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EDITORIAL

PROGRAMUL DE DEZVOLTARE A SANATORIULUI BALNEAR
S| DE RECUPERARE TECHIRGHIOL, STRATEGII MANAGERIALE

Dupa toate
prognozele, dar mai
ales dupa cum arata
situatia de facto,
pare ca suntem fin

anul cel mai fast al balneologiei
romanesti. Cel putin asa se vede
de la Techirghiol. Niciodata ca
pand acum nu s-a vorbit atat de
mult de ea, fosta prea mult timp
cenusareasa turismului romanesc,
dar niciodata pana acum nu au fost
aceste luni de iarna la capacitatea
sanatoriului, cu planificari pana la
sfarsitul anului, cu pacienti refuzati
pentru ca nu mai dispunem de
locuri etc. Si pacientii sanatoriului
nostru sunt nu doar de varsta
a treia, ci si oameni la mijlocul
vietii, preocupati sa gestioneze cu
grijd starea de sanatate, sa faca
preventie revigorand organismul.

Tocmai de aceea, cele mai
multe proiecte la care lucram si
pe care sperdam sa le implinim cu
sprijinul  Ministerului  Sanatatii
si al altor organisme centrale
si  internationale se refera
la cresterea capacitatilor de
cazare si tratament. Primii care
vor beneficia de o asemenea
dezvoltare investitionala
sunt pacientii de la Sectia de
Recuperare  Neuropsihomotorie
Copii a Sanatoriului Techirghiol,
unicd la nivelul tarii: este
singura sectie n care, in tratarea
copiilor cu deficiente neuro-
psihomotorii, sunt folositi factorii
naturali, respectiv apa si namolul
de Techirghiol. lar pentru ca
terapia sa fie realizata in cele
mai bune conditii, cu aparatura
ultramodernd, 1n luna martie
a.c. sectia va intra intr-un amplu
proces de reabilitare, fard a i se

opri activitatea. Va fi construit un
nou corp pentru cazare, astfel incat
numarul paturilor va creste la 180,
dar si o noua baza de tratament,
cu trei bazine, pe categorii de
varste, in care va fi folositd apa
din lac. Scoala si gradinita care
functioneaza in cadrul sectiei vor
fi si ele reamenajate.

Avem 1in vedere si alte
investitii: un bazin terapeutic
acoperit, reabilitarea vilei Lucia,
madrirea  parcarii, amenajarea
unor noi spatii de socializare si
recreere. Este lesne de inteles
ca performanta unui centru de
tratament ca al nostru este direct
influentata de politica de investitii
si de strategia de diversificare a
serviciilor.

Aceasta performanta a
institutiei noastre la care aspiram
neincetat este data de gradul sau
de stabilitate si adaptabilitate, de
resursele implicate, de reputatia si
imaginea sa, de relatiile cu salariatii
si comunicarea 1n interiorul
organizatiei, de cultura si stilul
de conducere, dar si de calitatea
proceselor organizationale.

Se stie ca centrele de
tratament care sunt inovative au
un nivel de performanta mai ridicat
decat concurenta, iar tehnologia
avansata duce la cresterea cotei
de piata.

Destinatia turistica reprezinta
un concept complex, care
inglobeaza un mix de resurse,
servicii si produse, detinute
si influentate de mai multi
stakeholderi.

Turismul  balnear nu se
adreseazd numai celor cu
probleme medicale, cisi celor care
vor sa se relaxeze, sa-si regaseasca

Drd. Elena Roxana ALMASAN

vitalitatea si o buna conditie
fizica, mentalda si spirituala.
Datorita acestui fapt, in ultimele
decenii, prin importantele sale
efecte sociale si economice,
turismul balnear a devenit un
segment major al pietei turistice
internationale, spre care se
centreaza importante mijloace
materialesiumane, cuimplicaretot
mai profunda a stiintei si tehnicii,
a prestarii unor servicii turistice si
medicale de o factura complexa si
de un Tnalt nivel calitativ, chemate
sa satisfaca cerintele vitale ale
omului modern, determinate de
evolutia conditiilor de viata si a
starii de sanatate a populatiei.

Turismul balnear este singura
forma de turism din tara noastra
care se bazeazd pe un potential
permanent, de mare complexitate,
practic inepuizabil. Romania se
inscrie printre tarile europene
cu un fond balnear deosebit de
valoros. Mai mult de o treime din
apele termale si minerale de pe
continent se gasesc in tara noastra.
Aceastd valoare este accentuata de
complexitatea factorilor naturali,
respectiv regasirea in aceeasi
statiune a factorilor principali de
mediu, alaturi de o gama larga de
substante minerale de cura, cu
efecte polifactoriale benefice si
de existenta in Romania a tuturor
tipurilor de substante minerale
balneare care pot fi utilizate in
intreaga gama a profilurilor de
tratament balneare.

Indicatorii cheie ai
performantei unui centru de
dimensiunea Sanatoriului Balnear
si de Recuperare Techirghiol tin
de directionarea investitiilor spre
imbunatatirea dotarilor, instruirea
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personalului, strategia de
diversificare se bazeazd pe oferta
concurentei. Ceea ce ne straduim
sa facem cu concursul si sprijinul
forurilor competente.
in conditiile actuale, in care
pe plan mondial se manifesta
tendinta de finlocuire treptatd a
tratamentelor alopate cu unele
mai blande, mai putin toxice,
cum sunt cele bazate pe factorii
naturali de cura, paralel cu
mutarea centrului de greutate
’ dinspre tratare spre prevenire,
rolul balneologiei devine din ce in
ce mai important. lar tendintele
T manifestate pe plan mondial
}'l evidentiaza o evolutie pozitiva
si a cererii pentru componenta
,wellness” din cadrul turismului
de sanatate, ceea ce preconizam si
noi sa dezvoltam. Prin rezultatele
eficiente obtinute in mentinerea
si consolidarea sanatatii si a
refacerii potentialului energetic,
balneologia a devenit si una din
formele de turism a carei pozitie
pe piata turistica internationala
este in crestere continua.

Faptul ca virtutile terapeutice
ale lacului Techirghiol sunt tot mai
cunoscute, testate de milioane de
pacienti in decursul celor 120 de
ani de balneologie, repozitioneaza
statiunea pe piata turismului
romanesc si pe piata turismului
balnear european. De mai multi
ani Techirghiol este apreciata ca
cea mai buna statiune balneara
romaneasca, intrunind exigentele
evaluatorilor din domeniu, iar
personalul medical al Sanatoriului
participa cu o mare frecventa la
intruniri internationale de impact,
iar lucrarile prezentate in legatura
cu cercetarile asupra efectelor

Techirghiol | nr. 14
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terapeutice ale lacului se bucura
de un interes major.

Punerea in practica a
programului de dezvoltare
a Sanatoriului Balnear si de
Recuperare despre care am
enumerat n randurile de mai sus
doar cateva obiective imediate
se face pe baza strategiilor
manageriale elaborate in acest
mandat, implicand intreaga echipa
de conducere, de a carei coeziune
depinde reusita noastra, care se
poate concretiza atat in cresterea
cereriipentru tratamente naturiste
cat si integrarea sanatoriului 1n
topul celor cu o buna cota de piata
din Europa.

Sigur, strategiile manageriale
elaborate la nivelul unei unitati
spitalicesti cu regim sanatorial
trebuie sa fie armonizate cu
strategia intregii statiuni, ba mai
mult, a turismului litoral maritim
pana la nivelul intregii strategii
europene a unui turism de
sanatate eficient si coerent.

Avantajul pe care ni-l ofera

lacul  miraculos, climatul si
pozitia fatd de Marea Neagra
trebuie sa se transforme intr-un
avantaj competitiv, Tncurajat de
autoritatile din domeniu, sustinute
constant printr-o legislatie
flexibila si incurajatoare. Datorita
modului eficient de valorificare a
resurselor si efectelor benefice pe
plan economic, social si cultural,
autoritatile locale si centrale
sunt datoare sa dea acestei
forme de turism balnear atentia
cuvenitd atunci cand stabilesc
programele de dezvoltare la nivel
macroeconomic.

Dezvoltarea turismului
romanesc, deci si a turismului
balnear, n perspectiva
europeand, depinde n mod
hotarator de strategiile stabilite
in planurile de dezvoltare Ia
nivel macroeconomic, care ar
trebui sa fie In consonanta cu
strategiile adoptate de guvernele

statelor membre ale UE. n
conditiile respectarii si promovarii
principiilor de dezvoltare

durabilda, turismul constituie un
mijloc de protejare, conservare
si valorificare a potentialului
istoric, cultural si folcloric al tarii.
Prin adoptarea unei strategii de
dezvoltare turisticd durabila si
impunerea unor masuri severe de
protejare a mediului, a valorilor
fundamentale ale existentei
umane (apa, aer, flora, fauna, a
ecosistemelor vulnerabile etc.)
turismul are 1n acelasi timp si o
vocatie ecologica.
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EDITORIAL

TECHIRGHIOL BALNEAR AND RECOVERY SANATORIUM DEVELOPMENT PROGRAMME,

According to all forecasts,
especially the actual situation,
it seems we find ourselves in
the best year of the Romanian
balneology. At least this is how we
see things from Techirghiol. It was
never before so much discussed,
for much too long the Cinderella of
the Romanian tourism, however it
was never until this winter months
that the sanatorium capacity was
planned until the end of the year,
with patients refused for lack of
beds, etc. And the patients in our
sanatorium are not only elders,
but also middle aged, concerned
with taking care of their health,

preventing and reinvigorating
their bodies.
This is why we hope to

complete most of the ongoing
projects with the support of
the Ministry of Health and
other central and International
bodies concerning the growth of
accommodation and treatment
facilities. The first to benefit of
such investments are the patients
from the Department of Children
Neuropsychomotor Recovery
Techirghiol, unique at national
level: it is the only department
where natural factors are used,
namely the water and mud at
Techirghiol, to treat children with
neuro-psychomotor deficiencies.
And for the therapy to be achieved
under the best conditions, with
state-of-the-art devices, in March
this year, the department shall
enter a complex rehabilitation
process, without ceasing activity. A
new building for accommodation
shall be built, so that the number
of beds shall increase to 180, as
well as a new treatment base, with

MANAGEMENT STRATEGIES

three pools, for age categories,
where water from the lake shall be
used. The school and kindergarten
in the department shall also be
refurbished.

We also consider other
investments: a roofed therapy
pool, the rehabilitation of villa
Lucia, enlargement of the parking
area, arrangement of new social
and leisure areas. It is easily
understood that the performance
of a treatment centre, such as
ours, is directly influenced by the
investment policy and the service
diversification strategy.

Such performance of our
institution we untiringly aim to is
given by its level of stability and
adaptability, by the resources
used, by its reputation and image,
by the relations with employees
and communication within the
organisation, by the culture and
management style and also by
the quality of organisational
processes.

It is known that innovative
treatment centres have a much
higher level of performance than
the competition, and advanced
technology entails the growth of
the market share.

The tourist destination is a
complex process embedding a
mix of resources, services and
products, held and influenced by
several stakeholders.

Balnear tourism is not only
addressed to people with medical
problems, but also to those
wishing to relax, find vitality
and a good physical, mental and
spiritual condition. Because of
this, over the last decades, due
to its major social and economic

Drd. Elena Roxana ALMASAN

effects, balnear tourism has
become a major segment of the
international  tourism  market
subject to significant material
and human resources, an ever-
deeper involvement of science
and technology, complex and
high quality medical and touring
services aiming to satisfy the vital
demands of the modern human
entailed by the evolution of life
style and improve the population
health condition.

Balnear tourism is the only
form of tourism in our country
based on a permanent, highly
complex and basically endless
potential. Romania is one of the
European countries with a highly
valuable balnear patrimony. More
than a third of the thermal and
mineral waters on the continent
are in our country. This value is
enhanced by the complexity of
the natural factors, respectively
the presence in the same resort of
the main environmental factors,
together with the wide range of
mineral cure substances, with
beneficial poly-factorial effects
and the existence in Romania
of all types of mineral balnear
substances that can be used
within the entire range of balnear
treatment profiles.

The performance key
indicators of a centre like
Techirghiol Balnear and Recovery
Sanatorium consider the use
of investments to improve
fittings, to train the staff, and the
diversification strategy is based
on the offer of the competition.
Which we strive to achieve with
the help and support of competent
bodies.
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In current conditions, with the
world tending to gradually replace
allopathic treatments with others
gentler, less toxic, such as those
based on natural cure factors, in
parallel with moving the focus
from treatment to prevention, the
role of balneology becomes ever
more important. And the trends
manifested worldwide outline a
positive evolution of the request
for the “wellness” component,
too, within the health tourism,
something we estimate we shall,
too, develop. By the efficient
results achieved in maintaining
and reinforcing health and
restoring the energetic potential,
balneology has become one of the
forms of tourism the position of
which, in the international tourism
market, is permanently growing.

The fact that the therapeutic
virtues of lake Techirghiol are
more and more known, tested
by millions of patients along the
120 years of maritime balneology
re-position the resort on the
market of Romanian tourism and
European balnear tourism. For
several years, Techirghiol has been
seen as the best Romanian balnear
resort, meeting the demands of
evaluators in the field, and the
medical staff of the Sanatorium
attend, frequently, significant

international meetings, while the
works presented in relation to the
research of the lake therapeutic
effects enjoy special interest.

The practical implementation
ofthe development programme for
Techirghiol Balnear and Recovery
Sanatorium we mentioned
above and are only a few of the
immediate objectives, is based
on the management strategies
prepared during this mandate,
involving the entire management
team, on the cohesion of which
our success depends, and which
can materialise both in the
growth of the demand for natural
treatments and in the integration
of the sanatorium into the top list
of sanatoriums with a high market
share in Europe.

Of course, the management
strategies prepared at the level of
hospital facility with sanatorium
regime must be harmonised with
the strategy of the entire resort,
even more, of the maritime
seaside tourism up to the level of
the entire European strategy of
an efficient and coherent health
tourism.

The advantage offered by the
miraculous lake, the climate and
position to the Black Sea must
turn into a competitive advantage,
encouraged by the authorities in

the matter, constantly supported
by a flexible and encouraging
legislation. Given the efficient
manner of capitalising resources
and the beneficial effects at
economic, social and cultural level,
local and central authorities owe
to pay the well-deserved attention
to this form of balnear tourism
when setting the macroeconomic
development programmes.

The development of the
Romanian tourism, therefore of
the balnear tourism, in European
context, decisively  depends
on the strategies set in the
macroeconomic development
plans, which should meet
the strategies adopted by the
governments of the EU member
states. If observing an promoting
the sustainable development
principles, the tourism represents
means of protection, preservation
and capitalisation of the historical,
cultural and folkloric potential
of our country. By adopting a
sustainable tourism development
strategy and imposing some
severe environmental protection
measures, of the fundamental
values of the human existence
((water, air, flora, fauna, vulnerable
ecosystems, etc.), tourism also
entails a green vocation.

Techirghiol | martie 2019
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Marinescu
Sadoveanu (n-? satul Damian,
comuna Sadova, judetul Dolj —
d.1920, Constanta). Pionier al
balneologiei romanesti. Doctor
in stiinte medicale, chirurg si
ginecolog. Doctor in medicina si

Dr. Nicolae

chirurgie.
isi adaugase numele
Sadoveanu dupa denumirea

mosiei sale, din satul Damian,
comuna Sadova, judetul Dolj, spre
a se deosebi de celdlalt cunoscut
medic, Gh. Marinescu.

in campania sarbo-bulgard
din 1885, unde a fost trimis cu
ambulanta, a fost decorat de
printul Batemburg cu Ordinul
”Sf.Alexandru” in grad de ofiter.
Este decorat cu ordinul "Coroana
Romaniei”.

Doctorul poposeste in doua
etape in Constanta. Prima data in
1890-1892, ca medic provizoriu al
spitalului si al orasului Constanta,
A plecat la Bucuresti dupa acest
scurt stagiu, dar in 14 noiembrie
1896, 68 cetateni din Constanta se
adreseaza primarului Mihail Coiciu
cu o petitie: ,Domnule primar,
subsemnatii cetateni ai orasului
Constanta, venim respectuos a va

Pionierii balneologiei dobrogene

DR. NICOLAE MARINESCU SADOVEANU, PRIMUL SPECIALIST AL TECHIRGHIOLULUI

ruga sa binevoiti a fi interpretul
nostru pe langa domnul ministru
de interne si consiliul comunal
de a aproba ca medic al spitalului
comunei pe dl. dr. N. Marinescu
Sadoveanu care mai fiind in
mijlocul nostru nu ne-a lasat decat

cea mai frumoasda impresiune
de fingrijire ce da bolnavilor
din familiile noastre. Speram,

domnule primar, cad atat d-voastra
cat si intregul consiliu comunal
recunoaste  indestul calitatile
dlui Marinescu Sadoveanu, veti
interveni pentru a se aproba
numirea lui, Tn care toti cetatenii
au incredere”.

in aceeasi zi, primarul M.
Coiciu dadea o rezolutie pe masura
satisfactiei sale: ,1896 noiembrie
14. Fericit cd am putut de mai
fnainte ntelege sentimentele
cetatenilor si intervenind deja la
minister Tn acest sens, se va anexa
la dosar aceasta petitiune”.

Revenirea doctorului la
Constanta, la 6 decembrie acelasi
an, sub aceste auspicii onorante
se face cu o altd scrisoare de
multumire catre primar: ,,Profit de
ocazia venirii mele de a va arata pe
langa profunda mea recunostinta,
eterna amicitie si obligatiunile
pentru primirea unanima si mai
mult decat calduroasa a onor
consiliului comunal. Aceasta ma
face, dle primar, ca sa-mi iau
curajul a va ruga sa binevoiti a fi
interpretul meu atat pe langa onor
consiliu cat si pe langa populatiune
pentru a le arata multumirile mele
cele mai sincere”.

Doctorul Marinescu
Sadoveanu nu-si paraseste
obligatiunile de serviciu din
Constanta, 1n acelasi timp

dedicandu-se primelor cercetari si
tratamente cu apa si namolul de

Aurelia LAPUSAN

Techirghiol. Venea la Techirghiol
joia si duminica sa viziteze copiii
bolnavi si sa le urmareasca
evolutia. Tn cabine improvizate,
dar sub severa asistenta medicala,
se aplicau bai calde cu apa sarata
si cu namol. Doctorul avea un
intern, pe dr. C. Vranialici, cu
ajutorul cdruia putea sa intretina
si un raport detaliat al primelor
tratamente. Rodul acestor
studii de caz: ,Dare de seama

asupra Sanatoriului Maritim si
a Stabilimentului balnear de la
Techir-Ghiol, 1900“. Lucrarea a

aparut la Bucuresti n tipografia
G.A. Lazareanu. Titlul primului
capitol este socant: ,Gheolul este
medicul nostru”.

Desigur, experienta doctorului
N. Sadoveanu este de scurta
duratd — 3 luni. A avut Tn 1899 trei
serii de copii cazati in Sanatoriul
maritim al Eforiei, o cladire destul
de mare, asezata intre mare si lac,
pe un platou care domina lacul
si cu o splendida priveliste catre
mare. Sanatoriul dispunea de 2 sali
cu cate 20 de paturi fiecare, una
pentru fete, alta pentru béieti. In
mijlocul cladirii se aflau cancelaria
medicului si administratia. O a
treia sala servea de sufragerie.
Cladirea avea o expunere solara,
la 20 metri de mare, iar curtea
masura 40 ha, plantata cu pomi. De
altfel, si in cealalta zona invecinata
sanatoriului se intindeau plantatii
cu arbori de diferite specii. Apa de
baut era adusa de la o departare
de doi kilometri si inainte de a fi
pusa in circuit era filtrata.

in martie 1903, dr. Nicolae

Marinescu Sadoveanu este
invitat sa participe la lucradrile
Congresului  international de

medicina de la Madrid, apoi la
cel de la Biaritz. Se adreseaza
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primarului Cristea Georgescu cu
o cerere: ,Domnule primar, cu
ocazia Congresului International
de Medicing, ce se tine la Madrid
si la care voi participa ca membru,
am fost insarcinat de minister ca la
intoarcere sa fac un raport asupra
lucrarilor congresului. Cu cateva
zile mainainte se va tine Congresul
de Talasotherapie la Biaritz unde
discutiunile, n totalitatea lor,
vor interesa direct orasul nostru
ca oras de mare. Subsemnatul,
fiind dispus a primi cu placere
sarcina de a fi reprezentantul
dumneavoastra, achitandu-ma in
totul... (document rupt) va rog sa
binevoiti a dispoza sa mi se acorde
suma de lei 300 pentru a-mi usura
0 mica parte din marile cheltuieli
ce voi avea”“. | se aproba 200 lei.
Comunicarea doctorului
Marinescu Sadoveanu se bucura
de mare interes la ambele foruri
internationale, desi din domeniul
ginecologiei Si chirurgiei,
medicul addugase si constatarile
personale privind tratamentele

post-operatorii la femei prin
talasoterapie si apa lacului
Techirghiol.

Pana la sfarsitul vietii, in

1920, dr. Marinescu Sadoveanu se
daruieste oamenilor Constantei,
reorganizand spitalul, iar in timpul
primei  conflagratii  mondiale
serveste ca medic-general la unul
din stabilimentele refugiatilor

din lasi. Si-a construit o vila Ila
malul marii, pe strada Dimitrie
Sturdza, azi Revolutia din 1989, in
vecinatatea cladirii care adapostea

Serviciul de biologie marina al
Academiei.

in 1910, numele dr. N.
Marinescu Sadoveanu apadrea pe
o lista cu proprietarii loturilor de
casa date de primaria Techirghiol.
Conditiile  impuse: TIngradirea
terenului Tn 6 luni, construirea
unei case in maximum doi ani.

A inceput sa faca politica

liberala in 1906. Congresul
national al P.N.L. admitea in
comitetul executiv central pe

Scarlat Varnav si Luca lonescu,
fosti si viitori prefecti liberali ai
judetului Constanta si Tulcea. Din
comitetul executiv al organizatiei
judetului Constanta, trei ani mai
tarziu, faceau parte Mihail Coiciu,
loan N. Roman, G. Benderly, prof.
Virgil Andronescu, C. Golea, N.
Rosculet, Mamut Celebi. Li se
aldtura N. Marinescu Sadoveanu.

A fost ales de douad ori senator
al judetului Constanta.

in timpul primei conflagratii
mondiale serveste ca medic
generalistlaunuldinstabilimentele
refugiatilor din lasi.

A murit de cancer in ziua de 3
noiembrie 1920.

A fost una din figurile cele
mai cunoscute si mai populare ale
orasului Constanta.

»O, Vvoi, spini, singurii din
tinutul acesta salbatec,/al
copilariei mele in care bisericile
au umbrele negre si pustii/Voi,
singurii din Dobrogea cea plina

de vulturi, de berze si de cucuts,/
M-ati intovarasit in crucea pe
care pasii mei /au cdlcat-o peste
zarile indepartate.../Voi, serpi
incremeniti, cu capetele spre
cer,/strdji paméantului acesta, cu/
fruntile taiate dintr-un ametist,/
pastrdand parca-n dintii vostri
ascutiti petece violete/din hlamida
unuiepiscop de laRoma,/fugaritde
pe tarmurile pustii ale Dobrogei,/
in umbra unui Crist ce nu s-a putut
salaslui,/Voi ati impodobit cu o
ramura Tnspicatd si /rasunatoare
ca bronzurile mormintelor/ca
marile prin care poposeau/sub
ploile galbene ale Nordului,/Si zi si
noapte imi aminteati/ Acolo unde
oamenii mor fara frica, uitand/sa-
si mai aducd aminte de moarte,/de
un batran bland si alb ca un beduin
prin satele musuroite ale tatarilor,/
purtand pentru bolnavii lui, care
dogoreau/ de friguri ca zidurile de
lut incinse,/Misterioase pastile,
Cu un miros amar,/cunoscute de
misionari,/Si il vedeam astfel pe
tata, si apostol si vraci,/discipol al
unei stiinte complicate,/tragand
cu méinile tnsangerate din trupul/
innebunit al unei mame, /o fiinta-
care ca si mine odinioara, suna
cind /ciddea pe paméntul uscat
al Dobrogei/ ca un ban platit de
vesnicie.”

Poemul apartine scriitorului
si omului de teatru lon Marin
Sadoveanu, fiul distinsului medic.
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Dr. Nicolae Marinescu
Sadoveanu (b-? village Damian,
Sadova commune, Dolj county —
d.1920, Constanta). Pioneer of
the Romanian balneology. Doctor
of medical sciences, surgeon and
gynaecologist Doctor of medicine
and surgery

Added the name Sadoveanu
after the name of his estate, in
Damian village, Sadova commune,
Dolj County, to differentiate
himself from the other renowned
doctor, Gh. Marinescu.

During the Serbian-Croatian
campaign in 1885, when he was
sent with the ambulance, he
was decorated by the Prince of
Batemburg with the Order ,St.
Alexander” in superior officer rank.

Decorate with the ,Romanian
Crown”.
The doctor stopped in

Constanta twice. First in 1890-
1892 as provisional doctor o the
hospital and city of Constanta. He
then left to Bucharest after this
short period, but on 14 November
1896, 68 citizens in Constanta
approached the mayor Mihail
Coiciu with a petition:

»Mr. Mayor, the undersigned
citizens of Constanta, kindly as
you to be the interpret with the
Minister of Internal Affairs and
the local council to approve, as
doctor of the commune hospital,
Mr. Dr. N. Marinescu Sadoveanu
who, being with us, left us the
best impression of caring the
sick members of our families.
Mr. mayor, we hope that you
and the entire local council shall
fully acknowledge the qualities
of Mr. Marinescu Sadoveanu and
shall make efforts to approve his
appointment for all the citizens
who trust him.

On the same day, mayor

Pioneers of balneology in Dobrogea

DR. NICOLAE MARINESCU SADOVEANU, THE FIRST SPECIALIST IN TECHIRGHIOL

M. Coiciu issued a resolution to
the extent of his satisfaction:
,1896, November 14. Happy to
understand, first of all, the feelings
of citizens and | already spoke with
the minister for such purpose, the
petition shall be enclosed to the
file.

The doctor’s return to
Constanta, on December this
year, under such honourable

conditions, made upon another
tanking letter to the mayor: I
take advantage on my return
to show you, besides my deep
gratitude, my eternal friendship
and obligations for the unanimous
and much more warmer welcome
from the honourable local council.
It makes me, Mr. Mayor, take
courage in asking you to be my
interpreter with the local council
and the people to send them by
most honest thanks.”

Doctor Marinescu Sadoveanu
did not abandon his job obligations
in Constanta and was at the same
time dedicated to the first research
and treatments with the water
and mud at Techirghiol. He came
at Techorghiol on Thursdays and
Sundays to visit the sick children
and monitor their evolution. In
provisional cabinets, however
under strict medical supervision,
warm baths with salt water and
mud were applied. The doctor
had an intern, Dr. C. Vranialici,
with the help of whom he could
maintain a detailed report of the
first treatments. The result of such
case studies: ,Report on Maritime
Sanatorium and Balnear Facility
in Techir-Ghiol, 1900“. The work
was published in Bucharest, by the
publishing house G.A. Lazareanu.
The title of the first chapter is
shocking: ,Gheolul is our doctor”,

Of course, the experience of

Aurelia LAPUSAN

doctor N. Sadoveanu is short - 3
months. In 1899, these were three
series of children admitted to the
Maritime Sanatorium in Eforie,
a rather large building, located
between the sea and the lake, on
a plateau dominating the lake,
with a splendid view to the sea.
The Sanatorium had 2 rooms, each
with 20 beds, one for the girls and
the other for boys. The doctor’s
office and administration were in
the middle of the building. A third
room served as dining room. The
building faced the sun, it was 20
metres away from the sea and
the yard had 40 ha, with trees.
Nevertheless, the sanatorium
surrounding area had trees of
various species. The drinking water
was brought from two kilometres
away and filtered before used.

In March 1903, dr. Nicolae
Marinescu Sadoveanu was invited
to participate to the works of
the International Congress of
Medicine in Madrid, then in
Biaritz. He approached mayor
Cristea Georgescu with a request:
»Mr. Mayor, as regards the
International Congress of Medicine
held in Madrid and to which |
shall be present as member, | was
entrusted by the minister to submit
a report on the congress works
when | return. Several days earlier,
the Thalassotherapy Congress in
Biaritz shall also be held, where
discussions, as a whole, shall
directly interest our city, as a
seaside city. The undersigned,
happy to perform the task of
being your representative, making
all efforts... (damaged document),
please approve the release of 300
lei to enhance part of the high
expenses | shall incur”. 200 lei are
approved.

The communication of doctor
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MarinescuSadoveanuenjoyedhigh
interest from both international
organisations, although from
the field of gynaecology and
surgery, the doctor also added
personal findings regarding post-
surgery treatments in women by
Thalassottherapy and the water in
Lake Techirghiol.

By the end of his life, in
1920, dr. Marinescu Sadoveanu
dedicated himself to the people
in Constanta, reorganising the
hospital, and, during the first word
was, served as general-doctor in
one of the refugee facilities in lasi.
He built a villa on the seaside, on
street ,Dimitrie Sturdza”, today
,Revolutia din 1989”, near the
building containing the Service
of Marine Biology within the
Academy.

In 1910, the name dr. N.
Marinescu Sadoveanu appeared
on a list of owners of building
lots given by the town hall in
Techirghiol. Conditions required:
fencing of the land within months,
building a house within maximum
2 years.

He started liberal policy in
1906. The national congress of PNL

admitted, in the central executive
committee, Scarlat Varnav and
Luca lonescu, former and future
liberal prefects of Constanta and
Tulcea Counties. Three years later,
the executive committee of the
organisation in Constanta County
included Mihail Coiciu, loan N.
Roman, G. Benderly, prof. Virgil
Andronescu, C. Golea, N. Rosculet,
Mamut Celebi. N. Marinescu
Sadoveanu joined them.

He was twice elected as
senator of Constanta County.

During the first workd war, he
served as general doctor at one
the refugee facilities in lasi.

He died of cancer
November 1920.

on 3

He was one of the most known
and popular faces in Constanta.

,Oh, you thorns, the only ones
in this wild land,/of my childhood
where churches have black and
shallow shadows/You, the only
ones in Dobrogea full of vultures,
storks and hemlock,/accompanied
me in the hard times /I walked over
the far away horizons.../You, stone
snakes, with your heads aiming

at the sky,/guardians of this land,
with/amethyst cut foreheads,/
like keeping in your sharp teeth
purple pieces/of a Roman bishop’s
cloak,/banished from the empty
shores of Dobrogea,/into the
shadow of a Christ who could not
take shelter,/You adorned with a
spiked and sonour /branch, like
the bronze of tombs / like the
seas where they stopped / under
the yellow rains of the North, /
Day and night you reminded me/
where people die without fear,
forgetting/to remember death, /
of an old man white like a Bedouin
through the Tartars’ villages,/
bearing for their sick, burning in
cold/ like the hot earth walls,/
Mysterious pills with bitter taste,/
known by missionaries,/And it
is so | saw father, Apostol and
healer,/disciple of a hard science,/
taking from the insane body of a
mother,/ with bloody hands / a
being which- like me once upon a
time / sounded when /falling on
the dry land of Dobrogea/ like a
forever paid penny.

The poem belongs to the
writer and theatre personality lon
Marin Sadoveanu, son of the great
doctor.
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ARTRITA REACTIVA — IMPORTANTA DIAGNOSTICULUI PRECOCE

Artrita reactiva (ARe) se
defineste ca fiind artrita care apare
la 1-4 saptamani dupa o infectie
enterald sau urogenitald, mai ales
la persoanele cu Antigen HLA B27

pozitiv.
In  trecut era utilizata
terminologia de boald Reiter,

dupa numele celui care a descris
triada: oligoartrita, uretritd si
conjunctivita.

ARe face parte din grupul
spondiloartropatiilor seronegative
alaturi de:
espondilita anchilozants;
eartrita psoriazica;
eartrite enteropatice;
espondilartrite nediferentiate;
espondilartrite non-radiologice.

Aspecte etiopatogenice:

1. Factorii genetici

J HLA-B27
caracteristica genetica a
spondiloartritelor  seronegative,
ea fiind intalnita Tn aproximativ
90% din cazurile de spondilita
anchilozantd si in 60%-70% din
cazurile de artrita reactiva.

e Prezenta HLA-B27 este
asociata cu o evolutie mai severa a
artritei, manifestari extraarticulare
frecvente si cu un prognostic de
boala nefavorabil. Pe de alta parte,
conform studiilor populationale, la
pacientii HLA-B27 negativi, boala
are o evolutie blanda, cu rare
manifestari extraarticulare si cu
un prognostic pe termen lung mai
bun fata de cei HLA-B27 pozitivi.

o De asemenea, se
mentioneaza ca nu doar HLA-B27
determind predispozitia fata de
ARe, dar si alti factori genetici,
in special, legati de sex, care ar

reprezinta

Doinita OPREA?

Elena Valentina IONESCU*?
Mihaela MINEA?

Carmen OPREA*?
Madddlina ILIESCU*?

1. Sanatoriul Balnear si de Recuperare Techirghiol, Constanta, Romania
2. Facultatea de Medicind, Universitatea “Ovidius” Constanta, Romania

putea explica predominanta bolii
la barbati, o evolutie mult mai
usoara la femei si o heterogenitate
a bolii.

2. Agentii infectiosi

e Membrana mucoasei, n
special cea de la nivelul tractului
urogenital sau intestin, reprezinta
locul cel mai frecvent de
patrundere a infectiei Tn organism.

e Chlamydia trachomatis si
Ureaplasma urealyticum sunt
printre agentii declansatori ai
infectiei genitale, fiind Tintalniti

cu o preponderenta ridicata
comparativ cu Mycoplasma
genitalium.

e Chlamydia pneumoniae,

un agent patogen respirator, este
intdlnit la aproximativ 10% din
pacientii cu artrita reactiva. La
nivelul tractului gastrointestinal,
agentii infectiosi cel mai frecvent
asociati cu artrita reactivd sunt:
Yersinia, Salmonella, Shigella si
Campylobacter.

Tablou clinic:

Artrita reactiva se dezvolts,
de obicei, la 1-6 saptamani dupa
o infectie gastrointestinala sau

Klebsiella

. Shigella )

urogenitalda. La 10% din pacienti
boala nu este precedata de o
infectie simptomatica.

Artritele reactive au multiple
forme de expresie a implicarii
articulare, simptomatologia
premonitorie consta Tn redoare
articulara si mialgii.

Debutul ARe este, de
obicei, acut si se caracterizeaza
prin alterarea starii generale,
fatigabilitate si febra. Simptomul
patognomic, dupa datele literaturii
de specialitate, este oligoartrita
asimetrica preponderent la
membrele inferioare, cu afectare
prevalenta a genunchilor si a
gleznelor.

Diagnosticul clinic

1. Manifestari articulare :

Expresia clinica principala
a artritei este reprezentata de
oligoartrita asimetrica, fiind
prezenta de obicei la nivelul
articulatiilor mari ale membrelor
inferioare. Articulatiile cel mai
frecvent afectate sunt genunchii si

gleznele.

Afectarea axiala se
caracterizeaza prin durere cu
caracter inflamator la nivelul

‘ Mycoplasma 4

5__._ Chlamydia )
. e

Artrita '
reactiva /

. Salmonella
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coloanei vertetebrale lombare,
cu iradiere Tn basculd ceea ce
reprezinta expresia clinica a
sacroiliitei, frecvent cu debut
unilateral si asimetric. Tn timp,
poate deveni bilaterala sisimetrica.
La nivelul extremitatilor
distale, articulatiilor mici si
tendoanelor, dactilita reprezinta
caracteristica grupului
spondiloartritelor seronegative.
Dactilita—inflamatiearticulara
interfalangiana proximala (IFP),
insotita de tenosinovita flexorilor,
clinic obiectivatd prin prezenta
semnelor celsiene si tumefactie
importanta la nivelul degetelor.

Entezita

Afectarea cutaneo-mucoasa
- Keratodermia blennorrhagica
plantara si palmara apare la 15%
din pacienti. Este reprezentatd
de rash cutanat papulo-scuamos,
apare mai frecvent pe talpi sau
palme.

Este o manifestare tardiva,
fiind obiectivata la 4-6 saptamani
de la debutul uretritei.

Cand leziunile se regasesc
la nivelul scalpului si trunchiului
determind un aspect macroscopic

similar psoriazisului pustulos.

Balanita circinata este cea
mai frecvent intalnitd leziune
mucocutanata caracteristica
artritei reactive.

Consta in aparitia ulceratiilor,
ce rezultd din proces inflamator
urogenital cu ruperea veziculelor
pe gland.

Afectarea oculara:

. conjunctivita este
manifestarea clasica a artritei
reactive si poate preceda sau
acompania debutul artritei.

e alte leziuni oculare sunt
caracterizate prin uveite acute
(20% din pacienti), episclerite,
keratite si ulceratii corneene.
Aceste leziuni tind la recurente.

Afectarea cardiaca:

e Pacientii cu artrita reactiva
prezinta frecvent tulburari de
conducere, bloc atrioventricular
de gradul |, cu posibila progresie
catre blocul atrioventricular de
gradul 1ll, fiind manifestarea
cardiaca cea mai frecventa.

¢ Incidentaestedeaproximativ
10% din pacientii cu forme severe.
De asemenea, insuficienta aortica,
cu acelasi mecanism patogenic ca
si in spondilita anchilozanta, poate
fi o manifestare extraarticulara

frecventa.

Infectia entero-colitica:

e Infectia entero-colitica
poate provoca ARe. Speciile
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patogene includ  Salmonella,
Shigella, Yersinia si Campylobacter
cu dezvoltarea unui tablou clinic
caracteristic  acestor infectii.
Frecventa ARe dupa aceste infectii
este de 1-4%. Unii pacienti cu
ARe prezinta crize diareice si
colica abdominala persistenta sau
alternanta.

¢ Colita ulceroasa nespecifica,
cat si boala Crohn se asociaza cu
riscul marcat pentru dezvoltarea
ARe.

Afectarea renala:

e Patologia renala deseori
este usoara, manifestata prin
proteinurie nesemnificativd si
microhematurie.

e in cazuri cronice grave
au fost descrise nefropatii prin
depozitari de IgA cu dezvolatrea
glomerulopatiilor.

¢ Amiloidoza renala — cu
varietatea de amiloid A seric este
reprezentata de proteinurie sau
sindrom nefrotic — complicatia
relativ frecventd a ARe (9%).

Teste pentru determinarea
agentului etiologic al bolii:

Izolarea agentului
prin metode:

0 microbiologice  clasice
(frotiu uretral, col uterin sau
izolare din mase fecale pe culturi
celulare),

o imunologice (determinarea
titrului anticorpilor specifici n
serul pacientului),

o molecular-biologice (reactia
de polimerizare in lant);

o Imagistica prin rezonanta
magnetica nucleard

patogen

Imagistica prin  rezonanta
magnetica (IRM) este singura
metoda imagistica valabila

care poate sa prezinte direct
componentele tisulare osoase,
cartilaginoase si moi ale articulatiei
simultan.



Astfel IRM are capacitatea
de a demonstra atat sinovita
inflamatorie, cu sau fara contrast,
cat si eroziuni osoase fnainte
ca ele sa apara pe radiografia
conventionald. in plus, IRM se
impune intre metodele imagistice
de diagnostic si monitorizare
in spondiloartrite, prin prisma
faptului cd permite identificarea
edemului osos, sugestiv pentru
modificarile incipiente la nivel
0s0s.

Importanta
ultrasonografiei

Ultrasonografia reprezintd o
metoda imagistica ce utilizeaza
ultrasunetele reflectate n
corpul uman, drept vector al
informatiei medicale. Unul dintre
avantajele utilizarii acesteia este
faptul ca ultrasunetele folosite
in diagnosticul ecografic sunt
inofensive pentru corpul uman.

in plus ecografia reprezintd
0 metodd de examinare in timp
real, ce permite identificarea
modificarilor patologice, atat la
nivel articular, cat si la nivelul
burselor, tendoanelor si entezelor.

Teste pentru determinarea
activitatii bolii si supravegherea
evolutiei bolii:

¢ hemoleucograma,

e VSH,

¢ proteina C-reactiva,

* fibrinogenul

Diagnostic  diferential cu
urmatoarele maladii:

e Artrita septica, in special
artrita gonococica.

¢ Artritele microcristalinice, Tn
deosebi guta.

diagnostica a

e Artrita reumatoida si
sindromul Still.
J Alte spondiloartrite

cum sunt
anchilozanta si

seronegative

spondiloartrita

artrita psoriazica.
Tratamentul artritei reactive

Tratamentul antibacterian
este util cand infectia este
documentata. Tratamentul

se administreaza simultan la
partenerii cuplului. Se pot utiliza
urmatoarele grupe de preparate:
tetracicline, macrolide, chinolone

Sunt prezentate date despre
eficacitatea asocierii grupurilor
macrolid si chinolon sau tetraciclin

si chinolon.

Tratamentul medicamentos al
Are cu AINS:

e Sunt indicate pentru
combaterea artralgiilor si
semnelor de artrita.

o Se prefera terapii

discontinue, de scurtda durata,
pe parcursul episoadelor algice,
individualizand alegerea  AINS
functie de toleranta, raspuns
terapeutic si de riscul reactiilor
adverse.

e Preparatele AINS vor fi
asociate cu inhibitorii pompei de
protoni in scop de gastroprotectie.

o Glucocorticosteroizii
sistemici se administreaza 1in
special la pacientii ce nu raspund
la tratament cu preparate AINS
sau care prezinta reactii adverse
catre AINS, in prezenta semnelor
obiective de inflamatie sau in
prezenta dovezilor atingerilor
sistemice. Durata tratamentului
nu va depdsi 10-14 zile.

La pacientii cu forme cronice
sau persistente de ARe in pofida
folosirii medicatiei sus-numite,
pot fi folosite medicamente de
linia a doua, asa-numite DMARD
(Sulfasalazina, Metotrexat).

Tratamentul balneo-
fizioterapeutic

Tratamentul balneo-
fizioterapic trebuie aplicat Ia
pacientii cu artrita reactiva,

indeosebi in perioadele de
remisiune ale bolii (in caz contrar
poate prelungi puseele evolutive).

El consta mai ales in metode
fizioterapeutice, kinetoterapeutice
si hidroterapie, care pot:

eameliora durerea

¢ reduc inflamatia

e tonifica musculatura

e previn osteoporoza

¢ previn atrofiile musculare.

Tratamenul de reabilitare
reprezinta o componenta
importantain tratamentul complex
al pacientului cu ARe: se va utiliza
terapia cu remedii fizioterapice si
terapia ocupationala.

Elaborarea programului de
gimnastica curativd la domiciliu,
protectia articulara habituala.

Bibliografie

1. American College of
Rheumatology. “Reactive Arthritis”.
Retrieved January 24, 2017.

2. Mayo Staff (March 5, 2011).
“Reactive Arthritis (Reiter’s
Syndrome)”. Mayo Clinic. Retrieved
May 16, 2011.

3. H. Hunter Handsfield (2001).
Color atlas and synopsis of sexually
transmitted diseases, Volume 236.
McGraw-Hill Professional. p. 148.
ISBN 978-0-07-026033

4. Primer on the Rheumatic Diseases,
By John H. Klippel, page 218

5. Rheumatology in Practice, By J. A.
Pereira da Silva, Anthony D. Woolf
page 5.9

6. Ruddy, Shaun (2001). Kelley’s
Textbook of Rheumatology, 6th Ed.
W. B. Saunders. pp. 1055-1064. ISBN
0-7216-9033-5.

7. Siala, Mariam; et al. (2008).
“Analysis of bacterial DNA in synovial
tissue of Tunisian patients with
reactive and undifferentiated arthritis
by broad-range PCR, cloning and
sequencing”. Arthritis Research &
Therapy. BioMed Central. 10 (2): R40.
doi:10.1186/ar2398. Retrieved 2015-
11-15.

8. Sampaio-Barros PD, Bortoluzzo
AB, Conde RA, Costallat LT, Samara
AM, Bértolo MB (June 2010).
“Undifferentiated spondyloarthritis:
a longterm followup”. The Journal

of Rheumatology. The Journal of
Rheumatology. 37 (6): 1195-1199.



REACTIVE ARTHRITIS - IMPORTANCE OF EARLY DIAGNOSIS

Reactive arthritis (ARe) s
defined as the arthritis occurring
1-4 weeks after an enteral or
urogenital infection, especially at
persons with positive Antigen HLA
B27 positive.

In the past, the term of
Reiter’s disease was used, after
the name of the person describing
the triad: oligoarthritis, urethritis
and conjunctivitis.

ARe is part of the
group of serum  negative
spondyloarthropathies, together
with:

eankylosing spondylitis;
epsoriasis arthritis;
eenteropathic arthritis;
enon-differentiated
spondyloarthritis;
enon-radiological
spondyloarthritis

Etiopathogenic issues:

1. Genetic factors

*HLA-B27 is the genetic
feature of serum negative
spondyloarthritis, being present
in approximately 90% of the cases
of ankylosing spondylitis and in
60%-70% of the cases of reactive
arthritis.

eThe presence of HLA-B27
is associated with a more severe
evolution of arthritis, frequent
extra-joint symptoms and
unfavourable disease forecast.
On the other hand, according to
population studies, in patients
with negative HLA-B27, the
disease has a slow evolution, with
rare extra-joint symptoms and a
better long term forecast than
those with positive HLA-B27.

eAlso, it is mentioned that
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not only HLA-B27 entails the
predisposition to ARe, but also
other genetic factors, especially
gender related, which could
explain the dominance of the
diseases in men, with a much
slower evolution in women and
the diseases heterogeneity.

2. Infectious agents

*The mucous membrane,
especially the one at the level
of the urogenital apparatus or
intestine, represents the most
frequent channel for the infection
to enter the body.

eChlamydia trachomatis
and Ureaplasma urealyticum
aresome of the triggers of genital
infection, being present in many
cases as compared to Mycoplasma
genitalium.

eChlamydia pneumoniae, a
respiratory pathogenic agent, is
encountered in approximately
10% of the patients with reactive
arthritis. At the level of the
gastrointestinal tract, infectious
agents most frequently associated
with  reactive arthritis are:
Yersinia, Salmonella, Shigella and
Campylobacter.

Clinical description:

Reactive arthritis appears,
in general, 1-6 weeks after a
gastrointestinal or  urogenital
infection. In 10% of the patients,
the disease is not preceded by a
symptomatic infection.

Reactive arthritis takes many
forms involving the joints, the
prior symptomatology consisting
of joint movement difficulties and
myalgia.

The start of ARe is, in general,
acute, characterised by a bad
general condition, fatigue and
fever. The patognomic symptom,
according to the speciality data,
is the asymmetric oligoarthritis
mainly at the level of lower limbs,
prevalently affecting knees and
ankles.

Clinical diagnostic

1. Joint symptoms:

Themainclinicalmanifestation
of arthritis is represented by
asymmetric oligoarthritis, usually
present at the level of the large
joints of the lower limbs The most
affected joints are the knees and
ankles.

Axial damage is characterised
by inflammatory-like pain at the
levelofthelumbarspine,irradiating
into the bascule, representing the
clinical manifestation of sacroilitis,
frequently starting unilaterally and
asymmetrically. In time, this can
become bilateral and symmetric.

At the level of distal
extremities, small joints and
tendons, dactilitis represents the
characteristic of serum negative
spondyloarthritis.

Dactilitis - a proximal inter-
phalanx joint inflammation
(IFP), accompanied by the flexor
muscles tenosynovitis, clinically
materialised in the presence
of celsian signs and significant
swelling at the finger level.

2. Extra-joint symptoms:

Skin-mucous damage -
blennorrhagic keratodermia
plantar and palm appears in 15%
of the patients. It is represented



by a cutaneous papula-squamous
rash, appears ore frequently on
the feet or palms.

It is a late manifestation,
being present 4-6 weeks after the
start of the urethritis.

When injuries are found at the
scalp and body level, they cause
a macroscopic aspect similar to
pustular psoriasis.

Circinate balanitis is the most
common mucous-cutaneous injury
characteristic to reactive arthritis.

It consists of ulcerations
resulting from the urogenital
inflammatory process with the
rupture of vesicles on the gland.

Eye damage:

econjunctivitis is the classical
manifestation of reactive arthritis
and can forecast or accompany
the start of arthritis.

eother eye damages are
characterised by acute uveitis
(20% of the patients), episclerites,
keratites and cornea ulcerations.
Such damage tends to be

recurrent.
Heart damage:
ePatients with reactive

arthritis frequently show driving
disorders atrium-ventricle block
of 1st degree, with possible
progression to atrium-ventricle
block of 3rd level, being the most
frequent heart symptom.

*The incidence is in
approximately 10% of the patients
with severe forms. Also, aortic
failure, with the same pathogenic
mechanisms as ankylosing
spondylitis, can be a frequent
extra-joint manifestation.

Enteral-colitis infection:

*The enteral-clitis infection
can cause ARe. Pathogenic species
include  Salmonella, Shigella,
Yersinia and Campylobacter, with a
clinical development characteristic
to such infections. ARe frequency
after such infections is of 1-4%.
Some patients with ARe show

diarrhoea crises and abdominal
colics persistent or random.

*Non-specific ulcerous
colitis and the Crohn disease are
associated with the high risk of
ARe.

Kidney damage:

*The kidney pathology is often
light, manifested by insignificant
proteinuria and microhematuria.

eIn severe chronic cases,
nephropathy by IgA deposits with
the occurrence of glomerulopathy
has been described.

eKidney amyloidosis — with
the variety serum A amyloid is
represented by proteinuria or
nephrotic syndrome — relatively
frequent complication in ARe (9%).

Tests to determine the
diseases aetiologic agent:

Isolation of pathogenic agent
by methods:

eclassic microbiological
(urethral, cervix smear or isolation
from faeces on cell cultures),

eimmunologic (analysis of
specific antibodies in the patient’s
serum),

emolecular-biologic
polymerisation reaction);
eImaging by MRI:

Magnetic resonance imaging
(MRI) is the only valid imaging
method which can show directly
the components of the bone,
cartilage and soft tissues of the
joint at the same time.

Thus, MRI can demonstrate
both inflammatory synovitis, with
or without contrast, and bone
erosions before these would
show on conventional X-rays. In
addition, MRI is the best among
imaging methods of diagnostic
and follow-up in spondyloarthritis
because it allows the identification
of bone oedema, suggestive for
early changes at the bone level.

(chain

Diagnostic significance of
ultrasonography
Ultrasonography is an
imaging method using ultrasounds
reflected in the human body as

vector of medical information.
One of the advantages of using it
is the fact that ultrasounds used
in diagnostic are harmless for the
human body.

In addition, the ultrasound
is a real time examining method,
allowing the identification of
pathological changes, both at joint
level and at the level of bursa,
tendons and etheses.

Tests to determine the disease
activity and evolution follow-up:

eblood count,

*\/SH,

eC-reactive protein,

ofibrinogen

Differential diagnostic with
the diseases below:

eSeptic arthritis,
gonococcal arthritis.

especially

eMicro-crystalline  arthritis,
especially gout.

eRheumatoid arthritis and
Still syndrome.

eOther  serum negative
spondyloarthritis, such as

ankylosing spondyloarthritis and
psoriasis arthritis.

Treatment of reactive arthritis
Antibacterial treatment
is useful when the infection is
documented. The treatment is
used by both couple partners. The
following groups of preparations

can be used: tetracicline,
macrolide, chinolone
Data on the efficacy of

associating groups of macrolide
and chinolone or tetracicline and
chinolone has been shown.

ARe drug treatment with
NSAID:

eIndicated to fight arthralgia
and arthritis signs.

e|ntermittent, short time
therapies are preferred during
the pain episodes, individualising
NSAID according to tolerance,
therapeutic response and side
effects risk.

*NSAID preparations are
to be associated with inhibitors
of proton pump for gastric




protection.
e Sy s te m.i-c
glucocorticosteroids are used

especially in patients who do not
respond to NSAID treatment or
showing side effects to NSAID in
the presence of objective signs of
inflammation or in the presence
of systemic damage evidence.
The treatment duration shall not
exceed 10-14 days.

In patients with chronic or
persistent forms of ARe despite
the use of the above medication,

second line drugs can be used, the
so-called DMARD (Sulfasalazina,

Metotrexat).
Balnear-physiotherapeutic
treatment

The balnear-

physiotherapeutic treatment must
be applied to patients with reactive
arthritis especially in the diseases
remission periods (otherwise, it
can extend evolution bursts).

It consists especially of

physiotherapy, kinetotherapy and
hydrotherapy methods which can:

eimprove pain

ereduce inflammation

etone the muscles

eprevent osteoporosis

eprevent muscle atrophy.

The rehabilitation treatment
is a major component in the
complex treatment of the patient
with ARe: the therapy shall be used
with physiotherapeutic remedies
and occupational therapy.

The preparation of the
curative exercise programme at
home, habitual joint protection.

OPTIUNI TERAPEUTICE IN LEZIUNILE LIGAMENTULUI INCRUCISAT ANTERIOR

Ghiulcin Nurla, Andreea Mirita

Statusul celor 3 zone care s-au manifestat diferit

Ligamentul incrucisat
anterior, sau LIA, este o banda
de tesut conjunctiv care uneste
portiunea posterioara a femurului
cu portiunea anterioara a tibiei. Se
afla in centrul genunchiului alaturi
de ligamentul incrucisat posterior
si Tmpreund oferda stabilitate
genunchiului, jucand un rol
esential in statica (in picioare sauin
ghemuire) si dinamica (mersul sau
alergatul). LIA previne alunecarea
anterioara (miscarea Tnainte) a
tibiei fata de femurul in planul
sagital (antero-posterior), ajutand
la stabilizarea articulatiei de la
flexie la o extensie aproape plina
(dreaptad) pozitia genunchiului.

Ruptura ligamentului
incrucisat anterior este o leziune
frecventa, care-i afecteaza in
principal pe tineri si pe sportivi.
Leziunea se caracterizeaza prin
instabilitate, ceea ce duce la
scaderea activitatii si calitatii
vietii. Accidentarile LIA sunt, de
obicei, legate de sport. Cu toate

acestea, entorsa, intinderea sau
ruperea LIA-ului pot fi cauzate si
de stresul fizic repetitiv, cum ar fi
excesul de pivotare sau rasucire
a genunchiului. Se estimeaza ca
70 % din leziunile LIA apar prin
mecanisme fara contact direct,
in timp ce 30 % apar ca rezultat
al contactului direct cu un alt
jucator sau obiect. Imediat dupa
traumatism, pacientii prezinta
de obicei dureri si tumefierea
genunchiului, sensibilitate de-a
lungul interliniu  articular si
disconfort n timpul mersului.
iar genunchiul se simte instabil.
n aproximativ 10% din cazuri,
leziunea LIA are loc in mod
izolat. Tn majoritatea cazurilor
este combinat cu alte leziuni ale
ligamentelor colaterale, osului
subcondral si meniscurilor.
Investigatiile paraclinice imagistice
precum rezonanta magnetica
nucleara (RMN), sunt folosite
pentru a confirma diagnosticul de
leziuni sau rupturi LIA dar si pentru
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a evalua patologia asociata.
Evolutia naturalda a unei
leziuni LIA fara interventie
chirurgicala, variaza de la pacient
la pacient si depinde de nivelul de
activitate a pacientului si gradul
de lezare. Prognosticul pentru un
LIA partial rupt este de multe ori
favorabil, necesitand tratament de
recuperare medicala, aproximativ
trei luni. Cu toate acestea, unii
pacienti cu leziuni partiale LIA,
pot avea fincd simptome de
instabilitate. Rupturile complete de
LIA pot avea un rezultat mai putin
favorabil. Dupa o ruptura completa
de LIA majoritatea pacientilor sunt
incapabili sa practice sporturi
care necesita miscari de pivotare
pe piciorul afectat, dar exista si
pacienti care prezinta instabilitate
a genunchiului la mers. Un numar
mic de pacienti pot practica
sport fara nici un simptom de
instabilitate.
Tratamentul
conservator i

poate fi unul
poate include



utilizarea de termoterapie,

kinetoterapie progresiva
(mobilizare pasivda si activa),
hidrokinetoterapie, ortezare

si electroterapie. Tn timp ce
interventiile chirurgicale au
devenit obisnuite pentru
sportivi, tratamente initiale non-
chirurgicale (conservatoare)
bazate pe tratament complex
de recuperare medical 1intr-o
unitate sanitara de profil, sunt
utilizate mai frecvent, in general.
Toate tratamentele au drept scop
reducerea durerii, instabilitatii
genunchiului si refacerea functiei
acestuia. Chirurgia reconstructiva
isi propune sa restabileasca
stabilitatea la genunchi prin
inlocuirea LIA rupt. Tn comparatie,
tratamentul conservator vizeaza
imbunatatirea functiei musculare
in  jurul genunchiului pentru
a fnlocui functia LIA. Cu toate
acestea, strategia optima de
management Tn ruptura LIA
ramane controversata. Pe termen
scurt, interventia chirurgicala
reconstructiva poate imbunatati
functia  genunchiului  pentru
cei care prezinta instabilitatea
articulara. Cu toate acestea, toate
interventiile chirurgicale implica
un risc de complicatii, cum ar fi
infectia.

Nu este clar daca stabilizarea
genunchiului  chirurgical  prin
reconstructia LIA produce un
rezultat general mai bun decat
tratamentul non-chirurgical

(conservator). Pentru a trage o
concluzie va prezentam rezultatele

unei metaanalize in care s-au
utilizat date din biblioteca
Cochrane, Medline, Embase si

care a inclus studii randomizate
controlate care au comparat
utilizareainterventiilor chirurgicale
si conservatoare la participantii cu
ruptura a ligamentului Tncrucisat
anterior. A fost inclus orice studiu
care a evaluat chirurgia pentru
reconstructia LIA folosind orice
metodda de reconstructie, tipul
de reconstructie tehnica, fixarea
grefei sau tipul de grefa. Trei autori
au examinat Th mod independent
toate titlurile si  rezumatele
pentru studii potential eligibile
si alti doi autori au confirmat in
mod independent eligibilitatea. A
fost identificat un studiu in care
141 tineri, adulti activi cu leziuni
acute LIA au fost randomizati
fie pentru reconstructia LIA
urmata de recuperare medicala
(rezultate raportate pentru 62
de participanti) sau tratamentul
conservator care cuprinde doar
tratament de recuperare medicala
(rezultate raportate pentru 59
de participanti). S-a evidentiat
ca nu exista nicio diferenta intre
tratamentul chirurgical urmat de
recuperare medicala sitratamentul
conservator la pacienti, privind
functia genunchiului, la doi si
cinci ani dupa leziune. Au existat
dovezi cu privire la o incidenta mai
mare de osteoartritd detectata

in grupul chirurgical (35% fata
de 18%). Nu au fost diferente
semnificative referitor la calitatea
vietii pacientului si revenirea la
nivelul functional al genunchiului
de dinaintea leziunii.

Optiunea terapeutica n cazul
leziunilor de ligament fncrucisat
anterior poate fi indreptatd spre
un tratament conservator, prin
tratament complex de recuperare
medicala, sau catre tratamentul
chirurgical. Factorul decizional
medical depinde de tipul si
gradul leziunii, varsta pacientului
(la  varstnici se recomanda
tratamentul conservator, la copii
se poate temporiza interventia
pana cand se ajunge la o buna
dezvoltare osoasa si articulara),

comorbiditatile, gradul de
solicitare al genunchiului sau
profesia  pacientului (sportivi,

pacienti activi sau sedentari).

Un tratament complex de
recuperaremedicalautil,folosindu-
se factori naturali sanogeni,
gama larga de electroterapie,
termoterapie, kinetoterapie si
hidrokinetoterapie, se pot efectua
in cadrul Sanatoriului Balnear si de
Recuperare Techirghiol.

Site-ografie

Surgical versus conservative
interventions for treating anterior
cruciate ligament injuries (Review),
Monk AP, Davies LJ, Hopewell S,
Harris K, Beard DJ, Price AJ Monk,
Cochrane Database of Systematic
Reviews 2016, Issue 4. Art. No.:
CD011166
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THERAPEUTIC OPTIONS IN INJURIES OF ANTERIOR CRUCIATE LIGAMENT

Ghiulcin Nurla, Andreea Mirita

A status of 3 zones which manifested differently

The anterior cruciate
ligament, or ACL, is a strip of
conjunctive tissue joining the
posterior section of the femur and
the anterior section of the tibia.
It is located in the centre of the
knee, together with the posterior
cruciate ligament and, together,
ensure the knee stability, playing a
critical role in statics (standing or
crouching) and dynamics (walking
or running). ACL prevents the tibia
anterior displacement (forward
movement) from the femur in
sagital plan (anterior-posterior),
supporting the joint stabilisation
from flexure to an almost complete
(straight) extension of the knee
position.

The rupture of the anterior
cruciate ligament is a frequent

injury, affecting mainly young
people and sports people.
The injury is characterised by

instability, entailing the reduction
of activity and life. ACL injuries
are, in general, related to sports.
However, the sprain, stretching or
rupture of ACL can also be caused
by repetitive physical stress, such
as pivoting or knee twisting excess.
It is estimated that 70% of the
ACL injuries occur by mechanisms
without direct contact, while 30%
occur as a result of direct contact
with another player or object.
Immediately after the trauma,
patients usually show pain and
the swelling of he knee, sensitivity
along the joint line and discomfort
during walking, and the knee
feels unstable. In approximately
10% of the cases, ACL injury
occur isolated. In most cases, it is
combined with other injuries of
collateral ligaments, subchondral
bone and menisci. Imaging para-
clinical investigations, such as

nuclear magnetic resonance (MRI),
are used to confirm the diagnostic
of injuries or ruptures of ACL and
to assess associated pathology.

The natural evolution of an
ACL injury without surgery varies
for each patient and depends on
the patient’s level of activity and
the injury degree. The forecast for
a partially broken ACL is favourable
most of the times and requires
medical recovery treatment, for
approximately three months.
However, some patients with
partial ACL injuries can still show
symptoms of instability. Complete
ACL ruptures can have a less
favourable result. After a complete
rupture of ACL, most patients
are incapable of practising sports
requiring pivoting movements on
the affected leg, however there
are also patients showing the knee
instability while walking. A small
number of patients can practise
sports without any symptom of
instability.

The treatment can be
conservatory and can include the
use of thermotherapy, progressive
kinetotherapy (passive and active
mobilisation), hydrokinetotherapy,
orthesis and  electrotherapy.
While surgeries are natural for
sports people, initial non-surgical
treatments (conservatory) based
on a complex treatment of medical
recovery in a specialised medical
facility are, in general, more
frequently used. All treatments
are intended to reduce pain, the
knee instability and restoring its
function. Reconstruction surgery
aims to restabilise the knee
stability by replacing the broken
ACL. By comparison, conservatory
treatment aims to improve muscle
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function around the knee to
replace the ACL function. However,
the best management strategy in
ACL rupture remains controversial.
On short term, reconstruction
surgery can improve the nee
function for those showing joint
instability. However, all surgeries
entail some risk of complications,
such as infection.

It is not clear whether the
knee stabilisation by surgery and
reconstruction of ACL produces
a better result than non-surgical
treatment  (conservatory). To
draw a conclusion, we present the
results of a meta-analysis using
data from the Cochrane, Medline,
Embase libraries, including
randomised controlled studies
comparing the use of surgery
and conservatory treatments
in patients with rupture of the
anterior cruciate ligament. All
studies assessing surgery for the
reconstruction of ACL using any
method of reconstruction, the
type of technical reconstruction,
graph fixing or the type of graph
were included. Three authors have
examined, independently, all titles
and summaries for studies possibly
eligible and other two authors
have confirmed, independently,
their eligibility. A study has been
identified where 141youngpeople,
active adults with acute ACL
injuries, were randomised either
for ACL reconstruction followed
by medical recovery (results
reported for 62 participants) or
conservatory  treatment only
containing  medical recovery
treatment (results reported for 59
participants). It was shown that
there is no difference between
the surgical treatment followed
by medical recovery and the



conservatory treatment in patients
in terms of the knee function, two
and five years after the injury.
There is evidence regarding the
higher incidence of osteoarthritis
detected in the surgery group
(35% as compared to 18%). No
significant differences were seen
in terms of the patient’s life quality
or restoring the functional level of
the knee prior to injury.

The therapeutic option in

in tratamentul sindromului
algic vertebral, Sanatoriul Balnear
si de Recuperare Techirghiol(SBRT)
ocupa pozitie de top in clasamentul
unitatilor  sanitare  balneare.
Pe langd tratamentul cu factori
naturali — namolul sapropelic de
Techirghiol si apa lacului — SBRT
dispune de un intreg ansamblu

de echipamente de ultima
generatie precum cele recent
puse in functiune — Sistemul

super inductiv(SIS), Aparatul de
terapie prin Transfer Energetic
Capacitiv.  si  Rezistiv(TECAR),
Terapia cu laser de T1nalta
intensitate(HILT), FITVIBE-ul sau
Vacumed-ul. Personalul medical
ce 1si desfasoara activitatea in
aceasta unitate medicalda de
prestigiu, cunoscut pentru inalta
pregatire si profesionalism, este
mereu pregatit sa faca fata oricarei
provocari diagnostice impuse de
situatie.

Conform Institutului National
de Sanatate din SUA sindromul
algic lombar reprezinta durerea
localizata in zona cuprinsa intre

case of the injuries of the anterior
cruciate ligament can aim to
a conservatory treatment, by
complex treatment of medical
recovery or to surgery. The
medical decisional factor depends
on the type and degree of the
injury, the patient’'s age (for
elders, conservatory treatment is
recommended, for children the
surgery can be schedules until
achieving a better bone and joint

development), co-morbidities, the
nee stress level or the patient’s
occupation (sports people, active
or sedentary patients).

A useful complex treatment
of medical recovery, using
natural sanogenic factors, a
wide range of electrotherapy,
thermotherapy, kinetotherapy
and hydrokinetotherapy, can be
carried out at Techirghiol Balnear
and Recovery Sanatorium.

DUREREA LOMBARA DE CAUZA VERTEBRALA VERSUS
DUREREA LOMBARA DE CAUZA RENALA

Dr. Livia OPRIS, As.Univ.Dr. Sterian APOSTOL, Dr. Liliana-Elena STANCIU

ultimele vertebre dorsale si
sacru, asociata sau nu cu iradiere
in  membrele inferioare, care
determina limitarea activitatilor
curente si impotenta functionala.
Durerea care apare la nivel lombar
poate fi urmarea unor afectiuni
la nivelul coloanei vertebrale
sau poate fi cauzata de anumite
procese patologice ce intereseaza
organele interne situate in
cavitatea abdomino-pelvina.
Sindromul algiclombar este cel mai
adesea rezultatul unor solicitari
mecanice repetate (aproximativ
90%) ce favorizeaza aparitia unor
afectiuni ca discopatia lombara,
osteoartrita, spondilolistezisul etc.
Durerea lombara poate avea si
cauze non-mecanice: sacroileita,
osteoporoza, infectii, metastaze
osoase. Insd lombalgia poate
fi manifestarea unei suferinte
de organ in afectiuni ca ulcerul
gastroduodenal, neoplasmul de
colon, de pancreas, de vezica
urinard, de ovar cu invazie local3,
prostatita cronica, boli renale. Cu
toate ca durerile de cauza renala

pot fi similare cu cele vertebrale,
exista criterii de diferentiere.

Durerea lombara de cauza
vertebrala
Lombalgia apare frecvent
datorita afectarii muschilor
sau a ligamentelor, cauzata de
traumatisme, suprasolicitare,

mobilizare vertebrald Tn conditii
de dinamica deficitard. in acest
caz, durerea este localizata, medie
sau severa, insotita de contractura
musculard, zona respectiva este
sensibila la palpare, durerea se
accentueaza la anumite miscari si

Techirghiol | nr. 14



cedeaza la repaus sau in anumite
pozitii. Apare, de obicei, episodic,
este maiputernicain primele doua-
trei zile, pentru a ceda treptat in
cateva zile sau saptamani. Alteori,
durerea se produce prin iritarea
sau compresia unui nerv, putand fi
determinata prin diferite afectiuni
locale: hernie de disc, stenoza
canalului spinal, spondilolisteze,
fracturi. Tn acest caz apare o
durere severa cu sediul in zona
lombard ce iradiazd pe diferite
dermatoame finsotite sau nu de
sidrom vertebral static, dinamic,
neuro-radicular, miofascial sau
neuro-psihic. Afectiunile articulare
locale sunt fie degenerative, fie
de natura inflamatorie. Durerea
lombarad de tip inflamator apare
in repaus, de regula in partea a
doua a noptii, simptomele fiind
mai evidente dimineata (redoare
matinala prelungita peste 60
de minute) si  diminuandu-
se pe masura ce articulatia se
mobilizeaza (dupa exercitiu
fizic). Uneori durerea lombara
se asociaza cu o radiculalgie cu
traiect sciatic cu iradiere de-a
lungul coapsei, pana in regiunea
poplitee, fiind o durere recidivanta
si cu aparitie alternanta (sciatica
in basculd). Pacientii cu dureri
lombare de cauza inflamatorie
pot prezenta din punct de vedere
paraclinic sindrom biologic
inflamator nespecific cu cresteri
ale VSH-ului, proteinei C-reactive,
fibrinogenului, anemie cronica
simpla  caracteristica  tuturor
suferintelor inflamatorii cronice,
prezenta antigenului HLA B27
(In  spondilita  anchilozanta).
Explorarile imagistice (Radiografii,
IRM, CT, ecografie musculo-
scheletald) evidentiaza
modificarile anatomo-patologice
care pot determina aparitia si
persistenta  durerii:  modificari
artrozice, rupturi musculare sau
ligamentare, discopatii, sacroileita
etc.

Durerea lombara de cauza renala

Lombalgia de cauza renala
poate fi uni sau bilaterala, cu o
intensitate ce poate varia de la
o simpla jena dureroasa péana
la durere violenta cu caracter
constant sau colicativ. Durerea
lombara poate fi resimtita bilateral
in glomerulonefritd, pielonefrita

sau 1n tuberculoza renald. Ea
poate fi wunilaterala, intensa,
continud Tn infarctul renal,

flegmonul perinefritic, pionefroza.
O lombalgie unilaterala intensa de
tip colicativ poate sa apara si prin
migrarea pe ureter a unor calculi
(Tn litiaza renala), a unor cheaguri
de sange (in hematuriile masive),
a unor fragmente tumorale (in
neoplasmul renal) sau cazeum
(tn TBC renal). Durerea lombara
de cauza renald are deseori un
debut brusc, dupa efort fizic,
trepidatii, consum excesiv de
lichide (apa, suc). Ea iradiaza
anterior pe traiectul ureterului,
in flanc, in fosa iliaca, hipogastru
si la nivelul organelor genitale
externe. Intensitatea durerii este

adesea mare, greu de suportat,
motiv pentru care bolnavul este
agitat, anxios, cautand o pozitie
antalgica si poate dura de la cateva
minute pana la cateva ore. Acest
tip de lombalgie se asociaza cu:
tulburari de diureza: de la oligurie
pana la anurie reflexa; tulburari
de mictiune: tenesme vezicale,
polachiurie, disurie;  modificari
ale urinii: hematurie - fenomene
reflexe asociate: fenomene
digestive (greata, varsaturi,
meteorism abdominal), fenomene
cardiovasculare (bradicardie
sinusala, hipotensiune). Lombalgia
renald cedeaza la aplicarea locala
de caldura, antispastice, antialgice
(uneori opiacee). Ea este afebrild,
insd atunci cand asociaza si febra
se pune problema unei infectii,
TBC renal sau a unei tumori
renale. Lombalgia din afectiunile
renale este insotitda de anumite
modificari ale probelor biologice.
Examenul urinii poate evidentia:
un pH acid in insuficienta renal3,
tuberculoza renala, 1in starile
febrile si in deshidratari sau un
pH alcalin in infectiile cu germeni
Gram negativi (E. coli) sau dupa
varsaturi abundente; proteinurie
usoara (0,5-0,9 g/24 ore) in
nefroangioscleroza hipertensiva,
proteinurie moderatd (1-3 g/24
ore) in glomerulonefritele acute
si cronice sau proteinurie masiva
(peste 3,5 g/24 ore) in sindromul
nefrotic; leucociturie: aparitia
cilindrilor leucocitari atesta
originea renald a leucocituriei,
fiind  caracteristicd proceselor
infectioase interstitiale sau
tubulointerstitiale; hematurie
in glomerulonefrita acuta si
cronica, pielonefrita acutd si
cronica, litiaza renal3; cilindrii —
prezenta cilindrilor in sedimentul

urinar atesta existenta unei
boli renale organice: cilindri
grasosi apar in  sindromul
nefrotic, cilindri hematici apar
in afectiuni glomerulare acute
sau cronice, cilindri leucocitari
apar n wurina cu leucociturie



importanta si sugereaza o infectie
parenchimatoasa; cristaluria — in
mod normal urina contine saruri
de calciu, oxalati, fosfati, acid uric
si urati, insa prezenta constantd a
unui singur tip si in cantitate mare
este sugestiva pentrulitiaza renal3;
examenul bacteriologic al urinii
confirma prezenta unei infectii
urinare (bacteriurie>100.000
colonii/ml). Examenul sangelui
poate evidentia hiperazotemie,
hiperuricemie (acidul uric poate
fi crescut si in boli extrarenale ca

In the treatment of the
vertebral pain syndrome,
Techirghiol Balnear and Recovery
Sanatorium (SRBT) takes a top
position in the classification of
balnear medical facilities. Besides
the treatment with natural factors
- the sapropelic mud of Techirghiol
and the lake water - SRBT has
an assembly of state-of-the-
art equipments, such as those
recently commissioned - Super
Inductive System (SIS), the therapy
device by Capacitive and Resistive
Energy Transfer (TECAR), High
Intensity Laser Therapy (HILT),
FITVIBE or Vacumed. The medical
staff carrying out the activity in
this prestigious medical facility,
known for their high training and
professionalism, is always ready to
cope with any diagnostic challenge
they face.

According to the National
Health Institute in USA, the
lumbar pain syndrome is the
pain located in the area between
the last back vertebrae and the
sacral area, associated or not
with irradiation to the lower
limbs, causing the limitation of
daily activities and functional
impotence. Pain occurring at
lumbar level can be the result
of some disorders at the spine

guta, leucemii, septicemii), acidoza
(pH-ul sanguin scdzut, rezerva
alcalind  scazutd). Explorarile
imagistice reno-urinare (ecografia,
urografia intravenoasa) apreciaza
marimea rinichilor, conturul renal,
prezenta de tumori, chisturi,
litiaza si evidentiaza secretia si
excretia renald, topografia, forma
si dimensiunile rinichilor, starea
sistemului pieloureteral si a vezicii
urinare.

level or can be caused by certain
pathological processes aiming
internal organs in the abdominal-
pelvic cavity. The lumbar pain
syndrome is often the result
of repeated mechanical stress
(approximately 90%) favouring the
occurrence of disorders such as
lumbar discopathy, osteoarthritis,
spondylolistesis, etc. Lumbar pain
can also have non-mechanical
causes: sacroileitis, osteoporosis,
infections, bone  metastases.
Lumbar pain, however, can be
the symptom of a damaged organ
in diseases like gastro-duodenal
ulcer, colon, pancreas, bladder,
ovary neoplasm with local
invasion, chronic prostatitis, kidney
disorders. Despite renal pains can
be similar to vertebral pains, there
are some differentiation criteria.

Vertebral lumbar pain

Lumbar pain occurs frequently
after the damage of muscles or
ligaments, caused by traumas,
overstress, vertebral mobilisation
in deficient dynamics conditions.
In such case, pain in localised,
average or severe, accompanied by
muscle contraction, the respective
area is sensible when touched,
pain increases with certain
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VERTEBRAL LUMBAR PAIN VERSUS RENAL LUMBAR PAIN

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

movements and reduces in rest
or certain positions. It is, usually,
episodic, stronger on the first
two-three days, and then reduces
gradually over the following days
or weeks. Other times, pain occurs
after the irritation or compression
of a nerve, and it can be caused
by various local disorders: disc
hernia, spine channel stenosis,
spondylolisthesis, fractures.Insuch
case, there is a severe pain in the
lumbar area, irradiating on various
dermatomes accompanied or not
by a static vertebral syndrome,
dynamic, neuro-root, myofascial
or neuropsychic. Local joint
disorders are either degenerative
or inflammatory. Inflammatory
lumbar pain occurs in rest, usually
in the second half of the night, the
symptoms being more obvious in
the morning (morning movement
difficulties extended for more
than 60 minutes), reducing
while the joint mobilises (after
exercise). Sometimes, lumbar
pain is associated with a root
pain with sciatic direction and
irradiation along the thighs, up
to the popliteal region, being
a recurring pain with random
occurrence (bascule sciatica).
Patients with inflammatory
lumbar pain can show, in para-
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clinical terms, a non-specific
inflammatory biological syndrome
with increased VSH, C-reactive
protein, fibrinogen, simple chronic
anaemia characteristic to all
chronic inflammatory disorders,
the presence of antigen HLA
B27 (in ankylosing spondylitis).
Imaging explorations (X-rays, MRI,
CT, musculoskeletal ultrasound)
outline the anatomic-pathological
changes that can cause the
occurrence and persistence of
pain: arthrosis changes, muscle
or ligament ruptures, discopathy,
sacroileitis, etc.

Renal lumbar pain can be
uni- or bilateral, with an intensity
that can vary from a simple painful
burst to violent, constant or colic
pain. Lumbar pain can be felt
bilaterally in glomerulonephritis,
pielonephritis or renal
tuberculosis. It can be unilateral,

intense, continuous in renal
arrest, perinephritic flegmon,
pionephrosis. The intense,

unilateral lumbar pain of colic type
can also occur upon the migration
on the urethra of calculi (in renal
lithiasis), blood cloths (in massive
hematuria), of some tumour
fragments (in renal neoplasm)
or pus (in renal tuberculosis).
Renal lumbar pain often starts
suddenly, after physical stress,
trepidations, excessive drinking
(water, juice). It irradiates on the
urethra line, sideways, in the iliac
fossa, hypogastre and at the level
of external genitals. The intensity
of pain is often high, hard to cope
with, for which reason the patient
is agitated, anxious, looking for a

pain relief position and it can last
between a few minutes to several
hours. This type of lumbar pain is
associated with:

ediuresis  disorders:
oliguria to reflex anuria;

eurination disorders: bladder
tenesma, polakiuria, dysuria;

eurine changes: hematuria
associated reflex phenomena:
digestive phenomena (nausea,
vomit, abdominal flatulence),
cardiovascular phenomena (sinus
bradycardia, small blood pressure).
Renal lumbar pain reduces with
heat applied locally, antispastic
drugs and pain killers (sometimes
opium-like). It is not accompanied
by fever, however when it is,
there may be an infection, renal
tuberculosis or a renal tumour..
Lumbar pain in renal disorders is
accompanied by changes in the
biological samples. The urine
analysis can outline:

ean acid pH in renal failure,
renal tuberculosis, fever states
and dehydration or alkaline pH in
germ infections Gram negative (E.
coli) or after abundant vomit;

elight proteinuria (0.5-0.9
g/24 hours) in hypertension
nephroangiosclerosis,
moderate proteinuria (1-3
g/24 hours) in acute or chronic
glomerulonephritis or massive
proteinuria (over 3.5 g/24 hours)
in nephrotic syndrome;

eleukocyturia: occurrence
of leukocyte tubes confirming
the renal origin of leukocyturia,
characteristic to infectious
interstitial or  tube-interstitial

from

processes,;

ehematuria in acute and
chronic glomerulonephritis, acute
and chronic pielonephritis, renal
lithiasis;

ecylinders — the presence of
cylinders in the urine sediment
confirms the existence of an

organic renal disorder: fatty
cylinders appear in nephrotic
syndrome, hematic cylinders

in acute or chronic glomerular
disorders, leukocyte cylinders
appear in the urine with major
leukocyturia and suggest a
parenchymal infection;
ecrystalluria  —  normally,
the urine contains calcium salts,
oxalats, phosphates, uric acid
and urates, however the constant
presence of a single type and
in large amounts suggests renal

lithiasis;
ethe urine  bacteriologic
analysis confirms the

presence of a urinary infection
(bacteriuria>100.000  colonies/
ml). The blood analysis can show
hyperazotemia, hyperuricemia
(uric acid can be high in extra-
renal disorders, too, such as
gout, leukaemia, septicaemia),
acidosis (low blood pH, low
alkaline reserve). Renal-urinary
imaging explorations (ultrasound,
intravenous urography) analyse
the size of kidneys, the renal
line, the presence of tumours,
cysts, lithiasis and show the
renal secretion and excretion,
topography, shape and size of
the kidneys, the condition of the
pielourethral system and of the
bladder.




ROLUL INVESTIGATIILOR IMAGISTICE IN DIAGNOSTICUL AFECTIUNILOR MAINII

Dr. loana CRACIUN Dr. Irena MORARU, Dr. Liliana VLADAREANU Dr. Doinita OPREA Dr. Mihaela MINEA

Nu de putine ori, pacientii care
se adreseaza Sanatoriului Balnear
si de Recuperare Techirghiol
(S.B.R.T.) acuza durere, tumefactie
si impotenta funtionald de diferite
grade de severitate la nivelul
mainii. Desi este cel mai mic
segment al membrului superior,
prezinta un aparat osteoarticular
si musculo-ligamentar complex, in
raport cu miscarile fine, pe care le
executa. Este alcatuitd din 27 oase
(carpiene, metacarpienesifalange)
intre care se formeaza numeroase
articulatii: a pumnului, formata de
extremitatea distala a radiusului
cu primul rand de oase carpiene,
conexiunile dintre cele opt
elemente ale carpului, articulatiile
carpo-metacarpiene, metacarpo-
falangiene si cele interfalangiene
proximale si distale. Conexiunile
articulare dintre aceste oase de
mici dimensiuni sunt acoperite
de capsuld, fiecare fiind intarita
cu ajutorul unor ligamente. Pe
fata palmara sunt acoperite de
tendoanele flexorilor superficiali
si profunzi ai degetelor, iar pe cea
dorsala de cele ale extensorilor.
Trebuie amintite  structurile
nervoase, celemaiimportantefiind
reprezentate de traiectul distal al
nervului median si traiectul distal
al nervului ulnar, dar si structurile
vasculare.  Articulatia radio-
carpiana este acoperitda pe fata
palmara de retinaculul flexorilor, o
membrana fibroasa care formeaza
douda compartimente, tunelul
carpian si tunelul ulnar, deosebit
de importante in patologia mainii
prin elementele pe care le contin
(nervi, vase de sange, tendoane).
Superficial de acestea se gasesc
19 muschi grupati in eminenta
tenard, regiunea mijlocie si
eminenta hipotenara. La acelas
nivel, dar pe fata dorsald, se afla
retinaculul  extensorilor, care
formeaza 6 compartimente prin

care trec tendoanele extensorilor,

acoperiti la exterior de fascia
dorsald a mainii.*

Afectiunea mainii este
localizatd sau poate fi unul
dintre elementele care formeaza
tabloul clinic al unei boli
sistemice. Boli reumatologice

degenerative (artroza mainii) sau
inflamatorii (artrita reumatoids,
spondilartritele, bolile de colagen),
artropatiile cu microcristale (guta,
condocalcinoza, depunerea
intraarticulara de cristale de
hidroxiapatita) sau entorsa, luxatia
si fractura posttraumatica, pot fi
cauza suferintei mainii.

Pentru a diagnostica aceste
boli, se fincepe cu anamneza
completd si examinarea clinica
corectda a pacientului. De cele
mai multe ori, se recomanda
efectuarea unui set de analize
de laborator, importante
in identificarea afectiunilor
inflamatorii sistemice, dar si a
unor boli severe cu manifestari
articulare precum tumorile
neoplazice cu diferite localizari,
infectiile virale sau parazitare. Tn
elucidarea diagnosticului Tnsa,
investigatiile imagistice au un rol
hotarator.

1 Fodor D.- Ecografie clinica musculo-
scheletala. 3:153-154.

De prima intentie este
radiografia standard, care aduce
informatii  valoroase  despre
prezenta si dimensiunile leziunilor
osoase, chiar daca nu vizualizeaza
partile moi periarticulare. Se
efectueaza bilateral, pentru un
examen comparativ. cu mana
contralaterala si se solicita in toate
afectiunile amintite.

Ecografia musculo-scheletald,
folosita in S.B.R.T. inca din anul
2008, ajuta la diagnosticarea
rapida a afectiunilor articulare,
ale tendoanelor, ligamentelor,
muschilor, nervilor si vaselor de
sange. Este o metoda utila in
identificarea rapida a colectiilor
fluide intra- sau peri-articulare, a
prezentei inflamatiei obiectivate
prin  semnalul Doppler, a
rupturilor complete sau partiale
ale ligamentelor sau tendoanelor,
a inflamatiei acestora izolate,
localizate sau generalizate. Cu
ajutorul metodei se poate
obiectiva ingrosarea tendoanelor
flexorilor de pe fata palmara a
mainii la pacientii cu contactura
Dupuytren, sau calibrul si structura
nervului medianin canalul carpian,
aducand argumente Tn favoarea
unei neuropatii la acest nivel.

Este usor de folosit de catre
examinator, bine acceptata de

Fig. 1. Radiografie standard mdini bilateral, incidentd antero-posterioard.
Poliartritd Reumatoidd Std. Ill.
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pacient si utild Tn evaluarea in

dinamica a evolutiei bolii sub
tratament.

Atunci cand  radiografia
standard si ecografia musculo-

scheletala nu deceleaza cauza
suferintei pacientului, se

inflamatiei cronice.

Este o metoda neiradianta,
extrem de valoroasa, care aduce
informatii de finete, insa trebuie sa
tinem de cont de contraindicatii:
pacemaker cardiac, corpi straini,
valve sau proteze metalice,

Fig. 2 Ecografie mdnd - sinovitd radio-carpiand si intercarpiand.

efectueaza examinarea RMN a
madini. Prin aceastd metoda se
evalueaza mana in trei planuri
diferite si uneori poate fi necesara
administrarea intravenoasa a unei
substante de contrast, cu scopul
de a creste calitatea imaginilor.
La nivel osos poate diagnostica
anomalii de dezvoltare,
fracturi, formatiuni tumorale,
osteonecroza, edem osos in

bolile inflamatorii reumatismale,
eroziuni  si
De asemenea
ligamentare
tendinite,
proliferare

distructii osoase.
identifica leziuni
sau tendinoase,
tenosinovite, artrite,
sinoviald secundara

obezitate marcata (peste 130
Kg), sarcina n primul trimestru,
pacienti claustrofobi.

Examenul Computer
Tomografic este si el util in
evaluarea mainii si presupune
utilizarea unui fascicul Tngust

de raze X, cu ajutorul caruia se
produce imaginea unei sectiuni
transversale la acest nivel, durata
examinarii fiind mai scurta decatin
cazul RMN-ului?. Aduce informatii
pretioase despre structura
osoasa, identificAnd  fracturi,
calcificari, tumori osteolitice sau
osteocondensante.

2 www.scientia.ro

Fig. 3 Examinare RMN Mdnd — sectiune coronald
T 1- Poliartritd Reumatoida Std. IlI.

O alta metoda imagistica
folosita este osteodensitometria
DXA (Absorbtiometria Duald cu
raze X), care evalueaza densitatea
minerald osoasa in scopul stabilirii
diagnosticului de Osteoporoza
si a riscului de fracturda. Desi
extremitatea distala a radiusului
este  frecvent implicatd 1n
aparitia fracturii osteoporotice,
examinarea este ocazional folosita
la acest nivel, cand sediul verbral
lombar si cel femural nu pot fi
evaluate, sau ca un indicator
precoce al hiperparatiroidismului®.

Toate aceste investigatii
imagistice au un rol important in
stabilirea unui diagnostic corect
si a unei conduite terapeutice
corespunzatoare la pacientii cu
afectiuni ale mainii. Tratamentul
medicamentos presupune
administrarea de medicatie
care scade durerea si inflamatia
locald, in alegerea cdrora tinem
cont si de celelate boli asociate
ale pacientului. in leziunile
posttraumatice de parti moi sunt
indicate repausul si aplicatiile
locale reci. Cand insa este vorba
despre o fracturd, aceasta se
trateaza de obicei chirurgical (cele
cu deplasare) uneorifiind necesara
consolidarea cu materiale de
osteosinteza metalica, sau
ortopedic prin imobilizare (cele
fara deplasare sau alte complicatii
asociate).

Nufnultimul rdnd, tratamentul
de recuperare are rol important in
scaderea inflamatiei si a durerii
locale, mentinerea sau refacerea
fortei musculare si  reluarea
miscarilor complete si controlate
ale tuturor articulatiilor, acesta
constdnd in fizioterapie, masaj,
kinetoterapie, hidrokinetoterapie
si terapia ocupationala de care pot
beneficia pacientii sanatoriului,
in urma prescriptiei medicului de
specialitate.

3 What is the utility of distal forearm
DXA in primary hyperparathyroidism?
Wood K1, Dhital S, Chen H, Sippel RS



ROLE OF IMAGING INVESTIGATIONS IN THE DIAGNOSTIC OF HAND DISORDERS

Dr. loana CRACIUN, Dr. Irena MORARU, Dr. Liliana VLADAREANU, Dr. Doinita OPREA, Dr. Mihaela MINEA

No seldom, patients
approaching Techirghiol Balnear
and Recovery Sanatorium
(S.B.RT.) accuse pain, swelling
and functional impotence of
various severity at the hand level.
Although the smallest segment of
the upper limb, it has a complex
osteoarticular and muscle-
ligament system in relation to
the fine movements executed.
It consists of 2 bones (carpals,
metacarpals and  phalanxes)
between which many joints are
formed: fist, consisting of the
distal extremity of the radius
with the first row of carpals, the
connection between the eight
segments of the carpal, the carpal-
metacarpal, metacarpal-phalanx
and inter-phalanx proximal and
distal joints. Joint connections
between these small bones are
covered by the capsule, each
reinforced by ligaments. On the
palm side, these are covered by
the superficial and deep flexor
tendons of the fingers, and on
the dorsal side by the extensors.
We must mention the nervous
structures, the most important
being represented by the distal
line of the median nerve and the
distal line of the ulnar nerve, as
well as vascular structures. The
radius-carpal joint is covered
on the palm side by the flexor
retinaculum, a fibrous membrane
forming 2 compartments, the
carpal tunnel and the ulnar
tunnel, especially important in the
hand pathology because of the
elements contained (nerves, blood
vessels, tendons). Close to these,
there are 19 muscles grouped in
the tenar area, median area and
hypotenar area. At the same level,
but on the dorsal side, there is the
extensor retinaculum, forming 6
compartments, through which the
extensor tendons pass, covered

at the exterior by the hand dorsal
fascia.

The hand disorders are
localised or can be elements
forming the clinical picture of a
systemic disease. Degenerative
rheumaticdiseases(handarthrosis)
or inflammatory (rheumatoid
arthritis, spondyloarthritis,
collagen disorders), arthropathies
with micro-crystals (gout,
chondrocalcinosis, intra-joint
deposition of crystals and
hydroxyapatitis) or sprains,
luxations and post-trauma fracture
can be the cause of the hand
disorders.

To diagnose these diseases,
we must start from the complete
anamnesis and the correct clinical
examination of the patient. Most
of the times, it is recommended
to perform a set of laboratory
analyses, important in identifying
the systemic inflammatory
disorders, as well as some severe
diseases with joint symptoms,
such as neoplastic tumours with

various localisations, viral or
parasite infections. To set the
diagnostic, however, imaging

investigations play a decisive role.

The first is the standard
X-ray, giving valuable information
on the presence and sizes of
bone injuries, even if it fails to
show soft peri-joint parts. It is
carried out on both sides, for a
comparison examination with the
opposite hand and is required in
all disorders mentioned.

Picture 1. Standard hand
X-ray, bilateral, anterior-posterior
incidence

Rheumatoid
stage Ill.

Musculoskeletal ultrasound,
used by S.B.R.T. since 2008, helps
with the fast diagnostic of joint,
tendon, ligament, muscle, nerve
and blood vessel disorders. It

polyarthritis

is a useful method to rapidly
identify fluid collection in or
near the joints, the presence of
inflammation objectified by the
Doppler signal, the complete or
partial rupture of ligaments or
tendons, their isolated, localised
or general inflammation. The
method can  objectify the
thickening of flexor tendons on
the palm side in patients with
Dupuytren contraction, or the size
and structure of the medial nerve
in the carpal tunnel, supporting a
neuropathy at such level.

It is easy to use by the
examiner, well taken by the
patient and useful in the dynamic
assessment of the diseases
evolution under treatment.

Picture 2 Hand ultrasound

- root-carpal and intercarpal
synovitis.
When standard x-ray and

musculoskeletal ultrasound
fail to show the cause of the
patient’s sufferance, the MRI hand
examination is performed. The
method assesses the hand in three
distinct plans and it can sometimes
be necessary to use intravenous
contrast substance in order to
increase the quality of images.
At bone level, it can diagnose
development abnormalities,
fractures, tumour formations,
osteonecrosis, bone oedema in
rheumatic inflammatory diseases,
bone erosions and destruction. It
also identifies ligament or tendon
injuries, tendinitis, tenosynovitis,
arthritis, synovial proliferation
after chronic inflammation.

It is a non-irradiating method,
extremely valuable, giving fine
information, however we must
consider the counter-indications:
heart pacemaker, foreign bodies,
metallic valves or prosthetics,
marked obesity (more than 130
kg), first quarter pregnancy,




claustrophobic patients.

Picture 3 MRI hand
examination — crown section T 1-
Rheumatoid Polyarthritis Stage Il

The Computer Tomography
examination is also useful in
assessing the hand and entails the
use of a narrow fascicle of X rays,
generating the image of a cross-
section at such level, the duration
of the examination being shorter
than in the case of MRI (2). It gives
precious information on the bone
structure, identifying fractures,
calcifications, osteolitic tumours
or osteocondensate.

Another imaging method
used is the osteodensitometry
DXA (Dual absorptiometry with X
rays), assessing the bone mineral
density to set the diagnostic of
osteoporosis or fracture risk.

Nimeni n-ar fi zis, Tn urma cu
ceva ani, ca retelele de socializare
vor deveni liantul care sa adune
sub acoperisuri modeste suflete
agatate in geografii Tndepartate.
Asa ne trezim, cu bucuria, ascunsa
involuntar, de a putea fi versatili,
de multe ori fara scopuri onirice,
cu bucuria de a nu contrazice
sintagma ,,pe facebook nu toate
sunt ceea ce par a fi”. Dependenta
aceasta aproape patologica de
mediul on-line a deschis porti catre
atat de multd informatie incat,
inlantuirile logice, perpetuate pe
o superficialitate recunoscuta cu
indulgenta, ne pot conduce catre
rezultate neasteptate. Din noianul
de frumos al unei zile, in care
ochiul mintii a rasfoit, degajat,
postari urcate la rang de preferinta
de catre cei apropiati, am ramas

Although the distal extremity of
the radius is frequently involved
in the osteoporosis fracture, the
examination is occasionally used
at such level when the lumbar
vertebral area and the femoral one
cannot be examined or as an early
indicator of hyperparathyroidism.

All such imaging investigations
play a major role in setting the
correct diagnostic and a proper
therapeutic conduct in patients
with hand disorders. The drug
treatment entails the use of
medications reducing pain and
local inflammation, and, when
selected, we must consider
other associated diseases of the
patient. In post-trauma injuries
of soft parts, rest and local cold
applications are indicated. When
it comes to a fracture, it is usually

treated by surgery (those with
displacement), sometimes being
required to reinforce such with
metallic osteosynthesis materials
or orthopaedic, by immobilisation
(those without displacement or
other associated complications).

Not the least, the recovery
treatment is important in the
reduction of inflammation and
local pain, to maintain or restore
the muscle force and resume full
and controlled movements of all
joints, consisting of physiotherapy,
massage, kinetotherapy,
hydrokinetotherapy and
occupational therapy of which
the patients in our sanatorium
can benefit according to the
recommendation of the speciality
doctor.

RIDICA-TE $I MERGI MAI DEPARTE. DIN SISTEM...

Ana-Maria ENACHE, asistent MG licentiat
Spitalul Clinic de Recuperare Medicind Fizica si Balneologie Eforie Nord

cu intrebarea novicelui: cine este
Brunelleschi si Tn ce conditii a
nemurit expresia lui ,,Pantofii sau
oamenii care te ranesc inseamna
¢d nu sunt pe masura ta’?
Multumind doamnei dir.O0.L.M.
pentru postare, m-am fintors la
maretia personajului, stanjenita
de atata renascentism timpuriu.
Arhitectul  Brunelleschi a
trecut dincolo de interpretarea
stiintei miscarii, folosind diverse
unelte, roti, greutati, lasand
posteritatii Catedrala Santa
Maria del Fiore din Florenta. O
cupola hemisfericd, octogonala,
fara proptele de sprijin care I-a
fascinat si care a adus aproape
de cer creatia omului. Fara urma
de aroganta am asimilat cele
doud notiuni, cupola inginerului
si bolta plantard, ambele plecand
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de la interpretari privind miscarea.
Astazi studiul miscarii, fara a lua
in considerare acele forte care
produc miscarea, se numeste
cinematica si este esentiala pentru
intelegerea biomecanicii miscarii
umane. Piciorul este element
determinant, este un concept
anatomic care a fost sursda de
inspiratie pentru circumstante
diverse.

Tocmai de aceea, vom pune
piciorul Tn prag, insistand pe
cunoasterea propriilor trairi atunci
cand, reflectarea  anatomica
nu rezoneaza cu biomecanica,
pentru a stabili felul Tn care este
efectuata miscarea umana. Putem
privi retrospectiv, copilul din noi
va bate din picior, se va revolta,
cu neputinta varstei care totusi
a pastrat amprenta trecutului



in care perfectionam deprinderi
motrice de baza, precum mersul.
Excluzdnd mersul normal poate
ar trebui sa aplicam uneori pasul
uriasului - mers fandat, mersul
elefantului — pe varfuri si pe palme
dar cu genunchii si bratele intinse,
mersul piticului — mers ghemuit,
mersul paianjenului — pe talpi
si pe palmele asezate Tnapoi pe
sol, mersul ratustelor — mers cu
varfurile orientate spre interior,
mers cu varfurile orientate spre
exterior. Poate daca s-ar face un
studiu descriptiv cross-sectional
cu o secventd axatd pe deprinderi
motrice dupa ... varsta de 40 de

ani, am fi uimiti de cresterea
negativa a numarului celor care,
plecand de la fintrebarea ,,cand
ati alergat ultima oara?”

vor

No one would have said, some
years ago, that social networks
would become the liaison
gathering souls from faraway
places under modest roofing. This
gives us the involuntarily hidden
joy of being versatile, many
times without dream purposes,
the joy of confirming the phrase
“not everything is what it seems
on Facebook”. This almost
pathological dependency on the
on-line environment opened doors
to so much information that logical
chains, continued on a indulgently
recognised superficiality, can take
us to unexpected results. From

raspunde negativ. Majoritatea a
uitat sa alerge, alergare libera, cu
genunchii ridicati, cu pendularea
gambelor Thapoi, cu pas sarit, pas
saltat, alergare serpuita printre
obstacole, alergare accelerata din
ce in ce mai repede, alergare cu
spatele. Sitoate acestea curegretul
ca, de prea multe ori nu putem
asocia expresia ,,iute de picior”
seniorilor. Ne amintim c3d aceasta
parghie, care realizeazd echilibrul
static, este primordialda pentru
noi atunci cand cedeaza si devine
factor  dizabilitant.  Afectarea
locomotiei ne va arunca in iuresul
alegerii de noi variante: sisteme
ajutatoare, talonete, dispozitive
de ultima generatie, incaltamintea
adecvata, ortopedica. Ba chiar am
intalnit notiunea de ncaltdminte

RISE AND KEEP WALKING. FROM THE SYSTEM

,,Cu adevarat” ortopedicd, multe
dintre acestea confirmand ca
trdiesti pe picior mare. Discursul
branturilor magnetice, talonete
care ofera masaj presopunctural,
silicoane rezistente la greutatea
corpului au devenit must-have — ul
deceniului.

La toate aceste provocdri
arunc manusa, cu promisiunea
cd duelul va fi cu certitudine
castigat de intoarcerea la natura.
Exista locuri binecuvantate de
Dumnezeu, locuri in care ar trebui
sa cdlcam cu sfiala. Sa lasam
papucii si sa afundam piciorul in
nisipul plajelor! Ridica-te si mergi
mai departe, dacd nu poti sa te
ridici acum, nu dispera pentru ca
se va ridica sufletul, Tn locul tau!

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

the rich beauty of one day, when
the eye of the mind browses,
in relaxation, preferred posts of
those close to us, | was left with
the beginner’s question: who
is Brunelleschi and how did his
phrase “Shoes or people hurting
you are not your size” remained
alive? | thanked the manager
O.L.M. for her post and returned
to the character’s greatness,
embarrassed by so much early
renaissance.

Architect Brunelleschi went
beyond the interpretation of the
movement science, using various
tools, wheels, weights, leaving us

Santa Maria del Fiore Cathedral in
Florence. A semi-spherical dome,
octagonal,  without support,
fascinating him and taking the
human creation closer to the sky.
Without arrogance, | assimilated
the two terms, the engineer’s
dome and the plantar dome,
both starting from interpretations
concerning movement. Today,
the study of movement, without
considering the forces causing
movement, is called kinematics
and is essential in order to
understand the human movement
biomechanics. The foot is a
determining element, an anatomic
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concept, a source of inspiration for
various circumstances.

This is why we shall step on,
insisting on knowing our own
feelings when the anatomic
reflection fails to resonate with
biomechanics, to set the manner
in which the human movement
is achieved. We can see things
retrospectively, the child within
shall tap the foot, shall rise up, with
the age impotence maintaining
still the print of the past when
we perfected basic motor skills,
such as walking. Excluding normal
walking, perhaps we should
sometimes apply the giant step -
thrust walking, elephant walking
- on the toes and palms and with
straight knees and arms, dwarf
walking - squat walking, spider
walking - on our soles and palms
backwards on the ground, duck
walking - with the toes towards

the inside, with the toes towards
the outside. Perhaps, if a cross-
sectional descriptive study were
carried out with a sequence
focusing on motor skills after the
age of... 40, we would be amazed
with the negative growth of the
number of persons who, starting
from the question “when did you
last run?” shall answer negatively.
Most people forgot how to run,
free run, with the knees upwards,

with the shanks backwards,
jumping, sinuous running with
obstacles, fast running, faster

and faster, backwards running.
All these with the regret that, too
many times, we cannot associate
the phrase “fast foot” with elders.
We remind ourselves this lever
achieving the static balance,
primordial for us when it breaks,
becoming a debilitating factor.
Movement impairment throws

us in the storm of new options:
support systems, sole supports,
state-of-the-art devices, proper
footwear, orthopaedic footwear.
| even saw the notion of “real”
orthopaedic footwear, many of
these confirming one lives on a
great foot. The speech on magnetic
insoles, sole supports providing
pressure-puncture massage, body
weight resistant silicone are the
decades must have.

I challenge all these, promising
that the duel shall surely be won
by returning to nature. There are
places blessed by God, places
where we must walk with shyness.
Leave our shoes at the door and
deepen our feet in the beach
sands! Rise and keep walking, if
you cannot rise now, keep calm
because your soul shall rise for
you!

RECUPERAREA MULTIDIMENSIONALA A PACIENTILOR CU DEFICIT DE INTELECT

'Georgiana RADU - psihoterapeut, logoped

Recuperarea se referd
la restabilirea, refacerea sau
reconstituirea unei functii umane,
plecandu-se de la premisa ca
aceasta s-a pierdut.

Scopul recuperdrii  consta
in  valorificarea maximalda a
posibilitatilor individului, functiile
psiho-fizice nealterate trebuind
antrenate pentru a prelua
activitatea functiilor afectate. Se
urmdreste astfel formarea unor
abilitati si comportamente care
sa-i permita pacientului o integrare
n viata profesionala si sociala.

Metodologia  utilizatd in
acest scop poate fi preponderent
psihologica, pedagogica,
logopedica si medicala. Rezultatele
cele mai bune se obtin prin
combinarea celor patru forme,
adoptandu-se astfel o actiune

unitara concretizata in terapia
complexa a recuperarii. Accentul
pus pe una sau pe alta dintre
cele patru componente trebuie
sa tina seama de: gravitatea
handicapului, evolutie, nivelul
dezvoltarii functiilor neafectate,
de posibilitatea suplinirii functiilor
deteriorate de catre formatiunile
sandtoase, de varsta cronologica
si mintala a subiectului, sexul sau
etc.

Principalele forme de
recuperare a Intarzierilor 1in
dezvoltare a pacientilor cu deficit
intelectual sunt realizate prin:
invdtare, psihoterapie, logopedie
si terapie ocupationala.

Recuperarea prin finvatare
este o0 metoda de interventie
recuperatorie cu atat mai eficienta
cu cat Tincepe intr-o forma
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organizata de la varsta prescolara,
tinand cont de  specificul
handicapului.

Formele de invatare eficiente
in  recuperarea  handicapului
mintal sunt cele de tip afectiv si
motivational, forme ce trebuie
insotite obligatoriu de finvatarea
morala si invdtarea motrica.

Acolo unde este posibil (in
functie de gravitatea deficientei
mintale) se poate realiza si
invatarea de tip intelectual, avand
drept obiectiv acumularea de
informatii elementare, insusirea
unui aparat conceptual, a operarii
instrumentale, Tn acest tip de
invatare, metodele verbale fiind
esentiale.

O alta forma de finvatare
utilizata in recuperarea deficientei
mintale este finvatarea sociald,



prin care pacientul este orientat
spre modele comportamentale
concrete, stimulandu-se
capacitatea sadeimitare spontana,
in acest context, empatia este
fenomenul de bazd in stabilirea
relatiilor interpersonale. Utila este
folosirea de intaritori, atat pozitivi
(recompensa - materiala sau de tip
afectiv, lauda etc.), cat si negativi
(admonestarea, sanctionarea
verbala etc.).

Recuperarea prin psihoterapie

poate contribui cu succes la
refacerea psihicd si sociala a
pacientului Tn cazul formelor

usoare si medii de deficienta
mintald. Desi nu Tnlatura propriu-
zis  handicapul, psihoterapia
actioneaza pozitiv asupra
personalitatii individului deficient
mintal, 1nldturdnd anxietatea,
negativismul, starile conflictuale,
activand motivatia, devenind un
energizator pentru subiect.

Dintre formele psihoterapiei,
adecvate handicapului mintal
sunt psihoterapia sugestiva si
psihoterapia de relaxare, tindndu-
se seama de gradul crescut de
sugestibilitate, influentabilitate si
dependenta al subiectului.

Sugestia verbala pozitiva
actioneaza astfel pentru
ameliorarea - finldturarea unor
comportamente aberante (de

tip deviant), pentru formarea
unor atitudini favorabile Tnvatarii
si activitatii, pentru stimularea
dorintei si interesului deficientului
mintal pentru viata de colectiv.
Desi psihoterapia de relaxare
exemplu:  antrenamentul
autogen Schultz) wuzeazd de
sugestie, ea o0 depadseste pe
aceasta, avand o dubla actiune:
atat asupra psihicului cat si
asupra fizicului, urmarindu-se
organizarea vietii volitionale si
directionarea deficientului mintal
spre dobandirea autocontrolului
asupra functiilor sale fiziologice.
Pentru succesul acestor tehnici
de relaxare este necesar un
anumit grad de intelegere si de

(de

participare constient - voluntara
din partea pacientului, fapt care le
face viabile doar in formele usoare
de deficienta mintala.

Rezultate foarte bune in
recuperarea deficientului mintal
ofera terapia ludica (ludoterapia),
prin care se pot atinge toate
obiectivele propuse in recuperare:
dobandirea deprinderilor de viata
cotidiana elementare, formarea
abilitdtilor de munca (pentru
anumite  meserii), castigarea
unei autonomii personale, a
posibilitatilor de comunicare si
relationare sociald, in vederea

integrarii lor Tn colectiv si in
societate.

in ceea ce  priveste
recuperarea  prin  logopedie,

aceasta se organizeaza tinand cont
de particularitatile de dezvoltare
ale limbajului copilului de deficit
intelectual.

Limbajul deficientului mintal
poarta amprenta caracteristicilor
de concretism, rigiditate si inertie
specifice nivelului gandirii. Se
poate vorbi despre aparitia
intarziatd a vorbirii si despre
dificultatile pe care le intdmpina
copilul cu deficienta mintala in
folosirea propozitiilor.

Dezvoltarea  intarziata a
limbajului priveste toate aspectele
sale: fonetic, lexical, semantic,
gramatical si atrage dupa sine
frecventa mare a tulburarilor
limbajului la aceasta categorie de
deficienta.

Tulburarile  limbajului la
deficientul mintal generate de
lezarea sau de inhibitia nivelurilor
de organizare alimbajului (periferic
- instrumental, cortical si gnozic -
de recunoastere auditiva si vizuala)
sunt: sindromul de intarziere in
dezvoltare a vorbirii (cu formele:
alalia, audimutitatea etc.),
dizartria (pe fondul handicapului
de intelect usor sau sever),
disfonia, tulburdrile gnozo-praxice
(tulburari de perceptie auditiva
si vizuala si tulburari praxice ale
organelor fonoarticulatorii).

Primele trei categorii dintre
tulburarile mentionate anterior
apar evidente in comportamentul
de comunicare a copilului, in timp
ce ultima categorie se manifesta
disimulat.

Cele maifrecvente manifestari
ale tulburarilor limbajului pe
fondul deficientei mintale sunt
cele de tipul dislaliei, disgrafiei si
dislexiei.

Dislalia deficientului mintal,
desi seamdna simptomatologic
cu cea a copilului normal,
se deosebeste prin faptul ca
etiopatogenia dislaliei primului
este  structurald, consecutiva
unei modificari neurofiziologice,
afectand atat momentul aparitiei
limbajului cat si evolutia lui.

Cercetarile arata ca decalajul
in aparitia limbajului Intre copilul
normal si cel cu deficienta mintala
este de 3 - 6 ani, in functie de
gravitatea deficientei. Tn formele
foarte severe (idiotie), primul
cuvant apare la 54 luni si propozitia
la 153 luni, in formele severe
(imbecilitate) primul cuvant este
rostit la 43 luni si propozitia la
93 luni, iar in formele usoare
(debilitate) la 34 luni, respectiv 89
luni.

Privind evolutia limbajului la
deficientul mintal si acest proces
este mult perturbat nu numai
ca durata ci si ca organizare si
structurare. Raportandu-ne la
latura expresiva a limbajului se
constata ca, intre 5 - 7 ani, aria
tulburarilor de vorbire este extrem
de intinsa la deficientii mintal fata
de copiii normali.

O alta caracteristica a
tulburarilor limbajului la
copilul  deficient mintal este
polimorfismul acestora. Rareori
la deficientul mintal de varsta

scolara se fintalneste o dislalie
simpld (monomorfa), frecvent
depistandu-se forme polimorfe,
alaturi de fenomene dizartrice si
de audimutitate.

Deosebirea

dintre copilul




normal si cel cu deficientd mintala
se refera si la procesul fonetizarii.
Daca in cazul primului toate
procesele fnvatarii limbii au loc
pana la 3 - 4 ani, la cel de-al doilea
aceste faze debuteazd cu 3 - 6 ani
mai tarziu, dezvoltarea acestor
microprocese ale finvatarii limbii
avand loc fara suport ideativ.

O altd caracteristica a
limbajului  copilului  deficient
mintal se referd la dimensiunea
(aspectul cantitativ) al
vocabularului acestuia, care pare
mai dezvoltat decat cel al copilului
normal, desi, din punct de vedere
al instrumentdrii si organizarii pe
bazda de simboluri, capacitatea
primului variaza intre 20 - 50% din
cea a copilului normal.

Multe cercetdri arata ca
deficientul  mintal  intampina
serioasedificultatiinreprezentarea
realitatii  prin  simboluri  si
semnificatii  si  Tn  intelegerea
acestuia. Procesul de esentializare
(conceptualizare) este foarte
diminuat si neorganizat, asadar
cuvantul nu capata valente
operationale nici  n  planul
cunoasterii, nici In cel al dirijarii

v

comportamentului de Tnvatare
scolara si sociala.

Limbajul copilului deficient
mintal are puternice accente
de infantilism, care apar pe
fondul imaturitatii verbale.
Disoperationalitatea limbajului

deficientului mintal se evidentiaza
mai  pregnant in tulburarea
denumita agramatism, constand
in erori de utilizare a cuvintelor
dupa regulile sintaxei gramaticale.
Aceastda tulburare se manifesta
atat in limbajul oral, cat si in cel
scris (pe fondul existentei unei
organizarii afazoide).

Cel mai frapant fenomen este
celdediscrepantaintre capacitatea
de normalizare si cea de definire
a partilor de vorbire, urmata
de cea a abilitatilor in analiza,

in discriminare, transformare si
operarea sa.

La pacientii cu deficit
intelectual, decalajul intre
dezvoltarea limbajului si celelalte
functii psihice este foarte evident,
din cauza faptului ca posibilitatile
de Tntelegere si de ideatic raman
limitate, in timp ce capacitatea de
exprimare inregistreaza progrese.
Acestia au posibilitatea de a-si
insusi unele formule stereotipe
pe care le utilizeaza in conversatii
simple. Chiar dacda expresiile
lingvistice de argou le finvata
fara eforturi, comunicarea nu se
desfasoara dupa o logica anume.

Alte deficiente ale limbajului
asociate  handicapului  mintal
sunt: tulburari ale vocii (slabire a
acesteia), caracter neinteligibil al
vorbirii (articular defectuoasa),
debit, intensitate si timbru
dezagreabile.

intarzierile in  dezvoltarea
limbajului la deficientii mintal
se vor manifesta, desigur, si mai
evident la nivelul varstei scolare,
daca intre timp nu va fi fost initiat
un program adecvat de terapie
logopedica. De asemenea, aceste
intarzieri vor fi insotite si de altele,
cum suntintarzierile in dezvoltarea
psihomotorie, in dezvoltarea
capacitatii de orientare, etc.

Dar faptul ca, printre celelalte
fenomene de intdrziere ale
copiilor cu deficienta mintala, sunt
amintite mai ales intarzierile n
dezvoltarea limbajului, ca urmare
a legaturii indisolubile dintre
vorbire, ca mijloc de comunicare
usor accesibil observatiei
nemijlocite si celelalte procese
psihice, in primul rand procesele
gandirii, ale caror calitati si defecte
le exteriorizeaza.

Recuperare  prin  terapie
ocupationald poate fi utilizata
cu succes In toate formele de
handicap mintal, dintre formele de

terapie ocupationala semnificative
enumerand:ludoterapia,arterapia,
dansterapia, ergoterapia. Aceste
metode de recuperare sunt pozitiv
receptate de deficientii mintal din
cauza interesului viu manifestat
de multi dintre ei pentru muzica,
dans, pictura, joc, confectionare
de obiecte etc., activitati care sunt
nu numai momente de consumare
a energiei, ci si ocazii de formare
si dezvoltare a abilitatilor motrice,

practice sau a deprinderilor
profesionale.
La copiii mai mari, foarte

eficienta este ergoterapia, care
contribuie la integrarea lor intr-o
activitate cu caracter social.
Bineinteles ca nu trebuie ignorata
adaptarea solicitarilor exterioare
(ale jocului, ale ocupatiei) la
posibilitatile  subiectului, fiind
necesara asigurarea bunei
dispozitii si a interesului constante
ale pacientului.

In toate aceste tipuri de
terapii trebuie sa se puna accent
pe compensare, stimuldndu-
se functiile senzoriale si psihice
normale, nealterate.

Putem afirma ca o interventie
de tip recuperativ in cazul unei
deficiente mintale a avut succes
daca persoana cu handicap mintal
a capatat un anumit nivel de
autonomie personala, si-a Tnsusit
abilitati motorii si dexteritati
manuale, fiind capabila sa exercite
o profesie, daca si-a format
comportamente  adecvate la
situatie, daca poate comunica oral
si In scris, dacd are format simtul
autocontrolului.
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MULTIDIMENSIONAL RECOVERY OF PATIENTS WITH INTELLECTUAL DEFICIENCY

Georgiana RADU — psychotherapist, logopedist

The recovery means restoring,
rebuilding or reconstituting a
human function, starting from the
premises it was lost.

The purpose of recovery
is the maximum capitalisation
of the individual’s possibilities,
while undamaged psycho-physical
functions must be trained to
take over the activity of affected
functions. The formation of some
skills and behaviours is, therefore,
aimed, allowing the patient the
professional and social inclusion.

The methodology used for
such purpose can be mainly
psychological, pedagogic,
logopedics and medical. The best
results are achieved by combining
the four forms, thus adopting a
unitary action materialised into
the recovery complex therapy.
The focus placed on one or
another of the four components
must consider: the severity of the
deficiency, evolution, the level
of development of undamaged
functions, the possibility to replace
damaged functions by the healthy
formations, the chronological
and mental age of the individual,
gender, etc.

The main forms of recovery
in relation to the development
delays in patients with intellectual

deficiency are achieved by:
learning, psychotherapy,
logopedics and  occupational
therapy.

The recovery by learning is
a recovery intervention method
even more efficient when started
in an organised form since
preschool ages, considering the
specifics of the deficiency.

The efficient learning forms in
recovering the mental deficiency
are those of affective and
motivational types, forms which
must mandatory be accompanied
by moral and motor learning.

Where possible (depending
on the severity of the mental
deficiency), one can achieve
intellectual type learning, aiming
to collect elementary information,
to adopt a conceptual apparatus,
tool operation, in such type of
learning oral methods being
critical.

Another form of learning used
intherecovery of mental deficiency
is social learning, where the
patient is directed towards actual
behavioural models, stimulating
the spontaneous imitation
capacity, in such context empathy
being the base phenomenon in
settinginterpersonal relationships.
It is useful to use reinforcements,
both positive (reward - material or
affective, appraisals) and negative
(admonishes, oral sanctions, etc.).

Recovery by psychotherapy
can successfully add to the psychic
and social recovery of the patient
in case of slight and medium forms
of mental deficiency. Although
it does not remove the actual
deficiency, psychotherapy acts
positively on the personality of the
individual with mental deficiency,
removing anxiety, negativism,
conflict states, activating
motivation, and becoming an
energiser for the subject.

Among the forms  of
psychotherapy, appropriate for
the mental deficiency, there
are suggestive psychotherapy
and relaxation psychotherapy,
considering the high level
of suggestion, influence and
dependence of the subject.

Positive oral suggestion thus
acts to remove-improve some
abnormal behaviours (deviating-
like) to form some positive
attitudes for learning and activity,
to stimulate the wish and interest
of the mental deficient for the
social life.

Although relaxation
psychotherapy (for instance,
Schultz type training) uses

suggestion, it goes beyond it,
with a double action: both on the
psychic and on the physic, aiming
to organise the volitional life and
todirect the individual with mental
deficiency towards acquiring self-
control on their physiological
functions. The success of these
relaxation techniques requires a
certain level of understanding and
conscious-voluntary participation
from the patient, which makes
them viable only in light forms of
mental deficiency.

Very good results in the
recovery of the mental deficiency
are provided by the Iludic

therapy (ludotherapy) capable of
reaching all objectives proposed
for recovery: acquisition of
elementary daily life skills,
formation of labour skills (for
certain  occupations), earning
some personal autonomy, the
possibility of social communication
and relations, for inclusion in
collectives and society.

As regards recovery by
logopedics, it is organised
considering the particularities of
the language development of the
child with intellectual deficiency.

The language of the patient
with mental deficiency bears the
characteristics of concreteness,
rigidity and inertia specific for
the level of thinking. One can
speak about delayed speech and
the difficulties the child with
mental deficiency faces in using
sentences.

The delayed development of
speech concerns all its aspects:
phonetic, lexical, semantic,
grammatical and entails the high
frequency of language disorders in
this class of deficiency.

Speech disorders in patients




with mental deficiency caused
by the damage or inhibition of
language  organisation levels
(peripheral - instrumental,
cortical and gnosis - auditive and
visual recognition) are: the delay
syndrome in speech development
(with the forms: mutism, auditive
mutism, etc.), dysarthria (in
the context of light or severe
intellectual deficiency), dysphonia,
gnosis-praxis disorders (auditive
and visual perception disorders
and praxis disorders or phonic-
articulation organs).

The first three categories
of disorders priory mentioned
appear obvious in the child’s
communication behaviour, while

the last category is dissimulated.

The most frequent speech
disorder manifestations in the
context of mental deficiency are
those of types dyslalia, dysgraphia
and dyslexia.

The dyslalia of the patient
with mental deficiency, although
similar in symptoms with the one
normal child, is different by the fact
that the dyslalia ethiopathogeny
in the first is structural, resulting
from a neuro-psychological
change, affecting both the time of
appearance and the evolution of
speech.

Research shows that the
delay in the appearance of speech
between the normal child and the

child with mental deficiencyis of 3 -
6 years, depending on the severity
of the deficiency. In very severe
forms (idiocy), the first word
appears at the age of 54 months
and the sentence at 153 months,
in severe forms (imbecility), the
first word is spoken at the age of
43 months and the sentence at
93 months, while in slight forms
(debility) at the age of 34 months,
respectively 89 months.

As  regards
evolution

the speech
in the patient with

mental deficiency, this process,
too, is much disturbed not only as
duration, but also as organisation
regards the

and structure. As

expressive nature of speech, one
can see that, between the ages of
5-7,therange of speech disorders
is extremely wide at patients with
mental deficiency as compared to
normal children.

Another feature of speech
disorders in the child with mental
deficiency is their polymorphism.
It is seldom that a simple
dyslalia  (monomorphism) s
seen in the patient with mental
deficiency at their school age,
polymorphic forms being more
often discovered, together with
phenomena of dysarthria and
auditive mutism.

The difference between the
normal child and the one with
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mental deficiency also concerns
the phonetisation process. If, in
the case of the first, all processes
of speech learning take place up to
the age of 3 - 4, at the latter, such
stages start 3 - 6 years later and
the development of these micro-
processes of speech learning take
place in lack of an idea support.

Another characteristic  of
the speech of the child with
mental deficiency concerns the
size (quantity issue) of their
vocabulary which seems more
developed than the one of the
normal child, although, in terms
of instrumentation and basic
organisation of symbols, the
capacity of the first varies between
20 - 50% of the one of the normal
child.

Much of the research shows
that the patient with mental
deficiency faces serious difficulties
in the representation of reality
by symbols and significance
and with understanding it. The
materialisation (concept) process
is highly diminished and not not
organised, therefore the words do
not receive operational meanings
in the range of knowledge, nor in
the direction of school and social
learning behaviour.

The speech of the child with
mental deficiency features strong
accents of infantile development
appearing in the context of oral
immaturity. The lack of operation
of the patient with mental
deficiency is even more obvious in
the disorder called agrammatism,
consisting of an error in using the
words according to the grammar
syntax rules. This disorder
manifests both in oral speech and
in writing (in the context of an
aphasia-like organisation).

The most surprising
phenomenon is the difference
between the capacity to normalise
and define speech parts,
followed by the skills of analysis,



discrimination, transformation
and operation.

In patients with intellectual
deficiency, the delay between
the development of speecg
and other psychic functions is
obvious because of the fact that
the possibilities of understanding
and ideas remain limited, while
the capacity of expression
records progresses. They have
the possibility to acquire some
stereotype formulas used in
simple conversations. Even if
street phrases are easily learned,
the communication is not achieved
according to a certain logic.

Other deficiencies of
the mental deficiency are:
voice  disorders  weakening),

unintelligible nature of speech
(defective articulation), debit,
unpleasant intensity and tone.
Delaysin speech development
in patients with mental deficiency
shall, certainly, manifest even
more obviously at school age
if no appropriate logopedics
therapy programme is started
until then. Also, such delays

“Ce vrei sa te faci cand vei fi
mare?” Ma intreba toatd lumea
cand eram mica. “Pim-ministal”,
raspundeam eu mandra. Vedeam
cum toatd lumea era mereu atenta
la stiri si il urmarea pe acest nene
prim-ministru si doar despre el se
vorbea Tn casa. CLAR, trebuia sa fiu
EL!

Apoi, timpul s-a scurs rapid,
intre gradinita, scoala generala si
liceu, dar un singur lucru a ramas
constant in viata mea — spitalul.
Tata este medic si mergeam
des sa il vizitez la spital pentru
cd muncea foarte mult, asa ca,
de cele mai multe ori, venea

shall be accompanied by others,
such as delays in psycho-motor
development, the development of
the orientation capacity, etc.

But the fact that, amongst
other delay phenomena in
children with mental deficiency,
delays in speech development are
especially mentioned, as a result
of the indissoluble connection
between speech, as means of
communication easily accessible
to direct observation and other
psychic processes, first thinking
processes, the qualities and
defects of which are externalised.

The recovery by occupational
therapy can be successfully used
in all forms of mental deficiency,
listing among the significant
occupational  therapy forms:
ludotherapy, art therapy, dance
therapy and ergotherapy. These
recovery methods are positively
received by patients with mental
deficiency because of the live
interest of many of them for
music, dance, play, painting, object
making, etc., activities intended

not only to use energy, but also to
form and develop motor, practical
skills, or professional skills.

In older children, ergotherapy
is very efficient, adding to their
inclusion in a social activity. Of
course, one must not ignore the
adaptation of exterior pressure
(play, occupation) to the subject’s
possibilities, being necessary to
ensure a good disposition and the
patient’s constant interest.

Focus must be placed, in
all these types of therapy, on
compensation, stimulating sensor
and psychic normal, undamaged
functions.

We can say that a recovery-
like intervention in case of mental
deficiency is successful if the
person with mental deficiency
acquires a certain level of personal
autonomy, motor skills and
manual dexterity, being capable
of exercising an profession, if
appropriate behaviours are
shaped in each situation, if they
can communicate in writing and
orally and is the sense of self-
control is formed.

ABFT-ISTA IS BORN - 0 POVESTE ALTFEL A UNUI MEDIC
REZIDENT DE MEDICINA FIZICA SI DE REABILITARE

muntele la Mohamed. intre timp,
m-am findragostit de anatomie si
pentru ca nu eram prea talentata
la matematica, informatica sau
economie, dar eram un talent
fnnascut la tocit, alegerea sa intru
la facultatea de medicina, mi s-a
parut una fireasca.

Si iatd ca am intrat! La doua
facultati de medicina, chiar! La
UMF “Carol Davila” Bucuresti si la
Facultatea de Medicina “Ovidius”
Constanta, la ambele la buget.
Bucurie mare, lacrimi, Tmbratisari,
dar suspansul era la cote maxime
in familia mea. Oare unde voi
alege sa raman in cele din urma?

Zoe-Maria BOBE

Ca o fiicd armana ascultatoare ce
sunt, am plecat urechea la sfatul
parintilor mei siam ales Constanta.
Si bine am facut!

Am avut o studentie
minunata! La Tnceputul facultatii,
6 ani mi se pareau o vesnicie. Cu
2 ani mai mult decat liceul... Clar
aveau sa treaca greu! Si toatd
lumea ma intreba deja ce fel de
medic o sa fiu si toti Tmi povesteau
ca i doare ba una, ba alta, si Imi
cereau diagnostice si tratament.
Eu fincercam sa le explic c3,
deocamdata, ma chinui cu o carte
de anatomie mare cat DEX-ul si
ca sunt nconjurata de ramasite
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umane, pentru ca scheletul
devenise cel mai bun prieten
al meu, cu care mi Tmparteam
camera. Toti se uitau la mine de
parca devenisem, brusc, satanista
si isi dadeau ochii peste cap.

Inevitabil, am Tinceput sa
ma intreb si eu “Ce fel de medic
vreau sa fiu? Ce specialitate mi
s-ar potrivi?” Cu cine sa discut cel
mai bine aceasta tema, daca nu cu
tata, medicul din familie.

Tata, medic de medicina de
urgenta, obosit de o viatd intreaga
de garzi grele, imi spunea plin de
intelepciune: “Daca vrei sa fii o
doamna, alege BFT!”

BFT! Auzi, ce-o mai fi si asta,
specialitate de 3 litere... “Tata, ce
e BFT-ul &sta? in Doctor House si
in Grey’s Anatomy nu am vazut
niciodatd un medic BFT!” Tata nu
stie ce vorbeste! OF!

Ei... dar stia el ce stia...

Dupa ani de stagii pe diferite
specializari, iata ca am ajuns si in
anul 6 si tot nu aveam habar ce
0 sa aleg in urma examenului de
rezidentiat. Tncd nu ma simteam
medic, pentru ca stiam ca dupa
facultate nu urma sa am nici
madcar drept de libera practica,
deci alegerea in urma examenului
urma sa ma defineasca ca si
medic. Ma simteam neterminata
din punct de vedere al educatiei,
dar nu stiam pe ce drum sa o apuc.
in spital vdzusem numai doctorite
obosite, Tncercanate, triste ca nu

au timp pentru viata de familie si
asistente stresate, care ne certau
ca suntem prea galagiosi pe sectie.

lata ca am vazut si orarul
nou din anul 6 si, surpriza, aveam
un stagiu de 2 sdptamani de
Balneofizioterapie la Techirghiol.
Prima zi de stagiu a fost si prima
data cand am fost in viata mea la
Sanatoriu. Nu stiam la ce sa ma
astept... Probabil la un loc care
seamana cu un mic azil de batrani,
plin de babute care se plang
intruna...

Prima datda am fost uimita
de cat de mare este... Apoi am
intrat sa o cautam pe d-ra Dr. SL.
lonescu, pentru ca dumneaei era
responsabilda de grupa noastra.
Ne-a primit in cabinetul ei cu un
zambet luminos, s-a prezentat,
apoi ne-a facut turul Sanatoriului.
Cu cat ne plimbam si o ascultam,
cu atat ne priveam ochi in ochi
intre noi si ne simteam intr-
un alt film, decat cel in care ne
obisnuisem Tn 6 ani de zile. Ce sa
vezi, pacienti fericiti, doctorite
la rochite, aranjate, parfumate,
cu zambetul pe buze, cabinete
curate, aparatura moderna... Tin
minte si acum, cum o colegd a
exclamat: “Fetelor, cred ca mi-am
gasit vocatia!“ AMIN!

La repartitie, am ales cu inima
deschis3, REABILITARE MEDICALA,
si, uite-asa, A BFT-ista was born!

Ce sa vezi, dupa 18 ani de
scoald, Zoe merge la serviciu. Sa

marcam cu “X” ziua 1n calendar!
Emotii mari, vise si sperante mari

si, din partea indrumatorilor
nostri, asteptari si mai mari!
In  prima saptamanda am

facut cunostinta cu dna Conf.
dr. Ciobotaru si cu dna Dr. SL
lliescu. Asa am aflat ca, de fapt,
recuperare medicald se face si in
alte locuri decat la Techirghiol.
Da, se pare ca toatd viata mea am
trdit intr-o ignoranta completa in
legatura cu aceasta specialitate,
deoarece nu stiam ca exista sectie
de recuperare inclusiv in Spitalul
Judetean si cd exista si Spital de
Recuperare La Eforie Nord. Am
fost repartizate, iar in primul an
am finvatat alfabetul Reabilitarii
medicale de la doamnele doctor,
care cu o rabdare si dedicatie
extraordinare, au pus piatra de
temelie la viitoarea mea cariera.

Am pastrat legatura cu
colegele de la facultate si, mare
mi-a fost mirarea sa le reintalnesc
oarecum dezamagite, pe unele, de
cum decurgeau lucrurile pentru
ele, si sa le citesc surprinderea
pe chip, cand m-am apucat sa le
povestesc cum, pe specialitatea
noastra, dna dr. Ciobotaru ne-a
pus din prima saptamana in brate
toata materia pentru examenul de
specialitate si ne-a dat carti din
care safnvatam, cum dnadr. lliescu
ne-a invatat de la zero sa scriem
o foaie pe specificul specialitatii
noastre si sa facem examenul
NMAK cap-coada, cum ambele fsi
faceau timp in fiecare sdaptamana
sa tina cursuri pentru rezidenti si
prezentari de caz.

Cand toata lumea vrea sa te
invete carte, cum sa nu te apuci
sa inveti? Si m-am apucat! Si,
Doamne, cat era de citit... “Hey,
tata, parca spuneai ca e usoara
specialitatea asta! Tu stii cate
trebuie sa Tnvat?! Se pare ca nu
e organ si sistem in organismul
uman pe care noi sa nu putem sa il
reabilitam!”



“What will you do when you
grow up?” Everyone asked me that
when | was little. “Pime-ministe!”,
| used to answer with pride. |
saw how everybody were always
attentive to the news and watched
this prime-minister buddy and he
was the only subject of discussion
in the house. CLEARLY, | had to be
HIM!

The time went by so fast
between kindergarten, elementary
school and high school, but a
single thing remained perpetual
in my life - the hospital. My father
is a doctor and | often visited
him at the hospital because he
worked hard, so the mountain
went to Mohamed most of the
times. Meanwhile, | fell in love
with anatomy and, given that |
was not very god at mathematics,
informatics or economics, but |
was born a nerd, the choice for the
faculty of medicine came naturally.

And | got in! Two faculties
of medicine even! At UMF “Carol
Davila” inBucharestandthe Faculty
of Medicine “Ovidius” Constanta,
both with scholarship. So much
joy, tears, hugs, but the suspense
was maximum in my family. Where
would | stay eventually? As a good
AROMANIAN daughter, | listened
to the advice of my parents and
chose Constanta. And well | did!

| had a wonderful student
life!l At the beginning, 6 years
seemed like forever. 2 years longer
than high school... Definitely
they would pass so hard... And
everyone already asked me what
doctor would | be and everyone
told me they hurt this and that
and asked me for diagnostic
and treatment. | tried to explain
them that, for the moment, | was
struggling with an encyclopaedia
big anatomy book and that | was

ABFT-ISTAIS BORN - A DIFFERENT STORY OF AN
INTERN OF PHYSICAL AND REHABILITATION MEDICINE

surrounded by human pieces,
because the skeleton became my
best friend sharing the room with
me. Everyone looked at me like |
suddenly became a Satanist and
rolled their eyes.

Inevitably, | also started
wondering: “What kind of doctor
do | want to be? What speciality
would suit me?”. Whom would
| talk about this better, if not my
father, the doctor in the family.

My father, emergency room
doctor, tired of a lifetime of heavy
wards, used to wisely tell me: “If
you want to be a lady, go for BFT!”

BFT! Here’s nothing, a
speciality of 3 letters... “Dad, what
is this BFT? I've never seen a BFT
doctor in Doctor House and Grey’s
Anatomy!” Dad had no idea! HUF!

Well... he knew something...

After internship in various
specialisations, here | was in the
senior year and | had no idea what
| would chose after the internship
exam. | did not feel like a doctor
yet, because | knew that, after
the faculty, | wasn’t going to be
allowed to practice, therefore
the choice after the exam would
also define me as doctor. | felt
incomplete in terms of education,
but | did not know which road to
take. In the hospital, | only saw
tired doctors, sad they did not
have time for their families and
stressed nurses, quarrelling us for
being too noisy in the department.

And then | saw the
programme for the 6th vyear
and, surprise, | had 2 weeks

practice at Balneophysiotherapy
in Techirghiol. The first day was
also the first time | entered the
Sanatorium. | didn’t know what
to expect. Probably a place
resembling a small old people
house, full of old ladies always

Zoe-Maria BOBE

complaining...

| was astonished of how big it
was... Then we entered and looked
for Miss Dr. SL. lonescu, since she
was responsible for our group.
She took us in her office with a
big smile, introduced herself and
then took us on a tour of the
Sanatorium. The more we walked
and listed to her, the more we
looked at each other and felt from
a film, a different one than the one
we got used to in 6 years. Well,
well, happy patients, lady doctors
with dresses, smart, perfumed,
smiling, clean offices and modern
equipment... | still remember how
a colleague said: “Girls, | believe |
found my way!“ AMIN!

At repartition, | chose with my
heart MEDICAL REHABILITATION,
and, just like that, A BFT-ista was
born!

No surprise, after 18 years of
school, Zoe went to work. Let’s
mark the day in the calendar!
Great expectations, hopes and
emotions and, from our guides,
even greater expectations!

| met Mrs. Dr. Conf. Ciobotaru
and Mrs. Dr. SL lliescu on the first
week. So | learned that, in fact,
medical recovery was practised
in other places too, not only
Techirghiol. Yes, it seemed that
all my life was full of ignorance
when it came to this speciality,
since | did not know there was
a department of rehabilitation
in the County Hospital, too, nor
that there existed the Recovery
Hospital in Eforie Nord. We were
distributed and, on the first
year, we learned the alphabet
of medical rehabilitation from
the lady doctors, who patiently
and highly dedicated placed the
cornerstone of my future career.

| kept in touch with my faculty




piers and | was somewhat amazed
to see them disappointed, some
of how things were going for them
and see their surprise when | told
them about how, in our speciality,
Mrs. Dr. Ciobotaru put us since the
very first week the entire material
in the arms for the speciality exam
and gave us books to study, how

VACUMED

mm

Terapia cu vacuum intermitent
este folositd Tn medicina spatiala
de peste 30 de ani. In conditiile

de imponderabilitate, circulatia
sangelui la nivelul membrelor
inferioare s-ar face cu mare

dificultate, daca astronautii nu ar
folosi aceasta terapie la fiecare 10
ore. Dupa cum i spune numele,
“Vacuum intermitent”, aplicatia
consta intr-o alternanta ritmica de
presiune negativa si pozitiva asupra
membrelor inferioare. A nu se
confunda cu presoterapia, adesea
intadlnita in centrele de recuperare
sau in cele de remodelare
corporala, care consta in aplicarea
ritmica doar de presiune pozitiva
de intensitate variabila.

Prin aplicarea trenurilor de
vacuum intermitent se obtine un
joc de presiune asupra vaselor

Mrs. dr. lliescu taught us from
scratch to write a sheet according
to the specifics of our speciality
and carry out the NMAK exam
from the beginning to the end,
how both of them took the time
each week to hold classes for
interns and case studies.

When everyone wants you

to learn, how can you not? And |
did! God, | had so much to read...
“Hey, dad, | thought you said this
was easy! Have you any idea how
much | have to study?! Apparently
there is not one organ and system
in the human body that we cannot
rehabilitate!”

TERAPIA GU VACUUM INTERMITENT — VACUMED

lulia BELC, Medic primar medicind Fizicd si Reabilitare Medicald

sanguine, cu modificare ritmica
de calibru, avand drept consecinta
vasodilatatia si stimularea
schimburilor de oxigen, nutrienti
si deschiderea de noi cai vasculare
prin  capilarizare/recapilarizare.
in acelasi timp se fmbunatitesc
drenajul limfatic si circulatia
venoasa. Acest joc de presiune,
in faza negativa atrage mai mult
sange in jumatatea inferioard a
corpului, pentru ca in faza pozitiva
sangele din partea inferioarda sa
fie pompat eficient spre partea
superioara.

in faza de presiune negativ
creste  perfuzarea  muschilor
membrelor inferioare cu
capilarodilatatie si deschiderea
de vase capilare noi, cu cresterea
micro- si macroperfuziei. in faza
compresiva, de fapt revenirea la
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presiunea atmosfericd, sangele
venos si limfa curg prin vasele
cu diametrul marit, creste
intoarcerea venoasa, accelereaza
perfuzia si drenajul limfatic, creste
pH-ul, creste sinteza de colagen, cu
accelerarea ritmului de cicatrizare
a leziunilor.

Utilitatea  acestei  terapii
este uriasa, Tn domeniul medical,
sportiv, estetic, cu efect profilactic,
curativ si de recuperare.

in  afectiunile  vasculare:
sindromul de ischemie periferica
indiferent de stadiu, pre- si post
interventii vasculare chirurgicale
arteriale, venoase, limfatice. Tn
insuficienta circulatorie venoasa
cronicd, complicata cu ulcer
varicos si in limfedemul cronic.
Jocul de presiuni negative reduce
edemul, amelioreaza circulatia,
creste  extractia de oxigen,
modifica aspectul pielii si Tnlatura
senzatia de picioare grele. Efecte
rapid vizibile in algoneurodistrofia
secundara post traumatica si
in edemul postoperator. Util in
toate afectiunile  ortopedice,
post traumatice: luxatii si entorse
cu rol In combaterea edemului;
rupturile ligamentere, tendinoase,
musculare tratate conservator
sau chirurgical, necroza aseptica
de cap femural, recuperarea
dupa artroplastile de sold,



presiune negativd

genunchi. Grabeste cu 50%
inchiderea plagilor, escarelor,
arsurilor, ulcerelor varicoase sau
diabetice. Benefic in tratamentul
polineuropatiilor indiferent de
cauza.

Terapia este larg folosita si cu
succes in medicina sportiva in scop
profilactic, curativ si recuperator.
Prin deschiderea de noi paturi
capilare, creste perfuzia tisulara,
creste “wash-out-ul”, cu eliminarea
acidului  lactic, creatinkinazei,
acidului uric. Tnliturd oboseald

presiune atmosfericd

si  febra musculard. Folosit
profilactic de 2 ori pe saptamana
s-a observat cresterea capacitatii
cardio-pulmonare, creste uimitor
rezistenta la efort, imbunatateste
vizibil performanta si creste
motivatia. Dupa o sedinta de
Vacuum energia, toleranta la efort,
vitalitatea si performanta cresc
vizibil. Marile cluburisportive, Real
Madrid, FC Barcelona, Manchester
City, Nicosia folosesc aceasta
terapie fnainte si dupa fiecare
antrenament. Preparatorii fizici ai

acestor cluburi au constatat lipsa
accidentarilor majore pe parcursul
unui sezon competitional.

S-au obtinut efecte notabile
in durerile lombare joase,
prin crearea unui ecartament
intervertebral prin asocierea unei
miscari contrate in timpul aplicarii
presiunii negative.

Prin mbunatatirea
semnificativa a circulatiei locale si
cresterea productiei de colagen,
terapia cu vacuum intermitent
este 0 arma utila in tratamentul
celulitei, reducand inflamatia si
modifica vizibil turgorul si aspectul
pielii.

Contraindicatiile terapiei
sunt relativ putine: sarcina,
existenta unui anevrism de
aorta abdominala, interventii
chirurgicale abdominale extinse in
ultimile 12 luni, herniainghinala, nu
mai devreme de 8 saptamani dupa
o flebotromboza. Sunt suficiente
2-3  sedinte pe s3aptamana,
tratamentul intinzdndu-se pe o
perioada lunga de timp, in special
in afectiunile cronice.

De aceasta terapie
revolutionara, Tmprumutata din
medicina spatiald, se pot bucura
si pacientii Sanatoriului Balnear
si de Recuperare Techirghiol, care
isi largeste necontenit paleta
de terapii novatoare, menite sa
scurteze  suferinta  pacientilor
romani.
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Intermittent vacuum therapy
has been used by the spatial
medicine for over 30 years. In
vacuum conditions, the blood flow
at the level of lower limbs would
be very difficult if astronomers
did not use this therapy every
10 hours. As the name indicates,
,Intermittent vacuum”, the
application consists of a rhythmic
alternation of negative and
positive pressure on the lower
limbs. Let us not misaddress
this for pressure therapy, often
encountered in recovery or body
reshaping centres, consisting
of the rhythmic application of
positive pressure of variable
intensity only.

By applying intermittent
vacuum, a pressure alternation
is achieved on the blood vessels,
with  rhythmic size changes,
resulting in the vessel dilatation
and stimulation of the exchange of
oxygen, nutrients, and the opening
of new vascularisation channels by
capillarisation / recapillarisation.
At the same time, lymphatic
drainage and vein circulation are
improved. This game of pressure,
in the negative stage, draws more
blood in the lower half of the
body, and efficiently pumps it, in
the positive stage, towards the
upper side.

Negative pressure
atmospheric pressure

In the negative stage, the
perfusion of lower limbs muscles is
increased with capillary dilatation
and the opening of new capillary
vessels and the increase of micro-
and macro-perfusion. In the
compression stage, actually the
recovery of atmospheric pressure,
the vein blood and lymph flow
through the enlarged vessels,

INTERMITTENT VACUUM THERAPY — VACUMED

lulia BELC, primary doctor of physical and medical recovery medicine

the vein return is increased, the
perfusion and lymphatic drainage
enhanced, the pH increased, the
collagen synthesis is increased,
enhancing the injury healing
rhythm.

The usefulness of this therapy
is huge in the medical, sporting,
aesthetic fields, with prophylaxis,
curing and recovery effects.

In vascular disorders: the
peripheral ischemia syndrome,
regardless of the stage, pre- and
post- arterial, vein and lymphatic
vascular surgery. In chronic vein
circulatory failure, complicated
by venous ulcer and chronic
lymphoedema. The alternation
of negative pressures reduces
oedema, improves circulation,
increases  oxygen  extraction,
changes the skin aspect and
removes the feeling of heavy
feet. Fast visible effects in post-
trauma secondary pain neuro-
dystrophia and  post-surgery
oedema. Useful in all orthopaedic
disorders, post-trauma: luxations
and sprains intended to fight
oedema; ligament, tendon and
muscle ruptures conservatory or
surgery treated, aseptic necrosis
of femoral end, recovery after hip,
knee arthroplasty. Injuries, sores,
burns, venous or diabetes ulcers
are 50% faster healed. Beneficial in
the treatment of polyneuropahties
of any cause.

The therapy is widely and
successfully used is sporting
medicine with prophylaxis, curing
and and recovery purposes. By
opening new capillary paths, it
increases tissue perfusion and
wash-out, eliminating lactic acid,
creatinkinasis and uric acid.
Removes fatigue and muscle
fever. Used as prophylaxis twice a
week, it increases the cardiac-lung
capacity, remarkably increases

stress resistance, visibly improves
performance and increases
motivation. After a Vacuum
session, the stress tolerance,
vitality and performance are
visibly increased. Large sports
clubs, Real Madrid, FC Barcelona,
Manchester City, Nicosia use the
therapy before and after each
training. Physical trainers of these
clubs noted the lack of major
accidents during one competition
season.

Notable effects were obtained
in lower lumbar pains by creating
an intervertebral support through
the association of an opposition
movement while applying negative
pressure.

By significantly improving
local circulation and increasing
the collagen production, the

intermittent vacuum therapy is a
useful weapon against cellulite,
reducing inflammation and visibly
changing the skin aspect.

The counter-indications
of this therapy are relatively
reduced: pregnancy, he existence
of an abdominal aorta aneurysm,
large abdominal surgeries over
the last 12 months, inguinal
hernia, no sooner than 8 weeks
after a phlebothrombosis. 2-3
weekly sessions are sufficient,
the treatment being applied on
a long term, especially in chronic
disorders.

This revolutionary therapy,
borrowed from the spatial
medicine, can also be used for
the patients at Techirghiol Balnear
and Recovery Sanatorium always
enlarging the range of innovating
therapies aiming to shorten the
Romanian patients’ sufferance.



Motto: Cand ati ras ultima oara?

Imiamintescde toamnaanului
2016... Cu ocazia vernisajului unei
expozitii de pictura, deschisa
la Cercul Militar din Bucuresti,
criticul de artd care prezenta
lucrarile expuse si pe artistul
plasticc a facut la un moment
dat urmatoarea remarca:, lata o
persoana care prin preocuparile ei
si modul in care priveste viata, ne
demonstreaza ca putem imbatrani
frumos!”

De fapt nimeni nu arde de
nerabdare sa Tmbatraneasca!
Daca batranetea ar fi optionala, cu
draga inima am renunta la ea. Cum
nu este, volens-nolens, trebuie
sa acceptam si aceastd etapa a
calatoriei noastre. Dar avem de
ales!

Putem face parte din categoria
persoanelor cu atitudine pozitiva,
care fsi pastreaza vioiciunea si
zambetul, ramanand active si
deschise spre experiente noi.
Sau sa ne alaturam celor pasive,
care se multumesc cu viata de
fiecare zi, nu doresc nimic nou,
doar asteapta sa imbatraneasca.
Si mai este un al treilea grup
la care am putea adera, cel al
persoanelor triste, nemultumite
de viata, mereu plictisite, mereu
lamentandu-se.

Se spune ca optimistul vede
covrigul, pe cand pesimistul vede
gaura acestuia. Clasificarea de
mai sus se referd nu numai la
varstnici, ci si la tineri, pentru ca
stim cu totii, sunt batrani/tineri si
tineri/batrani. Avem la dispozitie
o multime de posibilitati care ne
pot face viata mai buna si mai
frumoasa. Depinde de fiecare
dintre noi, indiferent de varsta
biologica pe care o avem, ce cale
alegem!

Eu am ales sa fac parte din
prima categorie, a celor care

raman tineri toatd viata! Decizia
a fost luata Tnca din anii copilariei.
Citez din cartea mea ,Parfum
de tei”:,,Pe atunci eram un copil
hipersensibil, dornic de cuvinte si
gesturi de mangaiere si apreciere.
Si astazi mai astept de la oameni
cuvinte bune...lar eu, la randul
meu, daruiesc cu drag celorlalti un
zambet si o vorba buna. Copil fiind,
ajutam Tn gospodarie si faceam
treburi de migala care deseori ma
oboseau sau ma plictiseau.

Dar nu abandonam, duceam
totul cu bine pana la capat, doar
pentru bucuria de a auzi un cuvant
de lauda de la mama. Preocupata
de grijile gospodaresti si financiare,
nu era foarte afectuoasa cu noi.
Uneori, mi se pdrea ca nici nu
ma iubeste. Atunci ma retrageam
pe treptele din fata ale casei si
plangeam...Cand Tmi observa lipsa,
ma cauta, ma descoperea si ma
certa:, iar plangi? de ce plangi?...
doar nu ti-a facut nimeni nimic!”
Tocmai asta era cd nu-mi facuse
si nu-mi spusese nimic. Eu tot
asteptam sa ma mangaie pe cap,
sa ma laude pentru ce-am facut
bine, sa simt ca ma iubeste...

De la o vreme, constatarea ca
tristetea sau plansul nu ma ajuta
sa primesc mai multa afectiune,
m-a facut instinctiv sa imi schimb
atitudinea. Am descoperit in mine
0 sursa nebanuita de umor si darul
de a face haz de necaz. Gaseam
partea amuzantd a intamplarilor
de la scoald sau din viata de
familie si le repovesteam intr-un
stil foarte personal, vesel si placut.
Ai mei se Tnviorau, se bucurau de
compania mea si am inceput sa
ma simt din ce in ce mai iubita. Cu
darul de povestitor mostenit de la
mama, la care s-a adaugat aceasta
inclinatie spre umor si autoironie,
am castigat curdnd nu numai
simpatia familiei, dar si pe cea a
colegilor de clasa si chiar a cadrelor

RASUL SI UMORUL

Constanta JARNEA

didactice din scoala. In pauza
mare ma chemau la cancelarie,
strangeau cataloagele la capatul
mesei ca sa-mi faca loc, ma
ridicau si ma asezau pe o margine
a mesei si-mi ziceau:,haide,
Jarnea, ce ne povestesti astazi?”
Asta se intampla in clasa a treia,
a patra. Eu improvizam pe loc,
uneori basme, alteori momente
comice...nu eram niciodata in criza
de inspiratie. La sfarsit, invatatorii
si profesorii ma Tmbratisau, ma
felicitau, care mai de care, si-mi
daruiau dulciuri. Ceea ce nu era
tocmai bine, eu fiind deja grasuta,
dar dornicda mereu de ceva bun.
Din cauza crizei din ’47, aveam
aceastd slabiciune. Daca ma
gandesc bine o mai am si astazi...
Cred ca era mai potrivit sa primesc
drept recompensa un fruct sau un
morcov crud. Dar ma rog, nu mai
putem schimba nimic...”

in timp, aceastd aplecare
spre umor si autoironie, in multe
momente a readus zambetul pe
chipul celor din jur, iar pe mine
m-a salvat din situatii dificile.
Adica am trecut prin ele fara sa fiu
grav afectata.

De fapt, este destul de greu
sa Tncercam sa fim veseli atunci
cand ni se intampla lucruri rele
sau cand purtam o povard grea
din trecut. Dar experinta aratd ca
putem atenua frica, suferinta sau
esecul, daca descoperim umorul
din Tntdmplari si apoi radem de
ele.

La fel de greu este sa razi de
situatiile jenante. Mai ales cand
greselile noastre au loc in prezenta
altor oameni. Pentru ca toti (chiar
daca nu aratam) ne temem de
judecata celorlalti, de ridicol,
de depreciere. Dar un fintelept
anonim spune:

,,La douazeci de ani, nu-mi
pasa ce credea lumea despre
mine. La treizeci, am Tinceput




sa-mi fac griji despre ce credea
lumea. lar la cincizeci de ani am
descoperit cd lumea nu se gandea
deloc la mine.”

Maiestria aceasta de a rade
de tine insuti este, de cele mai
multe ori, salvatoare. Uneori este
singura sansa! Tn acest sens, ne
alaturam lui James Foster, profesor
la George Washington University,
care spune: , Rddem pentru ca
ne-am dat seama ca trebuie s-o
facem; pentru cd umorul de buna
calitate intotdeauna este o masura
a sperantei. Uneori nu doar de
asta am avea nevoie, dar asta este
tot ce avem.”

Fiecare individ Tsi are propriile
masuri de apreciere a umorului,
dar prin exercitiu, le putem
extinde. Lucruri amuzante ni se
intdmpld tuturor, dar nu toti le
vedem ca atare in momentul
in care se intampla. Mai ales in
situatiile neasteptate...Asa cum
spune specialistul in umor Lenny
Ravich:,,Oricum am privi lucrurile,
viata este o uriasa si continua
improvizatie. Nici unul dintre noi
nu are parte, la nastere, de un
manual de instructiuni care sa
ne spuna cum sa ne descurcam
in situatiile pe care viata ni le
pune 1n fatda. Nici parintii nu
pot sa ne pregateasca pentru
vreo intdmplare inimaginabila.
Asadar cu totii suntem actori de
improvizatie, fie ca ne dorim asta
sau nu.”

lar umorul fnseamna
creativitate. Adica poti vedea
lucrurile, problemele si rezolvarile
lor dintr-o alta perspectiva.
Salvator! Asta inseamna ca folosit
cu talent in situatii dramatice
sau jenante, umorul poate starni
un ras sanatos care fincalzeste
atmosfera si scade gradul de stres
sau anxietate. Cat despre ras,
numai cuvinte de lauda:

*Rdsul este ca soarele: alungd
iarna de pe chipurile oamenilor.
V.Hugo

*Rdsul e cel mai sigur examen
al sufletului omenesc. Niciodatd
firea omului nu se dezvdluie mai
deplin ca atunci cdnd rdde. Uneori
e foarte greu sd dibuiesti caracterul
cdte unui om, dar e de ajuns sa-/
surprinzi o singurd datd rdzénd
sincer si brusc si atunci caracterul
lui iti apare ca lumina zilei.

F.Dostoievski

Umorul, rasul sanatos si
zambetul reprezinta latura noastra
umana si ne ajutd sa ne apropiem
unii de altii. Se spune ca ,,un
zambet este distanta cea mai
scurtd dintre doi oameni”. Zambiti
cat mai des, oriunde v-ati afla!
Copiii se apropie foarte usor de
0 persoana care le zambeste, iar
adultii nu au ncotro si raspund
unui zdmbet tot cu un zambet!
Chiar daca nu se cunosc! lar daca
am uitat sa radem si sa zambim, ne
putem reaminti privind un copil! Ei
rad din toata inima, se lumineaza
la fata si le stralucesc ochii!

Cercetdrile au scos la iveala
ca cei mici, pana la sapte ani,
rad de 200-300 de ori pe zi. Mult
mai putin dupa ce incep scoala si
din ce In ce mai putin pe masura
ce cresc. Pana ajung adulti ca
noi, cei care nu numai ca ne-am
pierdut aceasta capacitate dar
privim deseori cu suspiciune orice
manifestare de veselie.

,Chiar si Dumnezeu ne
zambeste, spune parintele Teofil
Paraian. De ce ne zambeste?
Pentru cd ne iubeste! Asa ca
si noi trebuie sa-1 zambim lui
Dumnezeu!” Si celor din preajma
noastra...este o0 modalitate de a le
spune ca avem nevoie de ei, ca fi
apreciem si, de ce nu? Ca i iubim!

Bunicii nostri spuneau
ca ,,Rasul este cel mai bun
medicament!”, iar experienta

si cercetarile confirma spusele
lor. Rasul mareste de trei
ori capacitatea respiratorie,
amelioreazd acuitatea auditiva,
intdreste sistemul imunitar si

prin eliberarea de endorfinad
diminueaza durerea. Se instaleaza
o stare generala de bine care ne
protejeaza impotriva depresiei.
Rasul duce la cresterea puterii de
concentrare, la o indeplinire mai
rapidd a sarcinilor cotidiene si la
cresterea puterii de decizie.

Efectele  rasului, evident
benefice asupra sanatatii noastre,
au condus la initierea unei
terapii in acest sens. Cabinetele
medicale, spitalele si psihologii
din intreaga lume folosesc umorul
si rasul ca mijloace sigure pentru
imbunatatirea stdrii de sanatate
a pacientilor. O persoana bolnava,
dar care are o atitudine optimista
si isi face timp sa rada, are 65%
sanse pentru 0 recuperare
completd. Invers se intampla cu
persoanele cu atitudine negativa,
care iau lucrurile prea in serios si
carora le lipseste un minimum de
simt al umorului.

lar ca terapie de zi cu zi, sa
avem mereu o atitudine optimista
asupra vietii, si cand situatia pare
sa devina tragicd, sa ne luam putin
in ras. Sa invatam sa radem de
greselile noastre, iar cand lucrurile
nu ies asa cum am planuit, sa fim
gata sa o luam de la capat. De
fiecare data! Si tot optimisti!

n incheiere, iatd ce ne spune
acelasi specialist Tn umor Lenny
Ravich, acum octogenar, director
al Institutului Gestalt din Tel Aviv:
,Sfatul meu pentru toata lumea
este sa gdaseasca umor si buna
dispozitie Tn fiecare zi. Nu Tncetam
sa radem pentru cd imbatranim.
Tmbatranim pentru cd am incetat
sa mai radem. Priveste lumea cu
iubire, rasete, umor si optimism
- si toate ti se vor intoarce din
abundenta. ”



Motto: When did you last laugh?

| remember the fall of 2016...
At the opening of an art exhibit at
the Miilitary Circle in Bucharest,
the arts critic presenting the
works exposed and the artist, said:
,Here is someone who, by her
preoccupations and the way of
seeing life, proves we can grow old
beautifully!”

In fact, no one is anxious to
grow old! If ageing were an option,
we would gladly give it away. But
it is not and, whether we want it
or not, we must accept this stage
of our journey. But we do have a
choice!

We can be part of that class
of positive people, keeping their
joy and smile, remaining active
and open to new experiences.
Or we can join the passive ones,
happy with every day life, without
wanting anything new, just
expecting to grow old. An there is
a third group we can join, the one
of sad, unhappy with life, always
bored, always complaining people.

Itis said that the optimist sees
the wheel, while the pessimist
sees the hole in it. The above
classification refers not only to
elders, but to young people also,
because we all know that there
are old-young people and young-
old people. We have so many
possibilities to make our lives
better and beautiful. The road we
choose depends on each and one
of us, regardless of our biological
age!

| chose to be part of the first
category, the one of those always
young! The decision was taken
early in childhood. | quote from by
book, ,Linden scent”:

»| was a hyper-sensible child
back then, hungry for words
and gestures of kindness and
appreciation. | expect, even today,

kind words from people... An, in
turn, | give a smile and a kind word
to others. As a child, | used to help
around the house, making things
in detail, often tiring or boring me.
But | did not give up, | did
everything until the end, just for
the joy of hearing my mother
boosting me. Concerned with the
home and financial problems, she
was not very loving. Sometimes,
| felt she did not love me at all. |
used to go then on the stairs in
front of the house and cry... We
she saw | wasn’t there, she would
look for me, find me and scolded
me: ,crying again? why are you
crying?... it’s not like someone
did something to you!” It was just
that... no one did or said anything
to me. | kept expecting her to pet
my hair, boost me for the good
things | did, feel she loved me...
After a while, seeing that
sadness or crying did not help me
get more affection instinctively
made me change my attitude.
| discovered a hidden source of
humour in myself, and the gift of
laughing at hard times. | could find
the amusing part at school orin my
family life and used to tell them in
a personal, cheerful and pleasant
way. My folks were revived, joyful
in my presence and | started
feeling more and more loved.
With the gift of telling stories from
my mother, plus the cant towards
humour and self-irony, it was
soon that | earned not only the
sympathy of my family, but of my
classmates as well and even of the
teachers at school. At lunch break,
they would call me to the teachers’
lounge, collected the rolls at the
end of the table to make space,
put me on the table and said:
,Come on, Jarnea, what story will
you tell us today?” This happened
when | was in the third, fourth
grade. | improvised on the spot,

LAUGHTER AND HUMOUR

Constanta JARNEA

sometimes fairy tales, other times
fun moments... | was never lacking
inspiration. At the end, teachers
would hug me, congratulate
me and gave me sweets. Which
was not quite ok, since | was
already fluffy, but always willing
for something sweet. | had this
weakness because of the crises in
,47. Thinking about it, | still do...
| believe it would have been best
to receive fruits or a carrot for a
reward. Well, we cannot change
anything...”

In time, this cant to humour
and self-irony brought many
smiles on the face of others
around me and saved me in hard
times. Meaning | coped with them
without severe consequences.

It is actually quite hard to try
and be happy when bad things
happen or when we carry a burden
from the past. The experience
shows us that we can reduce fear,
sufferance or failure if we find the
humour in things and then laugh
at them.

It is equally hard laughing of
embarrassing situations. Especially
when our mistakes happen with
other people. Because we all fear
(even if we don’t show it) the
judgement of others, the ridicule,
the negative appreciation. An
unknown wise man once said:

»In my twenties, | didn’t care
about what the world said about
me. In my thirties, | started worry
about what the world said about
me. And in my fifties, | discovered
the world did not think about me
atall”

This art of laughing at oneself
is, most of the times, the salvation.
Sometimes, it is the only chance!
To that end, we join James Foster,
professor at George Washington
University, who said: ,We laugh
because we realise, we have to;
because fine humour is always a




measure of hope. Sometimes, it
is not all we need, but it is all we
have.”

Each individual has their own
humour valuation measures but,
by exercise, we can expand these.
Funny things happen to all of us,
but not all can see them as such at
the time they happen. Especially
in unexpected situations... As the
humour specialist, Lenny Ravich,
said: ,No matter how we see
things, life is a giant and ongoing
improvisation”. Neither of us is
born with a user manual telling
us how to handle life situations.
Parents cannot prepare us for
some unimaginable situation.
We are, therefore, all improvising
actors, whether we want it or not.”

Humour means creation.
Meaning, one cannot see things,
problems and solutions from
another perspective. Salvation!”
It means that, used with talent
in dramatic or embarrassing
situations, humour can trigger
healthy laughter warming up
the air and reducing the stress
and anxiety. As far as laughter is
concerned, all the best:

*Laughter is like the sun:
bands the winter from people’s

faces.
V.Hugo

*Laughter is the one exam of
the human soul. It is when they
laugh that the human nature
reveals itself. It is sometimes very
hard guessing the nature of a
man, but it suffices to catch them
one time laughing honestly and

suddenly and their nature shall

reveal as daylight.
F. Dostoievski

Humour, healthy laughter and
smiling are our human side and
help us reach each other. They say
»,smiling is the shortest distance
between two people”. Smile
whenever you get the chance,
wherever you are! Children get
closetoasmiling person very easily
and adults have no other option
but to smile to another smile! Even
if they don’t know each other!
And if we forget how to smile and
laugh, we can remember these by
looking to a child! They laugh from
their hearts, they faces lighten up
and their eyes sparkle!

Research has shown that
children up to the age of seven
laugh 200-300 times a day. Much
less after starting school and even
less while they grow up. When
becoming adults, like us, not only
that we lose this skill, but we often
look suspiciously at any event of
joy.

,Even God smiles, said abbot
Teofil Paraian. Why does He smile?
Because He loves us! So we have
to smile back to God!” And to
those around us... it is a way of
telling people we need them, that
we appreciate them and why not?
That we love them!

Our grandparents said that
,Laughter is the best medicine!”
and experience and research
confirm this. Laughter increases
the respiratory capacity three
times, improves hearing,
reinforces the immune system

and relieves pain by releasing
endorphins. A general well-
being state installs and protects
us against depression. Laughter
increases the concentration, a
faster completion of our daily
tasks and increases the decision-

making skills.

The effects of laughter,
obviously beneficial on our
health, entailed a therapy.

Medical facilities, hospitals and
psychologists  worldwide use
humour and laughter as unfailing
means to improve the patients’
health condition. A sick person
with an optimistic attitude and
making time to laugh has 65%
more chances of full recovery.
It is the other way around with
negative persons, who take
things too serious and who lack a
minimum sense of humour.

As a daily therapy, we should
always adopt an optimistic
attitude on life and, when things
look tragic, laugh a little at them.
Let’s learn how to laugh at our
mistakes and, when things don’t
turn out as planned, let’s be ready
to start over. Every time! And again
optimistic!

In the end, here is what the
same humour specialist, Lenny
Ravich, today in his eighties,
director of Gestalt Institute in Tel
Aviv, said: ,My advice for everyone
is to find humour and joy every
day. We do not stop laughing
because we grow old. We grow
old because we stop laughing. See
the world through love, laughter,
humour and optimism - and all
shall return abundantly. ”




Artrogripoza este un
sindrom ce consta in existenta
de redori articulare multiple, cu
caracter congenital, cu evolutie
neprogresiva, detectabila Ia
nastere sau din timpul sarcinii,
echografic.

Cauza principald o reprezinta
hipokinezia/akinezia fetala
(diminuarea sau restrictionarea
miscarilor fetale in uter), prin
disfunctii care tin de mama sau de
fat, situatii ce restrang miscarea

articulatiilor la fat si duc la
imobilizare si contractura.
Lipsa miscarilor fetale

determind dezvoltare de tesut
conjunctiv. in  exces fin jurul
articulatiilor, determinand fixarea
articulatiei si contractura.

In ceea ce priveste fitul,
anomaliille  neuropatice  sunt
cele mai frecvente cauze de
artrogripoza ( mielomeningocel,
anencefalie, atrofie spinala, etc. ).
Alte cauze mairare potfianomaliile
musculare (distrofii musculare,
miopatii congenitale, etc.),
anomalii ale tesutului conjunctiv
(tendoane, oase, articulatii,
ligamente), rezultdnd sinostoze,
fixari aberante ale articulatiilor,
dislocari, hiperlaxitate, precum
si  compromiterea  vasculara
intrauterina (sarcina gemelara cu
decesul unuia dintre gemeni).

in cazul mamelor, factorii de
risc pot fi reprezentati de: scleroza
multipla, miastenia gravis, distrofia
musculard, infectile materne
virale (virus rubeolic, Coxackie)
care pot duce la distructie
nervoasa centrala sau periferica,
febra materna prelungita (peste 39
grd), anomalii uterine, expunerea
la factori teratogeni ( droguri,
alcool).

Dintre semnele si simptomele

ce ridica suspiciunea acestei
afectiuni mentionam fin primul
rand miscarile fetale reduse

ARTROGRIPOZA CONGENITALA MULTIPLA
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focalizate intr-o singura regiune si
pozitiile fetale anormale, (frecvent
la nastere se constata prezentatie
transversa).

Deasemenea trebuie luate in
considerare datele anamnestice
familiale si ale sarcinii.

Nufnultimulrand, mentionam
ca sexul masculin este afectat in
principal de aceasta boala.

Tablou clinic

Principalele manifestariclinice
sunt contracturile, atitudinile
vicioase si deformarile la care pot
fi asociate diverse malformatii.

Contracturile apar
predominent distal la nivelul
membrelor, extremitatile afectate
au aspect fusiform sau cilindric
datorita absentei sau diminuarii
tesutului subcutanat.

Deformarile sunt de cele mai
multe ori simetrice dar severitatea
creste  distal, cu afectarea
importanta a mobilitatii articulare,
atrofia musculara este prezenta
iar unele grupe musculare pot fi
chiar absente. Cele mai frecvente
deformari sunt prezente la nivelul
membrelor: deformari in extensie
(cel mai frecvent sunt atinse
cotul si genunchiul, simetric sau
asimetric) si deformari in flexie
(care afecteaza de reguld toate cele
patru membre sau doua membre
simetrice). Alte deformari pot
aparea la nivel cranio-facial (mai
frecvent afectata este articulatia
temporo-mandibulara), la nivelul
vertebrelor (scolioza).

Malformatiile se regasesc la
nivel:

-cranio-facial  afectand creier,
craniu, ochi;

-trahee si laringe;

-membre: sindactilii, sinostoze,

degete scurte, etc.
-cardiace si renale
-anomalii conjuctive.

Paraclinic:

Cel mai important aspect este
acela cd aceasta afectiune se poate
decela antenatal prin echografie
dinlunaa4-adesarcina, evidentiind
polihidramnios/oligohidramnios,
pozitiile articulare anormale si
hipokinezia fetalda. Deasemenea,
echografia este utila dupa nastere
la evaluarea anomaliilor nervoase
centrale sau viscerale.

Urmarirea Si evaluarea
periodica echografica prenatala si
testele genetice (s-au determinat
5 locusuri genetice asociate cu
transmiterea autozomal recesiva
a artrogripozei) sunt obligatorii
atunci cand in familie exista cazuri
de artrogripoza.

Tomografia si examnul RMN
pot fi utilizate pentru examinarea
creierului si a maselor musculare.

Radiografiile evidentiaza
anomaliile scheletice si articulare
(scolioza, fuziuni osoase, carpiene
lipsa sauin plus, anchiloze, absenta
patelei, sinostoza humero-radiala)

Se mai pot face examinari

precum:  biopsia  muscularg,
electromiografia.

Studiile de laborator
nu sunt extrem de utile

(creatinfosfokinaza, studiile virale
pentru detectarea infectiilor, titruri
virale, autoanticorpi materni).

Tratament

in cele mai multe cazuri
de artrogripoza, kinetoterapia
precoce este esentilda pentru
ameliorarea  contracturilor  si
evitarea atrofiei musculare.

Urmeaza procedee ortopedice
si chirurgicale in scopul alinierii
membrelor in fncercarea de a
fmbunatati conditiile ambulatiei.

Procedeele ortopedice
constau in aplicare de aparate
gipsate succesive, iar tratamentul
chirurgical constda fin alungiri
de tendoane, dezinsertii de




grupe musculare,
osteotomii diverse.

Uneori este necesara
protezarea si 1n majoritatea
cazurilor utilizarea dispozitivelor
ajutdtoare de mers.

Tratamentul complex de
recuperare trebuie continuat
pe termen nelimitat, avand ca
obiective  cresterea mobilitatii
articulare si diminuarea redorilor,
imbunatatirea tonusului si fortei
pe restantul muscular funtional,
asocierea terapiei ocupationale
pentru favorizarea independentei
functionale (ambulatie,
autoservire, autoingrijire).

capsulotomii,

Evolutie si prognostic
Evolutia depinde de

severitatea bolii si de malformatiile
asociate.
Peste 50% dintre pacientii

care pe langa afectarea membrelor
prezinta si o disfunctie de SNC,
mor in primul an de viata.
Deformarile la nivelul
vertebelor ce produc scolioze
severe pot determina afectarea
grava a functiei respiratorii.
Formele usoare de
artrogripoza ce prezinta
afectare distala, rdaspund bine la
tratamentul de recuperare.

Prognosticul pentru copiii
cu intelect normal este bun,
permitandu-le o viata partial

independenta.

In cazul pacientilor internati
in clinica noastra, tratamentul a
constatin principalin kinetoterapia
asociata cu factorii naturali
de cura (apa sarata si namolul
sapropelic din lacul Techirghiol), cu
rezultate favorabile in mentinerea

Si imbunatatirea statusului

functional.
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Arthrogryposis is a syndrome
consisting of the existence
of multiple joint movement
difficulties, of congenital nature,
with non-progressive evolution,
which can be detected at birth
or during the pregnancy, by
ultrasound.

The main cause is represented
by the foetus hypokinesis / akinesis
(reduction or limitation of foetus
movements in the uterus), by
dysfunctions related to the mother

ARTHROGRYPOSIS MULTIPLEX CONGENITA

Dr. Monica-lolanda NEDELEA, Dr. luliana BANARESCU

or the baby, situations limiting the
joint movements at the foetus
and entailing immobilisation and
contraction.

The lack of the foetus
movements  causes  excessive
conjunctive tissue to grow around
the joints, fixing the joint and
causing contractions.

As regards the foetus,
neuropathic abnormalities are
the most common causes of
arthrogryposis  (spina  bifida,
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anencephaly, spine  atrophy,
etc.). Other rarer causes can be
muscle abnormalities (muscle
dystrophy, congenital miopathy,
etc.), conjunctive tissue
abnormalities (tendons, bones,
joints, ligaments), resulting in
synostosis, aberrant fixation of
joints, dislocations, hyperlaxity, as
well as the intrauterine vascular
damage (twin pregnancy with the
death of one of the twins).

In case of mothers, the risk



factors can be represented by:
multiple sclerosis, miasteniagravis,
muscle dystrophy, viral maternal
infection (rubeola, Coxackie) which
can entail central or peripheral
nervous destruction, prolonged
maternal fever (higher than 39
degrees), uterine abnormalities,
exposure to teratogenic factors
(drugs, alcohol).

Among the signs and
symptoms raising the suspicion
of this disorder, we mention, first,
the foetus movements focused
in a single region and abnormal
foetus positions (frequently found
in cross position at birth).

Also, the family and
pregnancy anamnesis data must
be considered.

Not the least, we mention
that boys are mainly affected by
this disorder.

Clinical description

The main clinical symptoms
are contractions, vicious attitudes
and deformations, associated with
possible various defects.

Contractions occur mainly
distal at the limb level, affected
extremities have a fusiform or
cylindrical aspect because of the

absence or reduction of sub-
cutaneous tissue.

Deformations are most
of the time symmetrical, but
the severity increases distal,
with major damage of the

joint mobility, muscle atrophy
is present and some groups of
muscles are even absent. The
most frequent deformations are
present at the level of the limbs:
deformations in extension (most
frequently the elbow and knee
are affected, symmetrically or
asymmetrically) and deformations
in flexure (usually affecting all
the four limbs or two symmetric
limbs). Other deformations can
occur at cranial-facial level (more
frequently affected, the temporal-
mandibular joint), at the level of
vertebrae (scoliosis).
Defects are found at level:

- cranial-facial, affecting the
brain, cranium, eye;

- trachea and larynx;

- limbs: syndactyly, synostosis,
short fingers;

- cardiac and renal;

- conjunctive abnormalities.

Para-clinical:

The most important aspect
is the one that the disorder
can be detected pre-natal, by
ultrasound, from the 4th month of
pregnancy, outlining the abnormal
joint  positions and foetus
hypokinesia, polyhydramnios /
oligohydramnios. Also, ultrasound
is useful after birth to assess
nervous central or visceral
abnormalities.

The follow up and regular
assessment of pre-natal
ultrasound and genetic tests (5
genetic positions were found,
associated with the autosomal
recessive transmission of
arthrogryposis) are mandatory
when the family history shows
cases of arthrogryposis.

Tomography and MRI
examination can be used to
examine the brain and the muscle
masses.

X-rays outline skeleton and
joint abnormalities (scoliosis, bone
fusions, missing or extra carpals,
ankylosis, absence of patella,
humeral-radial synostosis).

Other examinations can
be carried out, such as: muscle
biopsy, electromiography.

Laboratory studies are no very
useful  (creatinophosphokinasis,
viral studies to detect infections,
viral smears, maternal anti-
bodies).

Treatment

Inmostcasesofarthrogryposis,
early kinetotherapy is critical to
improve contractions and avoid
muscle atrophy.

Thisis followed by orthopaedic
and surgical procedures to align
the limbs in order to improve the

movement conditions.

Orthopaedic procedures
consist of successive gypsum
immobilisations and  surgical
treatment consists in  tendon
elongation, dysinsertion of muscle
groups, capsulotomy, various
osteotomies.

Sometimes, it is necessary

to apply prosthetics and, in most
cases, to use walking aiding
devices.

The complex treatment of
recovery must be continued for an
unlimited period of time, aiming
to increase the joint mobility and
to reduce movement difficulties,
to improve tone and force on the
functional muscle line, and to
associate occupational therapy to
favour functional independence
(walking, self-care, self-use).

Evolution and forecast

The evolution depends on
the severity of the disorder and
associated defects.

More than 50% of the patients
who, besides the affected limbs,
also show a CNS dysfunction, die
in the first year of life.

Deformations at vertebral
level causing severe scoliosis
can entail the severe damage of
breathing function.

Light forms of arthrogryposis
showing distal damage respond
well to the recovery treatment.

The forecast for children with
normal intellect is good, allowing
them a life partially independent.

In the case of patients
admitted in our clinic, the
treatment consisted mainly of
kinetotherapy associated with
natural cure factors (salt water
and sapropelic mud from Lake
Techirghiol) with favourable results
in maintaining and improving the
functional state.




FIZIOPATOLOGIA CASCADEI DEGENERATIVE DIN DUREREA LOMBARA JOASA
MECANICA - PATOLOGIE FRECVENTA A PACIENTILOR SANATORIULUI

Maddadlina-Gabriela ILIES(.‘U, Elena-Valentina IONESCU
Universitatea Ovidius Constanta, Facultatea de Medicind

Se estimeaza ca la aproximativ
85% din pacientii cu durere
lombard joasa (DLJ) idiopatica
este aproape imposibil de stabilit
un diagnostic precis si exact la
prima adresare la medic, ceea ce
poate reflecta nepotrivirile dintre
evaluarea diagnostica a medicului
de prima linie (familie) si nevoile
pacientului. Simpla etichetare
a unei afectiuni ca DLJ, chiar si
dupa 4 — 6 saptamani, nu reflecta
pe deplin fiziopatologia afectarii
segmentului motor spinal. Acesta
este motivul pentru care, 1in
sprijinul diagnosticarii, au fost
propusi veritabili algoritmi ai DLJ,
folositori in special in stabilirea
unor diagnostice de etiologie
nevertebrala (ex. gastrointestinal3,
genitourinard sau genitald) sau
la identificarea unor situatii de
urgenta chirugicalda (ex. sd. de
coada de cal) care, din pacate,
esueaza atunci cand trebuie
evaluate afectiunile complexului
tri-articular. Separarea
complexului tri-articular in partile
sale componente (discogena si

articulatii posterioare) permite
corelarea acuzelor clinice cu
diferitele faze ale procesului
degenerativ (ex. disfunctie,

instabilitate, stabilizare) sitotodata
asigura identificarea si intelegerea
interactiunilor dintre diferitele
componente individuale, ce
conduc la diferite tipuri de stenoza
spinald. Putem astfel sistematiza
patogenia DLJ de cauza mecanica
in trei faze principale, dupd cum
urmeaza.

Faza | a cascadei degenerative
este reprezentata de catre
disfunctia dinamica, respectiv
de catre un grad de reducere
anormald a mobilitatii segmentului
vertebral lombar. Acuzele clinice

aferente acestei faze reflecta de
obicei disfunctia articulara, o
disfunctie fatetala ce poate include
sinovita reactiva si degenerare a
cartilajului articular si care conduc
la durere articulara, inflamatie si
hipomobilitate. in plus, contractura
musculara anormal3, in special cea
a extensorilor si rotatorilor scurti,
poate sa contribuie la limitarea
mobilitatii articulare. Modelele de
iradiere a durerii in aceasta faza a
disfunctiei segmentare reflecta de
asemeni coexistenta disfunctiilor
mecanice la nivel discal, articular
si nervos, precum si de alterari
biochimice. Tn prima fazd se
produce si degenerarea discald,
inclusiv ruperea fibrelor anulare.
Disfunctia articulara poate
impiedica fincdrcarea adecvats,
astfel incat se poate produce un
transfer al solicitarilor catre discul
intervertebral. in etapele avansate
ale disfunctiei este de asteptat ca

Mivelul herniel Durerea

Parestezii Slabiciune Atrofie
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protruzia sau hernierea discala sa
induca mai frecvent rupturi de tip
radiar, dar aceasta nu Tnseamna
ca rupturile de tip circular nu pot
reprezenta cauze ale durerii, stiut
fiind faptul ca inelul fibros este
bogat inervat cu terminatii de
tip nociceptiv. Interesant este si
faptul ca hernia de disc lombara,
mult timp considerata o afectiune
a adultului, a fost semnalata si
la adolescenti. 75% din pacientii
simptomatici prezentau anomalii
multiple, evidentiate prin RMN si
la aproximativ 10% din pacientii
tineri s-a evidentiat, tot prin RMN,
cel putin un aspect anormal.

in cazul DL, modul tipic
de prezentare la medic este
durerea exacerbata de miscarile
de flexie, de catre solicitarile de
tip forfecare la nivelul inelului
fibros (ex: rasucire) sau cele de
tip manevra Valsalva (ex: tuse,
stranut). Protruzia sau hernierea

[Hse 314
Rad nerv L4

Fig.1 - Caracteristici clinice ale radiculopatiei in raport cu nivelul herniei
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discald se produc de obicei in
directie posterolaterala, Tinspre
zona in care fibrele anulare nu sunt
protejate suficient de ligamentul
longitudinal posterior si unde
fortele de forfecare sunt maxime
pe durata inclindrii ventrale
sau laterale. Raportul dintre
durerea de la nivelul spatelui
si cea de la nivelul extremitatii
inferioare este variabil; DLJ poate
fi minima sau chiar absentd in
cazul radiculopatiilor induse de
fragmente deplasate in afara
sau libere. Durerea de la nivelul
extremitatii inferioare poate sa fie
mai redusa ca intensitate atunci
cand principala acuza clinica este
un deficit neurologic (Fig. 1).

In cazul DL) existd o serie
de aspecte ale examenului clinic
ce pot sustine un prognostic

ne-chirurgical favorabil. Printre
acestea se numara durerile
extremitatii inferioare, durerea

indusa de ridicarea membrului
inferior intins (semnul Laségue)
si durerea indusa de ridicarea
membrului inferior 1intins de
partea opusa. Procesul de
“centrare” a durerii dinspre
extremitatea  inferioara  catre
regiunea lombara joasa respecta
pricipiile de extindere ale lui
McKenzie. Schnebel si colab au
demonstrat, in vitro, ca fortele
de compresiune radiculara Ia
nivelul L5, aparute ca urmare a
unei hernii de disc la nivel L4 —
L5, cresc odata cu flexia la nivelul
segmentului motor L4 — L5 si sunt
agravate de cresterea tensiunilor
la nivelul radacinii nervoase , in
timp ce extensia scade fortele
de compresiune. Durerea indusa
de ridicarea membrului inferior
intins de partea opusa sugereaza
prezenta unui fregment discal
deplasat in afara sau sechestrat
ce impune de asemeni interventia
chirurgicala  pentru  excizare.
Studiile de specialitate sugereaza
ca herniile laterale la distanta
apar in special la pacientii cu
varsta Tnaintata si la care herniile

de disc sunt relativ atipice si pot
reflecta modificari degenerative
si calcificari ale marginilor discale
posterioare. Aceasta entitate
tine mai degraba de modificarile
din faza lll, deoarece leziunile se
manifesta mai degraba ca in cazul
stenozei si mai putin ca Tn cazul
unei dureri discogenice.

Faza Il are in vedere situatiile
de mobilitate segmentara excesiva
si, ocazional, instabilitatea
segementara frusta. Este o faza mai
dificil de conceptualizat din punct
de vedere clinic, pentru ca intre
fazele | si Il este dificil de trasat o
delimitare precisa, iar un pacient
care nu a prezentat niciodata
durere discogenica sau alt tip de
simptome poate intra direct in faza
II. Anomaliile fatetelor articulare
pot include, conform definitiei lui
Kirkaldy-Wilis, laxitate capsulara
si subluxatie articulara. O astfel
de mobilitate poate sa nu fie
detectata la radiografia standard
in flexie sau extensie fintrucat
centrul de rotatie se poate deplasa
anormal chiar siTn conditiile in care
translatia poate sa nu fie prezenta.
Aceasta este in concordanta cu
constatarile clinice conform carora,
din punct de vedere patologic,
calitatea miscarii este mult mai
reprezentativa decat cantitatea.
Disritmia, respectiv senzatia de
durere in arc la revenirea din flexia
anterioara poate fi un indicator
de hipermobilitate. De asemeni,
redoarea, spasmul sau ambele,
amplificate de aplicarea unei
solicitari de torsiune pe un anumit
segment  (ex:  compresiunea
laterald pe apofizele spinoase)
sunt de asemeni semne de
hipermobilitate. Radiografia
standard in flexie sau extensie
poate fi anormala si la grupurile
asimptomatice. Sunt constatari
care impun ipoteza ca, in aceasta
faza de instabilitate, pentru
aparitia simptomatologiei este
necesara combinarea anomaliilor
discale si articulare cu un “trigger”
mediat chimic.

Anomaliile discale din faza
Il includ fracturi interne ale
discului si Tngustari ale spatiului
intervetebral. Perturbarile discale
interne evolueaza pe masura ce
procesul degenerativ progreseaza.
n general, solicitarile torsionale si
compresive se produc simultan,
iar fortele compresive stabilizeaza
complexul tri-articular prin
incarcarea fibrelor anulare.

Faza a lll-a. in timp are loc
procesul de stabilizare segmentara.
Fatetele articulare se fibrozeaza,
crescindimensiunisise artrozeaza.
Discul intervertebral degenereaza
progresiv si se deshidrateaza,
permitand apropierea corpilor
vertebrali si formarea de osteofite.
Chiar daca, cel mai frecvent,
aceasta combinatie de modificari
anterioare si posterioare induce
diverse grade de spondiloza, se
poate ajunge pana la fenomene
de anchiloza. Ca simptomatologie
predominantd apar limitarea
mobilitatii si rigidizarea, nu cu
mult diferite de cele observate
in etapa disfunctionala. Stenoza
fixa laterala este consecutiva
aparitiei  osteofitelor fatetare
mediale, care ingusteaza recesusul
lateral sau persistentei subluxatiei
anterioare a fatetei superioare.
Spondilolisteza degenerativa
apare datorita erodarii suprafetei
articulare superioare, ce
permite alunecarea anterioard a
corpului vertebral supraiacent,
pensand radacina nervoasa
intre fateta articulard finferioara
si fata posterioara a corpului
vertebral. Din punct de vedere
simptomatic, stenoza centrald de
etiologie osoasa este extrem de
controversata. Un canal vertebral
ingust congenital |la care se adauga
procese degenerative dobandite
poate deveni simptomatic sub

forma  radiculitelor bilaterale
intinse pe mai multe nivele.
Simptomatologia tipica a
radiculopatiei lombare din

aceasta faza este reprezentata de
catre claudicatia neurogena sau




pseudoclaudicatia. Prevalenta
herniei de disc scade semnificativ
la populatia de peste 55 de ani si
este cazul aici in special de hernii
laterale ce reflectd mai degraba
alterarile biochimice de la nivel
discal, scaderea elasticitatii si
restrictii de origine degenerativa
0s0asa.
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PHYSIOPATHOLOGY OF DEGENERATIVE CASCADE IN LOWER MECHANICAL
LUMBAR PAIN - FREQUENT PATHOLOGY OF THE SANATORIUM PATIENTS

Madadlina-Gabriela ILIESCU, Elena-Valentina IONESCU
,,Ovidius” University in Constanta, Faculty of Medicine

It is estimated that for
approximately 85% of the patients
with idiopathic lower lumbar
pain (LLP), it is almost impossible
to set an accurate and precise
diagnostic at the first doctor visit,
which can reflect the differences
between the first doctor’s
assessment (family physician) and
the patient’s needs. The simple
description of a disease as LLP,
even after 4-6 weeks, does not
fully reflect the physiopathology
of the spine motor segment
damage. This is the reason why,
to support the diagnostic, real
algorithms of LLP have been set,
useful especially to set some non-
vertebral aetiology diagnostics
(for instance, gastrointestinal,
genital-urinary or genital) or to
identify some surgical emergency
situations (for instance, horse
tail) which, unfortunately, fail
when the disorders of the tri-joint
complex must be assessed. The
separation of the tri-joint complex
in its components (discogenic
and posterior joints) allows the
correlation of clinical complaints in
differentstagesofthe degenerative

process (for instance, dysfunction,
instability,  stabilisation) and,
at the same time, ensures the
identification and understanding
of the interactions between the
various individual components
entailing different types of spine
stenosis. We can thus systematise
the mechanical LLP pathogeny
into three main stages, as follows.

Stage | of the degenerative
cascade is represented by the
dynamic dysfunction, respectively
by the level of abnormal reduction
in the lumbar vertebral segment
mobility.  Clinical  complaints
related to this stage usually
reflect the joint dysfunction, a
faceted dysfunction which can
include reactive synovitis and
degeneration of the joint cartilage,
entailing joint pain, inflammation
and hypo-mobility. In addition,
abnormal muscle contraction,
especially of the extensor and
short rotators, can add to the
limitation of the joint mobility.
The pain irradiation patterns in
this stage of segment dysfunction
also reflect the co-existence of
mechanical dysfunctions at disc,
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joint and nervous level, as well
as biochemical damage. The disc
degeneration also occurs in the
first stage, including the rupture of
annular fibres. Joint dysfunction
can prevent appropriate load, so
that a stress transfer can occur to
theintervertebral disc. Inadvanced
stages of the dysfunction, it is
expected that the protrusion of
disc hernia induces more frequent
radial type ruptures, however
it does not mean that circular
ruptures cannot represent pain
causes, as it is a known fact that
the fibre ring is rich in nerves with
nociceptive-like terminations.
It is, however, interesting that
lumbar disc hernia, for long seen
as a disorder of adults, was also
recorded in teenagers. 75% of
the symptomatic patients showed
multiple abnormalities, outlined
by MRI and in approximately 10%
of the young patients the MRI
outlined at least an abnormal
aspect.

In the case of LLP, the typical
presentation to the doctor is
the pain, enhanced by flexure
movements, by shearing type



stress at the level of the fibre
ring (for instance, twisting) or
Valsalva type manoeuvres (for
instance coughing, sneezing). Disc
protrusion or hernia occur, usually,
in  posterior-lateral  direction,
towards the area where annular
fibres are not sufficiently protected
by the posterior longitudinal
ligament and where shearing
forces are maximum during the
ventral or lateral inclination. The
relation between the pain at the
back level and the level of the
inferior extremity is variable; LLP
can be minimum and even absent
in case of radiculopathies induced
by fragments displace towards the
exterior or free. The pain at the
level of inferior extremity can be
lower in terms of intensity when
the main clinical complaint is a
neurolofic deficiency (Picture 1).
In case of LLP, there are a
series of aspects of the clinical
examination which can support
a favourable non-surgical
prognostic. Amongst these, the
pain of lower extremities, pain
induced by lifting up the lower limb
stretched (Laségue sign) and pain
induced by lifting up the lower limb
stretched on the opposite side.
The pain ,centring” process from
the lower extremity to the lower
lumbar area adheres to McKenzie’s
extension principles. Schnebel
and co. have demonstrated, in
vitro, the root compression forces
at the level L5, occurring as a
result of a disc hernia at level L4
— L5, increase with the flexure at
the level of the motor segment
L4 — L5 and are aggravated by
the increase of tensions at the
level of the nervous root, while
extension reduces compression
forces. Pain induced by lifting up a
lower limb from the opposite side
suggests the presence of the disc
fragment displaced towards the
exterior or caught, also imposing
the surgery for excision. Speciality
studies suggest that lateral
distance hernias occur especially

in old patients where disc hernias
are relatively atypical and can
reflect degenerative changes and
calcifications of posterior disc
edges. Such entity is rather related
to the changes in stage lll, given
that injuries manifest more as in
the case of stenosis and less as
disc pain.

Stage Il considers the
situations of excessive segment
mobility and, occasionally,
abrupt segment instability. It is a
stage more difficult to clinically
materialise, given that between
stage | and stage Il it is difficult to
set a precise border, and a patient
who never showed disc pain or
other type of symptoms can enter
directly stage Il. Abnormalities of
joint faces can include, according
to  Kirkaldy-Wilis’s  definition,
capsular laxity and joint sub-
luxation. Such mobility can pass
undetected by conventional X-ray
in flexure or extension, given that
the rotation centre can displace
abnormally even if translation
is not present. This adheres to
the clinical findings according to
which, in pathology terms, the
quality of movement is more
representative  than  quantity.
Dysrhythmia, respectively the
feeling of pain into the arch when
returning from anterior flexure,
can indicate hyper-mobility. Also,
movement difficulties, spasm or
both, amplified by a torsion stress
on a certain segment (for instance,
lateral compression on spine
apophysis) are also signs of hyper-
mobility. Standard X-ray in flexure
or extension can be abnormal in
asymptomatic groups, too. Some
findings say that, in such instability
stage, for the symptoms to appear,
it is necessary to combine disc
and joint abnormalities with a
chemically mediated trigger.

Disc abnormalities in stage
Il include internal disc fractures
and narrowing of intervertebral
space. Internal disc perturbations
evolve with the evolution of

the degenerative process. In
general, torsion and compression
stresses appear simultaneously
and compressive forces stabilise
the tri-joint complex by loading
annular fibres.

Stage 3. In time, the
process of segment stabilisation
occurs. Joint faces become
fibrous, enlarge and develop
arthrosis. The intervertebral disc
degenerates progressively and
becomes dehydrated, allowing
the vertebral bodies to become
close and form osteophytes.
Even if, most frequently, the
combination of anterior and
posterior changes induces various
degrees of spondylosis, one can
reach ankylosis phenomena. As
dominant symptoms, there are
mobility limitation and rigidity, not
much different than those seen in
the dysfunctional stage. Lateral fix
stenosis is a consequence of face
medial osteophytes narrowing the
lateral recess or the persistence
of anterior sub-luxation of the
superior  face. Degenerative
spondylolisthesis occurs because

of the superior joint surface
erosion allowing the anterior
displacement of the superior

vertebral body, clamping the nerve
root between the inferior joint
face and the posterior face of the
vertebral body. Symptomatically,
central stenosis of bone aetiology
is highly controversial. A congenital
narrow vertebral channel, plus
acquired degenerative processes,
can become symptomatic as
bilateral radiculitis stretching on
several levels. Typical symptoms of
lumbar radiculopathy in this stage
are represented by neurogenic
claudication or pseudo-
claudication. The prevalence of
disc hernia significantly reduces
in the population over 55 and
here are especially lateral hernias
reflecting rather  biochemical
damage at disc level, a reduction
in elasticity and limitations of
bone degenerative origin.




TRATAMENTUL SPASTICITATII LA ADULT SI COPIL - ELIBEREAZA-LE POTENTIALUL

in 20 februarie 2019,
medici ai Sanatoriului Balnear
si de Recuperare Techirghiol au
participat la un simpozion in care
subiectul a fost spasticitatea si
noua abordare terapeutica pentru
aceasta patologie. Din pacate,
numarul pacientilor care au suferit
un accident vascular cerebral sau
altd patologie care genereaza
spasticitate(scleroza multipl3,
traumatismele cranio-cerebrale,
traumatisme ale maduvei spinarii)
si care se adreseaza Sanatoriului
este destul de mic comparativ
cu alte patologii. Acest lucru
se explica, fie prin lipsa de
recomandare din partea medicului
neurolog sau neurochirurg(de cele
mai multe ori indicatia este catre
kinetoterapie si nu catre serviciul
de recuperare), fie prin lipsa
mijloacelor materiale, pacientii
fiind Tn imposibilitatea de a achita
costurile spitalizarii Tn unitatea
noastra, fie alte probleme legate
de lipsa Tnsotitorului etc.

La eveniment au participat
medici in specialitatea recuperare
medicald, medici neurologi si
alte specialitati. Speakeri au
fost Conf. Dr. Liliana Padure de
la Centrul National Clinic de
Recuperare  Neuropsihomotorie
Copii” Dr. N. Robanescu” si Dr.
Armand Frasineanu- medic primar
neurologie Spital Clinic Colentina.
Evenimentul a fost deschis de
catre Conf. Dr. Liliana Padure
care a mentionat ca dizabilitatea
ca urmare a acestei tulburari
poate avea efecte devastatoare
asupra vietii oamenilor si a
copiilor, in special. Se estimeaza
ca aproximativ 15% din populatia

lumii  trdieste cu  diferite
tipuri de dizabilitati(1). Dintre
aceste dizabilitati, dizabilitatea
fizica datorata disfunctiilor

neuromusculare (cum ar fi
leziunea maduvei spinarii, scleroza
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multipla, accidentul vascular
cerebral si leziunile traumatice
ale creierului) este deosebit de
devastatoare deoarece disfunctia
neuromusculara poate duce la
imobilitate, izolare sociala, escare,
infectii ale tractului urinar alte
sechele cauzate de dizabilitatea
primara.

Martin  si colab. (2,3)
estimeaza prevalenta spasticitatii
membrelor inferioare  pentru
accident vascular cerebral (40-
600 la 100.000), scleroza multipla
(2-350 la 100.000), paralizie
cerebrala (260-340 la 100.000)
si leziuni ale maduvei spinarii
(22-90 la 100.000) . Ei estimeaza
incidenta anuala a spasticitatii
membrelor inferioare  pentru
accident vascular cerebral la 30-
485 la 100.000, leziuni cerebrale
traumatice 100-235 la 100.000 si
leziuni ale maduvei spinarii 0.2-
8 la 100.000. in concluzie. Peste
30% din pacientii cu accidente
vasculare cerebrale, 60% din cei cu
scleroza multipla sau 75% din cei
cu traumatisme cerebrale grave
dezvolta in timp spasticitate. De
asemeni, Conf.Dr. a incercat sa dea
o definitie spasticitatii si sa faca o
prezentare generald a spasticitatii
si tehnicilor(termoterapie,
electroterapie si kinetoterapie)
folosite in recuperare acesteia.

Lance in 1980 a definit
spasticitatea ca o crestere
involuntara a tonusului muscular,
la pacientii care au suferit leziuni
ale neuronilor motori centrali
(accidente vasculare cerebrale,
traumatisme, tumori cerebrale,
scleroza multipla, afectiuni
ale  maduvei spinarii, boli
neurodegenerative). Mai tarziu,
alte caracteristici ale sindromului
de neuron motor superior au fost
adaugate la aceasta definitie(4).
Tn cele din urmé, Grupul de Studiu
pentru Spasticitate “SPASM”) a

facut termenul de spasticitate

mai practic prin definirea lui
ca o “tulburare de control
senzorimotor care apare ca

urmare a sindromului de neuron
motor superior forma de activare
involuntara, intermitenta sau
permanenta a muschilor “(5).Spre
deosebire de rigiditate, care este
egal distribuita la nivelul muschilor
flexori si extensori, spasticitatea
predomind la nivelul flexorilor
pentru membrele superioare
si la nivelul extensorilor pentru
membrele inferioare. Examenul
obiectiv la pacientii care sufera
de spasticitate pune in evidenta
semne precum: deficite motorii,
reflexe osteotendinoase vii,
reflexe patologice, semnul“lamei
de briceag” si in evolutia de lunga
durata a bolii, atrofii musculare,
durere, tulburari senzitive. Un
numar mare de scale clinice
sunt utilizate pentru a evalua
spasticitatea. Cea mai cunoscuta
si mai utilizatd scala este scala
Ashworth (AS) (Tabelul 1). Aceasta
scala cuantifica tonusul muscular
de la 0 (normal) la 4 (spasticitate
severa). Utilizarea acestei scale
este usoara, totusi, rezultatele
depind de evaluator. in ultimii
ani, s-a dezvoltat Scala Ashworth
Modificatd (MAS) cu unele
adaugiri la Scala Ashworth (Tabelul
1). A fost o scala preferata, poate
fi aplicatd cu usurintd fntr-un
mediu clinic, nu necesita nici un
instrument si este Tn siguranta
atunci cand este aplicata de acelasi
evaluator. Alte masuratori care pot
fi utilizate includ Scala Tardieu si
Scala Tardieu modificata.



AS Scala Ashworth

MAS Scala Ashworth modificata

0(1)=fara accentuarea tonusului

0=fara accentuarea tonusului

1(2)=usoara crestere a tonusului, la
miscarea de flexie sau extensie

1=usoara accentuare a tonusului,
manifestata prin prindere si
eliberare, sau prin rezistenta minima
la flexie si extensie

(1+)=usoara accentuare manifestata
prind prindere, urmata de rezistenta
minima Tn raza de miscare

2(3)=accentuare mai puternica a
tonusului dar membrul afectat este
flectat cu usurinta

2=accentuare a tonusului muscular
n raza de miscare, dar membrul
afectat este usor de miscat

3(4)=accentuare considerabila a
tonusului, miscarile pasive sunt
dificile

3=crestere considerabila a tonusului
muscular, miscarile pasive sunt
dificile

4(5)=membrul afectat este rigid in
flexie sau extensie

4=artlculatia afectata este rigida in
flexie si extensie

Spasticitatea, aparut prin
leziuni cerebrale sau spinale, are
doudcomponente: unaneurogena,
care consta in contractia musculara
exagerata si una biomecanica, ce
constd in modificarile produse de
spasticitate la nivelul tesuturilor.

Mecanismele fiziopatologice
prin care apare spasticitatea
sunt insuficient cunoscute, dar
se pare cd ea se datoreazd in
principal cresterii excitabilitatii
alfa motoneuronilor. De exemplu,
leziunile de NMC scad unitatea
inhibitoare in tractul corticospinal,
care poate afecta excitabilitatea
neuronilor alfa-motori,
determinand cresterea contractiei
musculare, in special Th muschii
flexori.

Principala urmare a
spasticitatii este adoptarea unei
pozitii anormale a membrelor,
trunchiului  sau capului. Prin
spasticitate nu numai cd se
scurteaza muschiul sau muschii
afectati, dar Iasata netratata ajung
sa se scurteze si tesuturile moi din
membrul respectiv.

Factorii care agraveaza
spasticitatea sunt: frigul, infectiile,
oboseala, stressul, crizele
epileptice etc.

Tratament: Principalul scop
al tratamentului la pacientii

care suferda de spasticitate este

pastrarea lungimii normale a
muschiului astfel Tncat segmentul
respectiv sa rdmana intr-o pozitie
fireasca. Spasticitatea nu necesita
neaparat tratament, dupa unii,
spasticitatea nu este intotdeauna
un fenomen nedorit, pentru
unii pacienti, ea poate fi motivul
principal pentru care postura si
mersul devin posibile.
Tratamentul de recuperare
al spasticitatii, se compune din
termoterapie, electroterapie
masoterapie si  kinetoterapie.
Ea trebuie tratata atunci cand
genereaza complicatii: adoptarea

unor pozitii anormale si a
deformarilor, durere, redoare
articulara, aparitia escarelor,
perturbarea somnului si a
sindromului  anxios  depresiv,
afectarea ADL-urilor, afectarea
vietii sociale. De multe ori,
recuperarea precoce postAVC
impiedica instalare spasticitatii
iar continuare programului de
recuparare reducele efectele
pe termen lung ale spasticitatii.
Recuperarea spasticitatii este
maximald daca se utilizeaza

ambele tipuri de terapie (fizica si
medicamentoasa).

Termoterapia se face folosind
aplicatii locale sau generale de
namol, atunci cand nu exista
contraindicatii, binenteles.

Aplicatia de namol se face sub
forma de Tmpachetare, bai
generale sau partiale, cataplasme
etc. Modalitatea de aplicare,
temperature de aplicatie si alti
parametrii ai aplicatiei sunt
adaptate fiecarui pacient in parte.
Termoterapia se poate face si
cu aplicatii locale, partiale cu
parafing, fie cu efect sistemic de
relaxare generala sau local pentru
diminuarea redorilor.

Electroterapia poate fi
deasemenea folositda  pentru
reducerea spasticitatii. Dintre
acestea  mentiondm  curentii
de joasa frecventa, curentul
galvanic, electrostimularea

electrica functionala, curentii de
inalta frecventa: ultrasunet, unde
scurte. Magnetoterapia poate fi
folosita pentru efectele systemice
generale cu effect de reducere a
spasticitatii.

Kinetoterapia utilizeaza
mijloacele de reeducare neuro-
motorie, preponderent tehnicile
Kabat, Bobath etc. Metoda
Bobath are ca obiectiv diminuarea

excesului de activitate tonica
reflexd ce perturba schema
normald a motilitatii  active.

Metoda Kabat are la baza tehnicile
de facilitare neuromusculara
proprioceptivda (FNP), ce pot fi
definite ca ,,metode de incurajare
sau grabire a  raspunsului
mecanismului neuromuscular,
gratie stimularii propriceptive”.
Programul de recuperare
prezentat este o relatare succinta
a unora dintre mijloacele
terapeutice utile Tn reducerea
spasticitatii, la acestea se asociaza
terapia ocupationala si tehnicile
de ortezare.

in continuare evenimentului,
Dr. Armand Frasineanu - medic
primar neurologie Spital Clinic
Colentina, ne-a vorbit despre
terapiile medicamentoase vechi si
noi in spasticitate.

Una dintre cele mai vechi
metode de reducere a spasticitatii
este neuroliza chimica cu fenol




si/sau alcool, finaintea toxinei
botulinice. Dar datorita multiplelor
reactii adverse: durere neuropata
postinjectare, difuziunea fenolului
transdural, noduli inflamatori
intramusculari, inflamatie difuza
intramusculard, nu a fost aprobat
de FDA.

Toxina botulinica A reprezinta
in momentul de fata optiunea
terapeuticd de linia intai 1in
tratamentul spasticitatii,

Exista mai multe serotipuri
de (neurotoxina botulinica)
BoNT numerotate de la A Ia
G, toxina botulinica de tip A
este cea folositd in terapie.. in
prezent, toate produsele BoNT, cu
exceptia unuia dintre produsele
terapeutice, sunt neurotoxina
botulinicA de tip A (BoNT-A).
in prezent existd trei produse
BoNT-A disponibile in intreaga

lume: abobotulinumtoxinaA
(Dysport®, Ipsen, Paris,
Franta), onabotulinumtoxinaA
(Botox®, Allergan, Irvine, CA,
USA) si incobotulinumtoxindA
(Xeomin®, Merz Pharmaceuticals
GmbH, Frankfurt , Germania).
Actioneaza prin prevenirea
eliberarii  de acetilcolina din

segmentul presinaptic al jonctiunii
neuromusculare, astfel scazand
foarte mult contractia musculara.

Toxina botulinica este utila in
spasticitate prin producerea unei
relaxari temporare a muschiului

de aceea injectarea de toxina
botulinidaa trebuie intotdeauna
urmatd de un program de

recuperare medicald folosind un
tratament complex fizical kinetic.
Reprezinta tratamentul electiv
pentru muschii hipertoni, fara
consecinte algice sau sensitive, fara
interactiuni medicamentoase, cu
siguranta la pacientii cu patologie
cardiovasculara. Desi poate difuza
prin fascia musculara (ajungand
si la alti muschi Tnvecinati), de
cele mai multe ori actiunea ei
se plaseaza la nivelul muschiului
injectat.

Muscle om Dose
Total Dosage (Number of Sites)
Biceps Brachii 100 Units-200 Units divided in 4 sites

Flexor Carpi Radialis

12.5 Units-50 LUnits in 1 site

Flexor Canpi Ulnaris

12.5 Units-50 Units in 1 site

Flexor Digitorum Profundus

30 Units-50 Units in 1 site

Flexor Digiorum Sublimis

in imaginea de mai sus sunt
prezentati muschii  membrului
superior care se injecteaza si
dozele corespunzatoare.

Dozele sunt unice pentru
fiecare produs, nu se recomanda
echivalarea dozelor, efectul este
limitat in timp, motiv pentru care
necesita administrdri repetate,
dupa minim 3 luni de zile. Efectul
se instaleazad in 4-7 zile, atinge un
maxim in 4-6 saptamani si dureaza
aproximativ 12-16 saptamani.

Reactiile adverse pot fi:
sldbiciune musculara (cand toxina
difuzeaza si in alti muschi decat cel
injectat), rash la nivelul punctiei,
sindrom pseudogripal (dureaza
cateva zile), disfagie (cand este
administrata la nivelul muschilor
gatului), plexita brahiald (foarte
rar), fenomene de insuficienta
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30 Units-50 Units in 1 sile

respiratorie (foarte rar). in general,
reactiile adverse apar in prima
luna de la injectare.

Cel maifrecventadministrarea
la membrul superior se face
sub ghidaj ecografic, ecografia
permitand identificarea nervilor
si a vaselor sanguine, identificarea
plasarii acului in muschiul vizat si
in acest fel se reduce posibilitatea
difuzarii  catre alti  muschi.
Dezavantajul  ecocrafiei  este
reprezentat de faptul ca nu poate
identifica contractia musculara
in repaus. Dozele injectate sunt
strict individualizate dar nu mai
mult de 1500 u.i./per sesiune de
administrare.

Toxina botulinicd nu se
foloseste doar in spasticitate ci si
in distonii (blefarospasm, distonia
cervicald, distonia membrelor,
distonia tardiva, disfonia



spasmodicd), tremor (tremor
esential, tremor de repaus, tremor
al capului), sindroame dureroase
(lombalgii, migrene, cefalee de
tensiune, fibromialgie), tulburari
autonome (hiperhidroza, sialoree,
hiperlacrimatie), bruxism sever,
strabism,  distrofia  simpatica
reflexa. La finalul evenimentului
s-a precizat ca injectarea de
toxina 1n spasticitate ar trebui
realizata de medicul de recuperare
tocmai pentru ca pacientul
sa poata beneficia de toate
facilitatile tratamentului complex
de recuperare. In cadrul SBR

Techirghiol pacientii pot beneficia
de injectare cu toxina botulinica
atat la membrul superior cat si
inferior. La membrul superior
injectarea este decontata integral
de catre CAS, Tn acest sens,
Sanatoriul Balnearside Recuperare
Techirghiol a demarat demersurile
necesare cavsi pacientii internati
sa poata beneficia de aceasta
facilitate.
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TREATMENT OF SPASTICITY IN ADULTS AND CHILDREN — RELEASE THEIR POTENTIAL

MD, PhD. Sibel DEMIRGIAN, MD Simona NAN
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On February 20th, physicians
from Balneal and Rehabilitation
Sanatorium Techirghiol attended
a symposium in which the topic
was the spasticity and a new
therapeutic approach to this
pathology. Unfortunately, the
number of patients who have
suffered astroke orotherpathology
that generates spasticity (multiple
sclerosis, cranio-cerebral trauma,
spinal cord trauma) and addresses
the Sanatorium is rather small
compared to other pathologies.
This is explained either by the
lack of a recommendation from
the neurologist or neurosurgeon
(often the indication is towards
kinetotherapy rather than the
rehabilitation service) or the lack
of material means, and patients
are unable to pay the costs of
hospitalization in our unit, or
other issues related to missing the
attendant, etc.

The event was attended by
physicians in the specialty of
rehabilitation, neurologists and
other specialties. The speakers
were Conf. Dr. Liliana Padure
from the National Center for

Neuropsyhomotor Rehabilitation
for Children ,Dr. N. Robanescu”
and Dr. Armand Frasineanu -
Primary Neurologist Colentina
Clinic Hospital. The event was
opened by Conf. Dr. Liliana Padure,
who noted that disability as a
result of this disorder can have
devastating effects on people’s
lives and children in particular.
It is estimated that about 15% of
the world’s population lives with
different types of disability [1].
Among these disabilities, physical
disability due to neuromuscular
dysfunctions (such as spinal cord
injury, multiple sclerosis, stroke
and traumatic brain injuries) is
particularly devastating because
neuromuscular dysfunction can
lead to immobility, social isolation,
eschares, urinary tract infections
other sequelae caused by primary
disability.

Martin et col. [2, 3] estimates
the spasticity prevalence of
lower limb for stroke (40-600 per
100,000), multiple sclerosis (2-350
per 100,000), cerebral palsy (260-
340 per 100,000), and spinal cord
injuries (22-90 per 100,000 ). They

estimate the annual incidence of
lower limb spasticity for stroke
at 30-485 per 100,000, traumatic
brain injuries 100-235 per 100,000
and spinal cord injuries 0.2-8 per
100,000. Over 30% of patients
with stroke, 60% of those with
multiple sclerosis or 75% of those
with severe brain injury develop
spasticity over time. He also
attempted to give a definition
of spasticity and to make a
general overview of spasticity
and rehabilitation program
(thermotherapy, electrotherapy
and kinetotherapy) used to reduce
it.

Lance in 1980 has defined
spasticity as an involuntary
increase in muscle tone in patients
who have suffered central
motor neurons injuries (strokes,
traumas, brain tumors, multiple
sclerosis, spinal cord diseases,
and neurodegenerative diseases).
Later, other features of upper
motor neuron syndrome have
been added to this definition
(4). Finally, the Spasticity Spatial
Study Group (SPASM) made the
term of spasticity more practical
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by defining it as a ,,sensory-motor
control disorder that occurs as a
result of neuron motor syndrome
superior the involuntary form of
muscle activation, intermittent or
permanent”(5). Unlike stiffness,
which is equally distributed in the
flexor and extensor muscles, the
spasticity prevails in the flexors for
the upper limbs and the extensors
for the lower limbs.

The clinical examination in
patients suffering from spasticity
reveals signs such as motor deficits,
accentuated osteotonic reflexes,
pathological reflexes and the sign
of the ,knife blade” and on the
long-term evolution of the disease,
muscle atrophy, pain, and sensory
disorders. A large number of
clinical scales are used to evaluate
spasticity. The most common and
most widely used scale is the
Ashworth (AS) scale (Table 1).
This scale quantifies the muscle
tone from 0 (normal) to 4 (severe
spasticity). Using this scale is easy;
however, the results depend on
the evaluator. In recent years, the
Modified Ashworth Scale (MAS)
has been developed with some
additions to the Ashworth Scale
(Table 1). It has been a preferred
scale, it can be easily applied in
a clinical environment, requires
no instrument, and is safe when
applied by the same assessor.
Other measurements that can be
used include the Tardieu Scale and
the Modified Tardieu Scale.

Spasticity caused by brain
or spinal lesions, has two
components: a neurogenic one,
which consists of exaggerated
muscle  contraction and a
biomechanical one, consisting
of changes in tissues caused by

spasticity.
The pathophysiological
mechanisms  through  which

spasticity occurs are not well
known, but it appears to be due to
the increased excitability of alpha
motoneurons. For example, NMC
lesions decrease inhibitory unit in

Table 1.

AS Ashworth Scale

MAS Modified Ashworth Scale

0 (1) = no tone increase

0 = no tone increase

1 (2) = slight increase in tone, flexion
or extension 1 = slight increase in
tone, manifested by grip and release,
or minimal resistance to flexion and
extension

1 = slight increase in tone,
manifested by grip and release, or
minimal resistance to flexion and
extension

(1 +) = slight increase in grip,
followed by minimum resistance in
the range of movement

2 (3) = stronger tone enhancement
but the affected limb is easily flexed

2 = increase of muscle tone in
the range of movement, but the
affected member is easy to move

3 (4) = considerable increase in tone,
passive movements are difficult

3 = considerable increase in tone,
passive movements are difficult

4 (5) = affected member is rigid in
flexion or extension

4 = affected joint is rigid in flexion
and extension

the corticospynal tract, which may
affect the excitability of alpha-
motor motor neurons, causing
increased muscle contraction,
especially in flexor muscles. The
main consequence of spasticity
is the adoption of an abnormal
position of the limbs, trunk or
head. Spasticity not only shortens
the affected muscles or muscles,
but, left untreated, also shortens
the soft tissues in that member.

Factors that aggravate
spasticity include: cold, infections,
fatigue, stress, epileptic seizures,
etc.

Treatment: The main purpose
of treatment in patients suffering
from spasticity is to keep the
normal length of the muscle
so that the segment stays in a
natural position. Spasticity does
not necessarily require treatment,
after other specialists, spasticity
is not always an undesirable
phenomenon, for some patients,
it can be the main reason for
posture and walking to become
possible.

The rehabilitation treatment
of spasticity consists of
thermotherapy, electrotherapy,
masotherapy and kinetotherapy. It
should be treated when it causes
complications:  the  adoption
of abnormal positions and

deformations, pain, joint stiffness,
eschares, sleep disturbance
and anxiously depressive
syndrome, ADL damage, social
life harm. Often, early poststroke
rehabilitation prevents spasticity
from occurring, and the continuity
of rehabilitation program
decreases the long-term effects
of spasticity. The rehabilitation of
spasticity is maximal if both types
of therapy (physical and medicinal)
are used.

Thermotherapy uses local or
general mud applications when
there are no contraindications, of
course. The mud can be applied
as packing, general or local baths,
cataplasms, etc. The application
modality, temperature and other
application parameters are
adapted to each individual patient.
Thermotherapy can also be done
with local paraffin applications
with a general or local relaxation
effect. Electrotherapy can also be
used to reduce spasticity. Among
these we mention low frequency
current: galvanic current, high
frequency currents: ultrasound,
short wave. Magneto therapy
can be used for general systemic
effects to reduce spasticity.
Kinetotherapy uses neuromotor
reeducation, mainly Kabat,
Bobath, etc. The Bobath method



aims at reducing the excess
reflex tonic activity that disturbs
the normal motility regimen.
The Kabat method is based on
proprioceptive neuromuscular
facilitation  techniques  (FNP),
which can be defined as ,,methods
of encouraging or accelerating the
response of the neuromuscular
mechanism, thanks to
proprioceptical stimulation.”

Next to the event, Dr. Armand
Frasineanu - primary neurologist
Colentina Clinical Hospital talked
about old and new drug therapies
in spasticity.

One of the oldest methods
of reducing spasticity is chemical
neurolysis with phenol and / or
alcohol before botulinumtoxin. But
due to multiple adverse reactions:
post-injection neuropathic pain,
transdural diffusion, intramuscular
inflammatory nodules,
intramuscular diffusion, was not
approved by the FDA.

Botulinum toxin A (BoNT-A)

BoNT-A is currently the first-
line therapeutic option in the
treatment of spasticity,

There are several botulinum
toxin  (botulinum  neurotoxin)
numbered from A to G, botulinum
toxin type A is the one used in
therapy. At present, all BoNT
products, except for one of
the therapeutic products, are
botulinum neurotoxin type A
BoNT-A). There are currently
three BoNT-A products available
worldwide: abobotulinum
toxin A (Dysport®, Ipsen, Paris,
France), onabotulinum toxin A

(Botox®, Allergan, Irvine, CA) and
incobotulinum toxin A (Xeomin®,
Merz Pharmaceuticals GmbH,
Germany). It works by preventing
the release of acetylcholine
from the presinaptic segment
of the neuromuscular junction,

thus greatly reducing muscle
contraction.
Botulinum  neurotoxin is

useful in spasticity by producing
temporary relaxation of the muscle
because of this the injection should
be always followed by a complex
rehabilitation program. It is the
elective treatment for hypertonic
muscles without algic or sensitive
consequences  without  drug
interactions, certainly in patients
with cardiovascular pathology.
Although it can diffuse through the
muscular fascia (reaching out to
other neighboring muscles), most
of the time its action is placed on
the injected muscle.

Doses are unique for each
product, the equivalenceof doses
is not recommended, the effect
is limited in time, and therefore it
requires repeated administration
after at least 3 months. The effect
is set in 4-7 days, reaching a peak
in 4-6 weeks and lasting about 12-
16 weeks.

The side effects can be:
muscle weakness (when the
toxin diffuses in other muscles
than the injected), puncture rash,
pseudogripal syndrome (lasting
a few days), dysphagia (when
administered to the neck muscles),
brachial plexitis (very rarely), and
respiratory failure phenomena
(very rare). In general, side effects

occur within the first month of

injection.
The most frequent
administration to the wupper

limb is done under ultrasound
guidance, ultrasound allowing
the identification of the nerves
and blood vessels, identification
of the needle placement in the
target muscle, and thus reducing
the possibility of diffusion to other
muscles. The disadvantage of
ultrasonography is that it cannot
identify muscle contraction at
rest. Injected doses are strictly
individualized but not more than

1500 u.i./per  administration
session.
Botulinum toxin is not

only used in spasticity but also
in  dystonya (blepharospasm,
cervical dystonia, limb dystonia,
tardive  dystonia, spasmodic
dysphonia), tremor (essential
tremor, resting tremor, head
shaking),  painful  syndromes
(lumbar, migraine, headache
tension, fibromyalgia), autonomic
disorders (hyperhidrosis,
sialorrhea, hyperlacrimia), severe
bruxism, strabismus, reflex
sympathetic dystrophy. In Balneal
and Rehabilitation Sanatorium
Techirghiol, patients can benefit
from botulinum toxin injection
both in the upper and lower limbs.
In the upper limb, the injection is
entirely settled by the Romanian
Inssurance, to realize this objective
Balneal and Rehabilitation

Sanatorium Techirgiol has started
the necessary steps to allow
patients hospitalized to benefit
from this facility.

Techirghiol | nr. 14




Piciorul are un rol static si
dinamic de mare importantd, fiind
pdrghia terminald a locomotiei.
Traumatismele gleznei sunt cele
maifrecventedintretraumatismele
aparatului locomotor, entorsele
detindnd primul loc, urmate de
fracturi. Conditia unei evolutii
favorabile depinde de tratamentul
corect aplicat (ortopedic) imediat
posttraumatism si care urmdreste
obtinerea unei reduceri perfecte a
fragmentelor osoase, prognosticul
fiind conditionat de felul fracturii,
modul de tratament, asocierea cu
subluxatii sau luxatii, existdnd un
risc ridicat de aparitie a multor
complicatii, imediate sau tardive.
Cea mai frecventd complicatie este
osteoartrita gleznei, iar optiunile
terapeutice cele mai redutabile
sunt artrodeza si, mai nou,
endoprotezarea articulatiei.

Fibula

CONDUITA TERAPEUTICA OPTIMA i FRACTURA
VECHE DE GLEZNA LA 0 PACIENTA TANARA- CAZ CLINIC

1. INTRODUCERE:

Hohmann denumea piciorul:
“o opera de arta arhitecturald a
naturii”. Gleznasipiciorul formeaza
un complex anatomofunctional
menit sa  suporte Iintreaga
greutate a corpului si Tn acelasi
timp sa asigure mersul pe orice
fel de teren. Piciorul are, deci,
un rol static si dinamic de mare
importanta, fiind parghiaterminala
a locomotiei. Traumatismele
gleznei sunt cele mai frecvente
dintre traumatismele aparatului
locomotor, entorsele detinand
primul loc, urmate de fracturi [].

2. CAZ CLINIC:

Pacienta in varsta de 45 ani
din mediul urban, se prezinta in
clinica noastra pentru dureri si
impotenta functionald la nivelul
gleznei si al genunchiului drept,
si dureri la nivelul coloanei
dorso-lombare.  Andecedentele

|

Tibia

Maleole mediale

Articulatie

Maleola
posterioara

Maleola
laterala

Talus

Calcaneu
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heredocolaterale sunt
nesemnificative pentru suferinta
actuala, iar din antecedentele
personale patologice retinem
o fractura de gleznd dreapta
supramaleolara la varsta de 5 ani,
tratata conservator prin reducere
ortopedica si imobilizare gipsata.
Ulterior au aparut sechele algo-
functionale la nivelul articulatiei,
insotite de deformare in var,
motiv pentru care, la varsta de
8 ani sufera o reinterventie de
osteotomie la nivelul metafizei
tibiale drepte si a peroneului,
cu scoaterea unor fragmente
0soase pentru corectarea pozitiei
membrului. Evolutia post-
operatorie in decursul anilor nu
a fost una favorabila, intervenind
scurtarea in lungime cu inegalitate
a membrelor inferioare de
aproximativ 4 cm, ceea ce a condus
la modificari de statica vertebrala
si de statica a membrului inferior.

Examenul clinic obiectiv:
-pacienta constienta, cooperanta,
normaponderala, echilibrata
hemodinamic si cardiorespirator,
tranzit intestinal prezent, mictiuni
fiziologice.

Examen osteoarticular:
-statica vertebrala modificata, cu
accentuare de lordoza cervicals,
cifoza dorsala;

-scolioza secundara inegalitatii n
lungime a membrelor inferioare,
gibozitate dorsal.

Glezna dreapta:-cicatrice
postoperatorie  supla, dureri
spontane, la mobilizare si mers,
-glezna dreapta tumefiata,
-limitarea mobilitatii pentru flexie

dorsala si plantara, limitarea
amplitudinii ~ pentru  eversie-
inversie,

-fara tulburari de sensibilitate, fara



Investigatii imagistice - glezna dreaptd; Radigrafie de
gleznd de fata si profil aratd modificdri caracteristice pentru
osteoartrita de gleznd, pensarea spatiului articular, osteofite

voluminoase;

deficit motor,
-mers usor schiopatat.

3. TRATAMENT:

3.1. tratament profilactic si
igieno-dietetic;

3.2 tratament medicamentos;

3.3 tratament ortopedico-
chirurgical;

3.4 tratament balneo-fizical-
kinetic

Principii si obiective ale
tratamentului:
e Prevenirea, disparitia sau
ameliorarea inflamatiei;
e Ameliorarea si recuperarea

stabilitatii si mobilitatii articulare;
e Ameliorarea si recuperarea fortei
si rezistentei musculare;

¢ Refacerea boltii plantare;

¢ Refacerea alinierii piciorului;

o Castigarea unei atitudini corecte
a corpului si a membrului afectat;

3.1. Tratamentul profilactic si
igieno-dietetic

Mentinerea sanatatii
piciorului trebuie sa cuprinda un
ansamblu de masuri adresate
principalelor componente care
il alcatuiesc. Igiena si fingrijirea

piciorului trebuie sa reprezinte
o preocupare a fiecarui om 1in
parte. inciltdmintea comoda,
gimnastica si ciorapii constituie un
factor important de mentinere a
sanatatii.

3.2 Tratament medicamentos

Este reprezentat de medicatia
antiinflamatorie si  antialgica
administrate per os sau sub
forma de injectii intraarticulare
cu cortizon si xilina 1%. De
asemeni, n ultimii ani au aparut
pe piata si au luat avant injectiile
intraarticulare cu solutii
vascoelastice (acid hialuronic).
Acestea se administreaza odata

pe an si au efect antialgic,
antiinflamator si de refacere
a cartilagiului afectat putand

intarzia aparitia fenomenelor de
osteoartrita.

3.3 Tratament ortopedico —
chirurgical

Metodele ortopedice sunt
de multe ori necesare pentru
ameliorarea durerii si pentru
a permite statica si mersul.
Interventia ortopedica corectoare
se impune cand metodele

conservatoare nu dau rezultatele
scontate.

3.4 Tratamentul balneo-
fizical-kinetic cuprinde:

e TERMOTERAPIA vizeaza in
mod deosebit combaterea durerii.

Durerea posttraumatica are la
bazainflamatia, edemul, tensiunea
apronevrotica Si tensiunea
capsuloligamentara,  tractiunea
tenomusculara, hiperemia pasiva
0soasa, reactia periostald, iritatia
directa a nervilor.

Termoterapia se face folosind
namol sapropelic din lacul
Techirghiol. Aplicatia de namol
se face sub forma de impachetari
generale sau  partiale, bai
generale sau partiale, cataplasme.
Temperatura si durata sunt in
functie de modalitatea de aplicare
a namolului.

Termoterapia se face folosind
si aplicatii locale cu parafina cu o
temperatura de 40-50° C, durata
sedintei fiind de 20-30 de minute.
Aceasta procedurd are ca scop
vasodilatatia vaselor sanguine cu
hiperemie, deci Tmbunatatirea
circulatiei locale si, odata cu ea, si
cea generala.
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¢ ELECTROTERAPIE:

Prin diversitatea posibilitatilor
de utilizare a curentului electric,
tratamentul prin electroterapie
ocupd un loc important fin
tratamentul recuperator. Pentru
obtinerea analgeziei necesara
aproape in  toate cazurile
posttraumatice ale gleznei se
folosesc:

- Curentul galvanic cu toate
formele sale: galvanizari simple,
bai galvanice ai ionogalvanizari.
Se utilizeazd fenomenul analgezic
obtinut prin folosirea ca electrod
activ al polului. Tn cadrul béilor
galvanice este cumulat si efectul
termic al apei iar 1n cadrul
ionogalvanizarii, proprietatile
substantelor farmacologice active
introduse cu ajutorul curentului
galvanic.

- Curentul de joasa frecvents,
cu o frecventa de pana la 100 Hz,
este utilizatin procesul analgetic pe
care unii dintre bolnavi il au. Astfel
vom utiliza in cadrul curentilor
diadinamici, urmatoarele forme
de curent: difazat fix (cu actiune
analgezica), perioada lunga si
perioada scurta. Tot in acest scop
se mai folosesc unii curenti Trabert
tot cu actiune analgezica.

- Curentii de medie frecventa
sunt curentii interferentiali ce au
un efect analgezic (80— 100 Hz).

- Curentii de inalta frecventa.
in randul acestora vom avea
undele scurte care au unimportant
efect analgetic si miorelaxant..
Ultrasunetele au efect analgetic
obtinut intr-un mod asemanator
cu al curentilor de joasa frecventa.
Deasemenea electroterapia ofera
si posibilitatea obtinerii efectelor
de excitare a musculaturii, efect
hiperemiant si decontracturant.
O intrerupere ritmica a undei
ultrasonore, se foloseste cu
ajutorul  unui generator de
impulsuri.

- Magnetoterapia se utilizeaza
pentru efectele sistemice generale
de sedare.

¢ KINETOTERAPIE:

Obiectivele kinetoterapiei
vizeaza:
-Refacerea echilibrului

muscular: acest proces este legat
de statica normala a piciorului.
Echilibrul de repaos este asigurat
de ligamente si doar tricepsul sural
este Tn activitate. Orice deviatie a
vectorului de echilibru pune fin
contractie musculatura extrinseca
siintrinseca a piciorului. Refacerea
echilibrului muscular al piciorului
comporta doua etape:

- in prima etapd se lucreaza
pentru tonifierea musculaturii prin
metode obisnuite de izometrie si
exercitii cu rezistenta progresiva.

- in a doua etapa se practica
exercitii de coordonare si refacere
a echilibrului senzitivo-motor.

-Refacerea mobilitatii
articulare, prin miscari pasive,
psivo-active si active: redoarea
posttraumatica a gleznei si

piciorului determina un handicap
functional care se manifesta mai
ales in mersul pe teren accidentat.
Castigarea miscarilor de flexie-
extensie, abductie-adductie,
inversie-eversie si cicumductie
se poate realiza numai in masura
in care structura anatomica si
raporturile fortelor articulare sunt
respectate.

4. ALTERNATIVE TERAPEUTICE
N FRACTURA VECHE :

Atunci cand 1n evolutia
acestei afectiuni prognosticul este
rezervat,cu aparitia complicatiilor
tardive- cea mai frecventa
fiind osteoartrita, se impune
tratamentul chirurgical.

Terapia artrozei de la nivelul
gleznei  presupune, conform
Societatii Americane de Ortopedie
a Gleznei si Piciorului (AOFAS), un
tratament operator si unul non-
operator.

Tratamentul operator poate
fi luat in calcul pentru pacientii
cu simptome algice persistente,
in ciuda unui tratament non-

operator corect condus. Optiunile
pentru tratamentul chirurgical
sunt debridarea articulatiei
gleznei, artroplastia prin distractie,
osteotomiile, artrodeza (blocarea
chirurgicala a unei articulatii)
si endoprotezarea gleznei. in
mod traditional, artrodeza era
considerata optiunea de ales in
stadiile foarte avansate de artroza.
Problema este ca restrictionarea
miscarii consecutive artrodezei
mareste solicitarile pe articulatiile
invecinate gleznei, ducand la alte
leziuni degenerative.

o Artrodeza reprezinta
tratamentul clasic al osteoartritei
de glezna. Sunt citate numeroase
statistici care aratd o ameliorare
postoperatorie, mobilitatea
pierduta fiind supleatda de
hipermobilitatea compensatorie
a articulatiilor mediopiciorului.
Nu apar artroze ale genunchiului
sau soldului de deasupra gleznei
artrodezate, dar articulatiile
mediopiciorului evolueaza spre
modificari degenerative. Pacientii
raman cu limitari functionale
majore, mai ales cei tineri si activi.

Chiar daca dupa un tratament
de recuperare, la controalele la
sase luni de la artrodeza, deficitele
functionale  men-tionate  se
diminueazda, ceea ce explicd
ameliorarea clinica, ele nu dispar,
ceea ce subliniazd dezavantajul
major al artro-dezei. Toate
acestea reprezinta un argument
deosebit de important pentru
incercarea de a reda mobilitatea
gleznei artrozice prin artroplastie.

¢ Endoprotezarea reprezinta
inlocuirea componentelor
proprii ale articulatiei bolnave
cu componente sintetice, special
concepute dupa tiparul vechii
articulatii, astfel fincat, dupa
introducerea acestora, sa rezulte
0 noua articulatie care sa respecte
cat mai fidel atat forma, cat si
biomecanica vechii articulatii. Desi
aflata la Tnceput, este singura care
pastreaza mobilitatea in articulatia
bolnava si poate avea un efect



protector in ceea ce priveste
aparitia de leziuni degenerative in
articulatiile vecine, conferind un
confort in ceea ce priveste durerea
cel putin egal cu cel obtinut
prin artrodeza. Tn ultimii ani,
endoprotezarea gleznei este tot
mai acceptatd in randul chirurgilor
ortopezi ca o alternativa viabila
artrodezei de glezna in cazurile
bine selectionate. La acesti
pacienti, evidentele clinice arata ca
endoprotezarea gleznei elibereaza
pacientul de durere, si poate
asigura un rezultat functional
superior fata de clasica artrodeza.
(?]

5. Particularitatea cazului:
pacienta tanara, 45 ani, cu un

The foot has a static and
dynamic role of great importance,
being the terminal level of
locomotion. Ankle trauma is the
most common trauma in the
locomotor system, with sprains
on the first place, followed by
fractures. The condition of a
favorable development depends
on the correctly applied (post-
traumatic) (orthopedic )treatment
imediately posttraumatical, to
achieve a perfect reduction of
bone fragments, the prognosis
being conditioned by the type of
fracture, treatment, association
with subluxation or dislocation,
with a high risk of many

traumatism vechi pentru care
s-a reintervenit chirurgical,
durerile s-au accentuat Tn ultimii
ani 5-7 ani, cand s-a prezentat
la ortoped in vederea conduitei
terapeutice corespunzdtoare.
Datorita varstei tinere si a
singurei optiuni terapeutice la
momentul respectiv (artrodeza),
ortopedul temporizeaza
interventia si trimite pacienta
citre serviciul de recuperare. in
toti acesti ani, pacienta, copil
fiind si mai tarziu, adult nu a
urmat niciodata tratament de
recuperare  (balneofizicalkinetic
complex) nici pentru a trata

glezna afectata si nici consecintele
acesteia. In prezent,

pacienta

CASE PRESENTATION - THEAPEUIC OPTIONS FOR

urmeaza un tratament complex in
cadrul Sanatoriului Balnear si de
Recuperare Techirghiol, repetat
la 6 luni, injectii intraarticulare
cu solutii vascoelastice cu usoara
ameliorare a simptomatologiei
si pentru a Tndepdrta momentul
chirurgical cu endoprotezarea
articulatiei, stiind faptul ca si
durata de viata a unei proteze este
limitata in timp.
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OLD FRACTURE OF ANKLE IN A YOUNG PATIENT

complications, immediate or late
The most common complication
is ostearthritis, and the most
rewarding therapeutic options are
arthrodesis and, more recently,
joint endoprosthesis.

1.INTRODUCTION :

Hohmann called the foot:
,an architectural work of art of
the nature ,. The ankle and foot
form an anato-functional complex
designed to support the entire
body weight and, at the same
time, ensure walking on any
terrain. The foot therefore has a
static and dynamic role of great
importance, being the terminal

Dr. Sibel DEMIRGIAN, Dr. Simona NAN

lever of locomotion. Ankle trauma
is the most common trauma in the
locomotor system, with sprains
on the first place, followed by
fractures.[']

2. CLINICAL CASE:

The 45-year-old urban patient,
is presenting in our clinic for pain
and functional impotence in the
ankle and right knee, and pain in
thedorso-lumbarspine. Hereditary
catheters are insignificant for the
current suffering, and from the
personal pathological antecedents
we observe a supramaleolar
right ankle fracture at the age
of 5, treated conservatively by
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orthopedic reduction and gypsum
immobilization. After a while, algo-
functional sequelae appeared at
this level, accompanied by varus
deformation, therefore, at the age
of 8 she suffered an intervention
of osteotomy in the right tibial
metaphysis and fbula, with the
removal of two bone fragments
to correct the position of the limb.
The post-operatory progression
over the years was not a favorable
one, with length shortening and
inferior limbs inequality of about
4 cm, which led to changes in
vertebral static.
Obiective clinical examination:

-consciousness present,
normaponderal,
-hemodynamic and

cardiorespiratory balanced
-normal intestinal transit, normal
urination.

Osteoarticular Examination:
-Modified vertebral static with
accentuated cervical lordosis,
dorsal cifosis;

-secondary scoliosis caused by

inferior limb inequality, dorsal
right gibosis;
Right ankle: -supple

postoperative scar, spontaneous
pain, at mobilization and walking;
-swollen right ankle;

-limitation of mobility for dorsal
and plantar flexion, for inversion-

eversion;
-without sensitivity or motor
deficiency;
-slight limping walk.
Imagistic investigations

- Front and profile right ankle
radiography show characteristic
changes for osteoarthritis of the
ankle, diminuation of the articular
space, voluminous osteophytes;

3. TREATMENT:
3.1 Prophylactic and hygieno-
dietary treatment
3.2 Drug treatment
3.3 Orthopedic-Surgical Treatment
3.4 Balneo-physical-kinetic
treatment
Principles

and target of

treatment:

ePrevention, reduction or
improvement of inflammation
eImprovement and rehabilitation
of joint stability and mobility
eImprovement and rehabilitation
of muscle strength and strength
eRestore the anatomy of the foot
eRestore leg alighment

*Gaining a correct positon of the
body and affected member

3.1 Prophylactic and hygieno-
dietary treatment

The maintenance of foot
health should include a set of
measures addressed to the main
components of it. Hygiene and foot
care must be a concern for each
individual. Comfortable footwear,
gymnastics and sockings are an
important factor in maintaining
health.

3.2 Drug treatment

It is anti-inflammatory and
analgesic medication administered
per os or intra-articular injections
of cortisone and 1% xylin. Also, in
the last few years have appeared
on the market intra-articular
injections  with vascoelastic
solutions (hyaluronic acid). They
are given once a year and have
antialgic, anti-inflammatory and
restorative effect on damaged
cartilage, which may delay the
occurrence of osteoarthritis.

3.3 Orthopedic - surgical
treatment
Orthopedic methods are

often needed to relieve pain
and allow static and walking.
Corrective orthopedicintervention
is required when conservative
methods do not give the expected
results.

3.4  Balneo-physical-kinetic
treatment includes:

*THERMOTHERAPY is aiming
particularry the pain.

Post-traumatic
is based on

pain
inflammation,

edema, apneoplastic tension
and  capsuloligarian  tension,
tenomuscular traction, passive
bone hyperaemia, periostatic
reaction, direct irritation of the
nerves.

In thermotherapy is used
sapropelic mud from Techirghiol
Lake. The mud application is in
the form of general or partial
packings, general or partial baths,
cataplasms. Temperature, duration
depends on how the sludge is
applied. Thermotherapy is also
done using local applications with
paraffin at a temperature of 40-50
° C, the session time being 20-30
minutes. This procedure produce
vasodilation of blood vessels with
hyperemia, improving the local
circulation and, together, the
general circulation.

eELECTROTHERAPY:

Through the variety of
possibilities of using electric
current, electrotherapy treatment
occupies an important place in
rehabilitation To obtain the
necessary analgesia almost in all
the post-traumatic cases of the
ankle are used:

-Galvanic current in all its
forms:  simple  galvanization,
galvanic baths and

ionogalvanization. The analgesic
phenomenoniss  obtained by
using as an active pole electrode.
In ionogalvanization the thermal
effect of water is cumulated
with the properties of the active
pharmacological substances
introduced by the galvanic current.

-Low Frequency Current, with
a frequency up to 100 Hz, is used
in the analgesic process that some
of the patients have. Are used the
following forms of current: fixed
diafase (with analgesic action)
, the long period and the short
period. Also for this purpose
Trabert currents are also used with
analgesic action.

-Medium frequency currents
are represented by interferential



currents, having an
effect (80-100 Hz).

-High Frequency Currents.
Among them we have short
waves that have an important
analgetic and miorelaxant effect.
Ultrasounds have an analgesic
effect obtained in a way similar
to low frequency currents.
Electrotherapy also offers the
possibility of muscular stimulating
effects, a hypereremant and a
decontractant effect. A rhythmic
interruption of the ultrasonic
wave, is used with a pulse
generator.

-Magnetotherapy is used for
general systemic sedative effects.

analgesic

*PHYSICAL THERAPY:

The objectives of
kinetotherapy are:

-Rehabilitation of muscle
balance: This process is related
to the normal static of the foot.
Resting balance is provided by the
ligaments and only sural triceps
is in action. Any deviation of the
equilibrium vector activates the
extrinsic and intrinsic muscle of
the limb. Restoring the muscular
balance involves two stages:

-in the first stage is worling
the tone of the muscles by regular
methods of isometry and exercises
with progresive resistance

-Recovering articular mobility
through passive, pssivo-active
and active moves: post-traumatic
stiffness of the ankle and foot
causes a functional disability
that is manifested especially
in rough terrain. The gain of
flexion-extension, abduction-
adduction, inversion-eversion and
cicumduction moves can only
be achieved if the anatomical
structure and joint forces are
respected.

4. Therapeutical alternatives
in old fracture:

When the prognosis in the
progression of this condition is
reserved, with the occurrence

of late complications - the most
common being osteoarthritis,
surgical treatment is required.

The ankle osteoarthritis
therapy requires, according to the
American Society of Orthopedics
of the Ankle and Foot (AOFAS),
an operator treatment and a non-
operative treatment.

Operator treatment may
be considered for patients
with persistent algic symptoms
despite a properly managed non-
operative treatment. The options
for surgical treatment are: ankle
joint debridement, arthroplasty,
osteotomy, arthrodesis (surgical
blockage of a joint) and ankle
endoprosthesis. Traditionally,
arthrodesis was considered an
at the very advanced stages of
osteoarthritis. The problem s
that the movement restriction of
arthrodesis increases the stress
on the adjacent joints, leading to
other degenerative lesions.

eArthrodesis is the classic
treatment of ankle osteoarthritis.
Numerous statistics are showing a
postoperative improvement, the
lost mobility being supplied by
the compensatory hypermobility
of the joints of the median foot.
There are no knee or hip arthroses
above the arthritis ankle, but
the joints of the median foot are
evolving towards degenerative
changes. Patients remain with
major  functional limitations,
especially young and active ones.

Even if after a rehabilitation
treatment, six months after
arthrodesis, the functional deficits
mentioned diminish, which
explains the clinical improvement,
they do not disappear, which
highlights the major disadvantage
of arthrodesis. All of this is a
particularly important argument
for trying to restore the mobility
of the arthrosic ankle through
arthroplasty.

eEndoprosthesis is the
replacement of the components
of the afected joint with synthetic

components, specially designed
according to the pattern of the old
joint, so that, after their insertion,
a new articulation is obtained,
respecting both the shape and
the biomechanics of the old joint.
Although at the beginning, it is the
only one that keeps mobility in
the affected joint and can have a
protective effect in the appearance
of degenerative lesions in the
proximal joints, conferring a pain-
related comfort at least equal to
that obtained by arthrodesis. In
recent years, ankle endoprosthesis
is increasingly accepted among
orthopedic surgeons as a viable
alternative to ankle arthrodesis
in well-selected cases. In these
patients, clinical evidence shows
that ankle endoprosthesis releases
the patient from pain, and can
provide a superior functional
result over classical arthrodesis [?]

5. PARTICULARITY OF CASE:
the young patient, aged 45,
with an old trauma with second
surgical intervention, the pain
increased in the last 5-7 vyears,
when she presented to the
orthopedist for the appropriate
therapeutic course. Due to young
age and the only therapeutic
option at the time (arthrodesis),
the orthopedist temporizes the
intervention and sends the patient
to the rehabilitation service. In all
these years, the patient, in the
childhood and later the adult,
never followed rehabillitation
(balneofizicalkinetic complex
treatment )neither to treat the
affected ankle or its consequences.
Currently, the patient is having
a complex treatment at the
Techirghiol Spa and Recovery
Sanatorium, repeated at 6
months, intraarticular injections
with vascoelastic solutions with
a slight improvement of the
symptomatology and to delay the
surgical moment with the joint
endoprosthesis, knowing that the
lifetime of of a prosthesis is limited
in time.




DEPRESIA — SIMPTOMATOLOGIE $I IMPLICATII ASUPRA SANATATII

Depresia este o boala care
afecteaza tot mai multi oameni
din intreaga lume, interferand cu
concentrarea, motivatia si multe
alte aspecte ale unei functionari
optime in viata cotidiana. Este o
tulburare complexa care implica
multe dintre sistemele corpului
nostru, incluzand sistemul
imunitar (ca fiind cauza sau efectul
ei). Ne poate perturba somnul
si poate afecta apetitul, cauzand
fie pierderea, fie cresterea fin
greutate.

Cu ajutorul psihoterapiei
depresia este tratabild, chiar
si atunci cand vorbim despre
cazurile mai severe. Adesea,
conditia este una ciclica, cu
perioade de remisie, iar ajutorul
psihoterapeutic precoce poate
preveni sau impiedica aparitia
episoadelor recurente.

Depresia poate fi definita
ca o afectiune care implica n
primul rand o tulburare a starii
dispozitionale, aceasta tulburare
fiind frecvent caracterizata prin
tristete, neajutorare, descurajare
sau, cu alte cuvinte, o lipsa a poftei

de viata. Printre simptomele
specifice se numara:
e0 stare persistenta de

tristete, anxietate, sau de
interior”;

eun sentiment de lipsa de
sperantd sau pesimism;

esentimente de vinovatie,
lipsda a valorii personale, sau
neajutorare;

epierderea interesului sau
placerii pentru activitati sau
hobby-uri care anterior provocau
placere (inclusiv sexul);

eenergie scazuta, oboseals;

edificultate de concentrare,
de memorie, sau in luarea
deciziilor;

einsomnie sau, din contra,
hipersomnie;

»80l

Dragos Florin CONSTANTINESCU

Psiholog, psihoteraput - hipnozd clinicd si terapie ericksoniand

emodificarea apetitului,
scadere ponderala involuntara
semnificativa sau crestere 1in
greutate;

eganduri suicidare, tentative
de suicid;

eneliniste, iritabilitate;

esimptome fizice persistente
care nu raspund la tratament
(migrene, tulburari digestive si
durere cronica).

Nu oricine trece printr-un
episod depresiv experimenteaza
fiecare simptom. Unele persoane
trdiesc cateva simptome, altele mai
multe. Severitatea simptomelor
variaza si ea in randul persoanelor
si, de asemenea, variaza in timp.

Depresia nu este o cauzd,
ci este un efect! Din perspectiva
cognitiva exista anumite modificari
cognitive care preced aparitia
simptomatologiei. Cu alte cuvinte,
exista o anumitd vulnerabilitate
dobandita Tn prima copilarie.

Orice trauma, pierderea unei
persoane apropiate, o relatie
dificila sau orice situatie stresanta
care depaseste capacitateanoastra
de a face fata poate declansa
un episod depresiv. Episoadele
depresive ulterioare pot aparea si
fara un declansator evident.

Depresia poate imbraca, in
general, una dintre cele doua
forme majore. Depresia unipolara:
o stare de tristete, apatie sau lipsa
de speranta si pierderea energiei
(tulburare depresivd majora). Sau
tulburarea bipolara, care este o
afectiune marcatd de perioade
de depresie si perioade de manie
caracterizate prin nivel ridicat de
activitate si energie (dispozitie
euforica, expansiva sau iritabild),
adesea cu perioade stabile intre
ele.

Uneori, depresia se manifesta
ca o dispozitie proasta persistenta
(cel putin 2 ani), afectiune

cunoscuta sub numele de distimie.
Aceasta este, de obicei, marcata
de o perioada lunga de energie
scazuta, stima de sine scazuta si o
capacitate mica de a experimenta
placerea (anhedonie).

Adesea, dupa nastere, este
posibil ca proaspetele mamici sa
trdiasca o scurta depresie deoarece
sunt foarte solicitate emotional.
Se simt triste, infricosate, iritate
sau nu pot dormi. Dacd aceasta
dispozitie nu dispare in doua
saptamani putem vorbi despre o
depresie postpartum. Statisticile
arata ca aproximativ 15% dintre
femeile care au nascut trec prin
acest tip de depresie.

Implicatiile depresiei asupra
sanatatii sunt multiple. Persoanele
care sufera de depresie prezinta
un risc crescut (de trei ori mai
mare!) de a se confrunta cu o

problema cardiaca. De fapt,
depresia afecteaza intregul
organism.  Slabeste  sistemul

imunitar, crescand sensibilitatea
pentru anumite infectii virale
si, in timp, chiar si pentru unele
forme de cancer (un argument
puternic pentru tratarea precoce
a depresiei). De asemenea, s-a
obsevat la persoanele depresive
o ratda mai mare de aparitie a
diabetului si a osteoporozei.
Activitatea, sau lipsa acesteia,
pot avea consecinte nefavorabile
asupra sistemului imunitar; unele
date sugereaza ca adultii in varsta
depresivi ar putea fi mai vulnerabili
la efectele daunatoare ale unui
stil de viatd sedentar. Tn schimb, a
fost observat faptul ca exercitiile
fizice au efecte benefice asupra
parametrilor imunitari si chiar
promoveaza remisia simptomelor
depresive la adultii Tn varsta.
Acestia din urma reprezentand
grupul cu cea mai mare pondere
in randul persoanelor depresive.



Desi orice forma de
psihoterapie si-a dovedit utilitatea
in abordarea depresiei, exista
studii care arata ca terapia
cognitiv-comportamentala  este
una dintre cele mai eficiente (cu
sau fara utilizarea medicatiei

antidepresive). Datorita interesului
stiintific tot mai mare acordat in
ultimul timp pentru mindfulness,
s-au acumulat numeroase dovezi
care demonstreaza ca practicarea

regulatd a meditatiei poate
impiedica  aparitia  depresiei.
Studiile demonstreaza eficienta
mindfulness-ului practicat atat
independent, cat si in combinatie
cu terapia cognitiva.

in Romania depresia afecteaz
aproximativ 10% din populatie,
iar la nivel mondial peste 350 de
milioane de oameni sunt afectati,
potrivit Organizatiei Mondiale a
Sanatatii (OMS), iar procentele

sunt fn continua crestere.

Cu toate acestea, depresia
(pe cat de dureroasa si cu toate
consecintele ei) are, in final, un
scop pozitiv; forteaza persoana
care sufera sa se concentreze
asupra problemelor fiind wun
preludiu in rezolvarea lor. De fapt,
unii cercetatori au emis ipoteza ca
depresia indica persoanei nevoia
unei mai bune constientizari a
sinelui.

DEPRESSION - SYMPTOMS AND IMPLICATIONS ON HEALTH

Depression is a disease
affecting more and more people
worldwide, interfering with
concentration, motivation and
many other aspects of the best
functionality in our daily lives. It
is a complex disorder entailing
many of the systems in our body,
including the immune system (as
the cause or effect). It can affect
sleeping and appetite, causing
either the loss or gain in weight.

By means of psychotherapy,
depression can be treated, even
when it comes to more severe
cases. Often, the condition is
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cyclic, with periods of remission,
and early psychotherapeutic
support can prevent or block
recurrent episodes.

Depression can be defined
as a disorder entailing first a
disturbance of the disposition
state, the disorder being
frequently  characterised by
sadness, helplessness, discourage
or, in other words, lack of willing
to live. The following are some of
the specific symptoms:

*a persistent state of sadness,
anxiety, or ,,inner empty”;

ea feeling of lack of hope or

pessimism;

ofeelings of guilt, lack of
personal value or helplessness;

eloss of interest or pleasure
for activities or hobbies which
used to bring pleasure (including
sex);

elow energy, fatigue;

edifficulties of concentration,
memory or in taking decisions;

einsomnia or, on the contrary,
hypersomnia;

echange of appetite,
involuntary significant loss or gain
of weight;

esuicidal thoughts, suicide
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attempts;
eanxiety, irritability;
epersistent physical
symptoms that do not respond to
treatment (migraines, digestive
disorders and chronic pain)

Not anyone experiencing
a depressive episode shows
all  symptoms. Some people

experience several, other more.
The severity of symptoms also
varies with each person and in
time.

Depression is not a cause, but
an effect! In cognitive terms, there
are certain cognitive changes
preceding the occurrence of the
symptoms. In other words, there
is a certain vulnerability earned
during early childhood.

Any trauma, loss of a dear
person, difficult relationship or
any stressing situation exceeding
our capacity to cope can trigger a
depressive episode. Subsequent
depressive episodes can also occur
in lack of an obvious trigger.

Depression can take, in
general, one of the two major
forms. Unipolar depression: a
state of sadness, apathy or lack
of hope and loss of energy (major
depressive disorder). Or bipolar
disorder, marked by periods of
depression and periods of anger
characterised by a high level of
activity and energy (euphoric,
expansive or irritable disposition),

often with stable periods in
between.
Sometimes, depression

manifests as a persistent bad
mood (for at least 2 years), a
disorder known as dysthymia. It
is, usually, marked by long periods
of low energy, low self-esteem
and a low capacity to experience
pleasure (anhedonia).

Often, after birth, it is possible
for new mothers to experience a
short depression, since they are
under a lot of emotional pressure.
They feel sad, terrified, irritated
or cannot sleep. If the disposition
does not end in two weeks, we
can speak about postpartum
depression. Statistics show that
approximately 15% of the women
giving birth experience this type of
depression.

The implications of depression
on health are many. Persons
suffering from depression show a
high risk (three times higher!) to
experience a cardiac problem. In
fact, depression affects the entire
body. It weakens the immune
system, increasing the sensitivity
to certain viral infections and, in
time, even to certain forms of
cancer (a strong argument for the
early treatment of depression).
Also, it was seen that depressive
persons have a higher rate of
diabetes and osteoporosis.

The activity, or lack of it, can
have unfavourable consequences
on the immune system; some
data suggests that old depressive
adults are more vulnerable

to the damaging effects of a
sedentary lifestyle. In exchange,

it was seen that physical exercises
are beneficial for the immune
parameters and even support the
remission of depressive symptoms
in old adults. The latter represent
the group with the highest ratio of
depressive persons.

Although any form of
psychotherapy proved useful in
approaching depression, there are
studies showing that cognitive-
behavioural therapy is one of the
most effective (with or without
anti-depressants). Given the ever-
higher interest in mindfulness
lately, a lot of evidence has been
collected to support the fact that
regular meditation can prevent
depression. Studies demonstrate
the efficiency of mindfulness
practised both independently
and in combination with cognitive
therapy.

In Romania, depression
affects approximately 10% of
the population and, worldwide,
more than 350 million people are
affected, according to the World
Health Organisation (WHO), while
numbers are increasing.

However, depression (as
painful as it is and with all its
consequences) has, eventually,
a positive purpose: it forces
the suffering person to focus
on the problems, being a
foreplay in solving them. In
fact, some researchers released
the hypothesis that depression
indicates the need of a better self-
acknowledgement.




servicii

oferi
medicale de calitate trebuie sa

Pentru a

existe 0 comunicare eficienta
intre medic si pacient pentru
cd aceasta reprezintd arta in

medicina si pune bazele relatiei
terapeutice medic-pacient. Se
cunoaste deja ca nemultumirile
si reclamatiile unor pacienti sunt
datorate unei brese in aceastd
relatie. Colectarea informatiilor
necesare alcatuirii unui diagnostic
corect, instructiunile terapeutice
cat si consilierea corespunzatoare
depind de abilitatea medicului
de-a intereactiona cu pacientul la
vizita medicala.

Unele chestionare de
satisfactie au descoperit ca
pacientii sunt nemultumiti de

intalnirea si discutia avutda cu
medicul curant care de altfel
parea chiar entuziasmat de
discutia purtata pentru ca, uneori
medicii tind sa 1si supraestimeze

abilitatile de comunicare. De
exemplu, un studiu realizat de
Tongue si colaboratorii sdi cu

privire la activitatea dintr-o sectie
de ortopedie, a indicat ca 75 %
dintre chirurgi sustineau ca au
un control bun in comunicarea cu
pacientul dar numai 21 % dintre
pacienti au confirmat acest lucru.
Rezultatele studiilor remarca inca
o data faptul ca pacientii doresc o
comunicare mai buna.

Pacientul era considerat
nucleul din complexul medical inca
de pe vremea scolii grecesti allui
Cos. Dar aceasta practica nu s-a
manifestat tot timpul. De exemplu,

COMUNICAREA MEDIC-PACIENT

intre 1950 si 1970, nu se obisnuia
sa se dezvaluie pacientului un
diagnostic cu prognostic negative,
considerand ca acest lucru ar
fi inuman si Tn detrimentul
bolnavului. Asa ca tiparul medical
s-a modelat mai recent, evoluand
de la paternalism la individualism.
Schimbul de informatii sta la baza
comunicarii iar consumarismul
medical a condus la actualul model
unde pacientul e parte implicata
in luarea deciziilor.

Beneficiile unei comunicari
eficiente

O comunicare bunad intre
medic si pacient are puterea sa
modereze emotiile bolnavului si sa
faciliteze intelegerea informatiilor
medicale. Mai mult, comunicarea
trebuie sa permita o mai buna
identificare a nevoilor, perceptiilor
si asteptarilor pacientului.

au aratat ca

Unele studii
pacientii care au fost multumiti de
conversatia cu medicul au reusit
sa tolereze mai bine durerea si
sa se recupereze mai bine. De
asemenea, la pacientii oncologici
s-a observat ca volumul tumoral

s-a micsorat, iar calitatea vietii
s-a imbunatatit. Alte cercetari au
remarcat ca perioada de spitalizare
s-a redus substantial Tn cazul
pacientilor care au colaborat bine
cu medicul; de aici bineinteles s-a
usurat activitatea altor specialitati,
nemaifiind nevoie de alte evaluari
sau alte cheltuieli. Dar nu numai
pacientul are de castigat din
aceasta relatie, ci si medicul care
nu se mai confrunta cu procese de
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malpraxis. Tn plus, medicul va avea
satisfactia unei misiuni indeplinite
care anuleaza sindromul de
suprasolicitare.

Problemele ce impiedica
o relatie buna

Chiar daca fincercam din
rasputeri sa ne concentram pe
ceea ce ne spune bolnavul la
consultatie, intervin din pacate
obstacolele realitatii vietii
medicale in care medicul este
asaltat de zeci de pacienti, ceea
ce fi scurteaza foarte mult timpul
alocat pentru fiecare dintre ei. O
alta cauza este frica medicului de
acuzatii, de abuzul fizic si verbal,

dar si de asteptarile ireale ale
pacientilor.
De ce abilitatea de

comunicare a tinerilor medici
pierde teren in zilele noastre?
Medicii tineri se concentreaza
prea mult asupra educatiei
medicale si in timp ce se pregatesc
ca medici rezidenti devin intens
preocupati de aprofundarea
cunostintelor de medicina alopata

incat uita sa se mai focuseze
si asupra fngrijirii holistice a
pacientului. De asemenea,

brutalitatea fizica si emotionala a
pregatirii medicale in special din
perioada rezidentiatului suprima
empatia si transforma tehnicile
de comunicare care conduc uneori
la sfidarea pacientului.

Informatiile medicale nu se
divulga
Interactiunea dintre pacient
si medic reprezinta un proces
complex, iar lipsa de comunicare
si Intelegere poate precipita o
adevarata cascada de evenimente

nedorite Tn ceea ce priveste
perceptia  pacientului  asupra
prognosticului sdu, obiectivelor

de tratament, asteptarilor sale
si implicarii in tratament. Acesti
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factori importanti 1l pot afecta
pe pacient in luarea deciziilor in
ceea ce priveste tratamentul si
ingrijirea pe termen lung care
pot avea o mare influenta asupra
patologiei Iui. Un medic care
detine abilitatea de a sti cum sa
comunice cu pacientul i va da
incredere pacientuluisa se simtd ca
un adevaarat partener de discutie
cu privire la propria-i sanatate.
Aceastd experientd subiectiva care
influenteaza biologia pacientului
este ceea ce Sobel o descria ca
pe “biologia increderii de sine”
care accentueaza rolul critic al
perceptiei pacientului in procesul
de vindecare.

Caracterul ezitant al medicilor
Tn momentul cand pacientului
trebuie sa i se transmitd un
diagnostic cu prognostic negativ,
unii medici evita discutiile cu
acestia datorita impactului
emotional si social care se creaza,
dar si datorita faptului cd nu
exista timp necesar si loc pentru
a discuta acest subiect delicat.
Aceasta nu numai ca i adanceste
suferinta  pacientului, dar 1l
afecteaza emotional si pe medic.
Astfel se creeaza un cerc vicios n
care pacientii nu divulga informatii
pretioase ce duce la intarzierea
elucidarii diagnosticului corect.

Descurajarea unei colaborari
medic-pacient

Se intdmpld ca n anumite
situatii, pacientii sa se simta
descurajati Tn  a-si exprima
ingrijordrile si asteptdrile sau sa
isi piarda curajul de a mai adresa
unele intrebari. Astfel, pacientii se
simt descurajati Tncat obiectivele
pentru a obtine o stare de
sandtate bund esueaza. Absenta
explicatiilor clare si suficiente
pentru ca pacientul sa nteleaga
ce are de facut pentru o stare de
bine conduce la un nonsens intre
pacient si medic si in final la un
esec terapeutic.

Rezistenta intampinata din
partea pacientilor

n zilele noastre, pacientii au
realizat si inteles ca nu sunt doar
niste spectatori cand vine vorba
de propria-i sanatate si ca se pot
opune oricand  monologului
de informatii oferite de medic.
Bolnavulva cauta sa reconstruiasca
activ pachetul informational de
specialitate pentru a-si revendica
perspectivele. Acesta se va
integra prin propria-i intelepciune
si prin experienta suferita cat
si prin inspiratia din realitatea
sociald. Lee si Garvin au sustinut
ca inegalitatea, relatiile sociale
si constrangerile structurale pot
fi cei mai influentabili factori in
sanatate. Aceasta afirmatie a
fost demonstrata de un studiu
in care pacienti de sex feminin
care faceau parte dintr-o clasa
socio-economica si demografica
inferioara din regiunea Apalasiana
din USA, nu au luat in consideratie
sfatul medical care informa
despre riscul cancerului de piele
Si prevenirea acestuia prin
evitarea expunerii la soare. in
schimb, acestea au luat in seama
parerea societatii care asocia
tenul bronzat cu frumusetea astfel
s-au coordonat dupa propriile
perspective si experiente si s-au
increzut in realitatea sociala. Acest
studiu a reflectat necesitatea de
a avea n vedere factorii sociali
in producerea, diseminarea si
utilizarea cunostintelor.

Strategii pentru imbunatatirea
abilitatilor de comunicare
Cand vorbim de abilitate

de comunicare ne referim atat
la stil cat si la continut. Atentia
cu care este ascultat pacientul,
empatia si intrebarile deschise
sunt cateva dintre abilitatile de
comunicare. O comunicare buna
medic-pacient tinde sa intareasca
increderea si aderenta pacientului
la tratament, influenteaza gradul
de satisfactie a pacientului cat si
modul de accesare a serviciilor de
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sanatate. Astfel se va Tmbunatati
calitatea ingrijirilor medicale, cat
si rezultatele acestora.

o

EMPATHY

Impartésirea vestilor negative
pacientilor este o sarcina dificila
si provocatoare in practica de zi
cu zi a medicine, iar construirea
unei relatii de fincredere este
secretul unei comunicari eficiente.
intelegerea perspectivelor
pacientilor, impartasirea
informatiilor, cunostintele detinute
de pacient cat si asteptarile pe care
le are sunt factorii cheie pe care un
medic trebuie sa le urmareasca.
Gresita interpretare a informatiilor
scade gradul de satisfactie a
pacientului fata de serviciile
medicale cat si a optimismului si
ajustarea psihologica ulterioara.

Baile si colaboratorii au
raportat ca pacientii isi privesc
des medicul ca unul din cele
mai importante surse de suport
psihologic. Empatia este un
puternic mod de-a reduce
sentimentuldeizolareapacientului
si de-a le valida sentimentele sau
gandurile asa cum ar trebui sa se
intample in mod normal.

Cum sa ne antrenam pentru o
mai buna comunicare?

Medicii nu se nasc cu abilitati
excelente de comunicare cum se
intampla cu alte talente Tnnascute,
dar pot intelege foarte bine teoria
unei comunicari eficiente, pot
fnvata si practica aceste abilitati si
isi pot adapta stilul de comunicare
daca vor fi suficient de motivati.



Oricum, Tmbunatatirea conduitei
se poate pierde de-a lungul
timpului. De aceea ar trebui sa
se impuna adaugarea si invatarea
unor noi abilitati cu evaluare
periodica a acestora.

Educatia medicala ar trebui
sa depadseasca cu mult o lectie
de predare a abilitatilor pentru
sensibilizarea medicului cu scopul
de a oferi o experienta unica
pacientului.

Succesul unei conversatii cu
schimb de informatie va asigura
divulgarea, explorarea temerilor
pacientului si intelegerea
optiunilor terapeutice in timp util
pentru a-i Tmpartdsi medicului
decizia luata. Pentru a obtine acest
lucru in locul aplicarii unui protocol
standardizat, medicul trebuie sa
faciliteze dialogul si negocierile cu
pacientul si optiunile terapeutice
sa fie evaluate si slefuite in functie
de nevoile pacientului.

Optiunea terapeutica trebuie
expusa in asa fel incat pacientul sa
poata participa la luarea deciziilor
si sa se tina cont de asteptarile
acestuia si de nivelul de risc al
acceptarii, dar si orice este nevoie

pentru a maximiza aderenta
pentru a obtine rezultatele cele
mai bune.

Managementul conflictual

Feudtner a descris anumite
aspecte din departamentul de
ingrijire paliativd pediatricd unde,
adesea, cauzele conflictuale nu
s-au dezvaluit. Sursa problemelor
ramaneinrepetateranduriodilema

pentru ambele parti generand
dezbinare si neintelegere.
Conflictele creeaza situatii de

incordare in care sentimentele de
neputinta, frustrare, confuzie, ura,
nesiguranta, esec sau tristete pun
capat unei discutii benefice pentru
ambele tabere. Medicul ar trebui
sa remarce aceste sentimente si sa
adapteze noi abilitati pentru a gasi
o rezolvare a conflictului pentru a-|
transforma intr-un succes clinic.

Convingerile din sanatate

Valorile Si credintele
contribuie enorm la relatia medic-
pacient cat si la interactiunea
dintre acestia. Parerile contrare
pot afecta corectitudinea
tratamentelor prin crearea de
cai alternative, competitionale si
aparitia temerilor si neincrederii in
sistemul medical. Poate ca medicii
urmdresc un protocol medical
pentru investigare si tratament
insa valorile si parerile pacientului
sunt influentate de multi factori,
ca de exemplu cei sociali,
comportamentali, biologici si
anatomici. Ar fi util pentru pacient
ca medicul sa verifice daca acesta
ainteles toate detaliile discutate la
vizita medicala si sa se asigure c3,
daca exista vreo neintelegere, sa
i se rezume pacientului Tn cateva
randuri cele relatate.

Limitari si incursiuni in viitor

Studiile clinice concepute
in prezent se straduie sa ajunga
la o cale de rezolvare a acestei
probleme cronice. Subiectivitatea
perceptiilor reprezinta una dintre
limitarile acestor studii. Parametrii
fiziologici sunt greu de masurat
in unele afectiuni chirurgicale
si In unele boli cronice datorita
dificultatii colectarii feedback-ului
din partea pacientului. Gradul
de satisfactie este o notiune
complexa cu multi determinanti
si este folosit ca rezultat final al
serviciilor medicale prestate, iar
ratingul sdu ofera informatii utile

asupra structurii, procesarii si
rezultatelor actului medical.

Mai toate studiile utilizeaza
drept etalon gradul de satisfactie
a pacientilor pentru a determina
eficienta relatiei doctor-pacient.
Probabilitatea de a genera un
raspuns general este limitat pentru
ca, printre altele, depinde de
marimeasicaracterulreprezentativ
al populatiei studiate. Este necesar
sa se studieze un numar cat mai
omogen de cazuri mixte pentru e
explora cauza si efectul diversilor
factori ce privesc comunicarea
medic-pacient. Tn plus, efectul
Hawthorne —constientizarea
faptului ca esti observat si evaluat,
este dificil de eliminat in studiile
observationale fiind un factor
influentabil al caracterului.

Pacientului nu i pasa cat de
multe cunosti pana nu afla cat de
mult iti pasa de ei”-Terry Canale
( professor and chairman of the
University of Tennessee-Campbell
Clinic, department of orthopaedic
surgery and president of the
Campbell Foundation)

S

Comunicarea dintre un medic
si pacient sta la baza procesului de
sanatate. Medicii impun respect
si putere asa cum Hippocrate
relata ca medicii au puterea de-a

influenta sanatatea pacientilor.
O conversatie eficienta poate fi
o sursa de motivatie, asigurare,
stimulent si suport. O relatie
buna medic—pacient poate creste
satisfactia locului de munca si sa
le redea pacientilor increderea in
ei, motivatia si sa priveasca in mod
pozitiv starea lor de sanatate care
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va influenta rezultatele propriei sanatati.

Majoritatea nemultumirilor declarate de pacienti nu
sunt legate de competentele clinice ale medicului, ci de
comunicarea cu acesta. Cel care apeleaza la medic doreste
ca pe langa evaluare, diagnosticare si tratament sa fie tratat
si cu amabilitate.

Evitarea unui deznodamant cu final nefericit in pelicula
sistemului medical, cat si evitarea interventiilor chirurgicale
costisitoare, impun ca personalul medical sa comunice si sa
se comporte cu blandete si intelegere fatd de suferintele
bolnavului pentru a-i castiga fincrederea, astfel incat
pacientul sa detalieze amanuntit informatii utile formularii
unui diagnostic corect. Aceasta va conduce la rezultate
medicale bune si grad de satisfactie Thalt cu reducerea
cheltuielilor aferente actului medical si dacd bolnavul va
constientiza cu ce probleme de sanatate se confrunta
atunci si aderenta la tratament va fi crescuta.

Site-ografie

Analiza comunicarii medic-pacient, Jennifer Fong Ha- MBBS
(Hons) Dip Surg Anat si Nancy Longnecker -PhD, disponibil online
pe site-ul ncbi.nlm.nih.gov

Unul din aparatele de ultima generatie
ale sanatoriului

DOCTOR-PATIENT COMMUNICATION

Dr. Elena CRISTESCU

To provide quality medical
services, there must be an efficient

communication between the
doctor and the patient, because
this is the art of medicine and
places the bases of the doctor-
patient therapeutic relationship.
It is a known fact that claims
and dissatisfactions of some
patients are due to a breach in
this relationship. Collecting the
information required to set the
correct diagnostic, the therapeutic
instructions and  appropriate
counsellingdependonthedoctor’s
skill to interact with the patient
during the medical examination.
Some satisfaction
guestionnaires have uncovered
that patients are not satisfied with
the discussion with their physician

who looks quite enthusiastic
with the discussion because,
sometimes, doctors tend to

overestimate their communication

skills. For instance, a study carried
out by Tongue and co. regarding
the activity in an orthopaedics
department showed that 75%
of the surgeons claimed a fine
control of the communication with
the patient, however only 21% of
the patients confirmed this. The
results of the studies once again
outline that patients want a better
communication.

The patient was seen as the
nucleus of the medical picture
since early the Greek school of
Cos. But the practice was not
always applied. For instance,
between 1950 and 1970, it was
not customary to reveal the
patient a diagnostic with negative
forecast, seeing this as inhumane
and harming the patient.
Therefore, the medical pattern
was reshaped recently, evolving
from parenthood to individualism.
The exchange of information is
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the basis of communication and
medical consumerism led to the
current pattern where the patient
is a party involved in the decisions
taken.

Benefits of an
communication

efficient

A good communication
between the doctor and
the patient can moderate
the patient’s emotions and
facilitate the understanding of
medical information. Moreover,
communication  should allow

for a better identification of the
patient’s needs, perceptions and
expectations.

Some studies showed
that patients satisfied with the
conversation with the doctors
succeeded in better tolerating
pain and a better recovery.
Also, in cancer patients, it was
seen that the tumour volume



got smaller and the quality of
life improved. Other research
showed that the hospitalisation
period reduced  significantly
for patients who collaborated
with the doctor better; hence,
of course, the activity of some
specialities got easier, without
the need of other assessments or
expenses. However, it not a win
for the patient only, it is also for
the doctor who no longer faces
malpraxis trials. In addition, the
doctor has the satisfaction of the
mission accomplished, removing
the syndrome of exhaustion.

Issues preventing a fine

relationship

Even if we try hard to focus
on what the patient says during
the examination, the obstacles
of the daily life interfere and the
doctor is assaulted by dozens of
patients shortening very much
the time given to each of them.
Another cause is the doctor’s
fear of accusations, physical and
oral abuse and the patients’ false
expectations.

Why is the young doctors’
communication  skill loosing
grounds these days? Young
doctors focus too much on medical
educations and, while preparing
as interns, are highly concerned
with  strengthening allopathic
medicine knowledge, sometimes
forgetting to focus on the patient’s
holistic care. Also, physical and
emotional brutality of medical
education, especially  during
internship, suppresses empathy
and transforms communication
skills which sometimes entail the
patient’s defiance.

Medical information is not
revealed

The patient-doctor
interaction is a complex process
and the lack of communication
and understanding can entail a
cascade of unwanted events in
terms of the patient’s perception

on their prognostic, treatment
objectives, expectations and
involvement in the treatment.
These major factors can affect
the patient in taking decisions
concerning the treatment and
long-term care which can highly
influence the pathology. A doctor
with a good communication skill
provides confidence to the patient
and makes them feel as a real
talk partner regarding their own
health. Such subjective experience
influencing the patient’s biology
is what Sobel described as ,,self-
confidence biology” enhancing
the critical role of the patient’s
perception in the healing process.

Doctors’ hesitating nature

When the patient has to
receive a diagnostic with negative
forecast, some doctors avoid
discussions with them because
of the emotional and social
impact created and because the
necessary time and space to
discuss such a delicate subject are
lacking. This not only deepens the
patient’s suffering, but also affects
the doctor emotionally. Thus, a
vice circle is created where the
patients fail in revealing precious
information entailing a delayed
correct diagnostic.

Discouraging the doctor-patient
collaboration

It is possible that s
some situations patients feel
discouraged in expressing

anxieties and expectations or
they lose the courage to ask some
questions. Thus, patients feel
discouraged so much that the
objectives of achieving a good
health condition fail. The lack of
clear and sufficient explanations
for the patient to understand
what to do for a fine condition
entails misunderstanding between
the doctor and the patient and,
eventually, the therapeutic failure.

Opposition from patients

Today, patients know and
understand that they are not
simple viewers when it comes to
their own health and that they
can oppose at any time during the
monologue of information given
by the doctor. The patient seeks
to actively rebuild the package
of specialised information to
claim perspectives. They shall
integrate by their own wisdom
and experience and also by the
inspiration in the social reality.
Lee and Garvin claimed inequality,
social relationships and structural
limitations can be the most
influenced factors in health. The
statement was demonstrated by
a study where female patients
from a lower social-economic
class in the Appalachians, USA,
failed to consider the medical
advice informing on the risk of
skin cancer and its prevention
by avoiding the sun exposure. In
exchange, they considered the
social opinion associating a dark
complexion with beauty and thus
followed their own perspectives
and experiences and trusted the
social reality. The study outlined
the need to consider social factors
in producing, disseminating and
using knowledge.

Strategies to improve
communication skills
When it comes to
communication skills, it is about
both style and content. The
attention in listening the patient,
the empathy and open questions
are some of the communication
skills. A good doctor-patient
communication tends to
strengthen trust and the patient’s
adhesion to treatment, influencing
the patient’s level of satisfaction
and the access to medical services.
Hence, the quality of medical care
and the results are improved.
Sharing negative news
with patients is a difficult and
challenging task in the daily




medical practice and building a
relationship of trust is the key
to an efficient communication.
Understanding the  patients’
perspectives, sharing information,
knowledge held by the patient
and the expectations they have
are the key factors a doctor must
pursue. The wrong interpretation
of information reduces the
patient’s level of satisfaction
regarding the medical services
and the subsequent optimism and
psychological adjustment.

Baile and co. showed that
many times patients look at their
doctor as to one of the most
important sources of psychological
support. Empathy is a strong tool
in reducing the patient’s feeling
of isolation and in validating their
feelings or thoughts as it normally
should.

How do we train for a better
communication?

Doctors are not born with
excellent communication skills
as it happens with other native
talents, but they can very well
understand the theory of an
efficient communication, can
learn the practice of this skill and
can adapt their communication
style if sufficiently motivated.
Anyhow, improving conduct can
be lost along the way. Therefore,
they should add and learn new

skills and regularly assess them.

Medical education should
go much beyond a skill teaching
lesson to sensitise the doctor
in order to provide a unique
experience to the patient.

The success of a discussion
with an exchange of information
ensures the patient’s fears are
revealed and explored and
that therapeutic options are
understood in due time to share
the decision take with the doctor.
To achieve this, instead of a
standard protocol, the doctor
should facilitate the dialogue and

negotiations with the patients,
and therapeutic options should be
shaped and assessed according to
the patient’s needs.

The therapeutic option must
be so described that the patient
be given the opportunity to
partake decision making and their
expectations to be considered, as
well as the acceptance risk level,
as well as anything required to
maximise adhesion to achieve the
best results.

Conflict management

Feudtner described some
issues in the children palliative
care department where, often,
conflict causes were not revealed.
The source of problems remains,
many times, a dilemma for both
parties, causing ruptures and
misunderstanding. Conflicts cause
tension, the feeling of impotence
frustration,  confusion, hate,
uncertainty, failure or sadness,
ending a beneficial discussion for
both sides. The doctor should see
these feelings and adapt new skills
to find a solution to the conflict
in order to turn it into a clinical
success.

Health convictions

Values and beliefs add
much to the doctor-patient
relationship and their interaction.
Contradicting opinions can affect
the correctness of treatments by
creating alternative, competitive
means and causing fears and lack
of trust in the medical system. Yes,
doctors follow a medical protocol
for investigation and treatment
however the patient’s values
and opinions are influenced by
many factors, for instance social,
behavioural, biological and
anatomic factors. It would be
useful for the doctor to check if
the patient understands all details
discussed during the examination
and ensure that, in case of
misunderstandings, the patient is
repeated several times the issues.

Limitations and a glance of
the future

Clinical studies carried out
struggle to find a way to solve
this chronic issue. The subjective
nature of perceptions is one of
the limitations of these studies.
Physiological  parameters are
hard to measure in some surgical
disorders and some chronic
disorders because of the difficulty
in collecting feedback from the
patient. The level of satisfactionisa
complex notion with many factors
and is used as a final result of
the medical services provided, its
rating providing useful information
on the structure, processing and
results of the medical act.

Almost all studies use the
patients’ satisfaction as template
to set the efficiency of the
doctor-patient relationship. The
probability to generate a general
answer is limited, inter alia, by the
fact that this depends on the size
and nature of the representative
nature of the population
studied. It is necessary to study a
homogeneous number of mixed
cases to explore the cause and
effect of the various factors
concerning the doctor-patient
communication. In addition, the
Hawthorne effect — knowing one
is studied and assessed, is hard
to remove in observation studies,
being a factor of character subject
to influence.

The patient doesn’t care how
much you know until they learn
how much you care”-Terry Canale
( professor and chairman of the
University of Tennessee-Campbell
Clinic, department of orthopaedic
surgery and president of the
Campbell Foundation)

The doctor-patient
communication is the basis of the
health process. Doctors impose
respect and power, as Hypocrites
said that doctors have the power
to influence the patients’ health.
An efficient discussion can be a
source of motivation, assurance,



stimulation and support. A good
doctor-patient relationship can
increase the job satisfaction and
give the patients self-confidence,
a positive way of looking at their
health conditions, thus influencing
the results of their own health.
Most dissatisfactions outlined
by the patients are not related to
the doctor’s clinical skills, but to

the communication. Those going
to the doctors seek kindness,
besides assessment, diagnostic
and treatment.

Avoiding an unhappy result in
the medical system and avoiding
expensive surgeries require

communication from the medical
staff, kindness and understanding
of the patient’s sufferance to earn

their trust and for the patient to
detail useful information to set
the correct diagnostic. This shall
entail better medical results and a
high level of satisfaction, reducing
expenses with the medical act,
and, if the patient acknowledges
the health issue, the adhesion to
treatment shall also be high.

ALGERIA SE PREGATESTE SA IA STARTUL IN TURISMUL MEDICAL BALNEAR MODERN

Olga SURDU?, Traian — Virgiliu SURDU?, Monica SURDU?
1. SBRT; 2. Universitatea Ovidius Constanta; 3. Spitalul Clinic Universitar de Urgentd Sf. Apostol Andrei, Constanta.

Algeria, unul dintre partenerii
traditionali ai Romaniei, se
pregateste intens pentru a lua
startul in competitia turismului
medical balnear si metaforic
vorbind este in cdutarea unui
antrenor care impreuna cu echipa
locala sa valorizeze traditia sisa dea
contur viziunii guvernamentale
actuale, respectiv turismul balnear
ca pol de dezvoltare durabila.
Turismul balnear si de refacere a
starii de bine (bien-étre), este o
prioritate economica in Algeria
ce poate contribui la cresterea si
diversificarea ofertei de munc3,
valorizarea practicii traditionale
a bailor ce coboara in timp péana
la epoca romana si consolidarea
asistentei medicale prinincluderea

Rdsplata muncii - diploma de onoare
oferitd de Doamna Secretar
General a MTA

balneo- si talasoterapiei ca forma
de fingrijire a sanatatii. Toate
acestea vor contribui la conturarea
si afirmarea unui brand de tara —
Algeria balneara.

in acest context, pe 18
februarie 2019 a avut loc la Alger
o fintalnire internationala asupra
dezvoltarii turismului balnear in
Algeria, turismul medical balnear
fiind o provocare si 0 miza pentru
Algeria.

La aceastd reuniune a
participat Excelenta Sa Domnul
Benmassoud ABDELKADER,
Ministrul Turismului si
Artizanatului, care in alocutiunea
de deschidere a prezentat strategia
de dezvoltare a turismului
balnear algerian avand ca orizont

anul 2030. De asemenea, au
participat Excelenta Sa Domnul
Anass DOUKKALI, Ministrul
Sanatatii, un reprezentant
al Ministerului Educatiei,
deputati, directorii statiunilor
balneare, ai exploatarilor

factorilor terapeutici, ai grupului
reprezentantilor hotelierilor din
turismul termal (HTT), un total
de peste 350 de participanti.

Tematica acestei reuniuni a
fost formarea profesionala
medicala, paramedicala si

auxiliard, uniformizarea pregatirii
si formarea formatorilor. n
prima parte a reuniunii au fost
prezentate cinci lucrari, iar dupa

pauza de pranz lucrdrile s-au
derulat in doua ateliere de lucru,
unul referitor la protectia si
valorizarea potentialului balnear si
un altul referitor la dezvoltarea si
uniformizarea practicii medicale in
statiunile balneare si centrele de
talasoterapie.

Sanatoriul Balnear Si
de Recuperare Techirghiol
a reprezentat Romania prin

conferinta doamnei doctor Olga
SURDU "“Experienta romaneasca in
formarea profesionala si practica
medicald in statiunile balneare”.
Profesorul Muffit Zeki Karagulle,
din partea Turciei, a prezentat
lucrarea ”“Dezvoltarea si impactul
medicinei balneare in lume”.

In urma discutiilor din cadrul
celor doua ateliere de lucru au
fost elaborate recomandari ce
au fost supuse aprobarii plenului
reuniunii. In urmatoarele doud
luni reprezentanti ai Ministerului
Turismului si Artizanatului vor
efectua o misiune exploratorie in
Romania in vederea gasirii celor
mai bune solutii de colaborare
institutionala.

Algeria pe care o vedem astazi
este edificata pe bazele puse de
civilizatii stravechi, din preistorie,
ingemanate cu civilizatii ce au
trecut pe tarmurile Mediteranei
sau prin nisipurile Saharei (romani,
bizantini,  arabi/mauri,  turci,
francezi).
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Influentele romane, bizantine,
otomane, franceze sunt prezente
si Tn balneologia romaneasca.
Addugand buna  cooperare/
colaborare din secolul al XX-lea
dintre cele doua tari obtinem
ingredientele unei prietenii
stiintifice si profesionale fintre
medici din Algeria si Romania.

Asteptdnd inceperea lucrdrilor cu Dr. Ahmed BELAITAR si
Prof. Muffit-Zeki Karagulle

ALGERIA PREPARES TO ENTER THE MODERN BALNEAR MEDICAL TOURISM

Olga SURDU?, Traian — Virgiliu SURDU?, Monica SURDU?
1. TBRS; 2. Ovidius University in Constanta; 3. County University Emergency Hospital , Sf. Apostol Andrei, Constanta.

Algeria, one of Romania’s
traditional  partners, strongly
prepares to take the start in the
competition of balnear medical
tourism and, metaphorically
speaking, is searching for a trainer
to capitalise, together with the
local team, tradition and shape
the current governmental vision,
namely balnear tourism as a pole
of  sustainable development.
Balnear and well-being recovery
tourism (bien-étre) is an economic
priority in Algeria, which can add
to the increase and diversification
of labour offer, to the capitalisation
of old traditional bath practice
since early the Roman age and
to the reinforcement of medical
care by including balnear and
Thalassotherapy as form of health
care. All these shall add to the
shaping and confirmation of a
country brand - Balnear Algeria.

In such context, on 18
February 2019, an international
meeting took place in Alger
regarding the development of
balnear tourism in Algeria, balnear
medical tourism being a challenge
and a bet for Algeria.

The meeting was honoured
by His Excellency Mr. Benmassoud
ABDELKADER, Minister of Tourism

and Cottage Industry who, in
the opening speech, described
the Algerian balnear tourism
development strategy aiming to
the year 2030. Also, His Excellency
Mr. Anass DOUKKALI, Minister of
Health, a representative from the
Ministry of Education, deputies,
managers of balnear resorts and
therapeutic factor exploitations,
of hotel representatives in the
thermal tourism (HTT) were
present, in total more than
350 participants. The topic of
the meeting was the medical,
para-medical and auxiliary
professional training, as well as
the homogeneity of trainers’
training and education. In the first
part of the meeting, five works
were presented and, after lunch
break, the works were carried out
in two workshops, one concerning
the balnear potential protection
and capitalisation and another
one concerning the development
and standardisation of medical
practice in balnear resorts and
Thalassotherapy centres.

Romania was represented by
Techirghiol Balnear and Recovery
Sanatorium, by the conference
of Mrs. Dr. Olga SURDU "The
Romanian experience in
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professional training and medical
practice in balnear resorts”.
Professor Muffit Zeki Karagulle,
from Turkey, spoke about the
,Development and impact of
balnear medicine worldwide”.

The discussions during
the two workshops resulted in
recommendations subject to the
approval of the meeting plenum.
Over the following two months,
representatives if the Ministry of
Tourism and Cottage Industry shall
carry out an exploration mission
to Romania in order to find the
best institutional collaboration
solutions.

Algeria we see today was built
on the bases of ancient, prehistoric
civilisations, twins with civilisations
crossing the Mediterranean Sea
the and Saharan sands (Roman,
Byzantine, Arabian / Moorman,
Turkish, French)

The Roman, Byzantine,
Turkish, French influences are
present also in the Romanian
balneology. Adding the fine
cooperation /collaboration from
the 20th century between the two
countries, we get the ingredients
of a scientific and professional
friendship between doctors in
Algeria and Romania.



Personalitati romanesti

PROF. UNIV. DR. MARIOARA GODEANU (1938-2014)

Personalitate stiintifica de
prestigiu, laureatd a premiului
Academiei Romane, prof.univ.dr.
Marioara  Godeanu(1938-2014)
si-a pus amprenta inventivitatii,
profesionalismului,
responsabilitatii si perseverentei
sale asupra cercetarilor
intreprinse Tmpreuna cu colectivul
Departamentului Fenomene
Energoinformationale pe care
I-a coordonat timp de 15 ani.
Prezenta la diverse manifestari
stiintifice din tara si strainatate,
a rostit mereu cu claritate
Si competenta convingerile
sale, opiniile echilibrate, dar si
indraznete in abordarea stiintifica
multidisciplinarda a unor domenii
vizand descifrarea comunicarii
in structurile vii si nevii, natura
energiilor vibratorii care anima
Universulvizibil siinvizibil, rosturile
omului ca fiintda energetica,
influentele cosmotelurice asupra
sa si altele.

| s-a spus magiciand caci a
izbutit sa fabrice in retorte minuni:
0 piramida construita dupa
proportia piramidei lui Keops, in
care apa se purifica de la sine si
vegetatia creste mai repede ca in
exterior, un film (rasplatit cu multe
premii internationale) in care a
demonstrat ca natura poseda un
sistem perfectionat de transmitere
si receptare de informatii(plantele
vorbesc intre ele, au sentimente
si trairi afective, rad de bucurie
si plang de durere, asemenea
oamenilor).

O directie importanta de
cercetare in fenomenele de granita
a constituit

“efectul de formd” cunoscut
sub numele de , efect de piramida”.

fn 1986 a intrat in functiune
instalatia  biotehnologica tip
piramida, pentru epurare Ssi

obtinere de biomasa. Este prima
instalatie de epurare din lume

recunoscutd pe plan mondial. Tn

cadrul instalatiei s-au efectuat
experimentari pentru cunoasterea
tipurilor de energie care determina
modificari asupra structurilor vii in
special la plante (ritmuri mari de
crestere a bio-masei, cresterea
cantitatii de ADN la plante,
modificari histologice etc). Efectul
de forma s-a transpus Tn contracte
de cercetare si lucrari de licenta.

Lucrdri importante si in
premiera s-au referit la cercetari
privind noile directii de crestere
a plantelor la bordul navetelor
spatiale si perspectivele nationale
de experimentare.

Un ultim domeniu abordat in
cercetdri a fost cel de stabilire a
memorie apei (mai ales in legatura
cu efectul de forma).

Pentru domeniul fenomenelor
de granitad in stiinta a elaborat in
perioada 1981-2005, 28 de lucrari
stiintifice si a coordonat aparitia a
2 volume de lucrari speciale.

Aufostrealizate 4 simpozioane
nationale cu “Fenomene de
granita” care au beneficiat de o
audienta deosebitd, dintre care
unul cu tema ,, Implicarea fondului
acvatic dobrogean in mentinerea
echilibrului ecologic al populatiei

umane”, la Techirghiol n 2005.

Prof.univ.dr. Madrioara
Godeanu este autoare sau
coautoare la 32 brevete de inventii.

O masa rotunda cu tema
"In memoriam prof.univ.dr.
Marioara Godeanu, un pionier in
cercetarile stiintifice de granita”,
organizata de Sanatoriul Balnear
si de Recuperare Techirghiol se
va defasura in ziua de 30 martie,
in prezenta unor cercetatori din
domeniu.

Transcriem in randurile de
mai jos un articol sub semnatura
prof.univ.dr. Marioara Godeanu
publicat in Cuget liber, 2000.

ISTORIE SI STIINTA — DESPRE
PIRAMIDE

Marioara Godeanu

n ultimul deceniu
domeniul influentei formei
asupra structurilor vii si nevii

a finceput sa fie mediat prin
numeroase publicatii nationale si
internationale, astfel ca marele
public a devenit interesat mai ales
prin descrierile cu tenta exotica.
Fascinatia domeniului vine insa din
negura timpului, transmisd atat
prin traditiile vechilor popoare, cat
si prin relatarile unor istorici.

Din anul 1985, lucrarile
stiintifice m-au determinat sa
caut o intelegere a domeniului,
o fundamentare stiintificd. n
calatoria cunoasterii nu am fost
singura, ci m-au insotit prieteni din
toate domeniile stiintei. La baza
calatoriei, incitanta a fost remarca
unui scriitor arab din sec. Xlll, care
spunea: “Pe Terra toate lucrurile
se tem de timp, numai timpul se
teme de Piramide”. Pentru o mai
buna Tintelegere a domeniului,
va propun o scurtd incursiune in
istorie pe baza datelor selectate.




Dupa o traditie coptd, Marea
Piramida din complexul de Ia
Gizeh, cu numele Omul, Luminile
sau Khufu (nume egiptean) ar fi
fost ridicata cu 300 ani Tnhainte de
potop. Dupa relatarea lui Herodot,
care afirma ca preotii, Tn timpul cat
afostelin Egipt, i-ar fiaratat 341 de
statui reprezentand succesiunea
din tata in fiu a marilor sacerdoti
- de la diluviu pana in vremea sa-,
ar rezulta o perioada de 10.000 de
ani. Vechimea pe baza afirmatiilor
istoricilor arabi citati de Charroux,
Sorin Stefanescu, sau a carturarilor
copti citati de G. si T. Chitulescu, ar
fi cu mult mai mare.

Ce este piramida?, intreaba
Mihail Eminescu. "E un finit Tn
raport cu infinitul... un cerc care se
repeta in infinit, culmineaza intr-un
varf, Obeliscul, acul Cleopatrei...
Este o proportionalitate — e
ecuatia. Natura insdsi o urmeaza”.

Matilla Ghika, matematician si
filosof roman, arata ca astronomii
care s-au ocupat de Marea
Piramida din Egipt au fost frapati
de proprietatile ei astronomice si

geodezice.
Abatele Th.Moreux apreciaza
faptul ca: “piramida vine sa

deschida era arhitecturii nu printr-
un fnceput neinsemnat, destinat
sa amplifice Tn decursul secolelor,
sub forma unor progrese lente si
continui, ci printr-un elan stiintific,
de o maretie si de o desavarsire
incomparabila, realizdnd dintr-o
data un ideal pe care poate ca
omenirea nu-lva depasiniciodata”.

Profesorul V.V.Moisescu,
nascut Tn Arges, la Domnesti (sa
fie oare o fintamplare, judetul
in care s-a decis si s-a construit
o piramida la scara 1/10 fata
de cea a Iui Cheops in 19857),
arata ca "Omniprezenta lui 286
in geometricul templu al stiintei-
religiei scoate 1n relief piramida
cea mai presus de simturi, care
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imbraca pacea sensibila din toate
partile cu un nimb astral. Calea
numerelor, care sunt la baza
constructiei universului si la baza
stiintelor actuale, este pozitiva”.

Lucrarea lui Etienne Guille,
aparuta in anul 1989, privind
efectul de piramida atesta
faptul ca civilizatia egipteans,
caracterizata in general, ca o
teocratie la nivel politic si social,
reprezinta o adevarata democratie
a efortului depasirii sinelui, a
constiintei Tmpinse la extrem,
unde constientul si subconstientul
fuzioneaza ireversibil”. Referindu-
se la piramida, E.Guille afirma
ca: ”"totul este vibratie... totul
este miscare... vidul fluctueaza
intr-o masura aleatorie intre a Fi
si @ nu Fi”. Cum se materializeaza
vibratiile Tn fata materiei vii? Avem
noi receptorii specifici pentru acest
tip de vibratii? Cum evolueaza ele
in mediul Tnconjurator? Tot atat
de multe intrebari care ilustreaza
diferitele aspecte ale problemei si
care sunt puse prin insdsi natura
energiilor vibratorii care anima
universul vizibil si invizibil in care
suntem noi.

Si acum, cu toate ca istoria
este deosebit de bogatd, vom
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trece la instalatia tip piramida
Pitesti-Arges.

Interesul pentru efectele si
activitatea formei tip piramida
cu referire la Marea Piramida,
ne-au starnit curiozitatea legata
in special de acea afirmatie cu
privire la timp si piramida data
de scriitorul arab din secolul XIlII.
Prin 1978 aparusera mai multe
carti care afirmau existenta unor
fenomene legate de influenta
piramidei asupra structurilor vii si
nevii. Este vorba de mumificare,
deshidratare, stimularea cresterii
si dezvoltarii plantelor, ca si o
serie de influente asupra starii
de sandtate a omului. Dar cum
sa pornim experiente cand noi
nu stiam ce este efectul? Si
atunci am Tnceput sa urmarim pe
modele mici ce se intampla cu
o serie de ape uzate, culturi de
microorganisme, plante puse sub
piramida, incercand sa reeditam
experientele citate de Schuré si
Petit (1975). Rezultatele obtinute
ne-au condus la realizarea,
fmpreuna cu ing. lulian Constantin,
a unor proiecte de instalatii
mici tip piramida, amplasate in
judetele Mures, Caras-Severin,
Cluj si Bistrita. Aceasta din urma a
confirmat ca 90% din fenomenele
citate in literatura; de altfel ele au
constituit si punctul de plecare
pentru proiectele propuse pentru
Constanta-Tabacarie, Oradea si
Pitesti. Locul piramidei la Pitesti
a fost ales de Consiliul National
pentru Stiinta si Tehnologie si a
inceput derularea programului
de cercetare pentru piramide in
anul 1981. De-abia in 1985 a intrat
in functiune aceastd instalatie,
construita la scara 1/10 fatd de
cea a lui Cheops, instalatia care
are toti parametrii din literatura:
parametrii  privind  orientarea
unei laturi paralele cu directia
Nord-Sud fata de polii magnetici



si ”sectiunea sau raportul de
aur” (raportul dintre latura si
indltime). Desfasurarea lucrarilor
si incheierea lor s-a datorat
sprijinului acordat de IJCL Arges,
Institutul de Constructii Arges si
regretatului academician Mihai
Florescu.

Instalatia reprezinta o
structura vitrata cu cinci nivele,
inalta de 15 m. si cu latura bazei
(un patrat) de 23,9 m., plus un
subsol tehnologic prevdazut cu
laboratoare, ateliere si sali de
microproductie. Pe nivelele
superioare sunt amplasate bazine
de compensare debite, apoi un
canal care totalizeaza 1300 m.
lungime, pe care circula apa
uzata decantata si pe care cresc
plante. lluminarea se face numai
in lunile de iarnd, sau in zilele
cu cerul acoperit in proportie
de 100%. Personalul care
deserveste permanent instalatia
este compus din 7 persoane. In
cadrul cercetarilor de evidentiere
a efectelor de piramida au fost
angrenate 15 institute de cercetare
si numerosi specialisti interesati in
cercetarea fenomenului. in acelasi
timp, s-a construit si a intrat in
functiune si piramida de la UM
02210 din Bucuresti, programul
fiind pus sub coordonarea directa
a D-lui colonel ing. Teodor Pandur.

Ca metodologie de cercetare
s-au folosit atat metode clasic
cunoscute 1n diversele stiinte,
adaptari de metode, cat si metode
neclasice, cum sunt radiestezia.

= o i . o u L
Metoda imbatabilda in atestarea
energiilor a fost aceea de captare
si vizualizare in infrarosu, metoda
prin care s-a pusin evidentain zona
de maxima activitate a piramidei,
care corespunde cu a treia parte
din inaltime, o dubld spirala
asemanatoare cu cea a ADN-ului,
spirald cu activitate dinamica —
functie de ora de observatie (a
fost urmarita in infrarosu spirala
de doua ori a cate 24 ore). Plecand
de la aceasta vizualizare, la care
au fost adaugate experientele
de stimulare a comunicarii
intre plante (canalul termic de
comunicare  prezintd  aceeasi
formatiune spiralata stabilita intre
plante), comunicare vizualizata
si In piramida, polimerizare a
rasinilor epoxidice, decantarea
rapidd a lichidelor bifazice,
cresterea cantitatii de acizi nucleici
la plantele crescute in piramida,
obtinerea de cristale si multe
altele, colectivul de cercetare
ajunge la stabilirea unei ipoteze,
si anume ca forma tip piramida
cu latura patrat actioneaza ca
un rezonator biologic punand
in legdturad structura vie sau cea
nevie cu modulul sau arhetipal.
Aceastda ipoteza ne-a adus din
nou fn laboratoare, pentru a
relua masuratorile si la alte forme
geometrice, cum sunt conul,
trunchiul de piamida, poliedre
cu 3 fete (sau cu 5-6-8-10 fete),
cilindrul, dar care sunt construite
pe baza “raportului de aur”. Toate
formele joacda un rol important,

determinand efecte asemanatoare
piramidei, dar cu actiuni selective,
functie de forma.

Folosind metode radiestezice
pentru masuratori, atat
cercetatorii romani, cat si cei
strdini care au venit si ne-au
ajutat, au ajuns la Tintocmirea
unor harti uimitoare in piramida,
privind semnalele conventionale.
Ele sunt legate de activitatea
solard, rasaritul si apusul soarelui
fiind momente foarte importante,
marcate Tn interiorul piramidei.
Detectarea lungimii de unda
a culorilor a dus la concluzia
ca instalatia functioneaza ca o
lentild care desface lumina alba in
culorile spectrului luminos, care si
ele devin masurabile prin metode
fizice si biologice. Dintre cele mai
importante cercetari radiestezice
realizate, mentionam pe cele ale
dr. in geologie Ghicherie Caraivan,
care descoperda un patrat ce se
roteste din ordin ora, determinand
un cerg, si care masurat de la varful
piramidei spre baza, determina un
con.

Masuratorile de mare
finete, radiestezice, efectuate de
fizicianul Dan Svoronos in 1992,
duc la concluzia c¢da piramida
functioneaza in planul orizontal
din  jurul constructiei, péana
la o distanta de 250 m. (alte
masuratori o sesizeaza pana la o
distantd de 2 Kml!), iar repartitia
efectelor biogeofizice diurne 1in
planul orizontal evidentiaza o
functionare pe nivele energetice.
Nivelele sau inelele de stabilitate
energetica au un caracter relativ
determinat de vectorul de pozitie
Soare fata de Piramida. Natura
cosmica dominant solara a acestei
structuri energetice este sugerata
de variatiile diurne finregistrate,
atat in ceea ce priveste pozitia si
forma piramidei virtuale, cat si
relativ la structurarea Est-Vest,
conform pozitiei soarelui.

Efectul de piramida din
exterior are loc concomitent cu
cel interior, iar din desfasurarea
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simultana acestor actiuni rezulta o
inlantuire de fenomene cu efecte
bio-energetice. Asupra acestei
energii datele experimentale
obtinute demonstreaza legatura
indisolubila intre efectele
biogefizice Tnregistrate si pozitia
soarelui pe firmament... iar
accesul spre Tmparatia lui Ra fiind
0 scard sau o razd de soare.
Metodologia moderna

experimentata si prin sistemul
de scanare si prelucrare
computerizata, ca si cele obtinute
prin programe specializate a
imaginilor fotografice, au reusit
sa ne relateze multe din imaginile
venite din timpuri stravechi
sau cunostinte care atestd acea
legdtura de neinlocuit a existentei
legitatilor naturale si care mentin
echilibrul viului si neviului.

Romanian personalities

Energiile subtile, sistemele
arhetipale, istoria Tnsasi a naturii ni
se ofera cu gratitudine cu o singura
conditie: si anume a existentei
acelei ETICI de care trebuie sa
tinem seama si care este ETICA
EXISTENTIALA A NATURIIL?

1 Articol publicat la 21 iulie 2000 in
”Spiritualitatea”- Supliment al ziarului
Cuget Liber-Constanta

PROF. UNIV. DR. MARIOARA GODEANU (1938-2014)

A renowned scientific

personality, winner of the
Romanian Academy award,
prof.univ.dr. Marioara Godeanu
(1938-2014) left the print of

inventive nature, professionalism,
responsibility and perseverance
on the research undertaken with
the team from the Department of
Energy-Informational Phenomena
she coordinated for 15 vyears.
Present to scientific events in the
country and abroad, she has always
stated, clear and competent, her
convictions, balanced and daring
opinions in the multidisciplinary
scientific approach of some
fields, aiming to solve the issue
of communication between live
and un-live structures, the nature
of vibrating energies enlivening
the visible and invisible Universe,
the purpose of mankind as
energy beings, the space-telluric
influences on us and others.

She was called magician,
since she succeeded in producing
wonders: a  pyramid  built
according to the proportion of
the Great Pyramid of Giza, where
water purifies itself and vegetation
grows faster than outside, a film
(awarded several international
awards)  demonstrating  that
nature has a perfect system of
sending and receiving information

(plants speak, have feelings and
affective experiences, laugh with
joy and cry in pain, as humans do).

A major research direction
of the border phenomena was
the ,shape effect”, known as the
,pyramid effect”. In 1986, the
pyramid type bio-technological
facility was commissioned for
biomasstreatmentandproduction.
It was the first treatment facility in
the world recognised worldwide.
Experiments were carried out
within the facility to learn the
types of energies causing changes
on living structures, especially
plants fast rhythms of biomass
growth, increase in the amount of
DNA in plants, histological changes
etc.). The shape effect turned
into research agreements and
graduation papers.

Major, pioneering  works
concerned new ways of growing
plants on board of space ships
and also national experimenting
perspectives.

A last matter approached
in the research was the water
memory (especially in relation to
the shape effect).

For the matter of border
phenomena in science, during
1981-2005, she wrote 28 scientific
papers and coordinated 2 special
volumes.
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Four national symposiums
were organised on the topic
,Border phenomena” with a
special audience, of which one
on the topic ,lInvolvement of
water environment in Dobrogea
in  maintaining the ecologic
balance of human population”, at
Techirghiol, in 2005.

Prof. univ. dr. Marioara
Godeanu is the author or co-
author of 32 invention patents.

A round table on the topic”

In memoriam prof. univ. dr.
Marioara Godeanu, pioneer
of border scientific research”

organised by Techirghiol Balnear
and Recovery Sanatorium shall be
held on 30 March, in the presence
of renowned researchers in the
matter.

We present below an article
written by prof. univ. dr. Marioara
Godeanu published in Cuget liber,
2000.

History and science - on the

pyramids
Marioara Godeanu

Over the last decade, the
matter of the shape influence
on live and un-live structures
started to be disseminated by
many national and international



magazines, so that the public
became interested especially
in  exotic descriptions. The
fascination is the matter, however,
is old, transmitted both by the
customs of ancient people, and by
the writings of some historians.

Since 1985, scientific papers
made me seek understand
the matter and a scientific
substantiation. | was not alone
in this journey of knowledge,
but accompanied by friends
from all scientific domains. The
observation of an Arabian writer
from the 13th century was the
basis for this journey, as he said:
,On Earth, all things fear time,
time alone fears the Pyramids”.
For a better understanding of this
matter, | propose a brief inroad
into the history, based on selected
data.

After a rich tradition, the
Great Pyramid of Giza, named the
Human, Light or Khufu (Egyptian
name), was supposedly built 300
years before the Flood. According
to Herodotus, stating that abbots,
while in Egypt, showed him 341
statues representing the father-
son succession of great abbots
- from the dilluvium up to his
time - a period of 10,000 years
results. Such age, according to the
statements of Arabian historians
quoted by Charroux, Sorin
Stefanescu or renowned scholars
quoted by G. and T. Chitulescu, is
much longer.

What is the pyramid?, asked
Mihail Eminescu. ,Is a finite in
relation to the infinite... a never
endingcircle, reachingthe climaxin
the peak, the Obelisk, Cleopatra’s
needle... Is a proportion - the
equation. Nature itself follows it”.

Matilla Ghika, a Romanian
mathematician and philosopher,
showed that astronomers studying
the Great Pyramid of Giza were
surprised by its astronomic and
geodesic properties.

Abbot Th. Moreux stated
that: ,,the pyramid comes to open
the era of architecture, not by
an insignificant start, intended
to grow along centuries,as
slow and ongoing progress, but
by a scientific enthusiasm, of
incomparable  greatness and
completion, suddenly achieving
an ideal that mankind shall never
exceed”.

Professor V.V.Moisescu, born
in Arges, Domnesti (is it just a
coincidence to be the very county
where it was decided to build a
pyramid, scale 1/10, as compared
to the Great Pyramid, in 19857?),
showed that “the omnipresence
of 286 in the geometrical temple
of the science-religion outlines
the pyramid above all senses,
covering sensible peace from all
sides with an astral aura. The path
of numbers at the basis of the
universe construction and current
sciences is positive”.

Etienne Guille’s paper
published in 1989 regarding
the pyramid effect certifies that
the Egyptian civilisation, mainly
characterised as theocracy at
political and social level,represents
a real democracy of self-outdoing
effort, of the conscience pushed
to the extreme, where the
conscious and  subconscious
merge irreversibly”.  Speaking
about the pyramid, E.Guille
stated that: ,all is vibration... all is
movement... the void fluctuates
at a random extent between to be
and not to be”. How do vibrations
materialise in front of live matter?
Do we have specific receivers for
this type of vibrations? How do
these evolve in the surrounding
environment? As many questions
showing the various aspects of the
matter, asked by the very nature
of vibrating energies enlivening
visible and invisible universe
where we are.

And now, although history
is so rich, we shall pass to the

pyramid type facility in Pitesti-
Arges.

Theinterest for the effects and
activity of the pyramid type shape,
regarding the Great Pyramid,
tackled our curiosity, especially
for the statement regarding the
time and the pyramid given by
the Arabian writer in the 13th
century. Around 1978, there were
several books stating the presence
of some phenomena related to
the influence of the pyramid on
living and un-living structure.
It was about mummification,
dehydration, growth stimulation
and plant development, as well
as a series of influences on the
human health condition. But how
to start new experiences when
we did not know the effect? So
we started to study, on small
models, what happened with a
series of waste waters, cultures
of micro-organisms, plants under
the pyramid, trying to re-edit the
experiences quoted by Schuré and
Petit (1975). The results obtained
led ustotheachievement, together
with Eng. lulian Constantin, of
some small pyramid type facility
projects in the counties Mures,
Caras-Severin, Cluj and Bistrita.
The latter confirmed 90% of
the phenomena in the writings;
nevertheless, these represented
the starting point for the projects
proposed for Constanta-Tabacarie,
Oradea and Pitesti. The place of
the pyramid in Pitesti was chosen
by the National Council for Science
and Technology and the research
programme for pyramids started
in 1981. It was only in 1985 that
the facility was commissioned,
built at the scale 1/10 as
compared to the Great Pyramid,
the facility had all parameters in
the books: parameters regarding
the direction of one side parallel
with the North-South line from
the magnetic poles and the
»golden section or ratio” (the side
and height ratio). The works were
carried out and completed thanks




to the support given by IJCL Arges,
Arges Institute of Constructions
and the late academician Mihai
Florescu.

The facility represents a glass
structure on five levels, 15 m
high and the base line (square)
of 23.9 m, plus a technological
basement fitted with laboratories,
workshops and micro-production
halls. Flow compensation tanks
are fitted on upper levels, then
a channel with the total length
of 1300 m, where waste water
runs after sedimentation and
on which plants grow. Lighting
is only provided during winter
or when the sun is cloudy 100%.
The staff permanently present
consists of persons. The research
to outline the pyramid effects
included 15 research institutes
and many specialists interested in
researching the phenomenon. At
the same time, the pyramid at the
military base 02210 in Bucharest
was built and commissioned,
the programme being under the
direct coordination of Colonel Eng.
Teodor Pandur.

The research methodology
entailed both classic methods
known in the various sciences,
adapted methods and non-classic
methods, such as radiesthesia. The
incontestable method in certifying
energies was the capture and
viewing in infra-red, a method
outlining the area of the pyramid
maximum activity, matching a
third of the height, a double spiral,
resembling the DNA, a spiral with
dynamic activity - according to
the observation hour (the spiral
was monitored by infra-red twice,
for 24 hours). Starting from such
viewing, plus the stimulation
experiences of the communication
between plants (the thermal
communication channel shows the
same spiral formation set between
the plants), the communication
also seen in the pyramid, the

polymerisation of epoxy resins,
the fast sedimentation of two-
phase liquids, the growth in the
amount of nucleic acids in the
plants grown in the pyramid,
production of crystals and many
others, the research team reached
the hypothesis that the square
pyramid type shape acts as a
biological resonator, connecting
the living and un-living structures
to the archetype module. The
hypothesis took us again in
the laboratories to resume
measurements for other shapes,
such as the cone, pyramid trunk,
3 side polyhedrons (or with 5-6-
8-10 sides), the cylinder however
built on grounds of the ,golden
ratio”. All shapes play a major
role, causing pyramid-like effects,
however with selective actions,
according to the shape.

Using radiesthesia methods
for measurements, both the
Romanian researchers and the
foreign ones present to help
us, prepared some amazing
maps in the pyramid regarding
conventional signals. These are
connected to the sun activity,
the sunrise and sunset being
highly important times, marked
inside the pyramid. Detecting
the colour wave length entailed
the conclusion that the facility
worked as a lens decomposing
white light into the colours of
the light spectrum, and then also
becoming measurable by physical
and biological methods. Amongst
the most important radiesthesia
methods realised, we mention
those of dr. of geology Ghicherie
Caraivan who discovered a square
rotating by the hour, drawing a
circle, which, measured from the
top of the pyramid to the base,
draws a cone.

The very fine radiesthesia
measurements carried out by the
physicist Dan Svoronos in 1992 led
to the conclusion that the pyramid

worked horizontally around the
construction up to a distance of
250 m (other measurements noted
a distances of up to 2 km!) and
the distribution of the horizontal
day time bio-geo-physical effects
outlines the functionality on
energetic levels.. The levels or
rings of energetic stability feature
a nature relatively caused by the
Sun-Pyramid  position  vector.
The dominantly solar cosmic
nature of this energetic structure
is suggested by the day time
variations recorded, both in terms
of the virtual pyramid shape and
position and in terms of the East-
West structure, according to the
sun position.

The outside pyramid effect
takes place at the same time
with the inside one, and the
simultaneous actions result in a
chain of phenomena with bio-
energetic effects. As regards
such energies, the experiment
data obtained demonstrates the
indissoluble connection between
the  bio-geo-physical  effects
recorded and the sun position on
the sky... and the access to the
Kingdom of Ra being a sun ladder
or ray.

The modern methodology
experimented also by the
computer scanning and processing
system, as well as that obtained by
specialised photo programmes,
gave us many of the images from
ancient times or knowledge
certifying the irreplaceable
connection of the natural laws
maintaining the balance of the
living and un-living.

Subtle energies, archetype
systems, the nature history itself
put themselves in our hands on
one single condition: namely, the
existence of that ETHICS we must
consider, the NATURE EXISTENTIAL
ETHICS. !

1 Article published on 21 July 2000
in “Spiritualitatea”- Supplement of
the magazine Cuget Liber-Constanta




SITUATIA HIDROCHIMICA SI BIOCHIMICA DIN LACUL TECHIRGHIOL SUB INFLUENTA

1. INTRODUCERE

Lacul Techirghiol a fost
considerat unicat in Europa pentru
calitatile deosebite ale apei si
namolului sapropelic cu valoare
in domeniul terapeutic si socio-
economic.

Evaluarea starii ecologice este
importanta pentru cunoasterea
factorilor hidrologici, fizico-
chimici, biologici si microbiologici
specifici  structurii  heterogene,
tipice a lacului, al carui echilibru
are implicatii si in procesul de
formare a namolului terapeutic.
Principalele tipuri de habitate din
aria protejata Lacul Techirgiol sunt
habitatele acvatice, habitatele de
coasta si diferitele tipuri de pajisti.
Habitatele acvatice pot fiincadrate
in trei categorii: 1) lacuri saline/
salmastre permanente (Conventia
Ramsar, 90% din suprafata lacului);
2) balti/mlastini permanente cu
apa dulce (Conventia Ramsar);3)

zone umede dominate de
tufisuri  (Conventia  Ramsar),
cu Phragmites australis ssp.

humilis si Aster tripolium (cod
Ro: R5311) si cu Bolboschoenus
maritimus si  Schoeno-plectus
tabernaemontani (Cod Ro: R2210)
( http://www.rowater.ro)l1 2.
Habitatele de coastd existente
numai n unele zone ale lacului,
sunt reprezentate de trei tipuri:1)
colonizari anuale(Salicornia si alte
specii anuale care colonizeaza pe
namol sau nisip)( http://www.
rowater.ro)l ; 2) dune ;3) dune
nisipoase de coasta si continentale
(Dune cu Hippophaé rhamnoides)
(http://www.rowater.ro). Cea de
a treia categorie a habitatelor
acvatice o constituie pajistile ca
si formatiuni ierboase naturale si
semi-naturale de pajiste (pajistile
ponto-panonice cu Festuca
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valesiaca, pajistile ponto-balcanice
de Botriochloa ischaemum si
Festuca valesiaca, pajistile vest-
pontice de Stipa ucrainica si
Stippa dasyphilla, pajistile vest-
pontice de Poa bulbosa, Artemisia
austriaca, Cynodon dactylon
si  Poa angustifolia, stepele
nisipoase, stepele vest-pontice cu
Paeonia tenuifolia, pajistile ponto-

sarmatice cu Juncus gerardi)(
http://www.rowater.ro).

Fauna bentala a Lacului
Techirghiol este caracteristica
mediilor acvatice hipersaline.
Grupele de nevertebrate

identificate aici sunt urmatoarele:
turbelariatele, nematodele,
polichetele, harpacticoidele,
ostracodele, gasteropodele,
crustaceii, chironomidele si
dipterele (I.Tuculescu,1965).
Biomasa bentonica a lacului
este realizata de catre larvele de
chironomide (~100%, Haliella
noctivaga, cu rezistenta mare la
schimbarile climatice de mediu).

Dintre speciile de
nevertebrate amintim: cilioforul
endemic, viermii plati, crustaceele,
chilopodul, heteropterele,
coleopterele, tricopterele,
lepidopterele, dipterele, si
himenopterele Ca urmare a
salinitatii excesive fauna acvatica
vertebrata este absenta din Lacul
Techirghiol (http://www.rowater.
ro). A fost semnalatd o specie
endemica de peste, ghidrinul de
Techirghiol.

in privinta herpetofaunei, se
intdlnesc cateva specii amenintate
la nivel European: broasca
verde de lac, sarpele de casa,
broasca raioasa verde, broasca
de pamant siriaca, testoasa de
uscat dobrogeana, testoasa de
apa, soparla de stepa (0.U.G.57) si

sarpele rau.

Avifauna Lacului Techirghiol
cuprinde specii rare, unice 1in
Romania (gasca cu gat rosu, peste
150 de specii de pasari clocitoare
sau migratoare).

Mamiferele sunt si ele bine
reprezentate (cea mai importanta
subspecie endemica - dihorul
patat, dihorul de stepa, iepurele
de camp, soarecele de camp,
sobolanul cenusiu, vulpea, dihorul
de casa si liliecii).

2. MATERIAL SI METODA

Lacul cuprinde trei zone
distincte din punct de vedere
topografic, fizio-chimic, biologic:
zona hipersalina de interes balnear,
zona intermediara — tampon, zona
cu apa dulce. Aceste zone sunt
separate intre ele prin diguri de
protectie. Observarea statusului
lacului este recomandata a se
face in perioada lunilor mai—iunie,
la limita celor doua sezoane,
primavara si vara.

Avantajele monitorizarii n
aceasta perioada sunt:

eexistenta unui anume regim
hidro-meteorologic  caracterizat
prin precipitatii (dar nuabundente)
si insolatie relativ modesta, care
nu a condus la evaporatii intense;

sinfluentele biologice tipice
perioadei dintre cele doua
anotimpuri au fost mai putin
prezente, iar presiunea antropica
din zonele limitrofe datorata
activitatilor balneo-turistice cat
si agro-zootehnice nu a atins inca
apogeul anual;

es-a mentinut aportul de
ape de suprafata, de scurgere
subterana si mineralizatia foarte
ridicatd reflectate 1n analize
chimice si biochimice. Desi Lacul
Techirghiol este considerat ca un




lac cu alimentare predominant din
precipitatii,adaugandsiaportul din
apele subterane, aceste cantitati
nu acopera evapo-transpiratia
care este foarte ridicatad (cca. 700
mm cea potentiala si cca. 1000
mm, cea de la suprafata apei)2.
Protejarea corespunzatoare
a Lacului Techirghiol si utilizarea
durabila a resurselor naturale ale
acestuia sunt de mare importanta
pentru Administratia Nationala
Apele Roméane - Administratia
Bazinala de Apa Dobrogea-Litoral,
Societatea Ornitologica Romana,
Asociatia Demos si administratia
locala (Primaria Techirghiol).

3. Rezultate si interpretare
grafica

Rezultatele analizelor
efectuate pe probele de apa si
sediment sunt redate in figurile

l.a,b,c d.
Examinarea rezultatelor
analizelor fizico-chimice si

electrochimice ofera urmatoarele
informatii:

etemperatura apei a fost
diferitd intre prelevari cu 2,5°-3°
C, cresterea fiind nesemnificativa
pentru luna iunie pentru a se
constitui drept cauza a unor
modificari esentiale;

etransmisia de lumina la
500nm — parametrul corelat cu
prezenta suspensiilor — a indicat o
incdrcare mult mai mare la apele
din zona indulcita, diminuata in
zona tampon siin zona hipersaling;
intervalul de variatie a fost intre
90,6% si 95,6% (mai) si 83%-99%
(iunie);

Din punctul de vedere al
variatiei in timp, zona hipersalina
s-a comportat diferit printr-o
crestere a transmisiei pana la
99%, determinata de scaderea
cantitativa a suspensiilor, aspect
sustinut de aceeasi tendinta
in continutul de reziduuri si in
substantd organica (dizolvata si
particulara );

edomeniul de variatie al
ph-ului a fost destul de redus in

toate cele trei sezoane si situat in
domeniul alcalin 8,1 - 8,5;

esalinitatea a diferit mult de
la 0 zona la alta, respectiv 1,2%o,
7,5%0, 52%., diferente care au
condus si la numirea zonelor —
indulcitd, tampon, hipersalina (fig.
1a).

in intervalul de observatie
mai-iunie s-au monitorizat
aspectele legate de statusul ele
trei zone s-au manifestat diferit.
in primele dous, valorile salinitétii
nu s-au modificat, iar in zona
hipersalina au scazut cu 20 — 25
%( un usor fenomen de indulcire).
Situatia descrisa a fost sustinuta
si de variatia corespunzatoare a
conductibilitatii electrice (23 —24
ms/cm, pentru prima zona in cele
doua luni de observatii, 14,7 —
14,5 ms/cmin zona a doud si 104,6
— 83,3 ms/cm in cea de-a treia );
raportata in timp salinitatea s-a
aflat in continud scadere (valori
anterioare 59,0 — 64,0 %o.

in Figurile 1.a, b, ¢ d,

hidrochimica a probelor de apa
din lacul Techirghiol, mai — iunie
(valori medii)3,4.

Analizele hidrochimice au
cuprins evaluarea continutului
de 02 dizolvat si a substantelor
biogene: P-PO4-3, N-NH4+,
N-NO2-, N-NO3-, care au fost
in acelasi timp si indicatori de
poluarea. Dinamica acestor
parametri a evoluat diferit ( Fig.
2.3, b, c).

Continutul in 02 dizolvat,
parametru definitoriu in evaluarea
starii  ecosistemelor acvative,
a aratat 1n situatia particulara
a lacului Techirghiol o stare de
hemostazie.  Dependenta de
suportul biologic si hidrochimic
diferit al celor trei zone a
fost evidentiata in valorile
determinante in probe si de
limitele de variatie ale acestora
10,7 — 13,1 mg/m3 pentru zona
indulcita; 8,8—11,3 mg/m3 pentru
zona tampon si 6,4 — 7,5 mg/m3
pentru zona hipersalina. Cresterea

e se prezinta caracterizarea concentratiei de oxigen pentru
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intervalul de observatie mai-iunie
a fost comuna celor trei zone, si
valoric a depasit mediile anuale
din observatiile anterioare.
Concentratia de fosfor a
carei origine a fost preponderent
exogena sistemului (Fig. 2.a), a fost
mult mai mare in zona hipersalina
in perioada de observatie mai, cu
tendinta de scadere in iunie.
Concomitent, 1in celelalte
zone tendinta a fost de crestere
spre valori mult mai mari, desi
valorile constante au fost mai mici
in mai, observatia se constituie
ca argument al comportarii si
influentelor diferite ce se manifesta

in diviziunile ecosistemului lacului
Techirghiol.

Prezenta diverselor forme de
compusi cu azot legat in saruri si
dinamica concentratiilor corelata
cu originea — mineralizarea
substantei organice — a oferit
informatii complementare asupra
sistemului. Tn zona hipersalind
a compusilor cu azot a fost
echilibrata, dar s-au diminuat intre
cele doua intervale de observatie
mai-iunie; toate acestea pe
un fond de scadere a sursei —
continutul de substanta organica,
ceea ce sugereazd transformarea
substantei organice dizolvata in

alte componente — in primul rand
biochimice.

in celelalte dou3 zone,
tampon si indulcitd, diminuarea
valorilor determinate a fost
diferitd, ambele prezentand, insa,
o tendinta de scadere.

Comparativ cu zona tampon
procesele de transformare fin
N-NH4+ au fost mai putin intense
in zona indulcitd pentru aceeasi
perioada de observatie, datorita
conditiilor specifice fiecarei zone.

Asociatia de crestere a
continutului de substanta organica
a condus la ipoteza unei contributii
suplimentare de origine biologica
situatd n intervalul sistemului.

Raportarea la datele
anterioare a ardtat o crestere
simtitoare care, de fapt, a fost in
continuarea tendintei manifestate
anterior.

in Fig. 2.a, b, ¢ se prezint3
analiza biochimica a probelor de
apa din lacul Techirghiol,mai —
iunie (valori medii )3,4.

in Fig. 2.a, b, ¢ se prezint3
analiza biochimica a probelor de
apa din lacul Techirghiol, mai —
iunie (valori medii ).

Distributia spatio-temporala a
substantei organice dizolvate si a
componentelor sale a fost corelata
cu starea ecosistemului datorita
rolului important al acestora in
transferul energetic.

4. CONCLUzII

Degradarea conditiilor fizico-
chimice ale lacului cu efect asupra
populatiilor de flora si fauna consta
in faptul ca exista un aport tot mai
mare de apa dulce din scurgerile de
suprafata si deversarile subterane,
care cauzeaza diluarea apei.

Aportul tot mai mare de apa
dulce va periclita calitatea Lacului
Techirghiol, ducand la pierderea
acestuia ca loc de innoptare al
pasarilor. Schimbarile climatice
duc la schimbari fizico-chimice
care, la randul lor pot duce la
disparitia speciilor de flora si fauna
adaptate la mediul de viata in ape
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salmastre sau sarate.

Distributia echilibrata a fost
rezultatul unor activitati biologice
normale, acumularile excesive s-au
datorat unor dereglari ecologice

interne  sau unor contributii
externe  produse  sistemului.
In  situatia lacului Techirghiol

acumularile mai mari, cantitative,
din zona hipersalina, au avut o
tendinta de scadere, datorate
procesului intens de mineralizare.
Prin comparatie, in celelalte

doua zone, tendinta de crestere
pe suportul biologic structural,
comun, a determinat o evolutie
similara pentru componentele
substantei organice examinate.
Limitele si tendintele de variatie
s-au 1Inscris in specificitatea
zonala, dar examinate in ansamblu
au reflectat o anumita echilibrare
biologica (hemostazie).
Comparativ cu anii anteriori se
observa o dinamica asemanatoare
pentru aceeasi perioada de

observatie, primavara-vara,
in ceea ce priveste prezenta
componentelor biochimice din
substanta organica dizolvata.

Ca si masuri de management
propuse pentru protectia sitului
Lacul Techirghiol: sa se protejeze
in starea s3a naturald, pentru
viitor, sistemul natural ecologic
cu flora si fauna locala, peisajul si
caracteristicile naturale ale Lacului
Techirghiol si sa mentina caracterul
esential al Lacului Techirghiol ca
arie naturald de o frumusete,
diversitate si valoare deosebita
pentru beneficiul, folosinta,
sanatatea si bucuria publicului larg
fara a o distruge.
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1. INTRODUCTION

Techirghiol Lake was
considered unique in Europe
for the outstanding qualities of
sapropelic water and sludge of
value in the therapeutical and
socioeconomic field.

The assessment of the
ecological status is important for
the knowledge of the hydrological,
physicochemical, biological
and microbiological factors
specific to the heterogeneous
structure typical of the lake,
whose equilibrium also has
implications in the formation of
the sludge. The main types of
habitats in the Techirgiol Lake
are Aquatic Habitats, Coastal
Habitats and various types of
meadows. Aquatic habitats can
be divided into three categories:
1) Permanent saline lakes (Ramsar
Convention, 90% of the lake’s
surface); (Ramsar Convention); 3)
wetlands dominated by bushes
(Ramsar Convention), Phragmites
australis ssp. Humilis and Aster
tripolium (code Ro: R5311) and
Bolboschoenus maritimus and
Schoeno-plectus tabernaemontani
(Code Ro: R2210) (http://www.
rowater.ro) 1, 2. Coastal habitats
that exist only in some areas of
the lake are represented by three
types: 1) annual colonizations
(Salicornia and other annual
species that colonize on sludge
or sand) (http://www.rowater.
ro) 1; 2) dunes; 3) sandy coastal
and continental dunes (Dune
with  Hippophaé rhamnoides).
( http://www.rowater.ro). The
third category of aquatic habitats
are grasslands as natural and
semi-natural grassland grassland
formations (ponto-panonic
meadows with Festuca valesiaca,
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pontic-Balkan meadows of
Botriochloa  ischaemum  and
Festuca valesiaca, Western-Pontic
meadows of Stipa Ukrainian and
Stippa dasyphilla, West-Pontic
meadows of Poa bulbosa, Austrian
Artemisia, Cynodon dactylon and
Poa angustifolia, sandy steppes,
west-pontic steppes with Paeonia
tenuifolia, ponto-sarmatic
grasslands with Juncus gerardi)
http://www.rowater.ro)

The benthic fauna of Lake
Techirghiol is characteristic of the
hypersaline aquatic environments.
The invertebrate groups identified
here are the following: turbarians,

nematodes, polycystes,
harpacticoids, ostracodes,
gastropods, crustaceans,
chironomides and dipters

(I.Tuculescu, 1965). Benthic lake
biomass is made by chironomide
larvae (~ 100%, Haliella
noctivaga, with high resistance to
environmental climate change).
Of the invertebrate species,
we mention: endemic ciliophora,
flatworms, crustaceans,
chilopods, heteropters, beetles,
tricopters, lepidopters, dipters,
and hymenoptera. As a result
of excessive salinity, vertebral
aquatic fauna is absent from Lake
Techirghiol (http: //www.rowater.
ro). An endemic fish species was
reported, the Techirghiol guides.
With regard to herpetofauna,
there are several species
threatened at European level: the
green turtle, the house snake,
the green turtle, the Syrian earth
turtle, the dobrogean dry turtle,
the water turtle, the steppe lizard
(OUG57) and the evil serpent .

Lake Techirghiol’'s Avifauna
includes rare rare species in
Romania (red-necked goose,

over 150 species of hatching or
migratory birds).

Mammals are also well
represented (the most important
endemic subspecies - the hairy
ferret, the steppe ferret, the
rabbit, the field mouse, the gray
rat, the fox, the houseplant and
the bats).

2. MATERIAL AND METHODS

The lake comprises three
distinct areas from atopographical,
physio-chemical, biological point
of view: the spa area of balneary
interest, the buffer zone, the
freshwater area. These areas are
separated by protection dikes.
Observing the status of the lake is
recommended to be done during
May-June, at the limit of the two
seasons, spring and summer.

The advantages of monitoring
during this period are:

esthe existence of a certain
hydro-meteorological regime
characterized by precipitation
(but not abundant) and relatively
modest heat, which did not lead to
intense evaporations;

ethe biological influences
typical of the period between the
two seasons were less present
and the anthropic pressure in the
adjacent areas due to the spa
tourism and agro-zoo-technical
activities did not reach the annual
peak;

e*Maintained surface
water, groundwater leakage
and very high maineralization
reflected in  chemical and
biochemical analyzes. Although
Techirghiol Lake is considered
to be a predominantly rainfed
reservoir, adding to the intake of
groundwater, these quantities do
not cover the evapotranspiration
which is very high (about 700 mm




potential and about 1000 mm, the
one at the surface of the water )2.

The proper protection of Lake
Techirghiol and the sustainable
use of its natural resources are
of great importance for the
Romanian Water Administration -
the Dobrogea-Litoral Water Basin
Administration, the Romanian
Ornithological Society, the
Demos Association and the local
administration (Techirghiol City
Hall)

3. Results
interpretation

The results of the analyzes
performed on the water and
sediment samples are shown in
Figures 1.a, b, c, d.

Examination of the results
of physico-chemical and
electrochemical analyzes provides
the following information:

eThe temperature of the
water was different between
sampling of 2.5°-3° C, the increase
being insignificant for June to be
the cause of some major changes;

elight transmission at 500nm
- parameter correlated with
the presence of suspensions -
indicated a much higher load on
sweetened waters, diminished
in the buffer zone and in the
hypersaline area; the range of
variation was between 90.6% and
95.6% (greater) and 83% -99%
(June);

In terms of time variation,
the hypersaline area behaved
differently by an increase in
transmission up to 99% due to
the quantitative decrease of
suspensions, supported by the
same trend in residual content
and organic matter (dissolved and
particulate) ;

ethe range of pH variation
was quite low in all three seasons
and in the alkaline range of 8.1 to
8.5;

and graphical

eSalinity differed considerably
from one area to another, namely
1.2 %o, 7.5 %o, 52 %o, differences
that led to the designation of areas
- sweetened, buffer, hypersaline

(Figure 1 a).
In the May-June observation
period, status issues were

monitored and three areas were
different. In the first two, salinity
values have not changed, and in
the area hypersaline has decreased
by 20-25% (a slight sweetening
phenomenon). The described
situation was also supported by
the corresponding variation of
the electrical conductivity (23 - 24
ms / cm, the first area in the two
months of observation, 14.7 - 14.5
ms / cm in the area of two and
104.6 - 83, 3 ms / cm in the third);
reported in time the salinity was
continually decreasing (previous
values 59.0 - 64.0 %o.

In Figures 1.a, b, ¢, d, e is the
hydrochemical characterization of
Techirghiol lake water samples,
May - June (average values) 3,4.

Hydrochemical analyzes
included the evaluation of
dissolved O2 content and biogenic
substances: P-PO4-3, N-NH4 +,
N-NO2-, N-NO3-, which were also
pollution indicators. The dynamics
of these parameters evolved
differently (Figures 2.3, b, c).

The dissolved 02 content, a
defining parameter in assessing
the status of aquatic ecosystems,
has shown a state of hemostasis
in the particular situation of
Lake Techirghiol. Dependence
on the different biological and
hydrochemical support of the
three zones was highlighted in the
determinant values in the samples
and their variation limits 10.7 -
13.1 mg / m3 for the sweetened
area; 8.8 - 11.3 mg / m3 for the
buffer zone and 6.4 - 7.5 mg /
m3 for the hypersaline area. The

increase in oxygen concentration
for the May-June observation
period was common to the three
areas, and the value exceeded the
annual averages in the previous
observations.

The concentration of
phosphorus, the origin of which
was predominantly exogenous to
the system (Figure 2.a), was much
higher in the hypersaline area in
the longer period of sunburn, with
the tendency to decrease in June.

At the same time, in the other
areas the trend was increasing
to much higher values, although
the constant values were lower
in May, the observation is an
argument of the behavior and the
different influences that manifest
in the Techirghiol lake ecosystem
divisions.

The presence of various
forms of nitrogen compounds
bound in salts and the dynamics
of concentrations correlated with
the origin - mineralization of the
organic substance - provided
complementary information
on the system. In the area, the
hypersaline nitrogen compounds
were balanced but diminished
between the two observation
intervals from May to June; all
this on a background drop source
- the content of organic substance,
which suggests the transformation
of the dissolved organic substance
into other components - primarily
biochemical.

In the other two buffer and
sweetened areas, the decrease
in the determined values was
different, both of which showed a
tendency to decrease.

Compared to the buffer
zone, the N-NH4 + transformation
processes were less intense in
the sweetened area for the same
observation period due to the
conditions specific to each area.



The Organic  Substance
Growth Association has led to
the assumption of an additional
contribution of biological origin
within the system.

Reporting to previous data
showed a significant increase that
was, in fact, a continuation of the
earlier trend.

In Fig. 2.a, b, ¢ biochemical
analysis of Techirghiol lake water
samples, May - June (average
values) 3,4.

In Fig. 2.a, b, ¢ biochemical
analysis of Techirghiol lake water
samples, May - June (average
values).

The spatio-temporal
distribution of the dissolved
organic  substance and its
components has been correlated
with the state of the ecosystem
due to its important role in energy
transfer.

3. CONCLUSION

The degradation of the
physico-chemical conditions of the
lake with effect on flora and fauna
populations consists in the fact
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that there is an increasing supply
of fresh water from surface spills
and underground spills, which
cause water dilution.

Increasing freshwater intake
will jeopardize the quality of Lake
Techirghiol, leading to its loss as
a bird’s nesting place. Climate
change leads to physico-chemical
changes which in turn can lead
to the disappearance of wildlife
and fauna species adapted to the
living environment in salty or salty
waters.

Balanced distribution
was the result of normal
biological activities, excessive
accumulations were due to
internal ecological disturbances
or external contributions to the
system. In the Techirghiol Lake
situation, the larger, quantitative
accumulations of the hypersaline
area had a downward trend due
to the intense mineralization
process. By comparison, in the
other two areas, the trend of
growth on the common structural
biological support led to a similar
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evolution for the constituents of
the examined organic substance.
Variations and trends of variation
have been recorded in the zonal
specificity, but examined as a
whole reflected a certain biological
balancing (hemostasis).

Compared with previous
years, a similar dynamics s
observed for the same observation
period, spring-summer, with
respect to the presence of the
biochemical components of the
dissolved organic substance.

As proposed management
measures to protect Lake
Techirghiol: protect the natural
ecological system with local flora
and fauna for the future, the
landscape and natural features
of Lake Techirghiol and maintain
the essential character of Lake
Techirghiol as a natural area of
beauty, diversity and great value
for the benefit, use, health and
joy of the general public without
destroying it.
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