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EDITORIAL

NAMOLUL TERAPEUTIC TECHIRGHIOL - UNUL DINTRE CELE MAI
VALOROASE BUNURI ALE COMUNITATII LOCALE

De-a lungul timpului multi au fost
cercetatorii care au adus importante
contributii la cunoasterea calitatilor
terapeutice ale lacului Techirghiol, dar
nu multi au ramas vasnici aparatori

ai cauzei lacului Techirghiol. Unul dintre acestia,
academicianul Marian Traian Gomoiu, ne-a parasit
recent, ldasandu-ne Tnsa ca zestre zbaterile unei
vieti dedicate naturii, Dobrogei si implicit lacului,
pe care l-a numit, deseori, metaforic, perla din
coroana balneologiei romanesti. A ldsat o bogata
literatura de specialitate, aproape doua sute de studii
proprii, fundamentate pe cercetarea de teren, pe o
bibliografie complexa, de ultima ora. Istoria recenta
il retine ca primul academician al Dobrogei si printre
cei mai importanti specialisti romani din domeniul
biologiei marine si al ecologiei.

A fost ani buni presedinte al unei comisii
guvernamentale pentru protectia acestui unicat al
naturii de la litoralul romanesc, a condus o comisie
pentru darea in custodie a lacului. A participat la
nenumarate evenimente stiintifice pledand pentru
utilizarea eficienta si durabild, nu abuziva, a resurselor
ecologice ale lacului Techirghiol, intr-o perioada
caracterizata prin schimbari permanente, cu impact
antropic/natural, de cele mai multe ori negativ.

Ca presedinte al Comisiei de Oceanologie si
Hidrologie din cadrul Academiei Romane (COLAR) a
adus Lacul Techirghiol si ecosistemele sale in atentia
celui maiimportant forum stiintificromanesc. Atragea
atentia ca "ecosistemele lacului sunt vulnerabile in
fata schimbarilor, fiind expuse unor efecte interactive
a stresorilor, care determind schimbari complexe
si adesea neasteptate in mediul abiotic si biotic, ca
abordarile stiintifice actuale sunt in mare masura
inadecvate”.

Elena Roxana TUCMEANU

A avertizat asupra reactiilor pe termen lung ale
lacului Techirghiol si ale fluxurilor sale la schimbari, ca
sunt necesare informatii bine fundamentate pentru a
evalua vulnerabilitatea dintr-o perspectiva sistemica.
Se intreba si intreba: “Care este riscul unei schimbari
nedorite a regimului in ecosistemele acvatice in urma
careia se pot pierde servicii ecosistemice importante?
Ce factori declanseaza o astfel de schimbare? Exista
posibilitatea de a gestiona acesti factori pentru a
impiedica schimbarile de regim si a promova starile
ecosistemice dorite?”

Constatarile academicianului sunt dure: la ora
actuala prognozele integrate pentru lacul Techirghiol
lipsesc sau sunt putine, riscul evaludrilor de stare
fiind ridicat, iar raspunsurile viitoare nefiind luate
in considerare; aceasta inseamna ca ecosistemele,
aparent robuste in prezent, pot fi expuse schimbarilor.

Poate pentru noi, cel mai important lucru
din toate pledoariile recente ale academicianului
Marian Gomoiu asupra lacului Techirghiol pe care
ni le-a incredintat, este proiectul care sa vizeze
imbunatatirea Sistemului de monitoring integrat
al lacului Techirghiol; scopul general al Proiectului
constituindu-I sustinerea eforturilor pentru protectia
si restaurarea calitatii mediului si a sustenabilitatii
lacului si a resurselor sale ecologice.

Un proiect de cercetare privind starea ecologica
a lacului Techirghiol si a proceselor de peloidogeneza
prin cunoasterea dinamicii factorilor naturali si a
mecanismelor productiei biologice, preciza autorul
acestuia, ar trebui sa cuprinda, printre altele,
urmatoarele pachete majore de lucru:

»®Analiza criticd a programelor initiale de
monitorizare, revizuirea lor si elaborarea unui
program nou, adecvat situatiilor prezente.

eSprijinirea adaptarii si implementarii unor
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elemente MSFD in ecosistemele
apelor interioare, in special ale

celor  hipersaline; revizuirea
programelor de monitorizare
si identificarea Starii Ecologice

Bune in zona sistemului ecologic
Techirghiol, tinand seama, acolo
unde se poate, de Directiva-cadru
,Strategia pentru mediul marin”
(MSFD).

eMonitorizarea integrata a
lacului Techirghiol si a zonelor
perilacustre;  elaborarea  unui
raport sintetic cu concluzii si un
program de masuri.

eoOrganizarea de expeditii
comune pe teren pentru
observatii, masuratori si colectari
de probe.

ePrelucrarea probelor
colectate pe teren si imbogatirea
sistemelor de baze de date
existente.

eStabilirea
"realiste” si  ”optimiste” de
evolutie a ecosistemelor pe
termen mediu si scurt; cresterea
expertizei sectoarelor de
cercetare, diseminarea datelor,
constientizarea publicului,
vizibilitatea proiectelor.

eCercetari experimentale
privind posibilitatile de redresare
ecologica a lacului Techirghiol prin
acvaculturd; Succesul reproductiv
la Artemia salina si Cladophora
cristalina.

scenariilor

eDezvoltarea prototipului
unei bazei de date privind
calitatea apei si namolului lacului
Techirghiol, in care Primaria
orasului Techirghiol si Sanatoriul
Balnear si de  Recuperare
Techirghiol vor dezvolta portalul
web al Sistemului de Informatii al
lacului Techirghiol.

Namolul terapeutic
Techirghiol este unul dintre
cele mai valoroase bunuri ale
comunitatii locale”.

Strigatul de alarma al
academicianului a devenit
chemarea pentru protectia

Lacului Techirghiol si conservarea
resurselor si functiilor sale
ecologice  printr-un  program
coerent de "veghe” pe termen
lung, bine calibrat pe specificul
obiectivului de referinta, abordat
de un consortiu multidisciplinar
si  multi-institutional, care sa
cuprinda cercetatori din diverse
domenii, reprezentanti ai mediului
academic, reprezentanti ai
diferitelor arii de interes si mai ales
ai populatiei locale, ai Primariei
orasului Techirghiol si localitatilor
depinzand de resursele ecologice
ale acestui lac, care sa raspunda
pe termen lung multitudinii de
probleme stiintifice, economice,
politice si sociale.

,Dupd o experientd de mai
bine de un secol cu miraculosul

Techirghiol, avem datoria
morald, ne cerea cu autoritatea-i
recunoscuta academicianul
Gomoiu, de a-i cunoaste mai
bine tainele si de a-l ocroti, de a-i
mentine resursele si functiile sale
cu atat mai mult cu cat astazi se
gasesc “petitori” ce-l doresc cu
ardoare.

Lacul nostru, cu tot ce
graviteaza in jurul lui este “doctorul
nostru”, asa cum spune, intr-
adevar, o veche “zicere” locala”.
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There have been many
researchers along time who have
brought major contributions to
knowing the therapeutic qualities
of lake Techirghiol, however
not many have for always
remained protectors of the lake
Techirghiol cause. One of them,
the academician Marian Traian
Gmoiu left us recently, leaving us
the legacy of a life dedicated to
nature, Dobrogea and, implicitly,
the lake, which he often called,
in a metaphor, the pearl of the
Romanian balneology. He left us a
rich speciality literature, nearly two
hundred personal studies, based

EDITORIAL

TECHIRGHIOL THERAPEUTIC MUD - ONE OF THE MOST
VALUABLE ASSETS OF THE LOCAL COMMUNITY

on field research, on a complex
and updated reference literature.
The recent history remembers
him as the first academician of
Dobrogea and amongst the most
important Romanian specialists
in the field of marine biology and

ecology.
For vyears, he has been
president of a governmental

commission for the protection of
this unique element of nature on
the Romanian seaside and chaired
a commission for the lake custody.
He attended countless scientific
events, pleading for the efficient
and sustainable, not abusive, use

Elena Roxana TUCMEANU

of the green resources of Lake
Techirghiol, in a time characterised
by permanent changes, of
anthropic / natural impact, most
of the time negative.

As president of  the
commission of Oceanology and
Hydrology within the Romanian
Academy (COLAR), he put Lake
Techirghiol and its ecosystems
in the attention of the most
important scientific forum. He
used to draw the attention on
the fact that the “lake ecosystems
are vulnerable to changes, being
exposed to the interactive effects
of stress factors entailing complex

martie 2021
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and often unexpected changes of
the abioticand biotic environment,
and current scientific approaches
are highly inappropriate". He
also warned about the long term
reactions of the lake Techirghiol
and its flows under change, that
well-founded  information s
required to assess vulnerability
from a systemic perspective. He
was also wondering: “What is the
risk of an unwanted change of the
conditions on water ecosystems
liable to cause the loss of major
ecosystem services? What factors
trigger such change? Is there the
possibility to manage these factors
to prevent changing conditions
and to promote the wanted
ecosystem states?”

The academician's findings
are  tough: the integrated
prognosis for lake Techirghiol is
currently missing or insufficient,
the risk assessments regarding
its conditions being high, and
future answers being excluded
from consideration; this means
that ecosystems, apparently solid
today, can be exposed to changes.

For us, the most important
issue of all recent arguments of
the academician Marian Gomoiu
regarding lake Techirghiol is
the project aiming to improve
the integrated monitoring
system of lake Techirghiol; the
general purpose of the project
is to support the efforts for the
protection and restoration of the
environmental quality and the
lake sustainability, as well as that
of its green resources.

A research project concerning
the green condition of lake
Techirghiol and of the processes

of peloidogenesis by knowing
the dynamics of natural factors
and mechanisms of biological
production, as the author stated,
should include, inter alia, the
following major work packages:
“eCritical analysis of initial
monitoring programmes, their
review and preparation of a new
programme, matching the current
situations.
eSupport for the adaptation
and implementation of some
MSFD elements in the ecosystems
of inner waters, especially hyper-
saline ones; review of monitoring
programmes and identification of
a Good Green Area in the are area
of the green system Techirghiol,
considering, where possible, the
master directive "Strategy for
seaside environment” (MSFD).
eintegrated monitoring of
lake Techirghiol and peripheral
areas; preparation of a synthetic
report with conclusions and a
measure programme.
eoOrganisation of common
field visits for observations,
measurements and sampling.
eProcessing of  samples
collected from the field and
population of the existing data
bases.
eEstablishment of "realistic"
and ‘"optimistic" scenarios for
the evolution of ecosystem on
medium and long term; increasing
the expertise in the research fields,
data dissemination, raising of the
public awareness, project visibility.
eoExperimental research
regarding the ecological
restoration possibilities for lake
Techirghiol by aquaculture;
Reproduction success of Artemia

salina and Cladophora cristalina.

eDevelopment of the
prototype for a data base
regarding the quality of water and
mud in lake Techirghiol, where
the Town Hall in Techirghiol /
Techirghiol Balnear and Recovery
Sanatorium shall develop the
web portal of Lake Techirghiol
Information System. After an
experience of over a century with
the miraculous Techirghiol, we
have the moral duty to now better
its secrets and protect it, maintain
the resources an functions, even
more considering that today there
are "wooers" hungrily wishing for
it. Techirghiol therapeutic mud is
one of the most valuable assets of
the local community".

The conclusion is the call for
the protection of Techirghiol and
the preservation of resources
and ecological functions under a
coherent "watching" programme,
well calibrated on the specific
reference objective, approached

by a multidisciplinary and
multi-institutional cooperative
consortium, containing

researchers form various domains,
representatives of the academic
environment, representatives
of various areas of interest and,
especially, of the local population,
of the Town Hall in Techirghiol
and in the localities depending on
the ecological resources of this
hyper-saline lake, to address on a
long term the multiple scientific,

economic, political and social
issues.
Our lake, with everything

around it, is "our doctor", as a
local "saying" truly goes".



La nivel global, in contextul
pandemic actual, milioane de
oameni sunt afectati de sindromul
respirator acut sever provocat
de SARS CoV-2, cauzand boala
COVID-19. Desi COVID-19 la
majoritatea persoanelor se
manifesta primar ca o infectie
respiratorie acuta, aceasta
patologie poate avea un tablou

clinic variat (de la persoane
asimptomatice pana la cazuri
severe/complicate) care afecteaza
diverse organe si sisteme (sistemul
respirator, neurologic, cardiac,
ocular, gastrointestinal, cutanat
si altele), cu un impact puternic
asupra functionarii persoanelor
afectate, putdnd genera diverse
dizabilitati pe termen lung.
Cercetdrile de ultima ord sugereaza
ca serviciile de reabilitare medicala
integrate cu ingrijirea pacientilor
cu sechele de infectie SARS CoV-2
ofera avantaje atat pentru pacient,
cat si pentru sistemul medical n
general.

Studiile referitoare la
serviciile de reabilitare medicala
post COVID-19 au un caracter

Techirghiol | martie 2021

RECUPERAREA POST COVID-19IN
SANATORIUL BALNEAR $I DE RECUPERARE TECHIRGHIOL

Madadlina-Gabriela ILIESCU, Irem ABDULA, Liliana-Elena STANCIU, Daniela PROFIR, Gina UNGUREANU,
Carmen OPREA, Alina-Cristina CHIRU, Elena- Roxana TUCMEANU, Elena-Valentina IONESCU

preliminar, pandemia generata
de COVID-19 fiind o situatie
complexd, putin cunoscuta pentru
sistemele de sanatate. Totodata,
numeroase studii clinice ofera
recomandari privind interventiile
si principii de organizare a
asistentei de reabilitare pentru
aceasta categorie de pacienti.
Reabilitarea medicalda aduce

beneficii pentru pacientii ce
dezvolta infectie respiratorie
acutda severa (sindromul de

detresa respiratorie) in perioada
de convalescenta, pacientilor
care au fost intubati si/sau au
urmat tratament in sectiile de
terapie intensiva, pacientilor ce au
dezvoltat pneumonii interstitiale
si prezintd consecinte precum
dispneea, limitarea rezistentei la
efort, scaderea nivelului Sa02,
limitarea activitatilor vietii zilnice
si oricarei persoane care prezintd
diferite deficiente functionale si
comorbiditati.

Potrivit Organizatiei Mondiale
a Sanatatii, reabilitarea medicala
poate imbunatati serviciile
de sandtate si rezultatele

tratamentului persoanelor
cu sechele COVID-19 prin
optimizarea acestora si cresterea
functionalitatii, inclusiv  prin
prevenirea  complicatiilor ce
pot apdrea in sectiile de terapie
intensiva sau alte sectii specializate
implicate  1n managementul
COVID-19, facilitarea externarii
precoce in situatia unui sistem de

sanatate suprasolicitat, siin acelasi
timp, reducerea riscurilor de
internari repetate dupa externare.
Astfel, infectia COVID-19 are un
impact medical si social puternic,
iar integrarea serviciilor de
medicina fizica si de reabilitare
medicald poate aduce multiple
avantaje  pentru  persoanele
trecute prin infectie, precum si
pentru societate.

Serviciul de reabilitare din
cadrul Sanatoriului Balnear si de
Recuperare Techirghiol consta
intr-o resursa umana calificata si
antrenatdinasistentadereabilitare
functionala, care urmeaza masuri
preventive, utilizeaza echipament
personal de protectie individuala
adecvat, Tn conformitate cu



standardele aprobate, politicile si
masurile internationale, pentru
evitarea sau reducerea riscului
de transmitere a oricarei infectii
ca urmare a efectuadrii unor
interventii terapeutice specifice
si a unor proceduri de reabilitare,
iar programul terapeutic este
personalizat in  functie de
nevoile pacientului, deficitele
functionale si  comorbiditatile
prezente. Reabilitarea persoanelor
post COVID-19 se axeaza pe
ameliorarea  simptomelor de
dispnee, stres psihologic, limitarea
graduala a intensitatii programului
de reabilitare, obiectivul final fiind
ameliorarea starii fizice si calitatii

Terapia SYS

vietii, cu reintegrarea in mediul
familial si  socio-profesional.
Evaluarea initiala si re-evaluarea
functionala sunt efectuate pe tot
parcursul perioadei de reabilitare,
iar pacientii primesc informatii
despre starea lor de sanatate si
educatie cu privire la strategiile
de autogestionare, controlul
simptomelor si interventiile de
reabilitare.

Planul de reabilitare este
individualizat si centrat pe
fiecare pacient, iar obiectivele de
reabilitare se stabilesc in raport
cu impactul functional al infectiei
COVID-19  asupra  sistemului
respirator si a altor sisteme/
organe luand 1in considerare
factorii personali, de mediu si

comorbiditati preexistente.

Cele mai frecvente sechele
si disfunctii identificate dupa
infectia cu SARS-CoV-2, care pot
fi abordate in unitatea noastra,
sunt: sechele respiratorii- dispnee,
fibroza pulmonara, deficiente de
expectorare, tipare patologice
de respiratie, hiperventilare;
sechele musculo-scheletale:
deconditionare fizica si oboseals,
slabiciune  musculara severs,
hipomobilitate articulara, mialgii,
dereglari de echilibru si mers,
scadere a tolerantei la efort;
sechele neurologice: cefalee,
tulburari de constiinta, sindroame
convulsive, alterare a simtului
de gust si a mirosului, parestezii,

b

functionale cardiorespiratorii si a
tolerantei generale la efort si nu
numai, sunt reprezentate de:

- Scala Functionala Specifica

a Pacientului/Patient Specific
Functional Scale — evaluarea
perceperii limitelor in realizarea
activitatilor cotidiene.

- Chestionarul International de
Activitate Fizica/ International
Physical Activity Questionnaire

— evaluarea functionalitatii si
dizabilitatii.

- Monitorizarea saturatiei de
oxigen si a indicilor vitali (AV, TA,
FR) thainte, in timpul si la sfarsitul
sedintei de reabilitare.

- Scala Borg si Borg CR10 —
evaluarea gradului de dispnee si

Hivamat/Deep Oscillation

status post encefalita virala, risc
crescut de AVC, polineuropatii,
poliradiculonevrite; sechele
cardiovasculare:  dereglari de
ritm, insuficienta cardiaca,
miocardite, coagulopatii; sechele
psihoemotionale:  distorsionare

a imaginii corporale, pierdere
a demnitatii si a controlului,
anxietate, atacuri de panica,
labilitate emotional3, stari

depresive, autocompatimire, stari
confuzionale, stres posttraumatic,
ideatie suicidara; altele: limitare
a activitatilor cotidiene (ADL),
disfagie, dereglari de vorbire,
afectare a deglutitiei, dereglari
gastrointestinale, tulburari vizuale.

Teste functionale necesare
pentru evaluarea capacitatilor

fatigabilitate.

- Scala Berg — evaluarea
echilibrului.

- Testul de mers 6 minute —
capacitatea functionala.

- Scorul Barthel — evaluarea
capacitatilor functionale cotidiene
(ADL).

- FAC-Description of Functional
Ambulation Category.

- MOCA-Montreal Cognitive
Assessment.

Procedurile terapeutice
care pot fi efectuate in cadrul
Sanatoriului  Balnear si de
Recuperare Techirghiol pentru
pacientii cu patologie post Cov-19
suntreprezentatede:Kinetoterapie
individualda/ Kinetoterapie de
grup, masaj, Hivamat/Deep

Techirghiol | nr. 22



Oscillation, SYS — Super Inductive
System, Magnetoterapie, FIT-Vibe,
Nirvana, Walker View, Vacumed,
Hidrokinetorapie in bazin cu apa
sarata, Psihoterapie, iar in sezonul
estival - aerosolizare naturala pe
malul lacului Techirghiol.

Un rol important  in
implementarea programelor de
recuperare este jucat de echipa
multidisciplinara, reprezentata
de: medic specialist/primar de
medicina fizicd si de reabilitare,
kinetoterapeut, asistent medical
generalist, asistent de fizioterapie,
maseur, terapeut ocupational,
psiholog, logoped, Tingrijitoare,
infirmiere, brancardieri, iar rolul
acestei echipe este extrem de
important: selecteaza pacientii
care vor urma programul
complex de reabilitare, stabileste
diagnosticul clinico-functional,

stabileste scopul si obiectivele
tratamentului de reabilitare,
realizeaza tratamentul recuperator
progresiv, adaptat fiecarei faze
a bolii si etapei de reabilitare,
conform protocoalelor terapeutice
ale sectiei, evalueaza rezultatele
tratamentului recuperator la etapa
intermediara si finala.
Contraindicatiile absolute ale
inceperii programului terapeutic,
specifice patologiei COVID-19,
sunt reprezentate de: necesar
de oxigen, istoric de tromboza
in ultimele 8 sdptamani, test RT-
PCR pozitiv (exudat nasofaringian
si faringian), dependentd majora
pentru autoingrijire si locomotie.
Contraindicatiile terapeutice
generale si speciale legate de
internarilelarecuperareinunitatea
noastra se iau in considerare si se
vor respecta pentru fiecare caz in

parte.
In  concluzie, infectia cu
virusul SARS CoV-2 ramane o

cauza importanta de morbiditate
si mortalitate la nivel global. Cu
toate ca pana in acest moment
nu s-a putut determina impactul
pe termen mediu si lung al
acestei infectii asupra sistemului
respirator si asupra altor organe
la pacientii vindecati si externati,
conform expertilor, aproximativ un
sfert din acesti pacienti raman cu
sindroame de deconditionare si/
sau disfunctii variate plurisistemice
si cu sechele respiratorii avand
capacitatea pulmonara redusa cu
aproximativ  20-30%. Medicina
fizica si de Reabilitare este singura
specialitate In care pacientul este
abordat din punct de vedere al
afectarii functionale, indiferent de
cauza care a produs-o.

POST COVID-19 RECOVERY AT TECHIRGHIOL BALNEAR AND RECOVERY SANATORIUM
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At global level, in the current
pandemic context, millions of
people are affected by the severe
acuterespiratory syndrome caused
by SARS CoV-2, causing the disease
COVID-19. Although COVID-19, in
most people, can initially manifest
as an acute respiratory infection,
this pathology can feature a
diverse clinical panel (from
asymptomatic persons to severe
/ complicated cases) affecting
various organs and systems (the
respiratory, neurological, cardiac,
ocular, gastrointestinal, cutaneous
and other systems), with a strong
impact on the functionality of
people affected, and can cause
long term disabilities. The latest
research suggests that medical
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rehabilitation services integrated
in the care of patients with SARS
CoV-2 infection sequelae provides
advantages both for the patient
and for the medical system in
general.

Studies regarding medical
rehabilitation services  after
COVID-19 are preliminary, the
pandemic caused by COVID-19
being a complex situation, little
known by the health systems. At
the same time, multiple clinical
studies provide recommendations

regarding  interventions and
principles to organise the
rehabilitation support for this

category of patients.
Medical
is beneficial

rehabilitation

for the patients

developing severe acute
respiratory infection (respiratory
difficulty syndrome) during

the recovery period. Intubated
patients or patients who were in
the intensive care units, patients
developing interstitial pneumonia
and show consequences such
as dyspnoea, limitation of stress
resistance, reduction of Sa02
level, limitation of daily activities
and for any person showing
various functional deficiencies and
comorbidities.

According to the World
Health  Organisation, medical
rehabilitation can improve health
services and treatment results
for the persons with sequelae
of COVID-19 by means of: the



improvement of health services
and increase of functionality,
including the prevention of the
complications that may appear
in ICU or other specialised
departments involved in the
management of COVID-19, by
enhancing early discharge in the
case of an overburden health
system and, at the same time, the
reduction of the risk of repeated
admissions after discharge. Thus,
the infection with COVID-19
has a strong medical and social
impact and the integration of
physical medicine and medical
rehabilitation can bring many
advantages for the persons who
were ill, as well as for the society.

The rehabilitation service
within Techirghiol Balnear and
Recovery Sanatorium consists of
qualified human resources, trained
for the functional rehabilitation
support, observing preventive
measures, using appropriate
individual protection equipment,
according to the standards
approved, to international policies
and measures, to avoid or reduce
the risk of transmission of any
infection as a result of specific
therapeutic  interventions or
rehabilitation procedures carried
out and the therapy programme
is customised according to the
patient's needs, functional
deficiencies and comorbidities
present. Rehabilitation of persons
after COVID-19 focuses on the
improvement of symptoms such
as dyspnoea, psychological stress,

limitation of physical capacity,
with the gradual increase of
the rehabilitation programme

intensity, the final aim being to
improve the physical condition
and the quality of life, with the
reintegration into the family and
social-professional environment.
The initial assessment and the
functional re-assessment are
carried out during the entire
rehabilitation period and patients
receive information on their

health condition and education
regarding self-suggesting
strategies, symptom control and
rehabilitation interventions.

The rehabilitation plan is
customised and focused on each
patient, and the rehabilitation
objectives are set in relation to the
functional impact of the COVID-19
infection on the respiratory
system and on other systems /
organs, considering personal,
environment factors and and pre-
existing comorbidities.

The most frequent sequelae
and dysfunctions identified
after the SARS-CoV-2 infection
which can be approached in
our facility are: Respiratory
sequelae - dyspnoea, lung fibrosis,
expectoration deficiencies,
pathological respiratory patterns,
hyperventilation; musculoskeletal
sequelae: physical impotence
and fatigue, severe muscular
weakness, joint low mobility,
myalgias, balance and walking
disorders, reduction of stress
tolerance; neurological
sequelae: headaches, conscience
disturbances, convulsive
syndromes, damage of taste and
smell, paraesthesia, post viral
encephalitis status, highrisk of AVC,
polyneuropathies, polyradiculo-
neuritis; cardiovascular sequelae:
rhythm  disturbances, cardiac
failure, myocarditis, coagulopathy;
psycho-emotional sequelae:
distortion of body image, loss of
dignity and control, anxiety, panic
attacks, emotional disorders,
depressive states, self-pity,
confusion, post-traumatic stress,
suicidal ideas; others: limitation
of daily activities(ADL), dysphagia,
speech disorders, swallowing
disorders, gastrointestinal
disturbances, visual disturbances.

The functional tests required
to assess the cardio-respiratory
functional capacity and the
general stress tolerance, and not
only, are represented by:

- Patient Specific Functional Scale
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— assessment of limit perception
in the completion of daily
activities.

- International Physical Activity
Questionnaire — assessment of
functionality and disability.

- Monitoring the oxygen
saturation and vital signs (AV, TA,
FR) before, during and after the
rehabilitation session.

- Borg and Borg CR10 Scale —
assessment of dyspnoea and
fatigue level.

- Berg Scale - assessment of
balance.

- Walking test 6 minutes -
functional capacity.

- Barthel Score - assessment of
daily functional capacities (ADL).
- FAC-Description of Functional
Ambulation Category.

- MOCA-Montreal Cognitive

Assessment.

The therapeutic procedures
that can be performed within
Techirghiol Balnear and
Recovery Sanatorium for the
patients  with  post Cov-19
pathology are represented
by: Individual kinetotherapy /
Group kinetotherapy, massage,
Hivamat/Deep Oscillation,
SYS — Super Inductive System,
Magnetotherapy, FIT-Vibe,
Nirvana, Walker View, Vacumed,
Hydrokinetotherapy in salt water,
psychotherapy, and, during the
summer, natural aerosols on the
shore of Techirghiol Lake.

A  major role in the
implementation  of  recovery
programmes is played by the
multidisciplinaryteamrepresented
by: the physical medicine and

. . =
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rehabilitation specialist / primary
doctor, kinetotherapist, general
medicine nurse, physiotherapy
nurse, masseur, occupational
therapist, psychologist, logopedist,
auxiliary care staff, corpsmen, and
the role of this team is extremely
important: they select the patients
to be subject to the complex
rehabilitation programme, set the
clinical-functional diagnostic, set
the scope and objectives of the
rehabilitation treatment, complete
the progressive rehabilitation
treatment, adjusted according
to each stage of the illness and
rehabilitation stage, according to
the section therapy protocols and
assess the results of the recovery
treatment in interim and final
stages.

Absolute counter-indications
of starting the therapy programme,
specific to COVID-19 pathology,
are represented by: the need of
oxygen, thrombosis history within
the past 8 weeks, positive RT-PCR
test (nasal-pharynx and pharynx
exudate), major dependence on
self-care and locomotion. The
general and special counter-
indications related to recovery
admission into our facility are
considered and complied with for
each individual case.

In conclusion, the infection
with SARS CoV-2 remains a major
cause of morbidity and mortality at
global level. Although the medium
and long term impact of this
infection is yet to be determined
in terms of the respiratory system
and other organs in patients cured
and discharged, according to
experts, approximately a quarter
of these patients are left with
impotence syndromes and / or
various plurisystemic dysfunctions
and respiratory sequelae, with
the lung capacity reduced by
approximately 20-30%. Physical
and rehabilitation medicine is the
only speciality where patient is
approached in terms of functional
deficiency, regardless of the cause.



Informatii generale:

Fasceita plantara este una
din frecventele cauze care produc
asa numitul ,picior dureros” si se
considera ca aceasta afectiune se
datoreaza unui proces inflamator
localizat la nivelul fasciei plantare.
in prezent, este incriminata drept
cauza degenerarea fibrelor de
colagen din componenta fasciei.
Apare cu predilectie dupa varsta
de 40 de ani, mai frecvent la femei,
fiind favorizata de modificari ale
greutdtii corporale (obezitate,
sarcinad), de altfel boala se poate
corela cu indicele de masa
corporald. Afectiunea se manifesta
la persoanele care, prin natura
profesiei, stau mult timp in picioare
sau merg mult: profesori, ospatari,
militari, politisti, dansatori si nu
in ultimul rand la sportivi (mai
ales cei care alearga pe distante
mari).(3) Pacientii descriu durere la
nivelul partii inferioare a calcaiului
legatda de incarcarea mecanica a
acestuia.

Fascia plantara este una din
structurile cele mai rezistente
ale piciorului, care sustine arcul
plantar. Ea este Tntinsa atunci cand
arcul piciorului se aplatizeaza, si
absoarbe forta impactului atunci
cand calcaiul ia contact cu solul.
Aceasta nu are o structurd atat
de flexibild, si, in urma unor
microtraumatisme repetate, pot
aparea mici rupturi la nivelul ei.

Anatomie:

Fascia plantara este formata
din 3 benzi: centrala, mediala
si longitudinala. Componenta
centrala, cea mai groasa,
are origine pe tuberozitatea
calcaneana posteromediald si
acopera muschiul flexor scurt al
degetelor.(})) Poate fi urmarita
de la insertia calcaneana pana

ASPECTE ECOGRAFIGE IN FASCEITA PLANTARA
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la insertia distala, apare in
sectiune longitudinala ca o
banda  triunghiulara fibrilara

hiperecogena, cu grosime de 3-4
mm la 0,5 cm de origine, care se
subtiazd si se lateste progresiv. in
sectiune transversala, uneori dificil
de diferentiat, apare ca o banda
ecogena aplatizata. Evaluarea
dinamica, in cursul flexiei dorsale
a piciorului, induce tensiune
intrafasciala, ceea ce permite
evaluarea mai exacta a marginilor
sale.

Factori favorizanti:
ePiciorul plat (platfus);
ePiciorul scobit (pes cavus);
eRotatia interna sau externa a
piciorului in timpul mersului;
einciltdmintea inadecvats —
tocuri prea nalte, talpa prea
subtire;
eAlergatul fara incaltaminte
adecvat3;
eExistenta unor traumatisme
repetate;
eDesfasurarea unor profesii ce
necesita ortostatism prelungit
si suprasolicitarea piciorului
(profesori, lucratori comerciali,
chelneri etc.);
ePersoane care desfasoara
activitati pe suprafete dure si/
sau neregulate (alpinisti, sportivi,

Calcaneal
stress fracture

Calcaneal
osteophyte r \
(bene spur) Plantar Plantar heel

fasciitis fat pad atrophy J

militari, dansatori s.a.);
ePersoanele adulte odata cu
fnaintarea in varsta, datorita
pierderii elasticitatii fasciei
plantare n timp;
eObezitatea;

ePinteni calcaneeni (osteofit);
eFactori ereditari.

Afectiunea pare a avea o
incidenta mai mare in randul
femeilor. Fapt posibil datorita
preferinteiincaltaminteicutoc, dar
si a modificarilor pe care le sufera
organismul femeii in timpul unei
sarcini (modificari ale centrului de
greutate, crestere ponderala).

Semne si simptome:

Fasceita plantara determina
durere la nivelul calcaiului ce
poate iradia spre partea mediala
a talpii piciorului, care apare
frecvent dimineata. Pe masura ce
pacientul se deplaseaza, durerea
scade in intensitate, dar poate
reveni dupa perioade indelungate
de stationare. Durerea se poate
agrava in timp, iar mersul se
poate modifica datorita durerii
indelungate.

eDurere ascutita la nivelul
calcaiului, de obicei la 4 cm sub
calcai sau in zona mediana a talpii

piciorului.
eDurerea este intensa
Al
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dimineata, cand se fac primii pasi
dupa repausul de noapte, dar se
poate instala si la debutul unor
activitati, precum mersul sau
alergatul, se reduce pe masura
ce activitatea se desfasoara si de
obicei reapare dupa o perioada de
odihna si reluarea efortului.

ein general, afecteazd un
singur picior, nu apare noaptea,
ceea ce o diferentiazda de alte
afectiuni articulare, neurologice
sau osoase, ce se pot dezvolta la
acest nivel.

*Se mai asociaza cu limitarea
dorsiflexiei gleznei, iar stretching-
ul fasciei plantare poate fi dureros.

eIn 70% din cazuri fasceita
plantara poate coexista sau poate
favoriza dezvoltarea de pinteni

calcaneeni, care frecvent sunt
considerati a fi cauza durerii
plantare.

Diagnostic:

Diagnosticul de  fasceita
plantara se pune pe baza
simptomelor pacientului si a
durerii pe care acesta o acuza la
palparea insertiei aponevrotice
pe tuberozitarea calcaneului.
Radiografia se poate efectua
pentru realizarea diagnosticului
diferential cu un pinten sau chist
0sos. Radiografia nu poate insa
pune diagnosticul de certitudine
(partile moi nefiind vizibile prin
aceasta metoda imagistica de
explorare). Ingrosarea si edemul
fasciei pot fi insa vizibile ecografic
sau prin RMN.

Aspecte ecografice:

Ecografic se constata aparitia
de hipoecogenitati focale sau
globale si stergerea structurii
fibrilare a fasciei. Marginile nu
mai sunt bine delimitate, iar
dimensiunile cresc. Peste 4 mm sau
o diferenta de peste 1mm fata de
piciorul sanatos este considerata
patologica. Nu intotdeauna
punctul de maxima fingrosare
corespunde cu locul standardizat
pentru masuratoare. Frecvent
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Sdgeata albd: fascia plantard; sdgeata albastra: calcaneul
(aspect ecografic normal)

Hiperemia fasciei
plantare (ruptura
partiald)

el este la 2 cm de insertie. Poate
aparea edem periinsertional,
iar suprafata calcaneului poate
fi  neregulatd prin  aparitia
osteofitelor. In faza acutd se poate
demonstra aparitia hiperemiei
moderate sau accentuate. in
plus, demonstrarea ecografica a
prezentei sau absentei rupturilor
fibrilare sau a calcificarilor
intregeste tabloul clinic. (")

Diagnostic diferential:
Durerea de calcai poate avea
mai multe cauze, printre care:
eFractura de stress a calcaneului;
eAtrofia tamponului de grasime;
eNeuropatie compresiva si
metabolic3;
eInfectie;
e|schemie;
eTumori.

Fascia plantarad
ingrosatd (aspect
hipoecogen)

Tratament:
Tratamentul fasceitei plantare
este unul complex si de durata, si
include: tratament igieno-dietetic,

medicamentos, kinetoterapie,
masaj si fizioterapie. Daca terapia
conservatoare nu da rezultatele
dorite se poate interveni
chirurgical ca ultima metod3,
deoarece riscul de complicatii este
relativ crescut.

Obiectivele terapeutice
vizeaza reducerea inflamatiei
si calmarea durerilor, refacerea
elasticitatii fasciei si asigurarea
unei vieti normale a pacientilor.

1. Tratament igieno-dietetic;

eScaderea in greutate (unde
este cazul);

ePurtarea unor talonete care
sa Tnalte bolta piciorului si a unei
incaltaminte adecvate;



*Repaus segmentar n
perioadele dureroase, cu evitarea
suprasolicitarii piciorului (alergat,
sarituri, ortostatism prelungit);

eLocal se recomanda aplicatii
reci, dusuri reci.

*Se poate apela la anumite
dispozitive medicale de tip orteza,
purtate pe timpul noptii. Acestea
vor sustine glezna intr-un unghi
de 90° cu piciorul. Degetele vor
fi pozitionate in sus realizand
o dorsiflexie pasiva cu scopul
terapeutic de intindere constanta
a fasciei plantare.

2. Tratament medicamentos

eTratamentul medicamentos
presupune  administrarea de
antiinflamatoare  nesteroidiene
(AINS) timp de 2-3 saptamani,
precum ibuprofen, pentru
combaterea inflamatiei si a durerii,
insa cu precautie la persoanele cu
afectiuni gastrointestinale.

eCorticoterapia injectabila
localda poate fi utild, Tnsd exista
riscul ca aplicatiile locale repetate
sa produca noi leziuni ale fasciei.

3. Kinetoterapia

eGimnastica medicald in
cazul fascitei plantare constd in
exercitii de stretching ale gambei
si fasceiei plantare (ex: din sezut,
cu picioarele intinse, cu un prosop
rulat infasurat n jurul talpii, se
trage de capetele prosopului
tinand genunchiul drept, mentineti
pozitia 15-30 de secunde).

4. Masajul

eMasajul plantei este o
metoda eficienta de a reduce
tensiunea la nivelul fasciei.

Crioterapia, aplicarea de gheata pe
zona dureroasa 15-20 de minute,

de 3-4 ori pe zi sau masajul plantei
cu gheata timp de 5-10 minute
ajuta la ameliorarea durerii.

5. Fizioterapia

Se pot aplica local:

eCurent diadinamic - in
scop antialgic si de Tmbunatatire
a circulatiei locale (DF),
antiedematos si tonicizant al
musculaturii sustindtoare a
boltei plantare (PS), miorelaxant
si analgetic pentru durerile
pronuntate si persistente (PL). (%)

eUltrasunet - cu efect
antiinflamator si fibrinolitic in doze
mici (0,05-0,4 W/cm?3), metoda
dinamica.

eLaser in punctul dureros.

*TECAR - cu actiune antialgica,
antiinflamatoare, antiedematoasa
si fibrinolitica, dar si de stimulare
a sintezei colagenului si elastinei.
in sistem capacitiv (CET 20%,
SuperPulse) sau rezistiv, de
preferat prin Myback pentru a si
asupliza tesuturile.

Contraindicatii: tulburari
de sensibilitate periferica,
sensibilitate crescutda la caldura,
tulburari de coagulare, sarcing,
neoplazii, epilepsie.

eExtracorporeal Shock Wave
Therapy(ESWT) :

Shock wave este o noua
tehnologie care utilizeaza undele
de soc pentru tratamentul
durerilor cronice ale sistemului
musculoscheletal. Terapia Shock
wave are la baza generarea unei
energii foarte intense 1intr-o
perioada foarte scurta de timp
(10 milisecunde), unda de soc
strabatand astfel tesuturile cu
0 vitezd mai mare decat viteza
sunetului.(?)

Unda de soc creeaza o
presiune mecanica asupra
tesuturilor afectate, ceeace ducela
cresterea permeabilitatii celulare,
crescand astfel microcirculatia
si metabolismul celular, grabind
vindecarea precum si dizolvarea
depunerilor calcare.

Efectele ESWT:
eformarea de vase sanguine noi

estimularea productiei de colagen
edizolvarea calcificarilor
escaderea inflamatiei in zona
afectata.

Terapia  Shockwave este
contraindicata Tn cazul femeilor
insarcinate, persoanelor care

sufera de diabet, boli vasculare,
celor purtatoare de pacemaker,
cu tulburari hematologice sau
neurologie si celor care prezinta
infectii locale.

Concluazii:

in peste 90% din cazuri,
tratamentul conservator corect
condus determinda  remiterea
simptomatologiei algice.

in cazurile rebele, la care
simptomatologia persista (peste
9 luni) sau s-a accentuat, poate
fi luata Tn considerare optiunea
chirurgicala. Complicatiile cele
mai frecvente ale interventiei
sunt: prabusirea boltei plantare,
lezarea nervilor, infectia etc. Cand
este indicat, o sectionare partiala
a portiunii mediale a fasciei,
fmpreund cu decompresia ramurii
nervoase catre muschiul abductor
al degetului mic, ar putea fi
eficient3.’®  Pacientul trebuie
instiintat de faptul cd poate
urma o recuperare prelungita
postchirurgical, dar cu rate de
reusita de 80-90%.
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General information:

Plantar fasciitis is one of the
common causes of the so-called
"painful leg" and it is considered
that this condition appears due to
an inflammatory process located
in the plantar fascia. Currently,
it is incriminated as cause the
degeneration of collagen fibers in
the fascia. It appears mainly after
the age of 40, more frequently
in women, being influenced by
changes in body weight (obesity,
pregnancy), otherwise the disease
can be correlated with the body
mass index. The condition affect
people who, by the nature of the
profession, stand for a long time
or walk a lot: teachers, waiters,
soldiers, police, dancers and last
but not least in athletes (especially
those who run long distances). (3)
Patients describe pain in the lower
heel related to its mechanical
loading.

The plantar fascia is one of
the most resistant structures
of the foot, which supports the
plantar arch. It is stretched when
the arch of the foot flattens, and
absorbs the force of the impact
when the heel makes contact with
the ground. It does not have such
a flexible structure, and, as a result
of repeated microtraumas, small
ruptures may occur in it.

Anatomy:

The plantar fascia consists
of 3 bands: central, medial
and longitudinal. The thickest
central component originates
on the posteromedial calcaneal
tuberosity and covers the muscle
flexor brevis of fingers. It is found
from the calcanean insertion until
the distal one, in longitudinal
view, as a fibrous hiperechogenic
triangular band,3-4 mm thick at
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0.5 cm from the origin, which
thins and widens progressively.
In cross section, sometimes
difficult to differentiate, it appears
as a flattened echogenic band.
Dynamic  assessment  during
dorsiflexion of the foot induces
intrafascial tension, which allows
more accurate assessment of its
edges.

Facilitating factors:
oFlat foot (flat foot)
eHollow leg (pes cavus)
eInternal or external rotation of
the foot while walking
eInadequate footwear - heels too
high, sole too thin
*Running without proper
footwear
*The existence of repeated
traumas
eCarrying out professions that
require prolonged orthostatism
and overwork of the foot
(teachers, commercial workers,
waiters, etc.)

ePeople who carry out activities
on hard and / or irregular surfaces
(climbers, athletes, soldiers,
dancers, etc.)

eAdults with age, due to loss of
elasticity of the plantar fascia over
time

eObesity

eHeel spurs (oteophyte)
eHereditary factors.

The condition seems to
have a higher incidence among
women. This is possible due to
the preference of heeled shoes,
but also to the changes that the
woman's body undergoes during
pregnancy (changes in the center
of gravity, weight gain).

Signs and symptoms:

Plantar fasciitis causes pain
in the heel that can radiate to the
medial aspect of the foot, which
often occurs in the morning. As the
patient moves, the pain decreases
in intensity, but may return after
long periods of standing. The pain




may worsen over time, and gait
may change due to prolonged
pain.

e|t is manifested by sharp pain
in the heel, usually 4 cm below the
heel or in the middle of the foot.

*The pain is intense in the
morning, after the first steps, but
it can also start at the beginning
of activities such as walking or
running, reduces as the activity
progresses and usually reappears
after a period rest .

|t generally affects one leg,
it does not appear at night, which
differentiates it from other joint,
neurological or bone diseases,
which can develop at this level.

elt is also associated with
limited dorsiflexion of the ankle,
and stretching of the plantar fascia
can be painful.

eIn 70% of cases, plantar
fasciitis may coexist or promote
the development of calcaneal
spurs, which are often considered
to be the cause of plantar pain.

Diagnostic:

The diagnosis of plantar
fasciitis is based on the patient's
symptoms and the pain he accuses
when palpating the aponeurotic
insertion on the tuberosity of the
calcaneus. Radiography can be
performed to make a differential
diagnosis with a spur or bone cyst.
The radiography cannot make the
certain diagnosis (the soft parts
are notvisible through this imaging
method of exploration). However,
the thickening and edema of the
fascia may be visible by ultrasound
or MRI.

Echografic aspects:

Ultrasound shows the
appearance of focal or global
hypoechoicity and the erasure
of the fibrillar structure of
the fascia. The edges are no
longer well delimited and the
dimensions increase. Over 4
mm or a difference of more than
1 mm from the healthy foot is

considered  pathological. The
point of maximum thickening
does not always correspond

to the standardized place for
measurement.  Frequently it
is 2 cm below the insert. Peri-
insertional edema may occur, and
the surface of the calcaneus may
be irregular due to the appearance
of osteophytes. In the acute phase,
moderate or severe hyperemia
can be demonstrated. In addition,
ultrasound  demonstration  of
the presence or absence of
fibrillar ruptures or calcifications
completes the clinical picture. (")

Differential diagnoses:
Plantar heel pain has many
potential causes, including:
eCalcaneal stress fracture
eFat pad atrophy
eCompressive and metabolic
neuropathy
eInfection
e|schemia
eTumors.

Treatment:

The treatment of plantar
fasciitis is complex and long-lasting
, and includes: hygienic-dietary
treatment, drug medication,
kinetotherapy, @ massage and
physiotherapy. If conservative
therapy does not show satifying
results, surgery can be performed
as a last option, because the risk
of complications is relatively high.

The therapeutic objectives
aim to reduce inflammation and
relieve pain, restore the elasticity
of the fascia and ensure a normal
patients life.

1. Hygienic-dietary treatment

*Weight loss (where
appliable)
eWear lifts that raise the

arch of the foot and appropriate
footwear

eSegmental rest  during
painful periods, avoiding the
overload of the foot (running,
jumping, prolonged orthostatism).

eCold applications, cold
showers are recommended locally.

eYou can use certain orthosis-
type medical devices during the
night. These will support the ankle
at a 90° angle to the foot. The
fingers will be positioned upwards
performing a passive dorsiflexion
for the therapeutic purpose of
constant stretching of the plantar
fascia.

2. Drug treatment

¢Drug treatment involves the
administration of non-steroidal
anti-inflammatory drugs (NSAIDs)
for 2-3 weeks, such as ibuprofen,
to combat inflammation and pain,
but with caution in people with
gastrointestinal disorders.

eLocal injectable
corticosteroid therapy may be
useful, but there is a risk that
repeated local applications may
result in new fascia lesions.

3. Kinetotherapy

eMedical gymnastics in the
case of plantar fasciitis consists
of stretching exercises of the leg
and plantar fascia (eg: sitting, with
outstretched legs, with a rolled
towel wrapped around the sole,
pull the ends of the towel holding
the knee extended, hold the
position 15-30 seconds).

4. Massage

ePlantar massage is an
effective way to reduce fascia
tension. Cryotherapy, applying
ice to the painful area for 15-
20 minutes, 3-4 times a day or
massaging the plant with ice for
5-10 minutes helps to relieve pain.

5. Physiotherapy

eCan be applied locally:

eDiadynamic current - for
analgesic and local circulation
improvement (DF), antiedematous
and tonic of the supporting
muscles of the plantar arch (PS),
muscle relaxant and analgesic for
pronounced and persistent pain
(PL). (%)

eUltrasound - with anti-
inflammatory and fibrinolytic
effects in small doses (0.05-0.4 W



/ cm?), dynamic method.

eLaser in the painful point.

*TECAR- with analgesic, anti-
inflammatory, anti-edematous
and fibrinolytic action, but also to
stimulate the synthesis of collagen
and elastin. In capacitive system
(CET 20%, SuperPulse) or resistive,
preferably through Myback to
soften the tissues.

Contraindications: peripheral
sensitivity disorders, increased
sensitivity to heat, coagulation
disorders, pregnancy, neoplasms,

epilepsy.

eExtracorporeal Shock Wave
Therapy (ESWT):

Shock wave is a new
technology that wuses shock

waves to treat chronic pain of
the  musculoskeletal  system.
Shock wave therapy is based on
the generation of a very intense
energy in a very short period of

Nu este un secret faptul ca
Sanatoriul Balnearside Recuperare
Techirghiolbeneficiaza de existenta
uneia dintre cele mai moderne
si complexe baze de tratament
balneo-fizical-kinetic din Romania.
Numit, pe buna dreptate, “nava
amiral a balneologiei romanesti”,
Sanatoriul Techirghiol a impus in
ultimii ani standarde cu adevarat
inalte in ceea ce priveste calitatea
serviciilor medicale oferite
pacientilor, atat din punct de
vedere al echipamentelor de
ultima generatie, cat si al pregatirii
personalului. Astfel, in cadrul
laboratorului  de  recuperare

time (10 milliseconds), the shock
wave thus passing through the
tissues at a speed higher than the
speed of sound. (*)

The shock wave creates
a mechanical pressure on the
affected tissues, which leads to
increased cell permeability, thus
increasing microcirculation and
cellular metabolism, accelerating
healing and dissolution of calcium
deposits.

Effects of ESWT:
eformation of new blood vessels
estimulating collagen production
edissolution of calcifications
edecrease in inflammation in the
affected area.

Shockwave therapy is
contraindicated  in pregnant
women, people with diabetes,
vascular disease, those with
pacemakers, haematological or

neurological disorders, and those
with local infections.

Conclusions:

In over 90% of cases, the
correctly conducted conservative
treatment determines the
remission of algic symptoms.

In rebellious cases, in which
the symptomatology persists (over
9 months) or has worsened, the
surgical option may be considered.
The most common complications
of the intervention are: collapse
of the plantar arch, nerve
damage, infection, etc. When
indicated, a partial release of the
medial plantar fascia, along with
decompression of the nerve to the
abductor digiti quinti may effect a
cure. ® Advise the patient that a
prolonged recovery after surgery
may be expected, with cure rates
in the 80% to 90% range.

MEDICINA INTERNA IN CADRUL
SANATORIULUI BALNEAR $I DE RECUPERARE TECHIRGHIOL

Dr. Nicoleta STOICA - medic primar Medicind Internd, competentd ecografie abdominald

medicald dedicat adultilor se
pot trata, zilnic, pana la 1000 de
pacienti si se pot realiza pana la
5000 de servicii medicale.
Preocuparea principald a
personalului medical 1l reprezinta
tratamentul afectiunilor
reumatismale, atat inflamatorii
cat si degenerative. Pe langa
factorii naturali oferiti, precum
climatul, apa cloruro-sodica
a lacului Techirghiol si mai
ales namolul, factori ce dau
unicitate tratamentelor oferite,
echipa medicala si de cercetare
a sanatoriului a fincercat fin
permanenta sa ridice standardul

serviciilor medicale oferite, avand
in vedere atat adresabilitatea
mare, cat si valoarea istorica a
statiunii Techirghiol, reusind sa se
plaseze, timp de doi ani la rand,
pe primul loc Tn randul statiunilor
balneare din Romania.

Fiind o baza de tratament de
tip monospecialitate, cu pacienti
de varste diferite, dar si cu o gama
largd de patologii asociate, a
aparut necesitatea existentei unor
specialitati conexe.

Cabinetul de Medicina
Internd, nou fnfiintat, functional
din data de 15 martie 2021, vine
in completarea misiunii adoptate



la nivel de institutie, aceea de
a oferi un tratament medical
complex si performant, la cele
mai Tnalte standarde si are ca
scop asigurarea de consultatii de
specialitate Tn cadrul circuitului
medical, recomandarea de
investigatii paraclinice (biologice
si imagistice), efectuarea de
investigatii paraclinice (ecografie
abdominala), recomandarea
de tratament de urgenta prin
intermediul liniei de garda, precum
si alte tratamente de specialitate.

Recomandarile de tratament
balnear se fac de cdatre medicii
specialisti in balneo-fizioterapie si
recuperare medicald, protocolul
terapeutic fiind individualizat,
in  concordantd cu  varsta
pacientului, rezervele functionale
ale organismului si prezenta
afectiunilor asociate. Evaluarea
pacientului in vederea stabilirii
unor contraindicatii temporare
sau definitive se poate face
prin intermediul cabinetului de
medicind interna, evitind astfel
aparitia de incidente nedorite in
timpul procedurilor terapeutice.
Suplimentar pot fi tratate afectiuni
acute sau cronice, acutizate sau
necontrolate terapeutic.

Cine se poate adresa
cabinetului de medicina interna?

- pacientii cu afectiuni acute,
aparute Tn timpul internarii (prin
intermediul liniei de garda);

- alergodermii, pusee
hipertensive, crize de angina
pectorala, tulburarideritm cardiac,
colica renalg, biliara, hiperglicemii,
hipoglicemii, afectiuni respiratorii
acute, sindrom dureros abdominal
acut etc;

- pacientii  cu afectiuni
cardiace (hipertensiune arterial3,
insuficienta cardiaca, cardiopatie
ischemica, valvulopatii, tulburari
de ritm cardiac etc) pentru examen
clinic, EKG, recomandari de dieta
si tratament, precautii privind
expunerea la factori de risc;

- pacientii obezi, cu dificultati
de respiratie si deplasare datorate

suplimentar cresterii in greutate,
pentru evaluare sirecomandare de
dieta si tratament de specialitate;

- pacientii dislipidemici
(colesterol si trigliceride crescute)
pentru evaluare si recomandare
de tratament;

- pacientii cu diabet zaharat,
pentru evaluarea statusului actual,
a complicatiilor si factorilor de risc,
pentru recomandari de dieta si
tratament de urgenta;

- pacientii cu afectiuni
oncologice asociate, la care
durerea osoasa poate avea si alte
originidecatbolilereumatologicesi
necesita investigatii suplimentare;

- pacientul cu durere osoasa,
refractara la orice tratament de
balneo-fizioterapie si recuperare,
in vederea stabilirii unui plan de
investigatii si tratament;

- pacientii  cu afectiuni
pulmonare cronice (astm bronsic,
BPOC, sechele TBC), cu disfunctii
respiratorii temporare sau
permanente, pentru evaluare
si recomandari de conduita si
tratament;

- pacientii cu afectiuni
hepatice cornice (hepatite
cronice virale, ciroza hepatica,
steatohepatita alcoolicad sau non-
alcoolicd) sau acute (de cauza
neprecizatd), in vederea stabilirii
planului de investigatii si terapie
specifica;

- pacienti cu patologie hepato-
biliard acuta sau cronicad (litiaza
biliara veziculara, coledociana);

- pacienti cu afectiuni renale
acute (cistite, pielonefrite acute,
glomerulonefrite, infectii de tract
urinar) si cronice — neobstructive
(boala renala cronica de diverse
cauze) sau obstructive (litiaza
renald, formatiuni  expansive
abdominale  compresive), in
vederea investigatiilor (echografie
abdominald) si  tratamentului
specific;

- pacienti cu afectiuni
digestive (boala de reflux gastro-
esofagian,  esofagit3, ulcere,
patologie colonica, tumori de tract

digestiv);
- pacienti cu
endocrinologica ce pot dezvolta

patologie

tulburari de ritm cardiac sau
dezechilibre clinico-biologice;

- orice pacient aflat in stare de
urgenta, care necesita acordarea
primului ajutor.

Sanatoriul Balnear Si
de Recuperare Techirghiol
promoveazd nu  numai o0

terapie moderna a durerii, prin
recuperarea pasiva si activa a
pacientului, cisio evaluare corects,
in vederea stabilirii unei conduite
terapeutice salvatoare, adoptarea
unui stil de viata sanatos, bazat pe
miscare si o alimentatie sandtoasa,
o gandire pozitiva a pacientului in
vederea constientizarii raspunsului
la intrebarea: “Cum sunt eu si ce-
as putea sa fac pentru mine?”.
Prioritatea noastra numarul unu
ramane ca pacientul sa beneficieze
de confortul si siguranta unui
tratament corect, complex si
benefic, adaptat particularitatilor
medicale ale fiecaruia in parte.



INTERNAL MEDICINE AT TECHIRGHIOL BALNEAR AND RECOVERY SANATORIUM

Dr. Nicoleta STOICA - Internal Medicine Primary Doctor, competent in abdominal ultrasound

It is no secret that Techirghiol
Balnear and Recovery Sanatorium
benefits from the existence of
one of the most modern and
complex  balneo-physical-kinetic
treatment base in Romania. Fairly
called the “admiral ship of the
Romanian balneology", Techirghiol
Sanatorium has posed over the
last years truly high standards in
terms of the quality of medical
services provided to the patients,
both in terms of the state-of-the-
art equipment and in terms of the

staff training. Thus, the medical
recovery laboratory for adults
can treat, each day, up to 1000
patients and up to 5000 medical
services can be provided.

The main concern of the
medical staff is represented
by the treatment of rheumatic
disorders, both inflammatory and
degenerative. Besides the natural
factors offered, such as climate,
the chlorine-sodium water of lake
Techirghiol and, especially, the
mud, which factors render the
treatments provided unique, the
medical and research team of the
sanatorium have permanently
tried torise the standard of medical
services provided, considering
both the high addressability and
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the historical value of Techirghiol
resort, succeeding to take, for
two years in a road, the first place
in the list of balnear resorts in
Romania.

As a mono-specialised
treatment base, with patients
of all ages and a wide range of
associated pathologies, the need
of adjoin specialities emerged.

The new Internal Medicine
Cabinet, operational as of March
15th, 2021, shall complete the
institutional mission, namely to

provide a complex and performing
medical treatment, at the highest
standards and its purpose is to
ensure specialised investigations
within the medical circuit, the
recommendation of paraclinical
investigations (biologic and
imaging), the performance
of  paraclinical investigations
(abdominal  ultrasound), the
recommendation of emergency
treatment by means of the
emergency team and other
specialised treatments.

The recommendation
for balnear treatment are
issued by specialist doctors of
balneophysiotherapy and medical
recovery, the therapeutic protocol
being customised according to the

patient's age, the body functional
reserves and the presence of
associated disorders. The patient is
assessed in the internal medicine
cabinet in order to set provisional
or definitive counter-indications,
thus avoiding unwanted incidents
during therapy. In addition, acute
or chronic, intensified or therapy
uncontrolled disorders can be
treated.

Who may address the internal
medicine cabinet?

- patients with acute disorders,
occurring during admission (by
means of the emergency team);

- allergies, high blood pressure
purges, chest angina crises, heart
rate disorders, kidney colic, biliary
colic, hyper-glycaemia, acute
respiratory  affections, acute
abdominal pain syndrome, etc.

- patients with cardiac
disorders (high blood pressure,
cardiac failure, ischemic

cardiopathy, valvulopathy, heart
rate disorders, etc.) for clinical

examination, EKG, diet and
treatment recommendations,
precautions regarding the

exposure to risk factors;

- obese patients, patients with
breathing and motor difficulties
especially due to overweight, for
assessment and recommendation
of diet and specialised treatment;

- patients with dyslipidemia
(high cholesterol and triglycerides)
for assessment and treatment
recommendation;

- patients with sugar diabetes,
to assess the current status,
complications and risk factors,
for recommendations of diet and
emergency treatment;

- patients with associated
oncology disorders, where bone
pain can originate in diseases



other than rheumatic ones and
require additional investigations;

- the patient with bone
pain, which does not react to
any balneophysiotherapy and
recovery treatment, in order to
set an investigation and treatment
plan;

- patients with chronic
lung disorders (asthma, BPOC,
TBC sequelae), with temporary

or permanent breathing
dysfunctions, for assessment
and conduct and treatment

recommendations;

- patients with chronic liver
disorders (chronic viral hepatitis,
liver cirrhosis, alcoholic or non-
alcoholic steatohepatitis) or acute
(of unspecified cause), in order
to set the investigation plan and
specific therapy;

- patients with acute or
chronic liver-biliary  pathology
(biliary bladder or choledochal
lithiasis);

- patients with  acute
kidney disorders (cystitis, acute
pielonephritis,glomerulonephritis,
urinary tract infections) and
chronic - non-obstructive (chronic
kidney disorder of various causes)
or obstructive (kidney lithiasis,
expansive compressive abdominal
formations) for investigations
(abdominal  ultrasound) and
specific treatment;

- patients with digestive
disorders (gastroesophageal reflux
disease, oesophagitis, ulcers,
colon pathology, digestive tract
tumours);

- patients with endocrinology
pathology that may develop heart

rate disorders or clinical-biological
issues;

- any patient in emergency
condition requiring first aid.

Techirghiol  Balnear and
Recovery Sanatorium not only
promotesthemodern paintherapy,
by means of the patient's passive
and active recovery, but also the
correct assessment, in order to set
a curing therapeutic conduct, to
adopt a healthy life style, based on
exercise and healthy eating, the
patient's positive thinking in order
to find the answer to the question:
“How am | and what can | do for
myself?” Our top priority remains
that you benefit from the comfort
and safety of a correct, complex
and beneficial treatment, adapted
to the medical particularities of
each individual patient.

REABILITARE MEDICALA IN SECTIA DE TERAPIE INTENSIVA (TD

Elena CRISTESCU, Clinical Fellow in Neurorehabilitation, LTH NHS Trust, Ward C1 CAH

Sanatoriul Balnear si de
Recuperare Techirghiol si-a deschis
portile pacientilor cu sechele dupa
infectia cu virusul Covid 19. Cu
aceasta ocazie, cititorul trebuie
sa stie care sunt consecintele
admiterii indelungate pe sectia de
terapie intensiva si care este rolul
medicinei de recuperare in cazul
acestora.

Terapia fizicala aplicata in
sectia de Tl se rezuma la mobilizari
pasive ale membrelor, exercitii de
stretching urmate de ortezare,
progresand catre reeducarea
transferurilor in pat, mentinerea
posturii  in  sezut, initierea
ortostatismului si  reeducarea
primilor pasi. Terapia ocupationala
va implica bolnavul in activitatile
de fingrijire personald, reeducand

functiile executive, organizarea,
planificarea si recastigarea unei
mai bune coordonari in membrul
superior. Aceste masuri simple vor
ajuta la prevenirea complicatiilor
secundare imobilizarii prelungite.

Cazurile clinice de miopatie
si neuropatie ce apar secundar
imobilizarii  se  manifesta cu
afectare senzoriala la nivelul
membrelor inferioare, atrofii
musculare distale si/sau proximale
determinand invaliditatea severa a
bolnavului. Recuperarea medicala
in cazul acestora poate fi de lunga
duratd si cu sanse scazute de
refacere integrala. Imobilizarea
prelungita, cat si sindromul
inflamator multisistemic cauzeaza
degenerareaxonala, atrofiafibrelor
musculare de tip Il si reducerea

miozinei, proteina contractila
a fibrei musculare. Aplicarea
cat mai precoce a mobilizarilor
pasive repetate, cat si a ortezarii,
mentinerea unui control glicemic
normal si reducerea administrarii
sedativelor sunt reguli de aur
pentru prevenirea celor de mai
sus.

Insuficienta poliorganica(IP)
este un alt exemplu de complicatie
manifestatd la pacientul internat
in sectiile de TI. Un bolnav poate
supravietui  unei insuficiente
respiratorii, dar poate sa dezvolte
insuficienta hepatica o saptamana
mai tarziu, urmat de hemoragie
gastrointestinala si de insuficienta
renala.

IP apare
sepsisului, traumei

secundar
severe sau



in cazul sindromului inflamator
multisistemic (SIM). Chiar daca
e un proces reversibil, are o
ratd crescutda de mortalitate
(30-100%). Mecanismul
fiziopatologic consta in reducerea
perfuziei tisulare si accelerarea
procesului  metabolic.  Aceste
fenomene sunt responsabile de
aparitia neuropatiei, miopatiei
sau a sindromului de detresa
respiratorie.Sansadesupravietuire
a pacientilor cu IP depinde mult de
varsta, comorbiditati, rapiditatea
de instituire a tratamentului
antiinfectios.

intotdeauna  trebuie  s3
excludem IP la un pacient care
prezinta o temperatura mai mare
de 380C sau mai putin de 360C,
frecventa cardiaca crescuta (>
90 BPM), frecventa respiratorie
> 20 respiratii/minut, leucocite >
12.000 / < 4.000.

Sindromul de detresa
respiratorie este manifestat si de
bolnavul care dezvolta pneumonie
cu virusul Covid 19 si reprezinta
principalul motiv de deces in
cazul acestuia. De aceea pacientul
trebuie mentinut pe ventilatie
artificiala pana la reducerea
completa a inflamatiei tesutului
pulmonar .

Cei care supravietuiesc
sindromului de detresa
respiratorie manifesta toleranta
scazuta la efort, cu mare impact
asupra calitatii vietii. 30-80%
dintre pacientii internati in sectia
de terapie intensiva vor dezvolta
tulburari cognitive  atribuite
sedativelor. Toate acestea
impiedica readaptarea individului
la locul de munca si riscul de a
dezvolta sindrom anxios-depresiv.
Aici intervine rolul de necontestat
al specialitatii noastre care ofera o
gama larga de proceduri adresate
atat tulburarilor fizice cat si celor

psihice.
Efectul de deconditionare
generala este o problema

multifactoriala fiind influentata de
statusul premorbid al pacientului,
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de fitnessul cardio-vascular,
varsta, status nutritional, cat si de
perioada imobilizarii. Abilitatea
de transfer independent in pat
se pierde dupa doar 7 zile de
imobilizare. O persoana sanatoasa,
in stare de repaus, poate sa piarda
intre 3-4 % din forta musculara
in numai 24 h, dar pentru a o
recastiga ii va fi necesar de 3-4
ori mai mult timp. Persoanele
varstnice au risc crescut de a
dezvolta atrofii musculare ce au ca
rezultat reducerea mobilitatii.
Accelerarea activitatii
metabolice impune o nutritie
proteica crescuta (1,2 g/kg/zi)
care poate fi furnizata pe cale

parenterald(iv) sau enterald prin
sonda nazo-gastrica, jejunostoma
sau gastrostoma.

Tromboza venoasa profunda
(TVP) este o complicatie de
temut ce poate sa apara la
pacientul imobilizat. Trombusul
se formeaza cu predilectie in
membrele inferioare, dar se poate
dezvolta in orice vena din corp.
Trombembolismul pulmonar
apare secundar mobilizarii unui
trombus din periferie. Indivizii cu
trombofilie, persoanele obeze,
fumatorii, cei cu neoplazii , varsta
de > 60 ani, gravidele, persoanele
in tratament cu contraceptive
orale prezintad un risc mai mare de

dezvoltare a TVP.

Pacientul care
pneumonie viralda cu virusul
COVID19 are un risc mai mare
de dezvoltare a trombozelor
secundar  cresterii  statusului
procoagulant. in cazul acestora
se administreazd o cantitate
mai mare de anticoagulant pe o
perioada de cel putin 6 luni.

TVP se poate preveni prin
aplicarea ciorapilor compresivi,

dezvolta

compresie pneumatica
intermitenta, cat si promovarea
unei mobilizari cat mai
precoce. Profilaxia cu heparina
nefractionata cu greutate

moleculard mica se aplica tuturor

pacientilor imobilizati (80/40/20
mg) titrat in functie de greutatea
pacientului si de clearance-ul la
creatinina.

Tratamentul TVP se face cu
heparina cu greutate moleculara
mica, apoi initierea tratamentului

cu heparina  (INR2-3) sau
administrarea  anticoagulantelor
orale de generatie noua (exp.
rivaroxaban) care nu necesita
monitorizarea  INR-ului.  Acest
tratament este administrat
pe o perioada de 3 luni. Cand
se prescriu anticoagulante
intotdeauna se analizeaza
beneficiu vs risc, de exemplu
sangerarea. in cazurile refractare



la terapie anticoagulanta si cu risc
mare de mobilizare a trombilor se
apeleaza la implantarea de filtru
de vena cava inferioara.

Escarele sau ulcerele
de  presiune reprezinta o
cauza mare de morbiditate
la pacientii imobilizati pe TI.

Escarele se dezvoltd in regiunea
proeminentelor osoase, cum ar
fi la nivelul regiunii occipitale, a
umerilor, coatelor, sacru,tuberizate
ischiatica, solduri, partea interna
a genunchilor, calcaie si urechi.
Acestea pot fi prevenite prin
pozitionarea pacientului la fiecare

Techirghiol  Balnear and
Recovery Sanatorium opened
doors for patients with sequelae
after the Covid-19 virus. This is an
opportunity for the reader to know
the consequences of extended
admission in ICU and role of
recovery medicine for them.

Physical therapy applied in
ICU means passive mobilisations
of the limbs, stretching exercises
followed by orthoses, going to
the re-education of transfers
in bed, maintaining the sitting
position, starting orthostatism
and re-education of the first steps.
Occupational therapy involves
the patient in personal care
activities, with the re-education
of executional functions,
organisation, planning and
regaining a better coordination
of upper limbs. These simple
measures help prevent secondary
complications of extended
immobilisation.

Clinical cases of myopathy and
neuropathy appearing as a result

2 ore pe durata zilei si la 4 ore pe
timp de noapte.

Medicul de recuperare
decide destinatia  pacientului
dupa externarea din sectia
de TI in functie de nevoile

fiecarui pacient (de exemplu,
ingrijirea traheostomei, paleatie,
incontinentd sfincteriana asociata
cu escare in regiunea fesiera,
afectare spinald sau necesitatea
unei reeducari cardio-respiratorii
etc) nu fTnainte de a completa
un raport medical cu statusul
functional al pacientului.

Mai departe, pacientul este

preluat de echipa de recuperare
compusa din medic, fizioterapeut,
logoped, sora medicala, terapeutul
de terapie ocupationala,
psihoterapeut si  dietetician.
Acestia vor conlucra pentru a
ajuta pacientul sa-si recastige
independenta si increderea pentru
reintegrarea in societate si la locul
de munca.

Referinte
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of immobilisation include sensor
affectation of lower limbs, distal
and / or proximal muscle atrophy,
causing the patient's severe
invalidity. The medical recovery in
their cases can be long, with low
chances of full recovery. Extended
immobilisation and the multi-
systemic inflammatory syndrome
cause axonal degeneration, the
atrophy of muscle fibres of type
Il and reduction of myosin, the
muscle fibre contracting protein.
The early use of repeated passive
mobilisations and orthoses,
maintaining the normal glycaemia
level and the reduction of
sedatives are golden rules to
prevent the above.

Poliorganic failure (IP) is
another example of complication
in the case pf patients in ICU. A
patient an survive a respiratory
infection, but can also develop
liver failure a week later, followed
by gastrointestinal haemorrhage
and renal failure.

IP is secondary to sepsis,

severe trauma or multi-systemic
inflammatory syndrome (SIM).
Even though it is a reversible
process, it has a high rate of
mortality (30-100%). The physio-
pathological mechanism consists
in the reduction of the tissue
perfusion and the acceleration
of metabolic process. Such
phenomena are responsible
for neuropathy, myopathy or
the respiratory syndrome. The
rate of survival of patients with
IP depends much on the age,
comorbidities, the rapidity of
the anti-infectious treatment.
We must always exclude IP in
patients with fever above 38 0C or
below 360C, high heart rate (> 90
BPM), respiratory frequency > 20
respirations/minute, leukocytes >
12.000/ < 4.000.

The respiratory syndrome
is also present in the patient
developing Covid 19 pneumonia
and in the main death reason in
their case. This is why the patient
must be artificially ventilated until



the full reduction of the lung tissue
inflammation.
Those who do survive the

respiratory  syndrome  show
low tolerance to stress, with a
significant impact on the quality of
life. 30-80% of the patients in ICU
shall develop cognitive disorders
due to sedatives. Al these prevent
the individual from adapting
to work and entail the risk of
developing an anxio-depressive
syndrome. This is where the
critical role of our speciality
comes, providing a wide range
of procedures addressed both to
physical and psychic disorders.

The general deconditioning
effect is a multi-factor issue and
is influenced by the patient's pre-
morbid status, the cardiovascular
fitness, age, nutrition state and
the extent of immobilisation.
The ability of individual transfer
in bed is lost after only 7 days of
immobilisation. A healthy person,
in rest, can lose 3-4% of the muscle
force in only 24h and, to regain
it, they will require 3-4 times as
much time. Elders have a high
risk of developing muscle atrophy
resulting in reduced mobility.

The acceleration of metabolic
activity entails a high protein
nutrition (1,2 g/kg/day) which can
be given by parenteral means (iv)
or by enteral means, through a
nasal-gastric tube, jejune stoma or
gastro-stoma.

Deep venous thrombosis
(TVP) is acomplication to be feared

and can appear in immobilised
patients. Thrombus forms mainly
in lower limbs, but can appear
in any vein in the body. Lung
thromboembolism appears after
the mobilisation of a thrombus
at the periphery. Persons with
thrombophilia, obese persons,
smokers and persons with
neoplasia, elders over 60 years
of age, pregnant women, women
using oral contraceptives have a
higher risk of developing TVP.

The patient developing viral
pneumonia with COVID 19 has a
higher risk to develop thrombosis
after the increment of the pro-
coagulant status. In their case, a
higher dose of anti-coagulant is
used for at least 6 months.

TVP can be prevented by using
compressive socks, intermittent
pneumatic  compression  and
the promotion of the -earliest
mobilisation possible. The
prophylaxis with low molecular
weight non-fractioned heparin is
used for all immobilised patients
(80/40/ 20 mg), dosed according
to the patient's weight and the
creatinine clearance.

The TVP treatment is made
with low molecular weight heparin,
then the treatment with heparin
is started (INR 2-3) or oral anti-
coagulants of newer generation
(for instance, rivaroxaban)
which do not require INR to be
monitored. The treatment is used
for a period of 3 months. When
anti-coagulants are prescribed,

the benefits and risks are always
assessed, for instance bleeding. In
the cases resisting anti-coagulant
therapy with a high risk of thrombi
mobilisation, a filter in the inferior
vena cava is implanted.

Sores or pressure ulcers are
a major cause of morbidity in
immobilised patients in ICU. Sores
appear in the bone protuberance
areas, such as occipital area,
shoulders, elbows, sacrum, ischial
tuberosity, hips, internal area of
the knees, heels and ears. These
can be prevented by positioning
the patient every 2 hours during
the days and every 4 hours during
the night.

The recovery doctor decides
the destination of the patient
after being discharged from ICU,
according to the needs of each
patient (for instance, the medical
care of tracheostomy, palliative
care, sphincter incontinence
associated with sores in the
buttocks area, spine affectation or
the need of cardio-respiratory re-
education, etc.).

Next, the patient is taken over
by the recovery team consisting
of the doctor, physiotherapist,
logopaedist, nurse, occupational
therapist, psychotherapist and
dietician. They shall work together
to help the patient to regain
independence and confidence to
return to the society and work
place.



PARTENERIAT MEDICAL INTRE SBRT SI PROGRAM ICARE DE CATETERIZARE PENTRU
PACIENTII CU TRAUMATISME VERTEBRO-MEDULARE

Cateterizare intermitenta
sau Autocaterizarea intermitenta
ACI (CISC- Clean Intermittent Self
Catheterisation) este introducerea
obisnuita a unui tub gol (cateter)
in vezica, pentru a goli de urina.

Cateterul este introdus in
vezica urinara prin uretra (canalul
care conduce urina din vezica
pana la deschiderea exterioara). Cl
este usor de realizat si cu putinta
practica se poate realiza in doar
cateva minute.

Varful cateterului este rotunjit
cu gauriin ambele parti, permitand
urinei sa intre in tub si sa se scurga
din vezica.

Pacientii cu traumatisme
vertebro-medulare  tratati in
cadrul Sanatoriului Balnear si de
Recuperare Techirghiol sunt supusi
unor evaluari minutioase din mai
multe puncte de vedere astfel:

- Evaluarea in  cadrul
traumatismelor vertebro-
medulare. Tn  procesul de
recuperare a pacientilor cu
traumatisme vertebro-medulare
se recomanda utilizarea
scalelor standardizate pentru
documentarea deficientelor
neurologice, nivelului de
dizabilitate, independentei
functionale, suportului pentru
familie, calitatii vietii, precum si a

progresului reabilitarii. Pacientii
trebuie testati pentru deficite
motorii, senzitive, cognitive

de catre personalul medical cu
instruire speciala.

Se recomanda ca evaluarea
initiala sd includa istoricul complet
al bolii si examinarea fizica, in
special focusata pe urmatoarele:

- Comorbiditati medicale;

- Nivelul de constienta si
statusul cognitiv;

- Examinarea tegumentelor cu
risc de escare;

- Functiile intestinala si a
vezicii urinare;

- Mobilitatea, Tn raport cu
necesitatea de asistenta pentru
miscare;

- Riscul dezvoltarii trombozei
venoase profunde;

- Istoricul de administrare
a antiplachetarelor Si
anticoagulantelor;

- Consiliere pentru familie si
ingrijitori.

- Scala ASIA este recomandata
pentru utilizarea in faza acuta
si in perioada de reabilitare
precoce la prezentare/spitalizare a
bolnavului.

Evaluarea functionala

Evaluarea functionala vizeaza
stabilirea nivelului functional in
activitatile vietii zilnice. Pentru
evaluarea functiilor organismului
si a activitatilor pacientilor sunt
recomandate:

- Scala Barthel

-Scala de Madsurare a
Independentei Functionale FIM;

- Scala ADL.

Evaluarea nutritiei si a
hidratarii
Nutritia Si hidratarea
adecvata pot fi compromise fin
cazul tulburarilor de motilitate,

reducerii mobilitatii sau
depresiei care, la randul ei, poate
cauza lipsa interesului pentru

alimentatie. Evaluarea nutritiei si
hidratarii include: monitorizarea
alimentatiei, aprecierea masei
corporale, scaunului si mictiunilor,
calcularea caloriilor, determinarea
nivelului de proteine serice,
electrolitilor si a hemogramei.

Marius Sorin CHIRIAC

Monitorizarea alimentarii
si utilizarii suficiente a lichidelor
trebuie efectuata zilnic, iar masa
corporala sa fie masurata regulat.
Se recomandd o varietate de
metode  pentru  mentinerea
si ameliorarea alimentatiei si
utilizarii suficiente a lichidelor.

Acestea includ:  tratarea
unor probleme specifice care
influenteaza alimentatia si
hidratarea; asigurarea asistentei
in procesul de alimentatie
in cazul Tn care este necesar,
utilizdnd alimentele si lichidele
de consistenta specialda pentru
pacientii cu disfagie si oferind
alimente conform preferintelor
pacientului. Tn cazul in care
alimentatia orala nu este posibila
se monteaza sonda nazogastrald
sau gastrostoma.




Evaluarea functiei vezicii

urinare si functiei intestinale

Evaluarea functiei vezicii
urinare la pacientii cu traumatism
vertebro-medular este obligatorie
siinclude:

- Aprecierea retentiei de
urind prin folosirea scanarii
ultrasonografice a vezicii urinare
sau prin cateterizari permanente
si intermitente;

- Masurarea frecventei
mictiunilor, volumului si
controlului vezicii urinare;

- Evaluarea prezentei disuriei.
Se recomanda eliminarea
cateterului Foley in primele 48
de ore pentru prevenirea riscului
major de infectie a tractului urinar.
in cazul in care cateterul Foley
este folosit, el trebuie Tnlaturat cat
mai repede posibil. Se recomanda
elaborarea programului individual
de reeducare a vezicii urinare
la pacientii cu incontinenta de
urina. Se recomanda elaborarea
programului de management
special la pacientii cu TVM in cazul
persistentei  constipatiilor sau

incontinentei fecale.

Programul ICARE vine in
ajutorulpacientilorcutraumatisme
vertebro-medulare internati
in cadrul Sanatoriul Balnear si
de Recuperare Techirghiol prin
instruirea  folosirii  cateterelor
vezicale si, de asemenea, prin
punerea la dispozitie a tuturor
materialelor necesare acestei
proceduri.

Necesitatea acestor programe
este benefica pentru pacientii
Sanatoriului  Balnear si de

Recuperare Techirghiol, iar pe
viitor se doreste realizarea cit mai
multor programe medicale de
informare si constientizare pentru
pacientii cu traumatisme vertebro-
medulare.
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MEDICAL PARTNERSHIP BETWEEN TBRS AND THE ICARE CATHETERISATION
PROGRAMME FOR PATIENTS WITH VERTEBRAL-MEDULLA TRAUMAS

Intermittent catheterisation
orintermittent self-catheterisation
ACl (CISC - Clean Intermittent
Self  Catheterisation) means
the insertion of an empty tube
(catheter) into the bladder to
remove urine.

The catheter is inserted in the
bladder by means of the urethra
(the channel taking urine from the
bladder to the outer orifice). Cl is
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easy to carry out and can be done
in just a few minutes with some
practice.

The tip of the catheter is
round, with orifices on both sides,
allowing the urine to enter the
tube an drain from the bladder.

Patients  with  vertebral-
medulla traumas at Techirghiol
Balnear and Recovery Sanatorium
are subject to thorough

Marius Sorin CHIRIAC

assessments from several points
of view, as follows:

Assessment in case of
vertebral-medulla traumas. In the
recovery process for the patients
with vertebral-medulla traumas,
it is recommended to use the
standard scales to document
neurological deficiencies, the
level of disability, functional
independence, family support,



life quality and the rehabilitation
progress. Patients must be tested
in terms of motor, sensitive and
cognitive deficits by the medical
staff with special training.

It is recommended that the
initial assessment include the full
history of the disease and physical
examination, especially focused
on the following:

- Medical comorbidities;

- The level of conscience and
cognitive status;

- Assessment of teguments
with risk of sores;

- Intestinal
functions;

- Mobility, in relation to the
need for movement support;

- Risk of developing deep
venous thrombosis;

- The history of anti-platelet
and anti-coagulant drug use;

- counselling for the family
and care staff;

- the ASIA scale is
recommended in the acute stage
and in the early rehabilitation
period when the patient comes to
the hospital / is admitted.

and bladder

Functional assessment

The functional assessment
focuses on the functional level in
the daily life. In order to assess

the functions of the body and the
patients’ activities, the following
are recommended:

- Barthel Scale;

- Functional Independence
Measurement Scale FIM;
- ADL Scale;

Assessment of nutrition

and hydration

Appropriate nutrition and
hydration can be compromised in
case of motor disorders, reduction
of mobility or depression which, in
turn, can cause alack of interest for
food. The assessment of nutrition
and hydration includes: eating
monitoring, estimation of body
mass, faeces and urine, calculation
of calories, determination of
serum protein, electrolytes and
blood analysis.

Monitoring the food intake
and sufficient use of liquids must
be done on a daily basis and the
body mass measured on a regular
basis. A variety of methods are
recommended to maintain and
improve food and liquid intake.

These include: treatment
of some specific influencing
eating and drinking; assurance of
support in the eating process is
required, using food and liquids
of special consistence for patients

with dysphagia and providing
food according to the patient's
preferences. If oral nourishment is
not possible, a nasal-gastric sound
or gastrostomy are used.

Assessment of bladder
function and
intestinal function

The assessment of the bladder
function in patients with vertebral-
medulla trauma is mandatory and
includes:

-assessmentofurineretention
by ultrasonography scanning of
the bladder or permanent or
intermittent catheterisation;

- measurement of urination
frequency, volume and control of
the bladder;

- assessment of dysuria
frequency; It is recommended to
remove the Foley catheter within
the first 48 hours to prevent the
major risk of infection of the
urinary tract. If the Foley catheter
is used, it must be removed as soon
as possible. It is recommended to
prepare an individual programme
for the re-education of the
bladder for patients with urinary
incontinence. It is recommended
to prepare a special management
programme for patients with TVM
in case of persistent constipation
or faecal incontinence.

The ICARE programme
supports patients with vertebral-
medulla traumas admitted at
Techirghiol Balnear and Recovery
Sanatorium by training in the use
of bladder catheters and also by
making available all materials
required for this procedure.

The need of such programmes
is beneficial for the patients of
Techirghiol Balnear and Recovery
Sanatorium and, in the future, we
wish to achieve as many medical
programmes possible for the
information and awareness raising
of patients with vertebral-medulla
traumas.



Spondilita anchilozanta (SA)
este o boala inflamatorie cronica
ce afecteaza in special coloana
vertebrala, dar si articulatiile
periferice, cu atingerea precoce
a articulatiilor sacroiliace. SA
prezinta o evolutie indelungata,
cu multiple pusee si remisiuni,
insa nu este o boald ce necesita
spitalizare indelungata, tratandu-
se In ambulator si la domiciliu,
in concordanta cu ideea unanim
acceptata conform careia
spondiliticul trebuie ingrijit astfel
incat sa isi poata continua cat
mai mult timp posibil activitatea
profesionala. Tratamentul balnear
nu se poate aplica in afara
tratamentului medicamentos
(antiinflamatoare nonsteroidiene,

analgezice, medicatie remisiva,
terapie biologica) deoarece
medicatia  permite  controlul
asupra inflamatiei, implicit
si al durerii, facand posibila

desfasurarea programelor fizical-
kinetice. Pentru pacientii cu SA se
recomanda efectuarea a una sau
doua cure terapeutice anuale n
statiuni de pe litoral sau altele care
beneficiaza de ape sarate, termale
oligominerale, cu precizarea foarte
importanta ca terapia balneara
este contraindicatd Tn puseele
evolutive ale bolii. Sanatoriul
Balnear si de  Recuperare
Techirghiol reprezinta una din
unitdtile sanitare de recuperare
de referinta in tratamentul acestor
bolnavi, prin multitudinea de
resurse  tehnice  terapeutice,
factori naturali specifici arealului
Techirghiol si o resursa umana
pregatita la cel mai Tnalt nivel.

ABORDAREA TERAPEUTICA A DEFICITULUI FUNGTIONAL
DIN SPONDILITA ANCHILOZANTA IN UNITATILE BALNEARE

Adelina Elena UNGUREANU?, Mdddlina Gabriela ILIESCU*?

IUniversitatea Ovidius din Constanta
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Piatra de temelie a
tratamentului de recuperare este
reprezentata de kinetoterapia
activa, fiind cea mai eficienta
modalitate de preventie a
anchilozelor in pozitii vicioase
si totodata asigura mentinerea
supletei articulare si a fortei
musculare. Fiind o boalda cu
caracter evolutiv si cu un grad Tnalt
de invaliditate, momentul initierii
kinetoterapiei se impune a fi cat
mai precoce, iar pacientii trebuie
indrumati sa integreze exercitiul
fizic in rutina lor zilnica (fig. 1)

in

activitatile cotidiene, a exercitiilor
corectoare si de constientizare
pozitionala.

2. Mentinerea supletei
articulare. Se urmareste cresterea
amplitudinii miscarilor cervico-
dorso-lombare si ale articulatiilor
centurilor scapulare si pelvine.
Pentru asuplizarea coloanei
se recomanda si efectuarea
hidrokinetoterapiei, aceasta fiind
deosebit de utila in SA. Exercitiile
sunt selectate dintre cele aplicate
la sala de kinetoterapie, adaptate
insd mediului acvatic. Tn incinta

@
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Fig. 1 Exemple de exercitii fizice care pot fi integrate in rutina zilnicd.
Sursa bibliograficd nr. 6

Obiectivele
kinetic sunt:

1. Mentinerea unei posturisia
unui aliniament corect al corpului
prin adoptarea anumitor posturiin

programului

SBRT pacientii pot beneficia si
de programe supravegheate de
hidrokinetoterapie la bazinul cu
apa sdrata provenitd din lacul
Techirghiol.



3. Mentinerea unui bun
tonus muscular al erectorilor
paravertebrali ai  trunchiului.
Obiectivul principal al acestor
exercitii  este  tonifierea, 1n
special a musculaturii erectoare

a trunchiului si a musculaturii

abdominale, dar secundar,
se urmareste si  tonifierea
musculaturii fesiere.

4. Mentinerea volumelor

respiratorii mobilizabile n limite
cat mai normale. Initial, in stadiile
preanchilozice, se va pune
accentul pe gimnastica respiratorie
corectiva pentru asigurarea unei
bune ventilatii externe si pe

reeducarea respiratiei toracice
prin cresterea amplitudinii
miscarilor custii toracice. Pe

masura ce functia toracelui in
mecanica ventilatorie scade, se
va initia reeducarea respiratiei
abdominale. Th SBRT existd
inclusiv.  programe terapeutice

terapeutici, ce reprezinta resurse
valoroase, cu posibilitatea de
valorificare a acestora in scopuri
curative Tn anumite cantitati
si ritmuri de administrare, sub
atenta supraveghere medicala
de specialitate. in categoria
substantelor terapeutice naturale
se fincadreazd orice substanta
ce face parte din categoria
factorilor terapeutici naturali de
provenienta exclusiv naturala,
atestate geologic ca substante
minerale utile, folosite Tn tratarea,
ameliorarea si preventia unor
afectiuni sau a simptomelor
acestora, in restabilirea,
corectarea si modificarea functiilor
organismului.

Asezarea geografica si
structura geologica a tarii noastre
ne ofera o diversitate de factori
naturali terapeutici, cuprinzand:
namoluri minerale (ex. Sacelu),
de turba (ex. Mangalia Nord) sau

Fig. 2 Procedura de helioterapie - onctiune cu ndmol sapropelic si
imersie in lacul Techirghiol. Sursd bibliograficd nr. 5

de kinetoterapie respiratorie la
malul lacului Techirghiol, care se
efectueaza in perioada sezonului
estival. Tn statiunile balneare
sunt utilizati factorii naturali

sapropelice (ex.Techirghiol - fig.2)
folosite Tn tratamentul balnear
sub forma de bai, Tmpachetari
calde, cataplasme sau onctiuni
reci in aer liber; lacuri sarate, gaze

terapeutice naturale, microclimat
salin sau bioclimat: excitant-
solicitant, sedativ-indiferent sau
de crutare si tonic-stimulent
(factorii terapeutici bioclimatici
se pot asocia cu helioterapie,
hidroterapie si  crenoterapie),
numeroase izvoare termale si
minerale (de exp. ape cloruro-
sodice sau sarate - Sovata, Amara,
Techirghiol, Slanic Prahova, ape
alcalino-teroase si  teroase -
Borsec, Covasna etc.), ce sunt
utilizate cel mai frecvent in cura
externa, sub forma de bai in cazi
individuale, Tn bazine, sau in cura
interna - crenoterapie, aerosoli,
inhalatii.

Termoterapia  utilizata in
curele balneare reprezinta o
metoda nespecifica de tratament,
care utilizeaza ca agent terapeutic
factorul termic vehiculat de alti
diversi vectori, precum: apa,
lumina, aerul, parafina, namolul
si nisipul, ce pot fi folositi sub
multiple forme: comprese,
cataplasme, impachetari, afuziuni,
dusuri, bai. O alta importanta
unealta terapeutica, masajul,
se recomanda a fi efectuat la
inceputul si la finalul fiecarei
sedinte de kinetoterapie,
deoarece prin manevrele de masaj
se pregateste musculatura ce
va fi activata ulterior, se elimina
punctele dureroase, iar in final
ajutd la Tindepartarea oboselii
muscularessilarefacerearesurselor
energetice ale muschilor dupa
efectuarea exercitiilor  fizice
active. Electroterapia reprezinta
un important mijloc terapeutic
pentru tratamentul pacientilor cu
SA, cu multiple efecte benefice
asupra organismului, dispunand
de diverse forme de aplicare.
Principalele clase utilizate in
practica sunt: curentul galvanic,
curentii de joasa frecventa-curent
diadinamic, current Trabert, TENS
etc.; curentii de medie frecventa:
current interferential si curentii
de Tnalta frecventa: undele scurte.
Alte forme de terapii fizicale sunt:
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ultrasunetul, terapia prin campuri
magnetice de joasa frecvents,
TECAR, Hivamat sau SIS.
Abordarea pacientului cu SA
este una complexd, fiind necesar
se tind cont de stadiul evolutiv al
bolii, de existenta sau de absenta
patologiilor asociate, de indicatii,
contraindicatii si de diverse
intolerante individuale. Avand fin
vedere multitudinea mijloacelor
terapeutice existente 1n unitatile
balneare, planul terapeutic se
va alcatui in concordanta cu
particularitatile pacientului,

Ankylosing spondylitis (SA)
is a chronic inflammatory disease
affecting mainly the spine, and also
peripheral joints, with the early
damage of sacral-iliac joints. SA
has a long evolution, with multiple
spurts and remissions, however it
is not a disease requiring extended
hospital admission, being treated
ambulatory and at home,
according to the universal idea
that the patient with spondylitis
must be so cared for to be able to
continue the professional activity
as long as possible. The balnear
treatment cannot be applied
without the drug treatment (non-
steroidal anti-inflammatory drugs,
pain killers, remission medication,
biological therapy) given that drugs
allow the control of inflammation,
hence of the pain, rendering the
physical-kinetic programmes
possible. For the patients with SA, it

cu alegerea atenta si corecta
a procedurilor si se va adapta
ulterior Tn functie de raspunsul la
tratament.
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THERAPEUTIC APPROACH OF FUNCTIONAL DEFICIT
IN ANKYLOSING SPONDYLITIS IN BALNEAR FACILITIES

Adelina Elena UNGUREANUY, Mdddlina Gabriela ILIESCU*?

10vidius University in Constanta

2Techirghiol Balnear and Recovery Sanatorium

is recommended to complete one
or two annual sessions in seaside
resorts or other with salt, thermal
oligomineral waters, with the very
important mention that balnear
therapy is not recommended
in the disease evolution spurts.
Techirghiol Balnear and Recovery
Sanatorium is one of the medical
facilities of reference in the
treatment of these patients,
due to the many technical
therapy resources, natural
factors specific to Techirghiol
area and the human resources
trained at the highest level.

The base of the recovery
treatment is represented by
active kinetotherapy, as the most
efficient modality to prevent
ankyloses in defective postures
and, at the same, maintaining the
joints suppleness and the muscle
force. As a progressive disorder

with a high level of invalidity, the
time to start kinetotherapy must
be assoon as possible, and patients
must be guided to include exercise
in their daily routine (picture 1).

The objectives of the
kinetic programme are:

1. Maintaining the correct
posture and alignment of the
body by adopting some postures
in the daily activities, correction
exercises and posture awareness.

2. Maintaining joint
suppleness. We aim to increase
the amplitude of cervical-dorsal-
lumbar and scapula and pelvic
joint movements. For the spine
suppleness, we also recommend
hydrokinetotherapy, especially
useful in SA. Exercises are
selected from those used in the
kinetotherapy room, however
adapted to the water medium.
At SBRT, patients can also benefit



from supervised programmes of
hydrokinetotherapyinthepoolwith
salt water from lake Techirghiol.

3. Maintaining a good
muscle tone of the trunk para-
vertebral erectors. The main
objective of these exercises is to
tone the trunk erecting muscles,
especially, and the abdominal
muscles and, on a secondary
level, to tone buttock muscles.

4. Maintaining the mobilising
respiratory volume witj the
normal limits, as much as possible.
Initially, in pre-ankylosing stages,
focus is placed in corrective
respiratory gymnastics to ensure

natural therapeutic substances
includes any such substance in the
category of natural therapeutic
factors originating exclusively
from nature, geologically certified
as useful mineral substances,
used to treat, improve and
prevent some diseases or
symptoms, to restore, correct
and change the body functions.

The geographic position and
geological structure of our country
provides us with a diversity of
natural therapeutic factors,
containing: mineral mud (e.g.
Sacelu), turf mud (e.g. Mangalia
Nord) or sapropelic mud (e.g.

T

a good external ventilation and
re-educate thoracic breathing,
by increasing the amplitude of
the thorax movements. While
the thorax function in the
ventilation mechanics reduces,
the re-education of abdominal
respiration is started. AT SBRT,
there are therapeutic programmes
of respiratory kinetotherapy also,
on the shore of lake Techirghiol,
carried out during the summer.

Balnear resorts use natural
therapeutic  factors, valuable
resources, with the possibility to
use such for curing purposes in
certainamountsandrhythm,under
the attentive medical specialised
supervision. The category of

Techirghiol- picture 2) used in
the balnear treatment as baths,
warm patches, poultices or cold
unction in open space; salt lakes,
natural therapeutic gases, saline
micro-climate or bio-climate:
exiting-soliciting, sedative - neuter
or sparing and tonic-stimulating
(bio-climate therapeutic
factors can be associated with
heliotherapy, hydrotherapy
and crenotherapy), multiple
thermal and mineral springs (e.g.
Chlorine-sodium or salt waters
- Sovata, Amara, Techirghiol,
Slanic Prahova, alkaline-terrous
and terrous waters- Borsec,
Covasna etc.), most frequently
used in external treatment, as

baths in individual tubs, pools

or for internal treatment -
crenotherapy, aerosols, inhalation.
Thermotherapy used in

balnear treatments is a non-
specific treatment method using
as therapeutic agent the thermal
factor carried by other diverse
factors, such as: water, light, air,
paraffin, mud and sand, which
can be used under multiple forms:

patches, poultices, compresses,
immersion, shower, baths.
Another important therapeutic

tool, massage, is recommended
at the start and end of each
kinetotherapy session, because the
massage manoeuvres prepare the
muscles subsequently activated,
eliminate painful spots and, in the
end, help remove muscle fatigue
and restore energy resources of
muscles after the active physical
exercise. Electrotherapy is a
major therapeutic method in
the treatment of patients with
SA, with multiple benefits on the
body, and with various forms of
use. The main classes used in
practice are: galvanic current,
low frequency currents - dia-
dynamic current, Trabert current,
TENS etc.; medium frequency
currents; interferential current
and high frequency currents: short
waves. Other forms of physical
therapies are: ultrasound, therapy
with low frequency magnetic
fields, TECAR, Hivamat or SIS.

Approaching the patient
with SA is complex and requires
the consideration of the diseases
stage, the existence or absence of
associated pathologies, indications
and counter-indications
and the various individual
intolerances. Given the multitude
of therapeutic means in the
balnear facilities, the therapeutic
plan is created according to
the patient's  particularities,
with the attentive and correct
selection of procedures and is
subsequently adapted according
to the response to the treatment.



TERAPIA DEEP OSCILLATION IN RECUPERAREA SECHELELOR RESPIRATORII
DUPA INFECTIA CU VIRUSUL SARS-COV-2

Dr. Daniela PROFIR, medic primar RMFB

Motivul pentru care infectia
cu virusul SARS-CoV-2 ramane in
continuare o provocare majora
este heterogenitatea simptomelor
la debut, precum si Tn perioada
de stare a bolii, evolutia aleatorie
cu acutizari si ameliorari ale
simptomelor, dar nu in ultimul
rand tabloul variat al sechelelor
ramase dupa COVID-19. Sechelele
instalate sunt corelate fintr-o
oarecare masurd cu forma
evolutiva a bolii, fiind observate
in special la pacientii cu forme
moderate spre severe sau foarte
grave, care au necesitat spitalizare
in sectii ATl si/sau ventilatie
mecanica. Dintre sechelele
post-COVID frecvent intalnite se
descriu:

esechelerespiratorii(oboseala
marcata la eforturi medii sau mici,
dificultati in respiratie, dureri in
piept, tuse restanta refractara la
tratament);

esechele neurologice
(disparitia gustului si/sau mirosului
pentru o perioada variabil3,
astenie fizica marcata, dureri
de cap, insomnie, incapacitatea
de concentrare, usoare stari de
confuzie, pierderi de memorie);

esechele locomotorii
(deconditionare fizica in diferite

grade caracterizata prin scaderea
capacitatii la efort, hipotrofie si
hipotonie musculara, redori si
dureri articulare in diverse zone,
retracturi de tendoane, zone cu
escare de decubit sau devitalizate);
esechele cardiovasculare
(episoade de tahicardie, risc de
tromboza venoasa la distanta de
perioada acutd a bolii, scaderea
saturatiei Tn oxigen a sangelui);
ealte sechele (sindrom
metabolic, diabet zaharat tip Il Ia
debut, sindrom anxio-depresiv).

Sechelele respiratorii ramase
dupa COVID-19 sunt similare
cu cele secundare pneumoniei
acute sau sindromului de detresa
respiratorie acuta (ARDS), 1in
care lichidul se acumuleaza in
plamani. Tipul de pneumonie
adesea asociat cu COVID-19 poate
provoca leziuni de lungd durata
ale alveolelor pulmonare, iar
tesutul cicatricial rezultat poate
duce la dificultati respiratorii pe
termen mediu si lung, cu scaderea
capacitatii pulmonare chiar pana
la 30%. Modificarile sechelare de
tip fibroza interstitiala cu extensie
variabila au fost observate mai ales
la pacientii cu forme moderate si
severe de boald, desi s-au descris
si la pacienti care au avut o forma
usoara de boala.

In  contextul actual se
impun eforturi sustinute pentru
recuperarea sechelelor respiratorii
post-COVID-19 prin intreaga gama
de mijloace existente in cadrul
compartimentelor si sectiilor de
reabilitare medicala

DEEP OSCILLATION este o
terapie patentatd PHYSIOMED,
care are la baza forta de atractie
si respingere a tesuturilor prin
generarea unui camp electrostatic,

efectul imediat fiind solicitarea
mecanica blanda a acestora, cu
0 putere de penetrare pana la 8
cm profunzime. Este o terapie
atermica, putand fi utilizata in
stadiile acute, inflamatorii, chiar si
in prezenta implanturilor metalice.
Terapia DEEP OSCILLATION este
delicata si tolerata chiar si de
pacientii sensibili, fiind utilizata cu
succes pentru tratarea adultilor,
varstnicilor si a copiilor.

in ceea ce priveste patologia
respiratorie, Tn principal pacientii
sechelari SARS-CoV-2, recuperarea
trebuie sa fie holistica, pacientul
fiind analizat si tratat din toate
punctele de vedere. Recuperarea
acestuia presupune atingerea
nivelurilor functionale optime
ale pacientului. Impactul pe
termen lung al infectdrii cu
SARS-CoV-2  este  caracterizat
de: durere, tulburari respiratorii
(fiboroza  pulmonara, afectare
de tip obstructiv, risc crescut
de bronsiectazie etc.), deficite
musculare (inclusiv al musculaturii
respiratorii), neuropatii, oboseala
si slabiciune generala.

Anterior acestei perioade
speciale, terapia cu DEEP
OSCILLATION era utilizata cu
succes in cazul pacientilor cu
afectare pulmonara obstructiva
sau restrictiva, ca de exemplu:
edem pulmonar (pneumonii),
astm bronsic, fibroza chistica etc.

Indicatii de utilizare:

1.Stadiul acut — sectiile de
ATl — conform recomandarilor
Confederatiei Mondiale de
Fizioterapie (linkuri utile - nr.2)

2.Stadiul cronic — sectiile si
clinicile de recuperare medicala.



Pacientul poate beneficia de
terapie cat mai timpuriu — este
necesar ca acesta sa fie stabil
(cardiovascular si respirator) si sa
nu fie asistat respirator — intubat/
ventilatie mecanica.

Efecte terapeutice
eefect de drenaj profund si
eficient
emucolitic si antiinflamator
efacilitarea expectoratiei
ecresterea capacitatii respiratorii
escaderea aderentelor
sefect analgezic
erelaxant muscular (inclusiv
musculatura respiratorie)
ecresterea troficitatii tesuturilor

Frecvente utilizate

Recomandari practice
privind utilizarea terapiei
DEEP OSCILLATION in cazul
pacientilor infectati COVID-19

eAplicarea terapiei DEEP
OSCILLATION  trebuie sa fie
realizatd cu miscari lente pe

pieptul pacientului, fara presiune
suplimentara.

einainte de aplicare, pielea
trebuie sa fie curata si uscata. Nu
se recomanda folosirea pudrei de
talc datorita riscului de inhalare.

*Membrana de vinil (protectia
sterild) si  manusile trebuie
schimbate dupa fiecare pacient.

eTratamentul trebuie realizat
deasupra zonei lobilor pulmonari
cei mai afectati.

ein timpul aplicdrii terapiei
DEEP OSCILLATION trebuie luate
in considerare si utilizate posturile
de drenaj pulmonar.

ein timpul aplicdrii terapiei
DEEP  OSCILLATION, miscarile
trebuie sa urmeze  spatiul
longitudinal intercostal si coastele
(fara miscari transversale).

eSaturatia oxigenului trebuie
monitorizata permanent.

eSe recomanda evitarea
aplicatiilor  directe pe zona
cardiaca.

eSe urmareste utilizarea

frecventelor recomandate cu
efecte asupra tesutului pulmonar.

ein functie de abilittile si
cooperarea pacientului, acesta
poate realiza exercitii respiratorii
sub indrumarea terapeutului.

Important!

sTrebuie respectate regulile
de aplicare a terapiei DEEP
OSCILLATION, indicatiile si
contraindicatiile acesteia;

eTratamentul trebuie adaptat
la fiecare pacient, in functie de
toleranta si sensibilitatea acestuia;

ePacientul trebuie sa fie
stabil;

eTerapia se va intrerupe daca:
pacientul reclama disconfort, in
cazul aparitiei dispneei, scaderii
saturatiei de oxigen si/sau
elimindrii unei cantitati mari de
mucus si secretii;

eTerapia trebuie aplicatda in
conditii de siguranta si confort
pentru pacient.

Linkuri utile . ;
*Physiomed APARATURA MEDICALA
Romania: physiomed.ro
eConfederatia Mondiala de
Fizioterapie — Managementul
fizioterapeutic pentru COVID-19

n ingrijirea simptomelor acute:
recomandari — Ghid de practica
clinica — world.physio

¢Cystic Fibrosis Fondation — Ghid
posturare respiratory — cff.org

Patologie | Frecventd | Duratd Observatii
COVID-19 40-80 Hz | 20 min. | ese aplica pe zonele cele mai afectate
20-30 Hz | 5 min. ese pot realiza pana la 2 sedinte/zi
eintensitatea maxima — 50%
Pneumonie | 25-40Hz | 10 min. | ese aplica pe zonele cele mai afectate
ese pot realiza pana la 2 sedinte/zi
eintensitatea maxima — 50%
Fibroza 25 Hz 10 min. | ese aplica pe zonele cele mai afectate
chistica 45 Hz 10 min. | ese pot realiza pana la 2 sedinte/zi
10 Hz 10 min. | eintensitate maxima —50%




DEEP OSCILLATION THAERAPY IN THE RECOVERY OF RESPIRATORY SEQUELAE
AFTER THE INFECTION WITH THE SARS-COV-2 VIRUS

Dr. Daniela PROFIR, primary doctor RMFB

The reason the infection
with the virus SARS-CoV-2 shall
continue to be a major challenge
is the diversity of the starting
symptoms, as well as during
the illness period, the random
evolution with worsening and
improving symptoms, and not
the least the diverse picture of
the remaining sequelae after
COVID-19. The sequelae are
somewhat correlated with the
illness evolution, being seen
especially in patients with medium
to severe and very severe forms
who required admission in ICU
and / or mechanical ventilation.
The frequent post-COVID sequelae
include:

eRespiratory sequelae
(fatigue at medium and low stress,
breathing difficulties, chest pains,
old coughing not responding to
treatment);

eNeurological sequelae (lack
of taste and / or smell for a variable
period of time; enhanced physical
asthenia, head aches, insomnia,
incapacity to focus, light states of
confusion, loss of memory);

*Motor sequelae (physical
deconditioning to various levels,
characterised by the reduction
of capacity under stress, hypo-
trophy and and reduced muscle
tone, impaired movement and
joint pain in various areas, tendon
retraction, decubitus sores or
devitalised areas);

eCardiovascular sequelae
(tachycardia, risk of wvenous
thrombosis long after the acute
period of the disease, reduction of
blood oxygen concentration);

*Other sequelae (metabolic
syndrome, type Il sugar diabetes
at the beginning, anxio-depressive
syndrome).

The respiratory sequelae after
COVID-19 are similar to those
following acute pneumonia or
the acute respiratory syndrome
(ARDS) when liquid accumulated
into the lungs. The type of
pneumonia often associated with
COVID-19 can cause long term
injuries to the lung alveoli and
the scar tissue resulting can cause
medium and long term respiratory
difficulties, with the reduction of
the lung capacity even by 30%. The
sequelae changes of interstitial
fibrosis type of variable extent
were especially seen in patients
with moderate and severe forms
of the disease, although were also
described in patients with a light
form of the disease.

In the current context,
ongoing efforts are required
for the recovery of the post-
COVID-19 respiratory sequelae
by means of the entire range of
methods available for the medical
rehabilitation departments.

DEEP OSCILLATION is a
PHYSIOMED patented therapy,
based on the force of attraction
and rejection of tissues by the
generation of an electrostatic
field, the immediate effect being
the gentle mechanical stress,
with a penetration power of up
to 8 cm in depth. It is an athermal
therapy and can be used in acute,
inflammatory stages and even in
the presence of metallic implants.
The DEEP OSCILLATION therapy
is dedicated to and tolerated
by sensible patients, being
successfully used to treat adults,
elders and children.

As regards the respiratory
pathology, mainly patients with
SARS-CoV-2 sequelae, the recovery
must be holistic, the patient being

examined and treated from every
point of view. The recovery entails
reaching the best functional
levels of the patient. The long
term impact of the SARS-CoV-2
infection is characterised by: pain,
respiratory disorders (lung fibrosis,
obstructive type affectation, high
risk of bronchiectasis, etc.), muscle
deficit  (including  respiratory
muscles), neuropathy, fatigue and
general weakness.

Prior to this special period,
the DEEP OSCILLATION therapy
was successfully used for patients
with obstructive or restrictive lung
affectation, such as: lung oedema
(pneumonia), asthma, cystic
fibrosis, etc.

Range of applications

1.Acute stages - ICU -
according to the recommendations
of the World Physiotherapy

Confederation (useful links - no. 2)
2.Chronic stage - medical
recovery departments and clinics

The patient can benefit from
the therapy as early as possible
- it is necessary that the patient
be stable (in cardiovascular and
respiratory terms) and without
breathing support - intubated /
mechanical ventilation.

Therapeutic effects
eDeep and efficient drainage
effect
eMucolytic and anti-inflammatory
eFacilitation of expectoration
eIncreased breathing capacity
eReduction of gripping
ePain reduction effect
eMuscle relaxation (including
respiratory muscles)
eIncreased tissue trophy



Frequencies used

Pathology | Frecventd @ Duratd Observatii
COVID-19 40-80Hz |20 min. | eApplied on the most affected areas
20-30 Hz | 5 min. eUp to 2 sessions / day can be
performed
eMaximum intensity - 50%
Pneumonia | 25-40Hz | 10 min. | *Applied on the most affected areas
*Up to 2 sessions / day can be
performed
eMaximum intensity - 50%
Cystic 25 Hz 10 min. | eApplied on the most affected areas
fibrosis 45 Hz 10 min. | eUp to 2 sessions / day can be
10 Hz 10 min. | performed
eMaximum intensity - 50%
Practical recommendations each patient.
regarding the use of DEEP eThe treatment must be

OSCILLATION therapy for patients
COVID-19 patients

eThe DEEP OSCILLATION
therapy must be used with slow
movements on the patient's chest,
without additional pressure.

ePrior to use, the skin

must be clean and dry. It is not
recommended to use talc because
of the risk of inhalation.

*Vinyl film (sterile protection)
and gloves must be replaced after

applied above the most affected

lung lobes area.

eDuring the DEEP
OSCILLATION therapy, the lung
drainage postures must be
considered and used.

eDuring the DEEP
OSCILLATION therapy, movements
must follow the intercostal

longitudinal space and the ribs

(without transversal movements).

*The oxygen level must be

permanently monitored.

|t is recommended to avoid
direct use on the cardiac area.

*The use of recommended
frequencies with effects on the
lung tissue must be a focus.

eDepending on the patient's
abilities and cooperation, they
may carry our breathing exercises
under the therapist watch.

Important!

eAll rules must be complied
with during the DEEP OSCILLATION
therapy, as well as indications and
counter-indications.

*The treatment must
be adapted for each patient,
according to their tolerance and
sensibility.

*The patient must be stable;

eTherapy shall cease if: the
patient claims discomfort, in case
of dyspnoea, reduction of oxygen
level and / or elimination of a large
amount of mucus and secretions.

eTherapy must be used under
safe comfortable conditions for
the patient.



IMPACTUL PANDEMIEI GOVID-19, CAUZATA DE VIRUSUL SARS-COV-2,
ASUPRA STUDENTILOR LA MEDICINA - STUDIU DE CAZ

stud. Teodora-Elena ILIESCU, stud. loan CALATOIU, Conf. Univ. dr. Mdddlina-Gabriela ILIESCU
Facultatea de Medicind - Universitatea Ovidius din Constanta

Pandemia de COVID-19 a avut
si are un impact major asupra
studentilor la medicina, atat din
punct de vedere psihologic, cat si
la nivel practic, intrucat nu s-a mai
putut sustine activitatea didactica
in spitale.

Infectia virala cu virusul
SARS-COV-2 are un grad Tnalt de
morbiditate si mortalitate, ce
se reflectd in datele numerice
disponibile pessite-ul Worldometer,
in legatura cu evolutia pandemiei.
La momentul realizarii studiului, in
Romania, sunt inregistrate peste
600.000 de cazuri de Coronavirus,
si peste 16.000 de decese. Tot
la nivel national, numarul de
vindecari este de aproximativ
600.000 si sunt inregistrate peste
50.000 de cazuri active.

Studenti la medicind in timpul pandemiei de Coronavirus

Fig. 1

Fig. 1 - Cifrele pandemiei de coronavirus in Roménia, centralizate
intr-un grafic realizat de Departamentul pentru Situatii de Urgentd,
avand ca sursd ,Worldometer”

Severitatea bolii COVID-19
este evidentiata atat prin aspectele
definitorii ale unei infectii virale,
cat si complicatiile ce pot surveni
in urma infectarii cu SARS-COV-2.

Techirghiol | martie 2021

Caracteristic acestei infectii este
aparitia fibrozei pulmonare cu
reducerea functiei respiratorii
si aparitia oboselii cronice.
Printre complicatii se numara si

posibilitatea de boald autoimuna
cauzatd de un titru foarte mare
de anticorpi, iar studiile arata ca
virusul SARS-COV-2 reprezintd siun
declansator al bolilor metabolice,
precum diabetul.

Aceastd lucrare fisi propune
a afla efectul pe care l-a avut
pandemia de COVID-19 asupra

studentilor  medicinisti,  prin
intermediul  unui  chestionar.
Acesta va surprinde, statistic,

aspecte precum stresul, motivatia,
curiozitatea si, nu in ultimul
rand, dorinta de a urma o cariera
medicald, in contextul provocarii
la care sistemul medical a fost
supus in aceasta pandemie.
Studiul are la bazda un
chestionar intentionat a fi parcurs
de catre studentii Facultdtii de
Medicina din cadrul Universitatii
Ovidius din Constanta si urmareste
raspunsurile la trei intrebari, in
functie de anul de studiu. Acesta
a fost realizat prin intermediul



platformei Google Forms, cu scopul
de a obtine raspunsuri centralizate
si date procentuale. intrebdrile
au fost formulate in raport cu trei
aspecte: motivatia pentru studiu,
influenta pandemiei  asupra
deciziei asupra profesiei de medic
si interesul pentru informatiile
care au asaltat lumea medicala pe
parcursul ultimelor luni.

Anul de studiu
IS responines
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¢, Considerati ca  stresul
cauzat de pandemie v-a afectat
capacitatea de studiu” Da/Nu

¢ A reprezentat pandemia un
factor motivant sau demotivant
spre a urma o carierd medicala?”
Motivant/Demotivant

e in calitate de student la
medicind, ati fost interesat sa
studiati despre SARS-COV-2?” Da/
Nu (fig. 2)
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La momentul redactarii
lucrarii, 320 de studenti medicinisti
din totalul de aproximativ 2000
de la programul de studii in
limba romana, au acceptat sa
participe la studiu, asadar ~16%.
Dintre acestia, doar 319 au oferit
un raspuns la toate fintrebarile
formularului. Urmatoarele
diagrame reflectd centralizarea
raspunsurilor.

Prima diagrama ofera
informatii cu privire la anul de
studiu caruia apartin studentii care
au participat la chestionar. Asadar,
majoritatea studentilor apartin
anului | (26.3%), urmati apoi de
studentii din anul VI (25.7%), si din
anul 11 (20.7%), 50 de studenti din
anul IV (15.7%), 32 din anul lll, si 5
studenti din anul V.

n urma interpretarii graficului
de mai sus, am constatat ca 228
studenti considera ca stresul
cauzat de pandemie, concretizat
de incertitudine, teama, lipsa
activitatilor in grup si a intalnirilor
cu prieteniile-a afectat capacitatea
de a finvata, pe cand 93 dintre
studenti au afirmat ¢d nu li s-a
schimbat deloc capacitatea de
studiu, respectiv de concentrare,
in conditiile pandemiei. (fig. 3)

Diagrama ce reprezinta
urmatoarea fintrebare (fig. 4)
releva faptul ca aproape doua
treimi din totalul de studenti nu
au fost demotivati de pandemie in
ceea ce priveste alegereade aintra
in sistemul medical si a reprezenta
linia Tntai de defensiva in lupta cu
un virus pandemic, din postura
de medic. Nu este insa de ignorat
faptul ca 109 studenti, asadar
34.2%, s-au simtit demotivati de
pandemie, care a pus in lumina
cele mai dificile aspecte ale
profesiei de medic si reconsidera
poate decizia urmarii unei astfel
de cariere.

Graficul 5 indica faptul ca
marea majoritate a studentilor la
medicina (86.6%) au fost interesati
a citi literatura stiintifica despre
virusul SARS-COV-2.
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Misiunea studiului de a
analiza trdirile studentilor poate
fi ingreunata de o serie de factori,
precum sinceritatea subiectilor Tn
ciuda anonimitatii formularului, si
rigiditatea variantelor de raspuns
ce nu lasa loc de interpretare. Un
alt factor este reprezentat de lipsa
unui criteriu de selectie, intrucat
chestionarul poate fi completat de
oricine, neexistand un motor de
verificare a identitatii persoanelor,
si implicit a statutului lor de

studenti la medicina, grupul tinta
propus.

Putem concluziona astfel ca
studentul la medicind, pe timp
de pandemie, a fost afectat de
stres Tn activitatea sa de studiu,
dar este inca motivat de a deveni
medic, si a fost interesat sa afle
date despre virusul SARS-COV-2.
Astfel, rezultatele chestionarul si-
au indeplinit rolul de a alcdtui o
imagine sugestiva a felului in care
studentul la medicind a raspuns

la efectele pandemiei, prin ce
proces psihologic a trecut, si daca
curiozitatea stiintifica l-a Tmpins
catre cercetare.
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THE IMPACT OF COVID-19 PANDEMIC CAUSED BY THE SARS-COV-2 VIRUS
ON MEDICAL SCHOOL STUDENTS

stud. Teodora- Elena ILIESCU, stud. loan CALATOIU, Conf. Univ. dr. Mdddlina-Gabriela ILIESCU
Faculty of Medicine, “Ovidius” University in Constanta

The COVID-19 pandemic had
and hasamajorimpactonmedicine
students, both psychologically and
practically, given that the teaching
activity could no longer be held in
hospitals.

The viral infection with the
SARS-COV-2 virus has a high rate of
morbidity and mortality reflected
in the numbers available on the
website Worldometer, in relation
to the evolution of the pandemics.
At the time of the study, in
Romania, there were more than
600,000 documented cases of
Coronavirus, and more than
16,000 deaths. At national level,
the number of cured patients is of
approximately 600,000 and more
than 50,000 active case.

The severity of the COVID-19
disease is outlined both by the
defining aspects of a viral infection
and by the complications that may
appear as a result of the infection
with SARS-COV-2. This infection is
characterised by the occurrence
of the lung fibrosis, with the
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reduction of the respiratory
function and chronic fatigue.
Complications also include the
possibility of an autoimmune
disorder caused by a very high
level of antibodies and studies
showed that the SARS-COV-2
virus is also a trigger for metabolic
diseases, such as diabetes.

This paper aims to discover
the effect of the COVID-19
pandemic on medicine students,
by means of a questionnaire.
It will include statistics such as
stress, motivation, curiosity and,
not the least, the desire to pursue
a medical career, in the context of
the challenge posed to the medical
system by this pandemic.

The study is based on a

guestionnaire intended for
the students of the Faculty
of Medicine within “Ovidius”
University in Constanta and

searches the answers to three
guestions, according to the year of
study. It was carried out by means
of the Google Forms platform,

in order to obtain centralised
answers and percentage data.
The questions were formulated
in relation to three issues: the
motivation to study, the influence
of the pandemic on the decision
concerning the occupation of
doctor and the interest on the
information attacking the medical
world over the last months.

*"Would you say that the
stress caused by the pandemic has
affected your study capacity” Yes /
No

*"Was the pandemic a
motivating or demotivating factor
in pursuing a medical career?”
Motivating / Demotivating

*“As a medicine student, were
you interested in learning more
about SARS-COV-2?” Yes / No

At the time of this paper, 320
medicine students of the total of
approximately 2000 attending
studies in Romanian accepted to
participate to the study, meaning
~16%. From these, only 319
provided answers to all questions



in the form. The following
diagrams reflect the centralisation
of the answers.

The first diagram provides
information regarding the year of
study of the students participating
to the questionnaire. So, most
students are in the 1st year
(26.3%), followed by 6th year
students (25.7%), and 2nd year
(20.7%), 50 students in the 4th
year (15.7%), 32 in the 3rd year
and 5 students in the 5th year.

From the graph above, we
noted that 228 students believe
the stress caused by the pandemic,
materialised in uncertainty,
fear, lack of group activities and
meetings with friends affected
their capacity to study, while 93
of the students said the study
capacity, respectively the focusing
capacity, did not change at all
during the pandemic.

The diagram showing the

answers to the next question
shows that almost two thirds
of the total students were not
demotivated by the pandemic in
terms of choosing the medical
system and being in the first line
of battle with the pandemic virus
as doctors. However, we cannot
ignore that 109 students, meaning
34.2% were demotivated by the
pandemic which outlined the most
difficult issues of being a doctor
and would rethink about pursuing
such a career.

The graph above shows that
most medicine students (86.6%)
were interested in the scientific
literature concerning the SARS-
COV-2 virus.

The mission of the study, to
analyse the students’ feelings,
can be impaired by a series of
factors such as the honesty of
the subjects, despite the form
anonymity, and the rigid answer

options which leave no room for
interpretation. Another factor
is represented by the lack of a
selection criteria, given that the
questionnaire could be filled in by
anyone, without a check engine
of the persons’ identity, hence
statute of medicine students, in
the proposed target group.

We can therefore conclude
that the medicine student, during
the pandemic, was affected by
stress, but is still motivated to
become a doctor, and was also
interested in learning data on the
SARS-COV-2 virus. Thus, the results
of the questionnaire accomplished
the role to create a picture of
the way in which the medicine
student responded to the effects
of the pandemic, the psychological
process and whether the scientific
curiosity pushed them towards
research.

MANIFESTARI MUSCULO-SCHELETALE ASOCIATE DIABETULUI ZAHARAT

Dr. Georgiana BRANZA, Dr. Anamaria GHITA, Dr. Mihaela MINEA

Diabetul zaharat este
recunoscut la nivel mondial ca o
afectiune metabolica de proportii
epidemice, cu o prevalentda fin
crestere.  Conform  ultimelor
date furnizate de catre Federatia
Internationald de Diabet, 463
de milioane de adulti sunt
diagnosticati la nivel mondial.
Aceste cifre sunt in continud
crestere, numarul bolnavilor cu
diabet zaharat avand o prognoza
alarmanta: 700 de milioane in
anul 2045. Aceste date asociaza
o crestere a mortalitatii prin
complicatiile bolii,darsia costurilor
economice. Aceasta prevalenta cu

tendinta ascendenta a diabetului

zaharat la nivel mondial este
determinatd de interactiunea
complexa dintre factorii socio-

economici, demografici si genetici
la care se asociaza obezitatea,
dietele vicioase si sedentarismul.
Din totalul pacientilor care au
urmat tratament de recuperare in
anul 2020, in cadrul Sanatoriului
Balnear si de  Recuperare
Techirghiol, 10,88 % erau cunoscuti
la internare cu diagnosticul de
diabet zaharat. Aceasta afectiune
asociaza numeroase manifestari
musculo-scheletale, ca rezultat
al unui management defectuos
al controlului glicemic, motiv

pentru care, identificarea precoce
si tratamentul corespunzator sunt
importante pentru imbunatatirea
calitatii vietii pacientilor.

in timp ce accentul este pus
pe complicatiile microvasculare,
macrovasculare si neuropatice
ale diabetului, alte manifestari
pe termen lung, in special cele
musculo-scheletale, sunt adesea
subapreciate si reprezinta o cauza
importanta de durere, dizabilitate
si morbiditate. Date recente arata
ca prevalenta acestora la nivelul
mainilor si umerilor la pacientii cu
diabet zaharat tip 1 sau 2 este de
30%.



Manifestarile musculo-
scheletale asociate DZ sunt
afectiuni comune, dar maifrecvent
intdlnite la pacientii cu istoric
vechi, care prezintd retinopatie,
nefropatie si control glicemic
inadecvat. Se presupuse ca sunt
implicate urmatoarele mecanisme
etiopatogenice: glicozilarea
proteinelor, neuropatia periferic3,
alterarea microcirculatiei si
depunerea colagenului la nivel
periarticular.

Afectiunile musculo-
scheletale asociate cu diabetul
zaharat pot fi clasificate dupa
structurile interesate astfel:

endoneurala intalnita la acesti
pacienti creste susceptibilitatea
la compresia focald. Mecanisme
suplimentare care contribuie sunt
considerate: nivelurile crescute
ale produsilor finali rezultati
din metabolismul glucidic (AGE-
advanced glycation end products),
precum si miofibroblaste 1in
tesutul conjunctiv Tnconjurator
care conduc la sinovita, rigidizarea
retinaculului flexorilor, ce exercita
0 compresie sporita prin scaderea
volumului tunelului carpian.
Dintre optiunile terapeutice
fizical-kinetice recomandate
amintim: aplicatia de parafing,
undele scurte, laserterapia, terapia
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carpian B
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Maladia calcificantd
Dupuytren
* Tenosinovita flexorilor
(Trigger Finger)

* Cheiroartropatia

Sindromul de tunel carpian

(STC) este o neuropatie de
compresiune a nervului median
la nivelul canalului carpian.
Simptomele tipice ale STC
includ parestezii, scaderea
sensibilitatii si durere la nivelul
policelui, indexului, mediusului

si jumatatea radiald a degetului
patru, manifestari ce apar initial
noaptea si se amelioreaza |la
scuturarea mainilor. Simptomele
din distributia mediana pot fi
reproduse provocand semnul Tinel
(percutia nervului median la 1-2
cm distal de pliul incheieturii) sau
testul Phalen (flexia Tncheieturii
mainii si presarea fetei dorsale
a ambelor maini timp de 30-
60 secunde). Reflexele nu sunt
afectate in STC.

Diabetul zaharat a fost
raportat in 6-17% din cazurile
cu STC. Fiziopatologia nu este
pe deplin elucidata, dar hipoxia

+ Artropatia neuropatica + Hiperostoza

artropatia Charcot scheletica
+ Amiotrofia idiopatica difuzd
diabetica (DISH)

cu ultrasunete, magnetoterapia,
terapia cu unde de soc, exercitii
de stretching. Terapia injectabila
locala cu corticosteroizi la pacientii
diabetici implicd monitorizarea
glicemiei si ajustarea dozelor
de antidiabetice. Se recomanda
purtarea pe timpul noptii a unei
orteze de pumn care poate
reduce simptomatologia, dar
este greu tolerata de pacienti.
Tratamentul chirurgical trebuie
luat Tn considerare 1in cazul
lipsei de raspuns la tratamentul
conservator.

Maladia Dupuytren este o
afectiune fibroproliferativa, lent
evolutiva, la nivelul aponevrozei
palmaresiadegetelor,caracterizata
prin aparitia de noduli si bride care
determina contractura progresiva
a degetelor in flexie si impotenta
functionala. Boala  afecteaza
intre 16 — 42 % dintre pacientii
diabetici, prevalenta crescand cu

varsta pacientului si vechimea
bolii.  Contractura intereseaza
frecvent degetele Il si IV, spre
deosebire de degetele IV si V care
sunt afectate la pacientii non-
diabetici. Injectarea intranodulara
cu corticosteroizi poate fi eficienta,

dar se impune monitorizarea
glicemiei. Tratamentul
chirurgical se recomanda daca
functionalitatea degetului

este afectata, contractura este
progresiva sau deformarea severa
este dizabilitanta. Recurentele
sunt insa frecvent intalnite.
Tenosinovita stenozanta a
flexorilor degetelor (“Degetul
in resort” — “Trigger finger”) se
caracterizeaza prin prezenta unei
formatiuni nodulare si ingrosarea
tendoanelor flexorilor, finsotite
de durere si limitarea mobilitatii,
pana la blocarea completa in flexie
a degetului interesat. Afectiunea
estedescrisdla 11% dintre pacientii
diabetici, apare mai frecvent la
pacientii cu diabet zaharat tip 2 si
este asociata cu durata prelungita
a bolii. Degetul inelar este cel mai
frecvent implicat, dar afectiunea

poate interesa si tendoanele
flexorilor celorlalte degete. In
functie de stadiul de blocare

al degetelui (existd patru stadii
dupa Quinell), se pot recomanda
ortezarea, infiltratii locale cu
corticosteroizi cu monitorizarea
stricta a glicemiei, sau tratamentul
chirurgical.

Sindromul mainii diabetice
poartda numele de cheiroatropatie.
Manifestarile sunt invalidante
pentru pacient. Acestia prezinta
limitarea miscarilor articulare,
din cauza Tingrosarii si fibrozei
pielii si a tesutului periarticular.
De asemenea, flexia si extensia
degetelor sunt limitate, cu aparitia
deformarilor si a impotentei
functionale. Se mai constata
prezenta de noduli si Tngrosari
localizate ale tendoanelor
degetelor, acompaniate de durere.
Diagnosticul  mainii  diabetice
este Tn general clinic. Tegumentul



este ingrosat, ceros, indurat cu
modificari cutanate asemandtoare
celor din sclerodermie. Nu este
o artropatie veritabila, spatiul
articular nu este afectat, ci doar
tegumentul si tesutul conjunctiv
subcutanat.

Caracteristic pentru
cheiroartropatie este “semnul
rugaciunii” — imposibilitatea de
a lipi palmele si fata palmara a
degetelor ca intr-o rugdaciune. Se
mai poate efectua testul Hueston:
daca pacientul nu poate sa aseze
si sa-si lipeasca palma intinsa pe
suprafata unei mese, testul este
considerat pozitiv.

Biopsia cutanatd relevd fin
derm o masa crescuta de colagen
dispus dezorganizat, uneori
fragmentat, vase dermice putine
si cu peretii ingrosati. Controlul
glicemic adecvat, aldturi de
programe de recuperare medicala
si ortopedice, pot ameliora
semnificativ aceste afectiuni.

n randul pacientilor diabetici,
umarul este frecvent interesat
in cadrul capsulitei adezive si
tendinitei calficicante. Capsulita
adeziva a fost raportata la 10,3%
dintre pacientii cu diabet tip 1
si la 20,4% dintre pacientii cu
diabet tip 2. Numita si “umarul
inghetat” se caracterizeaza prin
restrictia dureroasa a amplitudinii
de miscare (ROM). Aceasta a
fost Tmpartitd in patru stadii:
primele 1-3 luni constituie stadiul
| si implica durere la mobilizarea
umarului, dar fara restrictie
semnificativd a ROM a articulatiei
glenohumerale la examinarea sub
anestezie, stadiul 2 sau “stadiul
de inghetare” dureaza 3-9 luni si
se caracterizeaza prin durere la
mobilizarea umarului si restrictie
progresivdi a ROM. In stadiul 3,
sau stadiul inghetat, simptomele
dureaza 9-15 luni si se mentine
restrictia ROM, dar durerea s-a
redus semnificativ. In stadiul 4,
numit si stadiul de dezghetare,
simptomatologia este veche de
15-24 de luni si ROM creste trepat.

Analgezicele si procedurile fizice
sunt recomandate in primele
stadii. Injectiile intraarticulare
cu corticosteroizi sunt benefice
pentru o calmare a durerii
pe termen scurt si implica de
asemenea monitorizarea atenta
a glicemiei. La pacientii care nu
prezinta ameliorari in decurs de
6 luni de tratament conservator,
se pot Tincerca tratamente
precum hidrodilatatia capsulara,
manipularea sub anestezie si liza
artroscopica a adeziunilor.
Tendinita calcificanta
este o afectiune dureroasa ce
intereseaza frecvent umarul si
constd in depunerea de depozite
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de cristale de hidroxiapatitda in
tesuturile periarticulare. Incidenta
acestei afectiuni este de 31,8%
la pacientii diabetici, comparativ
cu 10% la pacientii non-diabetici.
Tratamentul include folosirea
medicatiei analgezice, proceduri
fizice si injectarea intraarticulara
cu corticosteroizi.

Artropatia neuropatica
(Osteoartropatia Charcot,
Piciorul Charcot, Osteoartropatia
diabetica) este o afectiune cronica

degenerativd a  articulatiilor
piciorului,  caracterizata prin
distrugerea si deformarea

arhitecturii osoase sau anchiloza
articulara la nivelul articulatiilor
tibio-talare, tarso-metatarsiene si
metatarso-falangiene. Patogenia
nu este bine elucidata, existand
o serie de teorii responsabile: o
asociere de microtraumatisme
mecanice, fragilitate  osoasa
prin hiperresorbtie, obezitate,

factori vasculari si neuropatici.
Diagnosticul se bazeaza pe
suspiciunea clinica cand pacientul
diabetic se prezintda cu piciorul
tumefiat, cald, eritematos si este
completat de investigatiiimagistice
- radiografia si IRM. Tratamentul in
artropatia Charcot este in principal
conservator. Terapia fazei acute
include imobilizarea si reducerea
stresului  mecanic. Imobilizarea
este efectuata prin orteze care
permit pacientului sd mearga si sa
prevind deformarea. Interventiile
de chirurgie ortopedica sunt in
general excluse, pentru ca actul
chirurgical Tnsusi poate reprezenta
un factor declansator al proceselor
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inflamatorii caracteristice
afectiunii.
Amiotrofia diabetica

(neuropatia motorie proximala
sau sindromul Bruns-Garland)
apare la pacientii diabetici cu
varsta peste 50 de ani care prezinta
dureri de intensitate variabild si
pierderea sensibilitatii, n asociere
cu deficitul sau atrofia uni- sau
bilaterala a muschilor proximali.
Afectarea neurologica se limiteaza
la membrele inferioare si este, de
obicei, asimetrica. Pacientii acuza
senzatia de amorteala sau durere
(arsurd) in partea anterioard a
coapsei, mai accentuata noaptea.
Apar dificultati la mers si la urcat

scarile, din cauza deficitului
cvadricepsului si al psoasului.
Studiile electrodiagnostice

demonstreaza cresterea latentei
nervoase si denervarea activa a
muschiului afectat, in contrast
cu aspectul normal al IRM, fara



elemente de compresiune.
Hiperostoza scheletica
idiopatica difuza (DISH) - Boala
Forestier reprezinta o boalad
sistemica non-inflamatorie

manifestata prin osificarea
difuza si calcifierea tendoanelor,
ligamentelor, fasciilor atat |Ia

nivelul scheletului axial cat si al
articulatiilor periferice. Osteofitele
se dezvolta exagerat si se unesc,
formand punti osoase care pot
rigidiza coloana, cel mai frecvent

la nivelul segmentului toracal.
Afecteazd Tintre 13-40% dintre
pacientii diabetici si este mai

frecventa in randul celor cu diabet
tip 2. Manifestarile clinice sunt
variabile.  Sindromul  Forestier
poate fi asimptomatic, fapt ce
duce la subdiagnosticarea sa,
dar cele mai comune simptome
sunt  durerea si limitarea
mobilitatii coloanei vertebrale.
Tratamentul medicamentos cu
AINS si analgezice, alaturi de
prescrierea unui program de
exercitii personalizat sunt eficiente
pentru ameliorarea functionalitatii
articulare.

Osteoporoza
Diabetul de tip 1 se
caracterizeaza  printr-un  nivel

marcat scazut al insulinei, care
afecteaza metabolismul mineral
0sos si are ca rezultat densitate

minerald osoasd (DMO) redusd, in
timp ce pacientii cu diabet de tip
2 au DMO normala sau ridicata,
dar prezinta un risc crescut de
fracturi din cauza modificarilor
microarhitecturii osoase si a unui
mediu umoral local care stimuleaza
activitatea osteoclastelor. Dovezile
epidemiologice arata un risc de
fractura in ambele tipuri de diabet,
mai frecvent la nivelul soldului,
care poate fi redus substantial prin
monitorizarea oportuna a riscului
de fractura si tratamentul adecvat
atat al diabetului in sine, cat si al
osteopeniei sau osteoporozei.
Diabetul zaharat reprezinta
una dintre cele mai mari provocari
ale secolului XXI la nivel mondial,
prevalenta triplandu-se in ultimii
20 de ani. Reprezinta un obstacol
in calea dezvoltdrii economice
sustenabile, constituind o
importanta problema de
sanatate publica prin prevalenta,
complicatiile generate de boal3,

prin mortalitatea crescuta,
prin incapacitatea de munca
indusda si implicit impactul
economic  substantial asupra

sistemului de sandtate. De
aceea, identificarea precoce si

abordarea corespunzatoare din
punct de vedere terapeutic a
manifestarilor musculo-scheletale
ale diabetului zaharat insotite, nu
de putine ori,

de diferite grade

de dizabilitate, sunt importante
pentru combaterea durerii si a
disfunctionalitatii conducand, 1in
final, la cresterea calitatii vietii
acestor pacienti.
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MUSCULOSKELETAL MANIFESTATIONS ASSQCIATED WITH DIABETES MELLITUS

Dr. Georgiana BRANZA, Dr. Anamaria GHITA, Dr. Mihaela MINEA

Diabetes  mellitus  (sugar
diabetes) is worldwide known
as a metabolic disorder of epic
proportions, with an increasing
incidence. According to the latest
data provided by the International
Federation of Diabetes, 463
million adults are diagnosed
worldwide. These numbers are
increasing on an ongoing basis,
the number of patients with
sugar diabetes having an alarming
prognosis: 700 million in 2045.
The data associates an increase of
mortality because of the disease
complications and of economic
costs. This increasing incidence
of sugar diabetes worldwide is
caused by the complex interaction
between the social-economic,
demographic and genetic factors
associated with obesity, defective
diets and sedentarism.

Of the total patient following
the recovery treatment in 2020
within Techirghiol Balnear and
Recovery Sanatorium, 10.88%
were known to have sugar
diabetes at the time of admission.
This disorder associates multiple
musculoskeletal — manifestations
resulting from the defective
management of the glycaemia
control, for which reason the early
identification and appropriate
treatment are important to
improve the patients’ life quality.

While focus is placed on
micro-vascular, macro-vascular
and neuropathic complications
of diabetes, other long term
manifestations, especially
musculoskeletal ones, are often
underrated and are a major cause
of pain, disability and morbidity.
Recent data showed that their
incidence at the level of hands and

shoulders in patients with sugar
diabetes of type 1 or 2 is of 30%.
Musculoskeletal manife-
stations associated to SD are
common disorders, more
frequently seen in patients with
an old history with retinopathy,
nephropathy and inappropriate
glycaemia control. It is assumed
that the following ethiopathogeny

mechanisms are involved:
glycolyzed proteins, peripheral
neuropathy, damage of micro-
circulation and deposits of
collagen at peri-joint level.
Musculoskeletal disorders

associated with sugar diabetes
can be classified according to the
structures of interest, as follows:
Carpal tunnel syndrome (STC)
is a compression neuropathy of the
median nerve at the level of the
carpal channel. Typical syndromes
of STC include paraesthesia,

reduction of sensibility and pain at
the thumb, index, middle fingers
and the radial half of the fourth
finger, the manifestation appearing
at night and

improving when

shaking the hands. The symptoms
in the middle distribution can be
reproduced causing the Tinel sign
(percussion of media nerve at
1-2 cm distal from the wrist fold)
or the Phalen test (flexure of the
hand wrist and pressure on the
dorsal side of both hands for 30-60
seconds). Reflexes are not affected
by STC.

Sugar diabetes was reported
in 6-17% of the STC cases. The
physiopathology is not fully
understood, however endo-
neuronal hypoxia seen in these
patientsincreasesthesusceptibility
of focal compression. Additional
contributing mechanisms are: high
levels of final products resulting
from the sugar metabolism (AGE -
advanced glycation end products),
as well as myofibroblastoma
in the surrounding conjunctive
tissue resulting in  synovitis,
rigidity of flexor muscle exercising
an increased compression by
reducing the volume of the carpal
tunnel.

The physiokinetic therapeutic

options include: the paraffin
patches, short waves, laser
therapy, ultrasound therapy,
magnetotherapy, shock waves
therapy, stretching exercises.
Local injection therapy with

corticosteroids in patients with
diabetes entails monitoring the
glycaemia and the adjustment of
anti-diabetes doses. A fist orthosis
is recommended during the night
to reduce symptoms, but it is not
well tolerated by the patients.
Surgery must be considered
in case of no response to the
conservatory treatment.
Dupuytren's disease is a fibre
proliferating disease, with a slow
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evolution at the level of palm and
fingers aponeurosis, characterised
by nodules and collars causing the
progressive contraction of flexed
fingers and functional disability.
The disease affects 16-42% of
the patients with diabetes, the
incidence being higher with the
patient's and the disease age.
Contraction frequently focuses on
fingers 3 and 4, unlike the fingers 4
and 5 affected in patients without
diabetes. Intra-nodule injection
with corticosteroids is effective,
but glycaemia must be monitored.
Surgery is recommended if the
finger functionality is affected,
the contraction progressive or
the severe deformation causes
disability. Recurrence is, however,
frequently seen.

Finger flexor stenosis
tenosynovitis (“Trigger finger”)
is characterised by the presence
of a nodule formation and the
thickening of the flexor tendons,
accompanied by pain and
limitation of mobility up to the
complete blocking of the finger
of interest in flexure. The disorder
is seen in 11% of the patients
with diabetes, more frequent in
patients with type 2 sugar diabetes
and is associated with extended
duration of the disease. The 4th
finger is most frequently involved,
but the tendons of remaining
fingers can also be affected.
Depending on the finger blocking
stage (according to Quinell, there
are four stages), an orthosis can be
recommended, local infiltrations
with corticosteroids and the
strict monitoring of glycaemia or
surgery.

The syndrome of diabetic
hand is called cheiroarthropathy.
Manifestations are invalidating
for the patient. They show the
limitation of joint movements,
because of the thickening and
skin fibrosis and of peri-joint
tissue. Also, the flexure and
extension of fingers are limited,
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with deformations and functional
disability. Nodules and local
thickening of finger tendons,
accompanied by pain are also
seen. The diagnostic of the diabetic
hand is, in general, clinical. The
tegument is thick, waxy, with skin
changes resembling sclerodermia.
It is not an actual arthropathy, the
joint space is not affected, only
the tegument and subcutaneous
conjunctive tissue are.

Cheiroarthropathy is
characterised by the "sign of
prayer” - the impossibility to close
palms and the palm side of the
fingers as for a prayer. The Hueton
test can also be carried out: if the
patient cannot sit and place the
straight palm on the surface of a
table, the test is positive.

Cutaneous biopsy shows a
high amount of collagen in the skin,
randomly arranged, sometimes
fragmented, little skin vessels
and thickened walls. Appropriate
glycaemia control with medical
and orthopaedic recovery
programmes can significantly
improve this disease.

In patients with diabetes, the
shoulder is frequently affected in
case of adhesive capsulitis and
calcifying tendinitis. Adhesive
capsulitis was reported in 10.3% of
the patients with type 1 diabetes
and in 20.4% of the patients with
type 2 diabetes. Also called "frozen
shoulder", it is characterised
by the painful restriction of the
movement amplitude. It was
divided into four stages: the first
1-3 months are stage | and entail
pain at the shoulder movement,
without significant  restriction
of ROM and glenohumeral
joint upon examination under
anaesthesia, stage 2 or the
"freezing stage” takes 3-9 months
and is characterised by pain
when moving the shoulder and
progressive restriction of ROM.
In stage 3, or the frozen stage,
symptoms last for 9-15 months and



the ROM restriction is maintained,
however pain is significantly
lower. In stage 4, also called the
defrost stage, symptoms are 15-
24 months old and ROM gradually
increases. Pain killers and physical
procedures are recommended
during the first stages. Intra-joint
injections with corticosteroids
are beneficial to calm pain on
short term and also require the
attentive monitoring of glycaemia.
In patients who do not show
improvements after 6 months of
conservatory treatment, other
treatments can be attempted,
such as capsule hydro-dilatation,
manipulation under anaesthesia
and arthroscopic resection of

adhesions.

Calcifying tendinitis is
a painful disease frequently
affecting the shoulder and

consists of hydroxyapatite crystal
deposits in the peri-joint tissues.
The incidence of this disease is
of 31.8% of diabetic patients, as
compared to 10% in non-diabetic
patients. The treatment includes
pain killers, physical procedure
and intra-joint injection with
corticosteroids.

Neuropathic arthropathy
(Charcot osteoarthropathy,
Charcot's foot, diabetic
osteoarthropathy) is a chronic
degenerative disease of the
foot joints, characterised by the
destruction and deformation
of the bone structure or joint
ankylosis at the level of tibia-talus,
tarsal-metatarsal and metatarsal-
phalanx joints. The pathogeny is
not well understood and there are
a series of responsible theories:
an association of mechanical
micro-traumas, bone fragility
by hyper-resorption, obesity,
vascular and neuropathic factors.
The diagnostic is based on the
clinical suspicion when the
diabetic patient comes with a
swelled, warm foot with erythema
and is supplemented by imaging

investigations - X-ray and MRI. The
treatment of Charcot arthropathy
is mainly conservatory. The
therapy of the acute stage includes
immobilisation and reduction of
mechanical stress. Immobilisation
is achieved by orthoses allowing
the patient to walk and prevent
deformation. Orthopaedic surgery
is generally excluded because
the surgery itself can be a trigger
factor of inflammatory processes
characterising the disease.

Diabetic amyotrophy
(proximal motor neuropathy or the
Bruns- Garland syndrome) appears
in diabetic patients of 50 years old
who show pain of variable intensity
and loss of sensibility, associated
with the deficit or uni- or bilateral
atrophy of proximal muscles. The
neurological affectation is limited
to lower limbs and is, in general,
asymmetric.  Patients  accuse
the feeling of numbness or pain
(burn-like) on the anterior side of
the thigh, enhanced during the
night. Walking and stair climbing
difficulties appear because of
the quadriceps and psoas deficit.
Electro-diagnostic studies show
the increase of nervous latency
and the active de-innervation
of the affected muscle, unlike
the normal MRI aspect, without
compression elements.

Idiopathic diffuse
skeletal hyperostosis (DISH) -
Forestier;s disease is a systemic,
non-inflammatory disease
characterised by the diffuse
ossification and calcification of
tendons, ligaments, fascia both
at the level of axial skeleton and
at the level of peripheral joints.
Osteophytes grow too much and
unite, forming bone bridges that
can render the spine rigid, most
frequently at the level of the
thorax segment. It affects 13-40%
of the diabetic patients and is more
frequent in patients with type 2
diabetes. Clinical manifestations
are variable. The Forestier

syndrome can be asymptomatic,
hence the under-diagnostic,
but the common symptoms are
pain and limitation of the spine
mobility. The drug treatment with
NSAID and pain killers, with a
customised exercise programme
are efficient to improve the joint
functionality.

Osteoporosis

Type 1 diabetes is
characterised by the significantly
low level of insulin affecting the
bone mineral metabolism and
results in a low bone mineral
density (DMO), while patients with
type 2 diabetes show a normal
or high DMO, but a high risk of
fractures because of the bone
micro-structure changes and a
local humoral medium stimulating
the activity of osteoclasts.
Epidemiology evidence shows a
risk of fracture in both types of
diabetes, more frequent at the hip
level, which can be significantly
reduced by the appropriate
monitoring of the fracture risk and
appropriate treatment both of the
diabetes itself and of osteopenia
and osteoporosis.

Sugar diabetes is one of the
biggest challenges of the 21st
century worldwide, the incidence
being triple over the last 20 years.
It is an obstacle for sustainable
economic growth and a major
public health problem because
of its incidence, complications
generated and high mortality,
because of the induce labour
incapacity and, implicitly, the
substantial economic impact on
the health system. Which is why
the early identification and the
correct approach in therapeutic
terms of the musculoskeletal
manifestations of sugar diabetes,
often accompanied by various
levels of disability, are important
to fight pain and dysfunction,
eventually leading to the increase
of the quality of life for these
patients.



PREVALENTA AFECTIUNILOR COLOANEI VERTEBRALE LA STUDENTI— STUDIU DE CAZ

stud. loan CALATOIU, stud. Teodora-Elena ILIESCU, Conf. Univ. dr. Mdddlina-Gabriela ILIESCU

Afectiunile coloanei
vertebrale reprezinta o forma
de patologie relevanta, dat fiind
impactul semnificativ pe care il au
asupra calitatii vietii pacientilor cu
aceste suferinte si de asemenea
a implicarii socio-economice pe
termen lung legat de costurile
tratamentelor de recuperare. De
asemenea, avand in vedere natura
degenerativd a acestor afectiuni,
precum si importanta preventiei
lor, modul in care tinerii sunt
afectati de aceste patologii devine
un obiect de studiu interesant.

Acest studiu a constat in
aplicarea unui chestionar anonim
online cu 7 intrebari, cu scopul
de a determina prevalenta
afectiunilor coloanei vertebrale
cat si a factorilor de risc pe un
esantion aleator de 306 de
studenti din cadrul Facultatii de
Medicind a Universitatii Ovidius
din Constanta, cu varste cuprinse
intre 18 si 30 de ani.

Unicul criteriu de selectie
pentru acest studiu a fost calitatea
de student al Facultdtii de
Medicind din cadrul Universitatii
Ovidius din Constanta, in aceasta
populatie selectia fiind aleatorie.
Astfel reprezentativitatea grupului
de indivizi chestionati relativa la
populatia cu varste intre 18 si 30 de
ani este neclara, iar din populatia
studentilor am chestionat
aproximativ 14% ( aprox. 2100 de
studenti, 306 chestionati).

Chestionarul cu cele 7
intrebari a fost creat cu ajutorul
programului Google Forms:

1. “Anul nasterii”

2. “Considerati ca aveti o postura
buna?”(Da/Nu)

3. “Va considerati o persoana
sedentara?”(Da/Nu)
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Facultatea de Medicind - Universitatea Ovidius din Constanta

( De completat)

7. “Considerati ca aveti o
afectiune a coloanei vertebrale
nediagnosticata?”(Da/Nu)

4. “Ati suferit vreodata de
dorsalgie?” (Niciodata/Rar/
Uneori/Des)

5. “Ati fost diagnosticat/a

cu o afectiune a coloanei
vertebrale?”(Da/Nu)

6. “Daca da, care a fost aceasta?”

Raspunsurile obtinute au fost
centralizate in graficele de mai jos.

Considerati cd avetl o posturd corectd
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Fig. 1: Majoritatea indivizilor chestionati considerd cd nu au o posturd corectad:
249 (78,8%) vs 67 (21,9%)

Vi considerati o porsoand secdoninrkT
Ol | et i

H
o
-1
=
"
)
X

Fig. 2: Majoritatea considerd cd sunt sedentari: 209 (68,3%) vs 98 (32%)
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Fig. 3: Se contureazd o distributie normald a frecventei dorsalgiei in
persoanele chestionate, persoanele cu dureri frecvente fiind totusi mai bine
reprezentate in acest studiu.( 6% - 21% - 42% - 30%)
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Fig. 4: Majoritatea nu a fost diagnosticatd cu o afectiune a coloanei
vertebrale: 219 (71,6%) vs 87 (28,4%)

Dintre cei 87 de indivizi diagnosticati cu o afectiune a coloanei
vertebrale, 61(70%) auscolioza, 16 (18,4%) cifoza, iar 5 (5,7%) discopatie.

Considerafi ca aveli o afectiune a coloanel vertebrale nediagnosticata?
200 da ¢ lapundi

Fig. 5: Majoritatea considerd cd nu are o afectiune a coloanei vertebrale
nediagnosticatd 157 vs 137.
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Figura arata procentul ca existd un procent atat de mare
persoanelor care au fost care considera ca suferd de o
diagnosticate cu o afectiune afectiune finca nediagnosticata

impune efectuarea unor studii
ulterioare pentru a determina daca
acest fenomen se datoreaza unei

a coloanei vertebrale, de
28,4%, insa se poate observa
un procent semnificativ de
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indivizi care considerd ca au o
afectiune a coloanei vertebrale
nediagnosticata, 44,7%. Astfel
procentul cumulat al persoanelor
diagnosticate cat si al celor care
considera ca sufera de acest tip
de patologie este de 73,1%. Faptul

autoevaludri defectuase sau nu.
De asemenea majoritatea tinerilor
chestionati considera ca prezinta
factori de risc pentru afectiuni
ale coloanei vertebrale, precum
o posturd incorectd (78,8%) sau
sedentarism (68,3%).

22

| nr.

Techirghiol



PREVALENCE OF SPINE DISORDERS IN STUDENTS - CASE STUDY

stud. loan CALATOIU, stud. Teodora- Elena ILIESCU, Conf. Univ. dr. Mdddlina-Gabriela ILIESCU
Faculty of Medicine, Ovidius University in Constanta
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The disorders of the spine
are a form of relevant pathology,
given the significant impact on
the quality of the lives of the
patients suffering from them
and also the long term social-
economic implication in relation
to recovery treatments costs. Also,
given the degenerative nature
of these disorders, as well as the
importance of their prevention,
the manner in which young people
are affected by these pathologies
becomes an interesting object of
study. This study consisted of an
online anonymous questionnaire
with 7 questions, in order to set
the incidence of spine disorders
and risk factors on a random
batch of 306 students within the
Faculty of Medicine of “Ovidius”
University in Constanta, with ages
between 18 and 30 years old.

The sole selection criterion for
the study was the title of student
of the Faculty of Medicine of
“Ovidius” University in Constanta,
the selection being random
within the population. Thus, the
representation of the questioned
group of individuals in relation
to general population between
18 and 30 years is unclear and,
we questioned approximately

14% of the students’ population
(approximately 2100 students,
306 questioned).

The questionnaire with the 7
guestions was created by means
of Google Forms:

1. "Year of birth”

2. "Do you consider to have a
good posture?” (Yes / No)

3. "Do you consider you are
sedentary person?” (Yes / No)

4. “Did you suffer from back
pains?” (Never / Seldom /
Sometimes / Often)

5. "Were you diagnosed with a
spine disorder? (Yes / No)

6. “If yes, what disorder was it?”
(Fill in)

7. "Do you believe you suffer from
a spine disorder not diagnosed?”
(Yes / No)

The answers received were
centralised in the graphs below.

Picture 1: Most individuals
guestioned believe their posture
is incorrect: 249 (78.8%) vs 67
(21.9%)

Picture 2: Most are sedentary:
209 (68.3%) vs 98 (32%)

Picture 3: A normal
distribution of back pain in the
persons questioned is outlined, the
persons with frequent pain being,
however, better represented in

the study (6% - 21% - 42% - 30%)

Picture 4: Most were not
diagnosed with a spine disorder:
219 (71.6%) vs 87 (28.4%)

Of the 87 individuals
diagnosed with a spine disorder,
61(70%) suffer from scoliosis,
16 (18,4%) kyphosis, and5 (5,7%)
discopathy.

Picture 5: Most believe they
do not suffer from a spine disorder
not diagnosed 157 vs 137.

Picture 6: The percentage
of the persons diagnosed with
a spine disorder is of 28.4%.
However, we can see a significant
percentage of individuals who
believe they do suffer from a spine
disorder not diagnosed, 44.7%.
Thus, the cumulated percentage
of diagnosed persons and of those
believing they suffer from this
type of pathology is of 73.1%. This
high percentage of persons they
do suffer from a spine disorder not
yet diagnosed requires subsequent
studies to establish whether the
phenomenon is due to a defective
self-assessment or not. Also, most
young people questioned believe
they are subject to risk factors
concerning spine disorders, such
as an incorrect posture (78.8%) or
sedentarism (68.3%).



INTERDEPENDENTA DINTRE CALCIU, MAGNEZIU §I VITAMINA D

Dr. L.E. STANCIU, Dr. A.B. VRAJITORU, Dr. I. POPESCU, Dr. E.V. IONESCU, Dr. M.G. ILIESCU

Calciul este un nutrient
esential, necesar pentru multiple
functii Tn sanatatea umana. Este
cel mai abundent mineral din
organism, gasindu-se in proportie
de 99% 1in dinti si oase (sub
forma de hidroxiapatita) si doar
1% 1in fluidele corpului (calciu
extracelular si calciu intracelular).

Calciul  extracelular  este
implicat in urmatoarele functii
biologice: mineralizare o0soas3,
excitabilitate membranara,
coagulare a sangelui.

Functiile biologice ale
calciului intracelular sunt: activare
neuronald, contractie musculara,
secretie  hormonala, activare
enzimatica si crestere celulara.

in fiecare zi pierdem calciu
prin piele, unghii, par, transpiratie,
urina si fecale. Corpul nu Tsi
poate produce propriul calciu. De
aceea, este important sa asimilam
suficient calciu din alimentele pe
care le consumam.

Pe masura ce Tnaintam
in varsta absorbtia la nivelul
intestinului scade, determinand
corpul sa preia din ce in ce mai
mult calciu din oase. in timp,
acest proces poate contribui la
osteopenie sau osteoporoza.

Homeostazia calciului este
reglementata in mare masura
printr-un sistem hormonal integrat
care  controleaza  transportul
calciului n intestin, rinichi si
0s. Acesta implicd doi hormoni
majori de reglare a calciului
(Parathormonul-PTH si Calcitriolul
- [1,25- (OH) 2 vitamina D],
receptorii lor -receptorul PTH
(PTHR) si receptorul vitaminei D
(VDR) - precum si calciu ionizat
seric si receptorul de detectare a
calciului (CaR).

Vitamina D este necesard
pentru a mentine nivelul normal
de calciu din sange. Acest lucru
este realizat dupa conversia sa

in forma activa 1,25-dihidroxi
vitamina D [1,25- (OH) 2D] sau
Calcitriol. Aceasta forma activa
regleaza transcrierea unui numar
de gene dependente de vitamina
D ce codificd proteinele care

transporta calciu si proteinele
matricei osoase.
Vitamina D moduleaza,

de asemenea, transcrierea
proteinelor ciclului celular, care
scad proliferarea celulara si cresc
diferentierea celulara a unui
numar de celule specializate ale
corpului (de exemplu: precursori
osteoclastici, enterocite,
keratinocite etc.). Aceasta
proprietate poate explica actiunile
vitaminei D Tn resorbtia osoas3,
transportul intestinal de calciu si

in piele.
Homeostazia calciului seric
implica mentinerea nivelurilor

de calciu extracelular ionizat in
domeniul fiziologic, permitand in
acelasi timp fluxul de calciu catre
si din depozitele esentiale. O
scadere a calciului sericinactiveaza
CaR in glandele paratiroide
pentru a creste secretia de PTH,
care actioneaza asupra PTHR 1in
rinichi pentru a creste reabsorbtia
tubulara a calciului si la nivel osos,
pentru a creste, in final resorbtia
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stimuleaza, de asemenea, rinichiul
sa creasca secretia de calcitriol care
activeaza receptorul vitaminei D in
intestin, pentru a creste absorbtia
calciului, in glandele paratiroide
pentru a reduce secretia de
PTH si in os pentru a creste
resorbtia. Scaderea calciului seric
inactiveaza, de asemenea CaR fn
rinichi pentru a creste reabsorbtia
calciului si a potenta efectul PTH.
Acest raspuns hormonal integrat
restabileste calciul seric si inchide
bucla de feedback negativ. Odata
cu cresterea calciului seric,
aceste actiuni sunt inversate,
iar raspunsul hormonal integrat
reduce calciul seric. Tmpreun3,
aceste mecanisme de feedback
negativ ajutd la mentinerea
nivelurilor totale de calciu seric la
indivizii sanatosi ntr-un interval
fiziologic relativ restrans de ~ 10%.

Magneziul este al patrulea
nutrient, ca abundenta fin
organism. Are rol de cofactor
pentru mai mult de 300 de reactii
enzimatice si regleaza o serie de
functii fundamentale in organism
(relaxare  musculara, relaxare
nervoasa, previne coagularea
anormaldasangelui, cumentinerea
unui flux sanguin normal). Mai
mult, magneziul joaca un rol vital
in : productia de energie, transport
transmembranar activ pentru alti
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si dezvoltarea osoasa.
Homeostazia magneziului
este reglatd la nivel de intestin, os
si rinichi. Majoritatea cantitatii de
magneziu este absorbita printr-
un mecanism pasiv in ileon si in
partile distale ale jejunului, n
timp ce o cantitate mai mica este
transportatd activ in intestinul
gros.  Aproximativ 24-76% din
magneziul ingerat este absorbit
in intestin si restul este eliminat
prin fecale. Proportia de magneziu
absorbit din intestin depinde de
cantitatea de magneziu ingerat
si de nivelul seric al magneziului
din organism. Homeostazia
este reglementata

magneziului

in principal de rinichi. Glomerulii
filtreaza in jur de 2400 mg de
magneziu pe zi. Aproximativ
95% din magneziul excretat este
reabsorbit, in principal de ramul
ascendent al ansei Henle (65%)
si Intr-o masura mai mica in tubii
distali (30%). Doar aproximativ 100
mg de magneziu se excreta in urind
in fiecare zi, iar rinichii pot regla
cantitatea excretatd, in functie de
nivelul seric de magneziu.

Exista o interactiune
permanenta intre cei doi
nutrienti. S-a raportat ca 1,25
(OH) 2D poate stimula absorbtia
intestinald de magneziu. Efectele
suplimentarii cu vitamina D
asupra nivelurilor circulante de
magneziu au fost investigate la
pacientii cu diabet zaharat de
tip 2. La 126 de pacienti adulti
cu diabet controlat (55 barbati
si 71 de femei) s-a constatat o
crestere semnificativa a nivelurilor
serice de magneziu dupa ce au
consumat suplimente de vitamina
D3 (2000 Ul / zi) timp de 6 luni. Tn
schimb, magneziul actioneaza ca
un cofactor pentru proteina care
leaga vitamina D. Mai mult, dupa
cum s-a mentionat, metabolismul
vitaminei D prin 25-hidroxilare
hepatica si la-hidroxilare renala
in forma activa de 1,25 (OH)2
vitamina D este un proces
dependent de magneziu. Deficitul
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de magneziu are ca rezultat
niveluri reduse de 1,25 (OH)2
vitamina D si raspuns modificat al
hormonului paratiroidian (PTH),
acest mecanism fiind implicat in
rahitismul rezistent la vitamina
D dependent de magneziu. S-a
demonstrat ca suplimentarea cu
magneziu reduce semnificativ
rezistenta la tratamentul cu
vitamina D. Studiile au ardatat ca
hipovitaminoza D asociata cu risc
crescut de mortalitate ar putea
evolua benefic prin suplimentare
de magneziu. Eficacitatea si
beneficiile clinice ale vitaminei D
sunt semnificativ reduse atunci
cand homeostazia magneziului
din organism nu este mentinuta.
Potrivit studiilor, asocierea
terapeutica sau  nutritionala
de magneziu a redus riscurile
de deficienta a vitaminei D 1in
populatia generala.

Mai mult, asocierile
potentiale ale nivelului seric de 25
(OH) vitamina D cu mortalitatea
crescuta, 1n special din cauza
bolilor cardiovasculare si a
cancerului colorectal, s-au dovedit
a fi modificate prin ingestia de

magneziu.
In mod normal, concentratia
magneziului intracelular

este mult mai mare decat a
calciului intracelular. Dar, atunci
cand cantitatea de magneziu
intracelular scade, in locul ionilor
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de magneziu intra n celula calciul.
Acest proces duce :

ofie la o hiperactivitate
celulara, care produce
intensificarea contractiilor
musculare, maiales la nivelul inimii
si al vaselor de sange (musculatura
netedd) fiind posibila aparitia
unor afectiuni cardiovasculare
(hipertensiune arterialda, angina
pectorala sau chiar infarct
miocardic)

ofie la calcificari anormale
(la nivelul  arterial  aceste
calcificari pot duce la afectiuni
cardiovasculare, iar la nivel renal
la aparitia calculilor renali).

Legat de raportul calciu:
magneziu sunt cateva precizari de
facut: studile au aratat ca n cazul
omului preistoric (paleolitic), acest
raport era de 1:1. Un cercetator
francez, Dr.Jean Durlach, a fost
primul care a recomandat sa nu
se depaseascd raportul 2:1 fin
favoarea calciului. De aici intervine
si o confuzie, unii considerand ca
acesta este raportul fiziologic.
in mod normal, raportul calciu-
magneziu ar trebui sa fie 1:1 sau
chiar 1:2 in favoarea magneziului.
Din pacate, realitatea arata cu totul
altfel, iar raportul anormal calciu-
magneziu are grave consecinte
cardiovasculare.  Astfel, intre
1973-1999, Finlanda a avut cea
mai mare incidenta a infarctelor
miocardice din lume, in conditiile

in care raportul calciu—magneziu
era de 4:1. Studiile efectuate
asupra populatiei din S.U.A. releva
un raport calciu—magneziu de 6:1.

Desi cele mai multe cercetari
privind tratamentul si prevenirea
osteoporozei s-au  concentrat
asupra aportului crescut de calciu
si vitamina D, totusi unele studii
stiintifice au aratat ca persoanele
care au consumat cantitati
importante de magneziu (420 mg
pentru barbati si 320 mg pentru
femei) au avut densitate osoasa
mai mare si risc mai scazut de
osteoporoza.

Consumul dozei recomandate
de magneziu este important in
prevenirea osteoporozei, deoarece
magneziul potenteaza activitatile
vitaminei D, posibil prin cresterea
absorbtiei si activarii endogene.

Studiile au sugerat «ca
magneziul ar putea influenta
sinteza PTH si ar putea determina
numarul de receptori ai vitaminei
D; prin urmare, o deficientda a
nivelurilor de magneziu poate
duce la diminuarea sintezei si
secretiei de PTH si la un numar
redus de receptori disponibili
pentru vitamina D in celulele tinta.

Magneziul este un cofactor
esential pentru sinteza vitaminei
D, iar vitamina D activata, la
randul sdu, poate creste absorbtia
intestinald a magneziului si, prin
urmare, poate forma o buclda de
feedback pentru a-si mentine
homeostazia.
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INTERDEPENDANGE BETWEEN CALCIUM, MAGNESIUM AND VITAMIN D

Dr. L.E. STANCIU, Dr. A.B. VRAJITORU, Dr. I. POPESCU, Dr. E.V. IONESCU, Dr. M.G. ILIESCU

Calcium is an essential
nutrient, necessary for multiple
functions in the human health. Itis
the most abundant mineral in the
body, 99% being found in the teeth
and bones (as hydroxyapatite)
and only 1% in the body fluids

(extracellular and intracellular
calcium).
Extracellular calcium is

involved in the following biological

functions: bone mineralisation,
membrane  excitability, blood
coagulation.

The biological functions of
intracellular calcium are: neuronal
activation, muscle contraction,
hormonal secretion, enzyme
activation and cellular growth.

We lose calcium every day
by means of the skin, hair, sweat,
urine and faeces. The body cannot
produce its own calcium. This is
why it is important to assimilate
enough calcium from the food we
eat.

With age, the absorption at
the intestine level reduces, causing
the body to take more and more
calcium from the bones. In time,
the process can add to osteopenia
or osteoporosis.

Calcium  homoeostasis s
largely regulated by an integrated
hormonal  system  controlling
the transport of calcium to the
intestine, kidneys and bones. This
involves to major hormones for
the calcium control (Parathyroid
hormone-PTH and Calcitriol
- [1,25- (OH) 2 vitamin D], their
receivers — PTH receiver (PTHR)
and the vitamin D receiver (VDR)
- as well as serum ionised calcium
and the calcium detection receiver
(CaR).

Vitamin D is necessary to
maintain a normal level of calcium
in the blood. This is achieved after

its conversion into the active form
1,25-dihydroxy vitamin D [1,25-
(OH) 2D] or Calcitriol. This active
form regulates the transcription
of series of genes depending on
vitamin D encoding the calcium
transporting proteins and the
proteins of the bone matrix.

Vitamin D also models the
transcription of cellular cycle
proteins reducing the cellular
proliferation and increasing the
cellular differentiation of a series
of body specialised cells (for
instance, osteoclast precursors,
enterocytes, keratinocytes etc.)
This property may explain the
action of vitamin D in the bone
resorption, the calcium intestinal
transport and in the skin.

Serum calcium homoeostasis
entails the same levels of
extracellular ionised calcium in the
physiological range, at the same
time allowing the calcium flow
to and from essential deposits.
A decrease in the serum calcium
inactivates CaR in parathyroid
glands to increase the secretion
of PTH which acts on the PTHR
in the kidneys to increase tubular

re-absorption of calcium and
at the bone level to eventually
increase net bone resorption, The
increase of PTH also stimulates the
kidneys to increase the secretion
of calcitriol activating the vitamin
D receiver in the intestine, to
increase calcium absorption in
the parathyroid glands to reduce
PTH secretion and in the bone to
increase resorption. A reduction
of the serum calcium also
inactivates CaR in the kidneys to
increase calcium re-absorption
and the potency of PTH effect. This
integrated hormonal response
restores the serum calcium and
closes the negative feedback
loop. With the increase of serum
calcium, these actions are reversed
and the integrated hormonal
response reduces serum calcium.
Together, these negative feedback
mechanisms help maintain the
total levels of serum calcium,
in healthy individuals, within a
relatively tight physiological range
of ~ 10%.

Magnesium is the fourth

nutrient in terms of the amount
in the body. It acts as co-factor




in more than 300 enzyme
reactions and regulates a series
of fundamental functions in the
body (muscle relaxation, nervous
relaxation, prevents abnormal
blood coagulation and maintains
a normal blood flow). Moreover,
magnesium plays a vital role in
the production of energy, active
transmembrane transport for
other ions, synthesis of nuclear
materials and bone development.

Magnesium homoeostasis
is regulated at the level of the
intestine, bones and kidneys.
Most magnesium is absorbed by
means of a passive mechanism
in the ileum and the distal parts
of the jejunum, while a small
portion is actively carried to the
large intestine. Approximately 24-
76% of the magnesium ingested
is absorbed in the intestine,
the remaining amount being
eliminated with the faeces. The
amount of magnesium absorbed
from the intestine depends on
the amount of the magnesium
ingested and on the serum level
of magnesium in the body. The
homoeostasis of magnesium is
regulated mainly by the kidneys.
Glomeruli filter approximately

2400 mg of magnesium each day.
Approximately 95% of the excreted

magnesium is re-absorbed mainly
by the upper branch of Henle loop
(65%) and, to a lower extent, in the
distal tubes (30%). Only about 100
mg of magnesium is excreted into
the urine each day and kidneys
can regulate the amount excreted,
according to the serum level of the

magnesium.

There is a permanent
interaction between the two
nutrients. Studies showed that

1,25 (OH) 2D can stimulate the
magnesium intestinal absorption.
The effects of supplementary
vitamin D on the circulating levels
of magnesium were analysed
in patients with type 2 sugar
diabetes. In 126 adult patients with
controlled diabetes (55 men and
71 women), a significant increase
of the serum levels of magnesium
was seen after using supplements
of vitamin D3 (2000 Ul / day) for 6
months. In exchange, magnesium
acts as co-factor for the protein
linking vitamin D. Moreover,
as mentioned, the metabolism
of vitamin D by 25-hepatic
hydroxylation and la-renal
hydroxylation to active form of
1,25 (OH)2 vitamin D is a process
depending on the magnesium.
The deficit of magnesium results
in low levels of 1,25 (OH)2 vitamin
D and a changed response of

the parathyroid hormone (PTH),
the mechanism being involved
in vitamin D resilient rickets
depending on magnesium. It
was shown that supplementing
magnesium significantly reduces
resistance to the treatment with
vitamin D. Studies showed that
hypovitaminosis D  associated
with a high risk of mortality could
positively evolve with magnesium
supplements. The efficacy and
clinical benefits of vitamin D are
significantly reduces when the
magnesium homoeostasis in the
body is not maintained. According
to studies, the therapeutic
or nutritional association of
magnesium reduced the risks of
vitamin D deficiency in the general
population.

Moreover, possible
associations of serum levels of 25
(OH) vitamin D with high mortality,
especially because cardiovascular
diseases and colon-rectal cancer,
proved to incur changes after
magnesium ingestion.

Normally, the concentration
of intracellular magnesium is much
higher than the of of intracellular
calcium. But, when the amount of
intracellular magnesium reduces,
calcium replaces magnesium ions
in the cell. This process causes:

seither cellular hyperactivity
causing the increase of muscle
contractions, especially at the
heart and blood vessels level
(smooth  muscles), with the
possibility of some cardiovascular
disorder appearing (high blood
pressure, chest angina or even
myocardium arrest)

eor abnormal calcifications
(at arterial level, such calcification
may cause cardiovascular
disorders and, at kidney level, the
occurrence of kidney calculi).

As regards the
calcium:magnesium ratio, there
are some mentions to be made:
studies showed that, in the case of
prehistoric humans (Palaeolithic),
the ratio was of 1:1. A French
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researcher, Dr.Jean Durlach,
was the first to recommend that
the ratio of 2:1 in the favour of
calcium should not be exceeded.
A confusion comes out from this,
some believing that this is the
physiological ratio. Normally, the
ratio calcium-magnesium should
be of 1:1 or even 1:2 in the favour
of magnesium. Unfortunately, the
reality if completely different and
the abnormal ratio of calcium-
magnesium entails severe
cardiovascular consequences.
Thus, between 1973 and 1999,
Finland had the highest incidence
of myocardiumarrestsinthe world,
given that the calcium-magnesium
ratio was of 4:1. Studies carried out

Sindromul de apertura
toracica superioara (SATS)
reprezinta o cauza controversata
si frecvent subdiagnosticata a
durerii de la nivelul umarului din
cauza simptomatologiei difuze
si a mecanismelor complexe de
producere ce implica fenomene de
compresie neurovasculara.

Termenul de ,sindrom de
apertura toracica” a fost introdus
pentru prima datd Tn literatura
medicald ntr-un articol publicat
in 1956 de Peet RM et al, pentru
a descrie simptomatologia
datoratda compresiei structurilor
neurovasculare la traversarea lor
prin apertura toracica.

SATS afecteaza aproximativ
8% din populatie si este mai
frecvent intalnit la femei tinere cu

on the population in USA showed
a calcium-magnesium ratio of 6:1.

Although some research
regarding the treatment and
prevention of osteoporosis
focused on the increased use
of calcium and vitamin D, some
scientific studies showed that
people using high amounts of
magnesium (420 mg for men and
320 mg for women) showed a
higher bone density and a lower
risk of osteoporosis.

The use of the recommended
dose of magnesium is important
in the prevention of osteoporosis
given that magnesium enhances
the activities of vitamin D, possibly
by increasing the absorption and

endogenous activation.

Studies suggested that
magnesium could influence
the synthesis of PTH and could
determine the number of vitamin
D receivers; hence, a deficiency
of magnesium levels could reduce
the synthesis and secretion of PTH
and a low number of receivers for
vitamin D in the target cells.

Magnesium is an essential
cofactor for the synthesis of
vitamin D and activated vitamin
D, in its turn, can increase
the intestinal absorption of
magnesium, therefore a feedback
loop can be formed to maintain
homoeostasis.

SINDROMUL DE APERTURA TORACICA SUPERIOARA:
ACTUALITATI, DIAGNOSTIC SI TRATAMENT

Dr. Georgiana BRANZA, Dr. Mihaela MINEA

varsta intre 20 si 50 de ani.

Cele mai frecvente sedii
de compresie ale manunchiului
vasculonervos (artera subclavie,
vena subclavie, plex brahial) in
defileul toracic sunt: in trigonul
interscalenic (delimitat de
muschiul scalen anterior, scalen
medial si de fata mediana a primei
coaste), Tn spatiul costo-clavicular
(delimitat de prima coasta,
claviculd si scapuld) si in unghiul
format de apofiza coracoida
scapulara si tendonul de insertie a
muschiului pectoral mic.

Etiopatogenie:
Factori congenitali:
eprezenta coastei cervicale (la
0.5-0.6% din populatie),
eprocese transverse C7 alungite

eSinostoza intercostala I-ll
eInsertii aberante musculare
eExostoza primei coaste
eBenzi fibromusculare atipice in
proximitatea plexului brahial
eScolioza cervico-dorsala
Factori dobdnditi:
ePosturd incorecta cu umerii
cazuti
eHipertrofia muschilor scaleni
eScolioza cervico-dorsala
eCalus vicios post fractura
eLuxatii sterno-costale
eLeziune de hiperextensie
cervicala tip whiplash
eLeziuni de stres repetitive
eProfesii (pictori, muzicieni,
electricieni)
e Activitati sportive (baschet,
volei, tenis)
eTumora pulmonara Pancoast.



Tabloul clinic
Simptomele  SATS
cefalee, durere (in
gatului, umarului si
amorteald, parestezii la nivelul
mainii si degetelor, slabiciune,
pierderea dexteritatii sau
circulatie deficitara 1n periferie
care poate cauza paloarea sau
cianoza, senzatia de racealda a
extremitatilor, sindromul Raynaud,
edemul bratului. Pacientii pot
avea un spectru larg de simptome:
usoare, intermitente, pana la
simptome severe si constante.

includ:
regiunea
bratului),

Fig. 1. Raporturi anatomice la nivelul
aperturii toracice superioare

in  functie de structura
neurovasculara interesata, un
complex de semne si simptome se
pot identifica.

Forma SATS neurogenica
este produsa de compresia
componentelor plexului brahial la
nivel C5-T1 (intalnita Th 95% din
cazurile clinice). Se caracterizeaza
prin:

-durere la nivelul
cervicale, centurii
membrului superior, mai ales
pe fata medialda a bratului,
antebratului si degetelor 4si 5;

-diminuarea sensibilitatii pe
fata palmara a degetelor 4 si 5;

regiunii
scapulare,

-parestezii  accentuate Ia
miscarea de ridicare a bratelor,
slabiciune, scaderea fortei
musculare

Forma SATS venoasa
apare prin  compresia venei

subclaviculare si se caracterieaza
prin:

-tumefierea bratului cu edem
asimetric, cianoza, paloarea,
dilatarea retelei venoase
superficiale;

-parestezii, durere, senzatie
de greutate la nivelul membrului
superior.

Forma SATS arterialda este
produsa de compresia arterei
subclaviculare care poate produce
orice combinatie de stenoza,
dilatare post stenotica, formarea
anevrismului sau a trombozei
murale cu urmatoarele semne si
simptome:

-fenomen Raynaud (amorteli,
cianoza sau paloare si durere prin
expunerea la frig, parestezii);

-ulceratii digitale, scaderea
pulsului si a temperaturii, atrofii
tegumentare.

Forma SATS nespecifica:

-durere si parestezii, lipsa
dereglarilor neurologice, lipsa
semnelor de compresie vasculare.

Dupa anamneza amanuntita,

urmeaza cea mai importanta
parte a procesului diagnostic
- examenul clinic: este si va

ramane prima linie de investigare
a oricarui pacient, indiferent
de patologia suspicionata, 1n
ciuda evolutiei tehnologice si
a disponibilitatii investigatiilor
imagistice. Acestea din urma nu
pot Tnlocui niciodata un examen
clinic corect efectuat. La inspectie
urmarim prezenta posturii
incorecte sau atitudini particulare
asimetrice, modificari de tonus
muscular, limitarea amplitudinilor
de miscare, deformari articulare.
Dupa inspectie se continua cu
evaluarea amplitudinii articulare
folosind goniometrul, evaluarea
fortei musculare prin testarea
manuald, evaluarea perimetrului
la nivelul bratului si antebratului
atat pentru membrul afectat, cat
si pentru cel sanatos si evaluarea
fortei de prehensiune cu ajutorul
dinamometrului cu arc. Un examen
general trebuie suplimentat de un

examen neurologic atent.

Diagnosticul SAT se realizeaza
prin teste de provocare. Acestea
sunt pozitive atunci cand pulsul
radial dispare si se instaleaza
simptomatologia  caracteristica:
testul scalenului sau Adson, testul
costoclavicular (al pozitiei militare
Halstead), testul Allen, manevra
Wright (de hiperabductie), testul
de stres Ross (EAST- elevated arm
stress test) al claudicatiei in brat.

Dat fiind faptul ca SAT
este intr-adevar o colectie de
simptome complexe, adesea cu
multe fatete, este irational sa se
presupuna ca vreun test sau o
investigatie solitara ar putea sa
examineze corect intregul spectru
al patologiei. Diagnosticul SAT
depinde de o examinare detaliata
si sistematica a partii superioare
a corpului si numerosi autori
subliniaza faptul cd exacerbarea
posturala a simptomelor este
o componenta esentiald a
diagnosticului.

Aceste examinari
fi  completate de
perceptiei  pacientului  privind
simptomatologia si nivelul
functional folosind: chestionarul
DASH-Disability of the Arm,
Shoulder and Hand) (30 itemi)/
QuickDASH (11 itemi), scorul
SPADI-Shoulder Pain  Disability
Index (13 itemi), Scala VAS (Visual
Analogue Scale) sau chestionarul
de durere McGill (SF-MPQ- Short
Form McGill Pain Questionnaire)

Metodele imagistice
de investigatie folosite 1n
diagnosticarea SATS sunt:

-Radiografia  toracica, de
coloana cervicala si de umar
pentru identificarea anomaliilor
osoase congenitale sau dobandite.
Aceasta investigatie este
importanta daca altda explorare
imagistica nu este disponibila.

-Computer tomograful descrie

pot
evaluarea

detaliat eventualele anomalii
osoase.
-Angiografia CT efectuata

fmpreund cu manevrele posturale



evalueaza compresiile dinamice.

-IRM - ramane metoda de
electie pentru evaluarea precisa a
compresiei nervoase.

-Ecografia Doppler arteriala
poate evidentia compresia
vasculard si anevrismul arterei
subclaviculare.

-Angiografia  subclaviculara
poate evidentia stenoza, anevrism,
embolie periferica.

-Venografia brahiala
ascendentd este utilizata pentru
diagnosticareatrombozeivenoase.

-Testele de conducere
nervoasa si  electromiografia
sunt utile Tn diagnosticul de SATS
neurogenic. Acestea pot releva
scaderea latentei si amplitudinii
potentialului de actiune nervos
senzitiv (SNAP) al nervului ulnar
precum si diminuarea latentei
si amplitudinii potentialului de
actiune motor compus (CMAP) al
nervului median.

Datoritd variabilitatiisale, SATS
poate fi dificil de diferentiat de alte
patologii cu prezentari similare.
Trebuie facuta o anamneza si o
examinare aprofundata pentru
a determina daca simptomele
pacientului sunt cu adevarat
SATS. Urmatoarele patologii sunt
diagnostice diferentiale comune
pentru SATS:
eSindromul de tunel carpian
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eTenosinovita De Quervain
eEpicondilita laterala si mediala
eSindromul dureros regional
complex (SDRC)

eSindromul Horner

eBoala Raynaud
eSpondilodiscartroza cervicala
eTraumatism la nivelul plexului
brahial

eTromboza venoasa profunda a
membrului superior-sindromul
Paget-Schroetter

eLeziunile coafei rotatorilor
eInstabilitate articulara
glenohumerala

eTumori maligne (tumori locale)
eVasculitd

eSindromul toracic (T4)
eDistrofie simpatica reflexa
eSindromul Pancoast
ePlexopatia brahiald indusa de
radiatii (RIBP)

eSindromul Parsonage Turner
(plexopatia brahiala idiopatica).

Exista afectiuni care pot
coexista cu SAT. Este vorba
despre spondilodiscartroza

cervicald, hernia de disc cervical,
fibromialgia muschilor gatului si
a umarului, neuropatii periferice.
Este important sa identificdam
aceste afectiuni, deoarece acestea
ar trebui tratate separat.
Obiectivele  tratamentului
sunt reprezentate de calmarea
durerii, reducerea procesului

inflamator, ameliorarea functiei
motorii, ameliorarea calitatii vietii
siintegrarea completa in societate.
Pacientul cu SATS trebuie evaluat
si tratat in cadrul unei echipe
multidisciplinare formatda din:
medic de reabilitare, neurolog,
chirurg vascular, chirurg general
si ortoped, fiziokinetoterapeut,
terapeut ocupational, psiholog.

Tratamentul initial al SATS
este de tip conservator. Se instituie
masoterapia urmarind efectele
de scadere a durerii, diminuare
a contracturilor, Tmbunatatire a
tonusului muscular si reducere
a edemului, corectarea posturii
prin  metoda de reeducare
posturala globald, kinetoterapie
cu exercitii fizice de stretching
pentru muschii pectorali, trapez si
scaleni, tehnici si exercitii pentru
promovarea stabilitatii articulare
si a fortei musculare adresate
muschilor ridicator al scapulei,
sternocleidimastoidian si trapez
superior si tehnici de mobilizare
neurodinamica.

Dintre procedurile de
fizioterapie se prefera tratamentul
cu ultrasunete pentru ca are efect
decontracturant si de stimulare a
circulatiei sanguine producand un
micromasaj la nivelul tesuturilor si
asigura o penetrare in profunzime
a substantelor antiinflamatoare



sub forma de

gel

aplicate
(sonoforeza).

Tratamentul cu ultrasunete,
datorita efectului termic profund

si de crestere a elasticitatii
structurilor, faciliteaza exercitiile
de stretching, in special pentru
muschii scaleni si pectorali, de
aceea ar trebui efectuat imediat
inainte de kinetoterapie sau de
tehnicile de manipulare osteo-
articulara sau de eliberare
miofasciala pentru ca tesuturile
profundevor revenilatemperatura
initiala ( 37 °C de la 41-42 °C) in
20-30 minute. Se recomanda
si aplicarea de proceduri de
termoterapie, precum comprese
calde, cataplasme calde umede
sau uscate pentru efectul analgezic
si antispastic. Planul de tratament
balneo-fizical-kinetic trebuie sa
fie revizuit si actualizat regulat in
functie de progresul pe parcursul
reabilitarii.

Tratamentul medicamentos
include antialgice, miorelaxante,
antidepresive, vasodilatatoare.
Agentii orali sunt mai ieftini pe
termen scurt si mai usor de utilizat,
dar au efecte sistemice nedorite,
care pot depdsi beneficiile
potentiale pe care acestia le pot
oferi.

Injectarea cu toxina botulinica
de tip A s-a dovedit eficientd

n tratamentul

compresiei
neurovasculare  din  apertura
toracica superioarda produsd de
hipertonia  musculaturii  prin
administrarea acesteia la nivelul
muschilor scaleni anterior,
pectoral mic si subclavicular,
reducand temporar durerea si
fenomenele asociate. Efectuarea
infiltratilor ghidate  ecografic
poate contribui la reducerea
efectelor secundare ale substantei
injectate, precum diseminarea.
De asemenea, se recomanda
pacientilor schimbarea ocupatiei
pentru  finldturarea  factorilor
predispozanti si agravanti.

in  cazul pacientilor cu
afectare neurologicd semnificativa
sau progresiva, care nu raspund
la tratamentul conservator sau
in cazul sindromului de apertura
toracica vascular este nevoie de
o interventie chirurgicald care
sa trateze cauza. |Interventia
chirurgicala de rezectie a primei
coaste decomprima structurile
neurovasculare si are ca rezultat
reducerea  semnificativda  sau
disparitia completa a simptomelor
n 90% dintre cazuri.

Chirurgia robotica toracica
este o metoda relativ noua care ar
putea deveni abordarea preferata
in chirurgia decompresiva 1n
sindromul de apertura toracica,

deoarece permite rezectia
minim invaziva a primei coaste,
cu ameliorarea excelenta a
simptomelor si fara complicatii
neurovasculare.
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The upper thoracic outlet
syndrome (SATS) is a controversial
and frequently under-diagnosed
cause of pain at the shoulder
level because of the diffuse
symptoms and complex
occurring mechanisms entailing
neurovascular compression

phenomena.
The term of “thoracic outlet
syndrome” was first introduce

in the medical literature in
1956 by Peet RM et al, to
describe the symptoms caused
by  neurovascular  structures
compression when crossing the
thoracic outlet.

SATS affects approximately
8% of the population and is more
often seen in young women
between 20 and 50 years of age.

The most frequent stages
of the vascular nervous cluster
compression (subclavian artery,
subclavian vein, brachial plexus)
in the thoracic outlet are: In the
inter-scalene triangle (delimited
by the anterior scalene muscle,
medial scalene and the median
face of the first rib), in the rib-
clavicle space (delimited by the
first rib, clavicle and scapula) and
the angle between the coracoidal
scapular apophysis and the
insertion tendon of the small
pectoral muscle.

Ethiopathogenicity:

Congenital factors:
*Presence of cervical rib (in 0.5-
0.6% of the population),
*C7 elongated transverse
processes
e|-Il intercostal synostosis
*Muscle abnormal insertions
eExostosis of the first rib
e Atypical fibre-muscular strips

UPPER THORACIC OUTLET SYNDROME:
CURRENT ISSUES, DIAGNOSTIC AND TREATMENT

Dr. Georgiana BRANZA, Dr. Mihaela MINEA

near the brachial plexus
eCervical-dorsal scoliosis
Acquired factors:
eIncorrect postures with low
shoulder
eHypertrophy of scalene muscles
eCervical-dorsal scoliosis
ePost-fracture vice callus
eSternal-rib luxations
*Whiplash type cervical hyper-
extension injury
eRepeated stress injuries
eOccupations (painters,
musicians, electricians)
eSports activities (basketball,
volleyball, tennis)
ePancoast lung tumour

Clinical description

SATS symptoms include: head
aches, pain (in the area of the neck,
shoulder and arm), numbness,
paraesthesia at the level of
hand and fingers, weakness,
loss of dexterity or deficient
peripheral  circulation  which
may cause paleness or cyanosis,
the feeling of cold extremities,
Raynaud syndrome, arm oedema.
Patients may show a wide range
of symptoms: light, medium to
severe and constant symptoms.

Depending on the
neurovascular structure of
interest, a complex of signs and
symptoms can be identified.

The neurogenic form of SATS
is caused by the compression of
the brachial plexus components at
level C5-T1 (in 95% of the clinical
cases). It is characterised by:

-pain at the level of cervical
area, scapular belt, upper limb,
especially pn the medial side of
the arm, forearm and fingers 4
and 5;

-reduction of sensibility on

the palm side of fingers 4 and 5;

-enhanced paraesthesia
when raising the arms, weakness,
reduction of muscle force

The venous SATS form
occurs upon the compression
of the subclavian vein and is
characterised by:

-swelling of the arm with
asymmetric oedema, cyanosis,
paleness, dilatation of the
superficial vein network;

-paraesthesia, pain, weight
sensation at the level of the upper
limb.

The arterial form of SATS is
caused by the compression of
the subclavian artery causing any
combination of stenosis, post-
stenosis dilatation, formation of
aneurysm or mural thrombosis
with the following signs and
symptoms:

-Raynaud phenomenon
(numbness, cyanosis or paleness
and pain upon cold exposure,
paraesthesia);

-finger ulcerations, low pulse
and temperature, tegument
atrophy.

Non-specific form os SATS:

-pain and paraesthesia, lack
of neurological disturbances, lack
of vascular compression signs.

The complete anamnesis is
followed by the most important
part of the diagnostic process-
the clinical examination: which
is and shall continue to be the
first line of investigation for
each patient, regardless of the
suspected pathology, despite
the technological progress
and availability of imaging
investigations. The latter can
never replace the correctly
performed clinical examination.



During the examination, we focus
on the incorrect posture or the
particular asymmetric attitude,
changes the muscle tone, the
limitation of movement amplitude
and joint deformations. After the
examination, we continue with
the assessment of joint amplitude
using the goniometer, the
assessment of the muscle force
by manual testing, assessment
of perimeter at arm and forearm
level both for the affected limb
and for the healthy limb and the
assessment of catching force by
means of a spring dynamometer
A general examination must be
supplemented by an attentive
neurological examination.

The diagnostic of SAT s
achieved by challenging tests.
These are positive when the
radial pulse disappears and the
characteristic symptoms appear:
scalene or Adson test, rib-clavicle

test (the Halstead military
position), Allen test, Wright
manoeuvre (hyper-abduction),

Ross stress test (EAST- elevated
arm stress test) of the arm
claudication.

Given that SAT is really a
collection of complex symptoms,
often with many sides, it is
irrational to assume that a single
test orinvestigation could correctly
investigate the entire range of
the pathology. The diagnostic
of SAT depends on a detailed
and systematic examination of
the upper body part and many
authors outline that the posture
exacerbation of symptoms is
an essential component in the
diagnostic.

Such examinations can be
supplemented by the assessment

of the patient's perception
regarding the symptoms and
functional level using: DASH-

Disability ofthe Arm questionnaire,
Shoulder and Hand)(30 items)/
QuickDASH (11 items), SPADI-
Shoulder Pain Disability Index (13
items), VAS Scale (Visual Analogue

Scale) or McGill pain questionnaire
(SF-MPQ- Short Form McGill Pain
Questionnaire)

Imaging methods used to
diagnose SATS are:

-thoracic, cervical spine
and shoulder X-ray to identify
congenital or acquired bone
abnormalities. This investigation
is important if no other imaging
exploration is available.

-the computer tomograph
details the possible bone
abnormalities.

-the CT angiography together
with the postural manoeuvres
assesses dynamic compressions.

-MRI - the preferred method
for the accurate assessment of the
nervous compression.

-Doppler arterial ultrasound
can outline vascular compression
and aneurysm of subclavian artery.

-subclavian angiography
can outline stenosis, aneurysm,
peripheral embolism.

-upper brachial vein
ultrasound is used to diagnose
venous thrombosis.

-nerve conduction tests and
electromyography are useful in
the diagnostic of neurogenic SATS.
These can reveal the reduction
of latency and amplitude of the
sensitive nervous action potential
(SNAP) of the ulnar nerve and the
reduction of latency and amplitude
of the composes motor action
potential of the median nerve.
Because of its variability, SATS
can be difficult to differentiate
by other pathologies with similar
descriptions. The anamnesis and
detailed examination must be
carried out in order to determine
whether the patient's symptoms
are actually SATS. The following
pathologies are common
differential diagnostics for SATS:
eCarpal tunnel syndrome
eDe Quervain tenosynovitis
eLateral and medial epicondylitis
eComplex regional pain syndrome
(SDRC)
eHorner syndrome
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eRaynaud's disease
eCervical spondylodiscarthrosis
eTrauma at the level of brachial
plexus
eDeep venous thrombosis of the
upper limb - Paget-Schroetter
syndrome
eRotators cuff injuries
eGlenohumeral joint instability
eMalign tumours (local tumours)
eVasculitis
eThoracic syndrome (T4)
sReflex sympathetic dystrophy
ePancoast syndrome
eRadiation induced brachial
plexopathy (RIBP)
eParsonage Turner syndrome
(idiopathic brachial plexopathy)
There are disorders that can
co-exist with SAT. These are cervical
spondylodiscarthrosis, cervical
disk hernia, fibre-myalgia of neck
and shoulder muscles, peripheral
neuropathy. It is important to
identify these disorders because
they must be treated separately.
The treatment objectives
are to release pain, reduce the
inflammatory process, improve
motor function, improve the
quality of life and the complete
integration into the society.
The patient with SATS must be
assessed and treated within a
multidisciplinary team consisting
of: rehabilitation doctor,
neurologist, vascular surgeon,
general surgeon and orthopedist,
physiokinetotherapist, occupa-
tional therapist, psychologist.
The initial SATS treatment

is a conservatory one. Massage
therapy is used aiming to reduce
pain, to mitigate contractions, to
improve muscle tone and reduce
oedema, to correct posture by
means of the global posture re-

education, kinetotherapy with
stretching exercises for the
pectoral, trapeze and scalene

muscles, techniques and exercises
to enhance joint stability and
muscle force addressing the
scapula, sternocleidomastoid and
upper trapeze elevating muscles
and neuro-dynamic mobilisation

techniques.
Among the physiotherapy
procedures, the ultrasound

treatment is preferred for its de-
contraction effect and stimulation
of blood circulation, causing a
micro-massage at the level of
tissues and ensuring a deep
penetration of anti-inflammatory
substances (sonophoresis).

The ultrasound treatment,
because of its deep thermal effect
increasing the structures elasticity,
enhances stretching exercises,
especially for the scalene and
pectoral muscles, which is why it
should be applied immediately
prior to kinetotherapy or osteo-
joint manipulation techniques or
the myofascial release, because
deep tissues will return to their
initial temperature ( 37 °C from
41-42 °C) in20-30 minutes. Also,
the use of thermal therapy is
recommended, such as warm
patches, warm wet or dry poultices

for the pain relief and anti-spastic
effect. The balneophysiokinetic
treatment plan must be reviewed
and updated on a regular basis,
according to the evolution during
rehabilitation.

The drug treatment includes
pain killers, myo-relaxing drugs,
anti-depressives, vessel dilators.
Oral carriers are more affordable
on short term and easier to use,
but have undesirable systemic
effects which may go beyond the
potential benefits.

The injection of type A
botulin toxin proved efficient in
the treatment of neurovascular
compression on upper thoracic
outlet caused by muscle hyper-
tone, by its use at the level of
anterior scalene, small pectoral
and subclavian muscles,
temporarily reducing pain
and associated phenomena.
Ultrasound guided infiltrations
may add to the reduction of side
effects of the substance injected,
such as dissemination. Also,
patients are recommended to
change occupations to remove

predisposing and aggravating
factors.
In the case of patients

with significant or progressive
neurological affectation, who do
not respond to the conservatory
treatment, or in the case of
vascular thoracic outlet syndrome,
surgery is required to treat the
cause. Surgery for the resection
of the first rib decompresses
neurovascular  structures and
results in the significant reduction
or complete removal of symptoms
in 90% of the cases.

Robotic  thoracic  surgery
is relatively new and might
become the approach of choice
for decompression surgery in the
thoracic outlet syndrome because
it allows for the minimally invasive
resection of the first rib, with
the excellent improvement of
symptoms, without neurovascular
complications.



Ce sunt punctele trigger?

-Traumatizarea si ruperea
tesutului muscular cauzat de
activitatile zilnice reprezinta de
obicei sursa primara a disfunctiilor
din corp. Muschii scheletici
constituie aproximativ 50% din
greutatea corpului.

-Aproximativ 400 de muschi
sunt predispusi la dezvoltarea
punctelor trigger, ce sunt capabile
sa produca dureri semnificative.

Terapia trigger point este o
modalitate de tratament sigura
si eficienta ce se axeaza pe
ameliorarea durerii prin diferite
tehnici de inactivare a acestor
puncte, mai precis, prin masa;j.

Nu are efecte secundare, deci
ar trebui sa reprezine o optiune de
tratament pentru un numar mare
de pacienti. Aceste puncte sunt
hiperiritabile, cu localizare tipica
in muschii scheletici, producand
durere intensa, rigiditate, miscare
restrictionata, uneori chiar si
greata sau ameteli depinzand de
zona in care s-au format.

Patofiziologia punctului
trigger — ce se intampla cu
muschiul Tncat sa duca la aparitia
acestui punct de declansare a
durerii?

-Suprasolicitarea musculara
determind eliberarea anormala
a acetilcolinei din placa
neuromotorie disfunctionala.
Aceasta provoaca un influx de
calciu n jurul placii neuromotorii.
Aceastd tensiune creata formeaza
noduli de contractie a fibrei
musculare, compromite circulatia
locald care produce o ischemie

locald, rezultatul fiind aparitia
simptomatologiei algice.
Punctele trigger sunt

clasificate in mai multe categorii:
ePuncte trigger active — cauza
durerii spontane, de intensitate

TERAPIA SIMASAJUL PUNCTELOR TRIGGER

Trapezul
suparior
PTr2
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Trapezul mediu

Trapezul mediu PTr 5

PTré

Trapezul
inferior PTr 4

\.
Ny

Muschiul trapez

maxima, cu caracter de arsura;
dureri generale la nivelul muschilor
si articulatiilor.

ePuncte trigger latente — se
transforma usor din puncte active
in urma suprasolicitarii musculare
in puncte dureroase, doar la o
presiune aplicata asupra lor.

ePuncte trigger centrale — pot
fi active si latente. Ele se formeaza
in mijlocul fibrei musculare, acolo
unde nervul motor este atasat de
fibra si o inerveaza.

ePuncte trigger atasate —apar
in urma unor tensiuni sporite de-a
lungul fibrei musculare intinse.
Aceste puncte sunt cauza durerii
care de obicei este denumita

tendinita”.
Activarea

acestor
de obicei se produce in urma

puncte

unor forme de
musculara:
-Traumatisme,
excesiva sustinuta;
-Stres postural, muschi
mentinuti in pozitie scurtatd o
perioada mai lunga de timp;
-Miscare repetatd, in special
cu greseli biomecanice.
Localizarea si inactivarea
punctelor trigger pot fi uneori
dificile deoarece pacientul prezinta
doar simptomatologie algica.
Este des intalnita situatia n
care pacientii cu durere cronica

suprasolicitare

activitate

22
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Sternal division

raspund bine la tratament dar,
in cateva zile, revin la starea
initiala, cauza acestei regresii
fiind acest fenomen numit punct
trigger, necunoscut de pacient si
neidentificat de catre specialist.

Capentruoriceterapieexistasi
contraindicatii: afectiuni maligne,
ranideschise, ateroscleroza severa,
anevrism, terapie anticoagulanta
sau osteoporoza severa.

Cum identificdm punctele
trigger?

-Prin palpare manuala
directa, pentru a localiza un

punct de declansare. Pacientul
se pozitioneaza intr-o postura
relaxanta pentru muschiul
respectiv: se realizeaza palparea cu
presiune, folosind varful degetului
pentru a localiza banda musculara

Clavicular division

si pentru a descoperi punctul de
declansare.

-Palparea ,in pensa” care
se realizeaza prin prinderea
muschiului intre degetul mare si
celelalte degete si rotind Thainte si
fnapoi pentru a localiza punctul.

Tratamentul presupune
inactivarea acestor puncte printr-o
serie de metode si tehnici:

-Stimularea electrica nervoasa
transcutanatd (TENS)

-Terapia combinatd (TENS +
uus)

-Masajul indreptat asupra
punctului trigger — nu exista
metoda mai eficientda decat
tratamentul manual aplicat de
specialist

-Stretching  miofascial -
executat dupa masarea punctului.

Masajul constd in aplicarea
presiunii cu mana sau cu degetele
sub forma palparii transversale
sau a palparii ,in pensa”. Pentru a
aplica presiune pe punctul trigger,
specialistul poate utiliza policele
sau degetele, cotul sau combinatia
dintre toate acestea.

Tehnica presiunii progresive
se aplicd astfel: se utilizeaza
policele sau patru degete ale uneia
sau a ambelor maini suprapuse
si se aplica o presiune constanta
deplasand tesutul spre interior.
Odata ce s-a simtit bariera de
rezistenta a tesutului, terapeutul
se va opri si va astepta sa vada
daca aceasta dispare. Localizand
punctul, specialistul va aplica o
presiune asupra lui pana va simti
o senzatie de eliberare usoara, de
modificare a tonusului tesutului;
odata ce o noua rezistenta a
tesutului apare, terapeutul
aplicda din nou o presiune cu o
forta constanta asupra tesutului,
repetand aceastd miscare de
cateva ori. In final va fi resimtita
relaxarea tesutului fard nici o
bariera de rezistenta.

Este important ca terapeutul
sa fie ghidat de un feedback
permanent din partea pacientului,
iar presiunea trebuie sa fie
moderata si tolerabila pentru
pacient. Acesta trebuie sa respire
adanc si lent in timp ce terapeutul
aplica presiunea in crestere.

in  tratamentul punctelor
trigger nu exista un numar
standard de sedinte. Daca

pacientul are o trauma minora,
tratamentul consta in cateva
sedinte. Daca trauma este mai
veche, cu mai multi muschi
implicati, tratamentul va fi mai
complex.
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What are trigger points?

-The muscle tissue traumas
and breakage caused by daily
activities is usually the primary
source of body dysfunctions.

Skeletal muscles stand for
approximately 50% of the body
weight.

-Nearly 400 muscles are

prone to developing trigger points
capable of causing significant pain.

The trigger point therapy is
a safe and efficient treatment
modality focused on improving
pain by various techniques to
inactivate such points, more
accurate by massage.

It has no side effects, so it
should be a treatment option for
a high number of patients. These
points are hyper-irritable, with a
specific localisation in the skeletal

muscles, causing intense pain,
rigidity, impaired movement,
sometimes even nausea or

dizziness, depending on the area
of occurrence.

Trigger point pathophysiology
- what happens to the muscle to
cause this pain trigger point to
appear?

-Muscle overstress causes the
abnormal release of acethylcholin
from the dysfunctional neuro-
motor plate. It causes a calcium
influx around the neuro-motor
plate. The stress created forms
contraction nodules in the muscle
fibore, compromises the local
circulation, therefore causing a
local ischemia, resulting in the
occurrence of pain symptoms.

Trigger points are divided in
several categories:

eActive trigger points - cause
of spontaneous pain, of maximum
intensity, resembling a burn;
general pain at the level of muscles
and joints.

THERAPY AND MASSAGE OF TRIGGER POINTS

eDormant trigger point -
easily turn into active points after
the muscle overstress in painful
points, merely under pressure
applied.

eCentral trigger points - can
be active or dormant. They form
in the middle of the muscle fibre,
where the motor nerve is attached
to the fibre and activates it.

eAttached trigger points -
occurring after prolonged stress
along the stretched muscle fibre.
These points are the cause of the
pain generally called "tendinitis".

These points are usually
activated after some forms of
muscle overstress:

-Traumas, excessive
activity

-Posture stress, muscles held
in a shortened position for a longer
period of time

-Repeated movement,
especially bio-mechanical defects

The localisation and
inactivation of trigger points can
sometimes be difficult, given
that the patient only has pain
symptoms.

It is not rare the situation in
which patients with chronic pain

intense
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respond well to the treatment,
but return to the initial state after
just a few days, the cause for such
regression being the phenomenon
called the trigger point, unknown
by the patient and unidentified by
the specialist.

As for any therapy, there
are also  counter-indications:
malign disorders, open injuries,
severe atherosclerosis, aneurysm,
anti-coagulant therapy or sever
osteoporosis.

How do we identify trigger
points?

-By means of direct manual
feeling, to localise a trigger point.
The patient is in a relaxing position
for the respective muscle: feeling
under pressure is carried out, using
the tip of the finger to localise the
muscle strip and to discover the
trigger point.

-"Fold” feeling, achieved by
holding the muscle between the
thumb and the other fingers,
rotating forward and backwards to
localise the point.

The treatment entails the
inactivation of these points by a
series of methods and techniques:

-Trans-cutaneous  electrical

FTs
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nervous stimulation (TENS)

-Combined therapy (TENS +
uus)

-Trigger point focused
massage - there no method
more efficient than the manual
treatment applied by the specialist

-Myofascial  stretching -
applied after the massage of point
The massage means a

pressure applied by hand or
fingers as transversal feeling or
"fold” feeling. To apply pressure on
the trigger point, the specialist can
use the thumb or fingers, elbow or
a combination of all.

The technique of progressive
pressure is applied as follows: the

Introducere

Dobrogea este o zona
geografica unitara si diferita de
restul tarii. Ea este marginita la
nord si vest de Dunare, la est de
Marea Neagra, iar la sud, o linie
conventionala o desparte de
Bulgaria. Toata intinderea estica,
respectiv 245 km, este scaldata
de Marea Neagra, pozitie ce a
favorizat vietuirea si a facut ca
Dobrogea sa fie prima dintre
provinciile romanesti atestate in
istorie.

Recunoasterea Dobrogei
ca zonda balneara si turistica
(agrement) se datoreste litoralului
Marii Negre si apei si namolului
din  lacul  Techirghiol. Dar,
Dobrogea nu este numai atat.

thumb or four fingers from one or
both hands, overlapped, are used
and a constant pressure is applied
displacing the tissue inwards.
Once the resistance barrier of the
tissue is felt, the therapists stop
and waits to see if disappears.
After identifying the point, the
specialist applies pressure until
sensing a slight release sensation,
a change in the muscle tone;
once new resistance appears,
the therapist again applies the
constant pressure on the tissue,
repeating the movement several
times. Eventually, the tissue
relaxation without any resistance
barrier should be sensed.

It is important that the
therapist be guided by an ongoing
feedback from the patient and
that the pressure be moderated
and tolerable for the patient. The
patient must breath deep and
slowly while the therapist applies
the increasing pressure.

The treatment of trigger
points does not include a standard
number of sessions. If the patient
has a minor trauma, the treatment
consists of a few sessions. If the
traumais older, with more muscles
involved, the treatment shall be
more complex.

RESURSELE ACVATICE ALE DOBROGE!
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Izvoarele minerale din Dobrogea
nu sunt numeroase, dar aproape
toate sunt sulfuroase si termale.

Numeroase sunt lacurile care
pot avea importanta balneara
prin mineralizarea lor si prin

depozitele subacvatice de namol.
Daca adaugam urmele istorice ale
trecerii Sfantului Andrei, vestigiile
arheologice antice si medievale,
Delta Dunarii, frumusetea blanda
a reliefului, soarele arzator de
vara si armonia mozaicului etnic si
religios putem imagina cu usurinta
un taram unde ar curge laptele
si mierea. Exploatarea impreuna
a acestor factori poate constitui
premiza progresului si bunastarii
pentru toata regiunea.

Ape minerale din surse de
mica adancime
n jurul statiunii Mangalia se
gasesc mai multe izvoare termo-
minerale  ascensionale, unele
dintre ele cunoscute cu efecte
terapeutice si exploatate ca atare.
La 2 km sud de oras se gasesc
vechile izvoare folosite finainte
de al Doilea Razboi Mondial
pentru bai calde. La 2 km nord
de Mangalia, in zona numita
“La Herghelie”, intr-un teren
mlastinos, se gasesc mai multe
izvoare hipotermale, sulfuroase,
clorurate, bicarbonatate-sodice-
calcice.
Apele din jurul Mangaliei
sunt putin diferite intre ele, H2S
variaza intre 5,4 si 17,7 mg%o, cu



mineralizarea cuprinsa intre 0,990
8%o05si1,348%0. Dupdcaracterizarea
facutd de dr. Cociasu, aceste ape
ar putea sa fie folosite atat in
cura interna (in bolile aparatului
digestiv) cat si in cura externa
(In afectiunile respiratorii sub
forma de aerosoli si in afectiunile
sistemului neuro-mio-artro-
kinetic, afectiunile ginecologice
cronice sidermatologice sub forma
de bai). In prezenta izvoarelor
mezotermale, in aceste mlastini
a luat nastere namolul de turba.
Tot datorita termalitatii ei apa a
fost folosita de-a lungul timpului
la topitul inului, iar datorita slabei
mineralizari a putut fi folosita la
irigarea terenurilor agricole.

Apele de mica adancime
din jurul localitatilor Adamclisi
si Cobadin sunt bicarbonatate,
clorurate sau sulfatate sodice,
calcice, magneziene, slab
mineralizate (cu putin peste 1 g%o)
si ar putea fi utilizate in cura de
diureza, dar nu au fost studiate
farmacodinamic.

Fantdana de la Deleni, de
langa soseaua nationala, contine
0 apa sulfatata, clorurata, calcica,
magneziana, hipotona ce ar putea
sa fie utilizatd in afectiunile biliare
care evolueaza cu hipotonia cailor
biliare.

O alta localitate dobrogeana
unde se gasesc ape minerale
propriu-zise este Harsova. La 2 km
vest de oras sunt izvoarele de la
Vadu-Oii cu temperatura de 37,50
C la sursa, puternic sulfuroase
—85,8 mg%o H2S (zona este numita
de localnici “la Puturosu” datorita
mirosului). Debitul este suficient
de mare pentru a permite folosirea
apeiin cura externa, iar compozitia
chimica o recomanda terapeutic.
Izvorul nu a fost captat si nu s-a
reusit izolarea apelor datorita
situdrii lui in zona inundabila a
Dunarii. Pe malul Dunarii se mai
gasesc si alte izvoare sulfuroase cu
namol negru in jur, dar mare parte
a anului ele sunt acoperite de ape.
Localnicii fac gropi si se ung cu

namol in perioadele cand apele
sunt retrase. Sub rezerva captarii
adecvate si punerii la adapost de
inundatii, aceste ape ar putea sa
fie folosite n:

eCura externa: in afectiuni ale
aparatului locomotor, ale nervilor
periferici, in afectiuni ginecologice
si dermatologice;

eCurd interna: in afectiuni
gastrointestinale, hepatobiliare,
boli de nutritie (diabet si gutd),
alergii si afectiuni respiratorii (sub
forma de aerosoli).

Topalu se gaseste la 20 km
de Harsova, pe malul Dunarii,
si are cateva izvoare cu ape
slab sulfuroase, oligominerale,
hipotermale care ar putea fi
folosite Tn cura interna daca ar fi
captate si ferite de inundatii. Ele ar
putea sa fie folosite in afectiunile
aparatului urinar si hepatobiliare.
(fantana Ene Vasile si izvorul din
dreptul casei lui Ene lon).

n Muntii  Macinului, fin
carierele de piatra de la Turcoaia,
sunt doud surse foarte interesante

care izvorasc din granit. Sunt ape
oligominerale, slab radioactive
cunoscute de localnici sub numele
de: “Fantana/izvorul din Valea cu
plopi” care are o radioactivitate de
8,7 U.M./l'si “Fantanalui Manole” a
carei apa este folosita de lucratorii
din cariera, cu o radioactivitate
de 3,1U.M/I. Pentru ca o apa sa
fie consideratd radioactiva ea
trebuie sa emita peste 80 U.M./I,
deci apele de la cariera sunt foarte
slab radioactive. Aceste ape, prin
compozitia lor chimica, sunt prin
excelenta diuretice si ar fi indicate
in: litiazele urinare (indiferent
de compozitia chimica a litiazei),
dupa interventii  chirurgicale
reno-ureterale pentru a preveni
refacerea calculilor, Tn infectii
urinare cronice, pielonefrite
cronice, albuminurii simple, guta.

Lacuri terapeutice dobrogene

Apele curgdtoare din
Dobrogea se varsa in Dunare sau
in mare si formeaza la gura lor
lacuri alungite Tn directia vailor.

Tabel sinoptic al apelor minerale
de mica adancime din Dobrogea

Nr. Tipul de apa Localitatea Sursa
crt.

1. | Ape oligominerale, Turcoaia | Fantana cu plopi.
radioactive Fantana lui Manole

2. | Ape sulfuroase Mangalia | Obanele de la topitorie, de la
oligominerale, herghelie si de la fostul CAP
hipotermale Topalu 3 izvoare si Fantana lui Ene

Vasile

3. | Ape sulfuroase,
clorurate, sodice, Vadu-Oii | Groparul 1si2
calcice, hipotermale

4. | Ape sulfuroase, Izvorul din sosea, obanele: mica,
clorurate, Mangalia | 2, 7, sondele de pe plaja si de la
bicarbonatate fostul CAP

5. | Ape bicarbonatate, Adamclisi,
clorurate, sodice, Cobadin | Fantani si izvoare
calcice Topalu

6. | Ape sulfatate,
clorurate Pietreni | Fantana de la soseaua nationala
bicarbonatate, calcice,
magneziene

Sursa: Apele minerale si ndmolurile terapeutice din R.S.R., vol. IV, Ed.
Medicald, 1973.



Lacurile din podisul Dobrogei sunt
fie foste golfuri ale Marii Negre, fie
vai de eroziune, fie vechi guri de
varsare ale unor izvoare care au
secat, putand fi clasificate astfel:

eLimanuri fluvio-marine
(lacurile litorale):  Techirghiol,
Agigea, Tatlageac si complexul
lacustru Gargalac (Corbu) - Tasaul
— Siutghiol - Tabacariei.

eLagune marine: complexul
Razelm cu lacurile: Razelm,
Babadag, Sinoe, Golovita.

elacuri clastro-carstice
(crovuri) cele trei lacuri sarate de
la Murighiol.

1. Limanurile fluvio-marine.

in  golful larg, cuprins
intre Capul Midia (la nord) si
promontoriul pescariei din
Mamaia (la sud) se gasesc, in
ordine, lacurile: Corbu (Gargalac),
Tasaul, Siutghiol si Tabacariei,
grupate doua cate doua: Corbu si
Tasaul, Siutghiol si Tabacariei. Sunt
folosite pentru piscicultura (Corbu
si Tasaul) sau pentru agrement
(Siutghiol si Tabacariei). Sunt toate
hipotone, slab mineralizate, sub
Zg%o.

La sud de Constanta, intr-o
vale larg deschisa catre mare,
asemenea unui amfiteatru,
cu versanti domoli, strajuit de
doua promontorii calcaroase, se
gaseste lacul Agigea, aflat intr-un
proces natural de findulcire. Are
o apa clorurata, bicarbonatata,
sulfatata, sodica, magneziana,
cu o mineralizare inconstanta:
determinarile din 1930 efectuate
de  Petrescu prezentau o
mineralizare de  52g%., iar
determinadrile  Institutului  de
Balneofizioterapie  din 1967
gaseau 6,95g%o0. Era un lac cu
potential pelogen.

La cativa km sud de Costinesti,
se deschide valea Tatlageacu Mic
(Dulcesti), meandrata si ramificata,
care in sectorul ei inferior are lacul
cu acelasi nume. Apa este slab
mineralizata — 1,3g%., analizele
mai vechi indicau 10g%., deci, si

acest lac s-a indulcit.

in  regiunea dintre lacul
Tatlageac si lacul Mangalia se
gasesc izvoare termo-minerale

ascensionale care dau nastere
unor ochiuri de apa, numite in
zona “obane”, in jurul carora se
dezvolta o vegetatie abundenta
care duce la aparitia mlastinilor.
Astfel, pe locul unor foste cariere
au ramas mlastinile: Bonciu, Cara-
Oban, Ciucur-Bostan, situate in
partea vestica a soselei. De cealalta
parte, catre mare, se gasesc doua
mlastini: Hergheliei si Comorova,
aceasta din urma fiind dragata si
transformata in lac de agrement.
Aceste doua mlastini nu constituie
obiective lacustre tipice, dar fie
prin amenajare, fie prin rolul lor in
zona, fie prin depozitele de turba
pot fi descrise la capitolul lacuri.
Lacul Techirghiol, fara
indoiala, “diamantul coroanei,” nu
mai necesita nici o prezentare.

2. Lagune marine.

Complexul Razim — Sinoe este
cea mai mare intindere lacustra
de pe Litoralul Marii Negre si din
tara noastrd. Cea mai mare parte
a complexului o constituie vasta
arie depresionarda ocupata initial
de apele marii si compartimentata
ulterior, alcatuind lacurile: Razelm,
Golovita, Zmeica si Sinoe cu
anexele acestuia din urma: lIstria,
Nuntasi (Duingi) si Tuzla.

Compozitia chimica a apei,
mineralizarea ei sub 1g%., nu
recomanda lacurile Razelm (Razim)
si Golovita pentru uzul balnear,
dar depozitul de namol din zona
Babadag ar putea fi utilizat.

Lacul Sinoe, situat in partea
terminala a complexului, are
o mineralizare mai crescuta,
4g%o0 si un depozit de namol
sapropelic pe fund. Coborand
spre sud, mineralizarea creste si
in lacul Istria ajunge la 8,12g%eo.
Aceasta zona ar merita atentia
balneara si turistica. Lacul Duingi
(Nuntasi), care constituie partea
terminala a acestui sir de lacuri,

are o mineralizare de 15g%., apa
fiind clorurata, sodica, asemenea
apei de mare. Are un depozit de
namol pe fund, bine descompus,
continand 19g%o acizi humici, dar
cu un continut mare de scoici,
ceea ce il face greu utilizabil.
Totusi, pe malul lacului, localnicii
au amenajat un punct balnear
rudimentar, care ar merita o
dezvoltare mai mare.

3. lacuri clastro-carstice
(crovuri).

in aceastd categorie sunt
cuprinse cele trei lacuri sarate
de la Murighiol si lacul sarat de
la Macin. Chimismul apei este
variabil anual si sezonier, cu
mineralizare in jurul valorii de
10g%e.. Toate sunt lacuri pelogene,
cu namoluri sapropelice, cu un
continut mare de acizi humici -
30g%o, dar doar unul este maturat,
cu plasticitate si granulometrie
care permit aplicatia terapeutica.
Celelalte depozite sunt in curs de
maturare, deci se pot constitui Tn
rezerve pentru viitor.

Concluzie. Nu sugeram ca
Dobrogea ar putea deveni un "El
Dorado” balnear, dar cunoasterea
acestor ape ar fi utila locuitorilor si
medicilor din zona.
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Introduction

Dobrogea is unitary
geographic area, distinct from the
rest of the country. It is delimited
at north and west by the Danube,
by the Black Sea at east and at
south separated by Bulgaria by a
conventional border. The entire
eastern land, respectively 245 km,
is wet by the Black Sea, a position
favouring life and made Dobrogea
the first of the Romanian provinces
certified by history.

WATER RESOURCES IN DOBROGEA

Conf. Dr. Olga SURDU", Jr. Roxana — Elena TUCMEANU (ALMASAN)?,
S.L. Dr. Traian — Virgiliu SURDU*?, Dr. Monica SURDU*?

1Sanatoriul Balnear si de Recuperare Techirghiol
2Universitatea Ovidius Constanta, Facultatea de Medicind
3Spitalul Clinic Universitar de Urgentd, Sf. Apostol Andrei, Constanta

honey. The global exploitation of
these factors could be a vector for
progress and welfare in the entire
region.

Low depth mineral waters
Mangalia resort is surrounded
by several thermal-mineral

ascending springs, some of them
known for the therapeutic effects
and exploited as such. 2 km south
from the town, there are the old
springs used before the second

e

its thermal properties, the water
has been used along time to
melt flax and, because of its light
mineralisation, could be used to
irrigate agricultural lands.

The low depth waters around
localities Adamclisi and Cobadin
are bicarbonate, chlorine or
sodium sulphate water, calcium,
magnesium, light mineralised
waters (little over 1 g%.) and
could be used in the treatment
of diuresis, however, their

The recognition of Dobrogea
as balnear and tourism (leisure)
area is due to the Black Sea
beaches and to the Techirghiol
water and mud. However,
Dobrogea is more than that.
Mineral springs in Dobrogea are
not many, however almost all
are rich in sulphur or are thermal
springs. There are many lakes with
a potential balnear significance
due to their mineralisation and
the underground mud deposits.
If we add the historical traces of
Saint Andrew passing through,
the antiqgue and medieval
archaeological  vestiges, the
Danube Delta, the gentle beauty
of the relief, the hot summer sun
and the harmony of the ethnic
and religious mosaic, we can
easily imagine a land of milk and

world war for hot baths. 2 km north
of Mangalia, in the area called
“La Herghelie”, on a swamp land,
there are several hypo-thermal,
sulphur, chlorine, bicarbonate-
sodium-calcium  springs. The
waters around Mangalia are not
very different between them,
H2S varies between 5.4 and
17.7 mg%o, with mineralisation
between 0.990 g%o and 1.34 g%o.
According to the description made
by dr. Cociasu, these waters could
be used both for internal use (in
digestive disorders) and external
use (in respiratory disorders, as
aerosols and disorders of the
neuro-mio-arthro-kinetic system,
chronic gynaecological disorders
and skin disorders as baths). In the
presence of mesothermal springs,
the turf mud appeared. Also, for

pharmaceutical results have not
been studied.

The well at Deleni, near the
national road, contains a sulphate,
chlorine, calcium, magnesium,
hypotonic water that could be
used in biliary disorders evolving
with the biliary paths hypotonia.

Another locality in Dobrogea
where actual mineral waters can
be found is Harsova. 2 km west
from the town are the springs from
Vadu-0ii, with the temperature of
37,50 C at the source, highly rich
in sulphur —85,8 mg%o H2S (the
area is called by the locals “la
Puturosu” (“the Stinky's”) because
of the smell). the flow is high
enough to allow the water to be
used externally and the chemical
composition  recommends it
in therapy. The spring was not

Techirghiol | nr. 22



captured and the waters could
not be isolated because of their
location in the Danube flooding
area. Other sulphur springs with
black mud can also be found on
the Danube shore, however they
are covered by waters most part of
the year. Locals dig pits and use the
mud when waters are low. Subject
to the appropriate catchment and
the protection against flooding,
these waters could be used for:

eExternal use: disorders or
the motor apparatus, peripheral
nerves, gynaecological and skin
disorders;

eInternal use: gastrointestinal
disorders, liver and biliary
disorders, nutrition disorders
(diabetes and gout), allergies and
respiratory disorders (as aerosols).

Topalu is found 20 km from
Harsova, on the Danube shore
and has some springs with light
sulphur,  oligomineral, hypo-
thermal waters that could be
used internally if captured and
protected against flooding. These
could be used for the disorders of
urinary and liver-biliary disorders.
(Ene Vasile well and the spring
near the house of Ene lon)

In the Mountains Macin, in
the stone quarries from Turcoaia,
there are two very interesting
springs coming from granite.
These are oligomineral, light
radioactive waters, known by the
locals as: “Fantana/izvorul din
valea cu plopi” (the well / spring
in the valley of poplars) with a
radioactivity of 8.7 U.M./I and
“Fantana lui Manole” (Manole's
well), the water of which is used
by the quarry workers, with a
radioactivity of  3.1U.M/l. For
the water to be considered as
radioactive, it must issue over 80
U.M./|, therefore the waters in the
quarry are very little radioactive.
These waters, because of their
chemical composition, are diuretic

Synoptic table of low depth mineral waters in Dobrogea

Nr. Type of water Locality Source
crt.

1. | Oligomineral, Turcoaia | Fantana cu plopi.
radioactive waters Fantana lui Manole

2. Mangalia | Pools at the foundry, herd and
Oligomineral, sulphur, former state institution
hypo-thermal waters Topalu | 3 springs and Fantana lui Ene

Vasile

3. | Sulphur, chlorine,
sodium, calcium and Vadu-Oii | Groparul 1si2
hypo-thermal waters

4. | Sulphur, chlorine, The road spring, pools: small, 2,
bicarbonate waters Mangalia | 7, the beach wells and from the

former state institution

5. | Bicarbonate, chlorine, | Adamclisi,
sodium, calcium Cobadin | Wells and springs
waters Topalu

6. | Sulphur, chlorine
bicarbonate, calcium Pietreni | The well at the national road
and magnesium
waters

Source: “Apele minerale si namolurile terapeutice din R.S.R.
vol. IV, Ed. Medicala, 1973.

by excellence and could be
recommended in: urinary lithiasis
(regardless of the lithiasis chemical
composition), after renal-urethral
surgery to prevent calculi from
reappearing, in chronic urinary
infections, chronic pielonephritis,
simple albuminuria, gout.

Therapeutic lakes in
Dobrogea.

Running waters in Dobrogea
flow into the Danube or into the
sea and form, at their junction,
prolonged lakes in the direction of
valleys. The lakes in the Dobrogea
plateau are either former golfs of
the Black Sea, or erosion valleys,
or former junction points of some
dried springs, and can be classified
as follows:

eFluvial-marine banks
(seaside lakes):  Techirghiol,
Agigea, Tatlageac and the lake
cluster Gargalac (Corbu) - Tasaul —
Siutghiol - Tabacariei.

eMarine lagoons: Razelm
cluster with the lakes: Razelm,

Babadag, Sinoe, Golovita.

eClastro-karstic lakes
(cenotes) as the three salt lakes at
Murighiol.

1. Fluvial-marine shores.

In the open golf, between
Capul Midia (at north) and the
fishery headland in Mamaia (at
south) the following lakes are
found, in order: Corbu (Gargalac),

vouo. .

vouo . .

They are used for fish farming
(Corbu and Tasaul) or leisure
(Siutghiol and Tabacariei). All
are hypotonic, light mineralised,
under 2g%eo.

South from Constanta, in
a wide valley to the sea, as an
amphitheatre, with smooth slopes,
guarded by two lime headlands,
there is lake Agigea, in a natural
sweetening process. It has a
chlorine, bicarbonate, sulphate,
sodium, magnesium water with



an inconstant mineralisation: tests
from 1930 carried out by Petrescu
showed a mineralisation of 52g%.,
while tests carried out by the
Balneophysiotherapy Institute in
1967 showed it to be of 6.95g%o.
It is a lake with pelogen potential.

A few km south from
Costinesti, there is the valley
Tatlageacu Mic (Dulcesti), with
elbows and branches and with
the lake having the same name
in the inferior sector. The water
is light mineralised — 1,3g%o,
older analyses indicating 10g%e.,
although this lake is also in a
sweetening process.

In the area between lake
Tatlageac and lake Mangalia, there
are thermal-mineral ascending
springs giving birth to some water
ponds, called by the locals “obane”
(pools), surrounded by abundant
vegetation causing swamps to
appear. Thus, former quarries are
now swamps: Bonciu, Cara-Oban,

Ciucur-Bostan on the west side
of the road. On the other side,
towards the sea, two swamps are
present: Herghelieiand Comorova,
aceasta the latter being dredged
and turned into a leisure lake.
These two swamps are not typical
lake objectives, however, either
because of their landscaping or
because of their role in the area, or
because of their turf deposits, can
be described in the lake chapter.
Lake Techirghiol, no doubt,
the "diamond of the crown",
requires no further presentation.

2. Sea lagoons.

The Razim-Sinoe  cluster
is the largest lake surface in
the Black Sea area and in our
country. The largest part of the
cluster is represented by the large
depression area, initially occupied
by the sea water and subsequently
divided, with the lakes: Razelm,
Golovita, Zmeica and Sinoe with
the annexes of the latter: Istria,

Nuntasi (Duingi) and Tuzla.

The water chemical
composition, its mineralisation
below 1g%., do not recommend
lakes Razelm (Razim) and Golovita
for balnear use, however the mud
in the mud deposit in the area
Babadag could be used.

Lake Sinoe, located on
an end of the cluster, has a
higher mineralisation, 48%o

and a sapropelic mud deposit
on the bottom. Going south,
mineralisation  increases and
reaches 8,12g%o0 in lake Istria.
The area is worthy of balnear
and touring attention. Lake
Duingi (Nuntasi), representing
the end of this line of lakes, has a
mineralisation of 15g%e., the water
containing  chlorine, sodium,
as the sea water. It has a well
decomposed mud deposit on the
bottom, containing 19g%. humic
acids, however with a high content
of shells, rendering it difficult to
use. However, on the shore of the
lake, locals arranged a rudimentary
balnear facility, worthy of a better
development.

3. Clastro-karstic lakes
(cenotes).
The category includes the

three salt lakes at Murighiol and
the salt lake in Macin. The water
chemistry varies each year and
season, the mineralisation being
around the value of 10g%.. All
are pelogen lakes, with sapropelic
muds, with high content of humic
acids - 30g%o, but only one is
maturated, with a plasticity and
granulation allowing therapeutic
use. The other deposits are yet
in maturation, therefore can be a
reserve for the future.

Conclusion. We do not
suggest that Dobrogea could be
the balnear “El Dorado", however
knowing these water could be
useful for the inhabitants and
doctors in the area.



PSIHOLOGIE

Orice situatie de pericol
activeaza in noi automat si
inconstient mecanismul biologic
de lupta sau fuga. Acest mecanism
sau program biologic are «ca
principal obiectiv mobilizarea de
resurse si cu ajutorul lui am reusit
sa supravietuim ca specie.

Care este insa problema cu
atdt de pomenita anxietate? in
cazul anxietatii mecanismul de
lupta sau fuga este activat nu in
relatie cu un pericol real, ci in
relatie cu un pericol imaginar,
produs de propria noastra minte. Si
asta se intampla deoarece creierul
nostru nu face diferenta intre real
si imaginar, adica intre imaginile
produse de propria noastra minte
si imaginile produse de stimuli
externi. Probabil cea mai buna
dovada este atunci cand visam:
globii oculari se misca ca si cum
scenele din vis sunt determinate
de evenimente care se desfasoara
chiarin fata noastra. Este adaptativ
sd ne mobilizam resursele intr-o
situatie de pericol, Tnsa este
dezadaptativ sa reactionam doar
la "balaurii” produsi de propria
noastra imaginatie (un caine ma
poate musca, insd imaginea unui
caine nu).

Cu alte cuvinte, anxietatea
se datoreaza faptului ca fiinta
umana este inzestrata cu aceasta
capacitate de a-si imagina un viitor.
n acelasi timp, aceastd imagine a
viitorului este conditionata, de
cele mai multe ori, de un trecut,
adica de anumite predispozitii pe
care le dobandim in a percepe
lumea.

Din punct de vedere
neuropsihologic, atunci cand
ne referim la centrii corticali,

anxietatea, ca si sora ei mai in
varsta frica, este declansata de
un semnal din nucleii amigdalieni
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ANXIETATEA, "BALAURII" DIN VIITOR!

Dragos Florin CONSTANTINESCU

(,santinela emotionalad”), care
proceseaza stimuli asociati emotiei
si trimite semnale care in cele
din urma genereaza un raspuns
emotional. Aceste semnale de
alarma determind vigilenta si
hipervigilenta in legatura cu un
potential pericol. Frica este un
raspuns la un pericol imediat.
Anxietatea, o stare mai cerebrala
si subiectiva, apare atunci cand
amigdala percepe o amenintare
vaga sau se confrunta cu
posibilitatea unui rezultat nedorit
in legatura cu un eveniment viitor.

Freud spunea ca anxietatea
este pretul pe care trebuie sa-|
platim civilizatiei. Si da, anxietatea
este acum principala problema
de sanatate mintala din intreaga
lume, iar incidenta ei continua
sa creasca, In special in randul
tinerilor. Din ce in ce mai multi copii
si adolescenti sunt diagnosticati cu
tulburari legate de anxietate.

Unul dintre motivele evocate
frecvent pentru cresterea generala
a anxietatii, atunci cand ne referim
la factorii sociali, este aceasta
povara a incertitudinii in legatura
cu aproape toate domeniile vietii
moderne ca raspuns la schimbarile

economice si culturale. Sigur,
incertitudinea nu provoaca
anxietate, Tnhsa ofera terenul

propice pentru dezvoltarea ei.
Ramane de vazut impactul pe care
aceasta pandemie il are in randul
copiilor si al adolescentilor de
astazi in dezvoltarea lor ulterioara.

Dincolo de aceste aspecte
sociale, factorul cel mai important
care contribuie la dezvoltarea
anxietatii il reprezinta relatiile
de atasament. Si aici ma refer
la acele relatii din copilaria
timpurie cu figurile de atasament
semnificative. Tn raport cu ele
dezvoltam anumite modele de

lucru interne pe care le invatam,
stim la ce sa ne asteptam si devin o
prima reprezentare fundamentala
a relatiilor si a lumii percepute
in general. In momentul in care
venim pe lumea asta prima emotie
care ne insoteste este anxietatea!
Nu venim zambind, nu razand, ci
venim urland. Prima noastra grija
este separarea de mama.

Puiul de om este dependent
de o figura mai puternica, de
figurile de atasament foarte mult
timp din viata. Dacd copilul Tsi
pierde conexiunile fundamentale,
impactulasuprapsihiculuieste unul
imens: anxietate fundamentala.
Si asta pentru ca, pe de o parte,
apare un pericol iminent (copilul
nu poate sa supravietuiasca fara
figura de atasament), iar pe de
alta parte o situatie emotionala
de nesiguranta fundamentals,
care Tnseamna la nivel emotional
anxietate invadanta si care inunda
psihicul uman si traumatizeaza.

fnsd, mult mai frecvent
decat trauma asta a pierderii
sau separdrii, sunt de fapt
interactiunile permanente,

cotidiene ale copiilor cu figurile
de atasament semnificative din
viata lor. Si aceste interactiuni
modeleaza de fapt dezvoltarea
psihica.
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Dintre toate mamiferele,
noi, oamenii, avem la nastere
creierul aflat cel mai departe de
maturitate. Tn primul an de viatd
sunt perioade in care se stabilesc
in fiecare secunda milioane de
conexiuni nervoase (sinapse). Trei
sferturi din procesul de dezvoltare
acreierului are locin afara uterului,
cea mai mare parte in primii ani.
in afara uterului, creierul, aflat
in dezvoltare, este extrem de
vulnerabil la posibile circumstante
adverse.

Cercetarile indica faptul ca
relatiile de atasament structureaza
si modeleaza chimia creierului si
astfel pot afecta durabil reglarea
emotiilor si dezvoltarea cognitiva.
O activare excesiva sau prelungita
a raspunsului la stres in copilarie
poate sensibiliza creierul astfel
incdt acesta sa fie permanent in
cautarea pericolului si sa raspunda
excesiv la niveluri minimale de
pericol. Bineinteles ca astfel de
modificari ale creierului sunt o
incercare de protectie, adica o
adaptare care vizeaza promovarea
sigurantei in medii periculoase.

Aceste structuri neuronale
sunt stabile, rdman cu noi si in
viata adulta si astfel ne putem simti
usor amenintati de provocarile

Any dangerous situation
automatically and unconsciously
activates the biological
mechanism of fight or run in us.
This mechanism or biological
programme mainly concerns the
mobilisation of resources and is
the reason we have survived as
species.

obisnuite ale vietii.

Existd Tnsa si vesti bune: nu
suntem condamnati la ceva ce am
trdit, la un trecut traumatic, pe
care noi sa nu-l putem schimba.
De-a lungul vietii noastre creierul
se restructureaza fintotdeauna
ca raspuns la experienta. De
fiecare data cand vedem, auzim,
mirosim sau atingem ceva, aflam
o informatie noud, sau avem o
experienta noua, genele sunt
activate 1n creier, se sintetizeaza
noi proteine, se formeaza noi
retele neuronale si acestea
comunica noile informatii catre
regiuni multiple din creier. Aceasta
capacitate a creierului poarta
denumirea de neuroplasticitate,
exista Tn bagajul nostru genetic
indiferent de wvarsta si este
fundamentul  oricarui  proces
psihoterapeutic.

Reprocesarea si construirea
uneireziliente emotionaleinraport
cu anxietatea nu inseamnad sa ne
simtim calmi tot timpul (imaginati-
va ce s-ar intampla daca am
traversa strada complet relaxati...).
Este vorba, mai degraba, de a ne
simti anxiosi si cu toate acestea sa
actionam. A fi productivi, chiar si
atunci cand suntem anxiosi, ne va
ajuta sa ne dezvoltam increderea

in capacitatea noastra de a face
fata disconfortului. Acest lucru
ne poate ajuta sa privim stresul
ca pe o provocare, mai degraba
decat ca pe o amenintare. Daca
reusim sa facem acest lucru ne
putem folosi anxietatea pentru
a ne alimenta performanta.
Si studiile indica clar faptul ca
nivelul performantei maxime este
nivelul anxietatii medii! Asa cum
am mai scris, incertitudinea nu
provoaca anxietate, fnsa creeaza
terenul fertil pentru dezvoltarea
ei. ingrijorarea, ca o componenta
cognitivda a  anxietatii, este
activata de simpla posibilitate
a unui rezultat nefavorabil, si
pentru multe dintre preocuparile
moderne posibilitatea nu poate
fi aproape niciodata exclusa fin
totalitate. Sigur, in acelasi timp
posibilitatea nu este sinonima cu
probabilitatea. Asadar, anxietatea,
cu Tncarcatura sa de fingrijorare,
poate fi privita ca o incercare
de a evita incertitudinea, de
a risipi disconfortul pe care
aceasta 1l creeaza. O pozitionare
mai sandtoasa este sa invatam
sa toleram o anumita doza de
incertitudine si sa recunoastem ca
cea mai mare parte a vietii (daca
nu chiar in totalitate), nu este alba
sau neagra, ci are nuante de gri.

ANXIETY, THE "DRAGONS™ FROM THE FUTURE!

What is the problem with this
much debated anxiety, though?
In case of anxiety, the fight or
run mechanism is activated not
in relation to a real danger, but
an imaginary danger, created
by our own mind. And this
happens because our brain fails
to differentiate between the real

Dragos Florin CONSTANTINESCU

and the imaginary, i.e. the images
produced by our mind and the

images produced by external
stimuli. The best evidence is,
probably, dreaming: eye balls

move like the scenes in the dream
are caused by events taking place
in front of us. It is adaptive to
mobilise resources in a situation
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of danger, but it is the opposite
of adaptive to only react to the
"dragons” in our imagination (a
dog might bite me, but the image
of dog will not).

In other words, anxiety is
caused by the fact that human
beings have this capacity of
imagining a future. At the same
time, this image of the future is,
most of the times, conditioned by
a past, i.e. some predispositions
we get in seeing the world.

In neuro-psychic terms, when
speaking of cortical centres,
anxiety, as its older sister, the
fear, is triggered by a signal from
amygdala nuclei (“emotional
sentinel), processing the stimuli
associated with emotion and
sends signals which, eventually,
generate an emotional response.
These alarm signals generate
vigilance and hyper-vigilance in
relation to a potential danger. Fear
is the response to an immediate
danger. Anxiety, a more cerebral
and subjective state, appears
when the amygdala sees a vague
threat or faces the possibility of
an unwanted result in relation to a
future event.

Freud said that anxiety is the
price we owe civilisation. And
yes, anxiety is now the main issue
of mental health worldwide and
its incidence continues to rise,
especially in young people. More
and more children and teenagers
are diagnosed with anxiety related
disorders.

One of the frequently claimed
reasons for the general rise in
anxiety, in terms of social factors,
is the burden of uncertainty in
relation to almost all matters
of real life, as a response to the
economic and cultural changes. Of
course, uncertainty does not cause
anxiety, but provides the grounds
for its development. The impact
this pandemic has on children and
teenagers today, in terms of their
later development, remains to be
seen.

Beyond these social aspects,
the most important factor leading
to anxiety is represented by
the attachment relationships. |
mean here the relationships in
early childhood, with significant
attachment figures. We develop
some internal work models in
relation to them, which models we
learn, we know what to expect and
they become the first fundamental
representation of relationships
and the world seen as a whole.

Anxiety is the first feeling in us
when we come into this world! We
do not come smiling or laughing,
we come screaming. Our first
concern is the separation from
Mom.

The human cub is dependant
from a stronger figure, the figures
of attachment for a very long
period in their life. If the child loses
the fundamental connections, the
impact on the psychic is immense:
fundamental anxiety. This is, on
one hand, because an imminent
danger appears (the child cannot
survive in lack of the attachment
figure) and, on the other hand,
because of an emotional situation
of fundamental insecurity,
meaning, at emotional level,
invading anxiety flooding the
human psychic and traumatising.

However, the permanent and
daily interactions of children with
the significant attachment figures
in their lives are much more
frequent than the trauma of loss
or separation. These interactions
are what actually shapes the
psychic development.

Of all mammals, the human
brain is the most immature at
birth. During the first year of life,
there are periods when millions of
nervous connections (synapses)
are established each second. Three
guarters of the brain development
process takes place outside the
uterus, mostly during the first
years. Outside the uterus, the
brain, in continuous development,
is highly vulnerable to possible

adverse circumstances.

Research showed that
the attachment relationships
structure and shape the brain
chemistry and, thus, can affect
the adjustment of emotions and
cognitive development on a long
term. Excessive or prolonged
activation of the stress response
during childhood can render the
brain so sensible, inasmuch it will
be permanently be searching for
danger and respond excessively
to minimal levels of danger. Of
course, such changes in the brain
are an attempt of protection,
meaning adaptation aiming safety
in dangerous environments.

These neuronal structures
are stable, stay with us for our
adult life and we can, thus, feel
slightly threatened by the daily life

challenges.
There is, however, good
news: we are not condemned

to something we have lived, to a
traumatising past that we cannot
change. Our brain reshapes along
our lives, always as a response to
experiences. Each time we see,
hear, smell or touch something,
we learn something new, or have
a new experience, genes are
activated into the brain and new
proteins are synthesised, new
neuronal networks form and these
communicate the new information
to multiple areas in the brain.
This brain capacity is called
neuroplasticity and is present in
our genetic legacy regardless of
our age, being the basis of each
psychotherapeutic process.
Re-processing and building
emotional resilience in relation
to anxiety does not mean we
should be calm all the time
(imagine what would happen if
we crossed the street completely
relaxed...). It is, rather, about
feeling anxious and act despite
that. Being productive even when
we feel anxious helps developing
confidence in our capacity to face
discomfort. This can help us see



stress as a challenge, rather than
a threat. Should we succeed in
doing this, we can use anxiety to
nourish performance. Studies also
clearly indicate that the level or
maximum performance is the level
of medium anxiety!

As mentioned above,
uncertainty does not cause anxiety,
but creates the favourable grounds

forits development. Worrying, as a
cognitive component of anxiety, is
activated by the simple possibility
of an unfavourable result and, for
many of the modern concerns, the
possibility can almost never be
fully excluded. At the same time, of
course, possibility does not equal
probability. Therefore, anxiety,
with its baggage of worries, can

be seen as an attempt to avoid
uncertainty to eliminate the stress
it creates. A healthier position is
to learn how to tolerate a certain
amount of uncertainty and admit
that most part of our lives (perhaps
all of it) is not black or white, but
rather in grey shades.

Inedit

TECHIRGHIOL, DR. OLGA SECARA TULBURE SI UBIRILE LUI GALA GALACTION

IR7T9-1941
¥ Gala Galaction !

Gala Galaction si Olga Sacara - Tulbure

Prea putini stiu astazi cine
a fost Olga Sacara—Tulbure. Si
care i-au fost faptele demne de
consemnat intr-o istorie eroica a
Dobrogei. S-a nascut n 23 iunie
1856, in Romania, si a murit in
luna mai a anului 1927 in Statele
Unite ale Americii.

fn anul 1880, Olga se inscrie
la Facultatea de Medicina din
Romania, fintr-un timp Tn care
femeile nu aveau drepturi sociale.

Conf. univ. dr. Aurelia LAPUSAN,

Uniunea Ziaristilor Profesionisti din Romdénia

Este prima femeie care a urmat
cursuri de medicind la Bucuresti.
Maria Cutarida, prima femeie-
medic a Romaniei, se afla deja in
anul al lll-lea, dar la Facultatea de
Medicina din Zurich®. Olga Secara
Tulbure si-a finalizat studiile abia

1. Elizabeth Garrett Anderson (1836-
1916) a fost prima femeie din istorie
recunoscuta oficial ca medic. In 1866,
ea a fondat la Londra un spital numai
pentru femei.

in 1892, din cauza unor probleme
de sanatate, obtinand titlul de
doctor in medicina la Bucuresti, cu
teza: Studiu clinic asupra paraliziei
pseudoipertrofice, publicatda 1in
1893. Imbolnavindu-se grav, Olga
Sacara - Tulbure s-a izolat, pentru
ingrijirea sanatatii, la Manastirea
Agapia. Aici, prin intermediul sorei
Zoe, era 24 iulie 1898 - o cunoaste
tandrul  Galaction  stabilindu-
se intre ei o elevata prietenie
spirituala.

Olga Secara a lucrat mai intai
la Institutul surorilor de caritate
din Bucuresti si apoi la Sanatoriul
din Techirghiol. Activitatea ei
stiintificd se gaseste si astazi,
referential, Tn cateva lucrari din
Franta si America. in Noul tratat
de medicind si terapeuticd: bolile
muschilor, sub coordonarea lui
J.B.Bailliere, in 1910, sau 1n
Raportul Comisiei pentru Educatie
din Statele Unite, in 1896.

Dupa cum bine se stie,
inaugurarea stabilimentului Eforia
Spitalelor Civile de la Techirghiol
s-a facut la 4 iulie 1899 si a fost
condus in primul an de medicul
Nicolae Marinescu Sadoveanu
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care avea raspunderea starii de
sanatate a populatiei Constantei.
,Cattinea ochiul—scrie.N.Donain
fascinanta sa lucrare monografica
—nu se vedeau decat pamant sterp,
marea si lacul, iar in departare se
zareau satele vecine, precum si
orasul Constanta”.

Stabilimentul maritim era
construit din lemn, cu 16 cabine si
o sala de asteptare. Namolul folosit
la curd era, insd, de suprafats,
amestec de plante si animale
in descompunere, Tmpreund cu
malul si nisipul fin de la marginea
lacului.

fn 1900 se infiinteazd un
post permanent de medic si se
amenajeaza o sumara locuinta. Dr.
Olga Secara a fost trimisa medic
de copii la noul sanatoriu. A stat
la Techirghiol trei ani ”ingrijind
cu multa dragoste si devotament
copilasii aflati sub priceputa d-sale
cautare.”?

fn acest timp s-a creat si un
post de supraveghetoare, care sa
se afle permanent printre copii sisa
se ingrijeasca si de celelalte servicii
de curatenie. in anul 1900, au fost
tratati 124 de copii, sanatoriul fiind
deschis la 1 iulie si functionand tot
anul. larna a fost grea si conditiile
de aprovizionare foarte dificile.
Anul urmator au fost tratati 156
de copii. Este momentul cand sunt
elaborate primele regulamente
pentru tratament si cura la care si
aduce contributia si femeia-medic
de la Techirghiol.

fn 1901 sanatoriul a fost
trecut in randul celorlalte spitale
ale Eforiei, iar postul de medic sef
a fost scos la concurs dupa aceleasi
reguli ca ale medicilor primari
din serviciile mixte, medico-
chirurgicale, ale Spitalelor Eforiei.
Dupa doua runde de concursuri
fara niciun candidat, abia in mai
1903, losif Dona se califica primul
si este numit medic definitiv al
Spitalelor Eforiei, cu Tnsarcinarea

2. 1.N.Dona, Tekirghiol, Stabilimentul
graficAlbertBaer,1907,Bucuresti, p.32

de a conduce Sanatoriul Maritim
de la Techirghiol.?

Plecand de la Techirghiol, Olga
Secara si-a dorit sa lucreze la clinica
infantila de pe langa Universitatea
Bucuresti, sau la Craiova, unde se
afla fiica sa, probabil bolnava, dar
a fost respinsd. Tn ultima parte a

si dupa casatoria lui Galaction cu
Zoe au fost date publciitatii de
catre Muzeul literaturii romane.
Astazi, Scrisori catre sora Zoe,
o carte epistolara semnata
Gala Galaction, este nu doar un
captivant roman de iubire, cat si
un veritabil document de istorie

Facsimil din corespondenta celor doi

vietii a lucrat in Franta, la Paris,
Londra si mai apoi in SUA, la New
York si Los Angeles.

S-a stins din viata la 71 de
ani, departe de tara, iar cenusa i-a
fost aruncata, ca ultima dorint3,
deasupra Bucurestiului.?

Femeia-medic aduce
Techirghiolul in atentia
protipendadei Bucurestiului

Aflatd in conditii de maxima
austeritate la Techirghiol, Olga
intretine relatii importante cu
personalitati ale timpului si mai
presus de toate o relatie de
stransd prietenie cu prozatorul
Gala Galaction.

Schimbul de scrisori dintre
Galaction si Olga Sacara -
Tulbure, care devine confidenta
prozatorului si posibil parte dintr-
un triunghi amoros, pastrandu-si
pozitia de destinatar al scrisorilor

3. Idem, p.35
4. noesis.crifst.ro

literara, completdnd interesant
biografia prozatorului.

Povestea lui Grigore
Pisculescu, alias Gala Galaction,
incepe la Manastirea Agapia,
unde merge fnsotit de N.D.
Cocea. Aici, viitorul prozator o

cunoaste pe verisoara acestuia,
Zoe Marcoci, care era mai tanara
cu 11 ani, de care se indragosteste
iremediabil. A urmat o perioada
de corespondenta intensda intre
cei doi, apoi casatoria, in anul
1903, si renuntarea lui Galaction
la viitoarea sa viata monahala.

Dar Grigore Pisculescu era
legat sufleteste si de doctorita
Olga Sacara. O cunoscuse inainte
de venirea acesteia la Techirghiol
si schimbul de scrisori cu Zoe o
include si pe prietena Olga. De
care prozatorul indragostit trebuie
sa dea mereu dovada bunelor sale
intentii.

Reproducem cateva secvente
din aceasta inedita corespondenta
subliniind datele legate de



Techirghiol in acei primi ani de
existenta ai sanatoriului maritim.

24 aprilie 1901. ”"Doamna
Sacara a fost si este in Bucuresti, si
iata cu ce ocazie: o ruda a domniei
SaledinBuzauachemat-otelegrafic
de la Techirghiol la capataiul unui
copil bolnav de scarlatina. Dna
Sacara a plecat imediat si direct la
Buzau, iar in Bucuresti a venit, de
la Buzau, alaltaieri seara, in ajunul
lui Sf.Gheorghe. S-a oprit la poarta
mea un moment, m-a chemat (prin
d-na Hermiona) si m-a rugat s-o
insotesc a doua zi la mormantul
dlui Assaky, ceea ce asa a fost.®

George Assaky (1855-
1899) fusese un chirurg roman,
precursor al  neurochirurgiei
moderne si membru corespondent
al Academiei romane, nepotul
carturarului  Gheorghe Asachi.
Murise de curand si Dr. Sacara,
cum aflam  din  urmatoarea
scrisoare catre Zoe, din 24 aprilie,
a coborat in criptd sa depuna un
buchet de flori. “Dupa indeplinirea
acestui pios si nobil omagiu am
ratacit catva prin cimitir, am stat
de vorba pe niste pietre ce erau
sa faca parte dintr-o cripta noua,
si apoi am revenit in oras. Dna
Sacara e destul de sanatoasa, dar
supararile si nevoile o insotesc ca
si in alte dati. Maine se va fhapoia
la Techirghiol; in drum se va intalni
cu dra Cerkez si vor sfarsi calatoria
impreund. Dra Cerkez va fi
mosafira d-nei Sacara vreo luna si
mai bine. Ti-am scris ca era vorba
sa fac si eu o vizita d-nei Sacara in
primavara aceasta. Totul a cdzut in
balta...Nu voi putea s-o fac decat
la toamna, in septembrie, dupa
intdlnirea noastra.”®

Pe 24 mai 1901, tot joi, Gala
Galaction fi scria sorei Zoe: “1ti scriu
aceste patru pagini de pe o masa
care te-a cunoscut asta-toamna,

5. Gala Galaction, Scrisori catre sora
Zoe, Corespondenta inedita (1901-
1902), Editura Muzeului Literaturii
Romane, Bucuresti, 2015, p.29.

6. ldem,p.31

dintr-o odaie care te-a gazduit in
vremea cand frunzele palesc si
mor...T[ti scriu scrisoarea aceasta
de pe malul marei...Fantazia D-nei
Sacara m-a chemat telegrafic
sambata, 19 mai: ”“te astept
maine, vino negresit” si, a doua zi,
duminica, la 1 si % dupa-amiaza,
am coboratin gara Constanta, unde
m-a intdmpinat D-na Sacara.../.../
Ai dormit in acest pat pe care l-am
ocupat si eu cateva nopti de-a
randul, ai stat la masa aceasta, ai
privit pustiul sur al marei, cum fl
privesc si eu; ai descins pe tarmul
ei si te-ai gandit la mine — vail
cum cu atata nesfarsita toamna
sufleteasca, si eu ma gandesc si
m-am gandit constant la D-ta...
Am fost pe tarmul marei (cum
m-ai rugat odata) singur-singurel,
si in bataia undei marine, am citit
desertaciune, tristetd fara tarm si
dor etern setos...Cata melancolie
nu da inimei mele vederea acestei
carari ce duce jos, la mare... Si
D-ta ai umblat pe ea! Pare ca mite
vad, subtire si inceata, coborand
devale... Am vazut marea pe luna,
am plutit pe lac sub clar de luna,
am facut o lunga plimbare de-a
lungul malurilor acestui pustiu
de ape. /.../Am avut tovarasi in
toate partile pe d-na Sacara, pe
D-na Sacara si pe Dra Cerkez.
D-na Sacara, ca totdeauna, a fost
perfecta de atentie si de nobila
politeta./.../Azi plec, inima inimei
mele, si sunt trist, trist, trist — cu
toata admirabila atitudine a D-nei
Sacara, cu toata atingatoarea
conduita fata de fratele D-le intru
dragoste, dor si jale.””

20 septembrie, 3 octombrie

1901. O lungd si minutioasa
scrisoare  cdtre  sora  Zoe.
Spre finalul ei, telegrafic: ”18

septembrie, marti. In aceastd zi,
am primit o scrisoare de la D-na
Sacara. Calatoria la Techirghiol n-o
mai pot face pentru ca poimaine
D-na S.(acara) trece spre Craiova
cu D-ra S.(acara), ducand-o sd o

7.|dem, p.43

instaleze Tn acest oras, unde e
numita profesoard la un internat
secundar. D-na Sacara crede ca
- cel putin — ne vom vedea cand
D-sa va reveni de la Craiova aici,
in Bucuresti, ceea ce nsa nu se va
putea caci eu, in vremea aceea, Voi
fi la Galati.

Scrisoarea din data de 24
decembrie 1901 catre sora Zoe, un
lung sir de explicatii minutioase la
reprosurile acesteia: ”Scrisoarea
aceasta a D-le si, fara indoial3,
aproape toate pe care D-ta le scrii
D-nei Sacara, sunt surori legitime
cu scrisorile pe care eu le-am
scris D-nei Sacara pana in iunie
trecut. Acelasi aer de a contrazice
nestinsul sentiment ce ne leaga pe
amandoi au si scrisorile D-le (catre
D-na S(acara) si ale mele. /.../.”®

n alte scrisori 1i reaminteste
petentei, sora Zoe, de ”serile
adesea clare, vaste si albastru-
adanci din Techirghiol”, pe care le-
au petrecut in trei, la malul lacului.
Sau plimbarile “de pe malul marei
si al lacului Techirghiol..."de "orele
drag si dulce risipite pe acele
tarmuri solitare — cand inalte si
desarte, cand plane si zburlite de
ierburi si de trestii?...°

n lunga epistold din 5 ianuarie
1902 scria, printre altele, ca a aflat
de la un doctor caruia nu-i spune
numele, care lucra la spitalul
Coltea, cd acesta fusese 7 zile la
Techirghiol, "ca are pentru D-na
S(acara) nadejde de indreptare, ca
probabil, domnia sa se va retrage
ca doctor particular intr-un oras
de provincie (Craiova, de pilda)/.../
deoarece locul de la Techirghiol e
scos pentru aprilie anul viitor la un
al doilea concurs si c3, in asteptare,
D-naS. e tot cam cum o stiu, avand
langa D-sa pe Dna Teodoru si pe
Maria.”*°

Scrisorile lui Gala Galaction
catre Olga Sacara Tulbure, 16 Ia
numar, sunt datate 12 februarie -

8.ldem, p.115
9.P.124
10. P.137



14 septembrie 1901, 13 la numar,
una din 1903, alta din 20 mai
1913, iar ultima este nedatata.
in prima pastratd in colectiile
Muzeului Literaturii  Romane,
printre nenumarate fraze de
evocare a unor pagini ulterioare,
in stilu-i caracteristic, Grigore
Pisculescu, cum semna, scria
si "Va cred complet instalata la
Techirghiol. Va doresc si va voiesc
sanatoasa din tot sufletul meu. Am
finit examenele cu deplin succes.
Multumesc lui Dumnezeu si va rog
respectuos sa-mi acordati onoarea
de a va asocia la acest succes.”*

Scrisorile lui Grigore sunt
lungi, uneori le rescrie, alteori
renumeroteaza paginile. Doua
dintre ele ajung la 14, respectiv
24 de pagini, sunt fraze elaborate,
adanc cantarite cuvintele
purtatoare de sentimente, de
confidente etc.

Bunadoara:” Stiti ca unul din
farmecele pe care mi le infatiseaza
societatea si conversatiunea Dv.
std in faptul ca, fnainte-vda, ma
pot manifesta Tn toata complicata
mea latitudine sufleteasca.
V-am marturisit-o si v-o repet,
sunteti singura constiintda in care
pot oglindi, fara rezerva, fara
precautiuni si deghizari, labirintul
constiintei mele. in fata Domniei
Voastre simt impulsiunea si
necesitatea  unei  deszdvorari
sufletesti totale.”*?

Pe data de 27 mai 1901 i
scria reverentios Olgdi Sacara:
"Am promis-0; va veni o vreme
in care voi aseza toate aceste
capodopere ale amintirei intr-
un templu de arta si de filosofie
religioasd. 1i voi tdia ferestre largi
si 1i voi umple orizontul cu noianul
marei; voi face ca potecile ce-i vor
veni in poale sa calatoreasca prin
lanuri de mac, iar printre pilastrii
lui voi chema silueta Dv., asa cum

11.P.234
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fuse Tmbrdacata in aceasta zi din
urma. lar eu voi fi preotul acestui
templu al visului si al artei...In
aceasta vreme, sub valul viziunei
mele, realitatea desira pamantul
dobrogean; stufos de trestii si
de ierburi, sangerat de floarea
macului, zburaturit de colibi si de
bordee.../.../

"In  ora infitisirei mele
fnaintea Lui, as vrea sa fii langa
mine...[ata un margaritar, prea
scumpa Doamna, pe care mi l-ati
daruit pe malul marei, in aceasta
zi. Am avut aerul ca nu-l prea
inteleg, ludndu-ma dupad zborul
unei glume: insd e cel mai nobil
dar cu care ati fi putut raspunde
vasalitatei mele de simtire, de arta
si de filosofie. M-ati rasplatit —
daca pot vorbi asa—ca un adevarat
senior. Permiteti-mi sa tiu minte si
sa pastrez de-a pururi acest dar
nepretuit...”*

Pe 19 august 1901 afla de
la dra Cerchez, la Varatec, cd pe
la "jumdatatea Iui septembrie
ramaneti singura in Techirghiol.
D-na  Filipescu revenind 1in
Bucuresti, D-ra Sacara luand o
catedra in Craiova. Sa fie, oare,
prea indraznet, din parte-mi, mult
stimata Doamna, sa va amintesc
ca, pe la jumatatea lui septembrie,
planuiam, altadata, sa refac
drumul catre Techirghiol?”

La 17 aprilie 1903, Grigore
Pisculescu, alias Gala Galaction,
se casatoreste cu sora Zoe, la
ceremonia de la manastirea
Varatic participand nasii: Nicolae C.
Coculescu (1866 - 1952), astronom
roman, profesor de astronomie
la Universitatea din Bucuresti,
membru fondator al Academiei
de Stiinte din Romania, cel care
a infiintat In 1908 Observatorul
Astronomic din Bucuresti, alaturi
de sotia sa, dar si de dr. Olga
Sacara Tulbure. Nicolae Coculescu

13. P.260

era tatal esteticianului stabilit in
Franta si cunoscut sub numele
Pius Servien.

O scrisoare datata 20 mai
1913, din manastirea Agapia, fi
reamintea Olgadi ca Gala Galaction
intermediase acesteia o intalnire
cu |.G.Duca, importantul om
politic, ideologul liberalismului
romanesc, presedintele Partidului
National Liberal si prim ministru,
la vremea scrisorii fiind doar un
influent publicist. Este probabil,
momentul in care Olga - refuzata in
multele sale incercari de a ocupa o
catedra la Facultatea de medicina,
mai tarziu la Clinica infantild din
Bucuresti, se decide sa paraseasca
tara.

Randurile de mai sus
contureazda mai bine profilul unei
femei-medic, prima din sirul
bravelor femei care au cladit in
Romaéania o scoald medicala de
renume, punand alaturi de stiinta
lor si sentimente de iubire. Si care
si-a legat destinul de primii ani de
fiintare ai stabilimentului balnear
de la Techirghiol. A studiat efectele
terapeutice ale lacului asupra
micilor pacienti, a lansat primele
reglementari privind practicile
medicale Tn balneologie.
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Novelty

TECHIRGHIOL, DR. OLGA SECARA TULBURE AND LOVES OF GALA GALACTION

So many people know today
who Olga Sacara —Tulbure was.
And what were here acts worthy
to be recorded in the heroic
history of Dobrogea. She was born
on June 23rd, 1856, in Romania,
and died in May in 1927 in USA.

In 1880, Olga applied for the
Faculty of Medicine in Romania,
in a time when women had no
social rights. She was the first
woman to attend medicine classes
in Bucharest. Maria Cutarida, the
first doctor women in Romania
was already on her 3rd year, but
was attending the Faculty of
Medicine in Zurich!. Olga Secara
Tulbure completed her studies late
in 1892, because of some health
problems, obtaining the title of
doctor in medicine, in Bucharest,
with the thesis Clinical study on
pseudohypertrophic paralysis,
published in 1893. Severelyill, Olga
Sacara - Tulbure isolated herself,
to cure, at Agapia Monastery.
Here she meets young Galaction,
through sister Zoe, on July 24th,
1898, the two of them connecting
into a high spiritual friendship.

Olga Secara first worked at
the Institute of Charity Sisters in
Bucharest, then at the Sanatorium
in  Techirghiol. Her scientific
activity can be found today, as
reference, in some publications in
France and America. In the New
Treaty of Medicine and Therapy:

1. Elizabeth Garrett Anderson (1836-
1916) was the first woman in the
history officially recognised as doctor.
In 1866, she opened a hospital in
London, exclusively for women. Later,
the hospital took the name "Elizabeth
Garrett Anderson", the name being
kept until the present day

diseases of muscles, coordinated
by J.B.Bailliere et son, in 1910,
or the Report of the Education
Commission in USA, in 1896.

As well known, the facility
Ephors of Civil Hospitals in
Techirghiol was opened onJuly 4th,
1899 and was headed, on the first
year, by doctor Nicolae Marinescu
Sadoveanu who was responsible
for the health condition of people
in Constanta. “As far as the eye
could see - as written by I.N. Dona
in his fascinating monograph -
only dry land, the sea and the
lake were seen and, far away, the
neighbouring villages, as well the
town Constanta".

The maritime facility was
made of wood, 16 cabins and a
waiting room. The mud used for
treatment was, however, from the
surface, a mixture of decomposing
plants and animals, together with
the mud and fine sand at the lake
shore.

A permanent position of
doctor is commissioned in 1900
and a simple dwelling is arranged.
Dr. Olga Secara was sent as
doctor for children at the new
sanatorium. She was at Techirghiol
for three years, "caring for children
in her skilled care with love and
devotion.”?

Meanwhile, a position
of supervisor was also
commissioned, to permanently be
with the children and also attend
other cleaning services. In 1900,
124 children were cared for, the
sanatorium being opened on July
1st and being operation for the

2. I.N.Dona, Tekirghiol, Stabilimentul
graficAlbertBaer, 1907,Bucuresti, p.32

Conf. univ. dr. Aurelia LAPUSAN

entire year. Winter was hard and
the purchase conditions highly
difficult. The following year, 156
children were care for. This was
the time when the first regulations
for treatment and cure were
drafted with the contribution of
the woman-doctor in Techirghiol.

In 1901, the sanatorium
was included among the other
hospitals of the Ephors and
the position of chief doctor is
released according to the same
rules as for the primary doctors in
mixed services, medical-surgery,
of the Ephors Hospitals. After
two rounds of contests with no
applicants, it was late in May 1903
that losif Dona qualified the first
and was named final doctor of
the Ephors Hospitals, responsible
for the management of Maritime
Sanatorium in Techirghiol.?

Leaving from Techirghiol,
Olga Secara wanted to work at
the children's clinic attached to
Bucharest University, or in Craiova,
where her daughter was, probably
ill, but she was rejected. During the
last part of her life, she worked in
France, Paris, London and then in
USA, in New York and Los Angeles.

She died at the age of 71, far
away from her country, and her
ashes was spread, as her last wish,
above Bucharest.*

The woman doctor gets
Techirghiol to the attention of
Bucharest elite

In maximum austerity
conditions at Techirghiol, Olga
maintained significant relations

3. Idem, p.35
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with important people of the time,
above all a close friendship with
the writer Gala Galaction.

The letters between Galaction
and Olga Sacara—Tulbure, the latter
becoming the writer's confidant
and maybe a part of a love triangle,
also remaining the recipient of the
letter also after the marriage of
Galaction to Zoe, were published
by the Museum of Romanian
Literature. Today, Scrisori catre
sora Zoe (Letters to sister Zoe), is
an epistolary book signed by Gala
Galaction, not only a captivating
love story, but also a document of
literary history, supplementing the
writer's biography in an interesting
manner.

ThestoryofGrigore Pisculescu,
alias Gala Galaction, started at
Agapia Monastery, where he went
accompanied by N.D. Cocea. Here,
the writer to be met his cousin, Zoe
Marcoci, 11 years younger, and he
irremediably fell in love with her. A
period of intense letters followed,
then marriage, in 1903, and the
dismissal by Galaction of his future
monastery life.

But Grigore Pisculescu was
spiritually bonded to the doctor
Olga Sacara. He knew her before
she came to Techirghiol and the
letters with Zoe included his friend
Olga. The in love writer had to
always show his good intentions.

We reproduce some parts
of these unique letters, outlining
data relating to Techirghiol during
the first years of the maritime
sanatorium existence.

April 24th, 1901. ”"Mrs. Sacara
has been and still is in Bucharest
for this reason: arelative oh hersin
Buzau called her from Techirghiol
sending a telegram, to care for a
child suffering from scarlet fever.
Mrs. Sacara left immediately
and directly to Buzau, and she
came to Bucharest, from Buzau,
two days before, on St. George's
eve. She stopped at my door for
a moment, called me (through
Mrs. Hermiona) and asked me to

accompany her at the grave of Mr.
Assaky, which | did.?

George  Assaky(1855-1899)
was a Romanian  surgeon,
precursor of modern neurosurgery
and corresponding member of the
Romanian Academy, grandchild of
the scholar Gheorghe Asachi. Also,
Dr. Sacara had recently died, as
we learn from the following letter
to Zoe, from April 24th, he went
down to the crypt to lay flowers.
“At the end of this pious and noble
gratefulness, | wondered for some
time in the cemetery, talked to
some stones to be make a new
crypt and then returned to the
city. Mrs. Sacara is rather healthy,
but upsets and needs accompany
her, just as ever. Tomorrow she will
be returning to Techirghiol; she
will meet Miss Cerkez on her way
and shall complete the journey
together. Miss Cerkez will be Mrs.
Sacara's guest for more than a
month. | told you | was to also
visit Mrs. Sacara this spring. It is all
cancelled... | can only do so on fall,
in September, after our meeting.”®

On May 24th, 1901, also a
Thursday, Gala Galaction wrote to
sister Zoe: “I am writing these four
pages on a table that saw you last
fall, from a room you used when
leaves became yellow and died...
| and writing you this letter from
the seaside... The fantasy of Mrs.
Sacara called me by telegram
on Saturday, May 19th: “l will be
waiting for you tomorrow, you
must come” and, the next day, on
Sunday, at 1:30 in the afternoon, |
placed foot in the railway station
in Constanta, where Mrs. Sacara
waited for me... / ... / You slept in
that bed | slept in for a few nights,
you sat at that table, watched
the grey desert of the see like |
did; you walked on the shore and

5. Gala Galaction, Scrisori catre sora
Zoe, Corespondenta inedita (1901-
1902), Editura Muzeului Literaturii
Romane, Bucuresti, 2015, p.29.
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thought of me - Oh! How is it that
with all this endless spiritual fall, |
am thinking and have always been
thinking of you... | went to the
seaside (as you once asked me), all
alone and saw emptiness, endless
sadness and eternal longing in the
sea air... The melancholy my heart
feels when seeing this path leading
down to sea... And you walked on
it! It's like | see you, thin and slow,
going to the valley... | saw the sea
under the moon, floated on the
lake under the moon, took a long
walk along the shores of this water
desert. /.../ | was accompanied
everywhere by Mrs. Sacara, Mrs.
Sacara and Miss Cerkez. Mrs.
Sacara, as always, was perfect
in her attention and noble in her
politeness. /.../ | will be leaving
today, my soul, and | am sad,
sad, sad - with all the admirable
attitude of Mrs. Sacara, with all
the touching conduct towards
your brother in love, longing and
sadness.”’

September 20th, October 3rd,
1901. A long and detailed letter
to sister Zoe. At the end, briefly:
“September 18th, Tuesday. Today |
received a letter from Mrs. Sacara.
| can no longer travel to Techirghiol
because the day after tomorrow
Mrs. S.(acara) goes to Craiova with
Miss S.(acara), to set her in the city,
where she is appointed as teacher
to an elementary boarding school.
Mrs. Sacara believes - at least -
that we will be seeing each other
when she returns from Craiova,
here, in Bucharest, which is not
possible since | will be, at that
time, in Galati.

The letter from December
24th, 1901, to sister Zoe, a long
line of detailed explanations to
her reproaches: “That letter of
yours and, no doubt, almost all
letters you send to Mrs. Sacara,
are legitimate sisters of the letters
| sent Mrs. Sacara until the past
June. Your letters to Mrs. S(acara)

7.idem, p.43



and mine have the same air to
contradict the untouched feeling
connecting us both. /.../.”8

In other letters he reminds
sister Zoe of "the often clear,
vast and deep-blue evenings in
Techirghiol” that the three of
them spent on the shore of the
lake. Or the walks “on the shore
of the sea and lake Techirghiol”,
of the “the dear and sweet hours
spent on those solitary shores -
high and empty, or flat and bristly
with weeds and reeds?"... °

In the long letter from January
5th, 1902, he wrote that he learned
from a doctor, the name of whom
is not mentioned, who worked at
Coltea hospital, that he had been
in Techirghiol for 7 days, that “he
trusts Mrs. S(acara) shall retire
as private doctor into a province
town (Craiova, for instance) /.../
because the position at Techirghiol
is released for April next year
for a second contest and, while
waiting, Mrs. S is as | know her,
accompanied by Mrs. Teodoru and
Maria.”1°

The letters of Gala Galaction
to Olga Sacara Tulbure, 16inall, are
dated February 12th - September
14th, 12 in all, one from1903,
another from May 20th, 1913,
and the last is not dated. In the
first, kept in the collections of the
Museum of Romanian Literature,
amongst the countless sentences
evoking some subsequent pages,
in his own style, Grigore Pisculescu,
when signing, also wrote "l believe
you are fully set in Techirghiol. |
wish you well from all my heart. |
passed the exams in full success.
Thank God and | kindly ask you to
give me the honour of associating
with this success.”1!

Grigore's letters are long,
sometimes  re-written, other
times re-numbering pages. Two

8. ldem, p.115
9.P.124

10. P.137
11.P.234

of them reach 14, respectively 24
pages, with elaborated sentences,
thoroughly weighing the words
carrying feelings, confidences, etc.

For instance: “You know
one of the charms of the society
and of the conversations with
you is that | can show my full
spiritual complexity to you. As |
confessed and repeat, you are
the sole conscience in which | can
mirror, without reserves, cautions
or disguise, the labyrinth of my
conscience. In front of you, | feel
the urge and need to fully unlock
my soul.”?

On May 27, 1901, he wrote
to Olga Sacara in reverence:
“Promised; there shall come a
time when | should lay all the
masterpieces of memory in
a temple of art and religious
philosophy. | shall craft large
windows and fill the horizon with
the vast sea; | shall make paths
travel through fields of poppy and
| shall call you shadow through
the poles, as dressed on this latter
day. And | shall be the priest in
this temple of dreaming and art...
Meanwhile, under the vale of my
vision, the reality ravished the
land of Dobrogea; filled with reeds
and weeds, bloody red with poppy
flowers, huts and cottages.../.../

“When time comes to meet
Him, | want you to be with me...
“Here is a gem, my dearest Lady,
that you gave me on the shore
of the sea, this day. | was under
the impression | did not quite
understand it, thinking it as a joke:
it is, however, the most noble gift
you could give to meet my subject
feelings of art and philosophy. You
rewarded me - if | may say so -
like an actual senior. Allow me to
remember and always keep this
priceless gift...”13

On August 19th, 1901, she
learns from Mrs, Cerkez in Varatec
that “around mid September, you

12.P.247
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shall remain alone in Techirghiol.
Mrs. Filipescu returns to Bucharest
and Miss Sacara takes a teaching
jobin Craiova. Is it maybe to bold of
me, dear Mrs., to remind you that,
on mid September, we used to
plan another trip to Techirghiol?”
On April 17th, 1903
Grigore Pisculescu, alias Gala
Galaction, marries sister Zoe, the
ceremony at Varatic monastery
being attended by godparents:
Nicolae C.Coculescu(1866-1952),
Romanian astronomer, astronomy
professor at the University in
Bucharest. Founding member of
the Romanian Academy of Science,
the parent of the Astronomic
Observatory in Bucharest in 1908,
with his wife and Dr. Olga Sacara
Tulbure. Nicolae Coculescu was
father to the esthetician settled in
France also known as Pius Servien.
One letter dated May 20th,
1913, from Agapia monastery,
reminded Olga that Gala Galaction
arranged for her the meeting

with 1.G.Duca, the important
politician, the ideologist of
Romanian liberalism, president

of the National Liberal Party, a
simple publicist influencer at the
time of the letter. It is probably
the moment when Olga - rejected
in her many attempts to take
a teaching position within the
Faculty of Medicine, later the
Children clinic in Bucharest,
decided to leave the country.

All mini-biographies
researched briefly include the
information that she worked
in Paris for some time, then
London, Los Angeles, where she
died, ordering as her will to be
incinerated and that her ashes be
spread above Bucharest.

The lines above outline rather
the profile of a woman doctor, the
first in the line of brave women-
doctors who built in Romania a
reputed medical school, putting
love together with their science.
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