si mai ales
cunoasterea incompleta a tuturor
factorilor si a interactiunilor, fac
din aceasta boala o dilema ce
necesitata studiu amanuntit si
sustinut. Este inutil a mai mentiona
importanta cadrelor medicale
in desfasurarea activitatilor de
combatere a efectelor acestei
patologii, iar cercetarea medicala
continua realizata in Sanatoriul
Balnear si de  Recuperare
Techirghiol vine sa intareasca mai
mult faptul ca Tmbatranirea nu
este o boala, ci boala articulara
apare independent de varsta.

Bibliografie:

1.“The Normal Synovium”, Malcolm
D. Smith, The Open Rheumatology
Journal, 2011, 5, (Supp1:M2) 100-106

2.0steoarthritis: an update with
relevance for clinical practice
Johannes W J Bijlsma, Francis
Berenbaum, Floris P J G Lafeber
3.0xford Textbook of Osteoarthritis
and Crystal Arthropathy by Michael
Doherty, Hans Bijlsma, Nigel Arden,
David Hunter, and Nicola Dalbeth
4.Gray’s Anatomy for students,
Second edition, by A. Wayne Vogl,
Adam W. M. Mitchell, Richard L.
Drake

5.Compendiu de reumatologie, Eugen
D. Popescu, Ruxandra lonescu
6.Aparatul Locomotor(anatomie
functionala, biomecanica, semiologie
clinica, diagnostic diferential),
Clement Baciu

7.“The synovial membrane in
osteoarthritis”, PETER A REVELL,
VIVIEN MAYSTON, PEGGY LALOR,
AND PAUL MAPP, Annals of the
Rheumatic Diseases, 1988; 47, 300-
307

JOINT DEGENERATIVE PATHOLOGY - INCREASED FREQUENCY AT TECHIRGHIOL
BALNEAR AND RECOVERY SANATORIUM

As.Univ.Dr. Sterian Apostol, Dr. Livia Beatrice Opris, Dr. Liliana - Elena Stanciu

On the shore of Lake
Techirghiol, close to the shore of
the Black Sea, nature has created
a small ecosystem, unique in the
world, the natural factors of which
have made true miracles in the
eyes of our ancestors.

On such legacy, Techirghiol
Balnear and Recovery Sanatorium
was built and, following the
ongoing and dedicated efforts
of the people involved into this
health oasis, it became a mode
in terms of medical recovery in
Romania. Best known for the
neuro-muscle-skeletal  recovery,
SRBT has succeeded over the last
years to become the destination
of choice for the patients with
degenerative disorders induced
by the population ageing process.
The mechanism is ever more
accentuated given the increase of
the lifer standards and is a process
that cannot be stopped, but which
can, however, be fought using the

ingredients provided by the nature
itself. It can, thus, be asserted that
SRBT successfully treats one of
the most debilitating effects of
ageing, namely joint pain, using
the complex balnear-physical-
kinetic treatment achieved both
by using natural balnear cure
factors and the state-of-the-art
physical devices recently installed
in the sanatorium. Joint pain on
degenerative substrate, although
it does not immediately endanger
life, it most probably entails a
major functional deficit. Each
displacement is accompanied by
progressive pains and determines
the affected person to give up
useless movements, which entails
a reduction in the life quality
by neglecting some activities
otherwise necessary and further
entailing the worsening of the
general health condition.

In fact, in order to prevent
situations that can affect life
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quality, prevention is necessary
and this is achieved by thoroughly
knowing the main pathology and,
especially, the manner in which
this pathology occurs, develops
and how it can be stopped from
progressing.

The joint is the site where
two or more bone segments
meet at their extremities and
are connected by an assembly of
connective tissues.

Joints can be divided into two
general categories:

1. Fix joints (fibrous and
cartilaginous)

2. Mobile joints (diarthroses)

Diarthroses are also called
true or synovial joints. This type of
joints are represented by the joints
where the separation between the
bone segments concerned is made
by a joint cavity.

The structure of this joint
includes a first layer covering the
bone structure in contact with



the actual joint, usually consisting
of a thick cartilage, so that the
bone structures do not touch each
other directly. Where the thick
cartilage ends, it continues with
the synovial membrane, spread
over the joint cavity until the
following thick cartilage of the
second bone in the joint. Above
the synovial membrane, there is
the fibrous capsule, continuing
at the extremities with the
intra-joint bone periostum. The
fibrous membrane, together with
the synovial membrane, forms
the joint capsule, a conjunctive
formation, under the form of a
sleeve around the bone segment
epiphyses.

The histological properties of
the osteoarthritis cartilage include
the thinning of the joint surface
and pheno-typical changes in the
chondrocyte morphology.

The synovial membrane
consists of two distinct layers: the
intimal layer and the sub-intimal
support layer. The intimal layer is
in direct contact with the intra-
joint layer and is the source of
the lubricating synovial liquid. The
two major lubricating components
importantforthefriction reduction
are the lubricin (a proteoglycan)
and the hyaluronic acid. Besides
the lubricating effect, the two
substances above are involved
in inhibiting the inflammatory
activities and the adherence of
cells and proteins on the joint
surface.

The synovium inflammation
can be associated with pain, with
a possible correlation with the
production of pro-inflammatory
cytokines which can sensitise
nerves also by increased intra-
capsular pressure. The synovium
has a very well developed vascular
and nervous network. The normal
function includes the production
of synovial liquid lubricating the
joint cartilage and enhances the
transport of oxygen and nutrients
to chondrocytes, at the same time

with the detox action, taking over
the degradation products from the
matrix in the synovial cavity.

In histological terms, we can
identify 3 subtypes of synoviums:
fibrous, adipose and areolar.

The synovium in osteoarthritis
can occur in variable forms,
however sometimes with marked
proliferation  of  synoviocites
with  hyperplasia in intimal
layer. Moreover, there can be
an infiltration of inflammatory
cells, such as macrophages and,
in case of severe inflammation,
aggregates of perivascular
lymphoids can be seen with T and
B lymphocytes and macrophages
The synovium growth of cytokines
and chemokines can be a specificity
of early osteoarthritis. However,
the reduction of lymphatic vessels
and of the lymphatic drainage
was seen, which can add to
hypertrophy and the increase
of the synovial liquid volume in
osteoarthritis.

The synovium reaction in
osteoarthritis is, in general, less
marked than in rheumatoid
arthritis. In rheumatoid arthritis,
the  synovium inflammation
is chronic and widely spread,
while, in case of osteoarthritis,
it is more centred. At the same
time, marginal erosions starting
where the synovium is in direct
opposition with the bone cortical
are not seen.

synovium in osteoarthritis
Open arrow - synoviocytes in
intimal layer. Open arrow - sub-
intimal  perivascular  fibrosis;
lymphocyte infiltration. HE
colouring, Oxford Textbook
of Osteoarthritis and Crystal
Arthropathy.

The synovium surface is a
mixture of parietal cells, vessels

and nervous terminations. The
synovial membrane does not
contain epithelial cells, tight

junctions, and synoviocites are
not fixed on a base membrane,
being organised in three or four

layers. Synoviocites are divided
into two categories, namely type
A (macrophage-like) and type B
(fibroblast- like).

Osteoarthritis is a dynamic
process characterised by omission
and by tissue synthesis. A variety
of joint contacts can enhance
the start of osteoarthritis. In
general, the osteoarthritis start
and evolution are very slow. In
the early stage of osteoarthritis,
type 2 collagen and type 1
proteoglycan sulphate condroitine
are synthesised by joint
chondrocytes in the medial and
deep layers. While osteoarthritis
progresses, the balance can favour
the joint damage, causing the
release of prosthetic enzymes,
matrix  metalloproteinases in
chondrocytes, possibly mediated
by pro-inflammatory cytokkines,
such as interleukin 1 and the alpha
tumour necrosis factor.

The looks and extension of
the joint cartilage loss can be
macroscopically determined.
The normal cartilage is firm and
coloured in homogeneous white.
In osteoarthritis, collagenases and
metalloproteinases determine the
destruction of macro-molecules
in smaller fragments causing the
water absorption in the cartilage.
The evolution of osteoarthritis
consists of the superficial layer
damage. In advanced cases, the
cartilage can be grey, red or dark
brown. In severe cases, the focal
cartilage loss exposes the sub-
chondral bone.

Microscopical pathology of the
joint cartilage presentin OA. Micro-
photos taken in various sections
of the same specimen: (a) Early
OA; horizontal fibrosis (arrow),
chondrocytes agglomerations, C.
(b) OA moderate, vertical fissure
(full arrow), dead chondrocytes
(empty arrow), delimitation and
duplication undulation (arrow
head), vascular penetration in
the cartilage (V), chondrocytes
agglomerations (C). (c) Advanced




OA shows the cartilage
erosion, the disorganisation of
the cartilaginous matrix and
chondrocytes agglomerations,
Oxford Textbook of Osteoarthritis
and Crystal Arthropathy.

The synovium changes are
inconstant even in the same joint
and are not equally distributes,
varying in terms of location,
especially in the areas where
the cartilage is also affected. The
destruction properties of the
cartilage and angiogenesis can be
fundamentally different in swollen
areas as compared to swollen
areas in synovium tissue. Also, the
inflammatory infiltration and pro-
inflammatory cytokines differ in
the various forms of osteoarthritis.

Synovitis consists of the
activation and proliferation
of synovial cells in the intimal
layer and with the infiltration of
inflammatory cells in the sub-
intimal layer, both contributing
to the thickening of the
synovial membrane. Synovitis is
characterised by an infiltration
of mono-nuclear cells, especially
macrophages and T cells, and

in rest neutrophils, dendritic
cells, NK cells and even B
cells. Such inflammatory cells

contribute to the angiogenesis
by the production of angiogenic
factors. In combination with the
production of chemokines of
these cells, the inflammation is
amplified in autocrine manner.

Neutrophils were found
in acute synovitis, especially in
worsening episodes.

Macrophages are abundantly
present in the swollen synovium
in chronic osteoarthritis. An

activated phenotype is proven by
the production of inflammatory
mediators  (TNFA, IL1B) of
angiogenic and proteases factors.
In addition, macrophages can
stimulate the other types of cells,
such as endothelial and fibroblast
cells to produce pro-inflammatory
mediators, angiogenic factors,
proteases, all these leading to an
increase of synovitis and tissue
destruction.

TheTcells originate in CD4 and
CD8 and express markers of the
major histocompatibility complex.
Such cells are also present in the
synovial liquid and are probably
oriented to a common antigen
present in all joints. They also

aid neovascularisation by the
production of pro-angiogenic
factors.

The NK cells were found in
variable number, however their
role was insufficiently studied.

The B type cells were found
in approximately half of the
osteoarthritis cases, however their
role is insufficiently known.

The synovium is highly
vascularised in normal conditions,
allowing the provision of nutritive
substances to the cartilage. In
osteoarthritis, angiogenesis

and inflammation are closely
related. Angiogenesis, or
neovascularisation, forms new
blood vessels enhancing the
inflammatory effect, but not
causing it.

Schematics of angiogenesis -
Oxford Textbook of Osteoarthritis
and Crystal Arthropathy.

The angiogenesis is a process
completely initiated by some paths
attheendof which endothelial cells

produce angiopoetins and vascular
endothelial growth factors. Also,
one can see vascular regression,
however not entailing the
reduction of the vascular density,
but rather to a redistribution of
synovial vessels and a change to an
immature phenotype. A perfectly
functional micro-vascularisation
is formed upon the differentiation
of the new vessels formed in
arterioles, capillaries and veinlets.
The inflammatory response is
maintained by the migration of
inflammatory cells supported
by the very new network. These
new inflammatory cells release
angiogenic factors maintaining
neovascularisation.

The synovial angiogenesis is
foundin all stages of osteoarthritis,
but it can add to the transition
from an acute form to a chronic
form of synovitis by enhancing the
inflammatory paths.

Consequently, the
abundance of pro- and anti-
inflammatory factors involved

in the degenerative process of
osteoarthritis and, especially
the incomplete knowledge of all
factors and interactions, make this
disorder a dilemma requiring a
thorough and ongoing study. The
importance of the medical staff in
the activities to fight the effects
of this pathology is a fact and the
ongoing medical research carried
out at Techirghiol Balnear and
Recovery Sanatorium reinforces
even further the fact that ageing
is not a disease and that the joint
disorder occurs regardless of the
age.



TULBURARILE DE STATICA VERTEBRALA. ENTITATI CLINICE.

Madddlina-Gabriela lliescu, Dan-Marcel lliescu, Bogdan Obada, Mihaela Zamfirescu, Andreea-Alexandra Lupu

Tulburarile de statica
vertebrala reprezintda un sector
major in medicina de reabilitare,
datorita atat frecventei crescute,
cat si  revolutiei tehnicilor de
evaluare si a metodelor de
tratament  functional.  Statica
vertebrala prezinta unele
modificari, Tn special, la copii si
adolescenti, ce poarta denumirea
de deviatii ale rahisului. Aceste
deviatii pot avea loc, fie in plan
sagital - exagerarea unei curburi
normale, stergerea sau inversarea
acesteia, fie in plan frontal —
aparitia unei noi curburi, fie in
ambele planuri — combinatii ale
curburilor din planurile sagital si
frontal.

Scolioza consta in curbarea
coloanei in plan frontal cu rotatia
vertebrelor (convexitatea confera
denumirea directiei scoliozei);
cifoza consta in curbarea coloanei
in plan sagital; cifoscolioza consta
in combinarea la acelasi pacient a
cifozei cu scolioza; hiperlordozele
constau Tn accentuarea curburilor
in plan sagital; aplatizarile constau

in "stergerea” curburilor fiziologice
(Fig. 1).

SCOLIOZELE. Din punct de
vedere etiologic se deosebesc
2 mari categorii: SCOLIOZE
NESTRUCTURALE (functionale):
scolioze posturale (atitudinea
scoliotica); scolioza statica:
asimetrii ale bazinului, inegalitate

de membre inferioare,
ascensionarea omoplatului;
scolioza  antalgica  (discopatii
vertebrale, iritatii ale radacinii
nervoase); scolioze legate
de dezechilibre de crestere,
si SCOLIOZE  STRUCTURALE:

congenitale (cu si fara malformatii
vertebrale); scolioza aparuta fin
cursul cresterii ( afectiuni genetice,
afectiuni musculare - miopatii,
afectiuni neurologice, rahitism);
scolioze secundare unor afectiuni

dobandite (osoase - frecvent
posttraumatice, neurologice,
retractii fibroase, cauze

inflamatorii, cauze tumorale, cauze
infectioase, afectiuni metabolice,
afectiuni distrofice, post
interventii chirurgicale toracice);

Fig. 1. Deviatiile rahisului.

Facultatea de Medicind, UOC Constanta
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scolioze idiopatice (esentiale,
75%): infantila (O - 3 ani), juvenila
(3 — 14 ani), la adolescent
si la adult. Dupa orientarea
convexitatii curburii exista
scolioze dextroconvexe (drepte)
si scolioze levo/sinistroconvexe
(stangi). Dupa tipurile de curburi
putem spune ca o curbura majora
este predominant structurald si
deformanta, in timp ce o curbura
minora este mai putin structurala
si deformanta si este deseori
numita curburda compensatorie.
Folosind acesti termeni s-a stabilit
urmatoarea clasificare: curbura
cervicald, curbura unica toracica
fnalta, curbura unica toracica,
curbura unica toraco-lombara,
curbura unica lombara, curbura
dubld majora toracica si minora
lombara, curburi duble toracica
si lombara, curburi duble majore
toracica Si toraco-lombara,
curbura dubla toracica (Fig 2).

Din punct de vedere clinic
exista: scolioza de grad I: mobila,
reductibila, asemanatoare
scoliozei functionale; scolioza de
grad Il: fixata, posibil reductibila,
cu rotatie de corpi vertebrali,
torace asimetric; scolioza de grad
[l si IV: ireductibild, cu consecinte
estetice si functionale majore,
afectarea  organelor interne,
artroza deformanta. De asemenea,
dupa gradul curburii primare se
deosebesc: scolioze usoare: sub
25-30 grade; scolioze medii: 30-50
(60) grade; scolioze grave: 50 (60)-
90 grade; scolioze foarte grave: >
90 grade (Fig. 3).

CIFOZELE se clasifica din punct
de vedere etiologic in: congenitale
si ereditare (rare); postraumatice;
infectioase; reumatismale;
tumorale; endocrine si carentiale;

distrofice; neuropsihice. Dupa
localizare se deosebesc : cifoza
rotunda Tnalta, cifoza rotunda
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Fig. 2. Tipuri de scolioze.

thoracic thoracolumbar
Cune cune
sau distensie abdominal3;
hiperlordoze  osoase fixe (
traumatice, postlisteze).
APLATIZARILE ~ VERTEBRALE

Fig. 3. Deviatia in plan frontal.
Exemplificare unghiuri.

centrald, cifoza rotunda joasa,
cifoza angulara (gibos).
CIFOSCOLIOZELE pot fi
din punct de vedere etiologic,
secundare in: distrofii musculare,
sindroame miotonice, miopatii
congenitale, miopatii metabolice.
HIPERLORDOZELE, din punct
de vedere etiopatogenic, pot fi:

hiperlordoze prin compensare
statica (cifoscoliozelor,
profesionale, obezitate, tocuri,

secundare luxatii congenitale sold,
postrahitism); hiperlordoze prin
dezechilibru dinamic muscular

pot avea cauze congenitale (
malformatii vertebrale), pot fi
constitutionale (interesand tipul
longilin) sau dobandite (rahitism).
Din punct de vedere clinic
deosebim: spate plan tipic usor
lordotic sau spate plan atipic cu
inversarea curburilor.

Obiectivele tratamentului
de reabilitare functionala 1in
tulburdrile de statica vertebrald
sunt: ameliorarea posturii,
ameliorarea durerii si a
contracturilormusculare, cresterea
flexibilitatii coloanei, cresterea
fortei musculare(abdominale
si paravertebrale), ameliorarea
respiratiei.

Exercitiul  kinetic ramane
baza programului terapeutic in
tulburdrile de statica vertebrala. Se
aplica programe de kinetoterapie
individuald sau de grup: exercitii
de corectare posturala (axate pe:
constientizarea inclinarii pelvisului
(delordozare), scaderea cifozei
dorsale, scaderea  curburilor
scoliotice); Metoda Klapp, tehnica
Cotrel, patrupedia Klapp, exercitii
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de derotare; exercitii de tonifiere
a musculaturii abdominale,
tonifiere a muschilor fesieri
mari, tonifierea si reechilibrarea
musculaturii paravertebrale;
kinetoterapia corectoare;
cresterea expansiunii  toracice;
scaderea travaliului ventilator
prin asuplizarea toraco-vertebrala
si  prin sporirea contributiei
respiratiei diafragmatice(respiratia
abdominal3); cresterea
randamentului pompei musculare
respiratorii; recuperarea dinamicii
coloaneidorsale sia cutiei toracice;
instruirea pacientului cu elemente
specifice din ,scoala spatelui”.
De asemenea se continua cu
programe de hidrokinetoterapie si
inot terapeutic.
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VERTEBRAL POSTURE DISORDERS. CLINICAL ENTITIES.
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Faculty of Medicine, “Ovidius” University in Constanta

The vertebral posture
disorders are a major sector of the
rehabilitation medicine given the
high frequency and the revolution
of the assessment techniques
and of the functional treatment
methods.  Vertebral posture
shows some changes, especially
in children and teenagers, called
rachis deviations. Such deviations
can occur either in sagital plan
- an exaggeration of the normal
curvature, erasure or reversal
of the same, or in frontal plan -
occurrence of a new curvature, or
in both plans - combinations of the
curvatures in sagital and frontal
plan.

Scoliosis is the spine curvature
in frontal plan with the rotation of
the vertebrae (the convex shape
gives the name of the scoliosis
direction); kyphosis consists of
the curvature of the spine in
sagital plan; the kypho-scoliosis
consists of the combination, in
the same patient, of kyphosis and
scoliosis; hyper-lordosis consists
of the accentuation of curvatures
in sagital plan; flattening consists
in the ,erasure” of physiological
curvatures (Picture 1).

Picture 1. Rachis deviations.

SCOLIOSIS. In etiologic
terms, 2 large categories are
distinguished: NON-STRUCTURAL
SCOLIOSES (functional): postural
scolioses (scoliosis attitude); static

scoliosis:  pelvis asymmetries,
inequality of lower limbs,
scapula ascension; antalgic

scoliosis (vertebral discopathies,
irritations of the nervous root);

scolioses related to growth
unbalance and  STRUCTURAL
SCOLIOSES:  congenital  (with
and without vertebral defects);
scoliosis occurring during
growth ( genetic disorders,

muscle disorders - myopathies,

neurological disorders, rickets);
scoliosis following some acquired
disorders (bone - frequently post-
trauma, neurological, fibrous
retractions, inflammatory causes,
tumour causes, infectious causes,
metabolic disorders, dystrophic
disorders, after thorax surgeries);
idiopathic scolioses (essential,
75%): infantile (0 - 3 years old),
juvenile (3 — 14 vyears old), in
teenagers and adults. According
to the direction of the curvature
convexity, there are dextroconvex
scolioses (right side) and levo/
sinistroconvex  scolioses  (left
side). According to the type of
curvatures, we can assert that
a major curvature is mainly
structural and deforming, while a
minor curvature is less structural
and deforming and often called
compensatory curvature. Using
such terms, the following
classification was established:
cervical curvature, high thorax
unique curvature, thorax unique
curvature, thorax-lumbar unique
curvature, lumbar unique
curvature, double major thorax
and minor lumbar curvature,
double thorax and Ilumbar
curvature, major double thorax
and thorax-lumbar curvatures,
double thorax curvature (Picture
2).

Picture 2. Types of scoliosis.

Clinically, there are: 1st degree
scoliosis: mobile, reducible, similar
to functional scoliosis; 2nd degree
scoliosis: fixed, possibly reducible,
with rotation of vertebral bodies,
asymmetric thorax; 3rd and 4th
degree scoliosis: irreducible, with
major aesthetic and functional
consequences, damage of internal
organs, deforming arthrosis. Also,
according to the degree of the
primary curvature, there are: light
scolioses: under 25-30 degrees;
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average scolioses: 30-50 (60)
degrees; severe scolioses: 50 (60)-
90 degrees; very severe scolioses:
> 90 degrees (Picture 3).

Picture 3. Frontal deviation.
Angle examples.

KYPHOSES are aetiologically
classified in: congenital and
hereditary (rare); post-trauma;
infectious; rheumatic; tumour-like;
endocrine and deficit; dystrophic;
neuro-psychic. ~ According to
location, we distinguish: high
round kyphosis, central round
kyphosis, low round kyphosis,
angular kyphosis (lump).

KYPHOSCOLIOSES can be,
in aetiologic terms, secondary
in: muscle dystrophies,
myotonic syndromes, congenital

myopathies, metabolic
myopathies.

HYPERLORDOSES, in
etiopathogenic terms, can

be: hyperlordoses by static
compensations (kypho-scolioses,
professional, obesity, high heels,
secondarytocongenitalhipsprains,
post-rickets); hyperlordoses by
muscle dynamic unbalance or
abdominal distension; fix bone
hyperlordoses (traumatic, post-
listhesis).

VERTEBRAL FLATENNING can
have congenital causes (vertebral
defects) or can be constitutional
(concerning longiline type) or
acquired (rickets). In clinical terms,
we distinguish: flat back, typically
slightly lordotic or flat back
atypical with curvature reversal.

The  objective of the
functional rehabilitation
treatment in vertebral posture
disorders are: improvement of
posture, reduction of pain and
muscle contractions, increase of
the spine flexibility, increase of
the muscle force (abdominal and
paravertebral), improvement of




breathing.
The kinetic exercise remains
the basis of the therapeutic

programme in the vertebral
posture  disorders.  Individual
or group kinetotherapy

programmes are used: posture
correction exercises (aiming to
acknowledge the pelvis inclination
(delordosing), reduction of dorsal
kyphosis, reduction of scoliosis

curvatures); the Klapp, Cotrel
technique, Klapp exercises, de-
rounding exercises; abdominal
muscles toning exercises, toning
large buttock muscles, toning
and rebalance of para-vertebral
muscles; correcting kinetotherapy;
increase of thorax expansion;
reduction of ventilation labour by
thorax-vertebral asuplisation and
by enhancing the contribution of

diaphragm breathing (abdominal
breathing); increase of the
respiratory muscle pumping yield;
recovery of the dorsal spine
and thorax dynamics; patient
education in specific elements
concerning the ,back education”.
Also, these are followed by
hydrokinetotherapy programmes
and therapeutic swimming.
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IMPORTANTA VITAMINELOR K1 $1 K2 IN FUNCTIONAREA

SISTEMELOR OSTEOARTICULAR $I CARDIOVASCULAR

Vitamina K a fost descoperita
intamplator de catre un cercetator
danez, Henrik Dam, in urma
unor cercetari din 1920 privind
rolul  colesterolului Tn dieta.
S-a observat ca dieta saracda in
colesterol administrata unor pui
timp de mai multe sdaptdmani
determind hemoragii, in timp ce
suplimentarea dietei cu colesterol
purificat nuaduce nici un beneficiu.
S-a ajuns la concluzia ca in dieta
trebuie sa maifie prezent un factor,
acesta o data extras fiind denumit
vitamina coagularii. Cercetarile
au fost prezentate intr-o revista
germand, de unde si denumirea
din limba germana de Vitamina
K (Koagulationvitamin). Structura
chimicd a fost descoperita mai

tarziu de catre Edward Adelbert
Doisy, iar 1943 Dam si Doisy au
primit premiul Nobel pentru
descoperirea lor.

Vitamina k este indispensabila
functionarii normale a coagularii,
fiind implicata in sinteza factorilor
de coagulare Il, VII, IX, X, proteinei
Z (amplifica actiunea trombinei),
proteinelor S si C (anticoagulante);
implicata  n procesul de
mineralizare osoasa (reactiile de
mineralizare in care substanta
secretata de celulele osoase este
implicata, osteocalcina, necesita la
un moment dat prezenta vitaminei
K). De asemenea, se presupune
ca ar fi implicata si in procesul de
crestere celulara, prezenta sa fiind
necesara sintezei unei proteine
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implicate Tn acest proces (Gas6)

in absenta vitaminei K, toate
proteinele implicate in procesele
mai sus-mentionate nu pot
deveni active din punct de vedere
biologic.

Termenul de vitamina K este
de fapt un termen-umbrela folosit
pentru vitamina K1 (filochinona),
vitamina K2 (menachinona) si
vitamina K3 (menadiona).

K1 - filochinona (care se
gaseste n plante verzi), K2 -
menachinond (varianta vitaminei
K care este produsa de bacterii
in intestine, dar si in produse de
origine animald) siK 3 - menadiona
(varianta sintetica a vitaminei K,
inclusain suplimentele alimentare)

fncepand cu secolul 21, cu



toate acestea, cercetatorii au
inceput sa analizeze Indeaproape
diferentele structurale dintre K1 si
K2, care inainte au fost considerate
in mare masura irelevante.

in 8 studii observationale,
nivelul plasmatic al vitaminei K1
s-a corelat cu un risc semnificativ
mai mic de fracturi, desi nu s-a
dovedit un efect pozitiv asupra
densitatii osoase.

Un studiu canadian dublu-orb
arecrutat440femeicuosteopenie,
la care s-au administrat 5 mg
vitamina K1 sau placebo, zilnic,
pe o perioada de minimum 2 ani.
Dupa 2 ani, un numar semnificativ
mai mic de femei din grupul
tratat cu vitamina K au prezentat
fracturi, insa densitatea osoasa nu
a fost ameliorata semnificativ fata

de placebo.
Vitamina K1 are un rol
important in mentinerea

elasticitatii arteriale. Un studiu
randomizat controlat desfasurat
pe o perioada de 3 ani a examinat
elasticitatea carotidiana. La 108
femei aflate in postmenopauza,
cu varsta intre 50-60 ani, s-a
administrat placebo, un supliment
care continea minerale si vitamina

D si acelasi supliment la care s-a
adaugatsivitaminaK1. Cercetatorii
au concluzionat ca vitamina K1
in combinatie cu vitamina D si
minerale au efecte benefice pe
termen lung atat asupra structurii
cat si functiei peretelui arterial
carotidian. Pierderea elasticitatii
vasculare este adesea legata de
calcificarea peretelui arterial.
Vitamina K2 pare sa aiba
un rol important Tn mentinerea
integritatii sistemului
cardiovascular. Un studiu
observational olandez publicat
recent a monitorizat 16.057
femei aflate in postmenopauza,
care au raportat consumul de
vitamina K prin completarea unor
chestionare, apoi au fost urmarite
pentru aparitia bolii coronariene
timp de 8 ani. Aportul mediu de
vitamina K1 a fost de 212 mcg/
zi, In timp ce aportul mediu de
vitamina K2 a fost de 29 mcg/
zi. S-a constatat ca aportul de
vitamina K2, si nu de vitamina K1,
s-a asociat cu scdderea riscului
cardiovascular .
Spanacul,

broccoli, varza,

varza de Bruxelles, fasolea verde,
sparanghelul,

napii, mazarea,

morcovii si conopida sunt surse
excelente de vitamina K, alaturi de
iaurt.

Surse de vitamina K2 sunt si
gabenusul de ou, ficatul, anumite
tipuri de branza, sursele de
vitamina K sunt foarte sarace in
calorii: 100 g de napi fierti au 36
calorii, spanac fiert: 41, gulia:
29, varza de Bruxelles: 61 calorii,
broccoli: 44 calorii, patrunjel
proaspat: 3, laptuci: 16 calorii.
Toate aceste legume asigura doza
zilnica recomandata de vitamina
K, unele chiar contin de 10 ori

mai multd (napi, spanac). De
asemenea, exista suplimente
obtinute din alimentul japonez
Natto, soia fermentata, prin
utilizarea de culturi bacteriene
controlate.

Efectele  pleiotropice ale

vitaminelor D si K in homeostazia
calciului si Tn mentinerea sanatatii
osoase si cardiovasculare, ca
si Tn scaderea morbiditatii si
mortalitatii premature, pot avea
implicatii semnificative asupra
sanatatii publice, deoarece acesti
nutrienti sunt siguri, disponibili si
relativ ieftini.

IMPORTANCE OF VITAMINS K1 AND K2 IN THE OPERATION OF
OSTEOARTICULAR AND CARDIOVASCULAR SYSTEMS

Vitamin K was discovered by
chance by a Danish researcher,
Henrik Dam, after some research
in 1920 regarding the role of
cholesterol in diet. It was found
that a diet low in cholesterol used
on some chickens for several
weeks causes haemorrhages,
while the supplementation of
the diet with purified cholesterol
has no benefit. The conclusion
was drawn that the diet should
include another factor, and, once
extracted, was called the vitamin
of coagulation. The research was
presented in a German magazine,

hence the name in German of
Vitamin K (Koagulationvitamin).
The chemical structure was later
discovered by Edward Adelbert
Doisy, and, in 1943, Dam and Doisy
received the Noberl prize for their
discovery.

Vitamin K is indispensable
for the normal operation of
coagulation, being involved in the
synthesis of coagulation factors
I, VII, IX, X, Z protein (amplifies
the action of thrombin), S and C
proteins (anticoagulants); involved
in the bone mineralisation process
(mineralisation reactions where

Andreea Miritd, Ghiulcin Nurla

the substance released by the
bone cells is involved, osteocalcin,
requires, at a certain time, the
presence of vitamin K). Also, it
is assumed that it is involved in
the process of cell growth, its
presence being required for the
synthesis of a protein involved
in such process (Gas6). In lack of
vitamin K, all proteins involved in
the aforementioned processes
cannot become biologically active.

The term of vitamin K is
actually an umbrella term used
for vitamin K1 (phylloquinone),
vitamin 2 (menaquinone) and K3

Techi



(menadione).

K1 - phylloquinone (found in
green plants), K2 - menaquinone
(the version of vitamin K produced
by bacteria in the intestines and
also found in animal products) and
K 3 - menadione (varthe synthetic
version of vitamin K, included in
food supplements)

Starting with the 21st century,
however, researchers started to
analyse closely the structural
differences between K1 and K2,
priory considered highlyirrelevant.

8 observation studies
correlated the plasma level of
vitamin K2 with a significantly
lower risk of fractures, although no
positive effect was demonstrated
on the bone density.

A double-blind Canadian
study recruited 440 women with
osteopenia, using 5 mg of vitamin
K1 or placebo, daily, for a period
of minimum 2 years. 2 years later,
a significantly lower number
of women in the group treated
with vitamin K suffered fractures,
however the bone density was
not significantly improved as
compared to placebo.

Vitamin K1 plays an important
role in maintaining the arterial
elasticity. A randomised controlled
study carried out along 3 years
examined the carotid elasticity. A
placebo supplement containing
minerals and vitamin D was
used on 108 women in their
post-menopause, with the ages
between 50 and 60, and the same
supplement enriched with vitamin
K1. Researchers concluded that
vitamin K1, together with vitamin
D and minerals, has beneficial
effects on a long term both on
the structure and on the function
of the carotid arterial wall. The
loss of vascular elasticity is often
related to the calcification of the
arterial wall.

Vitamin K2 seems to play
a major role in maintaining the
integrity of the cardiovascular
system. A Dutch observation

study recently published
monitored 16,057 women in
the  post-menopause  period
reporting the intake of vitamin
K upon the completion of some
questionnaires, then followed-up
in terms of the coronary disorder
for 8 years. An average intake of
vitamin K1 was of 212 mcg/day,
while the average intake of vitamin
K2 was of 29 mcg/day. It was seen
that the intake of vitamin K2, not
vitamin K1, was associated with
the reduction of cardiovascular
risk.

Spinach, broccoli, cabbage,
Brussels cabbage, green beans,
asparagus, turnips, peas, carrots
and cauliflower are excellent
sources of vitamin K, together
with yoghurt.

Sources of vitamin K2 are also
the egg yolk, liver, certain types
of cheese, and sources of vitamin
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K are very low in calories: 100 g
of boiled turnips have 3 calories,
boiled spinach: 41, turnip tops:
29, Brussels cabbage: 61 calories,
broccoli: 44 calories, fresh
parsley: 3, salads: 16 calories.
All these vegetables ensure the
daily recommended intake of
vitamin , some even 10 times over
(turnips, spinach). There are also
supplements obtained from the
Japanese food Natto, fermented
soy, by using controlled bacteria
cultures.

The pleiotropic effects of
vitamins D and in the calcium
homoeostasis and in maintaining
the bone and cardiovascular
health, as well as in reducing
premature morbidity and
mortality can have significant

implications on the public health,
given that these nutrients are safe,
available and relatively affordable.




TRATAMENTUL DE RECUPERARE IN PATOLOGIA GENUNCHIULUI

Dr. Liliana Vldddreanu, Dr. loana Crdciun, Kt. Nicoleta Calotd, Dr. Mihaela Minea

Introducere.
In  Sanatoriul Balnear si
de Recuperare Techirghiol se

interneaza, anual, un numar
mare de pacienti, acuzand
durere la nivelul genunchilor,

aparute in urma traumatismelor,
secundar degenerarii structurilor
implicate Tn biomecanica normala
a acestei articulatii sau facand
parte din tabloul clinic al unei
boli inflamatorii sistemice.
Articulatia  genunchiului  este
complexd, esentiala Tn miscare,
in sustinerea greutatii corporale,
oferind in acelasi timp stabilitate.
Actioneaza, avand capacitateade a
absorbi socurile din mediul extern,
permite realizarea miscarilor de
flexie si extensie, facilitdnd mersul
si ajutand la propulsia corpului.
Anatomia genunchiului.
Genunchiul este  alcatuit
din extremitatile femurului si
tibiei (cele mai lungi doua oase)
si rotuld, care formeaza douad
articulatii: tibio-femurala si
patelo-femurald. Acestea permit
flexia, extensia, rotatia interna si
externd. Fibula, situata in partea
laterala a gambei, se plaseaza

Hamstrings

Femur
(Thigh Bone)

Ligament

Meniscus

de-a lungul tibiei, de la genunchi
la glezna. Structurile osoase
sunt stabilizate de ligamente:
ligamentul Tncrucisat anterior (LIA)
care limiteaza rotatia si miscarea
anterioara a tibiei; ligamentul
incrucisat posterior (LIP), cel mai
puternic legand tibia de femur,
situat Tn spatele LIA, limitand
miscarea Tnapoi a genunchiului;
ligamentul colateral medial (LCM)
si ligamentul colateral lateral (LCL)
care previn miscarile de lateralitate
ale genunchiului. La nivelul
genunchiului se afld 2 tendoane
(tesuturi elastice care realizeaza
conexiunea dintre muschi si os)
majore: cvadricipital si patelar.
Cartilajul articular hialin acopera
suprafetele extremitatilor osoase,
protejandu-le Tn timpul miscarii.
Fibrocartilajul, care la nivelul
genunchiului constituie cele doua
meniscuri intern si extern, are rol
in stabilizarea articulatiei alaturi
de structurile ligamentare. Lichidul
sinovial intraarticular permite
realizarea miscarilor la nivelul

genunchiului, farda a se produce
uzura la nivel articular.
Muschii

care participa la

mobilizarile articulare sunt cei
extensori ai gambei pe coapsa:
vastul lateral, vastul medial, vastul
intermediar (cu originea pe femur),
si dreptul femural, (cu originea pe
bazin). Toti se unesc in insertia
situata pe baza si marginile rotulei.
Flexorii genunchiului sunt bicepsul
femural (cu cele doud capete,
lung si scurt), semitendinosul si
semimembranosul.

Capsula este o structura
fibroasa groasa care se infasoara
in jurul articulatiei, fiind captusita
de un tesut moale, care secretd
fluidul sinovial, asigurand
lubrifiere. Exista pana la 13 burse
de diferite dimensiuni intra- si
peri-articular, cea mai importanta
fiind cea prepatelara, situata pe
fata anterioara a genuchiului,
chiar sub tegument. Acestea
protejeaza articulatia si reduc
fortele de frecare dintre muschi,
oase, tendoane si ligamente.

Masuri generale pentru
pacientii cu afectiuni ale
genunchilor

Pacientii sunt sfatuiti sa
mentind o greutate corporala
normald, sa evite pe cat posibil
ortostatismul prelungit, precum
si mersul pe distante lungi sau
pe teren accidentat, ori situatiile
de flexie maxima si mentinerea
aceleiasi pozitii o perioada lunga
de timp. Daca este necesar,
trebuie corectat piciorul plat, iar
purtarea tocurilor inalte trebuie
evitata.

Pacientilor li se poate
recomanda folosirea mijloacelor
de sprijin (cum ar fi bastonul sau
cadrul metalic). Indicat este ca
bastonul sa fie folosit in mana
de partea opusa genunchiului
dureros, cu cotul putin flectat,
avand in vedere ca greutatea
sustinutd Tn mod normal de
genunchi este preluata de acest
dispozitiv. Importanta este
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si Tnaltimea bastonului care
trebuie sa fie adaptata Tnaltimii
pacientului. In stadiile avansate de
afectare articulara este necesara
utilizarea cadrului metalic, pentru
ca genunchiul sa nu sustina o
greutate prea mare.

Terapia ocupationala trebuie
adusa in discutie, pacientul fiind
indrumat sa evite activitatiile care
presupun ortostatismul prelungit,
fiind benefice sporturi precum
ciclismul sau practicarea inotului.
Tenisul nu este recomandat, acesta
determinand suprasolicitarea unui
genunchi deja lezat.

Trebuie sa avem permanent
in vedere fapul ca genunchiul face
parte dintr-un lant ce cuprinde
bazinul, soldul si  membrul
inferior Tn intregime, astfel ca un
dezechilibru la acest nivel modifica
intreaga biomecanica normala.

Tratamentul de recuperare

Artroza genunchiului
reprezintdopatologiedegenerativa
a articulatiei genunchiului, n care
sunt afectate toate componentele
articulare  (sinoviala, capsula,
cartilajul si  osul). Cele mai
frecvente simptome sunt durerea,
tumefactia (cresterea in volum) si
redoarea articulara. Sunt afectate
toate categoriile de varstd, mai
frecvent persoanele peste 45-50
de ani, dar nu sunt excluse nici
persoanele mai tinere. Repartitia
pe sexe arata predominanta sexului
feminin cu o distributie de 2:1 fata
de barbati. Factorul declansator
poate fi o trauma majora a
articulatiei sau uzura accentuata
determinata fie de microtrauma
repetata, fie de supraincarcare
(greutatea excesiva) sau de natura
activitatilor zilnice realizate de
catre pacient. Protocoalele de
recuperare pentru pacientul cu
osteoartrita de genunchidepind de
stadiul in care se afla se afla boala,
astfel in cele incipiente acesta
poate beneficia de programe de
kinetoterapie, terapie manual3,
masaj, electroterapie, infiltratii

intraarticulare cu diverse
substante (ozon, corticoizi, PRP,
celule stem) in vreme ce, in stadiile
avansate, sunt indicate interventii
chirurgicale de descarcare sau
chiar  artroplastii  (protezare)
partiale sau totale.

Recomandarile curente la
nivel mondial pentru pacientii
aflati in stadiile | si Il de boala
sunt reprezentate de programe
de gimnastica medicald usoare,
cu minima fncarcare, realizate
de catre pacient de 2 orifan intr-
un cadru bine controlat (clinica
de recuperare, ambulator de
specialitate) si in restul timpului
recomandari pentru sporturi cu
incarcare articulard minima (inot,
bicicletd staticd, aquagim etc).
in cadrul acestor programe un
rol important il are stabilizarea
articulatiei prin  exercitii de
crestere a fortei la nivelul
muschiului cvadriceps femural si
a celor ischiogambieri. Acestea
au eficienta maxima, daca sunt
realizate Tn lant kinetic inchis cu
rezistenta scazuta spre medie.
Se recomanda ca pacientul sa
evite atat pozitiile fixe vicioase,
ortostatismul prelungit cat
si alergarea, mersul pe teren
accidentat, mersul pe perioade
prelungite de timp indiferent
de terenul pe care se realizeaza.
Studiile recente arata ca activitatile
sportive practicate in mod excesiv
(mai mult de o ord/zi, alergare cu
viteze mai mari de 10-12 km/h,
lucru cu greutati mari mai des
de 3 ori/saptamand) se asociaza
cu deteriorarea mai rapida a
structurilor articulare comparativ
cu persoanele care exerseaza in
mod moderat, practicind sporturi
usoare de 3-4 ori/saptamana sau
pur si simplu mergind in pas alert
3-4 km/zi. n cazul pacientilor care
sunt Tn stadiul Ill sau IV de boal3,
indicatia este cea operatorie,
protocolul fiind dependent de tipul
interventiei chirurgicale realizate:
osteotomie de descarcare sau
artroplastie (vor fi discutate in

cadrul subcapitolului genunchiul

operat).
Artrita de genunchi din
poliartrita reumatoida sau

spondilartrite evolueaza in pusee,
cu perioade de remisiune clinica.
in timpul acutizarii, articulatia
trebuiesafieinrepaussidescarcare
complete, fara a se realiza altceva
decat posturari antalgice, in scopul
mentinerii supletei articulare si al
prevenirii retracturilor musculo-
tendinoase si a anchilozelor
cu limitare de amplitudine a
miscarii. Pacientul va beneficia
de tratament medicamentos
adecvat si in cazul in care conditiile
o permit, de hidroterapie Ia
temperatura indiferenta pentru
efectele decontracturante, de
flotare si descarcare articulara, pe
care aceasta le are. In perioadele
de remisiune, tratamentul de
recuperare al genunchiului va
beneficia de aceleasi protocoale
si scheme terapeutice ca in cazul
osteoartritei degenerative.

Genunchiul posttraumatic
se refera la trei situatii: leziunile
osoase (fracturile extremitatii
distale femurale, cele de rotula
sau ale extremitdtii proximale
tibiale), leziunile ligamentare (LIA,
LIP, LCM, LCL) si meniscale (intern
si extern) si combinatii posibile ale
celor descrise anterior. Conform
protocoalelor validate de catre
medicii ortopezi, initial se rezolva
leziunile osoase (chirurgical sau
ortopedic) si dupa vindecarea
acestora si asigurarea integritatii
osoase, se vor corecta cele
ligamentare si meniscale, intr-un
timp operator secundar.

Fracturile de la nivelul
genunchiului se trateaza de obicei
chirurgical (cele cu deplasare
sau care pun in pericol functia
articulard) sau ortopedic, prin
imobilizare (cele fara deplasare si
la care prin incarcare partiala inca
sunt pastrate axele functionale
ale articulatiei). Protocoalele
difera extrem de mult in functie
de complexitatea leziunii osoase



si de tehnica operatorie. Exista
leziuni si tehnici in care incarcarea
pe membrul afectat este interzisa
pentru o anumitda perioadda de
timp, variind intre 2 si 6 sdptamani,
si leziuni pentru care incdrcarea
progresiva este permisa imediat
post-operator, uneori incarcarea
completd fiind posibila imediat.
Media in care este indicat sa se
realizezeincarcarea progresiva este
de 14 zile, cu mentiunea expresa
ca medicul ortoped va fi cel care va
trasa regulile de igiena si incarcare
articulara postoperator. Tot de
principiu, Tn cazul leziunilor care
nu compromit complet functia
articulara — fracturi comninutive,
infectii osoase postoperatorii,
pacientul va relua mersul initial
in cadru, apoi carje de axil3,
carje canadiene, apoi o singura
carjd in mod progresiv — odata
cu recapatarea fortei musculare
pierdute prin imobilizare si
cu recastigarea unghiurilor
functionale articulare. Pacientul
poate beneficiatn perioadaaceasta
de programe de kinetoterapie si
hidrokinetoterapie individualizate,
tratament medicamentos
adecvat (antiinflamator, antialgic,
anticoagulant sau antiagregant
plachetar in functie de perioada
de imobilizare) si de terapie fizicala
(masaj trofic sau decontracturant,
diapulse, etc). Perioada pe care
se va intinde (uneori de ordinul
lunilor) programul de recuperare
medicald, variaza in functie de
trauma initiala si de afectiunile
asociate ale pacientului.

Leziunile  ligamentare  si
meniscale pot sa apara fie
postraumatic — brusc dupa o
accidentare in plinda stare de

sanatate, sau in timp, prin uzura
accentuata a articulatiei, care este
suprasolicitata fie datoritda unei
afectiuni a unei alte articulatii
supra- sau subiacente, fie prin
natura activitatilor fizice zilnice.
Daca sunt asociate unor defecte
o0soase importante, initial
acestea vor fi reparate. Leziunile

care implica doar ligamentele
si meniscurile pot beneficia de
tehnica operatorie artroscopica,
minim invaziva, care va insemna
automat o perioada de reabilitare
mult scazuta.

in cazul leziunilor partiale
ligamentare tratament ortopedic
va consta in imobilizare gipsata
sau in ortezd fixa/mobila pe
0 anumitd perioada de timp
(maxim 6 sdptamani), apoi de
terapie de recuperare alcatuita
dintr-un program individualizat
de kinetoterapie cu obiectiv de
crestere a fortei musculaturii
paraarticulare, care sa poata
prelua partial  functia de
stabilizare a ligamentului afectat
(primele 2-3 saptdmani conform
protocoalelor), control postural
constient al miscadrilor executate
la nivel articular specific, cat si
global (incepand cu sdptamana
a 3-a), exercitii de proprioceptie
(din sdaptamana 4 pana in cea de
a 6-a). De asemenea pacientul
va beneficia de tratament fizical
constand in masaj decontracturant
sau trofic in functie de situatie,
aplicatii de electroterapie
antialgicea sau cu scopul de a
scadea edemul periarticular sau de
a asupliza eventualele retracturi
musulare postimobilizare. Foarte
utile pe parcursul reabilitarii sunt
procedurile de hidrokinetoterapie
la temperatura indiferenta, tocmai
pentru  efectele = mentionate
anterior, de descarcare,
decontracturare si flotare.

Pentru leziunile ligamentare
complete se efectueaza
ligamentoplastiiartroscopice, ce se
pot realiza fie cu grefa din propriile
tendoane (autogrefa) fie cu
grefon sintetic (allogrefd). Primele
reprezinta recoltarea unei portiuni
de tendon si prelucrarea acestuia,
manevre care automat vor creste
timpul interventiei. De asemenea
protocolul postoperator este usor
modificat in cazul autogrefelor, pe
parcursul primelor doua saptamani
constand in exercitii de mobilizare

activ-pasiva fara fincarcare, strict
in limitele tolerantei la durere.
in urmatoarele 2 sidptimani se
intoduc exercitii in lant kinetic
deschis fara rezistentd, iar 1in
saptamanile 4-6 si exercitiile
cu fncarcare si in lant kinetic
inchis, iar din cea de-a 7-a, cele
pentru antrenarea proprioceptiei
executate Tn lant kinetic inchis si
in echilibru instabil. Tncdrcarea
pentru realizarea locomotiei se
realizeaza progresiv incepand din
ziua a 5-a -, a 7-a, ajungandu-
se la incarcare completda undeva
la aproximativ 21 de zile de la
interventie. in toatd aceastd
perioada pacientii pot beneficia
de asemenea de programe fizicale
constand in proceduri electrice
cu efect antialgic, antiinflamator,
decontracturant si de asemenea
de programe individualizate de
hidrokinetoterapie la temperatura
indiferenta.

Leziunile  meniscale  sunt
abordate diferit in functie de
dimensiunea rupturii si  de
gradul de impotenta functionala
determinat. Cele incomplete,
fara impotenta functionala
marcata beneficiaza de tratament
ortopedic cu imobilizare de
maxim 3-4 saptamani in aparat
gipsat sau orteza fixa, cu protocol
si perioadda de recuperare
aproape identice cu cele din cazul
leziunilor incomplete ligamentare.
fn  cazul rupturilor meniscale
radiare, complete sau cu corp
liber intraarticular si impotenta
functionala importanta, pacientii
vor beneficia de tratament
chirurgical de tip artroscopic cu
shaving si extragerea fragmentelor
de cartilaj flotante intraarticular.
Perioada de reabilitare ca si
protocolul sunt asemanatoare cu
cele descrise in cazul leziunilor
ligamentare complete.

Nu sunt inca introduse in
ghidurile obligatorii de tratament,
dar  exista  studii recente
care atestd beneficiul net al
pacientului in cazul folosirii la 2-4




saptamani postoperator a unei
infiltratii intrarticulare cu PRP
sau celule stem (folosind diferite
protocoale de administrare
ulterioare), ambele  scazand
timpul de vindecare, durerea si
ameliorand functia articulara. Un
dezavantaj al acestei tehnici este
costul relativ crescut al acesteia.
Patologia genunchiului in bolile
neurologice este reprezentata
fie de pseudoanchiloza datorata
retracturilor musculo-ligamentare
ce apar in cazul parezelor sau
paralizilor, fie de instabilitatea
genunchiului  determinata de
aceeasi patologie. Pacientii care
datorita hipertoniei (spasticitatii)
dezvolta retracturi pe anumite
grupe musculare vor ajunge sa
prezinte limitari ale amplitudinilor
de miscare articulard, mergand
uneori pana la anchiloza reala.
in vederea preventiei acestor
retracturi, pacientul va beneficia
in primul rdnd de ortezare
adecvata atat pe perioada activa
cat si in timpul de odihna. De

asemenea, exista si interventii
de tipul injectarii de toxina
botulinica la nivelul grupelor

musculare spastice sau uneori
chiar interventii chirurgicale de

alungire a tendoanelor acestora.
Dezavantajul injectarii de toxina
botulinica este efectul terapeutic
limitat la o perioada de 2-3 luni,
iar avantajul acela c3, in cazul
unei erori de injectare efectul

este reversibil. Interventia
chirurgicala de alungire a
tendoanelor are dezavantajul

unei imobilizari de 2-3 saptamani
postoperator, iar avantajul de a
fi o metoda permanenta, ce i
confera pacientului  beneficiul
unei amplitudini de miscare
functionale. Ambele tipuri de
pacienti vor beneficia de programe
individualizate de kinetoterapie si
de terapie fizicala cu obiective ca
scaderea spasticitatii, cresterea
fortei musculare pe grupele
hipotone antagoniste, analgezia,
etc. In cazul pacientilor care
prezinta instabilitate articulara,
datorita patologiei ce determina
scaderea  fortei  musculaturii
stabilizatoare (amiotrofii, leziuni
medulare, paralizii centrale
sau periferice, etc) obiectivele
principale ale programului de
reabilitare sunt cel de prevenire
a deformarilor articulare si
de mentinere a calitatii vietii
pacientului. Metodele prin care
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acest lucru se poate atinge sunt
reprezentate de ortezare adecvata
pe perioadele de activitate fizica,
educatie Tn vederea folosirii
eficiente a mijloacelor ajutatoare
a locomotiei (baston, cadru,
fotoliu rulant), programe fizicale
prin care se va incerca cresterea
fortei musculare si programe
individualizate de kinetoterapie.
Nu exista protocoale stricte de
terapie avand in vedere faptul
ca fiecare pacient este unic si ca
uneori primeaza tratamentul bolii
de fond.
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RECOVERY TREATMENT IN KNEE PATHOLOGY

Dr. Liliana Vladdreanu, Dr. loana Crdciun, Kt. Nicoleta Calotd, Dr. Mihaela Minea

Introduction.

Each year, a high number of
patientsare admitted at Techirghiol
Balnear and Recovery Sanatorium,
with  knee pains (gonalgia),
occurring as a result of traumas,
secondary to the degeneration
of the structures involved in the
normal biomechanics of this joint
or part of the clinical image of a
systemic inflammatory disease.
The knee jointis complex, essential
in movement, in supporting the
body weight, at the same time
providing stability. It acts with the
capacity of absorbing shocks from
the external environment, allows
flexure and extension movements,
enhancing walking and aiding the
body propulsion.

Knee anatomy.

The knee is made of the
femur and tibia extremities (the
longest bones) and knee cap,
forming two joints: tibia-femoral
and patella-femoral. They allow
the flexure, extension, internal
and external rotation. The fibula,
on the lateral side of the shank,
is located along the tibia, from
the knee, to the ankle. The
bone structures are stabilised
by ligaments: the anterior
cross ligament (LIA) limiting the
rotation and anterior movement
of the tibia; the posterior cross
ligament (LIP), the strongest,
connecting the tibia to the femur,
located behind LIA, limiting the
back movement of the knee; the
medial collateral ligament (LCM)
and the lateral collateral ligament
(LCL) preventing the knee side
movements. 2 major tendons are
locate at the knee level (elastic
tissues achieving the connection
betweenthe muscleandthe bone):
quadriceps and patellar. The thick
joint cartilage covers the bone
extremities surfaces protecting
them during movement. The
fibre-cartilage, which at the knee

level makes up the two menisci,
internal and external, plays a role
in the joint stabilisation together
with the ligament structures. The
intra-joint synovial liquid allows
the movements at the knee level,
without causing wear at the joint
level.

The muscles participating
to the joint mobilisation are the
shank extension muscles to the
thigh: large lateral, large lateral,
large intermediary (originating on
the femur) and the right femoral
(originating on the pelvis). All
connect into the insertion located
at the basis and margins of the
knee cap. The knee flexors are the
femoral biceps with the two ends,
long and short), semi-tendinosus
and semimembranosus.

The capsula is a thick fibre
structure surrounding the joint,
covered by a soft tissue releasing
the synovial liquid, thus providing
lubrication. There are up to 13
bursae of various intra- and
peri-joint dimensions, the most
important being the pre-patellar
one, located on the anterior
side of the knee, just under the
tegument. These protect the joint
and reduce the friction forces
between the muscles, bones,
tendons and ligaments.

General measures for
patients with knee disorders

Patients are advised to
maintain a normal body weight,
to avoid orthostatism as much as
possible, as well as walking long
distances or off-road, or maximum
flexure situations and maintaining
the same position for a long period
of time. If necessary, the flat foot
must be corrected and high heels
should be avoided.

Patients can be recommended
to use support means (such as
canes or metallic frames). It is
recommended that the cane be
used with the hand opposite to the

the painful knee, with the elbow
slightly flexed, considering that the
weight normally supported by the
knee is taken by the device. The
cane height is also important and
must be adapted to the patient’s
height. In advanced stages of joint
disorders, it is necessary to use a
metallic frame for the knee to not
be subject to a heavy weight.

The occupational therapy
must be discussed, the patient
being advised to avoid activities
entailing long time orthostatism,
sports such as bike riding or
swimming being beneficial. Tennis
is not recommended, as it over-
stresses an already injured knee.

We must permanently
consider that the knee is part of a
chain including the pelvis, the hip
and the entire lower limb, so that
the imbalance at this level changes
the entire normal biomechanics.

Recovery treatment

The knee arthrosis is a
degenerative pathology of the
knee joint, affecting all joint
components (synovial, capsule,
cartilage and the bone). The
most frequent symptoms are
pain, swelling (volume increase)
and join movement difficulty. All
age categories are affected, most
frequently persons over 45-50,
however younger persons are not
excluded. The gender distribution
shows the dominance of women,
with an incidence of 2:1 as
compared to men. The triggering
factor can be a major joint trauma
or the high wear caused either
by a repeated micro-trauma or
by the overstress (overweight)
or daily activities completed
by the patient. The recovery
protocols for the patient with knee
osteoarthritis depend on the stage
of the disease, so that, in early
stages, the patient can benefit of
kinetotherapy, manual therapy,
massage, electrotherapy, intra-




joint infiltrations with various
substances (ozone, corticoids
PRP, stem cells) programmes,

while in advanced stages stress
relief surgeries are indicated or
even partial or full arthroplasties
(prostethics).

Current recommendations
worldwide  for  patients in
the 1st and 2nd stage of the
disorder are represented by
light medical gymnastics, with
minimum stress, completed by
the patient twice a year, in a well
controlled environment (recovery
clinic,  speciality ambulatory)
and, for the rest of the time,
recommendations for sports with
minimal joint stress (swimming,
static bike, aquagym, etc.). Within
such programmes, a major role is
played by the joint stabilisation
by exercises to increase the
force of the femur quadriceps
force and of the ischium-ankle
muscles. These have a maximum
efficiency is achieved in a closed
kinetic chain with low to medium
resistance. It is recommended
that the patient avoid both
defective fix position, extended
orthostatism and running, as well
as walking off-road and extended
walking, regardless of the land on
which these are achieved. Recent
studies show that sports activities
practised excessively (more than
one hour/day, running at speeds
of over 10-12 km/h, heavy lifting
more than 3 times/week) are
associated to the faster damage of
the joint structures as compared
to persons exercising moderately,
practising light sports 3-4 times
/ week or just walking fast 3-4
km / day. For patients in the 3rd
or 4th stage of the disease, the
indication is surgery, the protocol
depending on the type of surgery
performed: stress relief osteotomy
or arthroplasty (to be discusses in
the sub-chapter concerning the
operated knee).

The knee arthritis in the
rheumatoid polyarthritis or

spondylo-arthritis progresses in
spurts, with periods of clinical
remission. During acute periods,
the joint must be in rest and full
stress relief, without achieving
but painless postures, in order
to maintain the joint suppleness
and prevent  muscle-tendon
retractions and ankylosis with
movement amplitude limitation.
The patient shall benefit of proper
drug treatment also if conditions
allow such, such as hydrotherapy
at indifferent temperature for
de-contracting effects, of joint
floating and stress relief, it has.
In remission periods, the knee
recovery treatment shall benefit
of the same protocols and
therapy schemas as in the case of
degenerative osteoarthritis.

The post-trauma knee
concerns three situations: bone
injuries (distal femoral extremity
fractures, knee cap ones or
tibia proximal extremity ones),
ligament (LIA, LIP, LCM, LCL) and
meniscus (internal and external)
and possible combinations of the
aforementioned ones. According
to the protocols validated by
orthopaedists, bone injuries are
first corrected (by surgery or
orthopaedics) and, after these
are healed and the bone integrity
ensured, the ligament and
meniscus ones are corrected, at a
secondary surgery time.

Fractures at knee level are,
generally, treated by surgery
(fractures with displacements or
endangering the joint function) or
by orthopaedics, byimmobilisation
(those  without displacement
and at which, by partial stress,
the functional joint axes are still
maintained). The protocols vary
at a great extent, according to
the complexity of the bone injury
and the surgery technique. There
are injuries and techniques where
stressing the affected limb is
prohibited for a certain period of
time, varying between 2 and weeks
and injuries for which progressive

stress is allowed immediately after
surgery, the complete stress being
sometimes immediately possible.
The average time recommended
for the progressive stress is of 14
days, with the express mention
that the orthopaedist is the one
setting the hygiene and joint stress
rules after surgery. As a principle,
in case of injuries that do not fully
compromise the joint functionality
- micro-fractures, post-surgery
bone infections, the patient
shall resume walking initially
with a frame, then crutches,
Canadian crutches, and then with
a single crutch progressively - at
the same time with recovering

the muscle force lost by
immobilisation and  regaining
the joint functional angles.

During such time, the patient
can benefit of kinetotherapy and
hydrokinetotherapy  customised
programmes, proper drug
treatment (anti-inflammatory, pain
killers, anti-coagulant or plaque
anti-aggregating, depending on
the immobilisation period) and
physical therapy (trophic or de-
contracting massage, diapulse,
etc.). The duration of the medical
recovery programme (sometimes
months) varies according to the
initial trauma and the patient’s
associated disorders.

The ligament and meniscus
injuries can occur either after
trauma-suddenly afteranaccident
with a well health condition, or in
time, by severe wear of the joint,
overstressed either by a disorder
of a supra- or sub-adjacent joint or
by the nature of the daily physical
activity. If associated with some
major bone defects, these shall
be initially corrected. Injuries only
involving ligaments and menisci
can benefit of an arthroscopic
surgical technique, minimally
invasive, automatically entailing
a much shorter rehabilitation
period.

In the case of partial ligament
injuries, theorthopaedictreatment



consists of plaster immobilisation
or fix / mobile orthosis for a
certain period of time (maximum
6 weeks), then recovery treatment
consisting of a customised
kinetotherapy programmed
aiming to increase the para-joint
muscle force to partially take over
the affected ligament stabilisation
function (the first 2-3 weeks
according to protocols), conscious
posture control of the movements
achieved at specificand global joint
level (starting with the 3rd week),
proprioception exercises (between
weeks 4 and 6). Also, the patient
shall benefit of physical treatment
consisting of de-contracting or
trophic massage according to
the situation, electrotherapy
applications for pains or in order
to reduce the peri-joint oedema
or for the asuplisation of the
possible post-immobilisation
muscle retraction. Highly useful
during rehabilitation are the
hydrokinetotherapy procedures
at indifferent temperature, for the
aforementioned effects, for stress
relief, de-contraction and floating.

For full ligament injuries,
arthroscopicligamentreplacement
are carried out either by graphs
from own tendons (self-graph) or
by synthetic graphs (allograph).
The first consist of harvesting
a portion of the tendon and its
processing, which manoeuvres
automatically increase surgery
time. Also, the post-surgery
protocol is slightly changed in
case of auto-graphs, consisting,
during the first two weeks, of
active-passive mobilisation
exercises without stress, strictly
within the tolerance to pain.
During the following two weeks,
exercises in open kinetic chain are
introduced, without resistance,
and in weeks 4-6 exercises with
stress and in closed kinetic chain,
and, from week 7, those to train
proprioception carried out in
closed kinetic chain and unstable
balance. The stress for locomotion

is progressively achieved starting
with the 5th or 7th day, reaching
full stress approximately 21 days
after surgery. During this entire
period, patients can also benefit of
physical programmes consisting of
electric procedures for pain, anti-
inflammatory, de-contracting and,
also, customised programmes of
hydrokinetotherapy at indifferent
temperature. Meniscusinjuries are
differently approached, depending
on the size of the rupture and the

functional impotence caused.
Incomplete ones, without
functional impotence, benefit

of orthopaedic treatment with
immobilisation for maximum 3-4
weeks in plaster or fix orthosis,
with a recovery protocol and
period nearly identical with those
for incomplete ligament injuries.
In case or radial, complete
meniscus ruptures or with free
intra-joint bodies and major
functional impotence, patients
shall benefit of surgery treatment
of arthroscopic type with shaving
and the extraction of the intra-
joint floating cartilage fragments.
The rehabilitation period and
the protocol are similar to those
described for full ligament injuries.

Not yet introduced in the
mandatory treatment guides,
but recent studies certify the net
benefit for the patient of using, at
2-4 weeks after surgery, an intra-
joint infiltration with PRP or stem
cells (using various subsequent
use protocols), both reducing
the healing time, pain and
improving the joint function. One
disadvantage of this technique is
the relatively high cost.

The knee pathology in
neurological disorders is
represented either by the pseudo-
ankylosis caused by muscle-
ligament retractions occurring
in case of paresis or paralysis or
by the knee instability caused
by the same pathology. Patients
who, because of hypertonia
(spasticity), develop retractions on

certain muscle groups, shall show
limitations of the joint movement
amplitudes, sometimes up to
real ankylosis. To prevent such
retractions, the patient shall
benefit first of a roper orthosis,
both during the active period
and during the rest period. Also,
there are interventions such as
botulin toxin injection at the level
of the spastic muscle groups or,
sometimes, surgery to elongate
the tendons. The disadvantage of
injecting the botulin toxin is the
limited therapeutic effect after
2-3 months and the advantage
is that, in case of an injection
error, the effect is reversible. The
surgery to elongate tendons has
the disadvantage of a 2-3 weeks
immobilisation  after  surgery
and the advantage is that it is a
permanent method, giving the
patient the benefit of a functional
movement  amplitude.  Both
types of patients shall benefit of
individualised programmes of
kinetotherapyand physical therapy
aiming to reduce spasticity, to
increase muscle force on the
antagonistic hypotonic groups,
pain, etc. For patients showing
joint instability, because of the
pathology causing the reduction
of the stabilising muscle force
(amyotrophy, medulla injuries,
central or peripheral paralyses,
etc.), the main objectives of the
rehabilitation programme are to
prevent joint deformations and to
maintain the patient’s life quality.
The methods to achieve this are
represented by the proper orthosis
during the physical activity
periods, education to efficiently
use the locomotion aiding means
cane, frame, wheelchair), physical
programmes to increase the
muscle force and customised
kinetotherapy programmes.
There are no strict therapy
protocols, given that each patient
is unique and that, sometimes,
the treatment of the background
disorder comes first.




TERAPIA DE RECUPERARE IN ARTROPLASTIA TOTALA DE GENUNCHI

Ce inseamna terapia de
recuperare?

Vrem sa subliniem ca terapia
de recuperare cuprinde totalitatea
mijloacelor utilizate(termoterapie,
fizicale, kinetice) pentru a restabili
echilibrul functional al unui pacient
cupatologiidiferite(reumatologice,
neurologice, neurochirurgicale si
ortopedice etc.).

in practica de zi cu zi am
intdlnit, si nu de putine ori,
semnul de egalitate intre terapia
de recuperare si kinetoterapie, asa
cum locul medicului de recuperare
este luat de kinetoterapeut si
medicul reumatolog, cele doua
specialitati intersectandu-se dar
avand curiculae diferite in cadrul
pregatirii de rezidentiat, stagii
precum neurologia, ortopedia,
neurochirurgia lipsind din curricula
medicului reumatolog.

De ce recuperarea in
artroplastia de genunchi?
Deoarece in tara noastrd este o
interventie de data relativ recenta,
luand amploare in ultimul deceniu,
postoperator pacientii ramanand
cu diverse sechele dureroase
sau redoari articulare datorita
recuperarii incomplete, intarziate
sau din alte motive pe care le voi
detalia intr-un articol ulterior. n
primul rand as vrea sa spun ca
orice interventie de protezare este
o interventie grea, care solicita
foarte mult organismul unui
pacient, odata datorita interventiei
propriu-zise si in al doilea rand
datorita complicatiilor care pot

aparea pe durata interventiei
Si postoperator(infectie,
necroze 0soase, tromboze,
trombembolism pulmonar,
moarte)

Dr. Sibel Demirgian, Dr. Simona Nan
Medic primar

Recuperare, Medicind Fizicd si Balneologie

Ce presupune artroplastia totala
de genunchi?

Artroplastia totala de
genunchi presupune Tnlocuirea
suprafetelor articulare degradate
delanivelul celor 3 compartimente
ale genunchiului, cu o proteza
de genunchi. Aceasta proteza
e formata din 3 componente:
componenta femurala, care este
metalica si Tnlocuieste cartilajul
articular femural degradat;
componenta tibiala (metalica),
care inlocuieste cartilajul articular
de la nivelul tibiei si un spatiator
de polietilena (plastic), care se
afla intre primele componente,
facilitand conducerea miscarii de
flexie/ extensie a genunchiului.

Scopul interventiei
chirurgicale este de a reface
functia genunchiului, de a realinia
membrul pelvin si de a elimina
durerea data de gonartroza.si alte
patologii care necesitd Tnlocuirea
articulatiei.

Cand se efectueaza operatia?

Primul simptom este durerea,
aceasta constituie argumentul
fundamental al deciziei
chirurgicale. Durerea trebuie
sa aibe anumite caracteristici
si anume sa fie persistenta,
permanenta, de intensitate mare,
sa aiba caracter nocturn, sa nu
cedeze la terapia medicamentoasa
sistemica cu AINS, antialgice,
la terapia locala cu cortizon
sau  substante  vascoelastice
si de asemenea sa nu cedeze
la terapia fizicald. De aceea
examenul imagistic (in special
radiografia, IRM) nu pot sa fie un
argument suficient pentru decizia
chirurgicala.

Varsta cronologica este un
argument important in modularea
deciziei interventiei operatorii.
Protezele de genunchi, produse
astdzi cu materiale moderne si
cu tehnologie si design de ultima
generatie, au o duratd de viata
in functie de gradul si perioada
de utilizare, de modul de fixare,
astfel Tncat, aceasta operatie la
un pacient tanar poate duce la o
deteriorare a protezei (pacientul
fiind activ fizic). Acesta este
motivul pentru care, pentru a evita
oreinterventie, adesea dificila, unii
chirurgi prefera sa nu efectueze o
artroplastie la un pacient foarte
tanar. dar indicatia se apreciaza
si In functie de statusul biologic,
comorbiditati (diabet zaharat, boli
cardiace si circulatorii,infectii etc.)
greutatea corporala (obezitate) si
de mineralizarea osoasa.

Proteza de genunchi va poate

ajuta daca:

1.Aveti dureri care va
limiteaza activitatea fizica zilnica
(mersul, urcatul si coboratul

scarilor, ridicatul de pe scaun)
sau daca aveti dureri moderate
sau severe in repaus, noaptea in
timpul somnului.

2.Aveti o limitare a miscarilor
genunchiului care va jeneaza in
viata de zi cu zi.

3.Ati fincercat alte metode
pentru a ameliora simptomele ca
de exemplu repausul, sciderea in
greutate, medicatie sistemica si
local3, balneofizioterapia, dar fara
rezultate multumitoare.

4.Aveti o diformitate a
genunchiului — genu varum sau
valgum.

5.Aveti cel putin 55 de ani.

6.Nu aveti alte probleme de
sanatategraveasociate. Obezitatea
si diabetul zaharat cresc, fiecare
in parte, riscul infectiei si scad



viteza cicatrizarii tesuturilor dar
nu sunt contraindicatii absolute
ale operatiei.

Artroza genunchiului,
suferintd a pacientului varstnic,
dar poate afecta mai rar si pacientii
tineri, reprezinta distrugerea
articulatiei  genunchiului  prin
disparitia sau alterarea cartilajului
articular fiind principala indicatie
de artroplastie.

Cauzele sunt multiple si poate
fi vorba despre:

eConsecintele unuireumatism
cronic inflamator:  spondilita
anchilopoietica, poliartrita
reumatoida;

eSechele posttraumatice
urmare a unui accident sportiv,
unui accident rutier sau casnic
soldat cu fractura uneia dintre
extremitatile osoase, fie a unei
instabilitati grave de genunchi, prin
lezarea structurilor ligamentare.

eDe asemeni, artroza poate
fi secundara rezectiei unei leziuni
de menisc practicata cu multi ani
inaintea aparitiei artrozei. De fapt,
meniscul reprezinta o structura
care mareste suprafata artriculara
disipand fortele in articulatie si
care joaca rolul de amortizor prin
structura sa elastica, protejand
cartilajul. Tnlocuirea meniscului
actual nu este posibila iar ablatia
chirurgicala a unei portiuni
a meniscului care este lezat
determind o supraincarcare a
suprafetei cartilaginoase care pe
termen lung poate duce la aparitia
artrozei genunchiului.

Tratamentul  artrozei de
genunchi la pacientii tineri
trebuie sa fie cu preponderenta
conservator, medical. Tratamentul

medicamentos cu analgezice,
antiinflamatoare  nesteroidiene,
condroprotectoare, controlul

greutdtii corporale, tratamentul

balneofizicalkinetic complex,
injectiile intraarticulare cu solutii
sterile  vascoelastice permit
intarzierea la maxim a unei
eventuale interventii chirurgicale
cu Tnlocuirea articulatiei cu o
componenta artificiala (proteza).
Aceastd proteza este o piesa
mecanica care, in timp, se poate
uza, necesitand reinterventie
de finlocuire a protezei initiale.
Cu cat proteza va fi implantata
la un pacient mai tanar, cu atat
proteza va suferi un proces de
uzura mai findelungat, n plus,
solicitarile mecanice sunt diferite
la un pacient de 80 de ani fata de
un pacient activ de 55 de ani. De
aceea probabilitatea schimbarii
protezei (operatia de revizie) va
fi cu atat mai probabild cu cat
pacientul va fi mai tanar si mai
activ. De aceea, in functie de
caracteristicile durerii si de alti
factori, trebuie deci sa se incerce
sa fie temporizatd interventia
chirurgicala la maxim, de a adapta
activitatile fizice la posibilitatile
genunchiului si eventual de a
considera schimbarea locului de
munca in cazul unei meserii care
solicitd mecanic intens articulatia.
in ciuda acestor tratamente,
artroza genunchiului poate ramane
extrem de dureroasa, cu limitarea
ADL-urilor, a perimetrului de
mers. Fiind necesara o interventie
radicala de inlocuire a totalitatii
cartilajului articular: proteza de
genunchi. Pacientul trebuie totusi
informat despre avantajele si
inconvenientele acestei interventii
chirurgicale, Tn mod particular
despre posibilitatea  inlocuirii
protezei de genunchi in viitorul
indepartat(revizie).

Artroplastia totala de
genunchi trebuie sa urmeze un
program de recuperare care

vizeazad urmatoarele obiective:
-Obtinerea indoloritatii
postoperatorie;
-Obtinerea stabilitatii pasive
si active prin cresterea fortei
musculaturii stabilizatoare:

-Mentinerea mobilitatii
postoperatorii;
-Evitarea instalarii sau

reinstalarii unor atitudini vicioase;
-Recuperarea completa a
articulatiilor Tnvecinate;
-Lupta contra
membrului inferior;
-Evitarea sau tratarea
sechelelor tromboflebitei
postoperatorii
-Recuperarea mersului.
Programul de recuperare
va fncepe preoperator si va
continua postoperator la prima
zi dupd interventia de protezare.
Recuperarea dupa protezarea
genunchiului variaza, dar de
obicei dureazda pana la 2 luni,
cu supraveghere de specialitate
si trebuie continuatda péana
la recuperarea completd. In
spital, pacientul va efectua
gimnastica respiratorie, exercitii
de tip izometric, exercitii pentru
membrul inferior neoperat,
mobilizari pasive, pasivo-active,
transferuri, mers cu sprijin partial
pe membrul afectat in primele
14 zile, aceasta fiind perioada
frecventa de spitalizare. Programul
de recuperare va continua la
domiciliul pacientului cu exercitiile
incepute Tn cursul spitalizarii in
serii de cate 10 repetate de doua
ori pe zi, unii ortopezi temporizand
procesul de recuperare pana la
6 saptamani postoperator, altii
trimitand pacientul directin sectiile
de recuperare unde pacientul este
supravegheat si poate beneficia de
tratament recuperator complex. in
primul rdnd, hidrokinetoterapia in

edemului




bazinul terapeutic cu apa sarata
din lacul Techirghiol incalzit la
36 grade pentru reantrenarea
mersului si cresterea mobilitatii
articulare. De asemeni,
termoterapia locala sau generala
cu parafina sau namol ramane o
procedura cu rezultate favorabile
antalgice, decontracturante,
pregatitoare pentru kinetoterapie.
Se asociaza masajul terapeutic si
electroterapia locald care ne este
permisa n cazul artroplastiilor
totale, curenti de Tnalta frecventa
pulsata si  electroterapia la
distanta, pentru efecte reflexe.

Proteza de genunchi permite
o viata fara dureri, cu mentinerea
unei mobilitati articulare apropiata
de normal, totusi dupa artroplastia
de genuchi pacientul are restrictii
generice putandu-si relua fin
mare parte activitatile fizice pe
care le avea inainte de aparitia
gonartrozei. Astfel, activitatile
fizice violente, cu suprasolicitarea
genunchiului, cu supraincarcarea
acestuia, sunt contraindicate. Tn
continuare trebuie respectate
regulile de “igiena” a genunchiului,
scadere in greutate dacda este
supraponderal sau obez.

Terapia ocupationala se indica
sporturile care permit mobilizarea
genunchiului fara o solicitare
excesiva 1n axul vertical, cum ar fi
natatia si mersul pe bicicleta.

Lipsa sau recuperarea
incompleta poate determina
persistenta durerilor, redori
cu limitare amplitudinilor de
miscare  articulara, hipotrofii
musculare ce pot determina
scurtarea membrului afectat,

afectarea ulterioara a mersului si
a celorlalte structuri care participa
la pastratea ortostatismului si a
statiunii bipede.

What does rehabilitation
therapy mean?

I would like to point out

that rehabilitation therapy
includes all the procedures
used (thermotherapy, physical,

kinetic) to restore the functional
balance of a patient with different
pathologies (rheumatologic,
neurological, neurosurgical and
orthopedic etc.).

In everyday practice, | have
met, and not a few times, the sign
of equality between rehabilitation
therapy and kinetotherapy, as the
place of rehabilitation physician
is taken by the kinetotherapist

and the rheumatologist, the
two specialties intersecting but
having different curricula in
internship training, internships
such as neurology, orthopedics,
neurosurgery lacking in the
rheumatologist’s curriculum.

Why rehabilitation in knee
arthroplasty? Because in our
country there is a relatively new
intervention, increasing in the last
decade, after the surgery patients
remain with various painful
joints or joint stiffness due to
incomplete, delayed recovery or
for other reasons that | will detail
in a later article. First of all, | would
like to say that any artroplasty is a
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Dr. Sibel Demirgian, Dr. Simona Nan
Senior Physician
Rehabilitation, Physical Medicine and Balneology

heavy intervention once due to the
intervention itself and secondly
due to the complications that
may occur during the intervention
and after(infection, bone
necrosis, thrombosis, pulmonary
thromboembolism, death)

What does total knee
arthroplasty mean?

Total knee  arthroplasty
involves replacing affected
joint surfaces at the level of the
three knee compartments with
knee prosthesis. This prosthesis
consists of three components:
the femoral component, which is



metallic and replaces degraded
femoral articular cartilage; the
tibial component (metallic), which
replaces the articular cartilage at
the tibia level, and a polyethylene
(plastic) spacer, which is located
between the first components,
facilitating the movement of the
flexion / extension of the knee.
The purpose of this surgery
is to restore the knee function,
to realign the pelvic limb and to
eliminate the pain of osteoarthritis
and other pathologies that require
replacement of the joint.

When does the surgery work?

The first symptom is pain, this
isthefundamental argument of the
surgical decision. Pain must have
certain characteristics as being
persistent, permanent, of high
intensity, of nocturnal character,
of not diminish to systemic drug
therapy with NSAIDs, antialgic
drugs, local therapy with cortisone

or viscoelastic  substances,
and also of not responding to
physical  therapy.  Therefore,

imaging examination (especially
radiography, MRI) cannot be a
sufficient argument for surgical
decision.
Chronological
an important argument in
modulating the decision of
the surgical intervention. Knee
prosthesis, produced today with
modern materials and with latest
technology and design, have a
lifetime depending on the degree
and the period of use, the fixation
method, so that this surgery in
a young patient can lead to a
damage of the prosthesis (the
patient being physically active).
This is why, in order to avoid a
reintervention, often difficult,
some surgeons prefer not to
perform an arthroplasty in a very
young patient. But the indication
is also appreciated by biological
status, co-morbidities (diabetes,
cardiac and circulatory diseases,

age is

infections, etc.), body weight
(obesity) and bone mineralization.

The knee prosthesis can help
you if:

1You have pains that limit
your daily physical activity
(walking, climbing and lowering
stairs, sitting up in the chair) or if
you have moderate or severe pain
at rest, at night during sleep.

2You have a limitation on
knee movements that make
you feel uncomfortable in your
everyday life.

3You have tried other
methods to relieve symptoms
such as rest, weight loss,
systemic and local medication,
balneophysiotherapy, but without
any results.

4You have a knee deformity -
genu varum or valgum.

5.You are at least 55 years old.

6.You have no other serious
health  problems associated.
Obesity and diabetes eachincrease
the risk of infection and decrease
the rate of tissue scarring but are
not absolute contraindications to
the surgery.

Knee osteoarthritis, affecting
elderly patient and less likely to
affect younger patients, is the
destruction of the knee joint by
the disappearance or alteration of
articular cartilage, being the main
indication of arthroplasty.

The causes are multiple and
can be:

eConsequences of chronic
inflammatory rheumatism:
ankylosing spondylitis, rheumatoid
arthritis;

ePosttraumatic sequels
resulting from a sports accident,
road accident or household
injury with fracture of one of
the extremities of the bone or
severe knee instability by injuring
ligament structures.

eAlso, osteoarthritis may
be secondary to the resection
of a meniscal lesion practiced
many years before the onset
of osteoarthritis. In fact, the

meniscus is a structure that
increases the articular surface by
dissipating the forces in the joint
and acting as a shock absorber
by its elastic structure, protecting
the cartilage. Replacement of the
current meniscus is not possible
and the surgical ablation of a part
of the meniscus that is damaged
causes an overload of the cartilage
surface that may lead to the
occurrence of knee osteoarthritis
on along term.

Treatment of knee
osteoarthritis in young patients
should be predominantly
conservative, medical. Oral
treatment with analgesics, non-
steroidal anti-inflammatory drugs,
condroprotectors, body weight
control, complex balneophysical
kinetic treatment, intraarticular
injections with cortisone
or viscosupplementation
allow maximal delay of joint
replacement with an artificial
component (prosthesis).  This
prosthesis is a mechanical piece
that, over time, can be affected,
requiring reintervention of the
initial prosthesis. The longer the
prosthesis will be implanted in a
younger patient, the longer the
prosthesis will suffer alonger wear,
and the mechanical stresses are
different in an 80-year-old patient
compared to an active 55-year-old
patient. Therefore, the probability
of changingthe prosthesis (revision
surgery) will be the more likely
to the younger and more active
patient. Therefore, depending on
the characteristics of the pain and
other factors, it is necessary to try
to temporize the surgery to the
maximum, to adapt the physical
activities to the possibilities of the
knee and eventually consider the
change of the job in the case of a
job requiring an intense mechanic
activity of the joint. Despite these
treatments, knee osteoarthritis
can remain extremely painful,
with the limitation of ADLs,
of the perimeter of walking.




A radical replacement of total
articular cartilage is required:
knee prosthesis. The patient
should, however, be informed of
the benefits and inconveniences
of this surgery, particularly the
possibility of replacing the knee
prosthesis in the distant future
(revision).

Total knee arthroplasty should
follow a recovery program that
targets the following goals:

-Decrease postoperative pain;

-Increase passive and active
stability by increasing the strength
of the stabilizing muscles;

-Maintaining or increasing
postoperative mobility;

-Avoiding the installation or
reinstallation of vicious attitudes;

-Complete recovery of
adjacent joints;

-Fight against edema of the

lower limb;

-Avoid or treatment of
postoperative thrombophlebitis
sequel;

-Walk recovery.

The rehabilitation program
will begin before the intervention
and will continue after the
surgery from the first day after
the intervention. Rehabilitation

process after knee artroplasty
varies, but usually lasts up to 2
months with specialist supervision
and should be continued
until  complete recovery. In
the hospital, the patient will
perform respiratory gymnastics,
isometric  exercises, exercises
for the unaffected limb, passive
mobilizations, transfers, walking
with partial support to the affected
member. Usually, in Romania
the hospitalization is for 14 days,
only in special cases the period
will increase. The rehabilitation
program will continue at the
patient’s home with the exercises
started during the hospitalization
in 10 series repeated twice daily.
Some orthopedists delaying the
rehabilitation process up to 6
weeks after the surgery, others
sending the patient directly to
the rehabilitation units where
the patient is supervised and
can benefit from complex
rehabilitation treatment. Firstly,
hydrokinetotherapy in the
swimming pool with salty water
from Techirghiol Lake, heated to
36 degrees for gait treatment and
increasing range of motion. Also,
local or general thermotherapy
with paraffin or mud (pack or
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bath) remains a procedure with
favorable antalgic, decontracting
results, usefull for kinetotherapy.
We associate therapeutic massage
and local electrotherapy that
is allowed in total arthroplasty,
pulsed high frequency currents
and reflex electrotherapy for other
effects.

The knee artroplasty allows
a life without pain, with a normal
range of motion however, after
arthroplasty, the patient has
generic restriction, the same with
those before the surgery. Thus,
violent physical activities with
overloading ofthe knee are limited.
Next, the rules of ,hygiene” of the
knee need to be respected, weight
loss if the patient is overweight or
obese.

Occupational therapy means
sports that allow the knee to
be moved without excessive
torsion in the vertical axis, such as
swimming and cycling.

Partial or lack rehabilitation
can cause pain persistence,
limited range of motion, muscle
hypothrophies that can cause
gait impairment, and of the other
structures which are involved
in preserving orthostatism and
bipodal status.



0 PRIVIRE ASUPRA ECHIPEI MULTIDISCIPLINARE IMPLICATA
IN REABILITAREA PACIENTILOR CU DIZABILITATI

Fara intentia de a starni
controverse, voi incerca mai intai
0 prezentare sumara a ceea ce
numim reabilitare medicald, cu un
corespondent aplicat la activitatea
de profil din statiunile balneare.
Nu putem neglija faptul ca unele
dintre aceste statiuni, au ramas
la stadiul de ,,paradis pierdut”,
cum afirma profesor Adriana
Sarah Nica, Tintr-un interviu.
Transcederea de la notiunea de
,recuperare  medicalda” catre
,reabilitare” a dus, fin ultima
instanta, la folosirea in tandem a
celor doi termeni. Astazi intalnim
frecvent sintagma ,,recuperare si
reabilitare” cu nevoia iminentd de
a impaca orgolii, de a netezi calea
catre rezultatul final care se vrea
a fi reinsertia pacientului n viata
sociala, din care a fost exclus din
cauza bolii.

Baleind  printre

dezvolta notiuni ample
pentru aceasta specialitate
medicala clinico-terapeutica
si metodologica, ne oprim la
promovarea mijloacelor fizicale
si balneare, dar si a resurselor
umane care urmaresc prevenirea,

definitii
care

diagnosticarea, tratarea si
managementul restabilirii
functiilor  fizice, ameliorarea
capacitatilor de readaptare

a persoanelor cu afectiuni
dizabilitante si comorbiditati,
indiferent de varsta. Constant si
obsesiv, in centrul acestui demers
ar trebui sa revina pacientul, de
multe ori acesta fiind omul care
a plecat dimineata la serviciu
si care s-a transformat peste zi,
printr-o grimasa a sortii, in bolnav.
Persoana ajunsa in postura de
pacient este pivotul care rasuceste
oglinzile catre noiinsine, rastoarna
uneori teoriile medicilor din
generatii anterioare si confirma,

Ana-Maria Enache, asistent MG

Spitalul Clinic de Recuperare Medicind Fizicd si Balneologie Eforie Nord

prin exceptii, reguli de buna
practica.

Daca ne ancoram in realitatea
imediata a pacientilor, vom

putea privi, din unghiuri diferite,
aspectele reale care concurd la
realizarea unei piramide in varful

careia sta Iinfipta, primordial,
respectarea demnitatii umane.
Conceptul de echipa este
omologat  stiintific,c, dar nu

exclude modificari care sa ridice
standardele protocoalelor privind
ingrijirea bolnavilor cu nevoi
specifice specialitatii recuperare,
medicina-fizica si balneologie.
Construim o baza solidda daca
vom accepta limitele dintre
activitatile dependente —delegate,
activitatile independente -
autonome si cele de naturad
interdependente — colaborare.
Sunt limite greu de stabilit si
de alocat fiecarui membru al
echipei, in lipsa unor reglementari
legale. Atribuirea competentelor
pe trepte profesionale capata
noi valente, evolutia fiecarui
domeniu manifestandu-se catre
individualizare. Se recunoaste
tendinta de specializare extinsa
atat pe orizontal in cadrul aceleiasi

profesii cat si pe vertical, de cele
mai multe ori din exces de zel,
pasiune, in mod autodidact.
Tocmai acest lucru, fiecare
se pricepe la orice si de fapt
la nimic, rezida 1n atitudini
cutumiare, de depasire a
competentelor, cu risc garantat
de malpraxis. Ineficienta poate fi
delimitata, analizata si redusa prin
aplicarea intrumentelor de lucru
caracteristice fiecarei specializari
(ghiduri, protocoale actualizate,
anuare cu exemple de bune

practice)
Nu este cuantificabila
satisfactia pacientului, nici a

membrilorechipeipluridisciplinare
raportat la relatia dintre acestia,
dar noi, indiferent din care
categorie facem parte, suntem
de acord ca importanta acordata
in ultimul timp acestor aspecte a
ridicat nivelul cerintelor, cu efecte
considerabil pozitive. Si, pentru ca
exista Inca daruire neconditionata,
pentru ca ne putem privi demn in
ochi, pentru ca exista oameni intre
oameni, s-a numit ,,echipa”.
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A GLANCE ON THE MULTIDISCIPLINARY TEAM INVOLVED
IN THE REHABILITATION OF PATIENTS WITH DISABILITIES

Ana-Maria Enache, General Medicine nurse
Eforie Nord Clinical Hospital of Recovery, Physical Medicine and Balneology

Without intending to cause
controversies, | shall first try to
briefly describe what we call
medical rehabilitation, with a
correspondent applied on the
profile activity in balnear resorts.
We cannot neglect that some
of these resorts are in the stage
of ,lost paradise”, as professor
Adriana Sarah Nica said in
an interview. Switching from
the term ,medical recovery”
to  ,rehabilitation”  entailed,
eventually, the use of both terms
together. Today, we frequently
hear the phrase ,recovery and
rehabilitation” with the iminent
need to make peace, to smooth
the path to the final result, that
is the patient’s reinsertion in the
social life, form where they were
excluded because of the disease.

Juggling with the definitions
developing ample terms for
this  clinical-therapeutic  and
methodological medical speciality,
we end up with the promotion of
physical and balnear means and

of the human resources aiming
at the prevention, diagnostic,
treatment and management of
physical  function restoration,
improvement of re-adaptation
capacities for the persons with
disabling disorders and co-
morbidities, regardless of their
age. Constantly and obsessively,
the centre of this process should
be the patient, many times the
person leaving at work in the
morning and transformed over
the day into a patient, in a crises
of faith. The person turning into a
patient is the pivot turning mirrors
to ourselves, tilting the theories of
prior doctors and confirming, by
exceptions, fine practice rules.

If we fix ourselves into the
immediate reality of patients, we
can see, from various angles, real
aspects adding to the construction
of a pyramid on top of which there
is, primordially, the respect for
human dignity. The concept of
team is scientifically homologated;
however it does not exclude

Techirghiol | decembrie 2018

changes raising the protocol
standards concerning the care of
patients with specific needs of
recovery, physical medicine and
balneology. We are building a
solid base if we accept the limits
between dependent activities -
delegated, independent activities
- autonomous and interdependent
ones - collaboration. These are
limits difficult to establish and
allocate to each member in the
team, in lack of legal regulations.
The allocation of competencies
on professional levels takes new
meanings, the evolution of each
field aiming to individualisation.
The specialisation trend extended
both horizontally, within the same
profession, and vertically is visible,
many times from too much zeal,
passion, self-taught.

It is this very matter, that
each of us is good in everything
and actually nothing, that entails
common law attitudes, and
excess of competence, with a
guaranteed risk of malpraxis.
Inefficiency can be delimited,
analysed and reduced by applying
work tools characteristic for each
specialisation (guides, updated
protocols, annuals with examples
of fine practices).

The patient’s satisfaction
is not measurable, neither is
the one of the multidisciplinary
team in terms of the relationship
between the, however we,
regardless of the category, agree
that the importance given to these
matters, lately, has raised the level
of requirements, with significantly
positive effects. Because there
is still unconditional dedication,
because we can look in each
other’s eyes with dignity, because
there are humans amongst
humans, this was called ,team”.



FOLOSIREA BENZILOR KINESIOLOGICE IN RECUPERAREA
MERSULUI LA PACIENTII CU IMC

Balneofiziokinetoterapeut masterand Claudiu Florin Fdtu
Medic specialist Recuperare Medicald si Balneologie Cristescu Elena

Introducere

1.National Institute of
Neurological Disorders and Stroke
(NINDS) a evaluat un lot de 35.000
de nou-nascuti si pe mamele
acestora remarcand 1in ciuda
celor cunoscute si afirmate de alti
specialisti ca mai putin de 10%
dintre cei nascuti cu PCI/IMC nu au
prezentat modificari de dezvoltare
la nastere (NINDS, 2006).

2.United Cerebal Palys
Research Education Fundation,
Statele Unite (UCPREF, 2004)

arata ca infectiile mamei in timpul
sarcinii, chiar si cele care nu sunt
usor de diagnosticat, pot tripla
riscul aparitiei tulburarilor, 1n
special prin intoxicarea encefalului
fetusului cu cytokine, aparute in
urma reactiei de tip inflamator.
De asemenea, greutatea scazuta
la nastere a prematurului (sub
2000g) reprezinta un factor de risc
pentru PCI/IMC) .

1.National Institute of
Neurological Disorders and
Stroke (U.S) (2006), Cerebal Plasy:
Hope and through research, NIH
Publication No.06-159, July.

2.United Cerebal Palys
Research Education Fundation,
Statele Unite (U.S) (2004),

Infection in the newborn as cause
of Cerebral Plasy.

Kinesiotaping

Kinesio Tape (KT) a fost
dezvoltata in anii 1970 de un
chiropractician numit Dr. Kenzo
Kase. KT a intrat Tn ochii publicului
dupa Jocurile Olimpice din Beijing,
China, cand a fost purtat de multi
sportivi.

KT este o banda elastica,
100% bumbac care are grosimea
aproximativ egala cu a epidermei,
care se poateintinde panala dublul
dimensiunii initiale, provocand o
tragere constanta a pielii, cu efect

neurofiziologic proprioceptiv.

Tehnica de aplicare a
kinesiotapingului  este  noua
si devine din ce in ce mai

populara, este eficienta deoarece
amelioreaza durerea, sustine
functia articulara prin stimularea
neuromusculara proprioceptiva.

Dynamic Tape

Dynamic Tape (DT) a fost
dezvoltata de fizioterapeutul Ryan
Kendrick. Are ca scop gestionarea
fncarcarii asupra tesuturilor - fie
directda prin absorbtia acestei
incarcari, fie indirecta printr-o
imbunatatire a cinematicii.

Este creat sa ofere:

°0  compresie
puternica,

mecanica

esustinere  sau  rezistenta
(accelerare sau decelerare),
esd permita aplicari care

maresc stabilitatea sau introduc
miscari accesorii

eincorporeazd mai multe
articulatii fara sa compromita
AM (coeficientul de miscare) sau
efectuarea miscdrilor complexe,
multi-planare.

Prezentare Caz: pacient C.B.n
varsta de 15 ani, de sex feminin.

Istoric:

-IMC cu predominanta
paraparezei.

-Operatie pentru alungirea
tendonului  achilean  bilateral
(7ani).

-Infiltratii cu toxina botulinica
pe musculatura adductoare a
soldurilor la varsta de 9 ani.
-Evaluare psihiatrie pediatrica
in permanenta (dr. Lazar).
-Asociere  de medicatie
antispastica si neurotrofa .
Obiectivele programului
de kinetoterapie au constat
in cresterea fortei musculare
la nivelul rotatorilor externi ai
soldurilor, tonifierea musculaturii

abductoare a soldurilor cresterea
dorsiflexiei plantei bilateral
asuplizarea tendonului fasciei lata,
tricepsului sural, ischiogambierilor
si a musculaturii paravertebrale
CDL, exercitii de stabilizare a
plantelor si gleznelor, reeducare
proprioceptie.

-

Functia Tape-ului Kinesiotaping:
eridica pielea
erol de proprioceptie

Dynamic tape
eabsorbtia sarcinii
erol biomecanic

Tehnica de aplicare kinesiotaping

Pentru a tonifia (activa) un
muschi, banda este atasata de la
origine la insertie.

Pentru a relaxa un muschi,
banda este atasata de la insertie la
origine.

in  cazul studiului pentru
stimularea receptorilor s-a realizat
intinderea tesuturilor intr-o mare
masura. Tehnica de aplicare a
kinesiotapingului este de intindere
de aproximativ 50% fiind o
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tehnica musculo-ligamentara.
Dimensiunea benzii este de 5 cm
x5cm.

Tehnica de aplicare a dynamic
tape-ului se realizeaza fixand punct
de ancora pe piele. Tensionarea
este una relativ scazuta deoarece
se tensioneazd pana cand se

simte rezistenta in banda, apoi
se mentine tensionarea pe tot
parcursul aplicarii.

Dimensiunea benzii este de 5
cmx5cm.

Concluzii

eKinesiotaping-ul este eficient
prin stimularea neuromusculara

proprioceptiva.

eDynamic Tape are
proprietatea de a gestiona i
absorbi incarcatura asupra
tesuturilor.

eAmbele benzi au un rol

important in recuperarea mersului
la pacientii cu IMC.

Imagini din timpul aplicdrii
kinesiotaping

Imagini din timpul aplicdrii
dynamic tape

Evaluare intiald

Dupd 4 saptdmani
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USE OF KINESIOLOGIC TAPING IN THE RECOVERY OF WALKING IN PATIENTS WITH IMC

Balneophyisiokinetotherapist Master student Claudiu Florin Fatu
Specialist Doctor in Medical Recovery and Balneology Elena Cristescu

Introduction

1. National Institute of
Neurological Disorders and
Stroke (NINDS) assessed a batch
of 35,000 of new-born babies
and their mothers and, despite
the knowledge and assertions
of other specialists, noted that
less than 10% of the new-born
babies with PCI/IMC did not show
development changes at birth
(NINDS, 2006).

2. United Cerebal Palys
Research Education Fundation,
US (UCPREF, 2004) showed that
the mother’s infections during
pregnancy, even those not
easily diagnosed, can triple the
risk of disorders, especially by
intoxicating the encephalon of the
foetus with cytokines occurring
after inflammatory-like reactions.
Also, the low weight at birth of a
premature baby (under 2000 g) is
a risk factor for PCI/IMC) .

1. National Institute of
Neurological Disorders and
Stroke (U.S) (2006), Cerebal Plasy:
Hope and through research, NIH
Publication No.06-159, July.

2. United Cerebal Palys
Research Education Fundation,
Statele Unite (U.S) (2004),

Infection in the newborn as cause
of Cerebral Plasy.

Kinesiotaping

Kinesio Tape (KT) was
developed in the 70's by a
chiropractor, Dr. Kenzo Kase. KT
became a public matter after the
Olympic Games in Beijing, China,
when it was used by several
athletes.

KT is an elastic tape, 100%
cotton, approximately just as thick
as the skin, and it can stretch up
to the double of its initial size,
causing a constant stretching
of the skin, with proprioceptive
neuro-physiological effect.

The kinesiotaping technique
is new and ever more popular,
efficient because it improves pain,
supports the joint functionality by
proprioceptive  neuro-muscular

stimulation.
Dynamic Tape
Dynamic Tape (DT) was

developed by the physiotherapist
Ryan Kendrick. It is intended to
manage the stress on the tissues
- either direct, by absorbing such
stress, or indirect, by improving
kinematics.

It is created to provide:

*3 strong mechanical
compression,
esupport or resistance

(acceleration or deceleration),

oto allows movements
increasing stability or introducing
accessory movements

eit integrates several joints
without compromising AM
(movement coefficient) or the
performance of complex, multi-
plan movements.

Case study

Patient C.B., 15 years old,
female

History:

-IMC with para-paresis
predominance

-bilateral  Achilles tendon
elongation surgery (7 years)

-infiltrations  with  botulin

toxin on the hip adduction muscles
at the age of 9

-ongoing paediatric
psychiatric assessment (dr. Lazar)

-association of anti-spastic
and neuro-trophic drugs

The  objective of the
kinetotherapy programme were:

increase of muscle force at the
level of the hip external rotators,
toning of the hip abduction
muscles increase of bilateral
plantar dorsiflexion asuplisation of
fascia lata tendon, triceps surae,

ischium-ankle muscles and para-
vertebral muscles CDL, plantar
and ankle stabilisation exercises,
proprioception education.

-

Tape functionality
Kinesiotaping

elifts the skin
eproprioception role
Dynamic tape

eload absorption
ebio-mechanical role

Kinesiotaping application

technique

In order to tone (activate) a
muscle, the tape is attached from
the origin to insertion.

In order to relax a muscle, the
tape is attached from the insertion
to origin.

In case of the study to
stimulate receivers, the tissues
were highly extended. The
kinesiotaping techniques entails
stretching by  approximately
50%, being a muscle-ligament
technique. The tape sizes are of 5
cmx5cm.
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Dynamic
technique

The Dynamic tape application
technique is achieved by fixing the
anchor on the skin. The tensioning
is relatively low since it tensions
until resistance is felt in the tape,
then the tensioning is maintained

tape application

during application.
The tape sizes are of 5cm x 5

cm.

Images during application

Images during the application
of dynamic tape

Conclusions

Kinesiotaping is efficient

Kinesiotaping application technique

Initial assessment
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by the proprioceptive
muscular stimulation.

e Dynamic Tape can manage
and absorb the stress on the
tissues.

e Both tapes play a major
role in the recovery of walking in
patients with IMC.

neuro-

Images during the application of
dynamic tape

4 weeks later



,SATISFACTIA ANGAJATILOR IN DOMENIUL RECUPERARI MEDICALE” -
TEMA DE INTERES LA CONGRESUL NATIONAL ANUAL DE REABILITARE MEDICALA

Sef Lucrdri Dr. Med, Carmen Oprea”’

1. Facultatea de Medicind, Universitatea “Ovidius” din Constanta
2. Sanatoriul Balnear si de Recuperare Techlrgh/o/

in cadrul celui de-al 41-
lea Congres National Anual de
Reabilitare Medicala, desfasurat
la Cluj-Napoca, in perioada 24-27
octombrie 2018, a fost prezentat
studiul intitulat ,Sistemul de
reabilitare medicala privat
versus public - Feedback-ul
angajatilor”. Aceastd cercetare
a fost realizatd n colectiv cu
cadrele didactice din Disciplina
de Balneofiziokinetoterapie
si Recuperare Medicala de Ia
Facultatea de Medicind UOC,
respectivy, SL Carmen Oprea,
SL Madalina lliescu, SL Elena-
Valentina lonescu si colaboratori
din domeniul managementului
sanitar, respectiv Alin Tucmeanu,
Elena Roxana Almasan, Dr. Med.
Liliana Stanciu, Cristina Schipor.

Studiul, derulat pe parcursul
anului 2015 si aplicat pe un
esantion de 254 de respondenti
din 6 unitati spitalicesti publice
si private din regiunea Dobrogea,
a avut ca scop identificarea unor
masuri corespunzatoare de
fmbunatatire a calitatii serviciilor
de reabilitare medicald prin
prisma satisfactiei angajatilor din

sanatoriile si spitalele de profil.
Chestionarul utilizat in cadrul
cercetarii, specific angajatilor
din sectorul de medicina fizica si
reabilitare medicald, a avut la baza
scara Likert, iar pentru analizarea
statistica a raspunsurilor s-a folosit
programul IBM SPSS Statistics
20. Din examinarea raspunsurilor

colectate, a fost relevanta
nemultumirea angajatilor in ceea
ce priveste sistemul de beneficii,
cat si repartitia cantitativa a
sarcinilor de serviciu, rezultand
necesitatea optimizarii activitatilor
locului de munca la nivelul tuturor
unitatilor de reabilitare medicala
publice si private.

Prezentarea  cercetdrii a
suscitat interesul participantilor
la acest eveniment ce a reunit
experti Tn acest domeniu, atat din
tara cat si din strainatate, dand
nastere la numeroase intrebari
si dezbateri pe aceasta tema,
fiind mentionata posibilitatea
continuarii cercetarii avand 1in
vedere  recentele = modificari
legislative care au ameliorat
sistemul de beneficii. Totodata,
ar fi interesanta reanalizarea
raspunsurilor privind repartitia
cantitativa a sarcinilor de serviciu,
mai ales Tn acest context actual
legislativ reviziut.
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,EMPLOYEES' SATISFACTION IN THE FIELD OF MEDICAL RECOVERY™ - A TOPIC OF
INTEREST AT THE ANNUAL NATIONAL CONGRESS OF MEDICAL REHABILITATION

During the 14th Annual
National Congress of Medical
Rehabilitation organised in Cluj-
Napoca during 24-2 October this
year, the study ,Private versus
public medical rehabilitation
system - Employees’ feedback”

was presented. The research
was carried out collectively,
with the professors of

Balneophysiokinetotherapy and
Medical Recovery from the Faculty
of Medicine within UOC, namely,
SL Carmen Oprea, SL Madalina
Iliescu, SL Elena-Valentina lonescu
and collaborators from medical
management, namely Alin
Tucmeanu, Elena Roxana Almasan,
Dr. Med. Liliana Stanciu, Cristina
Schipor.

The study, carried out in 2015

Head of works Dr. Med, Carmen Oprea*

1. Faculty of Medicine, “Ovidius“ University in Constanta
2. Techirghiol Balnear and Recovery Sanatorium

and applied on a batch of 254
respondents in public and private
medical facilities in Dobrogea
region had the scope to identify
some appropriate measures to
improve the quality of the medical
rehabilitation services in terms
of the satisfaction of employees
in the speciality sanatoriums and
hospitals.

The questionnaire used for
theresearch, specificto employees
in the field of physical medicine
and medical rehabilitation, was
based on the Likert scale and,
for the statistical analysis of
the answers, the software IBM
SPSS Statistics 20 was used.
After examining the answers
received, the dissatisfaction of the
employees was relevant in terms
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of the system of benefits and the
guantity distribution of job duties,
resulting in the need to improve
the job activities at the level of
all public and private medical
rehabilitation facilities.

The research presented raised
the interest of the participants
to the event which gathered
experts in the matter, both in the
country and abroad, mentioning
the possibility to continue the
research, given the recent legal
changes improving the system of
benefits. At the same time, it would
be interesting to re-analyse the
answers concerning the quantity
distribution of the job duties,
especially under the current
reviewed legal background.
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