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MANAGEMENT BALNEAR

EDITORIAL

RESTARTAREA TURISMULUI BALNEAR IN STAREA EMERGENTA IMPUSA DE COVID

Am traversat, anul acesta, cea mai
dificila perioada a activitatii balneare
la Techirghiol. Fara comparatie cu
vreo alta din toti cei 121 de ani de
balneologie ai lacului miraculos. Si

care nu pare sa se fi terminat.

Cu siguranta si in celelalte sectoare de la noi si de
oriunde a fost la fel. Ne-am probat nu doar curajul,
abilitatile manageriale sau colectivul de angajati,
actionand unitar, ca intr-o familie responsabila, ci
mai ales intuitia, adaptata la rigoarea procedurilor,
capacitatea de a asigura forme moderne de
telemedicina si organizare strategica.

Specialistii asemuiesc actuala pandemie cu
ucigasa gripa spaniola de acum un secol. Si aduc
suficiente argumente punandu-le in oglinda istoriei.
Apreciata pana acum ca cea mai tragica catastrofa a
secolului 20, caci a ucis cel putin 50 de milioane de
suflete, foarte probabil mai multi oameni decat cei
mortiin cele doua razboaie mondiale la un loc. Atunci
au fost infectati aproape 500 de milioane de oameni,
un sfert din populatia lumii de la momentul acela.
Gripa spaniola a traversat lumea in trei valuri, dintre
care al doilea, din toamna anului 1918, a fost cel
mai sever. Istoricii confirma ca virusul a facut ravagii
in transeele Primului Razboi Mondial, omorand
soldati pe masura ce frontul fnainta. Pandemia a
debutat in ianuarie — februarie 1918, in SUA, cand
mai multi oameni au murit manifestand simptome
precum dureri de cap, dificultati respiratorii, tuse
si febra. Cateva luni mai tarziu, pacientii din Franta,
Belgia si Germania au inceput sa prezinte simptome
asemanatoare. Raspandirea virusului a fost accelerata
si de demobilizarea care a urmat armistitiului din 11
noiembrie 2018 —trupele nord-americane, canadiene,
australiene si noua-zeelandeze intorcandu-se acasa,
la fel cum s-a intamplat si cu combatantii mobilizati
din coloniile europene din Africa si Asia. Pandemia

Elena Roxana ALMASAN

a pus la incercare ingeniozitatea si vulnerabilitatea
oamenilor, dar a influentat si politica global3, relatiile
rasiale, structurile familiale, ca si modul de perceptie
al medicinei, religiei si artei.

A infectat o treime din populatia lumii, de la cei
mai saraci imigranti din New York, pana la regele
Spaniei, sau Franz Kafka, Mahatma Ghandi sau Regina
Maria a Romaniei.

Tn Jurnalul sdu, Regina scria cu sinceritate:
"Am fost bolnava, foarte bolnava, lovita brusc si pe
neasteptate, pe la spate, cum s-ar spune, si am fost
tintuita la pat — tocmai cand lumea voia sa se bucure
alaturi de mine. Boala m-a luat de sambata, m-am
trezit cu capul greu si dureros, am indurat cu greu
cateva audiente... Dar am fost bolnava — o boala
oribila, dureroasa, cum n-am avut in viata mea. Zile
intregi de febra chinuitoare si greatd, slabiciune,
halucinatii crunte si insomnia neintreruptd, pana am
crezut ca voi Tnnebuni. Deci aceasta e celebra gripa
spaniold — ei bine, de acum stiu ca nu e de gluma cu
ea”. Randurile de mai sus sunt datate 26 decembrie
1918 si se gasesc in Jurnalul ei de razboi, pe care I-a
tinut Tn perioada 1916-1919. Dupa trei saptdmani de
la debutul bolii, Regina Maria scria: ,,Ma tarasc de
colo-colo, dar in fiecare zi sunt tot mai puternica. Nu
Tmi accept invaliditatea, detest din tot sufletul viata
aceasta in care sunt obligata sa-mi menajez sanatatea
si nu pot face un pas fara sa se agite in spatele meu
cineva dupa un sal, o fereastra deschisa sau altceva”.
Pe 4 ianuarie 1919, regina Romaniei invinge definitiv
si gripa spaniola careia 1i cazusera victime generalul
Eremia Grigorescu, eroul de la Oituz si Marasesti,
precum si Fotin Enescu, ministrul Domeniilor. A murit
atunci si doctorita Marta Buteanu, prima femeie din
Romania cadru didactic universitar, rapusa, la numai
30 de ani, de gripa spaniold, in spitalul din Budapesta
unde lucra si ingrijea bolnavi afectati de pandemia
din 1918.
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Istoricii consemneaza ca al
doilea val de infectii, mult mai
mortal decat primul, a coincis in
Spania cu relaxarea restrictiilor
de circulatie. Astfel, iarna a fost
martora unui numar tot mai mare
de focare de infectie.

»Sfarsitul pandemiei a
depins de fiecare tara in parte:
de informatia si de pregatirea
specialistilor si de interesele clasei
politice”, spunea istoricul Jaume
Claret Miranda.

Specialistii sunt de acord
asupra faptului ca sfarsitul
pandemiei a avut loc in 1920, cand
societatea a reusit sa dezvolte
asa-numita ,imunitate de turma”,
chiar daca virusul nu a disparut
niciodata in totalitate.

Tn 1918 conceptul de virus era
relativ nou. Tn 2020 potentialul
contagios al noii pandemii de
gripa este semnificativ mai mare
decat in 1918, in timp ce, din
cauza cresterii populatiei, numarul
absolut de victime ar putea fi de
3-4 ori mai mare.

Am scris toate acestea pentru
a aduce in completare faptul ca
in anii urmatori gripei spaniole,
pentru a dezvolta, mai ales la copii,
imunitatea necesara, Techirghiolul
a devenit una din bazele de
tratament care a gazduit serii mari
si lungi de copii din toata tara. Aici
a fiintat o colonie scolara din cele
opt organizate la nivelul judetului,
destinata mai ales copiilor debili,
orfani sau bolnavi de tuberculoza
si reumatism.

Se dovedea, fara sa se faca
studii speciale, ca lacul Techirghiol,
cu namolul si apa lui de cura
avea virtutile necesare pentru
a ameliora, postpandemie, cu

factori naturali, starea de sanatate
a populatiei, in special cea tanara.

lata ca Tn 2020, desi Sanatoriul
Balnear si de  Recuperare
Techirghiol a fost centru de
carantind pentru aproximativ doua
mii de oameni veniti din zonele de
risc maxim, nu s-a inregistrat nicio
imbolnavire, nici Tn sanatoriu, nici
in localitatea Techirghiol.

Sunt acestea premisele de
la care putem demara un amplu
program de restartare a turismului
balnear la Techirghiol, pentru a
promova eficient si convingdtor
resursele institutiei noastre de a
ajuta la fortificarea organismului,
la  cresterea  imunitatii, la
recuperarea psihica si fizica a celor
care au avut atingere cu nevazutul
virus.

Un studiu interdisciplinar,
capacitaind un grup larg de
balneologi, medici de familie, dar
si specialisti In diverse ramuri ale
medicinii, beneficiind de mijloacele
moderne aflate la dispozitie la care
sa contribuie substantial si centrul
nostru de cercetare stiintifica
poate inregistra rezultate notabile.

La recentul congres al
Asociatiei Romane de Balneologie,
marcand si primul deceniu de
activitate, ca membri activi ai
organizatiei profesionale, am
propus tocmai un asemenea
proiect.

Balneologia si turismul
balnear — plecand tocmai de la
episoadele dramatice la care
am luat parte sau pe care le-a
pastrat istoria — trebuie sa fie
prioritati nationale, cauza tuturor
decidentilor nostri, pentru a
asigura o stare de sanatate
corespunzatoare populatiei greu
incercate de pandemie.

Techirghiol

nr.
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EDITORIAL

RESTARTING BALNEAR TOURISM IN THE EMERGING CONDITION IMPOSED BY COVID

Techirghiol

This year, we went through
the most difficult period of the
balnear activity in Techirghiol.
Without comparison to any
other period of the 121 years of
balneology of the miraculous lake.
And that does not seem to be over.

Certainly, this situation was
experienced by other sectors in
our country and everywhere.
We tested not only our courage,
managerial skills or staff, acting
as a unit, as in a responsible
family, but especially our intuition,
adapted to rigor of procedures,
ability to ensure modern forms
of telemedicine and strategic
organisation.

Specialists liken the current
pandemic to the deadly Spanish
flu of a century ago. And they
provide sufficient arguments by
presenting them in the mirror of
history. Considered so far as the
most tragic catastrophe of the
20th century, as it killed at least
50 million people, most likely
more people than those killed
during the two world wars. In
that period, nearly 500 million
people were infected, a quarter
of world's population at the time.
The Spanish flu crossed the world
in 3 waves, but the second wave,
during the fall of 1918, was the
most severe. Historians confirm
that the virus wreaked havoc
in the trenches of World War |,

septembrie 2020

Elena Roxana ALMASAN

killing soldiers as the front was
advancing. The pandemic began
in January-February 1918, in the
United States, when several people
died showing symptoms such as
headaches, breathing difficulties,
cough and fever. A few months
later, patients in France, Belgium
and Germany began to have
similar symptoms. The spread of
the virus was also accelerated by
the demobilisation that followed
the armistice on November 11th,
2018 - North American, Canadian,
Australian and New Zealand troops
returned home as mobilised
fighters from European colonies in
Africa and Asia did.The pandemic
tested people's ingenuity and
vulnerability, but also influenced
global politics, racial relations,
family structures, as well as the
way how medicine, religion and
art are perceived.

A third of world's population
has infected, from the poorest
immigrants in New York to
the King of Spain, Franz Kafka,
Mahatma Ghandi or Queen Maria
of Romania.

In her Diary, the Queen wrote
sincerely: "I was sick, very sick,
suddenly and unexpectedly, and
| had to stay in bed - just when
people wanted to rejoice with me.
| got sick on Saturday, | woke up
with a really severe headache, |
could hardly bearafewaudiences...
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But | was sick - a horrible, painful
disease, like | have never had in my
life. For days of severe fever and
nausea, weakness, hallucinations,
and uninterrupted insomnia until |
thought | was going crazy. So this
is the famous Spanish flu - well, by
now | know it is not a joke". The
above lines are dated December
26th, 1918 and are found in her
War Diary, which she kept between
1916 and 1919. Three weeks after
the onset of disease, Queen Mary
wrote:"l crawl around, but I'm
getting stronger every day. | do
not accept my disability, | hate
with all my heart this life in which |
am obliged to save my health and |
cannot take a step without anyone
waving behind me for a shawl, an
open window, or anything else".
On January 4th, 1919, the queen
of Romania was finally recovering
from the Spanish flu, but General
Eremia Grigorescu, the hero from
Oituz and Marasesti, as well as
Fotin Enescu, the Minister of
Domains fell victim. Doctor Marta
Buteanu, the first woman in
Romania as a university professor,
died at the age of 30 of Spanish flu,
in the hospital in Budapest where
she worked and cared for patients
affected by the 1918 pandemic.

Historians note that the
second wave of infections, much
more deadly than the first,
coincided with the relaxation of
traffic restrictions in Spain. Thus,
the winter period witnessed an
increasing number of outbreaks of
infection.

,The end of pandemic
depended on each country: on
the information and training of
specialists and interests of political
class," said the historian Jaume
Claret Miranda.

Experts agree that the end of
pandemic occurred in 1920, when
the society managed to develop
the so-called "herd immunity",
even though the virus never
completely disappeared.

In 1918, the concept of virus
was relatively new.In 2020, the
contagious potential of new flu
pandemic is significantly higher
than in 1918, while, due to
population growth, the absolute
number of victims could be 3-4
times higher.

| wrote all these aspects to
emphasis the fact that in the
years following the Spanish flu,
in order to develop, especially in
children, the necessary immunity,
Techirghiol became one of
treatment resort that hosted large
and long series of children from
all over the country. One of the
eight school colonies organised in
the county was established there,
intended especially for weak
children, orphans or patients with
tuberculosis and rheumatism.
It turned out, without special
studies, that Techirghiol Lake, with
its mud and healing water had the
necessary virtues to improve the
health of population, especially
young patients, with natural
factors, during the post-pandemic
period.

In 2020, although the
Techirghiol Balnear and Recovery
Sanatorium was a quarantine
center for about two thousand
people from the highest risk areas,
no cases of illness were reported,
neither in the sanatorium nor in
the locality of Techirghiol.

These are the premises from
which we can start an extensive
program to restart balnear tourism
in  Techirghiol, to effectively
and convincingly promote the
resources of our institution to
help strengthen the body, increase
immunity, recover physically and
mentally those affected by the
unseen virus.

An interdisciplinary study with
a large group of balneologists,
family  physicians, but also
specialists in various branches
of medicine, benefiting from
the modern means available to
contribute substantially and our
scientific research center can
record remarkable results.

During the recent congress of
Romanian Balneology Association,
marking the first decade of activity,
as active member of professional
organisation, | just proposed such

a project.
Balneology and  balnear
tourism - starting from the

dramatic episodes in which we
took part or which history has
preserved - should be national
priorities, the cause of all our
decision makers, to ensure a
health condition corresponding to
population hard hit by pandemic.
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Asociatia Romana de Balneologie (ARB)

in contextul special creat de
pandemia cu COVID-19 pe care
il parcurgem cu totii Tn ultima
vreme, in perioada 2-5 septembrie
s-a desfasurat online Congresul
National de Medicind Fizica, de
Recuperare si Balneologie din
Romania, eveniment organizat, ca
in fiecare an, de catre Societatea
Romana de Medicind Fizica, de
Recuperare si Balneoclimatologie
(SRMFRB) si Asociatia Romana
de Balneologie, cu participarea
altor institutii prestigioase:
Guvernul Romaniei, Universitatea
de Medicina si Farmacie “Grigore

T. Popa” lasi, Universitatea
de Medicina Si Farmacie
"Carol Davila” din Bucuresti,

Universitatea “Dunarea de Jos” din
Galati, Universitatea de Medicina
si Farmacie ”luliu Hatieganu” Cluj-
Napoca, Universitatea ”Ovidius”
Constanta, Universitatea de Stat
de Medicina si Farmacie ”“Nicolae
Testemitanu” din Chisinau,
Republica Moldova, Universitatea

Techirghiol |

de Medicina si Farmacie din
Craiova, The Romanian Society for
NeuroRehabilitation  (RoSNeRa),
The Romanian Spinal Cord Society
(RoSCoS), Societatea Specialistilor
in  Reabilitare = Medicala si
Medicind Fizica din Republica
Moldova, precum si a celor
mai importante doua societati
internationale de profil - FEMTEC
si ISMH. Evenimentul din acest
an a fost dedicat celei de-a 10-a
aniversari a Asociatiei Romane
de Balneologie si fusese inca de
la editia trecuta programat sa
se desfasoare la lasi. Deoarece
participarea la eveniment a fost
in fiecare an foarte numeroasa
(peste 300 participanti) si tinand
cont de regulile impuse in vederea
preveniriiinfectarii cu virusul SARS-
CoV-2 evenimentul s-a desfasurat
online ca webinar pe platforma
Zoom. A fost o provocare in plus
pentru organizatori de a asigura
suportul tehnic necesar sustinerii
prezentarilor orale si posterelor in

septembrie 2020

cele 4 zile de congres, pe care au

indeplinit-o cu brio.

Colaborarea interdisciplinara
si multifactoriala intre cercetatori,
clinicieni si educatori din diverse
discipline si cu perspective diverse,
dar si factori decizionali, autoritati,
investitori, actori economici este
considerata a fi cea mai buna
modalitate de a obtine un impact
major si de a promova balneologia

si recuperarea medicala.
De asemenea, cooperarea
internationalda  este  esentiald

pentru aceasta disciplina peste tot
in lume.

Acest congres s-a dorit a fi un
moment de echilibru al analizei
realizarilor din aceasta specialitate
de la congresul precedent pana in
prezent. De asemenea, congresul
a constituit un moment de
dezbatere, o dezbatere necesara

cu privire la rolul specialitatii,
dezvoltarea sectorului balnear,
analiza posibilitatilor de

interventie pe care le avem si



prin care putem sa contribuim la
dezvoltarea acestui domeniu.
Putem spune (si nu cred
ca gresim) ca acest congres
a constituit si un moment de
afirmare, de entuziasm, un
moment Tn care tinerii rezidenti,
tinerii cercetatori, care aspira la
statutul de doctor in medicind/
cercetare, si-au exercitat vocatia
de diseminare de cunostinte
stiintifice cu succes si relativa

usurinta.

Prin urmare, congresul a
prezentat  toate  elementele
necesare unei dezbateri
academice de varf pentru

dezvoltarea domeniului medicinei
fizice, reabilitarii si balneologiei.

Programul congresului a fost
extrem de dens, fiind inaugurat
cu ceremonia de deschidere,
unde au luat cuvantul nume
importante din domeniu. Aceasta
a fost urmatda de o sesiune
internationala, in care s-au
dezbatut probleme interesante ale
domeniului recuperarii medicale si
medicinei termale, accentuandu-
se impactul infectiei cu COVID-19
asupra populatiei care necesita
recuperare si limitarile impuse de
pandemie. Tn aceastd sesiune au
luat cuvantul specialisti renumiti
din Italia, Franta, Spania, Federatia
Rusa, Polonia, SUA, Australia,
Japonia etc.

A doua zide congres a debutat
cu participarea pe toate planurile,
atat in comisiile de moderatori
de pe parcursul zilei, cat si ca
autori/prezentatori ai unor lucrari
interesante, a delegatiei din
partea Sanatoriului Balnear si de
Recuperare Techirghiol. Au fost
prezentate urmatoarele lucrari:

- "Osteoporoza — o provocare
terapeuticd?” cu urmatorii autori:
dr. Liliana-Elena Stanciu, dr. Elena-
Valentina lonescu, dr. Daniela
Profir, drd. Elena Roxana Almasan,
dr. Marius Sorin Chiriac;

"Evaluarea comparativa a
influentei balneare a resurselor
hidrominerale asupraorganismului
uman n concordanta cu datele
oferite de indicatorii biochimici
sangvini” cu urmatorii autori:
Elena Kornilova, dr. Traian Virgiliu
Surdu, Nikolai Kornilov, dr. Olga
Surdu, dr. Monica Surdu;

- ”Impactul namolului
sapropelic din lacul Techirghiol
asupra stresului oxidativ 1n
spondilita anchilozanta” cu
urmatorii autori: dr. Daniela Profir,
dr. Viorica Marin, dr. Traian Virgiliu
Surdu, dr. Liliana-Elena Stanciu;

- "Tratamentul interdisciplinar
al herniei de disc lombare la un
pacient cu corticodependenta

si cu istoric de TBC ganglionar”
cu autorii: dr. A.AToma, dr. 1.B.
Ghinguleac, dr. L.A. Ghinguleac, dr.

L.E. Stanciu, dr. E.V. lonescu;

"Importanta reabilitarii
respiratorii precoce la pacientii cu
distrofie musculara Duchenne” cu
autorii: dr. Liliana Vladareanu, dr.
Monica lolanda Nedelea, dr. Ana-
Maria Ifrim;

- ”"Uveita — posibila reactie
adversa la Cosentyx la un pacient
cu spondilita; raportare de caz”
cu autorii: dr. Doinita Oprea, dr.
Zamfirescu Mihaela, dr. Jimbu
Diana, dr. Elena-Valentina lonescu,
Oprea Carmen, dr. Madalina
Gabriela lliescu;

-”Managementul osteoartritei
secundare de sold dupa
epifizioliza esentialda  utilizand
vascosuplimentare” cu autorii: dr.
Sibel Demirgian, dr. Viorica Marin,
dr. Traian Virgiliu Surdu, dr. Monica
Surdu, dr. Olga Surdu.

Congresul s-a incheiat
sambata seara si, in ciuda
distantarii  fizice, s-au creat

legaturi si emotii ca si cum am
fi fost prezenti impreund la lasi.
Ca in fiecare an, congresul a fost
un succes si dorim sa multumim
organizatorilor pentru efortul
depus in munca de pionierat si
pentru implicare, in special d-lui
dr. biolog Constantin Munteanu,
precum si d-lui prof. dr. Gelu
Onose. Abia asteptam la anul sa
ne intalnim fata in fata la lasi!
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In the special context created
by the COVID-19 pandemic that
we have all been going through
lately, the National Congress of
Physical Medicine, Rehabilitation

and Balneology in Romania
took place online between
September 2nd and 5th, an

event organised every year by
the Romanian Society of Physical
and Rehabilitation Medicine and
Balneoclimatology (SRMFRB)
and the Romanian Balneology
Association, with the participation
of other prestigious institutions:
Government of Romania, "Grigore
T. Popa" University of Medicine
and Pharmacy, lasi, "Carol Davila"
University of Medicine and
Pharmacy in Bucharest, "Dunarea
de Jos" University of Galati,
"luliu Hatieganu" University of
Medicine and Pharmacy, Cluj-
Napoca, "Ovidius" University of
Constanta, "Nicolae Testemitanu"
State University of Medicine
and Pharmacy in Chisindu,
Republic of Moldova, University
of Medicine and Pharmacy of
Craiova, The Romanian Society for
NeuroRehabilitation  (RoSNeRa),
The Romanian Spinal Cord Society
(RoSCoS), The Society of Specialists
in Medical Rehabilitation and
Physical Medicine in Republic
of Moldova, as well as the two
most important international
companies - FEMTEC and ISMH.
This year's event was dedicated
to the 10th anniversary of the
Romanian Balneology Association
and had been scheduled to take
place in lasi since the last edition.
Because the participation in the
event was very large every year
(over 300 participants) and taking
into account the rules imposed in
order to prevent infection with the
SARS-CoV-2 virus, the event took
place online as a webinar on Zoom
platform. It was an additional

challenge for the organisers to
provide the necessary technical
support for the oral presentations
and posters during the 4 days
of congress, but they fulfilled it
brilliantly.

Interdisciplinary and
multifactorial collaboration
between researchers, clinicians
and educators from various
disciplines and with different
perspectives, but also decision
makers, authorities, investors,

economic actors is considered
to be the best way to achieve
a major impact and promote
balneology and medical recovery.
International cooperation is also
essential for this discipline all over
the world.

This congress was intended
to be a moment of balance for the
analysis of achievements regarding
this specialty from the previous
congress to the present. Also, the
congress was a moment of debate,
a necessary debate on the role of
specialty, development of balnear
sector, analysis of possibilities of
intervention that we have and
through which we can contribute
to the development of this field.

We can say (and we do not
consider that we are wrong) that
this congress was also a moment
of affirmation and enthusiasm,
a moment in which the young
residents, the young researchers,
who aspire to the status of doctor
of medicine/research, exercised
their vocation of dissemination of
scientific knowledge with success
and relative ease.

Therefore, the congress
presented all the elements
necessary for a top academic
debate for the field development
of physical medicine, rehabilitation
and balneology.

The program of congress

was extremely dense, being

EVENT

inaugurated with the opening
ceremony, whereimportant names
in the field took the floor. This
was followed by an international
session, in which interesting
issues in the field of medical
recovery and thermal medicine
were discussed, emphasizing the
impact of COVID-19 infection on
the population in need of recovery
and the limitations imposed by the
pandemic. In this session, famous
specialists from Italy, France,
Spain, Russian Federation, Poland,
USA, Australia, Japan, etc. took the
floor.

The second day of congress
began with the participation,
on all levels, of the delegation
from the Techirghiol Balnear and
Recovery Sanatorium, both in the
commissions of moderators during
the day, and as authors/presenters
of some interesting works. The
following works were presented:

- "Osteoporoza — o provocare
terapeutica" (Osteoporosis - A
Therapeutic Challenge?) with the
following authors: Doctor Liliana-
Elena Stanciu, Doctor Elena-
Valentina lonescu, Doctor Daniela
Profir, PhD student Elena Roxana
Almasan, Doctor Marius Sorin
Chiriac;

"Evaluarea comparativa
a influentei balneare a
resurselor hidrominerale asupra
organismului uman in concordanta
cu datele oferite de indicatorii
biochimici sangvini" (Comparative
assessment of balnear influence
of hydromineral resources on
the human body in accordance
with the data provided by blood
biochemical indicators) with
the following authors: Elena
Kornilova, Doctor Traian Virgiliu
Surdu, Nikolai Kornilov, Doctor
Olga Surdu, Doctor Monica Surdu;

- "Impactul namolului
sapropelic din lacul Techirghiol



asupra stresului oxidativ in  spondilita
anchilozanta" (The impact of sapropelic mud
from Techirghiol Lake on oxidative stress in
ankylosing spondylitis) with the following
authors: Doctor Daniela Profir, Doctor Viorica
Marin, Doctor Traian Virgiliu Surdu, Doctor
Liliana-Elena Stanciu;

- "Tratamentul interdisciplinar al herniei de
disclombarelaun pacientcucorticodependenta
sicuistoricde TBC ganglionar" (Interdisciplinary
treatment of lumbar disc herniation in a patient
with corticosteroid dependence and a history
of lymph node tuberculosis) with the authors:
Doctor A.AToma, Doctor I.B. Ghinguleac,
Doctor L.A. Ghinguleac, Doctor L.E. Stanciu,
Doctor E.V. lonescu;

"Importanta reabilitarii respiratorii
precoce la pacientii cu distrofie musculara
Duchenne" (Theimportance of early respiratory
rehabilitation in patients with Duchenne
muscular dystrophy) with the authors: Doctor
Liliana Vladareanu, Doctor Monica lolanda
Nedelea, Doctor Ana-Maria Ifrim;

- "Uveita — posibila reactie adversa la
Cosentyx la un pacient cu spondilita; raportare
de caz" (Uveitis - possible adverse reaction to
Cosentyx in a patient with spondylitis; case
report) with the authors: Doctor Doinita Oprea,
Doctor Zamfirescu Mihaela, Doctor Jimbu
Diana, Doctor Elena-Valentina lonescu, Oprea
Carmen, Doctor Madalina Gabriela lliescu;

- "Managementul osteoartritei secundare
de sold dupa epifizioliza esentiala utilizand
vascosuplimentare" (Management of
secondary hip osteoarthritis after essential
epiphysiolysis using viscosupplementation)
with the authors: Doctor Sibel Demirgian,
Doctor Viorica Marin, Doctor Traian Virgiliu
Surdu, Doctor Monica Surdu, Doctor Olga
Surdu.

The congress ended on Saturday evening
and, despite the physical distance, connections
and emotions were established as if we were
present together in lasi. As every year, the
congress was a success and we would like to
thank the organisers for the effort made in
the pioneering work and for the involvement,
especially Mr. Doctor Biologist Constantin
Munteanu, as well as Mr. Professor Doctor
Gelu Onose. We look forward to meet face to
face in lasi next year!
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"MODELUL’ DONA

Aurelia LAPUSAN

Premiul National ”I.N.Dona” pentru cercetare stiintificd din domeniul Balneologiei, precum siin activitdtile
civice, de mediu si management a fost instituit cu prilejul implinirii a 120 de ani de balneologie la Techirghiol
de catre Biroul Prezidiului Academiei Romdne la propunerea conducerii Sanatoriului Balnear si de Recuperare
Techirghiol. Premiul va recompensa anual cele mai bune lucrdri si prezente culturale si stiintifice romdnesti.

Dar de ce I.N.Dona?

Marturie de credinta:
"Aceasta meserie a fost pentru
mine un adevarat apostolat si daca
as putea fnregistra glasurile celor
care au profitat de acel sacerdot,
ar fi o clamoare de multi oameni
care-mi datoreaza sdnatatea si
chiar viata.

Postul ce l-am ocupat ca
medic sef al Spitalelor Eforiei a fost
obtinut printr-un examen stralucit,
care a ramas de pomina in seria
concursurilor din tara noastra. Am
muncit la spitale aproape jumatate
de secol si pensia ce mi s-a acordat
a fost fructul a maximului de
treizeci si cinci de ani, cu retineri
legale in acest scop.

M-am devotat in special
studiului balneologiei si am fost
peste 45 de ani medic-sef al celor
trei statiuni din Tekirghiol. Dupa
un studiu adancit al mijloacelor
terapeutice din aceste localitati si
o lucrare in format mare, de 500
de pagini, care a fost premiata de
Academia Romana, am luptat cu o
rabdare de apostol si mucenic la
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ridicarea acestor statiuni, aproape
necunoscute pe vremuri, dar care
au ajuns pana in pragul acestui
razboi, sa aiba o reputatie nu
europeana, dar chiar mondiala.
Am facut diverse publicatiuni
si in limbi strdine spre a face
cunoscute localitatea si namolul
de la Tekirghiol; dar mai ales
m-am ocupat cat de aproape de
bolnavii ce veneau sa-si gaseasca
sanatatea  aci, prescriindu-le
tratamentul cat mai potrivit
si urmarindu-i de aproape, ca
efectul dobandit sa compenseze
cu incd mult vicisitudinile si
neplacerile pe care le ai intr-o
localitate Tnca in fasa si lipsita de
confortul si agrementele adecuate
unei statiuni cu mijloace curative
miraculoase. Aceasta a facut ca
serii si chiar generatii de bolnavi
sa urmeze cura de Tekirghiol, cu
rezultate surprinzatoare si cu o
afluentd mereu crescanda. Aceasta
activitate a mea a constituit si
constituie un punct important de
rasplatd meritata a subsemnatului
pentru serviciile aduse socialului.
Majoritatea constructiilor in
Tekirghiol au fost facute sub egida
mea, cum sunt Baile Movila, marile
stabilimente ale Bancii Nationale
de la Eforie, Sanatoriul Tekirghiol
si Clement Popescu si multe
alte importante vile si hoteluri,
devenite proprietatea poporului.
Ca director medical, timp
de cateva decenii, al acestor trei
statiuni din Tekirghiol, am avut in
colaborare serii de medici tineri
carora le-am dat totdeauna cu tot
prisosul sfaturile si indrumarile
necesare in aceasta fnsemnata
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si mareata ramura a medicinii
curative.

In razboiul din 1916 — 18 am
fost Tnsarcinat ca sef al Spitalului
16 de Evacuare sa combat
epidemia de tifos exantematic
si recurent, care pustiau atunci
armata noastra. M-am purtat ca un
brav, am fost mereu pe front si am
iesit foarte grav atins Tn sanatatea
mea, cu titlul de invalid de razboi
si procentaj de 100 %, care a fost in
parte mentinut la ultima revizuire
a invalizilor din 1948, iar pensia
mi-a fost apoi suprimatd, din
motive probabil iardsi de avere”?.

Date biografice: losif N. Dona
(1875 -1956). Doctor docent in
stiinte medicale la Facultatea de
Medicind Bucuresti. Licentiat n
drept. Medic sef al Spitalului Eforie,
director al Sanatoriului Maritim si
al Statiunii balneare Techirghiol si
Movild. Reputat medic balneolog,
a organizat statiunile Techirghiol si
Eforie Nord si Sud.2 Medic general,
invalid de razboi, membru al
Consiliului superior balnear din
Ministerul Sanatatii.

I.N.Dona este fiul cel mare al
generalului Nicolae Dona, erou in
Razboiul de independenta, seful
Marelui Stat Major al Armatei
Romane intre 23 mai 1884-13
ianuarie 1886. Fratii lui au fost
Raul, medic si el, casatorit cu
pictorita Niculina Delavrancea, una
dintre cele patru fiice ale lui Barbu
Delavrancea, si sora Margareta,
casatorita cu Alexandru Vlahuta.
Sotia dr. losif Dona a fost Elena

1. bmim.muzeulbucurestiului.ro
2.Dictionardepersonalitatidobrogene,
vol.l, Editura Ex Ponto, 2004, p105



Leontopol, din familia V.A.Urechia,
cu care a avut doua fiice.?

Licentiat al Facultatii de
Medicina si al Facultatii de Drept
din Bucuresti, doctorul Dona a
functionat la Spitalul Filantropia,
apoi - incepand din 23 iulie 1903
- ca medic si apoi ca director al
statiunii  balneare  Techirghiol.
Medic director in Serviciul Eforiei
Spitalelor Civile fusese numit prin
concurs si cu Inaltul Decret Regal
2389/903.

Sanatoriul de la Techirghiol
trecuse deja Tn randul spitalelor
Eforiei Civile din 1901. Medicii
primari, In servicii mixte, medico-
chirurgicale, trebuiau sa-si ocupe
posturile prin concurs. Dupa trei
sesiuni Tn care nu a fost admis
nici un candidat, in mai 1903,
I.N. Dona se califica primul, cu
punctaj maxim. Preocupat sa
cerceteze amanuntit efectele
curei de namol asupra copiilor,
face diverse experimente:
tratamente de 2-3 serii consecutiv,
intocmeste fise personale si fise
de diagnostic. Conditiile impuse
la internare, atunci cand cererile
au depasit numarul de paturi ale
stabilimentului: sa fie sarac, sa fie
bolnay, sa fie copil.

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

3. zf.ro

gratuita.*

Tratand despre superioritatea
lacului, printr-o analiza calitativa
si cantitativd si o comparatie cu
Lacul Sarat, dar si cu statiunile
balneare europene., dr. I.N. Dona,
in lucrarea sa Tekirghiol, preciza:
,Apa lacului este limpede si cu
reflecte opaline, lactescente sau
galbui, din cauza concentratiei
sale si a nenumaratelor animale
microscopice care traiesc in
ea. Analiza chimica a apei, o
dovedeste puternic mineralizata
si densa, bogata in o multime de
saruri si putand rivaliza cu cele mai
renumite ape clorobromosodice.
Tindnd seama de dimensiunile
enorme ale lacului si de adancimea
sa, ne putem inchipui acum
in ce cantitate colosala se afla
aceasta apa minerala la Tekirghiol.
Abundenta aceasta constituie
pentru Tekirghiol un avantaj si o
superioritate asupra altor lacuri
sarate similare, cum ar fi bundoara
Lacul Sarat”.®

Doctorul Dona a participat
la primul razboi mondial, avand
misiunea de a combate epidemiile
de '"febra recurentd si tifos
exantematic". S-a Tmbolnavit el
insusi de "miocardita cu fenomene
de angor pectoris si nefrita
cronica, consecutiva tifosului
exantematic din campanie pe care
[-a contractat Tn aprilie 1917".
La 20 decembrie 1918 "a fost
desarcinat din postul ce-l ocupa

4. Lapusan, Aurelia, Lapusan, Stefan,
Techirghiol, repere istorice, Editura
Ovidius University Press, 2012, p.57
5. Dona, |, Tekirghiol, Stabiliment
grafic, Albert Baer, 1907 p.61.

din cauza infirmitatii de razboi".
| s-a acordat o pensie de 780 lei
bruto pe luna. Au urmat cereri
repetate de recalculare a pensiei,
atat Tn perioada interbelica si a
celui de-al doilea razboi mondial
cat si dupa instaurarea regimului
totalitar.

Opera stiintificd: Tn 1907
doctorul Dona lanseaza o ampla
monografie de specialitate
dedicata Techirghiolului, Tekir-
ghiolul. Studiu descriptiv si clinic.
Tratamentul marin. Balneatiunea
cu nomol. Stabilimentul grafic
Albert Baer, lucrare premiata de
Academia Romana.

Ceva mai tarziu, Tn imprimeria
,Cultura”, din Bucuresti, aparea
brosura ,La cure de Tekir-Ghiol.
Air et climat marin-héliotherapie.
Bains salés et bains de boue. Le
mal de Pott et son traitement a
Tekir-Ghiol” de dr. I.N. Dona, care
se autoprezenta “sef al Spitalelor

Eforia, directorul Sanatoriului
maritim si al statiunilor balneare
de Ila Techirghiol si Movil3,

docent al Facultatii de medicina
din Bucuresti, licentiat in drept”.
Autorul preciza ca lucrarea este
rolul experientei sale de 30 ani la
Techirghiol.

Exegezii au acordat mai multa
atentie dr. losif Dona ca mare
colectionar de artd. Tmpreund cu
sotia sa, Elena, doctorul a adunat
timp de 50 de ani lucrari de
pictura romaneasca, alcatuind o
foarte valoroasa colectie. Educat
in spiritul valorilor nationale, al
artei si civilizatiei romanesti a stiut
sa valorifice aceasta pasiune si
printr-o conjunctura fericita.
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In 1950, pentru a o salva
si pentru a o pune la dispozitia
marelui public, doctorul losif Dona
si sotia sa si-au donat statului
colectia care a fost deschisa
publicului in casa lor din str.
General Nicolae Dona nr.12. Ceea
ce nu a Tmpiedicat statul sa-i
lase pe cei doi, aflati la o varsta
fnaintatd, fara pensie, expropriati
de toate proprietatile funciare si
imobiliare pe care le detinusera
altadata. Familia Dona a trecut
prin momente dificile in intreaga
perioada a regimului totalitar. O
a doua donatie de obiecte de arta
catre stat a fost facutd de catre
Maria (Maruca) Dona in 1979.

Doctorul marturisea  intr-
un memoriu adresat conducerii
comuniste “ca toatad viata mi-am

petrecut-o intre  personalitati
marcante, cu idei Tnaintate
progresiste (Dobrogeanu-

Gherea, Caragiale, Al. Vlahuta,
Delavrancea, Paul Bujor etc.) si

mai cu seamd intre oamenii de
arta, avand o intensa pasiune
pentru produsele plastice alle]
acestor mari creatori (Andreescu,
Grigorescu, Luchian, Petrascu,
Steriadi, Tonita, Ciucurenco etc.),
sacrificandu-mi ultimul ban si
luptdnd cu adevdrata ravna spre
a aduna o importanta colectie
de pictura, care a facut mereu
admiratia cunoscatorilor. Spre a
intari dovada iubirii mele fata de
popor si de masele muncitoare,
am daruit aceasta colectie
Sfaturilor Populare ale Capitalei,
formand astazi o institutie de
stat numita <<Muzeul Elena si
doctor I.N.Dona>>, tablourile fiind
evaluate la peste zece milioane (lei
vechi) si fiind cercetata si admirata
de nenumarati vizitatori.®

Din pacate, in anii din urma,
colectia ”losif si Elena Dona”
a fost restituitd mostenitorilor

6. bmim.muzeulbucurestiului.ro

legali, cele 241 de tablouri de
o] incomensurabila valoare
patrimoniala  nemaiputand fi
admirate in muzeul ce 1i purta
numele.

Vizionarul I.N.Dona: "Aceasta
statiune este inca prea aproape de
originele sale, pentru a se putea
pretinde ca sa aiba tot confortul
unei statiuni bogate si luxoase
din strainatate; cine doreste sa
cunoasca insa si istoricul multora
dintre acestea, poate lesne afla
ca inceputurile celor mai mari
localitati balneare din lume au fost
adesea mai primitive si mai simple
ca ale Techirghiolului. Nici una
din ele nsda n-a dispus nicodata
de elemente balneoterapeutice
propriu-zise, asa de fericite si
puternice ca ale Techirghiolului, de
aceea putem prezice ca nu va trece
mult si el va deveni cu siguranta
una din cele mai renumite statiuni
balneare din lume.””

7. Dona, |, Tekirghiol, Stabiliment
grafic, Albert Baer, 1907 p.7

DONA "PATTERN"

Aurelia LAPUSAN

The National Award "I.N.Dona" for scientific research in the field of Balneology, as well as in civic,
environmental and management activities was established on the occasion of the 120th anniversary
of balneology in Techirghiol by The Office of the Romanian Academy Presidium at the proposal of the
management of the Techirghiol Balnear and Recovery Sanatorium. The prize will annually reward the best
Romanian cultural and scientific works and presences

Testimony of faith: "This
profession was a true apostolate
for me, and if | could record
the voices of those who took
advantage of that priest, it would
be a clamor for many people who
owe me their health and even
their life.

The position | held as chief
doctor of Eforie Hospitals was
obtained through a brilliant exam,
which remained outstanding in
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the series of competitions in our
country. | worked in hospitals for
almost half a century and the
pension | was granted was the
result of a maximum of thirty-five
years, with legal deductions for
this purpose.

| devoted myself especially
to the study of balneology and |
was the chief physician of three
resorts in Tekirghiol over 45
years. After an in-depth study
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of herapeutic means in these
localities and a large work of 500
pages, which was awarded by
the Romanian Academy, | fought
with the patience of an apostle
and martyr to build these resorts,
almost unknown in the past, but
which have reached the brink of
this war, to have a reputation not
European, but even global.

| have written various
publications in foreign languages



to make known the town and the
mud of Tekirghiol; but above all
| took care of the patients who
came to find their health there,
prescribing the most appropriate
treatment and monitoring them
closely, so that the acquired effect
would compensate much more the
vicissitudes and inconveniences
found in a locality still at the
beginning of the road, lacking the
comfort and amenities suitable for
a resort with miraculous curative
means. This caused seriesand even
generations of patients to follow
the Tekirghiol cure, with surprising
results and an ever-increasing
influx. My activity was and is
an important point of deserved
reward of the undersigned for
the services brought to the social
sphere.

Most of the constructions
in Tekirghiol were made under
my aegis, such as Baile Movila,
the large establishments of the
National Bank in Eforie, Tekirghiol
Sanatorium and Clement Popescu
and many other important villas
and hotels, which became the
property of people.

As medical director of these
three resorts in Tekirghiol, for
several decades, | collaborated
with young doctors to whom |
always gave the necessary advice
and guidance in this important and
great field of curative medicine.

In the war of 1916-1918,
| was assigned as head of the
hospital Spitalul 16 de Evacuare
to fight the epidemic of typhus
and recurrent typhus, which was
ravaging our army. | behaved like
a brave man, | was always on the
front and my health was very
badly affected, | became a war
invalid with percentage of 100%,
which was partly maintained at
the last evaluation of the invalids
in 1948, and my pension was then
abolished again, probably for
reasons of wealth".!

1. bmim.muzeulbucurestiului.ro

Biographical data: losif N.
Dona (1875 -1956). Doctor of
Medical Sciences at the Faculty
of Medicine in Bucharest. Degree
in Law. Chief physician of Eforie
Hospital, Director of Maritime
Sanatorium and Techirghiol and
Movila Balnear Resort. Famous
balneologist, he organised the
resorts Techirghiol and Eforie Nord
and Sud.? General practitioner, war
invalid, member of the Superior
Balnear Council of Ministry of
Health.

I.N.Dona is the eldest son of
General Nicolae Dona, hero in the
War of Independence, chief of
General Staff in Romanian Army
between May 23rd, 1884 and
January 13th, 1886. His brothers
were Raul, also a physician,
married to the painter Niculina
Delavrancea, one of Barbu
Delavrancea's four daughters,
and sister Margareta, married
to Alexandru Vlahuta. The wife
of Doctor losif Dona was Elena
Leontopol, member of V.A.
Urechia family, with whom she
had two daughters.?

A graduate of Faculty of
Medicine and Faculty of Law in
Bucharest, Doctor Dona worked
at the Filantropia Hospital, then -
starting from July 23rd, 1903 - as
a physician and then, as director
of the Techirghiol balnear resort.
A chief physician at the Service
Serviciul Eforiei Spitalelor Civile,
he had also been appointed by
competition with the High Royal
Decree 2389/903.

The sanatorium of Techirghiol
had already passed among the
hospitals of Eforie Civile since
1901. The consultants, in mixed
and medical-surgical services,
had to fill their positions through
competition. After three sessions
in  which no candidate was
admitted, in May 1903, I.N. Dona

2.Dictionardepersonalitatidobrogene,
vol.l, Editura Ex Ponto, 2004, p105
3. zf.ro

qualifies first, with maximum
score. Being concerned with
researching in detail the effects
of the mud cure on children,
he makes various experiments:
he ensures treatments of 2-3
consecutive series and draws
up personal and diagnostic
files. The conditions imposed at
hospitalisation when the requests
exceeded the number of beds of
establishment are the following:
the patient should be poor, ill and
child.

The doctor allowed himself to
introduce, along with the balnear
treatment, a "cure" of education:
life was organized as in a boarding
school, rigorously supervised. And
all this care including treatment,
accommodation, other services
offered so generously by Eforia's
management, was free.*

Dealing with the superiority
of lake, through a qualitative
and quantitative analysis and a
comparison with the Sarat Lake,
but also with the European balnear
resorts, Doctor I.N. Dona, in his
work Tekirghiol, stated: "The water
of lake is clear and with opaline,
lactescent or yellowish reflections,
due to its concentration and the
countless microscopic animals
that live in it. The chemical
analysis of water proves to be
highly mineralized and dense, salt-
rich and able to compete with the
most famous chlorobromosodic
waters. Considering the enormous
size of lake and its depth, we can
now imagine the huge amount of
mineral water at Tekirghiol. This
abundance is an advantage and
superiority for Tekirghiol despite
other similar salt lakes, such as
Sarat Lake.".?

Doctor Dona participated in
World War |, with a mission to

4. Lapusan, Aurelia, Lapusan, Stefan,
Techirghiol, repere istorice, Editura
Ovidius University Press, 2012, p.57
5. Dona, |, Tekirghiol, Stabiliment
grafic, Albert Baer, 1907 p.61.




combat epidemics of "recurrent
fever and typhus." He himself
became ill  suffering from
"myocarditis with phenomena
of angina pectoris and chronic
nephritis, following the typhus in
the campaign which he contracted
in April 1917." On December 20th,
1918, "he was fired due to the
infirmity acquired during the war."
He was granted a pension of LEI
780 (gross) per month. Repeated
requests for the recalculation of
pension were submitted, both
during the inter-war period and
the Second World War and after
the establishment of totalitarian

regime.
Scientific work: In 1907,
Doctor Dona launched an

extensive specialised monograph
dedicated to the Techirghiol, Tekir-
ghiolul. Studiu descriptiv si clinic.
Tratamentul marin. Balneatiunea
cu nomol. Stabilimentul grafic
Albert Baer, work awarded by the
Romanian Academy.

Later, at the "Cultura" printing
house, in Bucharest, the brochure
,La cure de Tekir-Ghiol. Air et
climat marin-héliotherapie. Bains
salés et bains de boue. Le mal
de Pott et son traitement a Tekir-
Ghiol", Doctor I.N. Dona, appeared
and he introduced himself as
"chief of Eforia Hospitals, director
of Maritime Sanatorium and
balnear resorts at Techirghiol
and Movild, professor at Faculty
of Medicine in Bucharest, with a
degree in law". The author stated
that the work represents the role
of his experience of 30 years at
Techirghiol.

The exegetes paid more
attention to Doctor losif Dona as
a great art collector. Together with
his wife, Elena, the doctor collected
works of Romanian painting for 50
years, composing a very valuable
collection. Educated in the spirit of
national values, of Romanian art
and civilization, he knew how to
capitalise on this passion through
a happy conjuncture.

In 1950, in order to save and
make it available to the general
public, Doctor losif Dona and
his wife donated to the state the
collection that was opened to
the public in their house at the
address from str. General Nicolae
Dona nr. 12. This did not stop the
state from leaving the two elderly,
without a pension, with all the
land and real estate they had
once owned expropriated. The
Dona family went through difficult
times throughout the totalitarian
regime. A second donation of art
objects to the state was made by
Maria (Maruca) Dona in 1979.

In @ memorandum addressed
to the communist party, she
confessed "that | spent my
whole life among prominent
personalities, with progressive
advanced ideas (Dobrogeanu-
Gherea, Caragiale, Al. Vlahuta,
Delavrancea, Paul Bujor, etc.) and
especially among the people of
art, having an intense passion
for paintings of these great
creators (Andreescu, Grigorescu,
Luchian, Petrascu, Steriadi, Tonita,
Ciucurenco, etc.), spending my last
penny and fighting with real zeal
to gather a important collection

of paintings, which always elicited
the admiration of connoisseurs. To
strengthen the proof of my love
for the people and the working
masses, | donated this collection
to the Sfaturilor Populare ale
Capitalei (Popular Councils of
Capital), forming today a state
institution known <<<< Muzeul
Elena si doctor I.N.Dona (Elena
and Doctor I.N.Dona Museum)>>,
the paintings being evaluated
at over ten million (old lei) and
being researched and admired by
countless visitors.®

Unfortunately, in recent
years, the collection "losif and
Elena Dona" was returned to the
legal heirs, the 241 paintings of
immeasurable heritage value
can no longer be admired in the
museum that bore its name.

The legacy of I.N. Dona:
"This resort is still too close to
its origins to be able to claim
to have all the comfort of a rich
and luxurious resort abroad; but
who wants to know the history
of many resorts, can easily find
out that the beginnings of the
largest seaside resorts in the world
were often more primitive and
simpler than those of Techirghiol.
However, none of them has ever
had the actual balneotherapeutic
elements, as happy and strong
as Techirghiol, so we can predict
that it will not be long and it will
certainly become one of the most
famous balnear resort in the
world."”

6. bmim.muzeulbucurestiului.ro
7.Dona, |, Tekirghiol, Stabiliment grafic,
Albert Baer, 1907 p.7




Medicina fizica si reabilitarea
completeaza sfera specialitatilor
medicale sise practica pretutindeni
in lumea asta. Atat tari dezvoltate
sau mai putin dezvoltate trateaza
pacienti cu dizabilitati fizice sau
cognitive, fiecare in felul lor, avand

drept scop final reintegrarea
acestora in societate.
Nivelul tehnologiei de

azi inlesneste comunicarea
interdisciplinara la nivel mondial.
Globalizarea  permite  tuturor
accesul la informatii si experiente
in timp real facilitdnd procesul
terapeutic al pacientului.

NHS (National Health Service)
in Anglia dispune de un buget
considerabil destinat specialitatii
de reabilitare medicala atat pentru
practica cat si pentru cercetare.
Exista protocoale si ghiduri clinice
care nsotesc activitatea medicala
de zi cu zi. Astfel, cand pacientul
este admis in unitatea spitaliceasca
in faza acuta este preluat de catre
o echipa multidisciplinara formata
din medicul anestezist, neurolog,
neurochirurg, reabilitare medical3,
asistentii de terapie ocupationala
si kinetoterapeut. Aceastd echipa
discuta cazul in sedinte organizate

i EXPERIENTA CA MEDIC DE RECUPERARE
INTR-0 SECTIE DE NEUROREABILITARE DIN MAREA BRITANIE

Dr Elena CRISTESCU,

Neuroreabilitare, Leeds Teaching Hospital

unde se decide intregul corolar
terapeutic de mentinere in viata
a pacientului, dar si momentul
cand acesta trebuie sa fie
transferat catre alt departament
Cu resurse mai valoroase pentru
el. De asemenea, se decide asupra
datei de externare si destinatia
acestuia, fie la domiciliu sau spre
alta unitate spitaliceasca pentru
continuarea reabilitarii medicale
fizice sau cognitive. Membrii
familiei sunt integrati in echipa
multidisciplinara si ei sunt cei care
aproba deciziile finale. Familia este
cea care trebuie informata zilnic
cu privire la starea de sanatate
a pacientului. Tn cazul in care
pacientul are probleme cognitive
familia decide si asupra necesitatii
resuscitarii sau nu a pacientului
cantarind beneficiile sau riscurile
procesului de resuscitare in sine si
viata de dupa aceasta procedura.

Odata ajunsi in spitalele de
neuroreabilitare pacientii sunt
evaluati de catre medicul de
recuperare medicala printr-un
examen neurologic  minutios.
Importante sunt detaliile ce tin de
viata sociala a pacientului, stilul de
viata anterior accidentului, vicii,

relatia cu familia si tipul meseriei
prestate. De asemenea, trebuie
documentat tipul domiciliului,
daca este proprietatea sa sau este
inchiriat, cate trepte intampina
la intrare, cate etaje are si daca
toaleta se afla la parter sau la etaj.
Toate aceste detalii contribuie la
deciziafinalainalegereadestinatiei
pacientului dupa externarea
din spital. Astfel, pe perioada
programului de recuperare fin
spital, care se poate prelungi pana
la 365 zile, asistentul de terapie
ocupationala si kinetoterapie vor
evalua capacitatea pacientului in
propria locuinta testand abilitatile
si independenta acestuia 1n
activitatile zilnice efectuate 1in
gospodadrie. Tn cazul in care acest
lucru nu este posibil, asistentul
social va Tntocmi un dosar pentru
finantarea pacientului de catre stat
pentru ca acesta sa fie externat
in siguranta la domiciliu sau in
alta unitate provizorie pentru
continuarea recuperarii.

Medicul de recuperare este
liderul echipei complexe de
reabilitare si cel care organizeaza
sedinta saptamanald cu intreaga
echipa pentru a discuta evolutia
clinicd a pacientului. Medicul
descrie evolutia clinica, apoi pe
rand fiecare membru al echipei
multidisciplinare preia cuvantul
pentru a descrie activitatile
desavarsite cu pacientul.
Asistentul de terapie ocupationala
decide nevoia de ortezare a
mainii spastice, descrie abilitatile
castigate la nivel de membru
superior si poate sa 1i ceara
medicului sa prescrie medicatie
locala sau generala pentru
combaterea  spasticitatii.  Tot
acesta va avea grija ca pacientul
sa capete independenta 1in
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activitatile zilnice la domiciliu.
Pacientul va calatori Tmpreuna cu
asistentul de terapie ocupationala
in locuri unde acesta va avea
nevoie de independenta pe viitor,
de exemplu la cumparaturi sau la
banca, toate pentru a-l reeduca in
managementul propriilor finante.
Logopedul evalueaza tulburarile
de deglutitie ale pacientului,
organizeaza videofluoroscopia
si decide asupra gastrostomei
pentru alimentarea in siguranta a
pacientului. Tot acesta Tmpreuna
cu dieteticianul stabilesc tipul
dietei daca deglutitia este posibila.

n cursul sedintelor
mentionate mai sus se face si
scoring-ul fiecarui pacient prin
intermediul evaluarii functionale
(FIM). Astfel, fiecare din echipa
multidisciplinara trebuie sa
relateze despre modul in care
pacientul a raspuns la programul
terapeutic, de exemplu asistentul

medical subliniaza necesitatea
cateterizarii urinare, daca
pacientul este apt sa utilizeze

urinarul sau daca se deplaseaza
cu fotoliul rulant la toaleta, dar si
despre gradul de independenta
al pacientului pentru ingrijirea si
toaletarea personala, alimentare,

imbracarea  partii  superioare
sau inferioare a  corpului.
Kinetoterapeutul participa
la scoring prin completarea
notiunilor despre  mobilitatea

pacientului, iar logopedul despre
stilul comunicarii si tulburarile de
deglutitie. Psihologul completeaza
despre aspectele cognitive, iar
medicul de reabilitare deschide si
finalizeaza sedinta.

Totul se documenteaza pe
pagina electronica a pacientului,

iar lafinal se adauga data externarii
si data intalnirii cu familia, prilej
in care aceasta poate adresa
intrebari si lua decizii. In cazul
in care pacientul este externat
la domiciliu se fac trimiteri
catre echipa de reabilitare din
comunitate ce va asista pacientul
la domiciliu.

Obiectivele terapeutice
de scurtd si de lunga durata
sunt initiate de catre terapeuti.
Medicul de recuperare precizeaza
obiectivele ce tin de evaluarile
de specialitate din punct de
vedere neurochirurgical si vizitele
prestabilite anterior trasferului in
alte departamente de specialitate
in functie de comorbiditatile
pacientului.

Ca unelte de combatere
a spasticitatii Tn sectiile de
neuroreabilitare, se folosesc
periodic injectii locale cu toxina
botulinica asociate cu medicatie

orald. Printre antialgicele cele
mai utilizate se afla morfina
(oromorph), codeina, iar

paracetamolul este prescris zilnic
la doza maxima. Pentru umarul
dureros se efectueaza frecvent
blocul nervului suprascapular cu
bupivacaina. Medicatia neuropata
se utilizeaza la doze maxime
(gabapentin 2700 mg). Profilaxia
trombozei venoase profunde
pentru pacientii imobilizati se face
cu enoxaparina 40 / 80 mg pe zi in
functie de greutatea pacientului,
iar acesta se poate prelungi pana
la 6 luni sau pana cand pacientul
devine mobil pe sectie. Trazodonul
este folosit des in starile de agitatie
ale pacientilor cu traumatism
cranio cerebral.

Laxativele sunt prescrise
in functie de tipul de colon
neurogen, areflexic sau spastic.
Astfel, seara se prescriu laxative
stimulante, iar dimineata dupa
30 minute de la micul dejun, se
administreaza supozitoare sau
micro-clisme urmate de masaj
abdominal si stimulare digitald
rectald. In completare se utilizeazs
zilnic medicatie pentru ajustarea
consistentei scaunului, cum ar fi
lactuloza sau macrogol. in cazul
colonului flasc nu se recomanda
microclisma sau  supozitoare,
ci doar indepartarea digitalda a
bolului fecal. Astfel, se creeaza
un obicei, iar episoadele de
incontinenta sfincteriana pot fi
evitate Tn momentul sedintelor de
recuperare.

Orice tip de tratament, fie
el medicamentos sau fizical-
kinetic pentru a putea fi aplicat in
spitalele NHS mai intai trebuie sa
dovedeasca ca are la baza studii
solide, bine urmarite de experti
care sa dovedeascd eficienta si
beneficiul terapeutic pe termen
lung. Spre deosebire de Romania
in Marea Britanie electroterapia nu
reprezinta instrument terapeutic
in sectiile de neuroreabilitare.
FES-ul se utilizeaza Tn privat in
recuperarea mersului, iar TENS-
ul este achizitionat la dorinta

pacientului pentru ameliorarea
durerilor cronice.
Chiar daca protocoalele

terapeutice difera de la tard la tara
sa nu uitdm ca cel mai important
aspect 1l reprezinta gradul de
satisfactie al pacientului si ca
reabilitarea medicald reprezinta
un continuum.




Physical medicine and
rehabilitation complete the field
of medical specialties and are
practiced everywhereinthis world.
Developed and less developed
countries treat patients with
physical or cognitive disabilities,
each in their own way, with the
ultimate goal of reintegrating
them into society.

Today's level of technology

facilitates interdisciplinary
communication worldwide.
Globalisation allows everyone

access to real-time information
and experiences by facilitating the
patient's therapeutic process.

NHS (National Health Service)
in England has a sizeable budget
for medical rehabilitation specialty
in terms of practice and research.
There are protocols and clinical
guidelines that accompany daily
medical activity. Thus, when
the patient is admitted to the
hospital unit in the acute phase,
he/she will be under supervision
of a multidisciplinary team
consisting of anesthesiologist,
neurologist, neurosurgeon,
medical rehabilitation specialists,
occupational therapy assistants
and physiotherapist. This team
discusses the case in organised
meetings where the entire
therapeutic corollary for keeping
the patient alive is established,
but also the moment when he/
she should be transferred to
another department with more
valuable resources for him/
her. The date of discharge and
destination, either at home or to
another hospital unit for further
physical or cognitive medical
rehabilitation, are established.

EXPERIENCE AS A RECOVERY DOCTOR IN A
NEUROREHABILITATION DEPARTMENT IN UNITED KINGDOM

Doctor Elena CRISTESCU,

Neurorehabilitation Department, Leeds Teaching Hospital

Family members are integrated
into the multidisciplinary team and
are the ones who approve the final
decisions. The family should be
informed daily about the patient's
health. If the patient has cognitive
issues, the family also decides on
the need or not for resuscitation
of patient considering the benefits
or risks of resuscitation process
and life after this procedure.

Once in neurorehabilitation
hospitals, the patients are
evaluated by the medical recovery
doctor through a thorough
neurological examination. The
details related to patient's social
life, lifestyle before the accident,
vices, relationship with family
and type of job performed are
important. It is also necessary to
document the type of residential
building, whether it is owned or
rented, number of steps available
at entrance, number of floors
and whether the bathroom is on
the ground floor or upstairs. All
these details contribute to the
final decision in order to choose
the patient's destination after
discharge from the hospital. Thus,
during the recovery program in
the hospital that can be extended
up to 365 days, the occupational
therapy and physiotherapy
assistant will assess the patient's
ability in his/her own home testing
his/her skills and independence in
daily household activities. If this is
not possible, the social worker will
draw up afile for the state funding
of patient and so, he/she can be
safely discharged at home or in
another temporary unit for further
recovery.

The recovery doctor is the

leader of complex rehabilitation
team and the one who organizes
the weekly meeting with the
whole team to discuss the clinical
evolution of patient. The doctor
describes the clinical evolution
and then, each member of
multidisciplinary team takes the
floor to describe the activities
completed with the patient. The
occupational therapy assistant
decides the need for orthosis of
spastic hand, describes the skills
gained at the level of upper limb
and can ask the doctor to prescribe
local or general medication to
combat spasticity. The assistant
will also make sure that the patient
gains independence in daily
activities at home. The patient
will travel with the occupational
therapy assistant to places where
he/she will need independence
in the future, for example in
shopping or at the bank, in order
to re-educate him/her in the
management of his/her own
finances. The speech and language
therapist evaluates the patient's
swallowing disorders, organizes
videofluoroscopy and decides on
the gastrostomy to safely feed
the patient. The therapist and
dietitian determine the type of
diet if swallowing is possible.
During the sessions
mentioned above, each patient
is scored through functional
assessment (FIM). Thus, each
member of multidisciplinary team
should indicate how the patient
responded to the therapeutic
program, for example the nurse
emphasizes the need for urinary
catheterisation, ifthe patientisable
to use the urinal or if he/she uses a




wheelchair to go to bathroom, but
also the degree of independence
of patient for personal care and

grooming, feeding, dressing
the upper or lower body. The
physiotherapist participates in
scoring by completing the notions
about the patient's mobility
and the speech and language
therapist about communication
style and swallowing disorders.
The  psychologist  completes
the cognitive aspects and the
rehabilitation doctor opens and
concludes the session.

Everything is documented
on the patient's electronic page,
and at the end, the discharge
date and the date of the meeting
with family are added; during
the meeting, the family can ask
qguestions and make decisions.
If the patient is discharged to
home, referrals are made to the
community rehabilitation team for
assisting the patient at home.

Short-term and long-term
therapeutic goals are initiated by
therapists. The recovery doctor
specifies the objectives related to
the specialised evaluations from a
neurosurgical point of view and the
pre-arranged medical visits prior
to the transfer to other specialised
departments depending on the
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patient's comorbidities.

As antispasticity tools in
neurorehabilitation departments,
local injections with botulinum

toxin  associated with  oral
medication are regularly used.
Morphine (oramorph) and

codeine are among the most used
analgesics, and paracetamol is
prescribed daily at the maximum
dose. For sore shoulder,
suprascapular nerve block
using bupivacaine is frequently
performed. Neuropathic
medication is used at maximum
doses (gabapentin 2700 mg). Deep
venous thrombosis prophylaxis for
immobilised patients is performed
with enoxaparin 40/80 mg per day,
depending on the patient's weight
andthe treatment can be extended
up to 6 months or until the patient
begins to move. Trazodone is
often used in agitation conditions
in patients with traumatic brain

injury.
Laxatives are  prescribed
depending on the type of

neurogenic, areflexic or spastic
bowel. Thus, in the evening,
stimulant laxatives are prescribed
and in the morning, after
30 minutes from breakfast,
suppositories or micro-enemas
are administered, followed by

septembrie 2020

abdominal massage and digital
rectal stimulation. In addition,
medication is used daily to adjust
stool consistency such as lactulose
or macrogol. In the case of a
flaccid bowel, no micro-enema or
suppositories are recommended,
but only the digital removal of
faecal matter. This creates a
habit and episodes of sphincteric
incontinence can be avoided
during recovery sessions.

Any type of treatment,
whether medicinal or physical-
kinetic, in order to be applied
in  NHS hospitals, should first
demonstrate that it is based on
solid studies consulted by experts
to prove the efficacy and long-term
therapeutic benefit. Unlike the
Romania, in the United Kingdom,
electrotherapy is not a therapeutic
tool in neurorehabilitation
departments. FES is wused in
private medical units for regaining
the ability to walk and the TENS
is purchased at the request of
patient to relieve chronic pain.

Although therapeutic
protocols differ from country to
country, we should not forget
that the most important aspect is
the degree of patient satisfaction
and medical rehabilitation is a
continuum.
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MESSAGE FROM OUR PATIENTS

Thank you once again for the impeccable reception, treatment and
attitude! We felt great; and we will surely become your loyal patients.
Thank you from the bottom of my heart for the elegant and generous
way that | enjoyed, throughout my stay, in your balnear centre!

I hug you dearly and look forward to seeing you again!

Stay of 11 days at Techirghiol sanatorium

- emotion

-joy

- well-being

And other feelings that emanate positive energy.

I return home with all these and not only thanks to the procedures
performed but also thanks to the staff and medical staff who do
everything with passion.

Congratulations and | wish you to bring as many patients there as
possible for prevention and help as they return home full of positive
energy.

With much love, Mihaela Vasile
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Teritoriile romanesti si
ale Orientului Mijlociu au fost
interconectate de-a lungul
secolelor prin faptul ca au
beneficiat de influente venite
dinspre Imperiile roman, bizantin,
otoman, ceea ce a condus la
legaturi pe diverse planuri,
,acestea materializandu-se prin
schimb intens de marfuri, de
bunuri spirituale si obiceiuri,
inclusiv printr-o cunoastere
reciproca directa”?. Astfel,
Romania nu-mi parea un loc
necunoscut. Traisem in copilarie si,
mai apoi, in adolescentad inconjurat
de rezultatele colaborarii dintre
Romania si statele din ceea ce se
defineste ca Orientul Mijlociu sau
de persoane care calatorisera in
Romania sau erau chiar cetateni
romani.

Cand am ajuns la varsta la
care trebuia sa aleg o cale in viata,
optiunea de a merge la studii n
Romania a pdrut cea mai fireasca,
in contextul in care eram un tanar
avid de cunoastere si experienta,
dar si o persoana care nu voia sa
se aventureze prea departe de

1. Craciun lonescu, Corespondent n
Orientul Mijlociu, Bucuresti, Editura
Politica, 1982, p. 274.

ROMANIA, TECHIRGHIOL - A DOUA “FAMILIE”

ceea ce cunoscusem pana atunci.

Ajuns in Romania am intalnit o
tara exact asacumimiimaginasem:
oamenii ospitalieri, clima mult
mai blanda si experienta studiilor
universitare la un nivel inalt.

Anii studentiei au trecut cu
zile foarte bune, dar si cu zile mai
putin bune, lasandu-ma fnsa pe
mine sa descopar nu doar resurse
interioare de care nu fusesem
constient, dar si un colectiv special
de oameni care m-au ajutat sa ma
acomodez si sa aprofundez cultura
romana sub toate aspectele.
Aceasta este si motivul pentru
care, indragostit fiind de ceea ce
inseamna Romania, am ales sa imi
continui drumul vietii tot aici.

Ca strain, arab, am fost
placut surprins de frumusetea
naturii romanesti, atat de diversa
si speciala. Mai mult chiar, am
descoperit  potentialul  lacului
Techirghiol cu atat de multe calitati
terapeutice. A fost un moment
deosebit pentru ca toata viata mea
am fost inconjurat de informatii
referitoare la Marea Moartd si
specificul ei dat de gradul mare
de salinitate, fara sa vad si sa
experimentez un loc asemanator
in Romania.

Kamel Abu ZALUK

Situat  intr-o cunoscutd
statiune de tratamente, lacul a
devenit numaidecat un punct
de atractie datorita efectelor
terapeutice in tratarea diverselor
afectiuni reumatice, de piele sau
chiar a alergiilor.

Dornicsa ma stabilesc definitiv
in Romania si sa Tmi continui
studiile aici, am ales programul de
specialitate Medicina Fizica si de
Reabilitare, care se desfdsoarad, in
cea mai mare parte, aproape de
malurile lacului. Astfel, am ramas
din nou n mrejele specificului
romanesc, intadlnind aici nu doar
un colt de natura, ci si un mediu
uman calduros, compus din
specialisti dornici sa Tmparta din
cunoasterea lor si altora, ca mine,
aflati la inceput de drum.

Aici am intalnit o a doua
,familie” asa cum mi s-a spus Tnca
delainceputde catre indrumatorul
si coordonatorul meu, ceea ce
nu a facut decat sa contribuie de
0 maniera categorica la impresia
mea generald cd societatea
romaneasca este capabild, dar si
dornica de a sprijini strainii, asa
cum a facut-o si cu mine, pentru o
cat mai buna adaptare.




Over the centuries,
the Romanian and Middle
Eastern territories have been

interconnected by the fact that
they have benefited from the
influences of Roman, Byzantine
and Ottoman Empires which led to
connections on various levels, "as
they materialise through intense
exchange of goods, spiritual goods
and customs, including direct
mutual knowledge"!.

Thus, Romania did not seem
to me an unknown place. During
my childhood and, later, my
adolescence, | was surrounded
by the results of collaboration
between Romania and the states
of Middle East or by people who
had traveled to Romania or were
even Romanian citizens.

When | reached the age for
choosing a path in life, the option
to go to study in Romania seemed
the most natural, in the context in
which | was a young man eager for
knowledge and experience, but
also a person who did not want
to venture too far from what | had
known until then.

1. Craciun lonescu, Corespondent n
Orientul Mijlociu, Bucuresti, Editura
Politica, 1982, p. 274.

ROMANIA, TECHIRGHIOL - THE SECOND "FAMILY"

Arriving in  Romania, |
discovered a country exactly
as | had imagined: hospitable
people, a much milder climate and
experience of university studies at
a high level.

The student years passed
with very good days, but also
with less good days, but leaving
me to discover not only internal
resources that | was not aware
of, but also a special group of
people who helped me to get
accommodated and to deepen all
the aspects of Romanian culture.
This is also the reason why, being
in love with Romania, | chose to
continue my life path here as well.

As a foreigner, being an Arab,
| was pleasantly surprised by the
beauty of Romanian nature which
is so diverse and special. Moreover,
| discovered the potential of
Techirghiol Lake with so many
therapeutic  characteristics. It
was a special moment because
all my life | was surrounded by
information about the Dead Sea
and its particularities provided by
its high degree of salinity, without
seeing and experiencing a similar
place in Romania.

Situated in a well-known

Kamel Abu ZALUK

treatment resort, the lake
immediately became a point of
attraction thanks to its therapeutic
effects in  treating various
rheumatic, skin diseases or even
allergies.

Eager to settle permanently
in Romania and to continue my
studies here, Ichose the specialized
program Physical Medicine and
Rehabilitation, which takes place,
for the most part, close to the
shores of lake. Thus, | remained
again in the toils of Romanian
specificity, discovering here not
only a corner of nature, but also
a warm human environment, with
specialists eager to share their
knowledge with other people
who, like me, are at the beginning
of the road.

Here I metasecond "family" as
I was told from the beginning by my
supervisor and coordinator, which
only contributed in a categorical
way to my general impression that
Romanian society is capable, but
also eager to support strangers,
as it did with me, for the best
possible accommodation.




Cu toate dificultatile
metodologice intalnite, se poate
afirma ca lombalgia este aproape
cel mai raspandit tip de durere,
probabil aldturi de cefalee. Tn
populatia adulta, intre % si %
resimt dureri lombare o data in
viata. Aproximativ 40% dintre ei
au un episod acut o data pe an
si 15-20% pot avea o experientd
de acest gen oricand, in orice
moment. Aparent, doar 10-20%
din totalul adultilor nu prezinta
niciodata dureri lombare [24].

Lombalgia descrie o stare
heterogena si dinamica. Cauza
sa este atribuita cel mai frecvent

prejudiciului  musculoligamentar
sau modificarilor degenerative
scheletale, desi diagnosticul

diferential este vast. Experienta
pacientilor variaza in functie de
durata, intensitate, severitate si
gradul impotentei functionale.

Factorii care influenteaza
declansarea si agravarea

Factorul de risc este o
caracteristica asociata unei
rate crescute de declansare a
durerilor lombare [20]. Studiile
epidemiologice  considera ca
factorii de risc pentru lombalgie se
pot sistematiza in [4]:

-factori individuali si care tin
de stilul de viata: dureri lombare
in istoric, varsta, sex, greutate,
forta musculara, flexibilitate, boli
asociate, fumat, stare civil3;

-factori biomecanici: ridicare
de greutati, munca grea, lipsa de
miscare, postura, vibratii, sofat,

LOMBALGIA - FACTORI DECLANSATORI SI AGRAVANTI;
PREVENIREA/AMELIORAREA SA IN RANDUL PERSOANELOR
AFLATE IN CARANTINA PRIN MIJLOACELE KINETOTERAPIEI

Nicoleta Daniela CALOTA*?, Elena Valentina IONESCU*2,
Maddlina Gabriela ILIESCU*?, Liliana STANCIU*?, Antoanela OLTEAN?

1 Universitatea ”“Ovidius” din Constanta
2 Sanatoriul Balnear si de Recuperare Techirghiol

aplecare, rasuciri etc.;

-factori psihosociali: depresie,
anxietate, convingeri si idealuri,
atitudini, stres, insatisfactie cu
privire la diverse situatii de viata,
relatiile la locul de munca etc.

Experimente care au inclus
diverse variabile au aratat ca
predispozitia spre durerealombara
este data cel mai fecvent de
combinarea factorilor individuali,
biomecanici si psihosociali [5,29].
Una din cercetari a stabilit ca
variabila psihosociala si cea
biomecanica pot  determina
independent aparitia simptomelor
[16],Tn timp ce un alt studiu a ajuns
la concluzia ca solicitarile zilnice,
durerile lombare insidioase 1n
antecedente si reducerea lordozei
lombare fiziologice conduc
impreuna la instalarea lombalgiei
[3].

Gradul in care stilul de viata

contemporan este dominat
de activitati care implica flexia
coloanei vertebrale lombare

trebuie sa ne atragd atentia.
Din momentul in care ne trezim
dimineata, ne 1Imbrdacam, ne
spalam pe dinti, mergem la toaleta,
ne uscam dupa dus, ne asezam
pentru micul dejun, sofam pana la
serviciu, stam la birou, ne asezam
la masa pentru cind, ne relaxam
seara, fie privind la televizor
din canapea, fie citind o carte,
permanent suntem Tn posturi de
flexie, de variate grade. Asezatul
este cea mai frecventa postura
la locul de munca, in special in
industrie si afaceri. Trei sferturi din

lucratorii tarilor industrializate au
locuri de munca sedentare [22].
Se pare ca toate aceste activitati,
normale, nu numai ca predispun
la aparitia lombalgiei, dar pot
si precipita simptomele, fara a
exista o Tncordare suplimentara
a structurilor lombare si, de
asemenea, pot perpetua durerea,
o data aparuta [25].

Potentialul strategiilor de
incarcare a coloanei vertebrale
lombare de a agrava sau de

a elimina simptomele este
semnificativ [25].

Factorii biomecanici sunt
importanti atat n obtinerea

centralizarii unui episod acut, cat
si In perpetuarea si agravarea lui
[18,2,8,9]. Majoritatea durerilor
lombare variaza in intensitate, Tn
functie de activitatea subiectului
si sunt aproape Iintotdeauna
agravate de factori fizici [28].
Aceste observatii se referda la
raportul dintre tipul de activitate
a pacientului si sindroamele
vertebrale, subliniind importanta
solicitarilor cotidiene si a posturii
in influentarea durerii.

Diverse cercetari au investigat
rolul strategiilor de incarcare in
raspunsul simptomatic. S-a ajuns
la concluzia ca activitatile zilnice
normale, cum ar fi asezatul,
mersul, decubitul, agraveaza sau
amelioreaza simptomele, dupa
cum se poate observa din tabelul
alaturat[25].

Factorii biomecanici de risc
pentru lombalgie identificati
implica flexia lombara: ridicarea



McKenzie | Painting Biering- | Boissonault | Stankovic
1979 si Chester | Sorensen | si Di Fabio | siJohnell
1996 1983 1996 1990
1.Agravanti
Asezat 82% 83% 30% 74% 46%
Ridicare din 39%
asezat
Aplecare 83% 65% 79% 46%
Sofat 55%
Sedentarism 79%

Mers 16% 48% 18%
Ortostatism 37% 26% 24%
Stranut sau 22%

tuse

Decubit 61% 49% 7%
2.Amelioranti
Asezat 7%
Ridicare din 0%
asezat
Aplecare 2%
Mers 79% 41% 36% 38% 32%
Schimbarea 71% 53%
pozitiei/in
miscare
Decubit 32% 53% 70% 83%
Ortostatism 45% 17%

Tabel 1.1 Factori mecanici care agraveazd sau ameliorezd durerea lombard

din asezat, aplecarea, sofatul etc.
O datd durerea lombara aparuta,
posturile care presupun flectarea
trunchiului intretin simptomele
si impiedica indepartarea lor. Mai
multe experimente au demonstrat
valoarea si eficienta evitarii
activitatilor si a posturilor in flexie
[33, 27].

,Controlarea flexieilombarein
fiecare dimineata este o forma de
autoingrijire care dezvoltd un simt
de autocontrol asupra durerilor
lombare si astfel determina
incredere Si imbunatateste
rezultatele” [26, 19] A identificat
dimineata ca fiind acea perioada
a zilei cand majoritatea pacientilor
se simt cel mai rau, cu riscul de a
suferi o recidiva sau o exacerbare
a simptomelor.

Factori psihosociali de

prognostic

Desi dovezile care sustin
implicarea factorilor psihosociali
in declansarea durerilor lombare
sunt reduse, exista un numar
considerabil de indicii care
evidentiaza influenta  acestor
variabile Tn trecerea de la acut la
cronic. Rezultatele unui studiu
asupra fricii - evitarii miscarilor si
consecintelor acestora arata ca
teama de durere si evitarea sunt
0 cauza esentiala in dezvoltarea
sau aparitia  unui  sindrom
cronic la multi subiecti cu dureri
musculoscheletale [31].

O analiza sistematica a
factorilor de risc in durerile
lombare si cervicale demonstreaza
ca factorii psihosociali joaca un rol
semnificativ atat in trecerea de la

acut la cronic, cat si in etiologia
fenomenelor acute [17].

Consultarea unui numar de
37 studii [25] efectuate pe aceasta
tema a condus la desprinderea
urmatoarelor concluzii:

eFactorii  psihosociali sunt
asociati cu declansarea/debutul
durerilor lombare;

eVariabilele psihosociale au,
in general, un impact mai mare
decat factorii biomedicali sau
biomecanici asupra impotentei
functionale;

eFactorii psihosociali au fin
mod cert legatura cu trecerea de
la faza acuta la cea cronica;

eFactorii cognitivi (atitudine,
nivel de inteligenta, standard
de viatd, teama de durere) sunt
in relatie cu evolutia durerii si a
impotentei functionale, Tn special
atitudinile pasive, neimplicarea,
exagerarea situatiei;

eDepresia, anxietatea, stresul
sunt Tn relatie cu durerea si
dizabilitatea;

elpohondria/perceperea
exagerata a afectarii starii de
sanatate duce la cronicizare si
dizabilitate;

eFactorii psihosociali pot fi
folositi pentru predictia riscului
de a dezvolta afectiuni cronice
manifestate  prin  durere i
dizabilitate.

Laturile emotionala, cognitiva
si comportamentala au fost
studiate Tn mod special in aceste
cercetari, desi s-au dovedit la fel de
importante si alte procese psihice.
Factorii psihosociali trebuie
considerati ca parte dintr-un
complex multifactorial de variabile
care  determina  sindroamele
musculoscheletale.

Toti factorii de prognostic

Factorii care genereaza
debutul lombalgiei, precum si
trecerea sa de la acut la cronic sunt
in mod evident complecsi, multipli
si heterogeni. Numeroase studii
sugereaza ca simptomele cronice
sunt prognosticate mai mult de




variabilele psihosociale decat de
indicatorii clinici ori de combinarea
acestoral[6,15,11,7,14].
Simptomele  persistente  sunt
asociate unei combinatii de factori
clinici si psihosociali.

Doua studii relativ recente
[12, 13, 23] au revazut dovezile
cu privire la pozitia optima din
asezat. Autorii, recitind literatura
de specialitate, au ajuns Ia
concluzia ca postura ideala implica
mentinerea lordozei lombare
fiziologice, cu un suport lombar,
scaunul inclinat posterior, cotiere
si spatiu care sa permita miscari
libere, prin implicarea frecventa a
musculaturii abdominale, in mod
special.

in  concluzie, mentinerea
unei posturi lordotice descreste
presiunea in discul intervertebral
si riscul de degenerare, expune
mai putin ligamentele la tensiuni
si, desi creste fincarcarea pe
zigapofize, acest lucru nu este
considerat un pericol pentru
sandtatea coloanei vertebrale. O
postura cifotica, sustinuta, creste
presiunea intradiscala, fapt ce
determind diminuarea cantitatii
de lichid intradiscal, scaderea
gradului sau de nutritie, alterarea
sintezei celulare si a biomecanicii
discului intervertebral, care
culmineaza cu degenerarea
acestuia, ceea ce va conduce in
timp la durere lombara.

Din cauza cantitatii mari
de fluid continuta de discul
intervertebral in timpul diminetii,
acesta este mai rezistent la flexie.
in  comparatie cu momentele
ulterioare ale zilei, stresul cauzat
de flexia trunchiului este de 300%
pentru discul intervertebral si de
80% pentru ligamentele arcului
neural [15]. in consecint, se poate
spune cd dimineata, in timpul
aplecarii, exista un risc crescut
pentru  aparitia  deteriorarilor
structurale. Un model
experimental, care a folosit un disc
intervertebral bovin, a demonstrat
ca, atat incarcarea pe flexie, cat si

o ratd mare de hidratare a discului
intervertebral, sunt factori-
cheie Tn aparitia fragmentarii si
deplasarii fragmentelor nucleului
pulpos [25].

Intensitatea presiunii
intradiscale este influentata de
diverse  variabile:  activitatea
musculara a trunchiului, postura,
greutatea corporald, marimea
discului intervertebral, gradul de
degenerare discald si greutatile
externe aplicate. Postura este
doar una din componentele
ecuatiei. Toate studiile au raportat
o scadere substantiala a presiunii
pe coloana vertebralda cand este
in descdrcare sau fird greutati. In
general, pozitia asezat cauzeaza
0 presiune intradiscald mai mare
decat ortostatismul.  Extensia

creste la randul sau presiunea, dar
mult mai putin fata de flexie [25].

Pozitia asezat

n timpul trecerii de la stand
la asezat fara suport, lordoza
lombara descreste cu pana la 380,
rotatia pelvisului fiind responsabila
de diminuarea curburii cu 280.
Postura asezat cu spatele relaxat
produce flexia lombara cea
mai  accentuata; Tncrucisarea
membrelor inferioare flexeaza
coloana vertebrala lombara, iar
asezat cu spatele drept determina
mai  putind extensie decat
ortostatismul [8].

Factorii care influenteaza
curbura lombara din asezat [25]:

efactori care accentueaza
lordoza: rotatia anterioara a
pelvisului, extensia  soldului,
spatarul inclinat posterior,
suportul/ruloul lombar;

efactori care cresc flexia:
rotatia posterioara a pelvisului,
flexia soldului/genunchiului,
incrucisarea membrelorinferioare.

Spatarul  scaunului poate
determina diminuarea flexiei, dar
suportullombarare oinfluenta mai
semnificativda, crescand unghiul
lordozei. O variabila importanta

pentru gradul curburii lombare
din asezat este rotatia pelvisului.
Cea posterioara, ca in asezat
cu spatele relaxat, determina
flexia lombarei, in timp ce rotatia
anterioara (asezat cu spatele
drept) creeazd extensia coloanei
lombare. Folosirea ruloului lombar
faciliteaza direct cresterea lordozei
si asigurda o mai mare rotatie
anterioara a bazinului.

Unghiul creat fintre trunchi
si membrele inferioare are de
asemenea efect asupra curburii
lombare, din cauza tensiunii create
in muschii posteriori ai coapselor.
Cresterea flexiei soldurilor
roteaza pelvisul posterior si are
ca rezultat flectarea lombarei
sau intinderea sa. Astfel, pozitia
asezat cu genunchii deasupra
liniei soldurilor, obisnuita pentru
multe fotolii, determina intinderea
coloanei vertebrale lombare [25].

Decubitul

Forma curburii in decubit
depinde de pozitia adoptata. Sunt
disponibile 3 posturi de baza:
decubit dorsal, lateral si ventral. in
decubit lateral, coloana lombara
se poate situa fie in flexie, fie In
extensie, Tn functie de pozitia
membrelor inferioare. Cresterea
flexiei soldurilor, simultan cu
rotatia posterioara a bazinului
relaxeaza lordoza. Pozitia fetala
este una de flexie extrema, in
timp ce decubitul lateral cu
unul sau ambele solduri extinse
tensioneaza coloana, extinzand-o.

Decubitul lateral determing,
de asemenea, cateva grade de
translatie lateralda spre partea
pe care este asezat subiectul
[19]. Tn decubit dorsal, curbura
lombara este dependenta de
pozitia ~membrelor inferioare.
Cu genunchii si soldurile extinse,
musculatura anterioara a
coapselor roteaza anterior pelvisul
si creste lordoza, in timp ce, cu
genunchii si soldurile flectate,
bazinul se roteaza posterior si



coloana se relaxeaza. Pentru
majoritatea indivizilor, decubitul
ventral este o pozitie de extensie
lombara.

Factorul timp si incarcarile

Diverse  studii  efectuate
pe subiecti asimptomatici au
demonstrat rolul pe care il are
incdrcarea sustinuta a coloanei in
generarea durerii. Nu atat pozitia
asezat cu trunchiul relaxat, ori, in
cazul coloaneivertebrale cervicale,
hiperextensia, cauzeaza durerea,
cat mentinerea acestor pozitii
o perioada lunga de timp. Prin
reducerea activitatii musculaturii
(din motive de oboseald), aparuta
n timpul acestor posturi sustinute,
stresul mecanic actioneaza
mai ales asupra structurilor

necontractile si  periarticulare,
cum sunt ligamentele, capsula
articulara si discul intervertebral.
Efectul Tncarcarii mentinute sau
repetate in timp asupra tesuturilor
colagenoase are un rol important

in patogenia afectiunilor
musculoscheletale [32].
Instalarea durerii in mod

insidios este mai frecveta decat
declansarea ei brutala. Concluziile
experimentale ofera argumente
care explica acest fenomen prin
deteriorari create pe fond de
oboseala, ce apar la sarcini reduse,
prin stres cumulativ [9, 10, 32].
Acest lucru creste importanta
antecedentelor de fincarcare fin
biomecanica coloanei vertebrale
si In etiologia lombalgiei. De
exemplu, Tincarcarea sustinutd
genereaza concentrarea stresului
in fibrele posterioare ale inelului
fibros, care poate fi o cauza a
durerii in vivo [21].

Cea mai mare structura
avasculara din corpul uman, discul
intervertebral, este predispusa in
mod special la oboseala, avand
o0 capacitate foarte limitata de

reparare sau remodelare [4].
Incarcarile  inconfortabile  din
flexie, Tmpreuna cu translatia

anterioara si factorul timp, pot
fi o cauzd a distorsionarii sau
deteriorarii  oricdrei  structuri
vertebrale colagenoase. Slabirea
si fisurarea lamelelor inelului
fibros ori a ligamentelor capsulei
articulare sunt posibile odata cu
incdrcarea sustinuta [1, 30].

Implicatiile mijloacelor
kinetoterapiei in profilaxia/
ameliorarea lombalgiei

Cele 14 zile de carantind la
care au fost supuse persoanele
gazduite de institutia noastra
au implicat reducerea/anularea
activitatilor obisnuite ale
acestora, cu reducerea drastica
a motricitatii generale, prin
necesitatea de a ramane pe toata
perioada respectivd Tn aceeasi

incapere. Aceasta situatie a creat
terenul favorabil pentru actiunea
factorilor declansatori/agravanti
ai lombalgiei, descrisi anterior,
atat individuali, cat si biomecanici
si psihosociali. Prin kinetoterapie
s-a incercat prevenirea/disparitia

edemului radacinilor nervoase
si a ligamentelor; ruperea
cercului  vicios  durere-spasm

muscular; relaxarea ligamentars,
redresarea posturald si crearea
unui scut muscular care sa preia
fortele  mecanice, menajand
astfel discurile intervertebrale
lombare, implementarea unui
auto-management postural,
subiectul fiind cel mai in masura
sa isi gestioneze singur pozitiile si
miscarile corpului pentru a preveni
sau ameliora durerea.

Totodatd, s-au conturat si
s-au aplicat prin telemedicina
liniile generale ale unei strategii
de abordare optime, pentru
persoanele cu lombalgie prezenta:

eevitarea repausului la pat
pe toata perioada carantinei si
reluarea progresiva a activitatii

normale;
einformarea pacientilor in
vederea reducerii temerilor, a

fricii de miscare si a identificarii

posturilor care sa aiba ca rezultat
ameliorarea lombalgiei;

einfluentarea atitudinilor si
convingerilor despre durere;

esfatuirea bolnavilor despre
modul de administrare a ceea ce
poate fi o problema permanenta
sau recurenta;

eidentificarea factorilor
agravanti, strict individualizat, de
la caz la caz;

eincurajarea automana-
gementului postural, exercitiului
fizic si activismului;

eoferirea de mijloace fizicale
prin care sa se obtina reducerea
simptomelor si, implicit, controlul
problemei.

Niciun tratament nu poate
remedia complet efectele produse
de lipsa sistematica de miscare.
Totusi, exercitiul fizic, continut in
programe de kinetoterapie create
special de catre departamentul
nostru, a reprezentat modalitatea
prin care s-a creat acel continuum
favorizant descresterii, sau chiar
disparitiei disconfortului fizic si
psihic ce s-a instalat la persoanele
aflate 1n carantind, care au
perceput situatia ca pe un obstacol
ivit in desfasurarea normalda a
vietii lor. Efectele exercitiului fizic
ar putea fi rezumate succint astfel:

mentin si corecteaza postura
corpului, mentin si cresc forta si
rezistenta musculara, dezvolta
si  mentin  functiile  motorii

normale si le recupereaza pe cele
perturbate, previn osteoporoza
de inactivitate, cresc rezistenta si
elasticitatea capsuloligamentara,
amelioreaza proprietatile
muschilor: troficitatea,
elasticitatea, excitabilitatea si, prin
sincronizarea unitatilor motorii,
contractilitatea etc. Ele actioneaza
asupra individului prin mecanism
psihogen.  Acesta  determina
participarea sa activa la executarea
programului de kinetoterapie, cu
atat mai mult cu cat, in situatia
de carantinat, personalitatea lui
poate suferi modificari de esenta.
Foarte frecvent el este instabil,




dominat de stari conflictuale, cu
un orizont de preocupari restrans,
egocentric, anxios, depresiv.

Profilaxia lombalgiei a fost
studiata de multi autori. S-a
ajuns la concluzia ca aplicarea
unei strategii ce presupune doar
informarea pacientului asupra
bolii de care suferd, sfaturi si
educarea acestuia cu privire
la managerierea problemelor
aparute, administrarea medicatiei
specifice, nu au randamentul
scontat. Tn schimb, evidente
clare indica faptul ca practicarea
exercitiilor fizice are rezultate
foarte bune in profilaxia primara
si secundard, in special a celor
care se axeaza pe ameliorarea
stabilitatii coloanei vertebrale
lombare si a pelvisului.

Efectuate iIn mod controlat,
progresiv, gradual, miscarile active
au avut rolul de a spori distribuirea
de nutrienti la nivelul discurilor
intervertebrale si a tesuturilor
moi, pastrand starea de sanatate
si buna functionare a acestora.
Repetate cu consecventa, ele au
contribuit la prevenirea rigiditatii
articulatiilor coloanei vertebrale,
a hipotoniei musculare si Ia
reducerea recurentei episoadelor
acute ori la diminuarea gradului

de severitate si a duratei lor.
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LOW BACK PAIN - TRIGGERING AND AGGRAVATING FACTORS;
PREVENTION/IMPROVEMENT AMONG PEOPLE IN
QUARANTINE BY MEANS OF PHYSIOTHERAPY
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Despite all the methodological
difficulties encountered, it can be
stated that low back pain is almost
the most common type of pain,
probably along with headaches.
Between one half and three
quarters of adult population feel
low back pain once in a lifetime.
About 40% of adults have an
acute episode once a year and 15-
20% can have such an experience
anytime, at any time. Apparently,
only 10-20% of all adults never
experience low back pain(24).

Low back pain describes
a heterogeneous and dynamic
condition. Its cause is most often
attributed to musculoligamentous
injury or degenerative skeletal
changes, although the differential
diagnosis is vast. Patients'
experience varies according to
duration, intensity, severity and
degree of functional impotence.

Factors influencing triggering
and aggravation

The risk factor is a feature
associated with an increased
triggering rate of low back
pain(20). Epidemiological studies
consider that the risk factors of
low back pain can be systematised
in(4):

-individual factors related to
lifestyle: low back pain in the past,
age, sex, weight, muscle strength,
flexibility, associated diseases,
smoking, marital status;

-biomechanical factors:
load lifting, hard work, lack of
movement, posture, vibration,
driving, leaning position, twisting,
etc.,;

-psychosocial factors:

depression, anxiety, beliefs
and ideals, attitudes, stress,
dissatisfaction with various life
situations, relationships at work,
etc.

Experiments that included
various variables indicated that
the predisposition to low back
pain is most often provided by
the combination of individual,
biomechanical and psychosocial
factors  (5,29). One  study
established that the psychosocial
and biomechanical variables can
independently determine the
onset of symptoms (16), while
another study concluded that
daily demands, history of insidious
low back pain and reduction of
physiological lumbar lordosis lead
to low back pain (3).

The degree to  which
the contemporary lifestyle s
dominated by activities involving
lumbar spine flexion should draw
our attention. From the moment
we wake up in the morning, we
get dressed, brush our teeth, go to
the toilet, dry after showering, sit
down for breakfast, drive to work,
sit at the desk, sit at the table
for dinner, relax in the evening
either watching TV on couch or
reading a book, we are constantly
in flexion positions of varying
degrees. The sitting position
is the most common posture
at work, especially in industry
and business. Three quarters of
workers in industrialised countries
have sedentary jobs(22). It seems
that all these normal activities not
only predispose to the occurrence
of low back pain, but can also
precipitate the symptoms, without

there being an additional strain on
lumbar structures and also can
perpetuate pain once occured(25).

The potential of spinal loading
strategies to aggravate
or eliminate symptoms is

significant(25).
Biomechanical factors are
important both for obtaining

the centralisation of an acute
episode and its perpetuation
and aggravation (18,2,8,9). The
intensity of low back pain varies
depending on the subject's
activity and is almost always
aggravated by physical factors(28).
These observations refer to the
relationship between the type
of activity of patient and the
vertebral syndromes, emphasising
the importance of daily demands
and posture in influencing the
pain.

Various  researches  have
investigated the role of loading
strategies in the symptomatic
response. It has been concluded
that normal daily activities such as
sitting, walking, lying, aggravate or
improve symptoms, as can be seen
from the table below.(25)

The biomechanical risk
factors of low back pain identified
involve lumbar flexion: lifting from
a sitting position, leaning position,
driving, etc. Once low back pain
occurs, postures that involve trunk
flexion maintain the symptoms
and prevent their removal. Several
experiments have demonstrated
the value and effectiveness of
avoiding flexion activities and
positions (33,27).

"Controlling lumbar flexion




McKenzie | Painting Biering- | Boissonault | Stankovic
1979 & Chester | Sorensen and Di & Johnell
1996 1983 Fabio 1996 1990
1.Aggravating factors
Sitting 82% 83% 30% 74% 46%
position
Lifting from 39%
a sitting
position
Leaning 83% 65% 79% 46%
position
Driving 55%
Sedentariness 79%
Walking 16% 48% 18%
Orthostatism 37% 26% 24%
Sneezing or 22%
coughing
Lying position 61% 49% 7%
2.Improving factors
Sitting 7%
position
Lifting from 0%
a sitting
position
Leaning 2%
position
Walking 79% 41% 36% 38% 32%
Changing 71% 53%
position/
moving
Lying position 32% 53% 70% 83%
(decubitus)
Orthostatism 45% 17%

Table 1.1 Mechanical factors that aggravate or relieve low back pain

every morning is a form of self-
care that develops a sense of
self-control over low back pain
and thus builds confidence
and improves results."(26,19)
identified morning as the period
of day when most patients feel
very bad, at the risk of relapse or
exacerbation of symptoms.

Prognostic psychosocial

factors
Although the evidence
supporting  the  involvement

of psychosocial factors in the
onset of low back pain is limited,
a considerable number of
indications that highlight the
influence of these variables in the
transition from acute to chronic
pain exists. The results of a study
on fear-avoidance of movement
and its consequences expose that
the fear of pain and avoidance are
an essential cause of development
or occurrence of a chronic
syndrome for many subjects with
musculoskeletal pain(31).

A systematic analysis of
risk factors regarding lumbar
and cervical pain demonstrates
that psychosocial factors play
a significant role both in the
transition from acute to chronic
pain and in the etiology of acute
phenomena(17).

Browsing a number of 37
studies(25) regarding this topic led
to the following conclusion:

ePsychosocial factors are
associated with the onset of low
back pain;

¢Psychosocial variables
generally have a greater impact
on functional impotence than
biomedical or biomechanical
factors;

ePsychosocial factors are
certainly related to the transition
from the acute to the chronic
phase;

eCognitive factors (attitude,
level of intelligence, standard of
living, fear of pain) are related to
the evolution of painand functional
impotence, especially passive
attitudes, non-involvement,
exaggeration of situation;

eDepression, anxiety, stress
are related to pain and disability;

eHypochondria/exaggerated
perception of health impairment
lead to chronicity and disability;

ePsychosocial factors can
be used to predict the risk of
developing chronic conditions
manifested by pain and disability.

The emotional, cognitive,
and behavioural aspects have
been specifically studied in this
research although other mental
processes have proven to be just
as important. Psychosocial factors
should be considered as part of a
multifactorial complex of variables
that determine musculoskeletal
syndromes.

All the prognostic factors
The factors that generate the
onset of low back pain, as well as



its transition from acute to chronic
pain are obviously complex,
multiple and heterogeneous.
Numerous studies suggest that
chronic symptoms are predicted
more by psychosocial variables
than by clinical indicators or
their combination (6,15,11,7,14).
Persistent symptoms are
associated with a combination of
clinical and psychosocial factors.

Two relatively recent studies
(12,13,23) have reviewed the
evidence for optimal sitting
position. Reading the literature,
the authors concluded that the
ideal posture involves maintaining
physiological lumbar lordosis,
with a lumbar support, tilt back
chair, armrests and space allowing
free movement, in particular,
by frequent involvement of
abdominal muscles.

In  conclusion, maintaining
a lordotic posture decreases the
pressure in the intervertebral
disc and the risk of degeneration,
exposes the ligaments to less
tension and, although the load
on zigapophyses increases, this is
not considered a danger to spinal
health. A sustained kyphosis
posture increases intradiscal
pressure which causes a decrease
of the amount of intradiscal
fluid, decrease of its degree
of nutrition, alteration of cell
synthesis and biomechanics of
intervertebral disc, culminating in
its degeneration which will lead to
lumbar pain over time.

Due to the large amount
of fluid contained in the
intervertebral disc during the
morning, it is more resistant to
flexion. Compared to later periods
of day, the stress caused by trunk
flexion is 300% for intervertebral
disc and 80% for neural arch
ligaments.(15). Consequently, it
can be said that in the morning,
in leaning position, there s
an increased risk of structural
damage. An experimental mode
which used a bovine intervertebral

disc indicated that both flexural
loading and a high rate of
hydration of intervertebral disc are
key factors of the occurrence of
fragmentation and displacement
of pulp nucleus fragments(25).

The intensity of intradiscal
pressure is influenced by various
variables: the muscular activity
of trunk, posture, body weight,
size of intervertebral disc, degree
of disc degeneration and applied
external loads. Posture is just
one component of the equation.
All studies reported a substantial
drop in spine pressure when being
unloaded or without weights. In
general, sitting position causes a
higher intradiscal pressure than
orthostatism. The  extension
increases the pressure, but much
less than the flexion(25).

Sitting position

During the transition from
sitting position to sitting position
without support, lumbar lordosis
decreases by up to 380, the
rotation of pelvis being responsible
for reducing the curvature by
280. The sitting position with the
back being relaxed produces the
most accentuated lumbar flexion;
crossing the lower limbs flexes
the lumbar spine, and the sitting
position with the back being
straight causes less extension than
orthostatism(8).

Factors influencing the lumbar
curvature when sitting(25):

efactors that accentuate
lordosis: anterior rotation of pelvis,
extension of hip, posteriorly tilted
backrest, lumbar support/roller;

efactors that increase flexion:
posterior rotation of pelvis, flexion
of hip/knee, crossing of lower
limbs.

The backrest of chair may
cause a decrease of flexion, but
the lumbar support has a more
significant influence, increasing
the angle of lordosis. An important
variable of the degree of lumbar
curvature in sitting position is the

rotation of pelvis. The posterior
rotation, as for sitting position with
the back being relaxed, causes the
lumbar flexion, while the anterior
rotation (sitting position with
the back being straight) creates
the extension of lumbar spine.
The use of lumbar roller directly
facilitates the increase of lordosis
and ensures a greater anterior
rotation of pelvis.

Also, the angle created
between the trunk and lower
limbs has an effect on the lumbar
curvature, due to the created
tension of posterior muscles of
thighs. The increased hip flexion
rotates the posterior pelvis and
results in flexion or extension of
lumbar spine. Thus, the sitting
position with the knees above
the line of hips, common for
many armchairs, determines the
extension of lumbar spine(25).

Lying position (decubitus)

The curvature shape in lying
position depends on the adopted
position. There are 3 basic
positions available: supine, lateral
and ventral decubitus. In lateral
decubitus, the lumbar spine can
be either flexed or extended,
depending on the position of
lower limbs. Increased hip flexion
simultaneously with the posterior
rotation of pelvis relaxes lordosis.
The fetal position is a position
of extreme flexion, while lateral
decubitus with one or both
extended hips strains the spine,
extending it.

Also, lateral decubitus causes
a few degrees of lateral translation
toward the side on which the
subject is seated(19). For the
supine decubitus, the Ilumbar
curvature is dependent on the
position of lower limbs. With the
knees and hips extended, the
anterior thigh muscles rotate the
pelvis anteriorly and the lordosis
increases, while with the knees
and hips flexed, the pelvis rotates
posteriorly and the spine relaxes.




ventral
lumbar

For most individuals,
decubitus represents a
extension position.

Time factor and loads

Various studies of
asymptomatic  subjects have
indicated the role of sustained
spine loading in generating pain.
The sitting position with the trunk
being relaxed, or, in the case of the
cervical spine, the hyperextension,
does not cause pain, but
maintaining these positions for a
long time. By reducing the activity
of muscles (due to fatigue), which
appeared during these sustained
postures, the mechanical stress
acts mainly on the non-contractile
and periarticular structures, such
as ligaments, joint capsule and
intervertebral disc. The effect of
sustained or repeated loading over
time on collagenous tissues has an
important role in the pathogenesis
of musculoskeletal disorders(32).

The onset of pain in an
insidious  manner is more
common than its brutal onset.
The experimental conclusions
provide arguments that explain
this phenomenon through fatigue-
induced damage, which occurs
for low loads, through cumulative
stress (9,10,32). This increases
the importance of loading history
in the biomechanics of spine and
in the etiology of low back pain.
For example, sustained loading
generates stress concentration
in the posterior fibers of fibrous
ring, which can be a cause of
in vivo pain(21). The largest
avascular structure of human
body, the intervertebral disc, is
particularly prone to fatigue, with
a very limited ability to repair
or remodel(4). Uncomfortable
flexural loads along with anterior
translation and time factor, can be
a cause of distortion or damage
to any collagenous vertebral
structure. Loosening and cracking
of fibrous ring lamellae or articular
capsule ligaments are possible due

to sustained loading (1,30).

Implications of physiotherapy
means in the prophylaxis/
amelioration of low back pain

The 14 days of quarantine to
which the people accommodated
in our institution were subjected

involved the reduction/
cancellation of their usual
activities, with the drastic

reduction of general motor skills,
by the need to stay in the same
room for the entire period.

This situation created the
favourable ground for the action
of the triggering/aggravating
factors of low back pain,
previously described, individual,
biomechanical and psychosocial.

Through physiotherapy,
aspects such as preventing/
disappearing the edema of

the nerve roots and ligaments;
breaking the vicious circle of pain
and muscle spasm; the ligament

relaxation,  postural recovery
and creation of a muscular
shield that takes over the

mechanical forces, thus sparing
the lumbar intervertebral discs,
implementation of a postural
self-management were tried,
the subject being the more able
to manage their body positions
and movements on their own to
prevent or relieve pain.

At the same time, the general
lines of an optimal approach
strategy for people with low back
pain were outlined and applied
through telemedicine:

ethe avoidance of bed rest
throughout the quarantine period
and the gradual resumption of
normal activity;

einforming patientsin orderto
reduce fears and fear of movement
and to identify positions that will
result in improved low back pain;

einfluencing attitudes and
beliefs about pain;

eadvising patients on how to
manage what may be considered
as a permanent or recurring issue;

eidentification of aggravating
factors, strictly individualised, on a
case-by-case basis;

eencouraging postural self-
management, exercise and
activism;

eproviding physical means to
reduce symptoms and, implicitly,
to control the issue.

No treatment can completely
remedy the effects of systematic
lack of exercise. However, physical
exercise, included in physiotherapy
programs especially established by
our department, was the way by
which that continuum was created
that favors the decrease, or even
the disappearance of physical and
mental discomfort felt by people
in quarantine who perceived the
situation as an obstacle in the
normal course of their lives.

The effects of physical
exercise could be summarised
as follows: they maintain and
correct body posture, maintain

and increase muscle strength
and endurance, develop
and maintain normal motor

functions and restore disturbed
functions, prevent osteoporosis
as a result of inactivity, increase
capsuloligamentous strength
and elasticity, improve muscle
properties: trophicity, elasticity,
excitability and, by synchronizing
motor units, contractility, etc.
They act through a psychogenic
mechanism on the individual.
The individual determines his/
her active participation in the
execution of physiotherapy
program, all the more so as, in
the quarantine situation, his/her
personality may undergo essential
changes. He/she is unstable,
dominated by conflict conditions,
with a narrow horizon of concerns,
egocentric, anxious and depressed
very often.

The prophylaxis of low back
pain has been studied by many
authors. It was concluded that
the application of a strategy that
involves only informing the patient



about the disease he/she suffers
from, advising and educating
him/her on the management
of issues, the administration of
specific medication, do not have
the expected return. Instead,
clear evidence indicates that
exercise training has very good
results in case of primary and
secondary prophylaxis, especially
for those who focus on improving
the stability of lumbar spine and
pelvis.

Performed in a controlled,
progressive, gradual manner, the
active movements had the role
of increasing the distribution
of nutrients at the level of the
intervertebral discs and soft
tissues, maintaining their health
and proper functioning. If
repeated consistently, they helped
to prevent the stiffness of joints
of spine, muscle hypotonia and
to reduce the recurrence of acute
episodes or their severity and
duration.
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Frecventa fracturilor
extremitatii inferioare a radiusului
reprezinta 12% din  totalul
fracturilor. Sunt cele mai frecvente
fracturi ale membrului superior
si cele mai frecvente fracturi
ale radiusului, predominand la
femeile varstnice prin fragilizarea
osului. Osteoporoza poate fi una
dintre cauze si necesitad tratament
adecvat, pe o perioada de mai
multi ani, cu evaluari anuale ale
osteodensitometriei.

Radiusul  distal
articulatii: ~ articulatia
radioulnara,
radioscafoida Si articulatia
radiosemilunara. Radiusul distal
prezinta, Tn mod normal, o panta
palmara de aproximativ 11 grade,
o finclinatie radiala de-a lungul
suprafetei articulare de 23 de
grade, vizibila pe radiografiile
anteroposterioare, si o distanta
de 12 mm intre varful procesului
stiloid al radiusului si o linie
trasatd perpendicular pe suprafata
articulara ulnara distala (aceasta
poate fi masuratda pe radiografia
anteroposterioara standard).

Majoritatea pacientilor care
suferd o fractura a radiusului distal
relateaza caderea pe articulatia
mainii Tn extensie. Examenul clinic
releva edem localizat, echimoza
si deformare la locul fracturii,
care este sensibil la palpare. Este
important de evaluat functia
neurovasculara normala in timpul
examinarii.

Frykman a propus un sistem
de clasificare pentru fracturile
distale radiale, in care tipurile

trei
distala
articulatia

are

INFLUENTA FIZIOTERAPIEI IN TRATAMENTUL
FRACTURILOR EPIFIZEI DISTALE DE RADIUS
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1 si 2 sunt fracturi extraarticulare
si tipurile 3 si 4 sunt fracturi
intraarticulare, ce implica
articulatia radiocarpiana. Tipurile
5 si 6 sunt fracturi intraarticulare
ce implica articulatia radioulnara,
in timp ce 7 si 8 sunt fracturi
intraarticulare ce implica atat
articulatia radioulnara, cat
Si articulatia radiocarpiana.
Fracturile cu numar par indica
prezenta unei fracturi de stiloida
ulnara asociate. Potentialul de

rezultate  nefavorabile creste
pe masura cresterii numarului
clasificarii  Frykman. Cea mai

comuna fractura de radius distal
este tipul 1 de fractura Frykman,
numita si fractura Colles. Aceasta
fractura se caracterizeaza printr-o
linie de fractura la 2 cm proximal
fata de radiusul distal, cu angulatie
dorsala a fragmentului distal si
scurtare de radius.

Fracturile Frykman de tipul 1
sau 2 cu o minima deplasare pot
fi tratate prin reducere inchisa
si imobilizare cu o atelda dubla
in forma de cleste-de-zahar, cu
incheietura mainii in usoara flexie
si deviatie ulnara. Antebratul
trebuie sa fie intr-o pozitie neutrs,
iar cotul trebuie flectat la 90 de
grade. Reducerea satisfacatoare
cere ca scurtarea radiusului sa
fie mai mica de 5 mm, fara panta
dorsala a radiusului distal, si cu
o deplasare de mai putin de 2
mm intre fragmentele fracturii.
Pacientul trebuie evaluat din
nou dupa 3 zile, cu repetarea
radiografiilor. Tn aproximativ 3
zile postleziune, pacientul cu

fractura fara deplasare (tipul 1)
poate fi imobilizat intr-o orteza
scurtd de brat, cu Tincheietura
mainii in pozitie neutrd, pentru
aproximativ. 6 saptamani, cu
repetarea radiografiilor la fiecare
2 saptamani din primele 6.
Pacientul cu deplasare minima
a fracturii (tipul 2), care se afla
in stadiul postreductie, trebuie
sa repete radiografiile in a 3-a zi
de evaluare, pentru a se asigura
mentinerea reducerii. Imobilizarea
se face 1n orteza lunga de brat, cu
incheietura mainii in usoara flexie
si deviatie ulnara, antebratul in
pozitie neutra si cotul flectat la 90
de grade pentru 3-4 saptamani.
Aceasta poate fi finlocuitd cu
o orteza scurta de brat, cu
incheietura mainii Tn pozitie
neutrd pentru inca 3-4 saptamani,
pana la vindecare. Pacientii cu
status postreductie a fracturilor
cu deplasare minima trebuie sa
repete radiografiile saptdamanal
in primele 3 saptamani si apoi
la fiecare 2 saptamani pana la
vindecare completa.

Pentru accelerarea procesului
de vindecare trebuie luata fin
considerare fizioterapia (Super
Inductive System- SIS, Ultrasunet
si TECAR)

Super Inductive  System
este o terapie ce se bazeaza
pe interactiunea dintre campul
electric de fnaltd intensitate si
corpul uman, fapt ce intensifica
circulatia sanguina la nivelul zonei
afectate si faciliteaza formarea
calusului fibrocartilaginos. Drept
rezultat, se initiaza procesul



Fracture

Fibrovascular

de mineralizare progresiva a
cartilajului si de remodelare
osoasd. Intr-un mic studiu (BTL
Medical Solutions RQO), sase
pacienti cu fractura de epifiza
distala de radius au primit o
serie de 10 tratamente cu Super
Inductive System- SIS, programate
de 3 ori pe saptamana. Dupa cele
10 tratamente, conform medicului
specialist radiolog, 3 dintre
pacienti au prezentat un nivel
excelent de formare a calusului,
iar alti 3 au prezentat un nivel bun
de formare a calusului. in plus, toti
pacientii au raportat o ameliorare
a durerii dupa tratamentele cu SIS.

Ultrasunetul sau unda
ultrasonora reprezintd o oscilatie
mecanica longitudinald propagata
intr-un mediu material produsa de
un cristal de cuart integrat intr-un
circuit electric de Tnalta frecventa
bazandu-se pe efectul piezoelectric
inversat. Reduce perioada de
vindecare fin fracturile recente
prin accelerarea consolidarii lor,
datorita scurtarii perioadei de
calusare cu 50%, in caz de fracturi
ale oaselor superficiale (radius,
olecran, glezna).

TECAR sau Diatermia de
contact capacitiv-rezistivsau CARE-
therapy reprezintd o metoda de

Bone Formation

Remodeling

tratament de ultima generatie care
cumuleaza efectele endotermiei
profunde cu cele de biostimulare
prin folosirea undelor lungi in
dubld modalitate de aplicare: tip
rezistiv si tip capacitiv. Se poate
aplica pacientilor purtatori de
materiale de osteosinteza: tije,
implante metalice, Tn mod rezistiv,
cu rol de accelerare a calusarii,
fiind o indicatie speciala.

Obiectivele recuperarii
in fractura de radius includ:
ameliorarea durerii; reducerea

edemului; mentinerea mobilitatiisi
elasticitatii articulare; mobilizarea
articulatiilor Tnvecinate; cresterea
fortei si rezistentei musculare;
reeducarea controlului,

coordonarii Si prehensiunii;
corectarea pozitiilor vicioase.

Prin utilizarea acestor
aparate de fizioterapie, este
stimulatd musculatura, apare
efectul miorelaxant, antalgic si
antiinflamator. Kinetoterapia
urmdreste  obtinerea  functiei
pierdute prin mobilizari,
manipulari, exercitii pasive, active,
contractii  izometrice, exercitii
cu rezistente, cu mingi, aparate,
bastoane etc. Terapia combinata
fmbind mai multe proceduri, care
se completeaza reciproc si ne ajuta
sa atingem obiectivele prestabilite
intr-o perioada mai scurta, fin
conditii de maxima siguranta.

Se recomanda kinetoterapie
pentru reluarea miscarilor mainii,
dupa findepartarea imobilizarii,
adicd dupa 3-4 saptamani, iar
pacientul trebuie sa-si foloseasca
cu prudentd mana timp de alte
4 siptamani de la terminarea
tratamentului de recuperare.
Programul de recuperare dureaza
o luna si se va efectua zilnic in
primele doua saptamanisila doua
zile in ultimele doua.
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The fracture frequency of
radius lower extremity represents
12% of total fractures. They are
the most common fractures
of upper limb and the most
common fractures of radius,
predominating in older women
due to bone-weakening condition.
Osteoporosis can be one of the
causes and requires appropriate
treatment, over a period of several
years, with annual evaluations of
osteodensitometry.

The distal radius has three
joints: distal radioulnar joint,
radio-scaphoid joint and radio-
semilunar  joint. The distal
radius normally has a palmar
slope of about 11 degrees, a
radial inclination along the joint
surface of 23 degrees, visible on
anteroposterior radiographs, and
a distance of 12 mm between
the tip of radius styloid process
and a drawn line perpendicular to
the distal ulnar joint surface (this
can be measured on standard
anteroposterior radiograph).

Most patients who suffer a
distal radius fracture report a fall
on hand joint in extension. Clinical
examination reveals localised
edema, bruising and deformation
at fracture site, which is sensitive
when palpating. It is important
to assess normal neurovascular
function during the examination.

Frykman proposed a
classification system of distal
radial fractures, in which types 1
and 2 are extraarticular fractures
and types 3 and 4 are intraarticular
fractures, involving the
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radiocarpal joint. Types 5 and 6 are
intraarticular fractures involving
the radioulnar joint, while types 7
and 8 are intraarticular fractures
involving both the radioulnar
joint and the radiocarpal joint.
Even-numbered types of fractures
indicate the presence of an
associated ulnar styloid fracture.
The potential of unfavourable
results increases as the number of
Frykman classification increases.
The most common distal radial
fracture is Frykman fracture type
1, also named Colles' fracture.
This fracture is characterised by
a fracture line at 2 cm proximal
to distal radius, with dorsal
angulation of distal fragment and
radial shortening.

Frykman fractures type 1 or
2 with minimal movement can
be treated by closed reduction
and immobilisation with a double
sugar-tong splint, with the wrist
in a slight flexion-ulnar deviation
position. The forearm should be in
a neutral position and the elbow
bent at 90 degrees. Satisfactory
reduction requires that radius
shortening be less than 5 mm,
without a dorsal slope of distal
radius, and with a displacement of
less than 2 mm between fracture
fragments. The patient should
be evaluated again after 3 days,
with repeated radiographs. In
approximately 3 days following
injury, the patient with non-
displaced fracture (type 1) can
be immobilised by a short arm
orthosis, with the wrist in a neutral
position, for approximately 6

weeks, with radiographs repeated
every 2 of the first 6 weeks. The
patient with minimal fracture
displacement (type 2), in post-
reduction stage, should repeat
the radiographs on the 3rd day
of assessment to ensure that
the reduction is maintained. The
immobilisation is ensured by a
long arm orthosis, with the wrist
in a slight flexion-ulnar deviation
position, the forearm in a neutral
position and the elbow flexed
at 90 degrees for 3-4 weeks. It
can be replaced with a short
arm orthosis, with the wrist in a
neutral position for another 3-4
weeks, until healing. Patients with
post-reduction status of minimally
displaced fractures should repeat
radiographs weekly for the first
3 weeks and then, every 2 weeks
until complete healing.

To accelerate the healing
process, physiotherapy (Super
Inductive System- SIS, Ultrasound
and TCARE) shoud be considered.

Super Inductive System is a
therapy based on the interaction
between high intensity electric
field and human body, which
intensifies the blood circulation
in the affected area and
facilitates the fibrocartilaginous
callus formation. As a result,
the process of progressive
cartilage mineralization and bone
remodeling is initiated. In a small
study (BTL Medical Solutions RO),
six patients with a fracture of distal
radius epiphysis received a series
of 10 Super Inductive System-SIS
treatment sessions, scheduled 3
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times a week. After 10 treatment sessions, according to the
radiologist, 3 of the patients presented an excellent level
of callus formation, and another 3 a good level of callus
formation. Also, all patients reported pain relief after SIS
treatment.

Ultrasound or ultrasonic wave is a longitudinal
mechanical oscillation propagated in a material medium
produced by a quartz crystal integrated in a high frequency
electrical circuit based on inverse piezoelectric effect.
It reduces the healing period for recent fractures by
accelerating their consolidation, due to the shortening of
the callus period by 50%, in case of superficial bone fractures
(radius, olecranon, ankle).

TCARE or Capacitive-resistive diathermy therapy or
CARE-therapy is a state-of-the-art treatment method
that combines the effects of profound endothermia with
effects of biostimulation by using long waves in two ways
of application: resistive and capacitive types. It can be
applied to patients with osteosynthesis materials: rods,
metal implants, in a resistive manner, with the role of callus
acceleration, as a special indication.

The objectives of radius fracture recovery include: pain
relief; reduction of edema; objective of maintaining joint
mobility and elasticity; mobilisation of nearby joints; increase
of muscle strength and endurance; re-education of control,
coordination and prehension; objective of correcting vicious
positions.

By using these physiotherapy devices, the muscles are
stimulated, the myorelaxant, analgesicand anti-inflammatory
effect appears. Physical therapy aims to obtain the lost
function through mobilisations, manipulations, passive and
active exercises, isometric contractions, resistance exercises,
with balls, devices, sticks, etc. Combination therapy
combines several procedures which complement each other
and help us achieve the set objectives in a shorter period, in
conditions of maximum safety.

Physical therapy is recommended to resume hand
movements after removal of immobilisation equipment, i.e.
after 3-4 weeks, and the patient should use his/her hand
with caution for another 4 weeks after the end of recovery
treatment. The recovery program lasts one month and will
be performed daily for the first two weeks and every two
days for the last two weeks.
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IMPORTANTA EVALUARII FUNCTIONALE IN SPONDILITA ANCHILOZANTA
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Spondilita anchilozanta este
o boala inflamatorie cronica care
afecteaza predominant coloana
vertebrala, dar si articulatiile
periferice, caracteristica majora
a bolii fiind afectarea precoce a
articulatiilor sacroiliace, procesul
inflamator debutand frecvent la
acest nivel, progresand ascendent,
prezentand o evolutie indelungata
cu exacerbarisiremisiuni spontane
sau terapeutice si evoluand, in
final, spre fibroza (Fig. 1)

Afectiunea a fost descrisa la
sfarsitul secolului XIX de Strimpell
in Germania, Pierre Marie in Franta
si Bechterew in Rusia, eponimele
acesteia fiind boala Marie-
Striimpell sau boala Bechterew.

Spondilita anchilozanta face
parte din grupul spondilartritelor,
acestea prezentand manifestari
clinice axiale si  modificari
radiologice caracteristice.
Prefixul  ,spondil”  subliniaza
afectarea preponderenta a
coloanei vertebrale, iar termenul

,.seronegativ'’ descrie absenta
factorului reumatoid. Sub
aceasta entitate sunt incluse

urmatoarele afectiuni: spondilita
anchilozanta, spondilartrita
axiala nonradiografica, artrita
reactiva (cunoscuta anterior ca
sindrom Reiter), spondilartrita
asociata cu psoriazis sau artrita
psoriazica, spondilartrita juvenila,
spondilartrita asociata cu
boala Crohn si colita ulcerativa.
Multe dintre bolile Tncadrate in
spondilartropatii potinfinal evolua
spre spondilita siTn aceasta situatie
poartd numele de spondilita
anchilozanta ,,secundara".
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Fig. 1 Aspectul normal, cu modificdri inflamatorii si evoluat, cu anchilozad.
Sursd bibliografica nr. 9

Prevalenta afectiunii variaza
din punct de vedere geografic
si demografic, fiind mai mare in
randul rasei albe si mai mica in
randul celei africane si asiatice.
Este mai frecventa la barbati decat
la femei (raportul fiind de 3:1 vs.
2:1) sivarsta de debut variaza intre
varsta adolescentei si 45 de ani.

Este bine cunoscut faptul
ca terenul genetic joacda un rol
important in etiopatogenia acestei
boli inflamatorii. Pentru prima
data, Tn anul 1973, Brewerton a
lansat observatia ca spondilita
anchilozanta este asociata cu
antigenul HLA-B27 si ca acest
genotip reprezinta principalul
factor de risc genetic, regasindu-se
la aproximativ 90% dintre pacienti.

in cadrul populatiei generale
incidenta este in jur de 8%.
Diagnosticul pozitiv al

septembrie 2020

spondilitei anchilozante se
confirma cu ajutorul criteriilor
de diagnostic New York 1984, ce
cuprind:

Clinic: durere lombara joasa
si redoare de mai mult de 3 luni
care se amelioreaza cu efortul si
nu dispare in repaus, limitarea
miscarii coloanei lombare in
plan sagital si frontal, limitarea
expansiunii cutiei toracice fata de
valorile normale.

Radiologic: sacroiliita gradul
2-4  bilaterala sau sacroiliita
unilaterala 3-4.

Pentru diagnosticul clar este
necesar ca un criteriu radiologic sa
se asocieze cu cel putin un criteriu
clinic. Un diagnostic prezumtiv de
spondilita anchilozanta este atunci
cand sunt prezente trei criterii
clinice.

Cu ajutorul radiografiei de



bazin anteroposterioare sau in incidenta Ferguson,
rezonantei magnetice nucleare sau tomografiei
computerizate se poate evidentia prezenta sacroiliitei.
n functie de stadiul evolutiv, se descriu 4 grade de
sacroiliita:

Gradul 0: articulatii sacroiliace Tn limite normale;

Gradul I: suspiciune de sacroiliita caracterizata
printr-un aspect mai fincetosat al articulatiei
sacroiliace;

Gradul II: sacroiliita minima exprimata printr-o
pseudolargire a spatiului articular cauzate de
eroziunile subcondrale situate la nivelul ambelor
versante;

Gradul 1lI: sacroiliita moderata cu scleroza
periarticulard sau osteocondensare, insotita de
diminuarea spatiului articular sacroiliac (Fig. 2);

Gradul V: consta in anchiloza articulatiilor
sacroiliace, fiind caracterizat de fuziunea completa si
disparitia spatiului articular si formare de punti intre
osul sacru si cel iliac.

Evaluarea functionala se poate realiza prin
intermediul multiplelor chestionare, parametrii pe
care acestia i contin cu privire la activitatea bolii
si scorurile functionale prezentand importanta
atat pentru utilizarea in practica, cat si in studiile
clinice. Cele mai utilizate mijloace sunt urmatoarele:
HAQ (Health Assessment Questionnaire), BASDAI
(Spondylitis Disease Activity Index), BASFI (Bath
Ankylosing Spondylitis Functional Index), BASMI
(Bath Ankylosing Spondylitis Metrology Index), ASDAS
(Ankylosing Spondylitis Disease Activity Score).

Fig. 2 La nivelul articulatiilor sacroiliace se pot observa
scleroza periarticulard, eroziuni si un grad de anchilozd
bilaterald, modificdri compatibile cu gradul Ill.
Sursd bibliografica nr. 6
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HAQ (Fig.3)

Pentru a evalua impactul spondilitei anchilozante
asupra calitatii vietii bolnavilor, cu accent pe
capacitatea persoanei de a-si indeplini necesitatile.
Consta din 18 itemi care solicita un raspuns cu da
sau nu la intrebari legate de impactul durerii asupra
somnului, dispozitiei, motivatiei, capacitatii de a
face fata sarcinilor, activitatilor din viata de zi cu zi,
independentei, relatiilor si vietii sociale

Evaluarea pacientului cu spondilith anchilozantd e
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BASDAI (Fig.4)

Pentru a defini activitatea bolii si, astfel, statusul
bolii. Consta din sase scale analogice vizuale orizontale
de 10 cm pentru a masura severitatea oboselii, a
durerii articulare spinald si periferica, sensibilitatea
localizata si redoarea matinala (atat calitativa, cat si
cantitativa).
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BASMI (Fig. 5)

Este utilizat pentru a evalua starea scheletului
axial (coloana vertebrald cervicald, dorsalda si
lombard, soldurile si tesutul moale pelvin) prin
efectuarea a cinci masuratori clinice care urmaresc
rotatia cervicald, distanta de la tragus la perete,
flexia lateralda lombara, flexia lombara si distanta
intermaleolara.
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BASFI (Fig. 6)

Are ca scop definirea si monitorizarea capacitatii
functionale la persoanele cu spondilita anchilozanta.
Contine 10 fintrebari despre perceptia pacientilor
despre capacitatea lor functionald si cat sunt de
capabili sa functioneze in viata de zi cu zi.
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ASDAS (Fig. 7)

Se utilizeaza pentru a masura activitatea bolii
pe baza unui scor compus din elemente subiective
si obiective. Scorul include evaluarea pacientului
asupra dorsalgiilor, durata redorii matinale, durerea
si inflamatia articulatiilor periferice, starea generala,
dar si un marker al inflamatiei (VSH sau PCR).

Nivelurile de activitate a bolii conform Scalei
ASDAS

elnactiv: <1,3

eActivitate moderata: 1,3 -2,1

eActivitate Tnalta: 2,1 —-3,5

eActivitate foarte Tnalta: >3,5
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THE IMPORTANCE OF FUNCTIONAL EVALUATION IN ANKYLOSIS SPONDYLITIS

Adelina Elena Ungureanu?, Gina Ungureanu?, Cristiana Libu*?,
Alina Cristina Chiru?, Mdddlina Gabriela lliescu*?

Ankylosing spondylitis is a
chronic inflammatory disease
that predominantly affects the
spine and peripheral joints, the
major feature of disease being
early involvement of sacroiliac
joints, while the inflammatory
process often begins at this level,
progressing upward, with a long

evolution with  exacerbations
and spontaneous remissions
therapeutic and eventually

evolving to fibrosis (Fig. 1)

The condition was described
in the late 19th century by
Strimpell in Germany, Pierre
Marie in France and Bechterew in
Russia, its eponym being Marie-
Strimpell disease or Bechterew's
disease.

Ankylosing spondylitis is part
of spondylarthritis group which
has axial clinical manifestations
and characteristic radiological
changes. The prefix "spondyl"
emphasizes the predominant
damage of spine, and the
term "seronegative" describes
the absence of rheumatoid
factor. This entity includes the
following conditions: ankylosing
spondylitis, non-radiographic
axial spondyloarthritis, reactive
arthritis  (formerly known as
Reiter's syndrome), psoriasis-
associated spondylitis or psoriatic
arthritis, juvenile  spondylitis,
spondylitis associated with
Crohn's disease and ulcerative
colitis. Many of diseases included
in  spondylarthropathies  can
eventually progress to spondylitis
and in this situation, the issue
is called "secondary" ankylosing
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spondylitis.

The prevalence of disease
varies geographically and
demographically, being higher

among the white race and lower
among the African and Asian race.
It is more common in men than
in women (the ratio being 3:1 vs.
2:1) and the age of onset varies
between adolescence and 45
years.

It is well known that the
genetic field plays an important
role in the etiopathogenesis of this
inflammatory disease. For the first
time, in 1973, Brewerton observed
that ankylosing spondylitis s
associated with the antigen
HLA-B27 and this genotype is the
main genetic risk factor, being
found in approximately 90% of
patients. The incidence is around
8% in the general population.

The positive diagnosis of
ankylosing spondylitis is confirmed
by the 1984 New York diagnostic
criteria, which include:

Clinical criteria: low back
pain and stiffness for more than 3
months that improves with effort
and does not disappear when
resting, limitation of lumbar spine
movement in the sagittal and
frontal plane, limitation of chest
expansion to normal values.

Radiological criteria: bilateral
sacroiliitis grade 2-4 or unilateral
sacroiliitis grade 3-4.

For a clear diagnosis, it is
necessary that a radiological
criterion be associated with
at least one clinical criterion.
A presumptive diagnosis of
ankylosing  spondylitis  results

when three clinical criteria are
present.

With the help of
anteroposterior pelvic radiograph
or Ferguson incidence, nuclear
magnetic resonance or computed
tomography, the presence of
sacroiliitis can be indicated.
Depending on the evolutionary
stage, 4 grades of sacroiliitis are
described:

Grade 0: sacroiliac
within normal limits;

Grade l: suspicion of sacroiliitis
characterised by a more blurred
appearance of sacroiliac joint;

Grade Il: minimal sacroiliitis
indicated by a pseudo-widening of
joint space caused by subchondral
erosions located on both sides;

Grade lll: moderate sacroiliitis
with periarticular sclerosis or
osteocondensation, accompanied
by decrease of sacroiliac joint
space (Fig. 2);

Grade V: consists of ankylosis
of  sacroiliac  joints, being
characterised by complete fusion
and disappearance of joint space
and bridging between sacrum and
iliac bone.

Functional assessment can
be performed through multiple
guestionnaires, the parameters
they contain regarding the
activity of disease and functional
scores being important both for
use in practice and in clinical
trials. The most used means
are the following: HAQ (Health

joints

Assessment Questionnaire),
BASDAI  (Spondylitis  Disease
Activity Index), BASFI (Bath

Ankylosing Spondylitis Functional




Index), BASMI (Bath Ankylosing
Spondylitis Metrology Index),
ASDAS (Ankylosing Spondylitis
Disease Activity Score).

HAQ (Fig.3)

For assessing the impact of
ankylosing spondylitis on the life
quality of patients, with emphasis
on the person's ability to meet
their needs. It consists of 18 items
that require a yes or no answer
to questions about the impact of
pain on sleep, mood, motivation,
ability to cope with tasks, activities
of daily living, independence,
relationships and social life.

BASDAI (Fig.4)

For defining the activity of
disease and thus, the status of
disease. It consists of six horizontal
visual analog scales of 10 cm to

FACTORII DE RISC
CARDIOVASCULAR constituie un
subiect amplu si mult dezbatut
in literatura de specialitate.
Factorii de risc sunt nemodificabili
(exemplu: varsta, sexul masculin,
ereditatea etc.) si modificabili
(exemplu: fumatul, dislipidemia,
obezitatea, sedentarismul, stresul,
dar si boli precum hipertensiunea
arteriala, diabetul zaharat etc).
Continuand abordarea acestui
subiect, reamintim aici factorii de
risc nemodificabili (varsta, sexul) si
nu numai.

Hipertensiunea arteriala
la varstnici este o problema
importanta de sanatate publica,
prin frecventa si gravitate; aceasta
boala este deosebit de frecvents,
are o evolutie mult mai severa

measure the severity of fatigue,
spinal and peripheral joint pain,
localized sensitivity, and morning

stiffness (both qualitative and
guantitative).

BASMI (Fig. 5)

It is used to assess the
condition of axial skeleton
(cervical, dorsal and lumbar

spine, hips and pelvic soft tissue)

by performing five clinical
measurements that  monitor
cervical rotation, tragus-to-wall

distance, lumbar lateral flexion,
lumbar flexion and intermalleolar
distance.

BASFI (Fig. 6)

It aims to define and monitor
functional capacity of people with
ankylosing spondylitis. It contains
10 questions about patients'

perception of their functional
capacity and their ability to be
active in everyday life.

ASDAS (Fig. 7)

It is used to measure disease
activity based on ascore composed
of subjective and objective
elements. The score includes the
patient's assessment of back pain,
duration of morning stiffness, pain
and inflammation of peripheral
joints, general condition, but also
a marker of inflammation (ESR or
PCR).

Disease activity levels
according to the ASDAS Scale
¢ |Inactive disease: < 1,3
e Moderate disease activity: 1,3 —
2,1
¢ High disease activity: 2,1 - 3,5
e Very high disease activity: > 3,5

FACTORII DE RISC CARDIOVASCULAR (1)

si este mult mai rezistenta la
tratament la pacientul varstnic.

La nivel global, se estimeaza
ca cca 2/3 din populatia peste
65 ani are HTA si in acelasi timp,
acest segment populational are
rata cea mai mica de control al
TA. Uzual, necesita doua sau
mai multe medicamente pentru
a fi controlata, co-exista cu
mai multe boli (comorbiditati),
iar interactiunile dintre
medicamentele propriu-zise si
dintre medicamente si bolile de
fond ale pacientului sunt deosebit
de frecvente.

Tensiunea arteriald sistolica
este un predictor evolutiv mult mai
bun la varstnici fatda de valoarea
tensiunii arteriale diastolice. La
fel, cresterea presiunii pulsului

Prof. Univ. Emerit Dr. Elvira CRAIU

(diferenta dintre TA sistolicd si
TA diastolica) este un predictor
de risc crescut extrem de util la
aceasta varsta. HTA este mult mai
frecventa, valorile TA sunt mult mai
variabile pe fondul arterelor mari
si mijlocii cu elasticitate scazuta; se
adauga capacitatea reflexa scazuta
de contrabalansare baroreflexa, tip
tampon (”baroreflex buffering”)a
acestor artere, fenomene care se
accentueaza cu varsta.

in  consecintd, abordarea
multidisciplinara a pacientului
varstnic este esentiala, sub
coordonarea medicului de
familie; trecand peste barierele
de ordin medical, social etc., se
adauga interactiunea subiectiva si
individualda dintre medic-pacient
varstnic.



Medicatia individual-
prescrisa este, probabil, singurul
cel mai important factor medical
in prevenirea modificarilor
patologice evolutive, chiar
in  prevenirea decesului la
pacientul geriatric. in literatura
de specialitate se precizeaza ca
orice simptom nou, ce apare la
inceputul unei medicatii, trebuie
considerat drept efect secundar,
pina se probeaza invers.

In plus, 30% dintre bolnavii
varstnici  spitalizati au efecte
adverse la medicamente, fenomen
care este evaluat cu a cincea cauza
de deces. Inacelasitimp, 2/3 dintre
reactiile adverse ladroguridin sfera
Geriatriei pot fi prevenite. 40%
dintre varstnicii institutionalizti ar
primi medicamente cu interactiuni

negative importante (dupa
criteriile Beers).
Interactiunile dintre

medicamente si alimente sunt
frecvente si multiple; enumeram
aceste interactiuni: alimente 1in
exces cantitativ/ medicamente:

Alimente bogate in Calciu/
lapte, branza digoxin etc.

Alimente bogate n
K/ inhibitorii enzimei de
conversie, diureticele, sartanii,
economizatorii de potasiu

(spironolactona), sarea de potasiu
etc.

Alimentele bogate in vitamina
K/ spanac, kiwi, nuci, brocoli,
varza/anticoagulante orale
(sintrom, trombostop etc.)

Interactiunile cele mai
frecvente n practica medicala
dintre medicamente, mai ales in
aceasta perioada de pandemie
sanitara, o reprezinta asocierea
dintre benzodiazepine si multe
alte medicamente pentru boli

Cv. Benzodiazepinele sunt
medicamente cu mai multe
potente terapeutice: efect

anxiolitic (diminueaza anxietatea),
sedativ (calmant), hipnotic
(favorizeaza inducerea somnului);

exemple: diazepam, alprazolam,
midazolam, bromazepam,
medazepam.

Medicamentele care intra in
aceasta “ecuatie” sunt:

-blocantele canalelor de calciu
(amlodipina, felodipina etc.) prin
tahicardie, cefalee, hipoTA, mai
ales forma de primo-decubit;

-antihistaminele (loratadine,
astemizol, terfenadine,
fexofenadine etc.) prin prelungirea
intervalului QT favorizeaza aritmii
cardiace, frecvent amenintatoare
de viata etc.; si exemplele pot
continua.

Aderenta si complianta la
tratament, mai ales atunci cind
sunt mai multe medicamente
de la specialitati diferite, sunt
elemente deosebit de importante;
40-60% dintre pacientii varstnici
nu respecta indicatiile medicilor
(ora de administrare, fnainte
sau dupa mese etc. ) si nici data
recontrolului medical, elemente
esentiale la pacientul varstnic.

Exista la virstnici “infarctul
silentios”, aparent fara durere,
greu de diagnosticat cand, in timp,
apare o suspiciune, de obicei pe
electrocardiograma; bolnavul nu
recunoaste ca a prezentat o durere
tipicd retrosternald, finsotita de
"stare de rdu general” (ex.: astenie
fizica inexplicabila, transpiratii reci,
furnicaturiin membrele inferioare,
tulburari diverse gastro-intestinale
etc.); varstnicii, mai ales diabeticii
si cei cu inactivarea unor receptori
de durere (alcoolici, boli avansate
hepatice, boli grave oncologice,
etc) sunt cei care pot avea o
asemenea experienta; important
este faptul evolutiv; bolnavul nu
a beneficiat de tratament specific
unui infarct miocardic acut, dar
va supota, in timp, evolutia unui
”sindrom coronarian cronic”.

(va urma).
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CARDIOVASCULAR RISK
FACTORS is a broad topic and
much debated in the literature.
Risk factors are unchangeable
(example: age, male sex, heredity,
etc.) and modifiable (example:
smoking, dyslipidemia, obesity,
sedentary lifestyle, stress, but also
diseases such as hypertension,
diabetes etc). Continuing the
approach of this subject, we go
further mentioning the immutable
risk factors (age, sex) and others.

High blood pressure in elderly
people represents an important
public health issue, in terms
of frequency and severity; this
disease is particularly common,
has a much more severe evolution
and is much more resistant to
treatment in elderly patient.

Globally, it is estimated that
about two-thirds of population
over 65 years has hypertension
(HBP) and at the same time,
this population segment has the
lowest rate of blood pressure
(BP) control. Usually, it requires
two or more drugs to be

Techirghiol |
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Professor Emeritus Doctor Elvira CRAIU

controlled, co-exists with several
diseases (comorbidities), and the
interactions between the drugs
and between the drugs and the
pacient history of diseases are
particularly common.

Systolic blood pressure is a
much betterevolutionary predictor
in elderly people than the value of
diastolic blood pressure. Likewise,
the pulse pressure increase (the
difference between systolic BP
and diastolic BP) is an extremely
useful high risk predictor at that
age. Hypertension is much more
common, BP values are much more
variable due to large and medium
arteries with low elasticity; low
reflex capacity of baroreflex
counterbalancing, buffer type
("baroreflex buffering"), of these
arteries is added, phenomena that
are getting accentuated with age.

Consequently, the
multidisciplinary  approach  of
elderly patient is essential,

under the coordination of family
physician; crossing over medical,
social barriers etc., the subjective

septembrie 2020

and individual interaction between
physician-older patient is added.

Individually prescribed
medication is probably the
single most important medical
factor in preventing evolutionary
pathological alterations, also
death in geriatric patient. In the
literature, it is indicated that any
new symptom that occurs at early
administration of a medication
should be considered a side effect
until proven otherwise.

Inaddition,30%of hospitalised
elderly patients have adverse drug
reactions, a phenomenon that is
assessed as the fifth leading cause
of death. At the same time, two-
thirds of adverse effects of drugs
for Geriatrics can be prevented.
40% of institutionalised elderly
people would receive drugs with
significant negative interactions
(according to Beers criteria).

Drug-food interactions
are frequent and multiple; we
continue by mentioning these
interactions: excess food/drugs:

Foods rich in calcium/ milk,
cheese, digoxin etc.

Foods rich in K/ converting
enzyme inhibitors, diuretics,
sartans, potassium savers
(spironolactone), potassium salt,
etc.

Foods rich in vitamin K/
spinach, kiwi, walnuts, broccoli,
cabbage/oral anticoagulants
(sintrom, trombostop, etc.)

The most common
interactions in medical practice
between drugs, especially in
this period of health pandemic,
represent the association
between benzodiazepines and
many other drugs for CV diseases.
Benzodiazepines are drugs with
several therapeutic potencies:
anxiolytic effect (reduces anxiety),



sedative effect(calming effect),
hypnotic effect (promotes sleep
induction); examples: diazepam,
alprazolam, midazolam,
bromazepam, medazepam. The
drugs that should be considered
are:

- calcium-channel blockers
(amlodipine, felodipine, etc.)
through tachycardia, cephalalgia,
hypotension, especially the form
of primo-decubitus;

- antihistamines (loratadine,
astemizole, terfenadine,
fexofenadine, etc.) by prolonging
the QT interval favor cardiac
arrhythmias, which are often
life-threatening, etc., plus other
examples.

Adherence and compliance to

treatment, especially when there
are several drugs from different
specialties, are particularly
important elements; 40-60% of
elderly patients do not follow
physicians' instructions (time
of administration, before or
after meals, etc.) nor the date of
medical reexamination as they are
essential elements for the elderly
patient.

There is a "silent infarction" in
elderly people, apparently without
pain, difficult to diagnose when,
over time, a suspicion appears,
usually on electrocardiogram;
the patient does not admit that
he/she had a typical retrosternal
pain, accompanied by a "general
malaise" (e.g. unexplained

physical asthenia, cold sweats,
tingling feeling in lower limbs,
various gastrointestinal disorders,
etc.); the elderly people, especially
diabetics and those known with
inactivation of pain receptors
(alcoholics, people with advanced
liver disease, severe oncological
diseases, etc.) are those who may
have such an experience; the
evolutionary fact is important; the
patient has not received treatment
specific to an acute myocardial
infarction, but will endure, over
time, the evolution of a "chronic
coronary syndrome" (the study
will continue with the approach
of: Cardiovascular diseases in
women).

FIBROMIALGIA - 0 PROVOCARE TERAPEUTICA A TIMPURILOR MODERNE

Dr. Daniela PROFIR, medic primar RMFB

Interesul  pentru  durerea
generalizatd cronicd a crescut
considerabil Tn ultima decada.

Cel putin 50% din pacientii cu
durere sufera de durere musculo-

scheletala, fapt ce reflectd
relevanta acestei probleme de
sanatate. Dintre sindroamele
dureroase non-articulare

generalizate cele mai importante
sunt sindromul fibromialgic (SFM)
si sindromul oboselii cronice
(SOC). Aceste doua entitati se
caracterizeaza prin durere difuza
cronica, care are ca rezultat o
dizabilitate importanta cu un
impact major asupra calitatii
vietii. Consecutiv, aceste afectiuni
reprezinta o povara majora pentru
sistemul de sanatate si pentru
societate.

Fibromialgia este una dintre
cele mai frecvente cauze de

durere generalizata cronica. Se
caracterizeaza  prin  scaderea
pragului dureros (hiperalgezie)
si durere la stimuli inofensivi in
mod normal (alodinie). Durerea
difuza este insotita frecvent de o
paletd larga de simptome precum
fatigabilitate, tulburari de somn,
afectare functionala, disfunctie
cognitiva, tranzit intestinal
variabil, depresie, redoare si altele.
O treime din pacientii cu SFM
prezinta depresie sau anxietate.
SFM are multe caracteristici
comune si deseori coexista cu
alte sindroame ca SOC, sindromul
colonului iritabil si dismenoreea,
ducand la sugestia ca face parte
dintr-un spectru de afectiuni
caracterizate prin sensibilizare
centralda. De asemenea, SFM
apare deseori concomitent cu
alte afectiuni, precum artrita

reumatoida si lupusul eritematos
sistemic, dar si cu alte sindroame
dureroase cronice, cum ar fi
durerea lombara joasa si cefaleea.
SFM are o prevalenta cuprinsa
intre 0,5-5% Tn populatia generala,
cu variatii largi de la o zona la alta
(7-10% in Franta si Portugalia,
7-13% in UK, Canada, Israel, SUA,
Suedia) si afecteaza preponderent
sexul feminin, raportul variind de
la 3:17n populatia generald panala
7:11n studiile efectuate pe pacienti
spitalizati. Varsta cea mai afectata
variaza intre 20-55 ani, cu o varsta
medie la debut de 29-37 ani.

Istoricul SFM
Desi  sindromul  dureros
generalizat este descris pentru
prima data de catre Froriep in
1850, abiatn 1976 Henchintroduce
termenul de “fibromialgie”, iar in




1977 Smythe si Moldovsky descriu
"punctele tender”. Abia Tn 1990
are loc publicarea criteriilor ACR
pentru clasificarea SFM.

Tabloul clinic

Durerea
Pacientii descriu  durerea
ca fiind ”in tot corpul”. Aceasta

implica toate regiunile corpului,
are intensitate variabilda (de la
durere cronica pana la spasm
sever ocazional sau soc electric),
migreaza de la o zona la alta. Poate
asocia parestezii, iar unii pacienti
afirma ca simt muschii tensionati
si "Innodati”. Durerea este adesea
exacerbata de efort sau activitati
fizice.

Sensibilitatea anormala este
una dintre caracteristicile SFM.
Pacientii afirma ca durerea apare
chiar la atingerea sau presiunea
usoara — hiperalgezie sau alodinie.

Frecvent pacientii
experimenteaza o durerea severa,
care determina dizabilitate.

Acestia nu isi pot desfasura rutina
zilnicd (cumparaturi, curatenie),
iar angajatii nu fac fata sarcinilor
de servici.

Oboseala afecteaza 80-90%
din pacientii cu SFM. Severitatea
ei variaza, dar este inferioara celei
din SOC. Pacientii adesea spun ca
simt o “oboseala coplesitoare” si
se simt "“storsi”.

Somnul neodihnitor

Peste 70%din pacientise plang
de o slaba calitate a somnului, nu
se simt “revigorati” dimineata. De
aceea, acestia prezinta dificultate
in efectuarea activitatilor fizice,
somnolenta in timpul zilei, iar unii
adorm greu si se trezesc frecvent
noaptea. Polisomnografia a gasit
corelatii intre calitatea slaba a
somnului la pacientii cu SFM si
somnul fara vise, cu faza 4 non-
REM fintrerupta de unde a. La
20-40% dintre pacientii cu SFM
apare concomitent sindromul
picioarelor nelinistite, dar sforaitul
puternic sau modificarile ritmului
respirator in cursul noptii sunt rare

(se considera apneea de somn
obstructiva).
Depresia Si anxietatea

Tulburarile de dispozitie sunt
frecvente in SFM si se presupune
ca reprezinta una din cauzele
acestuia, deoarece multi pacienti
prezinta n istoric episoade de
depresie sau anxietate. Totusi,

aceste tulburari nu apar Ia
toti pacientii, iar raspunsul la
antidepresive este independent

de vreo modificare a dispozitiei.
Anxietatea generalizata pare a
fi mai frecventa decat depresia
in SFM. Pacientii cu depresie se
plang adesea de oboseala severa si
calitate slaba a somnului. Pacientii
cu anxietate prezinta frecvent
palpitatii, ameteala, transpiratii
profuze, parestezii, iar in cazuri
severe atacuri de panica.

Modificdri cognitive

Pacientii  descriu  adesea
ca 1isi simt “creierul in ceatd”,
prezinta probleme de memorie si
incapacitatea de a se concentra
asupra sarcinilor, de a retine
informatii noi, de a face calcule
aritmetice mentale sau de arezolva
probleme. Aceste episoade sunt
periodice si dureaza cateva zile,
rareori se prelungesc mai mult. La
pacientii angajati aceste tulburari
sunt un factor major de frustrare
si stres psihosocial.

Redoarea matinala prelungita
este frecventa, are durata variabila
si poate duce la diagnosticul eronat
de artrita reumatoida, insa in SFM
redoarea nu se amelioreaza dupa
exercitiul fizic si lipsesc semnele
obiective de sinovita.

Alte simptome frecvente
includ greata, varsaturi, balonare,
durere abdominala, diaree sau
constipatie. Aparitia concomitenta
a sindromului de colon iritabil
este  foarte frecventa. De
asemenea, uneori se asociaza
simptome urogenitale ca mictiune
imperioasa, disurie, incontinenta
urinard, durere pelvind i
dismenoree.

Diagnosticul SFM

Este importanta excluderea
altor afectiuni reumatice, in special
artrita reumatoida sau bolile
tesutului conjunctiv. Examenul
fizic la pacientii cu SFM este
adesea normal, cu exceptia durerii
la miscare si a punctelor tender.

Este importanta excluderea
urmatoarelor semne: sinovita,
limitarea mobilitatii articulare

pasive, eruptii tegumentare sau
slabiciune musculara.

Nu exista teste de laborator
specifice pentru diagnosticarea

SFM. Pentru excluderea altor
afectiuni se recomanda HLG,
biochimie sangvina, VSH, PCR,

teste pentru functia tiroidiana,

factor reumatoid, anticorpi
antinucleari.
Diagnosticul diferential se

face cu o gama larga de afectiuni:
osteomalacia, sindromul de
hiperlaxitate, artroza primitiva
generalizata, polimialgia
reumatica, artrita reumatoida,
bolile de colagen precum
LES, sindromul Sjogren, bolile
inflamatorii musculare, miopatiile,
hipotiroidismul, diverse neoplazii.

Criteriile ACR de clasificare

Criterile ACR de clasificare
(1990) pentru SFM au fost initial
concepute pentru a facilita
cercetarea  prin  identificarea
grupurilor omogene, asa incat
rezultatele diferitelor studii sa
poata fi interpretate. Acestea
stipuleaza existenta unei dureri
generalizate cu o durata mai
mare de 3 luni, definita ca durere
in ambele jumatati ale corpului
(stanga-dreapta), precum i
durere superior si inferior fata
de talie. Tn plus, trebuie s existe
durere la nivelul scheletului axial
(coloana cervicala, torace anterior,
coloand dorsald sau durere
lombara joasa). Pacientii trebuie
sa prezinte durere in 11 din cele
18 puncte tender la palparea
digitala cu o forta de aprox. 4 kg
(pana cand patul subunghial se
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albeste). Aceste puncte trebuie sa
fie dureroase, nu numai sensibile.
Zonele cu puncte tender specifice
SFM sunt distribuite simetric n
zona occipitala, cervicala joasa, m.
trapez, m. supraspinos, cea de-a
doua coasta, epicondilul lateral
al cotului, mm. fesieri, marele
trohanter si pe fata mediald a
pernutei adipoase a genunchiului.
Examinatorul palpeaza fiecare
punct cu policele, crescand
progresiv presiunea pana cand
pacientul percepe durere.

Criteriile observationale
pentru SFM

Recent ACR a publicat criteriile
observationale pentru SFM (Wolfe
si colab. 2010), iar o varianta
modificata a fost publicata in 2011.
Criteriile ACR 2010 preliminare
nu necesitd examinare clinica,
doar prezenta durerii generalizate
cu durata de cel putin 3 luni si
excluderea oricdrei alte cauze
de durere generalizata cronica.
Totusi, numararea  punctelor
tender a fost Tnlocuita cu alte doua
scale: indexul durerii generalizate
(Widespread Pain Index - WPI)
si scala severitatii simptomului
(Symptom Severity Scale - SSS).

Pentru WPI, pacientii sunt
rugati sa indice zonele (max. 19)
in care au simtit durere in ultima
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The 18 tender points
of Fibromyalgia

saptamana. Fiecarei zone i se
acorda un scor de 1, WPI variind
intre 0-19.

SSS este suma severitatii
celor 3 simptome (oboseald, somn
neodihnitor, simptome cognitive),
la care se adauga intensitatea
simptomelor somatice in general.
Fiecare din primele 3 simptome
primeste un scor intre 0-3 (O=fara

probleme; 1=probleme usoare
sau intermitente; 2=probleme
moderate, frecvent prezente;

3=probleme severe, persistente,
continui, care afecteaza viata
cotidiana n ultima saptamana).
Similar se acorda scoruri pentru
intensitatea simptomelor
somatice, care trebuie sa includa:
durere  musculara, sindromul
colonului iritabil, oboseal3,
tulburari de gandire sau memorie,
slabiciune musculara, cefalee,
durere/crampe abdominale,
amorteli, ameteald, insomnie,
depresie, constipatie, durere
in abdomenul superior, greata,
nervozitate, durere toracica,
vedere incetosata, febra, diaree,
gura uscata, prurit, wheezing,
fenomen Raynaud, eruptii,
acufene, varsaturi, ulceratii
bucale, modificarea/pierderea
gustului, convulsii, ochi uscati,
inapetenta, rash, sensibilitate la
soare, tulburari de auz, fragilitate

capilara, caderea parului, mictiuni
frecvente sau dureroase, spasme
vezicale. SSS final variaza intre
0-12.

Un pacientintruneste criteriile
pentru SFM daca WPl > 7 si SSS > 5
sau WPI 3-6 si SSS > 9. Principalul
avantaj al criteriilor observationale
pentru SFM este renuntarea la
numararea  punctelor tender
(destul de subiectivd). Tn plus,
scala SSS include caracteristicile
SFM si poate fi folosita pentru
monitorizarea  activitatii  bolii.
Aceste criterii  nu anuleaza
criteriile ACR 1990, ele reprezinta
o alternativa de diagnostic.

Impactul asupra starii generale
de sanatate si asupra
calitatii vietii

Calitatea vietii este afectata
la toti pacientii cu SFM, atat prin
afectarea functiilor fizice, cat si
prin impactul emotional. Aprox.
50% din pacienti prezinta dificultati
in efectuarea activitatilor zilnice,
iar 30-40% fisi intrerup serviciul
sau schimba locul de munca. Lipsa
sprijinului ~ familiei, prietenilor,
precum si sistemul de asigurari de
sanatate complica problema.

Afectarea functiilor fizice se
coreleaza cu un anumit grad de
dizabilitate raportata de pacientii
cu SFM. Repunerea in activitate
dimineata este dificila datorita
redorii matinale, pacientii se lupta
cu sarcini care implica eforturi
fizice sustinute sau repetitive, nu
pot ridica obiecte grele, deseori
scapa obiecte din mana, mersul
este frecvent afectat, mobilitatea
si distanta de mers se reduc,
epuizarea fizica dupa efort este
mai intensa.

Reducerea sanatatii mentale
este o realitate la pacientii cu
SFM. Utilizand scala Nottingham
Health Profile pentru compararea
calitatii vietii si a starii generale
de sandtate in 2 grupuri, unul
format din pacienti cu SFM si altul
din voluntari sanatosi, s-au gasit
scoruri semnificativ mai ridicate




pentru primul grup. Tn acest
grup pacientii cu SFM si depresie
aveau scoruri mai ridicate, ceea ce
sugereaza o importanta corelatie
intre durere, depresie si scalele
pentru calitatea vietii.

Prognostic

SFM este o afectiune cronica
de durata. Majoritatea studiilor
au aratat ca tratamentul poate
ameliora semnificativ simptomele,
functia si calitatea vietii pe
termen scurt. In schimb, studiile
prospective pe termen lung pe
pacienti din spitale de cronici din
SUA si Europa nu au evidentiat
modificari semnificative ale bolii
(intensitatea durerii, oboseala,
dizabilitatea, calitatea vietii) pe o
perioada de 6-8 ani.

Deoarece remisia spontana
in SFM este rara, la majoritatea
pacientilor afectiunea se
cronicizeaza. Educarea
pacientului Tn scopul fntelegerii

caracterului cronic al acestei
boli este importanta. Pacientii
sunt Tncurajati sa adopte o

atitudine pozitiva si, cu ajutorul
profesionistilor, sa dezvolte
strategii de a face fata mai eficient
situatiei.

Datoritd faptului ca nu exista
un panaceu pentru aceasta
afectiune, pentru managementul
SFM este necesara o abordare
multidisciplinara — farmacologica
si nonfarmacologica.

Managementul SFM
Tratamentul nonfarmacologic

Datorita absentei
”standardului de aur” pentru
tratamentul SFM, au fost Tncercate
numeroase aborddri cu succes
variabil, de aceea sunt necesare
studii Tn continuare pentru
definirea rolului diferitelor metode
terapeutice.

Terapiile  nonfarmacologice
testate la pacientii cu SFM
includ: exercitiul fizic, terapia
comportamentala cognitiva,

homeopatia, fizioterapia,
acupunctura, campul magnetic,
anumite restrictii alimentare si
laserterapia. Aceste mijloace sunt
sigure si se pot aplica pe termen
lung, insd practicienii nu trebuie
sa exagereze beneficiile acestor
interventii.

Educarea pacientului este
un aspect important si 1l Tnvata
sa faca fata durerii, chiar daca
acesta primeste si alte tratamente.
Pacientii trebuie sd inteleaga ca
este putin probabil ca simptomele
sa dispara complet vreodata. Acest
mod de abordare amelioreaza
prognosticul pe termen lung.

Exercitii  fizice progresive
Majoritatea expertilor sunt de
acord ca exercitile aerobice si
antrenamentul de forta sunt
benefice pentru pacienti. Initial
exercitile pot agrava durerea,
fnsd continuarea lor conduce
la ameliorarea starii fizice,
scaderea numarului de puncte
tender, cresterea performantei
aerobice si la o stare de bine
globala. Complianta pacientului la
programul de exercitii poate fi un
factor limitativ, de aceea trebuie
accentuata educarea continud a
pacientului. Hidro-kinetoterapia
in bazine cu apa calda poate fi
benefica pentru unii pacienti,
durerea scazand chiar siin absenta
exercitiilor, numai prin efectul
relaxant al apei calde si prin
flotabilitate, care scade presiunea
in muschi. Costul acestei terapii
poate fi un impediment.

Kinetoterapia utilizeaza in
stadiile initiale un program general
de stretching, bland, prelungit,
cu accent pe grupele musculare
contractate. Pe parcurs ce durerea
scade se trece la un program de
antrenament  aerobic, gradat
foarte atent. Frecventa minima a
programelor de exercitii este de
3/saptamana, cea optima de 4-5
ori/saptamana, cu o durata zilnica
a sedintei ce va creste progresiv
de la 5 minute la 30-40 minute.

Sporturile preferate sunt mersul,
fnotul, ciclismul, dansul aerobic
usor.

Terapia comportamentala
cognitiva, adesea incluzand
educarea pacientului, s-a dovedit
a ameliora durerea si functia
in SFM, atat ca terapie unic3,
cat si asociatd exercitiului fizic.
Este benefica aplicarea acestei
terapii imediat dupa stabilirea
diagnosticului, pentru a face
pacientul sa inteleaga boala si a-l
ajuta sa dezvolte strategii eficiente
pentru a face fata situatiei.

Alte terapii nonfarmacologice
S-au fincercat interventii asupra
dietei, dar eficienta lor nu a fost
dovedita. Terapiile complementare
precumhomeopatiasiacupunctura
pot avea beneficii asupra durerii,
sensibilitatii, calitatii vietii si starii
generale de bine a pacientilor.
Au fost utilizate si diverse alte
mijloace terapeutice precum:
laserterapie, terapie cu campuri
magnetice de diverse intensitati,
ultrasunet, meloterapie.

Tratamentul igieno-dietetic
vizeaza  activitatea  cotidiang,
somnul si alimentatia. Sunt
necesare corectarea pozitiilor
vicioase, a mecanicii defectuoase,
inlaturarea suprasolicitarilor
unor grupe musculare, ajustarea
programului la locul de munca,
intensitatea si frecventa practicarii
anumitor sporturi, evitarea
sedentarismului. Pacientul va fi
educat in ceea ce priveste ora
de culcare, relaxarea dinainte de
adormire, pozitia din timpul noptii.
Din dieta trebuie excluse alcoolul,

tutunul, cofeina, alimentele
bogate 1n carbohidrati, sarea
excesiva, findulcitorii sintetici.

Este recomandatd asocierea unor
suplimente alimentare precum
vitaminele din grupul B, vitamina
E, Mg, preparatele de fier, Ca,
coenzima Q, 5-hidroxitriptofan
(SHTP).



Algoritmul tratamentului
fizical-kinetic in SFM
In puseul de activare este

necesara inactivarea punctelor
tender prin diverse mijloace:

. hiperemizare prin
termoterapie (generala sau
locald) sau crioterapie locala.
Termoterapia generala se

realizeaza prin bdi normoterme sau
hiperterme la cada (bai de plante
cu infuzii antialgice si relaxante, bai
sarate, bai de namol, bai cu bule si
hidromasaj), imersia in bazine cu
apa calda, impachetari generale cu
namol. Termoterapia locald consta
in aplicarea pe zonele dureroase a
unor cataplasme calde de namol
sau parafina, iar crioterapia se
realizeaza prin pachete cu gel reci,
aplicatii locale cu anestezic topic
(spray) sau cu gheata;

¢ relaxare musculara locala
prin masaj asociat cu exercitii
de Tintindere musculara si prin
electroterapie locala antialgica
si decontracturanta (curenti de
medie si joasa frecventa, TENS,
ultrasunet, laser de mare putere,
unde scurte, magnetoterapie,
terapie prin oscilatii profunde);

. terapie antialgica
medicamentoasa pe cale generala
(TCA, SSRI, SNRI, pregabalin,
gabapentin) si prin mijloace fizicale
(masaj sedativ, electroterapie
locald).

Dupa ce pacientul a trecut in
puseu subacut, terapeutul trebuie
sa urmdreascd anumite obiective
generale si loco-regionale.

Dintre obiectivele generale
amintim: ameliorarea tulburarilor
de reactivitate si de somn,
modificarea  comportamentului
dinamic al pacientului, controlul
simptomelor somatice asociate

(sindromul  colonului iritabil,
greata, varsaturi, dureri
abdominale, diaree/constipatie,
simptome urogenitale).
Obiectivele terapiei loco-
regionale  sunt: ameliorarea

durerii, scaderea numarului de
puncte tender, corectarea posturii

si dinamicii coloanei vertebrale,
profilaxie secundara prin “scoala
spatelui”.
Tratamentul farmacologic

Tratamentul SFM include
cateva clase de medicamente:
analgezice simple; tramadol;
antidepresive triciclice; inhibitori
ai recaptarii serotoninei,
norepinefrinei; a2-agonisti, ex.
gabapentina, pregabalin.

Analgezicele

Tramadolul este un analgezic
opioid moderat, folositor, care
amelioreaza durerea, dar nu si
functia in SFM. Tramadolul trebuie
prescris cu grija, tinand cont de
reactiile adverse cunoscute, de
posibilitatea instalarii sevrajului
specific la intreruperea opioidelor
si a dependentei de medicament.

Pe termen scurt au mai
fost utilizate si alte analgezice
sistemice: lidocaina, ketamina,
morfind.  Analgezicele topice
nu s-au dovedit utile Tn aceasta
afectiune. AINS pot fi eficiente
asupra durerii pe termen scurt, in
asociere cu alte terapii (exercitii de
stretching), pe termen lung nefiind
o optiune datorita reactiilor
adverse gastrointestinale.

Antidepresivele

Aceasta grupa de
medicamente se utilizeazda cu
preciddere in tratamentul SFM. Tn
practica se utilizeaza urmatoarele
grupe:
e antidepresive triciclice (TCA)
e inhibitori selectivi ai recaptarii
serotoninei (SSRI)
e inhibitori duali ai recaptarii
serotoninei, norepinefrinei (SNRI)
e inhibitori ai monoaminoxidazei

(MAO)
e antagonisti ai serotoninei.

Din  primul grup (TCA),
medicamentul cel mai utilizat

este amitriptilina. Aceasta poate
ameliora somnul, oboseala si
durerea din SFM. Dozele utilizate
sunt mult sub cele care se
prescriu in depresie (25 mg), dar
chiar si la aceste doze toleranta
este scdzuta datorita efectelor
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adverse anticolinergice (gura
uscatd, tulburari digestive sau
neuropsihice).

Medicamentele din grupul
SSRI sunt mai bine tolerate decat
cele din grupa TCA. Totusi, sunt
necesare doze mai mari pentru
efectul analgezic comparativ
cu cele care asigurda efectul
antidepresiv. Fluoxetina s-a
dovedit a fi utila in ameliorarea

durerii, functiei, oboselii si
depresiei.
Medicamentele din grupa

SNRI se pare ca au efecte
similare cu cele din TCA, dar fara
efectele adverse anticolinergice.
Toleranta pacientilor este buna,
iar milnacipranul, duloxetina si
venlofaxina au beneficii asupra
durerii, functiei, pragului dureros,
oboselii si asupra calitatii vietii.
Primele 2 medicamente au fost
aprobate de catre FDA pentru
tratamentul SFM.

Din grupa antagonistilor
5HT3 tropisetronul

receptorilor

si ondansetronul s-au dovedit
utile pe termen scurt (5-10 zile)
in ameliorarea durerii si scaderea
numarului punctelor tender. Un
studiu recent cu dolasetron a
demonstrat un efect semnificativ
pe o perioada de tratament de 3
luni. La pacientii la care depresia
este simptomul predominant
este necesar initial tratament
antidepresiv tintit.

Alte variante farmacologice

Pregabalinul si gabapentina,
cunoscute  ca medicamente
antiepileptice, sunt eficiente in
SFM. Gabapentina controleaza
bine simptomele precum durerea,
functia si calitatea vietii din SFM.

Pramipexolul este un agonist
dopaminergic, folosit pentru
tratamentul bolii Parkinson. S-a
dovedit util in SFM, dar necesita
studii aprofundate. Sedativele
precum zolpidemul, sunt eficiente
in SFM asupra tulburarilor de somn
si oboselii, dar nu au efect asupra
durerii, de aceea se combina cu

alte terapii. Tizanidina, un agonist
central a2-adrenergic, actioneaza
prin reducerea nivelului de
substanta P la nivelul sistemului
nervos central. Hormonul de
crestere, care prezinta niveluri
scazute la pacientii cu SFM, a avut
rezultate pozitive pentru calitatea
vietii si reducerea numarului de
puncte tender, dar utilizarea sa
este limitata de efectele adverse si
costul ridicat.

in concluzie, managementul

SFM  necesitda o  abordare
multidisciplinara, care sa
imbine  terapii  farmacologice
si  nonfarmacologice.  Scopul

tratamentului este ameliorarea
simptomelor la un nivel mai
tolerabil, atata timp cat remisia
completa este rara.
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FIBROMYALGIA - A THERAPEUTIC CHALLENGE OF MODERN TIMES

Interest in chronic generalised
pain has grown considerably in
the last decade. At least 50%
of patients with pain suffer
from musculoskeletal pain and

this reflects the relevance of
this health issue. Among the
generalised nonarticular  pain

syndromes, the most important
are fibromyalgia syndrome (FMS)
and chronic fatigue syndrome
(CFS). These two entities are
characterised by chronic diffuse
pain, which results in a significant
disability with a major impact on
quality of life. Consequently, these
diseases represent a major burden

for health system and society.
Fibromyalgiais one of the most
common causes of generalised
chronic pain. It is characterised
by decrease in pain threshold
(hyperalgesia) and pain at normally
harmless  stimuli  (allodynia).
Diffuse pain is often accompanied
by a wide range of symptoms such
as fatigue, sleep disturbances,
functional impairment, cognitive
dysfunction, variable intestinal
transit, depression, stiffness,
etc. One third of patients with
FMS suffer from depression or
anxiety. FMS has many common
features and often coexists
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with other syndromes such as
CFS, irritable bowel syndrome
and dysmenorrhea, leading to
the suggestion that it is part

of a spectrum of conditions
characterised by central
sensitization. FMS also often

occurs concomitantly with other
conditions such as rheumatoid
arthritis and systemic lupus
erythematosus, butalso with other
chronic painful syndromes, such
as low back pain and cephalalgia.

FSMhas a prevalence between
0.5-5% in general population, with
wide variations from one area
to another (7-10% in France and



Portugal, 7-13% in UK, Canada,
Israel, USA, Sweden) and mainly
affects women, the ratio ranging
from 3:1 in general population
to 7:1 in studies performed on
hospitalised patients. The most
affected age varies between 20-
55 years, with an average age at
onset of 29-37 years.

History of FMS
Although generalised pain
syndrome was first described

by Froriep in 1850, in 1976,
Hench introduced the term
"fiboromyalgia", and in 1977

Smythe and Moldovsky described
the "tender points". It was not
until 1990 that the ACR criteria for
FMS classification were published.

Clinical picture

Pain Patients say that pain is
present "throughout the body." It
involves all regions of body, has
variable intensity (from chronic
pain to occasional severe spasm
or electric shock), migrates from
one area to another. It can be
associated with paresthesias, and
some patients say they feel their
muscles tense and "knotted". Pain
is often exacerbated by exertion or
physical activity.

Abnormal sensitivity is one
of the characteristics of FMS.
Patients say that the pain occurs
even at light touch or pressure -
hyperalgesia or allodynia.

Patients often experience
severe pain, which causes
disability. They cannot carry out
their daily routine (shopping,
cleaning) and the employees do
not cope with work tasks.

Fatigue affects 80-90% of
patients with FMS. Its severity
varies, but is lower than in CFS.
Patients often say they feel an
"overwhelming  fatigue" and
"squeezed".

Restless sleep Over 70% of
patients complain of poor sleep
quality, do not feel "refreshed"
in the morning. Therefore, they

experience difficulty performing
physical activities, drowsiness
during the day, and some people
have difficulty falling asleep and
wake up frequently during the
night. Polysomnography found
correlations between poor sleep
quality in patients with FMS and
dreamless sleep, with phase 4
non-REM interrupted by the
waves a. In 20-40% of patients
with FMS, restless legs syndrome
occurs at the same time, but heavy
snoring or changes in respiratory
rhythm during the night are
rare (obstructive sleep apnea is
considered).

Depression and anxiety Mood
disorders are common in FMS and
considered to be one of its causes,
as many patients have a history of
depression or anxiety. However,
these disorders do not occur in
all patients, and the response to
antidepressants is independent of
any change in mood. Generalised
anxiety seems to be more
common than depression in FMS.
Patients with depression often
complain of severe fatigue and
poor sleep quality. Patients with
anxiety frequently experience
palpitations, dizziness, excessive
sweating, paresthesias, and in
severe cases, panic attacks.

Cognitive changes Patients
often describe that they feel
"the brain in the fog", have
memory problems and inability
to focus on tasks, retain new
information, do mental arithmetic
calculations or solve problems.
These episodes are regular and
last a few days, rarely longer. In
patients being employed, these
disorders represent a major factor
of frustration and psychosocial
stress.

Prolonged morning stiffness is
common, has a variable duration
and can lead to misdiagnosis of
rheumatoid arthritis, but in FMS,
stiffness does not improve after
physical exercise and there are no
objective signs of synovitis.

Other common symptoms
include nausea, vomiting, bloating,
abdominal pain, diarrhea or
constipation. Concomitant onset
of irritable bowel syndrome is very
common. Urogenital symptoms
such as urgent urination, dysuria,
urinary  incontinence, pelvic
pain and dysmenorrhea are also
sometimes associated.

Diagnosis of FMS

It is important to exclude
other rheumatic  conditions,
especially rheumatoid arthritis
or connective tissue diseases.
Physical examination in patients
with FMS is often normal, except
for pain when moving and painful
tender points. It is important
to exclude the following signs:
synovitis, limitation of passive
joint mobility, skin rashes or
muscle weakness.

There are no  specific
laboratory tests to diagnose FMS.
To exclude other diseases, CBC,
blood biochemistry, ESR, PCR,
thyroid function tests, rheumatoid
factor, antinuclear antibodies are
recommended.

The differential diagnosis is
established with a wide range
of conditions:  osteomalacia,

hyperlaxity syndrome, primary
generalised osteoarthritis,
polymyalgia rheumatica,
rheumatoid arthritis, collagen

diseases such as SLE, Sjogren's

syndrome, inflammatory
muscle diseases, myopathies,
hypothyroidism, various
neoplasms.

ACR classification criteria

The ACR classification criteria
(1990) for FMS were initially
designed to facilitate research by
identifying homogeneous groups
and the results of different studies
can be interpreted. They stipulate
the existence of generalised pain
lasting more than 3 months,
defined as pain in both halves of
body (left-right), as well as upper




and lower back pain. In addition,
pain should be felt in the axial
skeleton (cervical spine, anterior
thorax, dorsal spine or low back
pain). Patients should experience
pain in 11 of the 18 tender
points on digital palpation with
a force of approx. 4 kg (until the
subungual bed turns white). These
points should be painful, not just
sensitive. The areas with specific
tender points are distributed
symmetrically in occipital region,
low cervical area, trapezius muscle,
supraspinatus muscle, second
rib, lateral epicondylitis, gluteal
muscles, the great trochanter and
on the medial face of knee fat
pads. The examiner palpates each
point with the thumb, gradually
increasing the pressure until the
patient feels pain.

Observational criteria for FMS
Recently, ACR published the
observational criteria for FMS
(Wolfe et al. 2010), and a modified
version was published in 2011.
Preliminary ACR 2010 criteria do
not require clinical examination,
only the presence of generalised
pain lasting at least 3 months and
the exclusion of any other cause of
generalised chronic pain. However,
the counting of tender points was
replaced by two other scales:
Widespread Pain Index (WPI) and
Symptom Severity Scale (SSS).

For WPI, patients are asked to
indicate the areas (max. 19) where
they have experienced pain in the
last week. A score of 1 is provided
to each area, WPI ranging from
0-19.

SSS is the severity sum of 3
symptoms (fatigue, restless sleep,
cognitive symptoms) to which is
added the intensity of somatic
symptoms, in general. Each of
first 3 symptoms receives a score
between 0-3 (0 = no problems; 1
= mild or intermittent problems; 2
= moderate problems, frequently
present; 3 = severe, persistent,
continuous problems that affect
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daily life in the last week).
Similarly, scores are provided for
the intensity of somatic symptoms,
which should include: muscle pain,
irritable bowel syndrome, fatigue,
cognitive or memory impairment,
muscle weakness, cephalalgia,
abdominal pain/cramps,
numbness, dizziness, insomnia,
depression, constipation,
upper abdomen pain, nausea,
nervousness, chest pain, blurred
vision, fever, diarrhea, dry mouth,
itching, wheezing, Raynaud's
phenomenon, rash, tinnitus,
vomiting, mouth ulcers, change/
loss of taste, convulsions, dry
eyes, loss of appetite, eczema,
sun sensitivity, hearing disorders,
hair fragility, hair loss, frequent or
painful urination, bladder spasms.
Final SSS ranges from 0-12.

A patient meets the criteria
for FMS if WPl > 7 and SSS > 5 or
WPI 3-6 and SSS > 9. The main
advantage of observational criteria
for FMS is the fact that the tender
points count is abandoned (quite
subjective). In addition, the SSS
scale includes FMS characteristics
and can be used to monitor
disease activity. These criteria do
not override the 1990 ACR criteria,
they are a diagnostic alternative.

Impact on general health and
quality of life

Quality of life is affected
in all patients with FMS, both
by impaired physical function
and emotional impact. Approx.
50% of patients have difficulty
performing daily activities, and 30-
40% interrupt their job or change
jobs. Lack of support from family,
friends, and the health insurance
system complicates the issue.

Impairment  of  physical
function correlates with a degree
of disability reported by patients
with FMS. Getting back to work
in the morning is difficult due
to morning stiffness, patients
struggle with tasks that involve
sustained or repetitive physical
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exertion, cannot lift heavy objects,
often drop objects from the hand,
walking is frequently affected,
mobility and walking distance are
reduced, physical exhaustion after
exertion is more intense.

Reduced mental health is
a reality in patients with FMS.
Using the Nottingham Health
Profile scale to compare quality
of life and general health for 2
groups, one consisting of patients
with FMS and another of healthy
volunteers, significantly higher
scores were found for the first
group. In this group, patients
with FMS and depression had
higher scores and this suggests
an important correlation between
pain, depression and scales for
quality of life.

Prognosis
FMS is a long-term chronic
condition. Most studies have
indicated that treatment can

significantly improve symptoms,
function and quality of life in
short term. In contrast, long-term
prospective studies in patients in
chronic hospitals in US and Europe
did not present significant changes
in the disease (pain intensity,
fatigue, disability, quality of life)
over a period of 6-8 years.

Because spontaneous
regression of FMS is rare, in most
patients, the condition becomes
chronic. Educating the patient in
order to understand the chronic
nature of this disease is important.
Patients are encouraged to adopt
a positive attitude and, with the
help of professionals, to develop
strategies to deal with the
situation more effectively.

Due to the fact that there
is no panacea for this condition,
a multidisciplinary approach is
needed for the management of
FMS, both pharmacological and
non-pharmacological.

FSM management
Non-pharmacological
treatment

Due to the absence of the
"gold standard" for the treatment
of FMS, many approaches with
varying success have been
considered, but further studies
are necessary to define the role of
different therapeutic methods.

Non-pharmacological
therapies tested in patients with

FMS include: physical exercise,
cognitive behavioural therapy,
homeopathy, physiotherapy,
acupuncture, magnetic field,

certain dietary restrictions, and
laser therapy. These means are
safe and may apply for long-
term, but practitioners should not
exaggerate the benefits of these
interventions.

Educating the patient is an
important aspect and teaches
him/her to deal with pain, even if
he/she receives other treatments.
Patients need to understand
that their symptoms are unlikely
to ever go away. This approach
improves the long-term prognosis.

Progressive physical exercises
Most experts agree that aerobic
exercise and strength training are
good for patients. Initially, the
exercises can aggravate the pain,
but their continuation leads to the
improvementof physical condition,
decrease of tender points number,
increase of aerobic performance
and an overall state of well-being.
Patient compliance with exercise
program can be a limiting factor,
but the patient's continuing
education should be emphasized.
Hydrokinetotherapy in hot water
pools can be beneficial for some
patients, the pain decreasing even
in the absence of exercise, only
through the relaxing effect of hot
water and buoyancy, which lowers
muscle pressure. The cost of this
therapy can be an impediment.

During the initial stages,
kinetotherapy uses a general
stretching program (gentle and

prolonged) with emphasis on
contracted muscle groups. As the
pain decreases, an aerobic training
program is established, very
carefully graded. The minimum
frequency of exercise programs
is 3 times/week, the optimal
frequency 4-5 times/week, with
a daily duration of session that
will increase progressively from 5
minutes to 30-40 minutes. Favorite
sports are walking, swimming,
cycling, light aerobic dance.

Cognitive behavioural therapy,
often including patient education,
has proved to improve pain and
function in FMS, both as a unique
therapy and in combination with
physical exercise. It is beneficial
to apply this therapy immediately
after diagnosis, in order to make
the patient understand the
disease and help him/her develop
effective strategies to deal with
the situation.

Other non-pharmacological
therapies Dietary approaches
have been considered, but their
efficacy has not been proven.
Complementary therapies such as
homeopathy and acupuncture can
have benefits on pain, sensitivity,
quality of life and general well-
being of patients. Other various
therapeutic means were also
used, such as: laser therapy,
therapy with magnetic fields of
various intensities, ultrasound,
melotherapy.

Hygienic-dietary  treatment
targets daily activity, sleep
and diet. It is necessary to
correct vicious positions, faulty
mechanics, to remove the
overload of certain muscle
groups, to adjust the schedule at
work, intensity and frequency of
certain sports, to avoid sedentary
lifestyle. The patient will be
educated in terms of bedtime,
relaxation before bedtime,
position during the night. Alcohol,
tobacco, caffeine, carbohydrate-
rich foods, excessive salt, artificial
sweeteners should be excluded




from the diet. It is recommended
to combine food supplements
such as vitamins B, vitamin E, Mg,
iron preparations, Ca, coenzyme
Q, 5-hydroxytryptophan (5HTP).

Algorithm of kinetic physical
treatment in FMS

During the activation trigger,
it is necessary to inactivate tender
points by various means:

. hyperemesis  through
thermotherapy (general or local)
or local cryotherapy. General
thermotherapy is performed by
normothermic or hyperthermic
baths (herbal baths with analgesic
and relaxing infusions, salt baths,
mud baths, bubble baths and
hydromassage), immersion in hot
water pools, general mud packs.
Local thermotherapy consists of
applying warm mud or paraffin on
the painful areas, and cryotherapy
is performed by cold gel packs,
local applications with topical
anesthetic (spray) or ice;

¢ local muscle relaxation
through massage associated with
muscle stretching exercises and
local analgesic and decontracting
electrotherapy (medium and
low frequency currents, TENS,
ultrasound, high power laser,
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short waves, magnetotherapy,
deep oscillation therapy);

e general analgesic drug
therapy (TCAs, SSRIs, SNRIs,
pregabalin, gabapentin) and by
physical means (sedative massage,
local electrotherapy).

After the patient has
undergone the subacute trigger,
the therapist should follow

certain general and loco-regional
objectives.

Among general obijectives,
we mention: improvement of
reactivity and sleep disorders,
change in the patient's dynamic

behaviour, control of associated
somatic  symptoms (irritable
bowel syndrome, nausea,
vomiting, abdominal pain,
diarrhea/constipation, urogenital
symptoms).

The objectives of loco-

regional therapy are: pain relief,
decrease of tender points number,
correction of posture and spine
dynamics, secondary prophylaxis
through "back school".

Pharmacological treatment
FMS  treatment includes
several classes of drugs: simple
analgesics; tramadol; tricyclic
antidepressants; serotonin
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and norepinephrine reuptake
inhibitors; 02-agonists, e.g.
gabapentin, pregabalin.

Analgesics

Tramadolis a moderate, useful
opioid analgesic that relieves
pain but not the function in SFM.
Tramadol should be prescribed
with caution, taking into account
known adverse reactions, the
possibility of specific drug
withdrawal when stopping opioid
and drug dependence.

Other systemic analgesics
were also used for short term:
lidocaine, ketamine, morphine.
Topical analgesics have not
been proved to be useful in this
condition. NSAIDs may be effective
in pain conditions on short-term
basis, in combination with other
therapies (stretching exercises),
on a long-term basis, not being an
option due to gastrointestinal side
effects.

Antidepressants

This group of drugs is mainly
used in the treatment of FMS. In
practice, the following groups are
used:

e tricyclic antidepressants (TCAs)
e selective serotonin reuptake
inhibitors (SSRIs)

e serotonin and norepinephrine
reuptake inhibitors (SNRIs)

e monoamine oxidase inhibitors
(MAOs)

e serotonin antagonists

The most used drug is
amitriptyline  from the first
group (TCAs). It can improve
sleep, reduce fatigue and pain
in FMS. The doses used are
far below those prescribed in
depression (25 mg), but even at
these dose, the tolerance is low
due to anticholinergic adverse
effects (dry mouth, digestive or
neuropsychiatric disorders).

Drugs of SSRI group are
better tolerated than those of
TCA group. However, higher
doses are necessary for analgesic
effect compared to those that
provide the antidepressant effect.



Fluoxetine demonstrated to be
helpful in relieving pain, function,
fatigue and depression.

Drugs of SNRI group appear
to have effects similar to TCAs, but
without anticholinergic adverse
effects. Patients' tolerance is
good, and milnacipran, duloxetine
and venlafaxine have benefits on
pain, function, painful threshold,
fatigue and quality of life. The first
2 drugs were approved by FDA for
the treatment of FMS.

From the group of 5HT3
receptor antagonists, tropisetron
and ondansetron proved to be
useful for short term periods (5-
10 days) in relieving pain and
decreasing tender points number.
A recent study of dolasetron
indicated a significant effect over

a 3-month treatment period.

In patients with depression
as the predominant symptom,
targeted antidepressant treatment
is initially required.

Other pharmacological
alternatives

Pregabalin and gabapentin,
known as antiepileptic drugs, are
effective for FMS. Gabapentin
controls well the symptoms such
as pain, function and quality of life
in FMS.

Pramipexole is a dopaminergic
agonist used to treat Parkinson's
disease. It has proved to be
useful in FSM, but requires in-
depth studies. Sedatives, such
as zolpidem, are effective in FMS
management on sleep disorders
and fatigue, but have no effect

on pain, so they are combined
with other therapies. Tizanidine,
a central a2-adrenergic agonist,
acts by reducing the level of
substance P in the central nervous
system. Growth hormone, which
has low levels in patients with
FMS, indicated positive results for
quality of life and a reduction in
tender points number, but its use
is limited by adverse effects and

high cost.

In conclusion, FMS
management requires a
multidisciplinary approach,

combining pharmacological and
non-pharmacological therapies.
The goal of treatment is to relieve
symptoms to a more tolerable
level, as long as complete
remission is rare.

EPIFIZIOLIZA JUVENILA - CAUZA MAJORA A OSTEOARTRITEI PRECOCE

Epifizioliza
o afectiune a
caracterizatd  prin  deplasarea
capului femural de pe colul
femural prin basculare, avand
la baza schimbari patologice
in zona de crestere (fizard).
Aceastd alunecare schimba
caracteristicile epifizei proximale
Si impiedica functionarea
normald a soldului. Etiologia
epifiziolizei este multifactorial3,
una dintre principalele cauze fiind
obezitatea. Aceasta este de obicei
o boala progresiva care necesita
tratament chirurgical prompt,
ulterior tratament recuperator
pentru prevenirea complicatiilor
pe termen scurt, precum
condroliza si necroza avasculara,
dar in special pe termen lung,
adica osteoartrita soldului Ia

juvenila  este
adolescentilor

adultii tineri. Pierderea in greutate
este o modalitate importanta
prin care un adolescent poate
reduce riscul dezvoltarii ulterioare
a osteoartritei degenerative a
soldului.

La copilul in crestere, exista
la nivelul majoritatii oaselor zone
de crestere cu structuri speciale.
Placa de crestere este amplasata
intre doud structuri ale osului
numite epifiza si metafiza. Placa
de crestere este realizata dintr-
un tip special de cartilaj care
construieste os deasupra capatului
metafizei si lungeste osul pe
masurd ce crestem. in articulatia
soldului, capul femural este una
dintre epifizele femurului. Este
printre putinele epifize din corp
care se afld in interiorul capsulei
articulare.

Dr.Sibel DEMIRGIAN — medic primar

Dr.Simona NAN — medic rezident

Epifizioliza femurala
superioara (epifizioliza
juvenila a capului femural)
1.Caracteristici generale:

Epifizioliza femurala
superioara este o afectiune a
adolescentilor caracterizata prin
deplasarea capului femural de pe
colul femural prin basculare, avand
la baza schimbari patologice in
zona de crestere (fizara). Aceasta
alunecare schimba caracteristicile
epifizei proximale si Tmpiedica
functionarea normala a soldului.

2. Etiologie

Se considerda ca etiologia
epifiziolizei este multifactoriala si
poate include obezitatea, crestere
accelerata, mai rar, tulburari
endocrine. Tulburdrile endocrine
asociate includ hipotiroidismul,




Frog-leg lateral

Imagine in incidentd anteo-posterioard si de profil a unei epifize deplasate.
Liniile punctate aratd pozitia normald a capului femural.

suplimentarea hormonului de
crestere, hipogonadismul  si
panhipopituitarismul. Poate
exista o predispozitie genetica,
fiind uneori o boalda familiala.
Baietii sunt mai des afectati decat
fetele. La 30-40% dintre pacienti,

afectiunea este bilaterals,
desi ambele solduri nu sunt
intotdeauna afectate simultan.

Pacientul tipic este obez si se afla
fie In perioada prepuberta tarzie,
fie in perioada pubertatii timpurii.
Rar, pacientul este Tnalt, astenic si
creste rapid.

3.Istoric si examinare fizica

Cele mai frecvente simptome
ale epifiziolizei juvenile sunt
schiopdtarea si durerea greu
localizabild in sold, inghinal, fie
iradiata pe fata mediala a coapsei
sau genunchi. Durerea la nivelul
genunchilor sau a coapsei este
simptomul prezent la 15% dintre
pacientii cu aceasta afectiune.
Din aceasta cauza deseori
diagnosticul este eronat. Istoricul
de traumatism Tn zona soldului
este rar.

Aceastda  tulburare apare
in momentul in care cartilajul
de conjugare cervico-cefalic se
ingroasa rapid sub influenta
hormonului de crestere. Secretia
viguroasa a hormonilor sexuali
nu a Tnceput incd, astfel incat
efectul biologic al acestora de
stabilizare este absent. Aceasta
combinatie dintre cartilaj de
crestere, lipsa maturitatii sexuale

(care ar stabiliza epifiza), stresul
mecanic (cauzat de obezitate)
Si biomecanica anatomica
particulara a articulatiei soldului
face ca deplasarea sa devina
posibild. Directia alunecarii este
intotdeauna posterioara si adesea
mediala, iar bazele mecanice ale
tulburarilor cronice si acute sunt
aceleasi. Tn epifizioliza cronica
juvenila a capului femural, cea
mai frecventa forma (90% din
pacienti), alunecarea se produce in
decursul mai multor luni. in forma
acuta, capul femural este deplasat
brusc, o afectiune care poate fi
suprapusa schimbarilor cronice.
Deplasarea poate aparea in timpul
activitatii normale sau n urma

unei traume minore. Deoarece
epifizioliza este o tulburare
progresiva iar prognosticul

depinde de severitatea alunecarii,
este imperativd diagnosticarea
precoce si tratamentul prompt.
Epifizioliza femurala
superioara acuta este finsotita
de dureri si schiopatari severe,

care pot imobiliza pacientul.
Debutul este brusc, uneori 1n
urma unui traumatism minim,

iar examinarea fizica evidentiaza
durere la mobilizarea soldului si
limitarea amplitudinii miscarilor.
Faza acutd este similara cu o
fracturd epifizard. In forma sa
instabila, pacientul nu fisi poate
sustine greutatea si exista un risc
crescut de necrozd avasculard. in
forma stabild durerea acutd este

prezenta, dar este posibil mersul
cu fncarcare, iar riscul de necroza
avasculara pare a fi mai mic.

4. Examinarea radiologica :

Epifizioliza poate fi dificil
de detectat pe radiografiile n
incidenta standard. O imagine
de profil este de preferat
pentru evidentierea formelor
usoare, deoarece alunecarea
este intotdeauna posterioara. O
radiografie arata, de asemenea,
modificari care sugereaza forme
acute sau cronice, informatii care
pot fi critice pentru gestionarea
afectiunii.

Precizarea gradului de
deplasare este important 1in
stabilirea tratamentului Si

prognosticului. Deplasarea capului
femural cu mai putin de 25% din
diametrul epifizei reprezita gradul
usor, intre 25-50% este moderat,
iar mai mult de 50% este sever.

5. Optiuni de tratament :

Odata stabilit diagnosticul,
pacientul trebuie sa foloseasca fie
carjele ori scaunul rulant si evitata
incarcarea articulara, urmate
de evaluare de catre chirurgul
ortoped. Scopurile initiale ale
tratamentului sunt de a preveni
evolutia patologiei si evitarea
complicatiilor.

Epifizioliza juvenila este de
obicei o boala progresiva care

necesita tratament chirurgical
prompt. Deoarece modificarile
patologice in forma cronica

progreseaza incet, este imposibila
imobilizarea capului femural intr-o
pozitie favorabila. Tratamentul
consta in fixarea acestuia in pozitia
sa actuala si prevenirea progresiei.
Acest lucru se realizeaza prin
introducerea unuia sau mai multor
suruburi sau prin brosaj multiplu,
indiferent de gravitatea deplasarii
(fixarea  in  situ).  Controlul
radiologic Tn ambele incidente este
obligatoriu deoarece penetrarea
lor in articulatie predispune la
necroza avasculara sau condroliza.
Dupa interventia chirurgical3,
durerile se remit rapid si, in
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ultimii  2-3  ani de crestere
scheletald, gradul de remodelare
al femurului proximal distorsionat
poate fi considerabil, ducand la o
amplitudine de miscare a soldului
imbunatatita.

eTratament recuperator:

Programul de terapie fizicala
include o serie de obiective:

eeducatia pacientului pentru
aintelege conditiile ce au concurat
la aparitia bolii, pentru a se edifica
asupra evolutiei ce conduce la
pierderea capacitatii functionale
si de asemenea, pentru a respecta

masurile de igiena articulara pe
toata durata bolii;
eameliorarea durerii si
contracturii musculare;
ementinerea si/sau castigarea
unghiurilor articulare si a tonusului
muscular

ereeducarea mersului,
obtinerea echilibrului si
coordonarii.

Tratamentul va urmari

indoloritatea, stabilitatea Si

mobilitatea articulara.
Kinetoterapia

elementul de baza

reprezinta
indiferent

de varsta, comorbiditatile
asociate, severitatea durerii sau
dizabilitatea pacientului. Aceasta
are urmatoarele scopuri:

eameliorarea functiei
articulare prin reducerea durerii,
cresterea mobilitatii si a fortei
musculare, normalizarea mersului
si ameliorarea performantelor in
“daily activities”;

elimitarea progresivitatii
procesului artrozic prin reducerea
stresului mecanic si ameliorarea
biomecanicii;

eprevenirea dizabilitatii  si
degradarii starii de sanatate,
secundare imobilizarii si
inactivitatii.
Tonifierea musculaturii
periarticulare  prin  masaj si

gimnastica (contractii izometrice)
este necesara pentru o buna
stabilitate a articulatiei si deci
pentru o functie articulara eficace.
Sedintele de kinetoterapie trebuie
sa fie blande, de scurta durata si
repetate de mai multe oriin cursul
unei zile de tratament.

Terapia fizicala (masaj,
termoterapie, electroterapie cu
curenti de joasa / medie/inalta
frecventd) prezintd ca efecte
ameliorarea durerii, scaderea
inflamatiei, relaxarea musculara,
imbunatatirea fortei si tonicitatii
musculare, recuperarea,
imbunatatirea si  mentinerea
mobilitatii. Balneoterapia si
hidroterapia sunt de un real
folos contribuind la obtinerea
miorelaxarii si a vasodilatatiei si
totodata favorizeaza miscarea in
conditii de reducere a fincarcarii
articulare.

6. Complicatii

eCondroliza

in plus fatd de afectarea
metafizard, pacientii cu epifizioliza
femurald superioara pot dezvolta

rar condrolizd, o degenerare
slab inteleasda a cartilajului
articular al soldului. Poate

produce simptomatologie algica,
progresand pana la fingustarea
severa a spatiului articular
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si  modificari degenerative 1in
decursul a 6 Iluni. Tn timpul
condrolizei, cartilajul este inlocuit
de tesut fibros, capsula articulara
se ngroasa si se contracta, iar
miscarea articulara se diminueaza.
De obicei, articulatia se rigidizeaza
inflexie, abductiesirotatie externa.
Radiografiile dezvaluie Tngustarea
articulatiilor, neregularitatea si
scleroza subcondrald, precum si
osteoporoza regionala.

Condroliza este tratatda cu
antiinflamatoare  nesteroidiene
(AINS), terapie fizica agresiva si
exercitii de miscare activa, activo-
pasiva si pasiva.

eNecroza avasculara

Pacientii cu forma acuta pot
dezvolta necrozd avasculara a
capului femural. Acesti pacienti
sunt de obicei adolescenti, astfel
incat soldurile lor nu au potential
de remodelare si prognosticul
este, prin urmare, slab.

Aceste complicatii conduc

in decursul timpului la artroza
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(osteoartrita coxofemurala).

7. Prognostic:

Epifizioliza este o cauza
majord a osteoartritei precoce.
in general, cu cat gradul de
alunecare este mai mare, cu atat
incep mai devreme schimbarile
degenerative. De fapt, o crestere
statistica a suferintei degenerative
este evidentd chiar si la soldul
normal radiografic al pacientilor cu
o epifiziolizd contralateral. Acest
lucru sugereazda cd implicarea
bilateralda subclinica este aparent
frecventa.

Evolutia unui pacient depinde
de gravitatea afectiunii si de
prezenta complicatiilor. Chiar si
fara complicatii, existd un risc
crescut de boalda degenerativa
artozica. Pierderea in greutate
este Tnsd o modalitate importanta
prin care un adolescent poate
reduce riscul dezvoltarii ulterioare
a osteoartritei degenerative a
soldului.
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Slipped capital femoral
epiphysis is an adolescent
hip disorder characterized by
displacement of the femoral head
onthe femoral neck through failure
of the proximal femoral physis
(growth plate). Displacement
changes the geometry of the
upper end of the femur and
hinders hip function . The etiology
of SCFE is multifactorial, the main
cause being obesity. It is usually a
progressive disease that requires
prompt surgical treatment, and

also  rehabilitation  treatment
for  preventing short time
complications such as chondrolysis
and avascular necrosis, but

especially long time complication
which is hip osteoarthritis in
young adults. . Losing weight is a
major way in which an adolescent
can reduce the risk of the later
development of degenerative
joint disease.

In the growing child, there are
special structures at the end of
most bones called growth plates.
The growth plate is sandwiched
between two special areas of
the bone called the epiphysis
and the metaphysis. The growth
plate is made of a special type of
cartilage that builds bone on top
of the end of the metaphysis and
lengthens the bone as we grow. In
the hip joint, the femoral head is
one of the epiphyses of the femur.
It is one of the few epiphyses in
the body that is inside the joint
capsule.

Slipped Capital Femoral
Epiphysis (SCFE)

1. Essentials of Diagnosis:

Slipped capital femoral

SLIPPED CAPITAL FEMORAL EPIPHYSIS:
A'MAJOR CAUSE OF EARLY OSTEOARTHRITIS

epiphysis is an adolescent
hip disorder characterized by
displacement of the femoral head
onthe femoral neckthrough failure
of the proximal femoral physis
(growth plate). Displacement
changes the geometry of the upper
end of the femur and hinders hip
function.

Anteroposterior (AP) and frog-
leg views of a slipped epiphysis.
The dotted lines show the normal
position of the femoral head.

2. Etiology:

The etiology of SCFE s
thought to be multifactorial and

may include obesity, growth
surges, and, less commonly,
endocrine  disorders. Related
endocrine  disorders  include

hypothyroidism, growth hormone
supplementation, hypogonadism,
and panhypopituitarism. There
may be a genetic predisposition to
this condition (it runs in families).
Boys are more often affected than
girls.

In 30-40% of patients, the
condition is bilateral, although
both legs are not always affected
simultaneously. The typical patient
is overweight and is in either
late prepuberty or early puberty.
Rarely, the patient is tall, asthenic,
and rapidly growing.

3.History and
Examination:

The most common symptoms
of SCFE are limping and pain that
is poorly localized to the hip, groin,
thigh, or knee. Knee or distal thigh
pain is the presenting symptom
in 15 percent of patients with the
condition. This referred pain to
the knee is responsible for many
misdiagnoses. History of trauma
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to the area is rare.

This disorder occurs at a time
when the cartilage physis of the
proximalfemuristhickeningrapidly
under the influence of growth
hormone. The vigorous secretion
of sex hormone has not yet begun,
however, so the biological effect
of sex hormones on closure and
stabilization of the growth plate
is absent. This combination of
thick growth plate cartilage, lack
of sexual maturity (which would
stabilize the physis), mechanical
stress (caused by obesity), and the
peculiar anatomic mechanics of
the hip joint renders the growth
plate susceptible to slippage.
The direction of the slip is always
posterior and often medial, and
the mechanical bases of chronic
and acute disorders are the same.
In chronic slipped capital femoral
epiphysis, the most common form
(90% of patients), the femoral
head slips insidiously at the
growth plate over the course of
several months. In the acute form,
the femoral head is suddenly
displaced, a condition that can be
superimposed on chronic changes.
Displacement may occur during
normal activity or following minor
trauma. Because slipped capital
femoral epiphysis is a progressive
disorder and the prognosis
depends on the severity of the
slippage, early detection and
prompt treatment are imperative.

Acute slipped capital femoral
epiphysis is accompanied by
severe pain and limping, which
may render the patient immobile.
The onsetis sudden, following little
or no trauma, and examination
discloses a painful, guarded,




restricted range of hip motion.
An acute slip is analogous to an
epiphy-seal fracture. In its unstable
form, the patient is unable to
bear weight, and there is a high
rate of avascular necrosis. In its
stable form, the sudden increase
in displacement is painful, but
limited weight bearing is possible
and the risk of avascular necrosis
appears to be lower.

4. Imaging Studies:

Slipped capital  femoral
epiphysis can be difficult to detect
on standard AP radiographs. A
frog-leg lateral view is the best
for detecting mild forms because
slippage is always posterior. A
radiograph also shows changes
suggesting acute or chronic forms,
information that may be critical to
management of the disorder.

The specific radiological sign
is the Klein line:

Establishing the severity
of slippage is important in
determining  treatment and

prognosis. Severity is estimated
by the percentage of femoral neck
left exposed. Slippage of less than
25% of neck width is mild, 25-50%
is moderate, and more than 50%
is severe.

5. Treatment:

Once the diagnosis of SCFE is
made, the patient should be placed
on non—weight-bearing crutches
or in a wheelchair and quickly
referred to an orthopedic surgeon
familiar with the treatment of
SCFE. The initial goals of treatment
are to prevent slip progression and
avoid complications.

Slipped capital femoral
epiphysis is usually a progressive
disease that requires prompt

surgical treatment. Because the
changes in the chronic form
occur so slowly, it is impossible
to manipulate the femoral head
into a better position. Treatment
consists of fixing the slip in its
current position and preventing
progression. This is done by
inserting one or more screws
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or pins across the growth plate,
regardless of the severity of the
slip (pinning in situ). Radiological
control in both incidences is
required because the joint
penetration may lead to avascular
necrosis or chondrolysis. After
surgery, aching rapidly resolves,
and during the remaining 2-3
years of skeletal growth, the
extent of remodeling of the
distorted proximal femur may
be considerable, leading to an
improved range of motion.

¢ Physical treatment

The objectives of physical
rehabilitation includes:

¢ educating the patient to
understand the conditions that
contributed to the onset of the
disease, that the evolution is

leading to the loss of functional
capacity, and the importance of
respecting joint hygiene measures
throughout the disease;

¢ relief of pain and muscle
contracture;
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® maintaining or emprooving
joint angles and muscle tone

e re-education of
obtaining balance
coordination

The treatment will aim pain
relief, stability and joint mobility.

Kinetotherapy is the basic
element in rehabilition regardless
of age, associated comorbidities,
pain severity or disability of
the patient. It has the following
purposes:

e improving joint function by
reducing pain, increasing mobility
and muscle strength, normalizing
gait and improving performance in
"daily activities";

¢ limiting the progressiveness
of the arthritic process by reducing
mechanical stress and improving
joint biomechanics;

¢ prevention of disability and
deterioration of health, secondary
to immobilization and inactivity.

Toning of the periarticular
muscles through massage
and gymnastics (isometric
contractions) is necessary for a
good stability of the joint and
therefore for an effective joint
function. Physical therapy sessions
should be gentle, short and
repeated several times during a
day of treatment.

Physical therapy (massage,
thermotherapy,  electrotherapy
with low / medium frequency
currents and ultrasound) has
the effects of pain relief, muscle
relaxation, improved mobility.
Balneotherapy and hydrotherapy
are of real use contributing to the
achievement of muscle relaxation
and vasodilation and also promote
movement in conditions of
reducing joint load.

6. Complications:

¢ Chondrolysis

In addition to the problems
of impingement of the anterior
metaphyseal prominence,
patients with slipped capital
femoral epiphysis may rarely
develop chondrolysis, a poorly

gait,
and



understood degeneration of the
hip articular cartilage. It may be
painful and may progress to severe
joint narrowing and degenerative
changes within 6 months.

During chondrolysis, cartilage
is replaced by fibrous tissue,
the joint capsule thickens and
contracts, and joint motion is
lost. Typically, the joint stiffens in
flexion, abduction, and external
rotation.  Radiographs reveal
joint narrowing, irregularity, and
subchondral sclerosis, as well as
regional osteoporosis from disuse.

Chondrolysis is treated by
nonsteroidal  anti-inflammatory
drugs (NSAIDs), aggressive
physical therapy and range of

Principalele afectiuni pentru
care pacientii se adreseaza
specialistilor Sanatoriului Balnear
si de Recuperare Techirghiol
sunt bolile reumatologice.
Nu de putine ori, acutizarea
celor de tip inflamator si chiar
a celor degenerative necesita
corticoterapie.

Introdusi in practica clinica

in anul 1948, glucocorticoizii
reprezintd cea mai importanta
si frecvent  folosita clasa

de medicamente cu efect
antiiinflamator(1). Datele statistice
au aratat ca acestia sunt folositi de
0,5 % din populatia generala si de
1,4 % dintre femeile cu varsta de
peste 55 de ani (2,3). Pacientii cu
Poliartrita Reumatoida urmeaza
tratament cu glucocorticoizi intr-
un procent cuprins intre 14,6% si

motion exercises, and observation.
Approximately half of patients
eventually recover satisfactory
painless motion.

¢ Avascular necrosis

Patients with an acutely
slipped capital femoral epiphysis
can develop avascular necrosis of
the femoral head. These patients
are usually teenagers so their hips
lack potential for remodeling, and
the prognosis is therefore poor.

This complications lead to
degenerative joint disease (hip
osteoarthritis).

7. Prognosis:

Slipped epiphysis is a major
cause of early osteoarthritis. In
general, the higher the degree of

slip, the earlier the degenerative
changes begin. In fact, a statistical
increase in degenerative arthritis is
evidentevenintheradiographically
normal hip of patients with a
contralateral slipped epiphysis.
This suggests that subclinical
bilateral involvement is more
common than recognized.

How a patient will do depends
on the severity and the presence
of complications. Even without
complications, there is still an
increased risk of degenerative
joint disease. Losing weight,
however, is a major way in which
an adolescent can reduce the
risk of the later development of
degenerative joint disease.

GORTICOTERAPIA SI AFECTIUNILE REUMATOLOGICE:
INTRE BENEFICIU TERAPEUTIC SI REACTII ADVERSE

90 % (4). Administrarea acestora
pe scara larga se datoreaza
eficientei, versatilitdtii si costului
redus, insd aplicarea incorectd a
terapiei poate conduce la efecte
adverse severe (1).

Tratamentul cu glucocorticoizi
are efecte clinice variate in bolile
reumatologice pornind de la
ameliorarea durerii si efectele
modificatoare de boala siajungand
pand la imunosupresie. Acestea
depind Tn mare masurd de doza
administrata, pe care o putem
clasifica astfel:

1. Doza mica < 7,5 mg prednison
(sau echivalent de prednison )/ zi.
2. Doza medie > 7,5 mg < 30 mg
prednison (sau echivalent de
prednison)/ zi.

3. Doza mare > 30 mg < 100 mg
prednison (sau echivalent de
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prednison )/ zi.

4. Doza foarte mare > 100 mg
prednison (sau echivalent de
prednison )/ zi.

5. Puls-terapie > 250 mg prednison
(sau echivalent de prednison )/
zi.(5)

in  functie de structurs,
glucocorticoizii au caracteristici
diferite  precum timpul de

actiune (mic, mediu sau lung) si
potenta (micd, medie sau mare).
in practica clinicd doza fieciruia
dintre ei se exprima in echivalent
de prednison. Astfel, pentru 5 mg
de Prednison, corespund 25 mg de
Cortizon, 4 mg de Metilprednisolon
(Medrol), 4 mg de Triamcinolon
si 0,75 mg de Dexametazona.
Conform acestei corespondente
putem spune ca Prednisonul si
Metilprednisolonul sunt similare,

T




acest lucru fiind valabil pentru
dozele mici si medii, insa in cazul
utilizarii dozelor mari sau puls-
terapie Metilprednisolonul este
mult mai eficient.(1)
Administrarea corticoterapiei
la pacientii cu afectiuni
reumatologice se face diferit in
functie de tipul acestora. Astfel,
pacientilor diagnosticati cu artrita
gutoasa, |i se administreaza
frecvent doze medii si mari pe
cale orala si intraarticular fin
timp ce acelora care prezinta
formele severe ale artropatiei
induse de cristalele de pirofosfat
de calciu, doar la nivel articular.
De asemenea se  prefera
infiltratiile intra si periarticulare
cu glucocorticoizi la pacientii cu
spondilartite insuficient controlati
medicamentos. n Artrita
ReumatoidaJuvenilasiin Poliartrita
Reumatoida se folosesc doze mari
cand apar exacerbari, complicatii
sau control insuficient al bolii sub
tratatament remisiv si doze mici si
medii la debut, precum bridging
theraphy panda in momentul in
care drogurile modificatoare de
boala (DMARD’s) devin complet
eficiente. Pentru bolile precum
Polimialgia Reumatica, Vasculite
sistemice, Poli- si Dermato-
miozita corticoterapia devine
insd terapie de fond (1,6). In
Osteoartita (Boala artozica) se
administreaza glucocorticoizi
sub forma infiltratiilor articulare
si doar 1n cazul 1n care

terapia medicamentoasa cu
antiinflamatoare nonsteroidiene
sau cea de recuperare nu

reusesc sa amelioreze durerea si
functionalitatea, se opteaza pentru
tratament oral cu doze mici de
Prednison sau Metilprednisolon.
Pacientilor cu afectiuni
reumatologice inflamatorii li se
administreaza glucocorticoizii
in diferite posologii in functie

de etapa, grad de activitate
si comorbiditati. In Poliartrita
Reumatoida este prescrisa

corticoterapia in doze mici 1n

asociere cu alte DMARDs (drugs
modifiyng articular rheumatoid
disease) pentru a controla
simptomele, dar si pentru efectul
sau remisiv ( 7,8). De asemenea
se poate obtine un control eficient
al Polimialgiei reumatice cu de
pana la 15 mg Prednison/zi. S-a
observat ca dupa 6 luni, efectele
corticoterapiei in doze mici incep
sa scadd, insa nu de putine ori,
doze de sub 5 mg Prednison/zi pot
contribui la mentinerea bolii in
remisiune (9).

Corticoterapia in doze medii
si mari reprezintd un element
de baza in Vasculitele sistemice
atat la debut cand se initiaza
terapia imunosupresoare, cat si
in timpul episoadelor de acutizare
a bolii. Se prescrie o doza 1mg/
kg corp/zi, care pe parcursul unei
luni, se reduce treptat pana la
doze mici de intretinere care se
pot administra pe termen lung.
Dozele mari se pot administra si
intermitent, cum se intampld in
Atacul acut de guta - pe o durata
de maxim 5 zile se recomanda 35
mg de Prednison, solutie adoptata
pentru formele refractare sau in
cazul contraindicatiilor pentru
AINS  (antiinflamatoare  non-
steroidiene) sau Colchicina(10).

Puls-terapia se recomanda
pentru perioade scurte (1-5 zile)
in episoadele acute sau formele
cu atingere visceralda din Lupusul
Eritematos Sistemic, Vasculite
sistemice, Poli- si Dermatomiozita,
Poliartrita Reumatoida. Beneficiul
terapeutic persista aproximativ 6
saptamani si ofera timp DMARDs-
ului nou initiat sa devina eficient,
cunoscandu-se faptul ca sunt
necesare cateodata si  doud
luni pentru ca acest lucru sa se
intdmple (11). Tot o forma de
puls-terapie este si administrarea
lunara intra-musculara a 120
mg de Triamcinolon acetat sau
7 mg de Betametazona, insa nu
are aceeasi eficientd in limitarea
progresiei eroziunilor articulare.

Corticoterapia locala intra-

sau  periarticulara  presupune
administrarea locald Tnsotita sau
nu de substantd anestezicd a
diferitelor tipuri de glucocorticoizi
si conduce la ameliorarea durerii,
inflamatiei locale a mobilitatii si
in consecinta la cresterea calitatii
vietii pacientului, fara a fi insotita
de efectele sistemice adverse
clasice ale glucocorticoizilor (12).
Eficienta depinde de urmatorii

factori: articulatia tratata,
severitatea artritei, volumul
lichidului  sinovial, evacuarea

anterioara a acestuia, tipul (cu
timp lung sau scurt de actiune)
si  doza substantei folosite,
tehnica de injectare, experienta
medicului si repausul articular
ulterior manevrei. Se recomanda
a nu se efectua mai devreme de
3 saptamani si mai mult de 3-4
ori pe an. Persistenta cea mai
indelungata a efectului terapeutic
este intdlnita dupd injectarea de
Triamcinolon hexacetonid, cel mai
putin hidrosolubil si prin urmare
cel mai persistent Tn articulatie
(23).

Corticoterapia cu eliberare
prelungita

in  cazul pacientilor cu
Poliartrita Reumatoida, ritmul
circadian este diferit, nivelul maxim
de citokine proinflamatorii si cel
de cortizol endogen inregistrandu-
se in a-2-a parte a noptii si spre
dimineata. Astfel, in ultimii 10 ani
s-a folosit un preparat ce contine
Prednison, seara fTnainte de
culcare, care elibereaza substanta
activa dupa 4 ore, dovedindu-si o
mai buna eficienta in ameliorarea
redorii matinale, cu acelasi nivel
de siguranta al administrarii
matinale (1).

Reactiile adverse ale
corticoterapiei
1. Efecte secundare
cardiovasculare
e Avand si efecte mineralo-
corticoide dozele mari de
corticosteroizi (40 mg/zi), pot



determina retentie hidro-salina.
Cele mai mici, ihsa nu exacerbeaza
edemele preexistente.

e 20 % dintre pacienti
inregisteaza valori crescute la
TA, factori favorizanti fiind HTA
preexistenta sidozele de prednison
> 10 mg prednison/zi.

* De asemenea, administrarea
de glucocorticoizi poate
favoriza dezvoltarea prematura
aterosclerozei sistemice.

e Corticoterapia in doze medii
si mari administrata pe termen
lung creste nivelul plasmatic al
colesterolului, HDL-colesterolului,
LDL-colesterolului si al
trigliceridelor. Totusi dozele mici,
de 10 mg/zi folosite la pacientii
cu Lupus Eritematos Sistemic,
amelioreaza dislipidemia si
efectele nefavorabile pe endoteliul
vascular  asociate inflamatiei
cronice (14).

2. Reactii adverse endocrino-
metabolice.

e Dezvoltarea Diabetului
Zaharat nu este frecvent intalnita
in  timpul tratamentului cu
glucorticoizi.  Totusi  pacientii
cu boala diabetica preexistenta
inregistreaza valori mai mari ale
glicemiei, dependente 1insd de
doza (15).

e Supresia axului hipofizo-
hipotalamo-suprarenalian nu
este usor predictibila, dar chiar
la doze de 7,5 mg prednison /
zi administrat pe o perioda de 3
saptamani poate sa aparda prin
feed-back negativ (12). De aici,
apar douad aspecte importante:
primul se refera la scaderea
treptata a dozei de corticosteroizi
si al doilea la administrarea unor
doze de 15 mg/zi pe o perioada
scurtd, in conditii de stress (chiar
interventii chirurgicale minore).

e Cresterea 1n greutate
si faciesul in luna plina (17).
Administrarea  glucocorticoizilor
poate conduce la cresterea
apetitului, depunerea in exces
a tesutului adipos pe trunchi si
apartia aspectului Cushingoid, insa

doze < 7,5 mg / zi de Prednison pe
o perioadda mai scurta de 1 luna
se asociaza rar cu aceasta situatie
(12).

3. Efecte secundare gastro-
intestinale.

Seconsideracaglucocorticoizii
sunt mai putin toxici la nivelul
tractului gastro-intestinal superior
decat AINS. Administrarea lor

creste riscul aparitiei gastritei,
bolii ulceroase si sangerarilor
gastro-intestinale. In  asociere

cu antiinflamatoarele non-
steroidiene acest risc poate creste
insad de 12 ori ( 16). S-au raportat
si cazuri de perforatie intestinala,
diverticulara si episoade de
pancreatitd asociate dozelor mici
de glucocorticoizi(1).

4. Riscul infectios.

Studiile clinice randomizate
nu au raportat un risc crescut de
infectii asociate tratamentului
cronic cu glucocorticoizi, dar
cele caz control efectuate
la  pacientii cu  Poliartrita

Reumatoida si  corticoterapie
au aratat cresterea riscului
infectios, mai ales la doze mari si
in asociere cu imunosupresoare
(18). Infectiile sunt produse de
germeni tipici si atipici cu tablou
clinic nespecific, ce fac dificila
recunoasterea lor precoce. in
plus, scade performanta testelor
de identificare a infectiei latente
t.b.c. ( IDR la PPD si Quantiferon)
(29).

5. Reactii adverse psihologice
si comportamentale.

Tratamentul cronic cu
glucocorticoizi se asociaza
frecvent cu tulburari de dispozitie
si ocazional cu agitatie, insomnie,
tulburari de memorie si depresie
(12). Fenomenele psihotice se
intalnesc mai frecvent la pacientii
cu LES care efectueaza puls-
terapie (20).

6. Reactii
dermatologice

Sunt prezente la 5% dintre
pacienti, in cazul dozelor de 5 mg
de Prednison/zi pentru o perioada
de 12 luni si sunt reprezentate
de acnee, echimoze cutanate,
hirsutism, vergeturi (21).

7. Reactii
oftalmologice.

Cataracta subcapsulara
posterioara si, mai rar, cea
corticala se asociaza frecvent chiar
si cu doze mici de glucocorticoizi
administrate pe termen lung (22).
De asemenea, pot aparea cresteri
minore ale presiunii intraoculare
insotite de tulburari de vedere,
asociate cu factori de risc:
antecedente heredocolaterale
de glaucom, miopie forte, DZ,
conduita corecta incluzand un
consult de specialitate Tnainte de
debutul tratamentului (23).

8. Reactii adverse musculo-
scheletale.

adverse

adverse

e Osteoporoza este cea
mai  severd complicatie a
corticoterapiei. Doze mai mari

de 5 mg/ zi conduc la pierderea
masiva de masa osoasa in primele
6-12 luni de tratament, conducand




la scaderea densitatii minerale
osoase si la cresterea consecutiva
a riscului de fractura. Initial
apar modificari la nivelul osului
trabecular si, ulterior, este implicat
sediul cortical (24). Afectiunea
inflamatorie pentru care este
administrata corticoterapia este
la randul sau raspunzatoare de

aparitia  osteoporozei,  motiv
pentru care este importanta
atitudinea preventiva
(suplimentarea de calciu si

vitamina D) si cea terapeutica
(Bisfofonati, Parathormon,
Denosumab).

e Osteonecroza este mai rar
intdlnita si depinde mai mult de
doza decat de durata administrarii.
Astfel o intalnim mai frecvent
la pacientii cu Lupus eritematos
sistemic si puls-terapie sau doze
mari de glucocorticoizi (20).

¢ Miopatia cortizonica apare
la administrarea de corticoterapie
in doze mari, pe termen lung si
nu de putine ori pune probleme
de diagnostic diferential si de
tratament cu miozita din cadrul
bolii reumatologice de fond (12).

9. Corticoterapia si sarcina.
Fatul este protejat intr-o mare
masura de glucocorticoizii materni,
deoarece acestia fiind legati de
proteinele plasmatice nu strabat
bariera placentara decat in foarte
mica masurd. Pot determina, insa,
deficit de crestere intrauterina si
greutate mica la nastere, tulburari
neurocognitive si  cheiloschizis
(25). Se recomanda evitarea
dozelor mari (1-2mg/kg corp/
zi) mai ales in primul trimestru,
dozele mici pana la moderate
avand un profil de siguranta bun
(26).

10. Reactiile adverse
corticoterapiei locale.

¢ Infectiile secundare aplicarii
locale cu glucocorticoizi sunt rare
(raportate fiind intre 1 caz/13.900
si 1/77.300), daca se respecta
regulile de asepsie riguroasa la
locul injectarii.

¢ Alte reactii adverse locale

ale

intalnite sunt atrofia grasoasa
subcutanata, depigmentarea
locala a tegumentului, rupturi
totale sau partiale de tendon,
leziuni nervoase superficiale.

¢ Efecte sistemice rare precum
dereglari menstruale, rush facial in
ziua injectarii, cresterea pasagera
a glicemiei serice la pacientii
diabetici (1).

Masuri profilactice si
monitorizare

Avand in vedere aceste
considerente, se recomanda ca
administrarea de glucocorticoizi
sa fie facuta in siguranta ori de
cate ori este nevoie. Astfel vor fi
folosite doze minime terapeutice
eficiente, forme de aplicare
individualizate, pe perioade
cat mai scurte. Preventiv, se
vor administra calciu, vitamina
D +/- bisfosfonati si medicatie
protectoare gastrica (inhibitori
de pompa de protoni) si se vor
monitoriza periodic glicemia serica
si valoarea tensiunii arteriale.
Pacientul va fi informat corect atat
asupra efectelor benefice cat si a
celor negative ale medicatiei, fiind
participant direct la monitorizarea
bolii si a tratamentului.
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The main conditions for which
patients go to the Techirghiol
Balnear and Recovery Sanatorium
are rheumatological diseases. Not
infrequently, the exacerbation
of inflammatory and even

degenerative diseases requires
corticotherapy.
Introduced into  clinical

practice in 1948, glucocorticoids
are the most important and
frequently used class of drugs
with  anti-inflammatory effect
(1). Statistical data indicated that
they are used by 0.5% of general
population and 1.4% of women
over the age of 55 (2, 3). Patients
with Rheumatoid Arthritis follow
the treatment with glucocorticoids
in a percentage between 14.6%
and 90% (4). Their widespread use
is due to their efficacy, versatility
and low cost, but incorrect
application of therapy can
determine severe adverse effects
(2).

Glucocorticoid treatment
has various clinical effects in
rheumatic diseases ranging from
pain relief and disease-modifying
effects to immunosuppression.
These effects largely depend on
dose administered, which we can
classify as follows:

1. Low dose < 7.5 mg
prednisone (or equivalent of
prednisone)/day.

2. Average dose > 7.5 mg < 30
mg prednisone (or equivalent of
prednisone)/day.

3. High dose > 30 mg < 100
mg prednisone (or equivalent of
prednisone)/day.

4. Very high dose > 100 mg
prednisone (or equivalent of
prednisone)/day.

5. Pulse therapy > 250 mg

CORTICOTHERAPY AND RHEUMATIC DISEASES:
THERAPEUTIC BENEFIT AND ADVERSE EFFECTS

prednisone (or equivalent of
prednisone)/day (5)

Depending on  structure,
glucocorticoids have different
characteristics such as time of
action (short, average or long)
and potency (low, medium or
high). In clinical practice, the
dose of each of them is expressed
in prednisone equivalent.
Thus, for 5 mg of Prednisone,
25 mg of Cortisone, 4 mg of
Methylprednisolone (Medrol), 4
mg of Triamcinolone and 0.75 mg
of Dexamethasone correspond.
According to this correspondence,
we can say that Prednisone and
Methylprednisolone are similar,
this being true for low and
medium doses, but in the case
of high doses or pulse therapy,
Methylprednisolone is much more
effective. (1)

The administration of
corticosteroid therapy to patients
with  rheumatic diseases s
different depending on disease
type. Thus, patients diagnosed
with gouty arthritis are frequently
provided medium and high doses
orally and intraarticularly, while
those with severe forms of calcium
pyrophosphate crystal-associated
arthropathy, only at articular
level. Intra- and peri-articular
infiltrations with glucocorticoids
are also preferred in patients
with  spondylitis inadequately
controlled with medication. In
Juvenile  Rheumatoid Arthritis
and Rheumatoid Arthritis, high
doses are used when there are
exacerbations, complications or
insufficient control of disease
under remission treatment and
low and medium doses at onset,
such as bridging theraphy until

Mihaela MINEA

disease-modifying antirheumatic
drugs (DMARD’s) become fully
effective. However, for diseases
such as Polymyalgia rheumatica,
Systemic Vasculitis, Poly- and
Dermatomyositis, corticotherapy
becomes the background
therapy (1, 6). In Osteoarthritis,
glucocorticoids are administered
in the form of joint infiltrations
and only if the drug therapy with
nonsteroidal  anti-inflammatory
drugs or recovery therapy fails to
improve pain and functionality,
oral treatment with low doses of
Prednisone or Methylprednisolone
is used.

Patients with inflammatory
rheumatic diseases are provided
glucocorticoids in different doses
depending on stage, degree of
activity and comorbidities. In
rheumatoid arthritis, low-dose
corticotherapy is prescribed in
combination with other DMARDs
(disease-modifying antirheumatic
drugs) to control symptoms, but
also for its remissive effect (7, 8).
An effective control of Polymyalgia
rheumatica can also be obtained
with up to 15 mg Prednisone/day.
It has been observed that after 6
months, the effects of low-dose
corticotherapy begin to decrease,
but not infrequently, doses below
5 mg Prednisone/day can help
keep the disease in remission (9).

Medium- and  high-dose
corticotherapy represents a basic
element in systemic vasculitis
both at the beginning when
immunosuppressive therapy s
initiated and during episodes
of disease exacerbation. A
dose of 1 mg/kg body weight/
day is prescribed, which over
a month is gradually reduced




to low maintenance doses that
can be administered over a long
period of time. High doses may
be administered intermittently,
as in Acute Gout Attack - 35 mg
of Prednisone is recommended
for a maximum period of 5
days, a solution adopted for
refractory forms or in case of
contraindications  for  NSAIDs
(nonsteroidal  anti-inflammatory
drugs) or Colchicine. (10).

Pulse therapy is
recommended for short periods
(1-5 days) in acute episodes
or forms with visceral touch in
Systemic Lupus Erythematosus,
Systemic Vasculitis, Poly- and
Dermatomyositis, Rheumatoid
Arthritis. The therapeutic benefit
persists for about 6 weeks and
provides time for the newly
initiated DMARD to become
effective, knowing that it
sometimes takes two months for
this to happen (11). Another form
of pulse therapy is the monthly
intramuscular administration of
120 mg of Triamcinolone acetate
or 7 mg of Betamethasone, but it
is not as effective in limiting the
progression of joint erosions.

Intra- or periarticular local
corticotherapy involves local
administration with or without
anesthetic substance of various
types of glucocorticoids and leads
to pain relief, local inflammation
of mobility and consequently,
increased life quality of patient,
without  being  accompanied
by systemic adverse effects of
glucocorticoids (12). Efficiency
depends on the following factors:
treated joint, arthritis severity,
volume of synovial fluid, its
previous discharge, type (long
or short action time) and dose
of substance used, injection
technique, physician experience
and joint rest after the maneuver.
It is recommended not to do it
earlier than 3 weeks and more
than 3-4 times a year. The longest
persistence of therapeutic effect is

encountered after the injection of
Triamcinolone hexacetonide, the
least water-soluble and therefore
the most persistent effect in joint
(23).

Long-term corticotherapy

In patients with Rheumatoid
Arthritis, the circadian rhythm
is different, the maximum level
of proinflammatory cytokines
and endogenous cortisol being
recorded in the second half of
night and in the morning. Thus,
in the last 10 years, a preparation
containing Prednisone has been
used, during the evening before
bedtime, which releases the
active substance after 4 hours,
proving its better efficiency in
ameliorating morning sickness,
with the same safety level of
morning administration (1).

Adverse effects of
corticotherapy

1. Adverse cardiovascular
effects

e With mineralocorticoid
effects, high doses of
corticosteroids (40 mg/day) may
cause hydrosaline retention..
But, the smallest doses do not
exacerbate pre-existing edema.

e 20% of patients have
elevated BP values, favoring
factors being pre-existing HTN
and prednisone doses > 10 mg
prednisone / day.

e Also, the administration
of glucocorticoids may lead to
the premature development of
systemic atherosclerosis.

¢ Medium and high-dose
corticosteroids administered
on a long-term basis increase
plasma levels of cholesterol, HDL
cholesterol, LDL cholesterol and
triglycerides. However, low doses
of 10 mg/day used in patients with
Systemic Lupus Erythematosus
ameliorate  dyslipidemia  and
adverse effects on vascular
endothelium  associated with
chronic inflammation (14).

2. Endocrine and metabolic
adverse effects.

e The development of
Diabetes is not common during the
treatment with glucocorticoids.
However, patients with pre-
existing diabetes have higher
blood sugar levels, being dose-
dependent (15).

e The suppression of
hypothalamic—pituitary—adrenal
axis is not easily predictable,
but even at doses of 7.5 mg
prednisone/day administered
over a period of 3 weeks may
occur through negative feedback
(12). Thus, there are two
important aspects: the first refers
to the gradual dose decrease of
corticosteroids and the second
to the dose administration of 15
mg/day for a short period, under
stress (even minor surgeries).

e Weight gain and moon

facies (7). Administration
of glucocorticoids may lead
to increased appetite, excess

deposition of adipose tissue in
trunk and existence of Cushingoid
appearance, but doses of 7.5 mg/
day of Prednisone for less than 1
month are rarely associated with
this situation (12).

3. Gastrointestinal adverse
effects.
Glucocorticoids are

considered to be less toxic to the
upper gastrointestinal tract than
NSAIDs. Their administration
increases the risk of gastritis,
ulcer disease and gastrointestinal

bleeding. However, in
combination with nonsteroidal
anti-inflammatory  drugs, this

risk may increase 12 times (16).
Cases of intestinal and diverticular
perforation and episodes of
pancreatitis associated with low
doses of glucocorticoids have also
been reported (1).

4. Risk of infection.

Randomised clinical trials have
not reported an increased risk of
infections associated with chronic
glucocorticoid therapy, but control



cases in patients with rheumatoid

arthritis  and  corticotherapy
have indicated an increased
risk of infection, especially at
high doses and in combination
of immunosuppressants (18).
Infections are caused by typical
and atypical bacteria with a non-
specificclinical picture, which make
it difficult to recognize them early.
In addition, the performance of
tests to identify latent tuberculosis
infection decreases. (from IDR to
PPD and Quantiferon) (19).

5. Psychological
behavioral adverse effects.

Chronic glucocorticoid
treatment is frequently
associated with mood disorders
and occasionally with agitation,
insomnia, memory disorders
and depression (12). Psychotic
phenomena are more common in
patients with SLE who follow pulse

and

therapy (20).
6. Dermatological adverse
effects

They are present in 5% of
patients, at doses of 5 mg of
Prednisone/day for a period of
12 months and are represented
by acne, skin bruising, hirsutism,

stretch marks (21).

7. Ophthalmological adverse
effects.

Posterior and, more rarely,

cortical subcapsular cataracts
are frequently associated
with even low-dose long-term
glucocorticoids (22). There

may also be minor increases in
intraocular pressure accompanied
by visual disturbances, associated
with risk factors: family medical
history of glaucoma, high myopia,
DM, correct conduct including a
specialist consultation before the
start of treatment (23).

8. Musculoskeletal
effects

e Osteoporosis is the
most severe complication of
corticotherapy. Doses higher than
5 mg/day lead to massive loss
of bone mass in the first 6-12
months of treatment, resulting in
decreased bone mineral density
and consequent increase in
fracture risk. Initially, changes
occur in trabecular bone and, later,
the cortical site is involved (24).
The inflammatory condition for
which corticotherapy is chosen is
responsible for the occurrence of
osteoporosis, and this is why the
preventive (calcium and vitamin D
supplementation) and therapeutic
attitudes (Bisphosphonates,
Parathyroid hormone,
Denosumab) are important.

e Osteonecrosis is less
common and depends more on
the dose than on the duration
of administration. Thus, it is
more common in patients with
systemic lupus erythematosus
and pulse therapy or high doses of
glucocorticoids (20).

. Cortisone myopathy
occurs with the administration of
corticotherapy in high doses, on
a long-term basis and frequently
poses problems of differential
diagnosis and treatment with
myositis in rheumatic disease (12).

9. Corticotherapy and
pregnancy. The fetus is

adverse

largely protected by maternal
glucocorticoids because, as they
are bound to plasma proteins, they
cross the placental barrier only
to a very small extent. However,
they can lead to intrauterine
growth deficit and low birth
weight, neurocognitive disorders
and cheiloschisis (25). It is
recommended to avoid high doses
(1-2 mg/kg body weight/day)
especially in the first trimester,
low and moderate doses providing
a good safety profile (26).

10. Adverse effects of local
corticotherapy.

¢ Secondary infections due to
local application of glucocorticoids
are rare (1 case/13.900 and
1/77.300 are reported), if the
principles of rigorous asepsis at
injection site are followed.

e Other local adverse effects
are subcutaneous fat atrophy, local
skin depigmentation, complete
or partial rupture of tendon,
superficial nerve injuries.

e Rare systemic effects such
as menstrual disorders, facial rash
on the day of injection, transient
increase of serum blood glucose in
diabetic patients (1).

Prophylactic measures and
monitoring

In view of these
considerations, it is recommended
that glucocorticoids be
administered safely whenever
needed. Thus, minimum
therapeutically effective doses will
be used, as individualised forms of
application, for as short periods as
possible. As a precaution, calcium,
vitamin D +/- bisphosphonates and
stomach-protecting  medication
(proton-pump inhibitors) will be
administered and serum blood
glucose and blood pressure will
be monitored periodically. The
patient will be correctly informed
about both beneficial and negative
effects of medication, being a
direct participantin the monitoring
of disease and treatment.
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Corpul uman este compus
dintr-un numar variabil de oase, de
la 350 oase din momentul nasterii
la 223 oase la adult, sau chiar oase
in plus, cum ar fia 13-a pereche de
coaste sau deget supranumerar,
unele putandu-se dezvolta chiar in

timpul vietii.
Oasele sesamoide sunt
oase auxiliare mici si plate,

cu asemdnare morfologicda cu
semintele de susan, de unde si
numele lor, care iau nastere in
apropierea articulatiilor, de obicei
incorporate in tendoane, de obicei
in apropierea articulatiilor si
participa la asigurarea stabilitatii
si functionalitatii lor. Localizarea
lor variaza foarte mult, de
aceea furnizarea unui model de
dezvoltare este o provocare.

Cel mai mare os sesamoid
este patela, denumita si rotul3,
facand parte din articulatia
patelo-femurala. Ea se dezvolta in
grosimea tendonului muschiului
cvadriceps femural, in regiunea
distala a femurului, avand o
mobilitate controlata de topogan
datorata sinovialei in timpul flexiei
si extensiei segmentului inferior
al membrelor. Ea are rolul de a
absorbi fortele perturbatoare de
la nivelul tendonului cvadriceps in
care este dezvoltat si de a reduce
frecarea.

Un alt os sesamoid tot
mai des Iintalnit Tn populatie,
datorita nutritiei imbunatatite si a
cresterii Tn greutate a populatiei,
este fabela, care este inglobata
in tendonul capului lateral al
muschiului gastrocnemian, legat
de ligamentul fabelo-fibular,
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de partea proximo-laterald a
meniscului. Acesta nu faciliteaza
miscarea, ci o restrictioneaza
pentru a stabiliza articulatia,
prevenind o eventuala rotatie
externd a tibiei sau hiperextensia

genunchiului.

Modelul predominant
cunoscut  pentru  dezvoltarea
oaselor sesamoide sugereazd

ca acestea se dezvolta in
tendoane care se ataseaza fin
jurul articulatiilor prin forte
mecanice generate de miscarea
embrionara, 1nsa recent s-a
raportat un mecanism diferit ce
nu necesita forte externe. Patela

Mutant

se naste prin condroprogenitori
care co-exprimad atat Sox9, cat
si scleraxia, si sunt distincte de
condroprogenitorii Sox9+/Scx
din care se dezvolta -cartilajul
osului lung. Acestia se formeaza
prin juxtapunere la femur si sunt
separati mai tarziu prin aplicarea
unui program comun de formare.
Pentru specificitate si diferentierea
precursorului sunt necesare cai
de semnalizare TGFB si BMP4
(Fig.1). Din aceasta descoperire
s-a ridicat intrebarea daca acest
model se poate aplica si celorlalte
oase sesamoide. Exista dovezi care
sufereaza ca sesamoidele se pot

gl S

Muscular dysgenesis (mdg)

Fig. 1initierea formdrii osului sesamoid este independentd de stimuli mecanici.
(AC ’) Sectiunile sagitale prin membrele E17.5 de la embrionii mdg heterozigoti
de control (AC) si embrionii homozigoti mdg mutanti (A’-C’) colorati de
Safranin-O aratd cd sarcina mecanicd nu este necesard pentru initierea sau
cresterea osului sesamoid, nici pentru formarea articulatiei fibrocartilagiene
intre sesamoid si falangd proximald; cu toate acestea, a fost nevoie pentru
formarea articulatiilor patellofemorale. Sdgetile negre indicd oase sesamoide.
ds, cifra sesamoidd; fe, femur; fi, fibula; If, fabella laterald; mc, os metacarpial;
pa, patella; pp, falange proximale; ti, tibia.
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Fig.2 Semnalele mecanice faciliteazd dezvoltarea si variatia anatomicd a oaselor sesamoide. (A, B) Propunem ca
grupurile secundare de progenitorcelele Sox9 si Scx sd fie specificate in apropierea de anlagenul Sox9 + cartilaginos.
Aceste celule sunt reglate de TGF8 si BMP4 care sunt necesare pentru specificarea si diferentierea lor, in timp ce
semnalizarea BMP2 este necesard pentru cresterea osului sesamoid. (C, D) Dupd diferentiere, unele dintre aceste
module devin eminente osoase, care sunt integrante pentru substructura scheletului si site-urile de atasare a
serveaselor, in timp ce altele se dezvoltd departe de ea si formeazd un os sesamoid. Cu toate acestea, in conditii si
presiuni diferite de mediu, modulele atasate pot fi separate de cartilaj si degajat prin formarea unei imbindri intre ele.
Aceasta lasd modulul inglobat superficial in tendon, crednd astfel un os sesamoid. D, distal; P, proximal.

dezvolta departe de schelet, sau
se pot separa de axul osos prin
formarea mecanica dependenta
de sarcina unui articulatii sinoviale
sau prin formarea independenta

de sarcina mecanica a unui
articulatii fibrocartilaginoase.
Dezvoltarea unei

suprastructuri osoase sau a unui
os sesamoid se poate determina
prin reglarea distributiei spatiale a
precursorilor Sox9+ / Scx+ (Fig.2).
Daca aceasta condensare este
adiacenta osului tinta, atunci
se va dezvolta o suprastructura
osoasa, altfel ia nastere departe
de os. Un exemplu pentru o
astfel de plasticitate tranzitorie
este olecraniul, care la mamifere
se dezvolta la nivelul epifizei
proximale a ulnei, iar la anulare
(broaste) se dezvoltda ca un os
sesamoid detasat, asemanator
patelei.

in urm3 cu un secol, Pearson
si Davin au facut cercetari in acest
domeniu, iar descoperirile lor
sugereaza ca reglarea genetica
si mecanica sunt implicate fin
facilitarea diversitatii dezvoltarii,
asa cum este indicat atat prin
reglarea genetica globalg,

cat si specificd a cdilor de
semnalizare TGFB / BMP si
prin cerinta stimulilor mecanici
pentru formarea articulatiilor
patellofemorale. S-a demonstrat
cd@ BMP2 sunt redundant
necesare pentru formarea tuturor
oaselor sesamoide, iar BMP4
a reglementat in mod specific
diferentierea progenitoarelor de
pateld.

Sesamoidele cat si osiculele

accesorii pot fi asociate cu
afectiuni patologice. Aceste oase
sunt supuse fracturii, luxatiei,
tumorilor, necrozei avasculare,
inflamatiei si tendinitei asociate,
toate acestea putand provoca
dureri la maini si dizabilitati
functionale.

Din punct de vedere imagistic,
sesamoidele si osiculele accesorii
se descopera incidental (Fig.3),
sunt unilaterale sau bilaterale si au

Fig.3 Descoperirea accidentald a unui os sesamoid la nivelul halucelui drept
in urma unei radiografii de control post-fracturd complexd de metatarsian |,
falangd prozimald si distald operatd cu material de osteosintezd prezent.
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mai multe caracteristici: de obicei
sunt de mici dimensiuni, bine
corticate, ovoide sau nodulare,
pot fi bipartite sau multipartite si
se gasesc In apropierea oaselor
sau articulatiilor.

Durerea cronicd cauzata de
aceste oase sesamoide poate fi
descrisa clinic drept ,,sesamoidita”
si poate fi cauzata de fractura de
stres, reactia de stres, artroza
si osteonecroza sesamoidelor,
precum si tendinoza si inflamatia
capsulard. De exemplu, in cazul
articulatiei halucala, fTncdrcarea
axiala repetitiva si excesivd 1n
flexia plantara, cum ar fi dansul de
balet, alergarea si chiar purtarea
pantofilor cu toc nalt, au fost de
asemenea postulate ca factori de
risc pentru sesamoidita.

Evaluarea clinica poate decela
sensibilitate localizata la presiunea
reprodusa asupra osului sesamoid,
agravata de flexia si extensia
repetata a articulatiei adiacente.

Investigatia de electie fin
evaluarea sesamoiditei clinice este
rezonanta magnetica nucleara, cu
capacitatea anomaliilor osoase
intrinseci si ale tesuturilor moi
periarticulare. De asemenea se
poate folosi si CT (computerul
tomograf) in diferentierea
osteonecrozei si  sesamoiditei,
deoarece cresterea fie si minima
a sclerozei detectate sugereaza
diagnosticul de osteonecroza.

Ecografia muculo-scheletala
in evaluarea oaselor sesamoide are
avatajul posibilitatii de evidentiere
in dinamica a articulatiilor, Tnsa
dependenta de examinator, cu
rezolutie ridicata cu posibilitatea
accesului la corelarea cu partea
opusa.

Scanarea o0soasd cu 990mTC-
MDP poate ajuta la identificarea

prezentei sesamoiditei cu
absorbtie focalizata a transatorului
radioactiv la nivelul inflamatiei
localizate.

Oasele sesamoide pot simula
o fractura a unui os vecin sau pot
suferi chiar ele fracturi, fie prin

Techirghiol |

SESAMOIDE LOCALIZARE CAZURI
RAPORTATE
Halucale Aspectul plantar al capului primului Prezent
metatarsian intotdeauna
Articulatiilor mici Aspectul plantar al metatarsianelor 1I-V | 0,4% - Il
metatarsiene 0,2% - 1l
0,1% - IV
4,3% -V
Articulatiilor Ascpectul plantar al aritulatiilor inter 2-13%
interfalangiene falangiene al articulatiei halucale
Os intermetatarsian | intre primul si al doilea metatarsian 0,1-1%
Os vesalium Proximal bazei celui de al V-lea 0,1-1
metatars
Os supranavicular Deasupra articulatiei talonaviculare 1-3,5%
Os supratalar Deasupra gatului talusului 0,2-2,4%
Os talotibial Anterior articulatiei tibio-talare 0,5%
Os calcaneu Adiacent procesului calcanean anterior | 0,6-7%
secundar

Tabel 1 Localizdrile si cazurile raportate ale
oaselor sesamoide de la nivelul piciorului

tractiune cronicd repetitiva, fie
prin fortda mecanica localizata.
Localizarea la nivelul piciorului a
sesamoidelor le face mai sensibile
la traume si fracturi.

Patologia oaselor sesamoide

poate include si infectii prin
extinderi directe de la nivelul
tesuturilor moi sau dintr-o

articulatie septica (Fig.4).

Boala degenerativa nu
ocoleste aceste oase sesamoide,
aceste modificari putand fi
observate pe radiografiile simple,
inclusiv pierderea spatiului
articular, scleroza si chisturi
subcondrale, cu formarea de
osteofite (Fig.5).

Concluzie

Sesamoidele si  osiculele

Fig. 4 Osteonecroza. Imaginile CT cu axd scurtd si sagitald prezintd un
sesamoid halucal medial fragmentat (sdgeti negre), cu densitate crescutd a
fragmentelor (sdgeti albe) ceea ce sugereazd osteonecrozd post-traumaticd.
b RMN-uri saturate cu grdsime cu axa scurtd si sagitald T2 si IRM-ponderat

T1, obtinute la o lund mai térziu, aratd un model de edem al mdaduvei

osoase severe (sdgeti albe), cu ipointensitate T1 (sdgeatd neagrd), izolatd
de sesamoidul halucal medial, si colaps suplimentar al sesamoidului halucal
medial, in concordantd cu progresia osteonecrozei. Notd semnalul normal al
mdduvei in primul cap metatarsian (asteriscuri)
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Fig.5 Modificdri degenerative pe radiografie simpld antero-posterioard: oase
sesamoide prezente la nivelul capului distal metatarsian | bilateral (sdgeti
rosii), cu pensdri de spatii articulare si subluxatii la nivelul articulatiilor
interfalangiene proximale si distale.

accesorii observate la picior
variaza foarte mult prin prevalenta
si aspectul lor. Desi semnificatia
clinica a acestor structuri osoase
este probabil minora, clinicienii
intreaba foarte des despre aceste
oase, iar acest lucru poate provoca
o pregatire inutild. Prin urmare,
familiarizarea cu aceste oase
este importanta pentru a preveni
interpretarea gresita a acestora ca
fracturi, o eroare frecventa. in cele
din urma, poate fi foarte dificil sa
se distinga intre oasele incidente
sau clinic irelevante si cele cu
adevarat simptomatice. Studiile
radiologice incluzadnd radiografie,
ecografie, scintigrafie, CT si RMN

ofera informatii utile cu privire la
prezenta si patologia care implica
aceste oase si ar trebui utilizate n
concordanta cu rezultatele clinice
pentru a ghida managementul
pacientului.
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The human body is made up
of a variable number of bones,
from 350 bones at birth to 223
bones for an adult, or even extra
bones, such as the 13th pair of ribs
or supernumerary finger, some
of which getting to develop even
during life.

Sesamoid bones are small
and flat auxiliary bones, with
morphological resemblance of
sesame seeds, hence their name,
which appear near the joints,
usually embedded in tendons,
near the joints and contributes
to ensuring their stability and
functionality.  Their  location
varies greatly, so providing a
development model is a challenge.

The largest sesamoid bone is
patella, also called kneecap, being
part of patellofemoral joint. It
develops in the tendon thickness
of quadriceps femoris muscle, in
the distal area of femur, having a
slide-controlled mobility due to
the synovium during flexion and
extension of lower limb segment.
Its role is to absorb the disruptive
forces at the level of quadriceps
tendon where it is developed, and
to reduce friction.

Another  sesamoid  bone
increasingly common in the
population, due to improved

nutrition and weight gain of
population, is fabella, which is
embedded in the tendon of lateral
head of gastrocnemius muscle,
connected to the fabelofibular
ligament, to the proximal-lateral
part of meniscus. It does not
facilitate movement, but restricts
it to stabilise the joint, preventing
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a possible external rotation of tibia
or knee hyperextension.

The predominantly known
pattern for the development of
sesamoid bones suggests that they
develop in tendons that attach
around the joints by mechanical
forces generated by embryonic
movement, but recently a different
mechanism that does not require
external forces has been reported.
Patella appears as a result of
chondroprogenitors  that  co-
express both Sox9 and scleraxia,
and are distinct from Sox9+/Scx
chondroprogenitors from which
long bone cartilage develops.
They are formed by juxtaposition
to the femur and are separated
later by applying a common
training program. Signaling
pathways TGFB and BMP4 (Fig.1)
are required for specificity and
precursor differentiation. From
this discovery, the question of
whether this model can be applied
to other sesamoid bones arose.
There is evidence that sesamoids
can grow away from the skeleton,
or separate from the bone axis by
the load-dependent mechanical
formation of a synovial joint or by
the mechanical load-independent
formation of a fibrocartilaginous
joint.

Fig. 1 The onset of sesamoid
bone formation is independent of
mechanical stimuli. (AC ‘) Sagittal
sections through the E17.5
limbs of control heterozygous
mdg embryos (AC) and mutant
homozygous mdg embryos (A'-
C ') stained with Safranin-O
indicate that mechanical load is

not required for bone initiation
or sesamoid development, nor for
the formation of fibrocartilaginous
joint between the sesamoid and
the proximal phalanx; however, it
was needed for the formation of
patellofemoral joints. Black arrows
indicate sesamoid bones. ds, digit
sesamoid; fe, femur; fi, fibula; If,
lateral fabella; mc, metacarpal
bone; pa, patella; pp, proximal
phalanx; ti, tibia.

Reference no. 1

The development of a bone
superstructure or a sesamoid
bone can be determined by
adjusting the spatial distribution
of precursors Sox9+ / Scx+ (Fig.2).
If this concentration is adjacent
to the target bone, then a bone
superstructure  will  develop,
otherwise arises away from the
bone. An example of such transient
plasticity is olecranon, which
develops at the level of proximal
epiphysis of ulna in mammals,
and as a detached sesamoid bone,
similar to the patella, in frogs.

Fig.2  Mechanical signals
facilitate the development and
anatomical variation of sesamoid
bones. (A, B) We propose that
the secondary groups of Sox9
and Scx progenitors be specified
near the Sox9 anlage + cartilage.
These cells are regulated by TGFB
and BMP4 required for their
specification and differentiation,
while BMP2 signaling is required
for sesamoid bone development.
(C, D) After differentiation, some
of these modules become bony
eminences, which are integral
to the skeletal substructure and



sites of attachment of the bones,
while other modules develop
away from it and form a sesamoid
bone. However, under different
environmental conditions and
pressures, the attached modules
can be separated from the cartilage
and released by forming a joint
between them. This leaves the
module superficially embedded
in tendon, developing a sesamoid
bone. D, Distal; P, Proximal.

A century ago, Pearson and
Davin did research in this area and
their findings suggest that genetic
and mechanical regulation are
involved in facilitating the diversity
of development, as indicated by
both global and specific genetic
regulation of signaling pathways
of TGFB / BMP and by the
requirement of mechanical stimuli
for the formation of patellofemoral
joints. It is demonstrated that
BMP2 is redundantly required
for the formation of all sesamoid
bones, and BMP4 has specifically
regulated the differentiation of
patella progenitors.

Sesamoids, as well as
accessory  ossicles, can be
associated  with  pathological

diseases. These bones are subject
to fracture, dislocation, tumors,
avascular necrosis, inflammation
and associated tendinitis, all these
with the possibility of causing hand
pain and functional disabilities.
Fig.3 Accidental discovery of
a sesamoid bone at the level of
right hallus following a complex
post-fracture control radiograph

of metatarsal |, proximal and
distal phalanx operated with
osteosynthesis material being
present.

From an imaging point of view,
sesamoids and accessory ossicles
are discovered incidentally (Fig.3),
are unilateral or bilateral and
have several characteristics: they
are usually small, cortical, ovoid
or nodular, can be bipartite or
multipartite and found near bones
or joints.

Chronic pain caused by these
sesamoid bones can be clinically
described as "sesamoiditis" and
can be caused by stress fracture,
stress reaction, arthrosis

and sesamoid osteonecrosis,
as well as tendinosis and capsular
inflammation. For example, in
the case of the hallucal joint,
repetitive and excessive axial
loading in plantar flexion, such as
ballet dance, jogging, and even
wearing high-heeled shoes, have
also been postulated as risk factors
of sesamoiditis.

Clinical evaluation may
detect localised sensitivity to
reproduced pressure on sesamoid
bone, aggravated by flexion and
repeated extension of adjacent
joint.

The superior investigation of
evaluation of clinical sesamoiditis
represents the nuclear magnetic
resonance with the possibility of
intrinsic bone and periarticular
soft tissue abnormalities. Also,
CT  (computed tomography)
scan can be used to distinguish
osteonecrosis and sesamoiditis
because even the minimalincrease
of detected sclerosis suggests the

diagnosis of osteonecrosis.

Musculoskeletal ultrasound
for the evaluation of sesamoid
bones has the advantage of
possible dynamic emphasis of
joints, but dependent on the
examiner, with high resolution and
possibility of access to correlation
with the opposite side.

Bone scan with 990mTC-
MDP can help identify the
presence of sesamoiditis with a
focused absorption of radioactive
substance at the level of localised
inflammation.

Sesamoid bones can simulate
a fracture of a neighboring bone
or can suffer fractures themselves,
either by chronic repetitive
traction or by localised mechanical
force. The location of sesamoids at
the level of foot makes them more
sensitive to trauma and fractures.

Sesamoid bone pathology
may also include infections by
direct extensions from the soft
tissues or from a septic joint (Fig.
4).

Fig. 4 Osteonecrosis. CT
scans with short and sagittal axis
indicate a fragmented medial
hallucal sesamoid (black arrows),

SESAMOIDS LOCATION REPORTED
CASES

Hallus Plantar aspect of the first metatarsal Always

head present

Small metatarsal Plantar aspect of metatarsals 1I-V 0,4% - Il

joints 0,2% -l
0,1% - IV
4,3% -V

Interphalangeal Plantar aspect of interphalangeal joints | 2-13%

joints of hallus joint

Os Between the first and second 0,1-1%

intermetatarseum metatarsal

Os vesalianum Proximal to the base of fifth metatarsal | 0,1-1

Os supranaviculare | Above the talonavicular joint 1-3,5%

Os supratalare Above the neck of talus 0,2-2,4%

Os talotibiale Anterior to the tibiotalar joint 0,5%

Os calcaneus Adjacent to the anterior calcaneus 0,6-7%

secundarius process

Table 1 Locations and reported cases of sesamoid bones in the foot




with increased fragment density
(white arrows) which suggests
post-traumatic osteonecrosis. b
Fat-saturated MRI scans with T2
and T1l-weighted MRI short and
sagittal axis images, obtained one
month later, indicate a pattern of
severe bone marrow edema (white
arrows), with T1 hypointense
(black arrow), isolated from medial
hallucal sesamoid, and additional
collapse of medial hallucal
sesamoid, in accordance with the
progression of osteonecrosis. Note
Normal spinal cord signal in the
first metatarsal head (asterisks)

Reference no. 2

Degenerative disease does
not avoid these sesamoid bones
as these changes can be observed

Tulburadrile de statica pelvina
reprezinta una din problemele
de sanatate publicd cu impact
major asupra calitatii vietii si
intregrdrii Tn societate. Incidenta
globala a acestei patologii este
dificil de precizat, dar in SUA, de
exemplu, majoritatea  datelor
epidemiologice  apreciaza ca
aproximativ 11% din femeiajung sa
necesite o interventie chirurgicala
pentru aceasta afectiune.

Aceastd patologie — aflata
la granita a patru discipline:
ginecologie, urologie, proctologie
si reabilitare medicala — necesita
0 abordare complexa atat pentru
intelegerea sa, cat si pentru
aplicarea tratamentului eficient.

Simptomatologia  cuprinde
un spectru mai larg ce include:
incontinenta urinara de efort,
incontinenta fecala, dificultati de

on simple radiographs, including
loss of joint space, sclerosis
and subchondral cysts, with the
formation of osteophytes (Fig.5).

Fig.5 Degenerative changes
in simple anteroposterior
radiograph:  sesamoid  bones
present at the level of bilateral
distal metatarsal head | (red
arrows), with narrowing of
articular spaces and subluxations
at the level of proximal and distal
interphalangeal joints.

Conclusion

Sesamoids and accessory
ossicles observed at the level of
foot vary greatly regarding their
prevalence and appearance.
Although the clinical significance
of these bone structures s

probably minor, clinicians often
askaboutthese bones, and this can
cause unnecessary preparation.
Therefore, familiarisation with
these bones is important to
prevent their misinterpretation
as fractures, this being a common
mistake. Finally, it can be very
difficult to distinguish between
incident or clinically irrelevant
bones and bones that are truly
symptomatic. Radiological studies
including radiography, ultrasound,
scintigraphy, CT and MRI scans
provide useful information on the
presence and pathology involving
these bones and should be used in
accordance with clinical results to
guide patient management.

TULBURARILE DE STATICA PELVINA

Andreea-Bianca VRAJITORU, Mdddlina-Gabriela ILIESCU, Carmen OPREA, Liliana-Elena STANCIU

evacuare urinara si fecala, nicturie,
dureri pelvine, disfunctii sexuale
etc.

1) Incontinenta urinard de
efort la femeie se defineste din
punct de vedere clinic ca pierderea
intermitenta, brusca si involuntara
de urind ce apare in urma unui
efort fizic obisnuit precum tuse,
stranut, ras sau ridicarea unei
greutdti. Prevalenta IUE variaza
intre 10 si 60%, practic peste
jumatate din femeile aflate la
menopauza pot suferi de aceasta
patologie.

2) Incontinenta fecala
reprezinta imposibilitatea
pacientei de a controla contentia
fecala si se manifesta prin
pierderea involuntara de gaze
sau materii fecale. Tn functie de
gravitatea simptomatologiei, initial
se pierde capacitatea de contentie

a scaunului lichid, apoi chiar si
a celui solid. Aceasta afecteaza
10-20% din pacientele aflate in
menopauza, iar consecintele
psihologice sunt majore.

3) Tulburarile de evacuare
a vezicii urinare - acest tip
de disfunctie se defineste ca
dificultatea de golire a vezicii.
Mecanismul fiziopatologic de
aparitie este rezistenta crescuta
la fluxul urinar Tn cursul mectiunii.
Cel mai frecvent, pacienta
mentioneaza anamnesticcresterea
timpului necesar pentru evacuarea
continutului vezical comparativ cu
cel anterior. Apare si un reziduu
postmictional ce se traduce prin

senzatia de golire incompleta
a vezicii. Simptomele asociate
tulburarilor de golire cuprind

efortul de mictiune (screamatul),
jetul urinar prelungit, evacuarea



urinara incompletd. Cea mai
comund complicatie a tulburarilor
de evacuare este infectia urinara
datorata stazei vezicale.

4) Polachiuria este definita ca
o crestere a frecventei mictiunilor
la peste 8 episoade pe zi. De
regula se evacueaza volume mici
de urina, dar in formele extreme
afecteaza puternic  calitatea
vietii. in contextul tulburarilor de
statica pelvind, polachiuria este
un simptom destul de des intalnit,
iar mecanismul de aparitie este
similar cu cel al imperiozitatii
mictionale, si cel mai adesea cele
doua se intalnesc simultan.

5) Nicturia reprezinta
necesitatea de a urina noaptea,
fiecare mictiune fiind precedata si
urmata de somn. Acest simptom
are semnificatie patologica atunci
cand apare de cel putin doua ori pe
parcursul noptii. Principalele cauze
recunoscute in mod traditional
sunt: ingestia unor cantitati mari
de lichide seara, cofeina, sarcina,
boli ale aparatului urinar, diabetul
si insuficienta cardiaca. Nicturia
apare insa si in contextul unui
defect de statica pelvina, mai exact
prin deteriorarea ligamentelor
utero-sacrate.

6) Constipatia
tulburarea aparatului  digestiv
caracterizata  prin  intarzierea
scaunului peste trei zile. Tn cazul
defectelor de statica pelving,
constipatia este obstructiva si
se asociaza cel mai frecvent cu
rectocelul.

7) Durerea pelvind si
dispareunia. Tn organismul femeii,
pelvisul reprezinta un loc foarte

reprezinta

vulnerabil pentru o patologie
majora, adeseori invalidanta,
in particular durere, tulburari

vezicale si intestinale, dispareunie.

Tratamentul conservator al
tulburarilor de statica pelvina

Tratamentul conservator al
tulburarilor de statica pelvina
se suprapune practic peste
tratamentul conservator al

incontinentei urinare de efort.

n intreaga lume, incontinenta
urinara reprezintd o problema
comuna, dar deseori tabu, iar din
cauza sentimentului de rusine si
al ignorantei in ceea ce priveste
posibilitatea  unui  tratament,
numai putine persoane care
sufera de incontinenta cer ajutor
profesional.

Incontinenta are o serie de
optiuni de tratare precum terapia
fizica, tratamentul medicamentos
si procedurile chirurgicale.

Tn cazul pacientilor care sufers
de incontinentd, terapia fizica este
adesea consideratd un tratament
prioritar, datorita caracterului sau
noninvaziv, rezultatelor in ceea ce
priveste diminuarea simptomelor,
posibilitatii de a combina terapia
fizica cu alte tratamente, riscului
scazut de efecte secundare si
tendintei de costuri scazute.

Evaluarea din punct de vedere
al reabilitarii medicale. Obiectivul
examinarii fizice este de a intelege:

» functionalitatea planseului
pelvin in relaxare si pe parcursul
activitatilor care presupun
coordonare, tonus, anduranta si
putere;

» posibilitatrea si  gradul
de contractie, constient sau
inconstient, al muschilor

planseului pelvin;

* influenta altor parti ale
corpului asupra functiei planseului
pelvin, prin inspectarea in timpul
relaxarii si in cursul deplasarii.

Tratamentul fizio-
kinetoterapeutic. Ca o regula
generala, procedura cel mai

putin invaziva si care pune cele
mai putine probleme ar trebui
considerata  prioritara.  Dupa
analizare si evaluare se formuleaza
planul sau de tratament. Acesta
estimeaza daca este posibila
recuperarea completa sau doar
compensarea anumitor simptome.
De asemenea, este determinata
strategia, procedura, metodele
sale de tratament pentru a-si
atinge scopul si daca are sau

nu abilitatile si competenta sa
indeplineasca sarcina respectiva.
Abordarea si modalitatile de
tratamentvariazainfunctie detipul
incontinentei: incontinenta de
stres, hiperactivitatea detrusorului
sau incontinenta mixtd, dar toate
aceste interventii cu risc scazut
implica educarea pacientului in
acest sens, precum si acordarea
sprijinului pentru eforturile
depuse si progresul finregistrat.
fnainte de a incepe modalititile
specifice terapiei pentru planseul
pelvin, este important sda se
cunoasca si sa se aprecieze pozitia
si functia planseului pelvin si
cum se contracta si relaxeaza
muschii  acestuia. Pentru a
obtine rezultate satisfacatoare
(pe termen lung) in urma
acestei interventii, informarea
si supervizarea terapeutului pe
tot parcursul fazei de interventie
sunt esentiale, mai ales in ceea ce
priveste folosirea corespunzdtoare
a muschilor planseului pelvian
si comportamentul referitor Ia
procesul de mictiune.
Antrenamentul musculaturii
pelvine cu/fard  biofeedback-
tratamentul trebuie sa cuprinda
intotdeauna o evaluare a
contractiei si relaxarii muschilor

pelvini, deoarece efectul
antrenamentului musculaturii
pelvine este dependent de

executarea corectd a contractiilorsi
relaxarilor. Biofeedback-ul consta
in tehnica prin care informatia
referitoare la  contractiile si
relaxarile musculaturii  pelvine
este  dispusd intr-o forma
inteligibila pentru pacient, in scop
de a permite autoreglajul acestor
evenimente. Aceasta tehnica
poate fi aplicatd prin folosirea
semnalelor electromiografice, a
manometriei sau prin combinarea
amandurora.

Exercitiile KEGEL. Exercitiile
Kegel pot ajuta la Iintarirea
muschilor  planseului  pelvin,
muschi care sustin uretra, vezica
urinara, uterul si rectul. Acestea




ajutd la prevenirea sau tratarea
incontinentei urinare de efort, o
problema care afecteaza 70% din
femei in timpul sarcinii sau dupa
nastere. De asemenea, deoarece
imbunatatesc circulatia la nivelul
zonei vaginale si rectale, exercitiile
Kegel previn aparitia hemoroizilor
si vor grabi vindecarea dupa
epiziotomie sau ruptura perineului
in timpul nasterii naturale.

BTL Emsella. Un tratament
avansat pentru incontinentd si
incredere. Aceasta tehnologie
unica revolutioneaza bunastarea
si sdnatatea intima, oferind celor
care sufera de incontinenta o
optiune complet non-invaziva. BTL
Emsella este un tratament nou,

revolutionar, conceput pentru
imbunatatirea rapida, usoara
si nedureroasa a simptomelor
incontinentei urinare.  Acest

tratament este adresat muschilor
planseului pelvin. Emite unde
electromagnetice focalizate cu
intensitate  crescutda  (HIFEM),
stimuland contractia musculaturii
pelvine in scopul de a se putea
relua controlul asupra continentei
vezicii urinare. BTL Emsella
poate Tmbunatdti simptomele
incontinentei urinare de stres
cauzate de menopauzda sau
nastere, precum si alte conditii de
sandtate intima. Tratamentul cu
Emsella este foarte confortabil, nu
necesita un timp de recuperare si
se efectueaza imbracat.

Astfel, terapia fizical-kinetica
pelvind se dovedeste eficienta in
tratamentul incontinentei urinare
si, din acest motiv, este prima
linie de tratament al pacientilor
cu incontinenta urinara, reusind sa
reduca costurile siriscurile terapiei
si sa selecteze persoanele care nu
pot beneficia decat de procedura
chirurgicala.

Tratamentul chirurgical al
tulburarilor de statica pelvina

Selectionarea cazurilor cu
indicatie chirurgicala este uneori
problematica, atat prin prisma
rezultatelor postoperatorii, cat
si din cauza comorbiditatilor.
Pacientele tinere, care eventual
isi mai doresc copii, cu defecte
anatomice minime si a caror
simptomatologie nu este foarte

zgomotoasa, pot beneficia
de tratament conservator. De
asemenea, pentru pacientele
varstnice, tarate, la care este
contraindicata interventia
chirurgicala, trebuie cautate

-
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mijloace alternative de tratament.

Terapia chirurgicala trebuie
aplicata atunci cand exista un grad
de morbiditate ridicat.

Principii de urmat in cursul
tratamentului chirurgical:

1) Refacerea  anatomiei
perineale, urmand pe cat posibil
o terapie patogenica, prin
consolidarea  mijloacelor de
sustinere (ligament, fascii) sau
prin crearea altora noi care sa
le substituie functional pe cele
lezate.

2) Prezervarea functiei
organelor pelvine: mictiunea si
defecatia fiziologice, activitatea
sexuala adecvata

3) Alegerea cadii de abord si a
tehnicii chirurgicale optime

4) Conservarea anatomiei si
elasticitatii vaginale

5) Evitarea tensionarii
structurilor, pentru a evita
complicatiile postoperatorii
ce duc la scaderea calitatii
vietii prin durere, dispareunie,
aparitia sindromului de "vagin
inextensibil”.
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PELVIC STATIC DISORDERS

Andreea-Bianca VRAJITORU, Mdddlina-Gabriela ILIESCU, Carmen OPREA, Liliana-Elena STANCIU

Pelvic static disorders are
one of public health issues with
a major impact on quality of life
and integration into society. The
overall incidence of this disease
is difficult to indicate, but in the
United States, for example, most
epidemiological data estimate
that about 11% of women end
up requiring surgery for this
condition.

This pathology - at the border
of four disciplines: gynecology,
urology, proctology and medical
rehabilitation - requires a complex
approach for its understanding
and the application of effective
treatment.

Symptoms include a wider
spectrum such as: stress urinary
incontinence, fecal incontinence,
difficulty when wurinating and
defecating, nocturia, pelvic pain,
sexual dysfunction, etc.

1) Stress urinary incontinence
of women is clinically defined
as intermittent, sudden, and
involuntary loss of urine that
occurs as a result of common
physical effort such as coughing,
sneezing, laughing, or lifting a
load. The prevalence of SUI varies
between 10 and 60%, practically
more than half of women at
menopause can suffer from this
pathology.

2) Fecal incontinence is the
inability of patient to control bowel
and is manifested by involuntary
loss of gas or stool. Depending on
the severity of symptoms, initially
the bowel function of watery stool
is lost, then even of solid stool.
It affects 10-20% of women at
menopause, and the psychological
consequences are major.

3) Bladder emptying disorders
- this type of dysfunction is defined
as the difficulty of emptying the

bladder. The pathophysiological
mechanism of occurrence
representstheincreasedresistance
to urinary flow during micturition.
Most often, the patient mentions
anamnestically the increase of
time required for emptying the
bladder compared to the previous
episode. A post-void residual
urine also appears representing
a feeling of incomplete bladder
emptying. Symptoms associated
with emptying disorders include
urination effort, prolonged urine
stream, incomplete emptying
of wurinary bladder. The most
common complication of bowel
disorders is urinary tract infection
due to urinary stasis.

4) Pollakiuria is defined as
an increase in the frequency of
urination to more than 8 episodes
per day. Small volumes of urine
are usually eliminated, but in
extreme forms, it strongly affects
the quality of life. In the context of
pelvic static disorders, pollakiuria
is a fairly common symptom, and
the mechanism of occurrence
is similar to the mechanism of
imperious micturition, and most
often they occur simultaneously.

5) Nocturia is the need to
urinate during the night, each
void being preceded and followed
by sleep. This symptom has
pathological significance when it
occurs at least twice during the
night. The main causestraditionally
recognized are: ingestion of large
amounts of fluids during the
evening, caffeine, pregnancy,
urinary system diseases, diabetes
and heart failure. But nocturia
also occurs in the context of a
pelvic static defect, more precisely
by damaging the uterosacral
ligaments.

6) Constipation is a disorder

of digestive tract characterised by
delayed stool for more than three
days. In the case of pelvic static
defects, constipation is obstructive
and is most commonly associated
with rectocele.

7) Pelvic painand dyspareunia-
In the woman's body, the pelvis is
a very vulnerable place for a major

pathology, often invalidating,
especially  manifesting  itself
through  pain, bladder and

intestinal disorders, dyspareunia.

Conservative treatment of
pelvic static disorders

Conservative treatment of
pelvic static disorders overlaps
substantially with conservative
treatment of stress urinary
incontinence.

Urinary incontinence is a
common but often taboo problem
worldwide, and because of shame
andignorance about the possibility
of treatment, only a few people
suffering from incontinence seek
professional help.

Incontinence has a number of
treatment options such as physical

therapy, drug treatment and
surgical procedures.

For patients with
incontinence, physical therapy

is often considered a priority
treatment thanks to its non-
invasive nature, results in reducing
symptoms, posibility to combine
physical therapy with other
treatments, low risk of side effects
and low cost trend.

Assessment from the point of
view of medical rehabilitation- The
objective of physical examination
is to understand:

» the functionality of the
pelvic floor during relaxation and
activitiesthatinvolve coordination,
tone, endurance and strength;

» the possibility and degree




of contraction, conscious or

unconscious, of pelvic floor
muscles;
= the influence of other

parts of body on the function of
pelvic floor, by inspection during
relaxation and movement.
Physio-kinetotherapeutic
treatment- As a general rule, the
least invasive and problematic
procedure should be considered
a priority. After analysis and
evaluation, the treatment plan
is established. It estimates
whether complete recovery is
possible or only improvement of
certain symptoms. The strategy,
procedure, treatment methods
to achieve the objective and
whether or not the patient has
the skills and competence to
perform that task. The approach
and treatment modalities
vary depending on the type of
incontinence: stress incontinence,
detrusor hyperactivity or mixed
incontinence, but all these low-risk
interventions involve educating
the patientin this regard, as well as
providing support for efforts and
progress made. Before beginning
the specific modalities of therapy
for pelvic floor, it is important to
know and appreciate the position
and function of pelvic floor and
the way its muscles contract
and relax. In order to obtain
satisfactory (long-term) results
from this intervention, informing
and supervising the therapist
throughout the intervention
phase are essential, especially
regarding the proper use of pelvic
floor muscles and the behaviour
related to urination process.
Pelvic muscle training
with/without biofeedback- the
treatment should always include
an evaluation of pelvic muscle
contraction and relaxation as
the effect of pelvic floor training
is dependent on the correct
execution of contractions and
relaxations. Biofeedback consists

of the technique by which
the information regarding the
contractions and  relaxations
of pelvic muscles is provided
in an intelligible form for the
patient, in order to allow the self-
regulation of these events. This
technique can be applied by using
electromyographic signals and
manometry or by combining both
methods.

KEGEL Exercises - Kegel
exercises can help strengthen
the pelvic floor muscles, muscles
that support the urethra, bladder,
uterus and rectum. They help
prevent or treat stress urinary
incontinence, a problem that
affects 70% of women during
pregnancy or after childbirth. Also,
because they improve circulation
in the vaginal and rectal areas,
Kegel exercises prevent the
occurrence of hemorrhoids and
will accelerate healing episiotomy
or the perineal rupture during
natural childbirth.

BTL Emsella- An advanced
treatment for incontinence and
confidence.Thisuniquetechnology
revolutionises  well-being and
intimate health, providing people
with incontinence a completely
non-invasive option. BTL Emsella
is a new, revolutionary treatment
designed to improve the
symptoms of urinary incontinence
quickly, easily and painlessly.
This treatment is aimed to treat
the muscles of pelvic floor. It
emits  high-intensity = focused
electromagnetic waves (HIFEM),
stimulating pelvic muscle
contraction in order to regain
control of bladder continence.BTL
Emsella can improve symptoms of
stress urinary incontinence caused
by menopause or childbirth, as
well as other intimate health
conditions. The treatment with
Emsella is very comfortable, does
not require a recovery time and is
performed with the patient being
dressed.

Thus, pelvic kinetic physical
therapy proves to be effective
in the treatment of urinary
incontinence and for this
reason, represents the first line
of treatment for patients with
urinary incontinence, managing
to reduce the costs and risks of
therapy and selecting people who
can only benefit from surgery.

Surgical treatment of pelvic
static disorders

The selection of cases with
surgical indication is sometimes
problematic, both in terms of
postoperative results and because
of comorbidities. Young women
who may want more children,
with minimal anatomical defects
and whose symptoms are not
very wide, can benefit from
conservative treatment. Also, for
elderly women with defects for
whom surgery is contraindicated,
alternative means of treatment
should be sought.

Surgical therapy should be
applied when there is a high
degree of morbidity.

Principles to follow during
surgical treatment:

1) Restoration of perineum
anatomy, following a pathogenic
therapy as possible, by
consolidating the means of
support (ligament, fascia) or by
creating new ones to functionally
replace the damaged ones.

2) Preservation of pelvic organ
function: physiological urination
and defecation, adequate sexual
activity

3) Choosing the optimal
approach and surgical technique

4) Preservation of vaginal
anatomy and elasticity

5) Avoiding the tension of
structures in order to exclude the
postoperative complications that
lead to the decrease of quality of
life because of pain, dyspareunia,
appearance of the "inextensible
vagina" syndrome



TRATAMENTUL NECROZEI AVASCULARE PRIN TERAPIA CU OXIGEN HIPERBARIC
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Necroza reprezinta un
termen generic ce semnalizeaza
moartea celulara. Cand vorbim
despre necroza avasculard, ne
referim la o afectiune ce survine
in urma perturbarii vascularizatiei
unui segment osos, deseori fiind
consecinta unui  traumatism
care genereaza edem local, cu
rol suplimentar 1n fintretinerea
si generarea ischemiei, regiunile
predilecte fiind capul femural,
condilii femurali, capul humeral si
zonele proximale ale talusului si
osului scafoid. Din grupele de risc
fac parte persoanele din decadele
de varsta 5 si 6, cauzele principale
fiind intinderea ligamentara si a
aparatului capsular, cresterea in

greutate, consumul excesiv de
alcool si tutun, trombembolismul,
embolia grasoasd, malformatii

osoase, antecedente ale bolii Legg-
Calvé-Perthes, anemie, hemoragie
intramedulara, dar si cauze
iatrogene precum administrarea
de corticosteroizi, bifosfonati,
chimioterapice.

Clasificarea imagistica RMN,
pe care chirurgul ortoped Paul
Ficat in asociere cu Jacques Arlet
au stabilit-o, Tmparte necroza
avasculara in 4 stadii:

= Stadiul I, n care
simptomatologia include durere
locald si limitarea mobilitatii Tn
toate planurile de miscare, iar
imagistic se pot decela modificari
in secventa STIR, nsa fara afectare
a tesutului osos gras si a matricei
minerale, recomandata fiind
restrictia stricta de incarcare (mers
cu sprijin in doua carje canadiene).

= Stadiul Il marcheaza
agravarea simptomatologiei 1in
timp, precum si modificari de

semnal in secventa T1TSE care
sugereaza prezenta ischemiei

osoase, dar exclude afectarea
matricei minerale, pentru a evita
progresia bolii fiind de asemenea
necesara restrictia stricta de
incarcare.

= Stadiul Il implica modificari
si Tn secventa T2TSE ce presupune
alterarea structurii matricei
minerale prin microfisuri
subcondrale, gravitatea situatiei
fiind data de gradul de extindere
la nivelul suprafetei de sprijin, in
cazurile avansate colapsul articular
fiind iminent.

= Stadiul IV reprezinta artroza,
distrugerea articulara este
ireversibild, iar singura modalitate
de tratament ramane medicatia
antialgica si artroplastia.

Tratamentul necrozei
avasculare cuprinde atat procedee
invazive  precum  forajul i

osteotomia de decompresie, dar
si procedee non-chirurgicale ca
stimularea electricd sau terapie
farmacologicd, insa metoda de
electie ramane oxigenoterapia
hiperbara.

Oxigenoterapia hiperbara
(HBOT) este o metoda neinvaziva
de tratament ce presupune inspirul
de oxigen in concentratie de
99% prin intermediul unei masti,
intr-o incinta presurizata, sub o
presiune mai mare de o atmosfera
absoluta (1-ATA), crescand de
25-30 de ori volumul dizolvat in
plasma, producandu-se astfel o
saturare cu oxigen la nivel tisular,
concentratii mari la nivel arterial,
scaderea expresiei citokinelor IL-2,
IL-6, IL-1beta, precum si cresterea
numarului limfocitelor. Datorita
valorilor crescute ale gradientului
de oxigen se produce compensator
vasoconstrictie cu efect depletiv
asupra edemului osos inerent
fenomenului inflamator local,

contracarand  astfel  efectele
hipoxiei si producand efect
analgetic. Totodata, n urma
tratamentului hiperbaric, volumul
oxigenului dizolvat Tn plasma
creste masiv si permite difuzarea
acestuia la nivelul tesuturilor,
excluzand implicarea eritrocitelor
in cadrul acestui proces, ceea ce
ofera o buna oxigenare a tesutului
0sos ischemic si stimuleaza
procesele de angioneogeneza si
osteogeneza.

in continuare este prezentat
cazul pacientului S.I. care 1in
urma evaluarii RMN de |Ia
prezentare a fost diagnosticat
cu necroza avasculara de condil
femural extern drept, stadiul Il
Ficat&Arlet (Fig.1), pentru care
s-a recomandat restrictie stricta
de Tncdrcare a membrului inferior
drept (mers cu sprijin in 2 carje
canadiene), precum si terapie
de oxigenare hiperbarda (HBOT).
Conform imaginilor atasate, 1in
urma reevaluarii RMN, dupa 15
sedinte (Fig.2), 25 de sedinte
(Fig.3) si respectiv 31 de sedinte
(Fig.4) de tratament hiperbaric, se
observa o imbunatatire progresiva
ce presupune disiparea arealului
de edem care initial era concentrat
la nivelul condilului extern,
spre toata suprafata epifizei
distale femurale si spre condilul
femural intern, evolutia fiind
favorabila. Dupa 38 de sedinte de
oxigenoterapie hiperbara (Fig.5)
este evidenta retragerea masiva
a leziunilor de hipersemnal atat
in secventa STIR, cat si Incarcarea
omogena a hiposemnalului 1in
secventa T1TSE, putdandu-se astfel
renunta la restrictia de incarcare,
cu posibilitatea reluarii mersului
normal.Dupaunandelafinalizarea
terapiei, pacientul este supus unei




noi evaluari RMN (Fig.6), Tn urma careia s-a putut
constata disparitia completa a edemului osos de la
nivelul condililor femurali (absenta hipersemnalului
in secventa STIR) si semnal normal in secventa T1TSE,
ceea ce inseamna vindecarea completa, fara sechele,
a osteonecrozei de genunchi.

RMN de genunchi drept secvente comparative
stir-tltse

Din cauza faptului ca necroza avasculara este o
afectiune care are o prevalenta destul de mare si in
randul persoanelor tinere, indiferent de stadiul in care
este depistata si riguros diagnosticata imagistic, dar
mai ales in stadiile incipiente, este foarte important
sa fie temporizata orice manevrd chirurgicala la

Fig.3. RMN dupd 25 de sedinte de HBOT

nivel articular si sa fie recomandata oxigenoterapia
hiperbara ca alternativa, deoarece prin mijloace
neinvazive de tratament si evitarea stresului operator,

Fig.6. RMN dupd un an de la finalizarea terapiei

se pot obtine Tmbunatatiri semnificative asupra
calitatii vietii pacientului, aspect dovedit imagistic Tn
cazul pacientului mentionat anterior.
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TREATMENT OF AVASCULAR NECROSIS USING HYPERBARIC OXYGEN THERAPY
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Necrosis is a generic term
that signals cell death. When we
talk about avascular necrosis,
we refer to a condition that
occurs following the disruption of
vascularization of a bone segment,
often the consequence of atrauma
that generates local edema, with
an additional role in maintaining
and generating ischemia, favourite
regions being femoral head,
femoral condyles, head humeral
and proximal areas of talus and
scaphoid bone. The risk groups
include people between 5 and
6 years, the main causes being
ligament and capsular stretching,
weight gain, excessive alcohol
and tobacco consumption,
thromboembolism, fat embolism,
bone deformities, history of Legg-

Calvé-Perthes disease, anemia,
intramedullary hemorrhage,
but also iatrogenic causes

such as the administration of
corticosteroids, bisphosphonates,
chemotherapeutics.

The MRI imaging classification
established by orthopedic surgeon
Paul Ficat in association with
Jacques Arlet divides avascular
necrosis into 4 stages:

»Stage |, in which the
symptoms include local pain and
limited mobility in all planes of
movement, and in an imagistical
way, changes can be detected
in STIR sequence, but without
affecting the bone fat tissue
and the mineral matrix, being
recommended the strict loading
restriction (walking with two
support Canadian crutches).

*Stage Il marks the aggravation
of symptoms over time, as well as
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signal changes in T1TSE sequence
that suggest the presence of bone
ischemia, but excludes damage to
mineral matrix, to avoid disease
progression, while strict load
restriction is also necessary.

»Stage Il involves changes
in T2TSE sequence that involves
structure impairment of mineral
matrix  through  subchondral
microcracks, the severity of
situation being provided by the
degree of extension at the support
surface as in advanced cases joint
collapse is imminent.

=Stage \Y) represents
osteoarthritis, while joint
destruction is irreversible, and the
only treatment remains analgesic
medication and arthroplasty.

The treatment of avascular
necrosis includes both invasive
procedures such as drilling and
decompression osteotomy, but
also  non-surgical procedures
such as electrical stimulation or
pharmacological therapy, but
the method of choice remains
hyperbaric oxygen therapy.

Hyperbaric oxygen therapy
(HBOT) is a non-invasive
method of treatment that
involves inhaling oxygen in 99%
concentration through a mask,
in a pressurized chamber, under
a value of pressure higher than
an atmosphere absolute (1-
ATA), while increasing by 25-30
times the volume dissolved in
plasma, thus producing an oxygen
saturation at tissue level, high
concentrations at the level of the
arteries, decreased expression of
cytokines IL-2, IL-6, IL-1 beta, and
increased number of lymphocytes.

Due to the high values of
oxygen gradient, compensatory
vasoconstriction occurs with a
depletive effect on bone edema,
inherent in the local inflammatory
phenomenon, thus counteracting
the effects of hypoxia and
producing analgesic effect. At
the same time, following the
hyperbaric treatment, the volume
of dissolved oxygen in plasma
increases massively and allows
its diffusion to tissues, excluding
the involvement of erythrocytes
in this process and this provides
good oxygenation of ischemic
bone tissue and stimulates
processes of angioneogenesis and
osteogenesis.

The case of patient S.I. is
presented;afterthe MRl evaluation
from the presentation, he/she
was diagnosed with avascular
necrosis of right external femoral
condyle, stage Il Ficat & Arlet
(Fig.1), and a strict load restriction
of right lower limb and hyperbaric
oxygenation therapy (HBOT) were
recommended (walking  with
2 support Canadian crutches).
According to the attached images,
following the MRI re-evaluation,
after 15 sessions (Fig.2), 25
sessions (Fig.3) and 31 sessions
(Fig.4) of hyperbaric treatment,
a progressive improvement
is observed and involves the
dissipation of edema area which
was initially concentrated in the
external condyle, towards the
entire surface of the distal femoral
epiphysis and internal femoral
condyle, the evolution being
favourable. After 38 sessions of
hyperbaric oxygen therapy (Fig.5),
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the significant disappearance
of hypersignal lesions is visible
both in STIR sequence and
the homogeneous loading of
hyposignal in T1TSE sequence,
thus with the possibility to cancel
loading restriction and resume
normal walking. After 1 year from
the end of therapy, the patient
undergoes a new MRI evaluation
(Fig. 6) and the complete
disappearance of bone edema in
the femoral condyles (absence of
hypersignal in STIR sequence) and

1. Definitia bolii:

Autismul infantil (cod F84
conform ICD — 10) sau Tulburarea
din spectrul autismului (cod

299.00 conform DSM - V - TR)
reprezinta “o tulburare extensiva
a dezvoltarii definita prin prezenta
unei dezvoltari anormale si/sau
alterate, manifestata Tnaintea
varstei de 3 ani printr-un tip
caracteristic de  functionare
anormala a interactiunii sociale,
comunicarii si comportamentului
care este restrictiv si repetitiv.”
(ICD - 10 - Clasificarea tulburarilor
mentale si de comportament.
Simptomatologie si diagnostic
clinic, Editura All educational,
Bucuresti, 1998, p. 303)

2. Etiologie

A. Factori de mediu.

O varietate de factori de
risc nespecifici, cum ar fi varsta
parentalda Tnaintata, greutatea
mica la nastere sau expunerea
fetala la valproat pot contribui la
riscul de tulburare din spectrul
autismului. (American Psychiatric

normal signal in T1TSE sequence
can be observed, which means
complete healing of osteonecrosis
of knee without sequelae.

Right knee MRI, stir and tltse
comparative sequences
Due to the fact that avascular

necrosis is a disease that has a

fairly high prevalence among
young people, regardless of
stage in which it is detected

and rigorously and imagistically
diagnosed, but especially in the

early stages, it is very important
to delay any surgical maneuver at
articular level and to recommend
hyperbaric oxygen therapy as
an alternative, because through
non-invasive means of treatment
and avoidance of surgical stress,
significant improvements can be
obtained on the patient's quality
of life, a proven imagistic aspect
in the case of the aforementioned
patient.

DIAGNOSTIC $I ABORDARE PSIHOTERAPEUTICA
IN TULBURAREA DIN SPECTRUL AUTISMULUI

Association — DSM V: Manualul de
diagnostic si clasificare statistica
a tulburarilor mintale, editia a
V-a, Editura Medicala Callisto,
Bucuresti, 2016, p. 57)

B. Factori genetici si fiziologici

Caracterul ereditar estimat
pentru tulburarea din spectrul
autismului a variat de la 37% pana
la peste 90% in cadrul studiilor
bazate pe rata de concordanta
intre gemeni. Tn prezent, pani la
15% din cazuri par sa se asocieze
cu o mutatie genetica cunoscuta,
cu variante de novo ale numarului
de copii sau mutatii de novo la
nivelul genelor specifice asociate
cu tulburarea Tn familii diferite.
Totusi, chiar si atunci cand o
tulburare din spectrul autismului
este asociatd cu o mutatie
geneticd cunoscuta, caracterul
ereditar nu pare a avea penetranta
completa. Riscul pentru restul
cazurilor pare a fi poligenic si
probabil sute de locusuri genetice
au contributii relativ. minore.
(American Psychiatric Association

Psiholog Georgiana RADU

—DSM V: Manualul de diagnostic si
clasificare statistica a tulburarilor
mintale, editia a V-a, Editura
Medicala Callisto, Bucuresti, 2016,
p.57)

Valenta etiologica a factorilor
genetici in aparitia tulburarii de
spectru autist este sustinuta de
o serie de argumente (Serban
lonescu, Alain Blanchet — Tratat de
psihologie clinica si psihopatologie,
Editura TREI, Bucuresti, 2009, p.
119):

a) riscul mai ridicat de aparitie
a autismului (de 45 de ori mai
mare decat acela constatat la

populatia generald) la fratii si
surorile autistilor

b) niveluri ridicate ale
concordantei pentru autism la

gemeni (60% pentru monozigoti)

c) asocierea relativ frecventd a
autismului cu afectiuni de origine
genetica  (scleroza  tuberoasa
Bourneville, spre exemplu) sau
cu anomalii cromozomiale (ca
sindromul X fragil)

d) rezultatele obtinute in
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cadrul studiului genomului 1in
familiile care numara cel putin
doua persoane afectate. Consortiul
international pentru  studiul
geneticii moleculare al autismului
(care cuprinde cercetatori din
opt tari) a identificat doua
zone specifice situate una pe
cromozomul numarul 2, cealalta
pe cromozomul numarul 7 (pe
care se afla de altfel o gena ce
are legatura cu patologii grave
ale limbajului). Doua alte regiuni,
aparent cu o implicare mai redusa,

au fost identificate pe cromozomii
165si17.

3. Criterii de diagnostic

Criteriile de diagnostic DSM—
IV-TR pentru tulburare autista
(apud. Benjamin J. Sadock, Virginia
A. Sadock) sunt:

A. Un total de sase (sau mai
multi) itemi de la (1), (2) si (3), cu
cel putin doi de la (1) si cate unul
de la (2) si (3):

(1) modificare calitativa a
interactiunii sociale, manifestata
prin cel putin doua din
urmatoarele:

(a) alterarea marcata
a utilizarii, pentru reglarea
interactiunii  sociale, a unor
multiple comportamente
nonverbale, cum ar fi privirea in
ochi, expresia faciald, posturile
corpului si gesturile;

(b) nedezvoltarea relatiilor cu
cei de aceeasi varsta, adecvate cu

nivelul de dezvoltare;

(c) lipsa cdutdrii spontane
de a Tmpartasi cu alte persoane
bucuria, interesele sau realizarile
(de ex., prin absenta aratarii,
aducerii sau indicarii obiectelor de
interes);

(d) lipsa reciprocitatii sociale
sau emotionale.

(2) alterari calitative ale
comunicarii, manifestate prin cel
putin unul din urmatoarele:

(a) intarzierea sau absenta
totala a dezvoltarii limbajului

vorbit (nefnsotite de fincercarea
de compensare prin intermediul
unor modalitati alternative de
comunicare, cum ar fi gestica sau
mimica);

(b) la cei cu vorbire adecvata,
alterarea marcata a capacitatii
de a initia sau de a sustine o
conversatie cu altii;

(c) utilizare stereotipa si
repetitivd a limbajului sau limbaj
idiosincratic;

(d) lipsa  jocurilor de
imaginatie sau a jocurilor imitative
social variate, spontane, adecvate
nivelului de dezvoltare.

(3) paternuri restrictionate,
stereotipe si  repetitive ale
comportamentului, intereselor si
activitatilor, manifestate prin cel
putin unul din urmatoarele:

(a) preocupare acaparanta
cu unul sau mai multe paternuri
restrictionate, stereotipe si

repetitive ale intereselor,
preocupare care este anormala
prin intensitate sau obiect;

(b) aderenta aparent
inflexibila fatd de rutine sau
ritualuri  specifice, lipsite de
functionalitate;

(c) manierisme motorii

stereotipe si repetitive (de ex.,
fluturarea sau rasucirea mainilor
sau a degetelor, sau miscari
complexe ale intregului corp);

(d) preocupare persistenta cu
parti ale obiectelor.

e T

B. Intarzieri sau functionare
anormald in cel putin unul din
urmatoarele domenii, cu debut
Tnaintea varstei de 3 ani:

(1) interactiune social3;

(2) limbajul — asa cum este
folosit Tn comunicarea sociala, sau

(3) jocul simbolic sau de
imaginatie.

C. Tulburarea nu este
explicata mai bine de tulburarea
Rett sau tulburarea disintegrativa
a copilariei.

4. Forme clinice / diagnostic
diferential

A. Autism atipic

Tulburare de  dezvoltare
pervaziva care nu corespunde
tuturor criteriilor autismului: fie
survine maitarziu, fie manifestarile
psihopatologice nu exista in cele
trei domenii (interactiuni sociale,
comunicare, interese restranse).
Acesta este adesea cazul copiilor

Techirghiol | nr. 20



m PSIHOLOGIE

care prezinta un retard mintal
profund, pentru care diagnosticul
de autism nu poate fi confirmat

pe planul comportamentelor
specifice anormale.  Autismul
atipic este inclus in DSM 1in

categoria tulburare de dezvoltare
pervaziva fara alta specificatie
(299.80). (Serban lonescu, Alain
Blanchet — Tratat de psihologie
clinica si psihopatologie, Editura
TREI, Bucuresti, 2009, p. 121)

B. Sindrom Rett

Dupa o dezvoltare normala
intr-o prima perioada (dezvoltare
psihomotorie normald in cursul
primelor cinci luni), se constata
o oprire a dezvoltarii, apoi o
regresiune rapida. Intervin un
fel de pierdere de interes pentru
persoanele din anturaj si aparitia
unor semne diferite: diminuare
a evolutiei perimetrului cranian,
pierdere a coordonarii manuale si
stereotipii manuale caracteristice
(miscari  simetrice, gesturi de
spalare a mainilor), anxietate
la schimbarile brutale, miscari
ale trunchiului si membrelor,
hiperventilatie paroxistica,
episoade de rigiditate grava cu
tremuraturi, ataxie (necoordonare
a trunchiului), bruxism (scrasnire
din dinti) si miscari ale limbii,
necoordonare motorie si dificultati
n mentinerea echilibrului,
retard psihomotor important,
regresiune a limbajului. O stare
de deficientd intelectuald grava
se instaleaza, cu tulburari vaso-
motorii ale membrelor inferioare.
Aparitia semnelor se realizeaza in
primii patru ani de viata. (Serban
lonescu, Alain Blanchet — Tratat de
psihologie clinica si psihopatologie,
Editura TREI, Bucuresti, 2009, p.
122)

C. Sindrom Asperger

Exista trei categorii principale
de semne care permit emiterea
diagnosticului de sindrom
Asperger (Serban lonescu, Alain
Blanchet — Tratat de psihologie
clinica si psihopatologie, Editura
TREI, Bucuresti, 2009, p. 123):

a) se constatd o alterare
calitativa a interactiunilor sociale,
dupa cum dovedesc cel putin doua
elemente:

ecomportamente non-
verbale deficitare (contact vizual,
mimica, gesturi si posturi)

eincapacitate de a stabili
relatii cu cei de aceeasi varsta si de
acelasi nivel de dezvoltare

enecdutare de a Tmpartasi
placeri si preocupari

elipsa de reciprocitate sociala
sau emotionala

b) se observd un caracter
restrans, repetitiv si stereotipal al
comportamentelor, intereselor si
activitatilor: obiceiuri sau ritualuri

inflexibile, centre de interese
restrdnse, manierisme motorii,
distorsiuni senzoriale care i

determind sa se margineasca la
rutine rigide linistitoare.

Aceste semne sunt asociate
faptului ca persoana nu prezinta
retard general de limbaj sau retard
de dezvoltare global sau cognitiv.

5. Abordari psihoterapeutice

Cateva dintre abordarile
psihoterapeutice in cazurile de
tulburari de spectru autist sunt
(autismconnect.ro):

A. ABA (Applied Behavior
Analisys)

ABA este o metoda care
se bazeaza pe observarea
comportamentelor, intarirea
celor functionale, schimbarea sau
modelarea comportamentelor
disfunctionale si finsusirea de
comportamente adecvate noi.
Acest lucru se realizeaza utilizand
recompensarea pozitiva si
promptul (acel minim ajutor de
care copilul are nevoie pentru
a duce la bun sfarsit o sarcina).
Sistemul de Tnvatare are obiective
foarte clar definite, sarcinile
sunt Tmpartite Tn pasi foarte
mici, permitand astfel o evaluare
permanenta si fidelda a evolutiei

copilului.

ABA  functioneaza  dupa
principiile conditionarii
operante, explicand relatia

dintre comportament si mediul
inconjurator prin intermediul a
trei componente: antecedent,
comportament si  consecinta.
Astfel, un comportament este
determinat in antecedent (situatia
in care a aparut) de un Trigger
(factor declansator) si este
mentinut de o consecinta (ceea ce
s-a intdmplat in momentul imediat
urmator).

Pornind de la aceasta premisa,
orice unitate de invatare, specifica
programului ABA, are la baza trei

componente:
SD  (cerinta, instructia,
stimulul)

*R (raspunsul)

*SR (stimulul intaritor).

B. TEACCH (Treatement
and Education of Autistic and
Communication Handicapped
Children)

Programul TEACCH pleaca de
la ideea de adaptare a mediului
familial la caracteristicile copilului
si cauta, mai apoi, sa creeze o
punte intre acesta si mediul social.

Modalitatea prin care se
realizeaza acest proces este
organizarea spatiului fizic al
mediului de viata, organizarea
timpului si a metodelor de
invatare, folosindu-se indicatori
vizuali (poze cu obiecte, actiuni,
spatii, activitati, simboluri etc.).
Acest tip de abordare pune
accentul pe preferinta copilului
pentru rutind si se preteaza in
special pe instruirea in grup.

C. PECS (Picture Exchange
Communication System)

PECS a fost creat ca un
sistem de comunicare alternativ
si augmentativ si Tsi propune
stimularea interactiunii spontane
in comunicare prin intermediul
pictogramelor. Este o metoda
menita sa elimine posibilele
frustrari ce pot sa apara ca rezultat
al imposibilitatii de exprimare.

Sistemul PECS este structurat
in 6 faze de achizitii:

1. Schimbul fizic

2. Sporirea spontaneitatii
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3. Deosebiri de imagini

4. Structurarea unei fraze

5. Raspunsul la intrebare

6.Comentarii  spontane i
raspunsuri

D. Terapia prin joc (Hanen
Method; Son Rise)

Terapiile centrate pe joc
vizeazd Tnvatarea prin cea mai la
indemana modalitate a copilului,
jocul. Terapia prin joc mizeaza pe
motivatia intrinseca a copilului.
Aceasta fincurajeazd adultul sa
se alature activitatilor ritualice,
repetitive ale copilului, adoptand
o atitudine pozitiva, lipsita
de prejudecati. Crearea unui
mediu de joaca securizant optim
dezvoltarii si Tnvatarii si folosirea
energiei si a entuziasmului sunt
elemente importante ale acestui
sistem de Tnvatare.

1. Definition of disease:

Childhood autism (code F84
according to ICD - 10) or Autism
spectrum disorder (code 299.00
according to DSM - V - TR) is
"an extensive developmental
disorder defined by the presence
of abnormal and/or altered
development, manifested
before the age of 3 years by a
characteristic type of abnormal
functioning of social interaction,
communication and behaviour
that is restrictive and repetitive."
(ICD - 10 - Clasificarea tulburarilor
mentale si de comportament.
Simptomatologie si diagnostic
clinic, Editura All educational,
Bucuresti, 1998, p. 303)

2. Etiology

E. Terapia in familie (Metoda
Mifne)

Metoda Mifne are la baza
teoria atasamentului, care se
axeaza pe importanta legaturilor
umane si este structuratd in 3
etape:

1) Incubatorul terapeutic —
etapa incipienta, in care familia
este adusa in centru unde
beneficiaza de sedinte terapeutice
pentru copilul cu autism, terapie
de cuplu si terapie de familie, pe
parcursul a 3 saptamani

2) Terapia de intretinere — in
aceasta etapa procesul terapeutic
este continuat acasa si supervizat
lunar de un terapeut al centrului

3) Integrarea sociala — copilul
este integrat in Tnvatamantul de
masd, centrul oferind asistenta
specialistilor din sistemul

educational.
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DIAGNOSIS AND PSYCHOTHERAPEUTIC APPROACH
IN AUTISM SPECTRUM DISORDER

A. Environmental factors.

A variety of non-specific risk
factors, such as advanced parental
age, low birth weight, or fetal
valproate exposure may contribute
to the risk of autism spectrum
disorder. (American Psychiatric
Association —DSM V: Manualul de
diagnostic si clasificare statistica
a tulburarilor mintale, editia a
Va, Editura Medicala Callisto,
Bucuresti, 2016, p. 57)

B. Genetic and physiological
factors

The estimated hereditary
nature ofautism spectrumdisorder
ranged from 37% to over 90% in
studies based on the concordance
rate between twins. Currently,
up to 15% of cases appear to be

Psychologist Georgiana RADU

associated with a known genetic
mutation, with de novo variants
of children number or de novo
mutations in the specific genes
associated with the disorder in
different families. However, even
when an autism spectrum disorder
is associated with a known
genetic mutation, the hereditary
character does not appear to have
complete penetration. The risk
for the rest of cases seems to be
polygenic and probably hundreds
of genetic loci have relatively
minor contributions. (American
Psychiatric Association — DSM
V:  Manualul de diagnostic si
clasificare statistica a tulburarilor
mintale, editia a Va, Editura
Medicala Callisto, Bucuresti, 2016,
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p.57)

The etiological valence of
genetic factors in the occurrence
of autism spectrum disorder
is supported by a number of
arguments (Serban lonescu, Alain
Blanchet — Tratat de psihologie
clinica si psihopatologie, Editura
TREI, Bucuresti, 2009, p. 119):

a) higher risk of autism (45
times higher than the risk found
in general population) in autistic
siblings

b) high levels of concordance
for autism in twins (60% for
monozygotes)

c) relatively common
association of autism  with
genetic disorders (for example,
Bourneville's tuberous sclerosis)
or chromosomal abnormalities
(such as fragile X syndrome)

d) results obtained in the
study of genome in families with
at least two people affected. The
International Molecular Genetic
Study of Autism Consortium
(which includes researchers from
eight countries) has identified
two specific areas, one on
chromosome number 2 and the
other on chromosome number
7 (which contains a gene linked
to serious language pathologies).
Two other regions, apparently with
less involvement, were identified
on chromosomes 16 and 17.

3. Diagnostic criteria

DSM — IV — TR diagnostic
criteria of autistic disorder (apud.
Benjamin J. Sadock, Virginia A.
Sadock) are:

A. A total of six (or more)
items from points (1), (2) and (3),
with at least two from (1) and one
from (2) and (3):

(1) a qualitative impairment
in reciprocal social interactions
would include at least two of the
following characteristics:

(@) marked impairment in
the use of multiple nonverbal
behaviours to regulate social
interaction, such as eye-to-eye
gaze, facial expression, body
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postures, and gestures;

(b) failure to develop peer
relationships  appropriate  to
developmental level;

(c) marked
in  spontaneous seeking to
share enjoyment, interests, or
achievements with other people
(e.g. a lack of showing, bringing, or
pointing out objects of interest);

(d) marked impairment in
the areas of social or emotional
reciprocity.

(2) qualitative impairments
in communication include

impairment

at least one of the following

characteristics:

(a) delay in or total lack of the
development of spoken language
(not accompanied by an attempt
to compensate through alternative
modes of communication such as
gesture or mime);

(b) in individuals with
adequate speech, marked
impairment in the ability to
initiate or sustain a conversation
with others;

(c) stereotyped and repetitive
use of language or idiosyncratic
language;

(d) lack of varied, spontaneous

septembrie 2020

make-believe play or social
imitative play appropriate to
developmental level.

(3) restricted repetitive and
stereotyped patterns of behaviour,
interests, and activities, as
manifested by at least one of the
following:

(a) encompassing
preoccupation with one or
more stereotyped and restricted
patterns of interest that is
abnormal either in intensity or
focus;

(b) apparently inflexible
adherence to specific,
nonfunctional routines or rituals;

(c) stereotyped and repetitive
motor mannerisms (e.g., hand
or finger flapping or twisting, or
complex whole-body movements);

(d) persistent preoccupation
with parts of objects.

B. Delays or abnormal
functioning in at least one of the
following areas, with onset prior
to age 3 years:

(1) social interaction;

(2) language - as used in social
communication, or

(3) symbolic or imaginative
play.

C.Thedisturbanceis not better
accounted for by Rett's disorder or
childhood disintegrative disorder.

4. Clinical forms / differential

diagnosis
A. Atypical autism
Pervasive developmental

disorder that does not meet all
the criteria for autism: either
occurs later or psychopathological
manifestations do not exist in the
three areas (social interactions,
communication, restricted
interests). This is often the case
for children with severe mental
retardation, for whom the
diagnosis of autism cannot be
confirmed in terms of specific
abnormal behaviours. Atypical
autism is included in the DSM
in the category of pervasive
developmental disorder without
further specification (299.80).
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(Serban lonescu, Alain Blanchet
— Tratat de psihologie clinica si
psihopatologie, Editura  TREI,
Bucuresti, 2009, p. 121)

B. Rett syndrome

After a normal development
in a first period (normal
psychomotor development during
the first five months), there is a
cessation of development, then a
rapid regression. There is a kind of
loss of interest for people in the
entourage and the appearance
of different signs: decreased
evolution of cranial perimeter,
loss of manual coordination and
characteristic manual stereotypes
(symmetrical movements, hand
washing gestures), anxiety in case
of sudden changes, trunk and
limbs movements, paroxysmal
hyperventilation, episodes of
severe stiffness with tremors,
ataxia (trunk incoordination),
bruxism (teeth grinding) and
tongue movements, motor
incoordination and  difficulty
maintaining balance, significant

psychomotor retardation,
language regression. A state of
severe intellectual impairment

settles, with vasomotor disorders
of lower limbs. The appearance of
signs occurs in the first four years
of life. (Serban lonescu, Alain
Blanchet — Tratat de psihologie
clinica si psihopatologie, Editura
TREI, Bucuresti, 2009, p. 122)

C. Asperger's syndrome

There are three main
categories of signs that can be
used to diagnose Asperger's
syndrome (Serban lonescu, Alain
Blanchet — Tratat de psihologie
clinica si psihopatologie, Editura
TREI, Bucuresti, 2009, p. 123):

a) there is a qualitative
impairment of social interactions,
as evidenced by at least two
elements:

epoor nonverbal behaviours
(eye contact, facial expressions,
gestures and postures)

einability to establish
relationships with those of the

same age and level of development
einability to share pleasures
and concerns
elack of social or emotional

reciprocity
b) there is a restricted,
repetitive  and stereotypical

character of behaviours, interests
and activities: inflexible habits
or rituals, restricted centers of
interest, motor mannerisms,
sensory distortions that cause
them to limit themselves to
smooth rigid routines.

These signs are associated
with the fact that the person
does not have a general language
delay or a global or cognitive
developmental delay.

5. Psychotherapeutic
approaches

Someofthepsychotherapeutic
approaches in cases of autism
spectrum disorders are available
by accessing (autismconnect.ro):

A. ABA (Applied Behavior
Analisys)

ABA is a method that is
based on observing behaviours,
strengthening functional
behaviours, changing or modeling
dysfunctional behaviours,
and learning appropriate new
behaviours. This is done using
positive reward and prompt
(the minimum help the child
needs to complete a task). The
learning system has very clearly
defined objectives, the tasks are
divided into very small steps,
thus allowing a permanent and
accurate assessment of child's
development.

ABA works according
to the principles of operant
conditioning,  explaining  the

relationship between behaviour

and environment through
3 components:  antecedent,
behaviour and consequence.

Thus, a behaviour is determined in
antecedent (the situation in which
it appeared) by a trigger (trigger
factor) and is maintained by a
consequence (which happened in

the next moment).

Starting from this premise,
any learning unit, specific to
the ABA program, is based on 3
components:

*SD (demand, instruction, or
event/stimulus)

*R (response)

*SR (reinforcing stimulus).

B. TEACCH (Treatement
and Education of Autistic and
Communication Handicapped
Children)

The TEACCH program starts
from the idea of adapting the
family environment to the child's
characteristics and seeks to create
a bridge between the child and
social environment.

The way in which this process
is carried out refers to the
organisation of physical space of
living environment, management
of time and learning methods,
using visual indicators (pictures
with objects, actions, spaces,
activities, symbols, etc.). This
type of approach emphasizes the
child's preference for routine and
is especially suitable for group
training.

C. PECS (Picture Exchange
Communication System)

PECS was created as an
alternative and augmentative
communication systemand aimsto
stimulate spontaneous interaction
in communication through icons.
It is a method meant to eliminate
possible frustrations that may
arise as a result of the impossibility
of expression.

The PECS system is structured
in 6 acquisition phases:

1. Physical exchange

2. Expanding spontaneity

3. Picture discrimination

4. Sentence structure

5. Responding to "What do
you want?"

6. Responsive and
spontaneous commenting

D. Play therapy (Hanen

Method; Son Rise)

Game-centered therapies
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aim at learning through the
child's most convenient way, by
playing. Play therapy relies on the
child's intrinsic motivation. This
encourages the adult to join the
child's ritual, repetitive activities,
adopting a positive, unprejudiced
attitude. Creating an optimal play
environment for development
and learning and using the energy
and enthusiasm are important
elements of this learning system.

pacientilor
care vin la Sanatoriul Balnear si
de Recuperare Techirghiol sunt
seniori. Aici ei gasesc, dincolo
de o fingrijire medicald de cea
mai buna calitate si la cele mai
inalte standarde, si posibilitatea

Majoritatea

suportului  psihologic, fie din
partea unui specialist, fie pur
si simplu prin interactiunea ce
ceilalti. Traim Tn aceasta pandemie
momente interesante Tn care toti
ne cofruntdm cu provocarea de a
mentine distanta fizica in timp ce

E. Family therapy (Mifne
method)

The Mifne method is based
on the theory of attachment
which focuses on the importance
of human connections and is
structured in 3 stages:

1) Therapeutic incubator
- the initial stage, in which the
family is brought to the center
for benefiting from therapeutic
sessions for the child with autism,

couple therapy and family therapy,
during 3 weeks

2) Maintenance therapy
- at this stage the therapeutic
process is continued at home and
supervised monthly by a therapist
of center

3) Social integration - the
child is integrated in mainstream
education, the center providing
assistance to specialists of
education system.

IMPACTUL IZOLARII IN VIATA ADULTILOR VARSTNICI

fncercam sa ramanem conectati
social cu familia si prietenii. Pentru
anumiti varstnici cu o istorie de
izolare sociala si singuratate faza
actuala a distantarii sociale poate
fi periculoasa. Dar exista speranta!

Chiar si in aceste conditii

impuse de situatia actuala a
pandemiei conexiunea este
posibilda si esentiald pentru

sanatatea lor (atat fizicda cat si
mentald). Pentru multi dintre ei
acest loc reprezinta unul dintre
putinele momente in care se pot

Dragos Florin CONSTANTINESCU
psiholog, psihoteraput SBRT

conecta, pot crea legaturi sau Tsi
pot impartasi suferintele.

in timp ce multe persoane
vulnerabile din punct de vedere
clinic se simt in sigurantd acasa in
perioada pandemiei, studiile cu
privire la impactul psihologic al
izolarii pacientului indica niveluri
ridicate de anxietate si depresie,
precum si sentimente de abandon,
teama, singuratate si stigmatizare.
Aceste aspecte sunt cu atat mai
relevante in cazul persoanelor
de peste 70 de ani, care deja se
confruntd cu dificultdti in ceea
ce priveste izolarea social3,
probleme multiple de sanatate si
o mobilitate compromisa. Acesta
este un aspect ingrijorator intrucat
singuratatea este asociata cu o rata
de mortalitate ridicata, in special
in randul populatiei varstnice.

Este facil de inteles faptul
ca, petrecand atat de mult timp
in izolare si confruntdndu-se cu
ingrijorari privind o potentiala
infectie fatald, seniorii Tntampina
dificultati in a gestiona psihologic
aceasta situatie. Exista si alti
factori care pot contribui Ia
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distresul emotional al acestui
segment de varsta in perioada
pandemiei: asistentda medicala
redusa, dificultati in procurarea
medicamentelor, exercitii fizice
reduse etc. Aceste circumstante,
impreunda cu lipsa  muncii
profesionale si a altor obligatii, pot
declansa un puternic sentiment al
lipsei de control.

Una dintre dificultatile
fundamentale ale  oamenilor
este pierderea controlului sau a
predictiei legate de viitor. In aceste
situatii creierul traieste o stare de
disonanta cognitiva, de tensiune
psihicd care nu se poate intinde
la nesfarsit, ci are nevoie de
consonanta, deadaunanumitsens
situatiei respective. De fapt, acest
simt al controlului este unul dintre
cele trei elemente care compun
rezistenta la stres. Pe langa simtul
controlului aceasta rezistenta la
stres include si angajarea intr-o
experienta cotidiana vie, cat si
abilitatea de a face fata schimbarii
ca provocare.

Izolarea persoanelor
varstnice, care la baza avea
dorinta bine intentionata de a
le proteja Tmpotriva contactarii
cu COVID-19, prezinta riscul de
a pune aceste persoane intr-o
situatie de pericol. Distantarea
sociala pare a fi o masura esentiala
pentru reducerea raspandirii
COVID-19, insa izolarea sociala in
randul varstnicilor prezinta un risc
crescut in ceea ce priveste bolile
cardiovasculare, dementa si chiar
moartea. Distantarea sociala poate
avea consecinta neintentionata de
a izola si mai mult adultii varstnici
care, intr-o oarecare masura, sunt
deja expusi riscului de singuratate
si deconectare sociala.

Tin sa subliniez faptul ca
omul este, mai presus de orice, un
animal social centrat pe legatura
cu ceilalti. Omul este o specie in
primul rand social3, relationala si
care creeaza legaturi. De-a lungul
ciclului vietii, nevoia de conectare
cuceilaltinemodeleazaarhitectura

neuronald, raspunsul la stres, viata
emotionala cotidiana si dramele
si dilemele interpersonale care se
regasesc in miezul vietii noastre.
Singuratatea cronica are un
impact negativ atat in ceea ce
priveste sanatatea fizica, cat si
cea mentala si, asa cum spuneam,
poate fi chiar letald. Cercetarile
au evidentiat ca izolarea sociald
si singuratatea prezinta un risc
de douda ori mai mare decat
obezitatea pentru sanatate, iar
lipsa conexiunii sociale implica
riscuri pentru sdnatate la fel
de mari precum o tulburare a
consumului de alcool sau fumatul
a 15 tigari pe zi. Teoria psihologica
ne spune ca atunci cand oamenii
se simt o povard si nu apartin

mediului Tn care traiesc, riscul de
suicid creste.
Interactiunea dintre minte,

sistemul nervos si  sistemul
imunitar furnizeaza baza
fiziologica pentru influentele

emotiilor asupra starii de sanatate.
Dovezile legate de forta acestei
interactiuni includ faptul ca stresul
experimentat de sistemul nervos
impiedica functionarea sistemului

imunitar.

Datele stiintifice arata ca
legatura dintre emotii si sanatate
este foarte stransa 1n cazul
sentimentelor ,negative”, cum ar
fi furia, anxietatea sau depresia.
Daca aceste stari sunt accentuate
si  prelungite pot amplifica
simptomele sau pot Tmpiedica
recuperarea. Pe de alta parte,
starile ,pozitive”, precum linistea
si optimismul, par sa aiba efecte
benefice asupra starii de sanatate,
desi datele referitoare la acest
proces nu sunt la fel de solide ca in
cazul celor negative.

Pare imperativ, pentru a
ne mentine sdnatatea fizicd si
mentald, sa ne continuam viata
cat mai aproape de rutina cu care
eram obisnuiti. Sigur, respectarea
regulilor impuse sau sugerate este
importanta pentru a ne proteja
sanatatea noastra si a celor din
jur. Ceea ce este valabil la nivel
individual este adevarat si la nivel
colectiv. Este necesar pentru
echilibrul nostru sa ne pastram o
continuitate Tn activitatile noastre.
Altfel toata lumea va suporta
costuri ridicate, atat emotionale
cat si economice.

Dificultatile cele mai mari
apar atunci cand ne oprim. Pentru
a porni si a reintra pe orbita este
nevoie de multa energie. De fapt,
ca si In cazul masinilor, consumul
cel mai mare este atunci cand
demaram. Oriceschimbarecreeaza
incertitudine, iar incertitudinea
presupune un consum mai mare
de energie psihica.

Pericolul si suferinta cauzate
de COVID-19 sunt reale, insa la fel
este si pretul pe care il platim in
momentul in care ne oprim.

Societatea nu poate fi tinuta
inchisa pe termen lung, prin
izolare fizica si comunicare doar
in mediul online. Este important
sa ne distantam fizic Tnsa nu si
emotional. Este important sa ne
dezinfectam, nu sa ne decuplam
social!
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Most patients who come to
Techirghiol Balnear and Recovery
Sanatorium are seniors. They
find there, beyond medical care
of highest quality and at highest
standards, the possibility of
psychological support, either from
a specialist or simply through
the interaction of other people.
During this pandemic, we are
living interesting times as we all
face the challenge of maintaining
physical distance while trying
to stay socially connected with
family and friends. For several
older adults with a history of
social isolation and loneliness, the
current phase of social distancing
can be dangerous. But there is
hope!

Even in these conditions
imposed by the current situation
of pandemic, the connection
is possible and essential for
their health (both physical and
mental). For many of them, this
place represents one of the few
moments when they can connect,
create connections or share their
suffering. While many clinically
vulnerable people feel safe at
home during a pandemic, studies
on the psychological impact of
patient isolation indicate high
levels of anxiety and depression as
well as feelings of abandonment,
fear, loneliness and stigma. These
issues are all the more relevant for
people over the age of 70, who are
already facing difficulties in terms
of social isolation, multiple health
issues and compromised mobility.
This is a matter of concern as
loneliness is associated with a high
mortality rate, especially among
the elderly population.

It is easy to understand that
spending so much time in isolation

THE IMPACT OF ISOLATION ON LIVES OF OLDER ADULTS

Dragos Florin CONSTANTINESCU

psychologist, psychotherapist at TBRS

and facing concerns about a
potential fatal infection, seniors
have difficulty in managing this
situation psychologically. There are
other factors that can contribute
to the emotional distress of this
age segment during the pandemic:
reduced medical care, difficulties
in obtaining medication, reduced
physical exercise, etc. These
circumstances along with the lack
of professional work and other
obligations can trigger a strong
sense of lack of control.

One of the fundamental
difficulties of people is the loss
of control or prediction about the
future.Inthesesituations, the brain
experiences a state of cognitive
dissonance, mental tension that
cannot last indefinitely, but needs
consonance to provide a certain
meaning to the situation. In fact,
this sense of control is one of
the three elements composing
the stress resistance. In addition
to a sense of control, this stress
resistance also includes the act
of engaging in a vivid everyday
experience, as well as the ability to
cope with change as a challenge.

The isolation of elderly
people which was based on
a well-intentioned desire to
protect them from COVID-19 puts
them in a dangerous situation.
Social distancing seems to be an
essential measure to reduce the
spread of COVID-19, but social
isolation among the elderly people
represents an increased risk of
cardiovascular diseases, dementia
and even death. Social distancing
may have the unintended
consequence of further isolating
older adults who, to some extent,
are already at risk of loneliness
and social disconnection.

| want to emphasize that the
human being is, above all, a social
animal focused on connecting
with others. The human being
is primarily a social, relational
species that creates connections.
Throughout the life cycle, the
need to connect with others
shapes our neural architecture,
stress response, daily emotional
life, and interpersonal dramas and
dilemmas that are at the heart of

our lives.
Chronic loneliness has
a negative impact on both

physical and mental health and,
as | mentioned, can be deadly.
Research has shown that social
isolation and loneliness pose
twice the risk of obesity for health,
and the lack of social connection
involves health risks as high as a
disorder of alcohol consumption
or smoking 15 cigarettes a day.
Psychological theory indicates us
that when people feel that they
are a burden and do not belong
to the environment in which they
live, the risk of suicide increases.

The interaction between
mind, nervous system and
immune system provides the
physiological basis for the
influences of emotions on health.
Evidence related to the strength
of this interaction includes the
fact that the stress experienced
by the nervous system prevents
the functioning of the immune
system.

Scientific data show that
the link between emotions and
health is very close in the case
of "negative" feelings such as
anger, anxiety or depression. If
these conditions are severe and
prolonged, they may amplify the
symptoms or prevent recovery.
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On the other hand, "positive"
conditions such as tranquility and
optimism, seem to have beneficial
effects on health, although the
data of this process are not as solid
as in the case of negative ones.

In order to maintain our
physical and mental health, it
seems imperative to continue our
life as closely as possible with the
routine we were used to. Of course,
following the rules imposed or
suggested is important to protect
our health and the health of those

Pare ciudatda asocierea celor
trei substantive din titlu. Sugereaza
ca uitarea ar avea legatura cu
balneologia si pandemia. Am
uitat destul de multe din virtutile
profilactice si terapeutice ale
balneologiei si am uitat ca acum
o suta de ani planeta a mai trecut
printr-o situatie asemanatoare, am
uitat ca trdim cu virusul HIV/SIDA
printre noi. Omul contemporan
"vede” ca medicina a facut
progrese uriase Tn tratarea bolilor
astfel incat crede cd medicina
moderna are solutii terapeutice
pentru cele mai diverse situatii.
Un ”balaur” invizibil de dimensiuni
ultramicroscopice ne ameninta
viata in ciuda progresului si
dezvoltarii medicinei. Dintr-o data
am aflat ca medicina moderna este
aproape neputincioasa impotriva
invaziei agresorului nevazut.

n cei o sutd doua zeci si unu
de ani de existenta ai Sanatoriului
Balnear si de  Recuperare
Techirghiol, activitatea medicala

around us. What is true for the
individual level is also true for the
collective level. For our balance, it
is necessary to maintain continuity
in our activities. Otherwise,
everyone will endure high costs,
both emotional and economic.
The biggest difficulties
arise when we decide to stop. It
takes a lot of energy to start and
return to normal. In fact, as with
cars, the highest consumption is
related to the moment we start.
Any change creates uncertainty,

and uncertainty involves a higher
consumption of psychic energy.
The danger and suffering
caused by COVID-19 are real, but
that is the price we pay when we

stop.

The society can not be
kept long-term closed only by
physical isolation and online

communication. It is important to
distance ourselves physically but
not emotionally. It is important
to disinfect ourselves, but not to
disconnect socially!
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balneara nu a incetat niciodata.
in timpul celor doud rizboaie
mondiale din secolul trecut ranitii
au gasit un loc de refacere, de
insanatosire la Techirghiol.

in acest an, pandemia cu
virusul SARS-CoV2 a schimbat
complet activitatea sanatoriului
care a devenit centru de carantina
medicalizata. Personalul a
reactionat la aceasta provocare
cu responsabilitate si implicare
totald. Era un alt tip de activitate
medicald, fintr-un mediu total
schimbat. Spatiile care erau de
obicei pline de persoane aflate
la curd, care vorbeau intre ele,
glumeau, priveau la televizor,
mancau au devenit pustii. Doar
personalul echipat ca pentru a
intra ntr-o navetda cosmicd mai
trecea din cand in cand pe holuri
cu treburi. Nu exista laude care sa
recunoasca activitatea desfasurata
timp de aproximativ patru luni de
intreg personalul sanatoriului. Tn
astfel de momente grele se vede

calitatea umana si profesionala.
Aceasta munca  neobisnuita
a fost un cadou colectiv facut
sanatoriului care la 4 iulie implinea
o sutd doua zeci si unu de ani.

n acest an, aniversarea celor
0 suta doua zeci si unu de ani
de activitate medico-balneara a
reprezentat, de fapt, pregatirea
reludrii activitatii. Ultimele 31
de persoane aflate in carantina
la sanatoriu au plecat in data
de 3 iulie, astfel ca 4 iulie, ziua
aniversara, a fost o zi de munca

sustinuta pentru pregatirea
spatiilor 1n  vederea reluarii
activitatii.

Sunt cinci ani de cand
sanatoriul editeaza trimestrial
o revista numita Techirghiol.

Primul numar al revistei a aparut
in iunie 2015. in acest an, nici
aceasta aniversare nu a avut un
aspect de sarbatoare caci in acele
zile de iunie intreg personalul,
de la manager pana la portar,
era angrenat in activitatea de
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combatere a raspandirii virusului
ucigas. Ore intregi cu conversatii
in care li se explica persoanelor
aflate in carantina necesitatea
izolarii de cei dragi. Ar fi iesit
un numar de revista interesant
numai din transcrierea acestor
convorbiri. Discutiile si explicatiile
date celor aflati in carantind au
fost o munca uriasa ce continua
si acum, de asta data cu pacientii
veniti la cura. Este important sa li
se aduca la cunostinta informatii
clare despre acest moment prin
care trece planeta. Acest moment
se numeste pandemie.

Pandemie este o epidemie
care apare la o scard care trece
granitele internationale, afectand
un numar mare de oameni. In
decursul istoriei omenirii multe
boli infectioase au provocat
pandemii, unele cu consecinte
devastatoare: ciuma, variola,
tifosul, holera, febra galben3,
tuberculoza, gripa, HIV/SIDA si
acum un nou coronavirus. Toate
aceste pandemii au luat milioane
de vieti. Numai "gripa spaniola”
care a durat doi ani la inceputul
secolului trecut a ucis intre un
milion opt sute si doua milioane de
oameni. HIV/SIDA este inca printre
noi. Dar am Tnvatat sa ne ferim de
acest virus. Va trebui sa fnvatam
sa” convietuim” si cu SARS-CoV?2.

Statisticile sunt alarmante si
genereaza teama si nedumerire
in populatie. Populatia se intreaba
cum este posibil sa nu existe
solutie terapeutica. Informatiile
stiintifice sunt in cantitate foarte
mare. Datorita rapiditatii cu
care s-a raspandit virusul si a
evoluat pandemia, revistele de
specialitate au accelerat procesul
de revizie a articolelor din grija
de a nu Tmpiedica publicarea
unor informatii care ar putea avea
valoarea vietii. Sunt necesare
studii  epidemiologice, medii
de cultura, teste de depistare a
virusului, medicamente antivirale,
vaccinuri. Dar toate cer timp
pentru solutionare.

Populatia a fost nepregatita sa
facafataagresiuniivirale. Metodele
vechi de stimulare a imunitatii
organismului par desuete acum.
Putini mai sunt cei care fac o cura

balneara corect, cdaci notiunea
de curd include administrarea
factorilor terapeutici (de cele

mai multe ori factori terapeutici
contrastanti termic, dar nu numai)
timp de doua sau trei sdptamani,
respectiv intre paisprezece si
optsprezece zile  consecutiv.
Durata curei de optsprezece zile
este consemnatd pentru prima
data n opera lui Hipocrate din Kos
care a trdit in secolul Ill - IV a.Hr.
Schimbarea ritmului vietii a dus
la diminuarea numarului de zile
acordate refacerii sanatatii pana
la doua sau trei zile la sfarsitul de
sdptimana. incd din antichitate
se stia ca balneoterapia este o
metoda de preventie nespecifica
a bolilor, ajuta, stimuleaza
mecanismele fiziologice de
aparare ale organismului.

in zilele noastre se cunosc,

sunt  descrise si  dovedite
stiintific o suma de mecanisme
fiziologice reglate/ optimizate

de cura balneara. Printre aceste
mecanisme stimularea raspunsului
imun nespecific este bazat pe
dovezi  stiintifice. Raspunsul
organismului uman la agresiuni
microbiologice  si  biochimice
este organizat pe trei niveluri
de apdrare. Linia ntdi (bariera
cutaneo-mucoasa) si a doua
(celulele de sub primul strat al
pielii sial mucoaselor) fac parte din
sistemul de apdrare nespecifica si
beneficiaza de efectele favorabile
ale curelor balneare, efecte
care dureaza sase pana la noua
luni. A treia linie de aparare este
specifica. Organe cu functie de
aparare imuna produc anticorpi
sau celule specifice care se pot
opune invaziei microbiologice.
Apararea specifica se obtine
prin trecerea prin boald sau prin
vaccinare. Tn modul cel mai simplu
spus, vaccinarea este o metoda de

stimulareimuna specifica ce consta
in administrarea in cantitate micd a
unui fragment din microorganism
sau a unui microorganism atenuat.
Obtinerea vaccinului si stabilirea
modalitatilor de vaccinare
sunt procese laborioase si care
necesitd mult timp. Tn momentul
actual nu sunt studii care sa
evalueze durata de activitate a
imunitatii induse de trecerea prin
boala. Studiile recente dezvaluie
faptul ca imunitatea umorala
ar dura doua pana la trei luni.
Prin urmare este un obstacol
important in calea elaborarii unui
calendar de vaccinare. Ar mai
fi de luat in discutie ciudatenia
comportamentului sezonier
al virusului. Epidemiologii si
infectionistii s-au asteptat la
diminuarea circulatiei virusului
in sezonul estival, presupunand
ca temperatura crescuta este un
inamic al virusului. Dar si pe durata
verii circulatia virusului in randul
populatiei si Tmbolnavirea nu s-au
diminuat.

Unul din mecanismele
patogenice cu consecinte severe in
evolutia infectiei cu virusul SARS-
CoV2 este “furtuna de citokine”,

care nu poate fi controlatd
medicamentos. Citokinele sunt
proteine reglatoare, secretate

de limfocite, macrofage, celule

epiteliale ce au o influenta
functionala extinsa asupra
proceselor fiziologice normale
Si adaptative asemanator
balneoterapiei. Cura balneara
regleaza secretia acestor
substante.

Deci, balneologia in cursul
pandemiei isi dezvaluie virtutile
terapeutice. Recursullaargumente
istorice poate pdrea neadecvat
in mileniul trei, dar dovedeste
prin proba timpului cd valoarea
nu s-a pierdut in negura istoriei
,Ci doar a fost diluata de uitare in
contemporaneitate.
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The association of the three
nouns in the title seems strange.
It suggests that forgetfulness is
related to balneology and the
pandemic. We forgot quite a lot of
the prophylactic and therapeutic
virtues of balneology and we
forgot that a hundred years ago
the planet went through a similar
situation, we forgot that we live
with the HIV/AIDS virus among us.
Contemporary man considers that
medicine has made huge strides
in treating diseases so he/she
believes that modern medicine has
therapeutic solutions for various
situations. An invisible "dragon"
of ultramicroscopic dimensions
threatens our lives despite the
progress and development of
medicine. Suddenly, we learned
that modern medicine is almost
powerless against the invasion of
the unseen aggressor.

In one hundred and twenty-
one years of existence of the
Techirghiol Balnear and Recovery
Sanatorium, the balnear and
medical activity has never ceased.
During the two world wars of the
last century, the wounded people
found a place of recovery at

Techirghiol.

This year, the pandemic
of SARS-CoV2 virus completely
changed the activity of

sanatorium which became a
medical quarantine center. The
staff responded to this challenge
with  full  responsibility and
involvement. This was a different
kind of medical activity, in a totally
changed environment. The spaces
that were usually full of people
in treatment, talking to each

BALNEOLOGY, PANDEMIC AND FORGETFULNESS
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other, joking, watching TV, eating
have become deserted. Only
the staff equipped as if to enter
a spaceship occasionally pass
through halls with things to do.
There is no praise for the work of
the sanatorium staff for about four
months. In such difficult moments,
human and professional quality
can be observed. This unusual
work represented a collective gift
made to the sanatorium, which
on July 4th, turned the age of one
hundred and twenty-one years.

This year, the anniversary
of the one hundred and twenty-
one years of medical and balneal
activity represented, in fact, the
preparation for the resumption of
activity. The last thirty-one people
in quarantine at the sanatorium
left on July 3rd, so that July 4th, the
anniversary, was a day of sustained
work to prepare the spaces for the
resumption of activity.

It has been five years since

the sanatorium published a
quarterly magazine called
Techirghiol. The first issue of

the magazine appeared in June
2015. This year, this anniversary
did not have a festive aspect
because in those days of June,
the entire staff, from the manager
to the doorman, was engaged
in the activity of combating the
spread of the deadly virus. There
were hours with conversations
explaining the need for isolation
from loved ones to people in
quarantine. An interesting issue
of magazine would have come out
only from the transcript of these
conversations. The discussions
and explanations provided to

those in quarantine represented
a huge work that continues even
now, this time with the patients
who came for treatment. It is
important to provide them clear
information about this moment
the planet is going through. This
moment is called a pandemic.

Pandemic is an epidemic that
occurs on a scale that crosses
international borders, affecting
a large number of people.
Throughout human history, many
infectious diseases have caused
pandemics, some with devastating
consequences: plague, smallpox,
typhus, cholera, yellow fever,
tuberculosis, flu, HIV/AIDS and
now a new coronavirus. All these
pandemics have taken millions
of lives. Only the "Spanish flu"
which lasted for two years at the
beginning of the last century,
killed between one million eight
hundred and two million people.
HIV/AIDS is still among us. But we
learned to beware of this virus.
We will also have to learn to "live"
with SARS-CoV2.

The statistics are alarming
and generate fear and confusion
in population. The population
wonders how it is possible not to
have any therapeutic solution.
There is a lot of scientific
information. Due to the rapidity
with which the virus spread
and the pandemic evolved, the
specialized magazines accelerated
the process of revising the
articles in order not to prevent
the publication of information
that could have the value of life.
Epidemiological studies, culture
media, virus testing, antiviral
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drugs, vaccines are needed. But
they all take time to resolve.

The population was
unprepared for viral aggression.
Now, the old methods of
stimulating the body's immunity
seem obsolete. Few people follow
a correct balneal treatment
as the notion of treatment
includes the administration of
therapeutic factors (most often
thermally contrasting therapeutic
factors, but not only) for two
or three weeks, respectively
between fourteen and eighteen
consecutive days. The duration
of the eighteen-day treatment is
recorded for the first time in the
work of Hippocrates of Kos who
lived in the third or fourth century
BC. The change regarding the pace
of life has reduced the number of
days granted for health recovery
to two or three days during the
weekend. It has been known since
antiquity that balneotherapy is a
method of non-specific prevention
of diseases, helps, stimulates
the body's physiological defence
mechanisms.

Nowadays, a number of
regulated/optimised physiological
mechanisms of balneal treatment
are  known, described and
scientifically proven. Among these
mechanisms, the stimulation of

nonspecific immune response
is based on scientific evidence.
The human body's response to
microbiological and biochemical
aggression is organised on three
levels of defence. The first line
(cutaneous and mucosal barrier)
and the second (the cells beneath
the first layer of skin and mucous
membranes) are part of the non-
specific defence system and
benefit from the favourable effects
of balneal treatments, effects that
last six to nine months. The third
line of defence is specific. Organs
with immune defence function
produce specific antibodies or cells
that can resist to microbiological
invasion. Specific defence s
achieved through disease or
vaccination. In the simplest terms,
vaccination is a specific method of
immune stimulation that consists
of administering a small amount
of a fragment of microorganism
or an attenuated microorganism.
Obtaining the vaccine and
establishing vaccination modalities
are laborious and time-consuming
processes. There are currently no
studies evaluating the duration
of activity of immunity induced
by the disease. Recent studies
reveal that humoral immunity
would last two to three months.
It is therefore a major obstacle to

developing a vaccination schedule.
Also, the strangeness of seasonal
behaviour of virus should be
considered. Epidemiologists and
infectionists have expected the
virus's circulation to decline during
the summer season, assuming
that high temperatures represent
an enemy of virus. But also during
the summer, the circulation of
virus in population and the degree
of illness did not diminish.

One of the pathogenic
mechanisms with severe
consequences in the evolution of
SARS-CoV2 virus infection is the
"cytokine storm", which cannot
be controlled by drugs. Cytokines
are regulatory proteins, secreted
by lymphocytes, macrophages,
epithelial cells with an extensive
functional influence on normal and
adaptive physiological processes
similar to balneotherapy. Balneal
treatment regulates the secretion
of these substances.

Thus, balneology during
the pandemic, reveals its
therapeutic virtues. Providing
historical arguments may seem
inappropriate in  the third
millennium, but demonstrates
during the time that value has not
been lost in the mists of history
but only diluted by forgetfulness
nowadays.
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KINETOTERAPIE RESPIRATORIE IN CONTEXT PANDEMIC SARS-COV-2

KT Adriana-Elena CHIRICA, KT Daniel-Remo JICA, KT Ghiulen MUSTAFA

n cadrul Sanatoriului Balnear
si de Recuperare Techirghiol,
departamentul de kinetoterapie
a realizat un program de
kinetoterapie respiratorie pentru
pacientii internati. Programul
kinetic s-a desfasurat in aer liber,
in cadrul departamentului ,,Bai
Reci”, cu prescriptia medicilor
curanti. Acesta a fost format din
exercitii care se realizeaza pe nisip,
dar si in apa lacului sub indicatiile
kinetoterapeutilor.

Majoritatea exercitiilor
fizice sunt executate pe timpii
respiratiei(inspir-expir) nu numai
in ideea ritmarii si duratei unei
miscari, ci si pentru a realiza o
ventilatie suficientd consumului de
oxigen muscular crescut. in plus,
respiratia ritmata si constientizata
devine un element relaxator in
pauze sau la sfarsitul programului
de lucru fizic. Pe de alta parte,
kinetoterapia respiratorie este
un mijloc principal terapeutic si
de recuperare pentru deficitul
functional respirator din cadrul

bolilor bronhopulmonare sau
extrapulmonare cu rasunet
respirator. Notiunea de

kinetoterapie respiratorie are o
sfera larga de obiective, metode si
metodologii, adaptate in vederea

cercetarii diverselor mecanisme
perturbate ale functiei respiratorii.
Din aceasta notiune generald
fac parte: relaxarea, posturarea,
gimnastica corectoare, reeducarea
respiratorie, antrenamentul
la efort dozat, educarea tusei,
educarea vorbitului si terapia
ocupationala.

Reeducarea respiratorie se
face printr-un ansamblu de tehnici
kinetice specifice si analitice
care se adreseaza unor bolnavi

cu afectare clinic evidenta a
functiei respiratorii, aceste tehnici
urmarind redresarea unuia dintre
mecanismele fiziopatologice care
stau la baza degradarii functiei
respiratorii datoritda bolii. Prin
urmare, reeducarea respiratorie
urmareste sa realizeze la un bolnav
un alt mod de a respira, adaptat
nevoilor acestuia si capabil sa
asigure volume de aer mobilizabile
suficiente, cu un travaliu ventilator

cat mai redus, n cadrul unei
respiratii  bine controlate si
coordonate.

Reeducarea respiratorie are
cateva componente, fiecare cu
justificarea sa fiziopatologica:

1. Dirijarea aerului la nivelul
cailor respiratorii superioare este o
problema de obicei neglijata, desi

in fond aici incepe si se sfarseste
coloana de aer care ventileaza
plamanii.

Rolul cailor respiratorii
superioare in mecanica ventilatiei
este de a regla viteza de deplasare
si presiunea coloanei de aer.

Inspiratia pe nas este forma
cea mai fiziologica a respiratiei.
Nasul poate fi considerat ca
o rezistenta reglabild in calea
coloanei de aer, rezistenta care
va influenta forta musculaturii
inspiratorii, iar la copii chiar forma
toracelui.

Expiratia va fi executatda de
bolnavi pe gura, scazand astfel
rezistenta la flux a coloanei de aer
expirat.

O metoda de reeducare
respiratorie prin dirijarea aeruluila
nivelulcailorrespiratoriisuperioare
este cantatul, care necesita o
sumatie de conditii optime pentru
a asigura o respiratie cat mai
buna, o anumita postura a capului,
trunchiului si intregului corp, forta
buna a musculaturii respiratorii,
dirijarea corecta a coloanei de aer,
volume mari de aer mobilizabile,
coordonare perfecta respiratorie.

in timpul cantatului laringele
reprezinta o rezistenta variabila,
care nu numai cd antreneazd
musculatura respiratorie, dar
anihileaza instalarea obstructiei
bronsice dinamice expiratorii.

Exista tariin care cantatul este
folosit ca metoda independenta
de reeducare respiratorie. lata
cum se procedeaza:

Initial se corecteaza postura
(capul ridicat, coloana dreapts,
abdomenul retras in prelungirea
toracelui, umerii relaxati, poligonul
de sustinere usor marit

Se antreneaza inspiratii mai
profunde, urmate de scurte apnei,
urmate de expiratii mai lungi.
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Se incepe apoi pronuntarea
cantatd n expirare a unui sir
de silabe de tipul:;;,mom, mom,
mom”.De asemenea se educd
dirijarea aerului in expiratie spre

faringele  posterior  printr-un
zumzdit, pronuntdnd nazonat
,»,N0, no, no”. Aceste exercitii

expiratorii au rolul de a tonifia
musculatura respiratorie, care se
mentine contractata in tot timpul
emiterii sunetelor - este o forma
de contractie izometrica.

2. Reeducarea respiratiei
costale.

Eficacitatea optima a miscarii
costale este obtinuta doar cand
jocul costal pleaca de la o pozitie
intermediara de relaxare, respectiv
cand coasta face un unghi de
450 cu verticala care trece prin
articulatia costovertebrala.

Jocul constal inferior mareste

diametrul transversal toracic,
in timp ce jocul costal superior
asigura cresterea  diametrului
sagital.

Atat pozitia cat si miscarea
coastelor depind de pozitia si
mobilitatea coloanei vertebrale.
Astfel, flexia rahisului creste
oblicitatea coastelor, facilitand
expiratia. Extensia rahisului
orizontalizeaza coastele, dand
doar impresia ca mareste
inspiratia. De fapt, aceasta pozitie
scade inspiratia, caci blocheaza
miscarea diafragmului.

Contributia respiratiei
toracice este de aproximativ
35% din volumele pulmonare
mobilizabile.

3. Reeducarea respiratiei
diafragmatice.

Diafragmul reprezinta
principalul element motor al

ventilatiei, care printr-o deplasare
de cca 3 cm determind 65%
din aceasta ventilatie. Valorea
respiratiei diafragmatice nu
consta doar in acest proces
crescut de participare la ventilatie.
Diafragmul lucreaza in regim de
economie energetica, avand cel
mai mic cost pentru o unitate de
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volum de aer ventilat. Respiratia
diafragmatica asigura ventilatia
bazelor plamanilor si cea mai
buna distributie intrapulmonara a
aerului. Diafragmul asigura, prin
amplitudinea de miscare a sa,
capacitatea respiratorie maxima
cu o expiratie completd. Asupra
circulatiei de intoarcere venoasa
are o influenta directa, datorita
modificarilor presionale toraco-
abdominale pe care le determina.

Tehnica reeducarii respiratiei
diafragmatice se reduce Ia
antrenarea  asa-zisei  respiratii
abdominale. Deoarece diafragmul
nu poate fi controlat voluntar,
miscarile lui vor fi ajutate prin

presiunii intraabdominale,

jocul
care poate fi voluntar dirijata
prin contractarea cu suctiunea

peretelui va creste presiunea,
astfel incat diafragmul va fi impins
in sus, facilitand expiratia.

4. Controlul si coordonarea
respiratiei

O ventilatie dirijata are mai
multe componente :

a) Ritmul respirator-
respectiv frecventa ventilatiei pe
minut - are un rol important in
determinismul unor mecanisme
fiziopatologice respiratorii (creste
neuniformitatea distributiei
intrapulmonare a aerului, scade
complianta  dinamica, creste
rezistenta la flux, creste travaliul
ventilator etc.)

b) Controlul volumului curent
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este de fapt in stransa corelatie cu
frecventa, caci in cadrul reeducarii
respiratorii nu trebuie modificata
ventilatia pacientului; scazand
frecventa, va creste volumul curent
uneori ajungandu-se chiar la 70-
80% din valoarea capacitatii vitale
la bronhopulmonarii obstructivi,
pentru ca la cei restrictivi, din
contra vom mentine un volum
curent mic, dar nu exagerat.

c) Raportul intre timpii
respiratori ca si durata pauzelor
intre acesti timpi sunt importante.
Un ciclu respirator implica
urmatoarea succesiune: inspiratie-
pauza postinspiratorie-expiratie-
pauza postexpiratorie.

d) Controlul fluxului de aer.

Viteza imprimata fluxului de
aer are influenta directa asupra
mecanicii  ventilatorii, marind
rezistenta dinamica, si schimba
regimul de curgere a gazului
prin bronhii. Prin acest control
se urmareste reeducarea atat
a inspiratiei cat si a expiratiei la
fluxuri lente si egale.

Antrenarea se face sufland
printr-o teava intr-o sticla umpluta
pe jumatate cu apa trebuie sa se
realizeze un sir neintrerupt si egal
de bule de aer, care se sparg la
suprafata lichidului.

e) Controlul respiratiei 1in
miscare si efort este ultima etapd a
realizarii controlului si coordonarii
respiratiei : Tn  miscarea 1in
care toracele este interesat,
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musculatura respiratorie  este
solicitata, ceea ce poate determina
disarmonizari ventilatorii ; efortul-
chiar scurt, dar de oarecare
intensitate-declanseaza respiratii
necoordonate-dispnei.

Exercitiile incep prin miscari
executate pe un singur ciclu
respirator; se inspira fnaintea
actiunii  (intoarcerea in pat,
ridicarea din pat, de pe scaun
etc.) si se expira prelung in timpul
executarii acesteia —la fel pentru

FA
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exercitiile generale de gimnastica-
ridicari de brate, flexii de trunchi
etc.

Exemple de exercitii realizate
pe nisip

1. Pozitie initiala - in picioare,
cu mainile pe langa corp

INSPIR concomitent cu usoara
extensie a trunchiului, intinderea
bratelor deasupra capului

EXPIR concomitent cu
revenire in pozitia initiala

2. Pozitie initiala - in picioare
cu mainile prinse la spatele gatului

INSPIR concomitent cu
usoara extensie a trunchiului si
departarea coatelor

EXPIR concomitent cu
revenire in pozitia initiala

3. Pozitie initiald - stdnd cu
mana stanga pe sold, bratul drept
intins pe langa corp

INSPIR concomitent cu
inclinarea trunchiului spre stanga
cu ducerea bratului drept intins pe
langa ureche

EXPIR concomitent cu
revenire in pozitie initiala.

EXERCITII REALIZATE TN APA

4. Pozitie initiala: in picioare cu
bratele intinse la nivelul pieptului
in fata (apa pana la nivelul gatului)

INSPIR concomitent cu
indoirea coatelor pe langa corp

EXPIR concomitent cu
revenirea in pozitia initiala

5. Pozitie initiala: in picioare,
cu bratele lipite intinse in fata(apa
sa fie la nivelul gatului)

INSPIR concomitent cu
departarea bratelor lateral

EXPIR concomitent cu
revenirea in pozitie initiala
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RESPIRATORY KINETOTHERAPY IN SARS-COV-2 PANDEMIC CONTEXT

Physiotherapist Adriana-Elena CHIRICA, Physiotherapist Daniel-Remo JICA, Physiotherapist Ghiulen MUSTAFA

Within  Techirghiol Balnear
and Recovery Sanatorium, the
physiotherapy department
developed a respiratory
physiotherapy program for
hospitalised patients. The

kinetic program is carried out
outdoors, within the “Cold Baths”
department, with the prescription
of attending physicians. It consists
of exercises that are performed
on sand, but also in the lake
water under the guidance of
physiotherapists.

Most exercises are performed
during  breathing (inhalation-
exhalation) not only considering
the rhythm and duration of a
movement, but also in order to

achieve sufficient ventilation
for increased muscle oxygen
consumption. In  addition,

rhythmic and conscious breathing
becomes arelaxing element during
breaks or at the end of physical
activity program. On the other
hand, respiratory physiotherapy is
a main therapeutic and recovery
tool for functional respiratory
deficit in bronchopulmonary or
extrapulmonary diseases with
respiratory resonance. The notion
of respiratory  physiotherapy
has a wide range of objectives,
methods and methodologies,
adapted to investigate various
disturbed mechanisms of
respiratory function. This general
notion includes: relaxation,
posture, corrective gymnastics,
respiratory rehabilitation, dosed
exercise training, coughing
education, speech education and
occupational therapy.

Respiratory rehabilitation
is performed through a set of
specific kinetic and analytical
techniques that address patients

with clinically impairment of
respiratory function, these
techniques aiming to recover

one of the pathophysiological
mechanisms  underlying  the
degradation of respiratory
function due to disease. Therefore,
respiratory rehabilitation aims
to provide a different way of
breathing adapted to the needs of
patient and sufficient mobilizable
air volumes, with as reduced
ventilatory work as possible,
during a well-controlled and
coordinated breathing.

Respiratory rehabilitation

has several components, each
with its own pathophysiological
explanation:

1. Directing the air to the
upper respiratory tract is, usually,
a neglected issue, although in the
end, this is where the air column
that ventilates the lungs begins
and ends.

The role of upper respiratory
tract in the mechanics of
ventilation is to regulate the speed
of movement and the pressure of
air column.

Nose breathing is the most
physiological form of breathing.
The nose can be considered as
an adjustable resistance in the
way of air column, resistance
that will influence the strength
of inspiratory muscles, and in
children, the shape of chest.

Exhalation will be performed
through mouth by patients, thus
decreasing the flow resistance of
exhaled air column.

One method of respiratory
rehabilitation by directing the
air to the wupper respiratory
tract is singing, which requires a
combination of optimal conditions
to ensure the best possible
breathing, a certain posture of
head, torso and whole body, good
strength of respiratory muscles,
way of directing correct air column,
large volumes of mobilizable air,

perfect respiratory coordination.

During singing, the
larynx represents a variable
resistance which not only trains
the respiratory muscles, but
annihilates the installation of
expiratory dynamic  bronchial
obstruction.

There are countries where
singing is used as an independent
method of respiratory
rehabilitation. Here is how:

Initially the posture is
corrected (raised head, straight
spine, abdomen retracted in chest
extension, relaxed shoulders,
support polygon slightly enlarged

Deeper inspirations are
trained, followed by brief apneas
and by longer exhalations.

Then, the pronunciation by
singing of a series of syllables
such as: "mom, mom, mom"
when breathing out is performed.
These expiratory exercises have
the role of toning the respiratory
muscles, which remain contracted
throughout the emission of
sounds - this is a form of isometric
contraction.

2. Rehabilitation of costal
breathing.

The optimal effectiveness of
costal movement is obtained only
when the costal movement starts
from an intermediate position of
relaxation, respectively when the
rib makes an angle of 45¢ with the
vertical axis passing through the
costovertebral joint.

The lower costal movement
increases the transverse thoracic
diameter, while the upper costal
movement the sagittal diameter.

Both the position and
movement of ribs depend on the
position and mobility of spine.
Thus, spinal flexion increases
the obliquity of ribs, facilitating
exhalation. The rachis extension
horizontalizes the ribs, providing
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only the impression that it
increases inhalation. In fact, this
position decreases inspiration,
as it blocks the movement of
diaphragm.

The contribution of thoracic
respiration is about 35% of
mobilizable lung volumes.

3. Rehabilitation of
diaphragmatic breathing.

The diaphragm is the main
driving force of ventilation,
which by a displacement of
about 3 cm determines 65% of
this ventilation. The value of
diaphragmatic respiration is not
just about this increased process
of participation in ventilation. The
diaphragm saves energy as it has
the lowest cost per unit volume
of ventilated air. Diaphragmatic
respiration ensures ventilation
of lung bases and the best
intrapulmonary distribution of air.
The diaphragm ensures, through
its amplitude of movement, the
maximum respiratory capacity
with a complete exhalation. It has
adirectinfluence on venous return
circulation, due to the thoraco-
abdominal pressure changes it
causes.

The rehabilitation technique
of diaphragmatic breathing s
reduced to training the so-called
abdominal breathing. Because the
diaphragm cannot be controlled
voluntarily, its movements will be
helped by the movement of intra-
abdominal pressure, which can
be voluntarily directed through
contracting the wall suction as
it will increase the pressure and
the diaphragm will be pushed
upwards, facilitating exhalation.

4. Breathing control and
coordination
Directed ventilation has

several components:

a) Respiratory rhythm -
respectively ventilation frequency
per minute - has an important
role in the determination of
respiratory pathophysiological
mechanisms (it increases the
uneven intrapulmonary air
distribution, decreases dynamic

compliance, increases flow
resistance, increases ventilatory
work, etc.).

b) Infact, the control of current
volume is in close correlation with
the frequency, because during
the breathing rehabilitation, the
patient's ventilation should not
be modified; by decreasing the
frequency, the current volume
will increase, sometimes reaching
even 70-80% of the value of
vital capacity in patients with
obstructive  bronchopulmonary
diseases, because for the
restrictive ones, on the contrary,
we will maintain a small current
volume, but not exaggerated.

c¢) The ratio between
respiratory times and duration
of breaks between these times
are important. A respiratory cycle
involves the following sequence:
inspiration-postinspiratory pause-
expiration-postexpiratory pause.

d) Air flow control.

The speed of air flow has a
direct influence on ventilatory
mechanics, increasing the dynamic
resistance, and changes the flow
regime of air through the bronchi.
This control aims to re-educate
both inhalation and exhalation to
slow and equal flows.

The training is performed
by blowing through a pipe in a
bottle half filled with water; an
uninterrupted and equal series
of air bubbles which break the
surface of liquid should result.

e) Control of breathing
when moving and exerting effort
represents the last stage of
achieving control and coordination
of breathing: when moving and
the chest is considered, the
respiratory muscles are required,
which can cause ventilatory
disharmony; the effort — even
minimum, but of some intensity —
triggers uncoordinated breathing
— dyspnea.

The exercises start with
movements performed on a single
respiratory cycle; the patient
should breathe in before the
action (turning in bed, getting

out of bed, from the chair, etc.)
and breathe out for a long time
during its execution - as well as for
general gymnastic exercises - arm
raises, torso flexions, etc.

Examples of
performed on sand

1. Initial position - standing
upright with the hands next to the
body

| BREATHE IN with a slight
extension of torso, extension of
arms above the head, at the same
time

| BREATHE OUT and at the
same time, return to the initial
position

2. Initial position - standing
upright with the hands behind the
neck

| BREATHE IN with a slight
extension of torso, moving the
elbows apart, at the same time

| BREATHE OUT and at the
same time, return to the initial
position

3. |Initial position - with
left hand on hip and right arm
outstretched next to body

| BREATHE IN while extending
the torso to the left side with the
right arm outstretched next to ear

| BREATHE OUT and at the
same time, return to the initial
position

EXERCISES PERFORMED IN
THE WATER

4. Initial position - standing
upright with arms outstretched at
chest level in front (water at level
of neck)

| BREATHE IN and
simultaneously bend the elbows
next to the body

| BREATHE OUT and at the
same time, return to the initial
position

5. Initial position - standing
upright with arms outstretched in
front (water at level of neck)

| BREATHE IN and
simultaneously move the arms
sideways

| BREATHE OUT and at the
same time, return to the initial
position

exercises






