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4 INFO

Unul dintre indemnurile pe care
societatea le transmite constant in
ultima vreme este acela de a gandi
pozitiv sau de a fi cumva zen tot
timpul. Tn interactiunile mele cu
persoanele care solicita sprijin psi-
hoterapeutic observ acest tipar,
aproape obsesiv la unele dintre ele.
Am intalnit de asemenea si multa
literatura care propovaduieste pu-
terea gandirii pozitive ca si cum
aceasta ar fi un panaceu universal
in alinarea oricarei suferinte.

Desi seducatoare la o privire
superficiald, cu greu gasesti un lu-
cru mai aberant in societatea occi-
dentala decat acest pozitivism dus
uneori la extrem si care, mai mult
decat atat, creeazad patologie in sine.
Sistemul nostru nu functioneaza
asa, el este un sistem complex, avem
anumite nevoi fundamentale, nu
trdim in conditii de viata ideale ca
sa putem sa fim pozitivi la orice.

Ideea ca gandirea negativa are
virtutile ei ar putea fi socanta pen-
tru unele persoane. De ce sa nu ne
gandim doar asupra aspectelor po-
zitive? Da, dar asta inseamna sa ma
uit la realitate cu un singur ochi si
sa-l acopar pe celdlalt. Cred ca nu
T
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intdmplator natura ne-a lasat posi-
bilitatea sa privim prin ambii ochi.

Gandirea pozitiva autentica in-
cepe cu adevarat prin includerea
intregii noastre realitdti. Ea este
ghidata de convingerea ferma ca
putem avea incredere in noi insine
pentru a infrunta adevarul deplin,
indiferent ce s-ar dovedi ca este
acel adevar deplin.

Dificultatea apare in momentul
in care etichetam gandirea cu ad-

Dragos Florin CONSTANTINESCU

IMAGINATIVE

jectivul pozitiv pentru ca de indata
ce facem acest lucru excludem de
fapt acele parti ale realitatii care ne
par ,,negative”. Acesta este modul
de functionare al majoritatii celor
care adopta o gandire pozitiva. De
fapt optimismul convingator este
unul dintre modurile prin care ne
legdm anxietatea de evitarea con-
fruntarii cu ea. Din nefericire aceasta
forma de gandire pozitiva este mai
degraba mecanismul de adaptare
al unui copil ranit. Adultul care ra-
mane ranit fara sa fie constient de
asta Tsi face din aceastd aparare
reziduala a copilului un principiu de
viata.

Aparitia simptomelor sau dia-
gnosticarea unei boli ar trebui sa
determine o investigare dubla: ce
spune aceasta boala despre trecut
si prezent si cu ce va ajuta in viitor?
Multe aborddri se concentreaza
doar pe a doua jumatate a acestei
diade vindecatoare. Astfel de meto-
de ,,pozitive” umplu rafturile cu carti.
Pentru vindecare, este esential sa
ne adunam puterea de a gandi
negativ, sa aducem in planul con-
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stiintei acel ,,inacceptabil” dureros
sau nedorit din punct de vedere
cultural sau personal.

Gandirea negativa nu este o vi-
ziune foarte trista, pesimistad, care se
deghizeaza in ,realism”. Mai degra-
ba, este dorinta de a luain conside-
rare ce nu functioneaza. Ce nu este
in echilibru? Ce am ignorat? La ce
anume opun rezistenta? Farad aceste
intrebari, stresul responsabil pentru
lipsa noastra de echilibru ramane
ascuns.

Mai mult, a nu pune aceste in-
trebadri este in sine o sursd de stres.
n primul rand, ,,gandirea pozitivd”
se bazeaza pe convingerea incon-
stienta ca nu suntem suficient de
puternici pentru a face fata realitatii.
Si paradoxal acestei convingeri chiar
suntem, altfel nu am fi in viata. De
fapt suntem supravietuitorii celor
mai cumplite experiente din viata
noastra fie ca suntem constienti de

impactul lor, fie ca nu. Sa 1i permiti
acestei temeri sa domine da naste-
re unei stari de neliniste asemana-
toare celor din copilarie. Indiferent
daca nelinistea este sau nu consti-
ent3, ea este o sursa de stres. In al
doilearand, lipsa informatiilor esen-
tiale despre noi insine si situatia
noastra constituie una dintre prin-
cipalele surse de stres si unul dintre
activatorii puternici ai anxietatii. Si
nu n ultimul rand, stresul scade pe
masura ce controlul independent
si autonom creste.

Convingerea generala este ca
emotiile pozitive trebuie sa ducala
sanatate. Desi este adevarat ca
bucuria si satisfactia adevarata spo-
resc sanatatea fizica, starile ,,pozi-
tive” ale mintii generate artificial
pentru a regla disconfortul psihic
scad de fapt rezistenta la boala.

Inevitabil, gandirea negativa,
mai sincera, va duce catre zone de

durere si conflict pe care le-am
evitat. Nu poate fi altfel. Dezvolta-
rea curajului de a gandi negativ ne
permite sa ne uitam la noi Tnsine
asa cum suntem cu adevarat. O
gandire pozitiva autentica ne da
puterea sa stim ca nu avem de ce
sa ne temem de adevar.

Putem profita de gandirea pozi-
tiva confruntand-o cu exact ceea ce
foarte multi dintre noi suntem in-
vatati sa ignoram sau sa diminuam:
obstacolele care ne stau in cale.
Cred ca mult mai benefic pentru
noi este sa credem cu tarie in pute-
rea gandirii de fapt.

,Sanatatea nu este doar o ches-
tiune de a avea ganduri fericite.
Uneori, cel mai mare impuls pentru
vindecare poate venide la pornirea
sistemului imunitar cu o explozie de
furie suprimata de multa vreme”
(C. Pert).

Qo
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THE NEGATIVE ASPECTS OF POSITIVE THINKING

One of the exhortations that society is constantly
passing on lately is to think positively, or to be some-
how zen all the time. In my interactions with people
seeking psychotherapeutic support | notice this pattern,
almost obsessive in some of them. I've also come across
a lot of literature that preaches the power of positive
thinking as if it were a universal panacea for alleviating
all suffering.

Although seductive at a superficial glance, you can
hardly find anything more aberrant in Western society
than this positivism sometimes taken to the extreme
and which, more than that, creates pathology in itself.
Our system does not work like that, it is a complex system,
we have certain basic needs, we do not live in ideal living
conditions to be able to be positive about everything.

The idea that negative thinking has its virtues
might be shocking to some people. Why not just think
about the positives? Yes, but that means looking at
reality with one eye and covering the other. | think that
itis not by chance that nature left us the possibility to
look through both eyes.

Authentic positive thinking really begins with in-
cluding our whole reality. It is guided by the firm belief
that we can trust ourselves to face the full truth,
whatever that full truth turns out to be.

The difficulty arises when we label thinking with
the positive adjective because as soon as we do so we
actually exclude those parts of reality that seem ,,nega-
tive” to us. This is how most positive thinkers operate.
In fact, persuasive optimism is one of the ways in
which we link our anxiety to avoiding confronting it.
Unfortunately, this form of positive thinking is more
of a hurt child’s coping mechanism. The adult who
remains wounded without being aware of it makes
this residual defense of the child a principle of life.

The appearance of symptoms or the diagnosis of
a disease should prompt a double investigation: what
does this disease say about the past and present, and

Techirghiol | martie 2022

Dragos Florin CONSTANTINESCU

what will it help in the future? Many approaches focus
only on the second half of this healing dyad. Such
,positive” methods fill the bookshelves. For healing,
it is essential to muster the power to think negatively,
to bring into the plane of consciousness that cultural-
ly or personally unwanted or painful ,unacceptable”.

Negative thinking is not a very sad, pessimistic view
masquerading as ,realism”. Rather, it’s a willingness
to consider what isn’t working. What is out of balance?
What did l ignore? What exactly am | resisting? Without
these questions, the stress responsible for our lack of
balance remains hidden.

Moreover, not asking these questions is itself a
source of stress. First, ,positive thinking” is based on
the unconscious belief that we are not strong enough
to face reality. And paradoxical to this belief we really
are, otherwise we wouldn’t be alive. We are actually
survivors of the worst experiences in our lives whether
we are aware of their impact or not. Allowing this fear
to dominate gives rise to childhood-like restlessness.
Whether anxiety is conscious or not, it is a source of
stress. Second, the lack of essential information about
ourselves and our situation is one of the main sources
of stress and one of the powerful activators of anxiety.
And last but not least, stress decreases as independent
and autonomous control increases.

The general belief is that positive emotions must
lead to health. While it is true that true joy and con-
tentment enhance physical health, artificially gener-
ated ,positive” states of mind to regulate psychic
discomfort actually decrease resistance to illness.

Inevitably, negative, more honest thinking will lead
to areas of pain and conflict that we have avoided. It
cannot be otherwise. Developing the courage to think
negatively allows us to look at ourselves as we really
are. Genuine positive thinking empowers us to know
that we have nothing to fear from the truth.

We can take advantage of positive thinking by
confronting it with the very thing that so many of us
are taught to ignore or minimize: the obstacles that
stand in our way. | think it is much more beneficial for
us to believe strongly in the power of fact thinking.

,Health is not just a matter of having happy
thoughts. Sometimes the biggest boost to healing can
come from firing up the immune system with a burst
of long-suppressed anger” (C. Pert).
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Ataxia Friedrich face parte din
categoria bolilor neurologice gene-
tice, fiind cea mai frecventa din
categoria ataxiilor cerebeloase au-
tozomal recesive si Tn acelasi timp
ataxia cu cea mai mare incidenta in
randul populatiei caucaziene cu 2-5
cazuri/ 100.000. Este o boala neuro-
logica severa, multisistemica, care
afecteaza ireversibil sistemul nervos
central (SNC), mai ales la nivelul
cerebelului si maduvei spinarii. Cel
mai frecvent asociate simptomelor
neurologice sunt simptomele car-
diace datorate cardiomiopatiei hi-
pertrofice — 50-70%, dar pot exista
si simptome din categoria malfor-
matiilor de picior (pes cavus), sco-
liozelor neuromusculare — uneori
severe, fenomene asociate 1n cazul
a20-90% dintre bolnavi si simptome
din categoria celor metabolice (dia-
betul de tip | se asociaza cu boala
de baza in cazul a 20-30% din paci-
enti). (1) Dintre simptomele neuro-
logice, cele mai importante sunt:
e mers instabil, cu baza larga de

sustinere, ataxic,

e pierderea capacitatii de coordona-
re a membrelor, atat superioare cat
siinferioare, cu semne de disme-
trie pozitive,

e disartrie — pacientii articuleaza
cuvintele cu dificultate,

® nistagmus —miscari asimetrice ale
globilor oculari,

e ambliopie — vederea dubla, sau
vedere in tunel in unele cazuri,

e hipoacuzie, chiar surditate uneori,

e tinitus—zgomote permanente fara
sa existe sursa de unde sonore
activad in jur,

ATAXIA FRIEDRICH — BOALA NEUROLOGICA RARA -
METODE MODERNE DE REABILITARE

L. VLADAREANU?, M. MINEA™?, M. G. ILIESCU"?, C. OPREA'?, E. DANTES"?

1. Scoala Doctorald de Medicind, Universitatea Ovidius Constanta
2. Sanatoriul Balnear si de Recuperare Techirghiol
3. Spitalul Clinic de Pneumoftiziologie Constanta

e disfunctii olfactive — alterare,
modificare a perceptiei mirosuri-
lor, mai rar.

Debutul bolii este datorat atro-
fiei de la nivelul cornului dorsal al
maduvei spinarii si apare in mod
obisnuit n copilarie — adolescenta,
dar exista cazuri mai rare in care
debutul apare foarte devreme—de la
nastere sau, tarziu, undeva in prima
tinerete — 20-25 de ani. Frecvent
pacientii cu ataxie Friedrich sunt acei
copii neindemanatici, care cad des,
achizitioneaza mersul fara sprijin
tardiv, care sunt considerati, lenesi,
fricosi”. De obicei, prezentarea ini-
tiala la medicul neurolog pediatru
se face in jurul varstei de 2 ani — 2
ani si jumatate. Dupa primele doua
decenii de boald, pacientii pierd
ambulatia ajungand sa fie depen-
denti de fotoliul rulant in marea
majoritate a cazurilor, dar exista si
exceptii de la regula, care reusesc sa
isi pastreze independenta motrica
mult mai mult timp. (1)

Degenerescenta substantei ner-
voase este data de o mutatie rece-

siva a genei care codeaza frataxina,
0 proteina necesara transmiterii
impulsului nervos. Aceasta proteina
se gaseste in mitocondriile celulelor
nervoase si joaca un rol important
in metabolismul fierului la acest
nivel, fiind implicata in biogeneza,
mentinerea si reparatia legaturii Fe-S
de la acest nivel (2,3). Acest lucru
face ca uzina enegetica a celulei
nervoase sa isi piarda capacitatea de
afunctiona, rezultand astfel degra-
darea neuronilor, initial la nivelul
cornului dorsal medular, ulterior la
nivelul vermisului cerebelos, nuclei-
lor nervilor cranieni VIII (vestibulo-
cohlear) si VII (facial) de la nivelul
trunchiului cerebral si chiar la nivelul
nervului Il (optic).

Trebuie de asemenea mentionat
ca acesti pacienti au intelect normal
putand sa acceseze formele de in-
vatamant cele maifinalte (universitar,
postuniversitar) si sa desfasoare
activitati sociale normale.

Nu exista la momentul actual
tratament medicamentos curativ
pentru aceastd boala degenerativa,

Figura 1. Rolul fraxinei in legatura Fe-S din mitocondrie
(https://www.mdpi.com/1422-0067/21/11/3760#fig_body_display_ijms-21-03760-f002) (4)
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8 MEDICINA

dar exista metode de tratament
paliative care sa asigure pacientilor
o calitate a vietii cat mai buna. Pe
langa evaluarea initiald neurologi-
ca, in scop diagnostic, paliativ, pa-
cientul trebuie evaluat si:

e cardiologic —n vederea instituirii
precoce a medicatiei si stabilirii
pragului de efort,

e pneumologic—1n vederea stabilirii
restantului respirator,

* metabolic—1n vederea instaurarii
rapide a tratamentului in cazul
asocierii cu diabetul zaharat tip |,

e oftalmologic complet, asiguran-
du-ne ca nu exista sau ca se co-
recteaza cat mai eficient vicii de
refractie sau de perceptie vizuala
(ambliopie, vedere in tunel, etc),

e auditiv si vestibular complet, cu
initiere precoce a protezarii auditi-
ve daca este cazul si cu reeducare
vestibulara instrumentala precoce,

e musculo-scheletal - cu evaluare
atat statica cat si dinamica a mer-
sului, posturii, motricitatii globale.

Dintre aceste metode de trata-
ment trebuie amintite metodele de
reabilitare medicala, care ajuta pa-
cientul odata diagnosticat sa castige
sau sa mentind cat mai eficace functia
motricd menita sa li asigure indepen-
denta, integrand toate rezultatele
de la evaluarile mentionate anterior

(cardiologie, diabet-nutritie, ORL,

oftalmologie, musculo-scheletal).

Tratamentul de recuperare este
indicat sa Tnceapa cat mai precoce,
imediat dupa diagnosticare si sa fie
individualizat, cu obiective adaptate
fiecarui pacient in parte in functie
de etapa in care acesta se afla.

Pentru pacientii pediatrici aflati
in faza de achizitie a mersului este
important sa atingem urmatoarele
obiective care, in functie de evolu-
tia pacientului, pot fi reluate si ul-
terior pe tot parcursul bolii:

e evaluare si integrare a reflexelor
primitive, care odata integrate vor
determina activarea reflexelor
posturale adaptative (oculo-ves-
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tibular, cefalogir, vestibulo-spi-
nale, etc), permitand pacientului
formarea de modele de miscare
eficiente; (5)

e reeducare proprioceptiva cu in-
tegrare vestibulo-oculara, in ve-
derea pregatirii unor modele de
miscare eficiente si achizitiei unui
pattern de mers sigur, scaderii
riscului de cadere;

e mentinerea in limite normale a
amplitudinilor de miscare articu-
lare si prevenirea instalarii viciilor
de postura si dinamica musculo-
scheletala;

e coordonarea ochi-mana-picior in
vederea achizitiei/ mentinerii mo-
delelor de miscare normale, efi-
ciente;

e ortezare adecvata picior, trunchi,
mana — atat cu orteze active —
adaptative, in vederea ajustarii
modelelor de mers, cat si cu or-
teze rigide pasive — corective, in
vederea Tmpiedicarii instalarii
viciilor de pozitie.

Modul in care sunt atinse aceste
obiective poate atat clasic, folosind
metode de kinetoterapie, cat si
modern, instrumental, folosind dife-
rite sisteme automate/ computeri-
zate/ robotice.

Metodele clasice — neuro-mus-
culare, kinetoterapeutice includ
tehnici specifice precum: metoda
Bobath, metoda Vojta, metoda
Padovan, metoda Solaris, metoda
Masgutova, etc. Cel mai eficient
este ca aceste metode sa fie alese
nu doar Tn functie de cunostiintele
terapeutului, ci de nevoile pacien-
tului si, uneori, sa fie adaptate si
intrepatrunse aceste metode.

Metodele de lucru specifice
adresate functiei vizuale se inca-
dreaza in metodologia optometriei
functionale, care activeazad ariile
vizuale de la nivel cerebral si creeaza
noi conexiuni neuronale intre aces-
teain vederea compensarii eficiente
afunctiei vestibulare. Aceste metode
de lucru pornesc de la cele clasice
unde se folosesc metode asemana-

toare celor din terapia ocupationala,
pana la cele instrumentale specifice
unde sunt antrenate/ reantrenate
viteza de reactie, viteza de acomo-
dare, singular sau folosind metode
care asociaza si integrarea vestibu-
lara (jocuri in care pacientul este
rugat sa inchida un ochi si sa prinda
0 minge, sau sa nimereasca o tinta
doar cu un ochi deschis, sau alter-
nand ochii - de exemplu). Se pot
folosi si metode instrumentale,
computerizate unde se porneste de
la un camp vizual mic, concentrat
si se ajunge ca pacientul sa lucreze
cu camp vizual cu arie din ce in ce
mai mare, si se antreneaza viteza
de reactie a pacientului la un stimul
aparutin acest camp vizual. Pacientul
poate folosi ca suprafata de sprijin
plantara o suprafata stabild, fixa
(podeaua) — atat in sprijin bipodal
cat si unipodal, dar si o suprafata
instabild —astfel incat sa se realizeze
siintegrare proprioceptiva simultan.
Se poate folosi si stimulare directa
a nervului optic pe anumite lungimi
de unda specifice, astfel incat paci-
entul sa aiba Tnainte de initierea
training-ului fizic propriu-zis activate
sau preactivate anumite arii vizuale
cerebrale. (6)

Metodele de lucru specifice
functiei vestibulare pot fi atat clasice
cat si moderne instrumentale. Cele

Figura 2. Metoda de antrenament
instrumental in optometria functionala
(https://www.frontiersin.org/
articles/10.3389/fpsyg.2018.02764)



Figura 3. Platforma Framinal de reeducare vestibulara
(https://www.fiziozone.ro/reeducare-vestibulara)

clasice sunt metode de kinetotera-
pie unde pacientii sunt antrenati
pornind de la activarea reflexelor
postural adaptative folosind practic,
odata cu setarea obiectivelor nivelul
de cunostiinte si imaginatia fiecarui
terapeut. Metodele instrumentale
sunt mai precise, folosesc tehnolo-
gia computerizata atat in vederea
diagnosticarii precise a sindroame-
lor vestibulare periferice de care

sufera acesti pacienti, cu izolarea
urechii interne mai afectate si sta-
bilirea canalelor semicirculare care
necesita reantrenament, cat si in
vederea antrenamentului/reantre-
namentului propriu-zis. Cel mai
frecvent este folosita platforma
Framinal care, pe langa reantrena-
mentul proprioceptiv si vizual, aso-
ciaza si video-nistagmografia cu
reantrenament in scaunul rotativ.

Metodele de reantrenament al
mersului pot fi clasice, kinetotera-
peutice, folosind planul simplu cu
bare paralele, planuri inclinate, tra-
see cu obstacole realizate de catre
kinetoterapeut, pana la sisteme
computerizate care sa foloseasca
de la puncte de sprijin manuale la
harnasamente si sisteme de sigu-
rantd avansate, ca in figurile 4 si 5.

Pentru pacientii care pierd com-
plet capacitatea de coordonare
motrica a membrelor se pot folosi
robotii de reeducare a mersului, ca
in figura 6. Este de la sine inteles ca
acesti pacienti rar vor recapata lo-
comotia libera, dar este imperios
sa continudm sa antrenam mersul
deoarece acest fapt va determina
pastrarea rezitentei la efort, va im-
piedica sau intarzia pierderea masei
musculare si va preveni instalarea
pozitiilor vicioase si anchilozele ar-
ticulare.

Acelasi tip de sisteme robotizate
cu descarcare completa sau partia-
Ia se pot folosi si pentru reeducarea
miscarilor fine/ grosiere de la nive-
lul membrelor superioare. Ca si in
cazul locomotiei nu se recupreaza
complet functia deja pierduta prin
distructia materialului nervos, dar
se pot creea noi conexiuni folosind
materialul nervos restant si platici-
tatea neuronala astfel incat pacien-
tul sa poata ramane independent
cat mai mult timp. (Figura 7)

Figurile 4, 5. Banda de reeducare a mersului automatizata, cu funtie de evaluare analitica pentru goniometrie dinamica si a ciclului de mers.
(https://www.physiomed.ro/product/walker-view-cu-smart-gravity)
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Figura 6. Sistem de reeducare
robotizata a mersului
(https://www.deaam.com/G-EO.html)

Ortezarea adecvata a mainii si
piciorului este foarte importanta
pentru pastrarea amplitudinilor de
miscare normale. in acest caz, asa
cum am mentionat si anterior exis-
ta o gama foarte variata de orteze,
diferentiate pentru fiecare etapa de
boala. Initial se folosesc pentru mem-
brul inferior ortezele active (Figura 8),
care doar modifica nivelul de supi-
natie sau pronatie excesive ale pa-
cientului, flexibile, care se pot muta
dintr-o pereche de incaltaminte in

Figura 8. Model de orteze active preformate personalizabile
(https://www.orp.cz/poradna/blogy-o-zdravi/jak-probiha-vyber-stelek-formthotics)

alta, iar ulterior se folosesc ortezele
tip DAFO rigide (Figura 9), care fixea-
za articulatiile in pozitii functionale,
tot mobilizabile de la o pereche de
pantofi la alta, pana la ghete orto-
pedice rigide. Exista sisteme complet
personalizate realizate pe mulaje ale
plantei pacientului si pe o analiza
computerizata a mersului si orteze
preformate personalizabile dupa o
analiza clinica si una functionala
computerizata a mersului pacientu-
lui. Nu sunt recomandate orteze ,,de-a

Figura 7. Sistem de reeducare robotic asistata a membrului superior
(https://www.neurorehabdirectory.com/rehab-products/gloreha-sinfonia)
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gata” care se achizitioneaza direct
din magazine deoarece acesti paci-
enti nu au mai niciodata acelasi tip
de modificare pe ambele picioare.
Cel mai frecvent dezvolta picior cav
neurologic (pes cavus) care nu este
identic cu cel congenital, si reprezin-

Figura 9. Model de orteza de picior fixa
(http://orteze-picior/573-12836-orteza-
glezna-imobilizare-armor-arall.html)
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§j TRI-BALL®
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Figura 10: Spirometru de antrenament
(https://www.med-shop.ro/spirometru-de-stimulare-tri-ball-prod-1996)

ta una din cele mai dificil de ortezat
forme de picior patologic.

n cazul pacientilor cu patologie
cardio-pulmonara asociata nu trebuie
uitat, pe langa tratamentul de fond
sitratamentul de recuperare cardio-
respiratorie. Acesta are ca obiective
principale:

e mentinerea capacitatii de efort
cardiac,

e mentinerea capacitatii respiratorii,

e prevenirea complicatiilor bolii car-
diace de fond.

Aceste obiective pot fi atinse
folosind metodele kinetice si instru-
mentale asa cum au fost mentionate
anterior, deoarece un pacient activ
va fi un pacient care pastreaza func-
tia cardio-respiratorie in parametri
cat mai normali. Tehnicilor clasice
li se adauga reantrenamentul spe-
cific respirator folosind sisteme de

tipul spirometrelor de stimulare.
(Figura 10)

Ca si metoda de mentinere a
capacitatii de efort se poate folosi
si hidrokinetoterapia. Aceasta prin
efectul specific de descarcare al apei,
ajuta pacientul chiar daca are rezis-
tenta mica initiala la efort fizic, dar
specific pentru pacientul cu ataxie,
presiunea apei prin stimulare pro-
prioceptiva si cutanatd (creste nive-
lul de activare a ariilor motorii) si fi
permite acestuia un control motor
mai bun. Trebuie avuta in vedere
siguranta pacientului, care nu tre-
buie sa intre nesupravegheat in
bazinele terapeutice sau fara sa
aiba harnasamente de siguranta.
De asemenea trebuie mentionat ca
este indicat, in functie de gradul de
afectare cardio-pulmonara, sa se
foloseasca apa la temperatura ne-
utrd de 32-34°C.

4. Chiabrando D, Bertino F, Tolosano
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FRIEDRICH'S ATAXIA — RARE NEUROLOGICAL DISEASE -

MODERN METHODS OF REHABILITATION

L. VLADAREANU®2, M. MINEAY?, M. G. ILIESCU?, C. OPREA®? E. DANTES?
1. Scoala Doctorald de Medicind, Universitatea Ovidius Constanta

Friedrich’s ataxia is part of the category of genetic
neurological diseases, being the most common of the
autosomal recessive cerebellar ataxias and at the same
time the ataxia with the highest incidence among the
Caucasian population with 2-5 cases/100,000. It is a
severe, multisystemic neurological disease that irre-
versibly affects the central nervous system (CNS),
especially at the level of the cerebellum and spinal
cord. The most frequently associated with neurological
symptoms are cardiac symptoms due to hypertrophic
cardiomyopathy - 50-70%, but there may also be
symptoms from the category of leg malformations
(pes cavus), neuromuscular scoliosis - sometimes se-
vere, associated phenomena in the case of 20-90% of
patients, and symptoms from the metabolic category
(type | diabetes is associated with the underlying dis-
ease in the case of 20-30% of patients). (1) Among the
neurological symptoms, the most important are:

e unstable walk, with a wide base of support, ataxic,

e |oss of the ability to coordinate the limbs, both upper
and lower, with positive signs of dysmetria,

e dysarthria — patients articulate words with difficulty,
e nystagmus —asymmetric movements of the eyeballs,

e amblyopia — double vision, or tunnel vision in some
cases,

e hearing loss, sometimes even deafness,

e tinnitus — permanent noises without an active sound
wave source around,

e olfactory dysfunctions — alteration, change in the
perception of smells, less often.

The onset of the disease is due to the atrophy of
the dorsal horn of the spinal cord and usually occurs
in childhood - adolescence, but there are rarer cases in
which the onset occurs very early - from birth, or late,
somewhere in early youth - 20-25 year old. Frequent
patients with Friedrich ataxia are those clumsy chil-
dren, who fall often, acquire walking without support
late, who are considered ,lazy, fearful”. Usually, the
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2. Sanatoriul Balnear si de Recuperare Techirghiol
3. Spitalul Clinic de Pneumoftiziologie Constanta

initial presentation to the pediatric neurologist is made
around the age of 2 - 2 and a half years. After the first
two decades of the disease, patients lose ambulation
becoming dependent on the wheelchair in the vast
majority of cases, but there are also exceptions to the
rule, who manage to keep their motor independence
much longer. (1)

The degeneration of the nerve substance is caused
by a recessive mutation of the gene that codes for
frataxin, a protein necessary for the transmission of
nerve impulses. This protein is found in the mitochon-
dria of nerve cells and plays an important role in iron
metabolism at this level, being involved in the biogene-
sis, maintenance and repair of the Fe-S bond at this
level (2,3). This causes the energy plant of the nerve
cell tolose its ability to function, resulting in the destruc-
tion of neurons, initially at the level of the medullary
dorsal horn, later at the level of the cerebellar vermis,
the nuclei of cranial nerves VIII (vestibulocochlear)
and VII (facial) from the the brain stem, and even at
the level of the Il (optical) nerve.

It should also be noted that these patients have
normal intellect and can access the highest forms of
education (university, postgraduate) and carry out
normal social activities.

There is currently no curative drug treatment for
this degenerative disease, but there are palliative treat-
ment methods that ensure the best possible quality of
life for patients. In addition to the initial neurological
evaluation, for diagnostic, palliative purposes, the pa-
tient must also be evaluated:

¢ cardiological —with a view to the early establishment
of medication and the establishment of the effort
threshold,

¢ pneumological —in order to establish the remaining
respiratory,

e metabolic - in order to quickly establish treatment
in the case of association with type | diabetes,

e complete ophthalmology, making sure that there
are no refractive errors or visual perception defects
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(amblyopia, tunnel vision, etc.) are corrected as ef-
fectively as possible,

e full auditory and vestibular, with early initiation of
hearing aids if necessary and with early instrumental
vestibular re-education,

e musculoskeletal - with both static and dynamic as-
sessment of walking, posture, global motor skills.

Among these treatment methods, we should men-
tion the medical rehabilitation methods, which help the
patient once diagnosed to gain or maintain as effective-
ly as possible the motor function intended to ensure
his independence, integrating all the results from the
previously mentioned evaluations (cardiology, diabe-
tes-nutrition, ENT, ophthalmology, musculoskeletal).

The recovery treatment is indicated to start as early
as possible, immediately after the diagnosis and to be
individualized, with objectives adapted to each indi-
vidual patient according to the stage in which he is.

For pediatric patients in the phase of acquiring
walking, it is important to achieve the following ob-
jectives, which, depending on the patient’s evolution,
can be resumed later throughout the course of the
disease:

¢ evaluation and integration of primitive reflexes,
which once integrated will determine the activation of
adaptive postural reflexes (oculo-vestibular, cephalo-
gyric, vestibulo-spinal, etc.), allowing the patient to
form effective movement patterns; (5)

e proprioceptive re-education with vestibulo-ocular
integration, in order to prepare effective movement
patterns and acquire a safe walking pattern, reduc-
ing the risk of falling;

e maintaining within normal limits the amplitudes of
joint movement and preventing the installation of
postural and musculoskeletal dynamics defects;

e eye-hand-foot coordination in order to acquire/main-
tain normal, effective movement patterns;

e appropriate foot, trunk, hand orthosis - both with
active - adaptive orthoses, in order to adjust walking
patterns, and with rigid passive - corrective orthoses,
in order to prevent the installation of positional de-
fects.

The way in which these objectives are achieved can
be both classical, using physical therapy methods, and
modern, instrumental, using different automatic/
computerized/robotic systems.

The classic - neuro-muscular, kinetotherapeutic
methods include specific techniques such as: the Bobath
method, the Vojta method, the Padovan method, the
Solaris method, the Masgutova method, etc. It is most
effective that these methods are chosen not only ac-
cording to the therapist’s knowledge, but also according
to the patient’s needs, and sometimes these methods
are adapted and interwoven.

The specific work methods addressed to the visual
function are part of the functional optometry method-
ology, which activates the visual areas at the cerebral
level and creates new neural connections between
them in order to effectively compensate the vestibular
function. These working methods start from the clas-
sical ones where methods similar to those of occupa-
tional therapy are used, to the specific instrumental
ones where reaction speed, accommodation speed are
trained/retrained, singly or using methods that also
associate vestibular integration (games in which the
patient is asked to close one eye and catch a ball, or to
hit a target with only one eye open, or alternating eyes
- for example). Instrumental, computerized methods
can also be used, where one starts from a small, con-
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centrated visual field and gets the patient to work with
an increasingly larger visual field, and trains the pa-
tient’s reaction speed to an emerging stimulus in this
field of view. The patient can use a stable, fixed surface
(the floor) as a plantar support surface - both in bipodal
and unipodal support, but also an unstable surface - so
that proprioceptive integration can be achieved simul-
taneously. Direct stimulation of the optic nerve on
certain specific wavelengths can also be used, so that the
patient has activated or pre-activated certain cerebral
visual areas before starting the physical training itself. (6)

The working methods specific to the vestibular
function can be both classical and modern instrumen-
tal. The classic ones are physical therapy methods
where patients are trained starting from the activation
of adaptive postural reflexes, practically using, along
with setting the objectives, the level of knowledge and
imagination of each therapist. The instrumental meth-
ods are more precise, they use computer technology
both for the accurate diagnosis of the peripheral
vestibular syndromes that these patients suffer from,
with the isolation of the more affected inner ear and the
establishment of the semicircular canals that require
retraining, as well as for the actual training/retraining.
The Framinal platform is most frequently used, which,
in addition to proprioceptive and visual retraining, also
combines video-nystagmography with retraining in the
rotary chair.

Gait retraining methods can be classical, physio-
therapeutic, using the simple plan with parallel bars,
inclined planes, obstacle courses made by the physi-
otherapist, to computerized systems that use from
manual support points to harnesses and advanced
safety systems, as in Figures 4 and 5.

For patients who completely lose the motor coor-
dination of the limbs, walking re-education robots can
be used, as in figure 6. It goes without saying that
these patients will rarely regain free locomotion, but
it is imperative that we continue to train walking be-
cause this fact it will determine the preservation of
resistance to effort, prevent or delay the loss of muscle
mass and prevent the installation of vicious positions
and joint ankylosis.

The same type of robotic systems with full or partial
unloading can also be used for re-educating fine/gross
movements of the upper limbs. As in the case of loco-
motion, the function already lost through the destruc-
tion of nerve material is not completely recovered,
but new connections can be created using the remaining
nerve material and neural plasticity so that the patient
can remain independent as long as possible. (Figure 7)
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Appropriate hand and foot orthosis is very impor-
tant to maintain normal range of motion. In this case,
as | mentioned previously, there is a very varied range
of orthoses, differentiated for each stage of the disease.
Initially, active orthoses are used for the lower limb
(Figure 8), which only change the patient’s excessive
supination or pronation level, flexible, which can be
moved from one pair of shoes to another, and later
rigid SWOT orthoses are used (Figure 9), which fix the
joints in functional positions, also mobilizable from one
pair of shoes to another, up to rigid orthopedic boots.
There are fully customized systems made on casts of
the patient’s plant and a computerized gait analysis,
and preformed orthoses customizable after a clinical
and computerized functional analysis of the patient’s
gait. , Off-the-shelf” orthoses that can be purchased
directly from stores are not recommended because
these patients never have the same type of modifica-
tion on both legs. It most frequently develops a neu-
rological hollow foot (pes cavus) which is not identical
to the congenital one, and represents one of the most
difficult forms of pathological foot to be orthosed.

In the case of patients with associated cardiopul-
monary pathology, it should not be forgotten, in ad-
dition to background treatment and cardiorespiratory
recovery treatment. Its main objectives are:

¢ maintaining cardiac effort capacity,
e maintaining respiratory capacity,

e prevention of complications of underlying heart
disease.

These goals can be achieved using the kinetic and
instrumental methods as previously mentioned, since
an active patient will be a patient who keeps the car-
dio-respiratory function within as normal parameters
as possible. To the classic techniques, specific respira-
tory retraining is added using systems such as stimu-
lation spirometers. (Figure 10)

Hydrokinetic therapy can also be used as a method
of maintaining exercise capacity. This, through the
specific effect of discharging water, helps the patient
even if he has little initial resistance to physical effort,
but specifically for the patient with ataxia, the water
pressure through proprioceptive and cutaneous stimu-
lation (increases the level of activation of the motor
areas) and allows him a control better engine. The safety
of the patient must be considered, who must not
enter the therapeutic pools unsupervised or without
safety harnesses. It should also be mentioned that it is
indicated, depending on the degree of cardio-pulmo-
nary damage, to use water at a neutral temperature
of 32-34°C.



MEDICINA 15

Scleroza multipla(SM) este o
conditie cronica inflamatorie, neu-
rodegenerativa a sistemului nervos
central. SM este cea mai frecventa
cauza de dizabilitate in randul popu-
latiei tinere. SM este o afectiune
autoimuna in care celule inflama-
torii ataca sistemul nervos central,
lezandu-i teaca de melina, axonii si
neuronii.

Patogenitatea limfocitelor Bin SM
este dovedita de prezenta benzilor
oligoclonale in lichidul cefalorahidi-
an. Alaturi de analizele de laborator,
examinarea RMN vine in completa-
rea diagnosticului cu toate ca nu
este obligatoriu deoarece prezen-
tarea clinica e suficienta in a stabili
diagnosticul de SM. Un criteriu im-
portant pentru diagnosticul SM este
reprezentat de 2 atacuri care impli-
ca 2 arii neuroanatomice diferite,
aparute la diferite intervale de timp
(de exp. la distanta de o luna).

La ora actuala, in USA, exista
aproximativ 400.000 indivizi dia-
gnosticati cu SM.

narmal nerve cell

-

.|

muscle contracts

CONTROLUL SPASTICITATII CU BACLOFEN INTRATECAL
LA UN PACIENT CU SCLEROZA MULTIPLA

Elena CRISTESCU

Clinical Fellow in Neurorehabilittaion, Chapel Allerton Hospital, LTHT

Fig. 2. Sursa: www.medicover.ro

Tabloul clinic Tmbraca diferite
forme in functie de zona neurologi-
ca afectata. Astfel, pacientul se poate
prezenta cu tulburari ale mersului,
spasticitate, tulburari cognitive, obo-
seala, tulburari neurologice ale vezicii
urinare sau /si ale colonului. Alte
manifestari ale SM sunt reprezen-
tate de ataxie /apraxie, intoleranta
la caldura, durere musculara, neu-
rita optica sau tulburari de sensibi-
litate. Rata de dizabilitate poate fi
evaluata prin scala EDSS si Kurtze.
Scala EDSS (expanded disability sta-
tus scale) variaza de la 0-fara diza-

nerve with sclerosis

q

muscle unable to contract

Fig. 1. Sursa: https://amed.md/scleroza-multipla/

bilitate, la 10-dizabilitate severa,
deces. Scala Kurtze este cea mai
utilizata scala pentru evaluarea sta-
tusului functional. Aceasta difera de
prima prin faptul ca include mai
multi parametri, inclusiv perioada
de debut a bolii.

SM afecteaza persoanele cu var-
ste cuprinse intre 20 si 40 ani si este
foarte frecventa in Europa, USA,
Canada, Noua Zeelanda si Australia.
Rezultatele unei metanalize care a
cuprins 145.672 pacienti cu SM au
aratat ca majoritatea pacientilor cu
SM s-au nascut primavara, in lunile
martie, aprilie si mai si doar cativa
s-au nascut Tn luna noiembrie. SM
afecteaza gazdele cu susceptibilitate
genetica expuse la anumiti factori
de risc cum ar fi regiunile geografice
mentionate mai sus, deficienta in
vitamina D, infectia viralad cu Epstein
Barr sau cu herpesvirus tip 4, fumatul
sau obezitatea.

Scleroza multipla recurent-re-
mitenta (SMRR) este cea mai comuna
forma de SM, afectand aproximativ
65 % dintre cei cu SM. SM secundar
progresiva se diagnosticheaza atunci
cand la pacientul cu SMRR exacer-
barile clinice inceteaza, iar tabloul
clinic este dominat de dizabilitate
permanenta. SM primar progresiva
apare laaproximativ 10-15% dintre cei
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cu SM. SM progresiv-recurentd (5%)
este cea mai agresiva forma si are
cel mai mare grad de mortalitate.

Avand in vedere diversitatea
tabloului clinic a SM, este foarte
important sa se faca diagnosticul
diferential cu alte afectiuni demili-
nizante, incluzand neuromielita optica
(NO), mielita transversa si encefa-
lomielita diseminata. Diferentierea
SM de NO este foarte importanta
deoarce tratamentul este complet
diferit.

Tn momentul de fat exista 10
optiuni de tratament modificator
de boala. Astfel, IFN-beta 1b, utilizat
pentru prima data in 1990, modu-
leaza actiunea limfocitelor T, B si a
citochinelor, Glatiramer acetat (co-
paxone) actioneaza prin stimularea
limfocitelor T de reglare imunitara.
Ambele terapii se administreaza sub-
cutanat si continua sa reprezinte
prima linie terapeutica in tratamen-
tul SM. Alte optiuni terapeutice sunt
Fingolimod, Teriflunomide, Dimethyl
fumarate (nou aprobat in USA) cu
administrare orala si natalizumab
(Tysabri), Mitoxantrone (Novan-
trone), Alemtuzumab (Lemtrada),
Ocrelizumab cu administrare intra-
venoasa.

Acestea nu sunt lipsite de efecte
secundare, dar care se pot controla
pentru a asigura continuitatea si
complianta terapeutica.

SMimbraca diferite forme clini-
ce care, in final, pot conduce la di-
zabilitate severa cu impact major
asupra calitatii vietii. Recuperarea
medicalda are un rol important in
mentinerea mobilitatii si abilitatii
functionale la individul cu SM.

-
|
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Fig. 3. Sursa: www.reginamaria.ro
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Aproximativ 75% dintre pacientii
cu SM sufera de reducerea mobili-
tatii. 50% dintre cei care au prezen-
tat ca prim simptom tulburari ale
mersului au avut nevoie de suport
medical pentru asistarea mersului la
15 ani de la debutul bolii. Reducerea
mobilitatii conduce mai departe la
reducerea fortei musculare, creste-
rea tonusului muscular, aparitia
contracturilor musculare, reduce-
rea mineralizarii osoase, reducerea
tonusului cardio vascular si a inde-
pendentei cu impact major asupra
calitatii vietii.

Spasticitatea afecteaza pana la
85% dintre persoanele diagnostica-
te cu SM. Membrele inferioare
sunt afectate intr-un procent mai
mare( 97%) fata de cele superioare.

Examinarea pacientului cu SM
trebuie sa includa obligatoriu eva-
luarea gradului de spasticitate si
efectul acesteia asupra activitatii
de zi cu zi, inclusiv impactul asupra
somnului. Scala Aschworh, scala
Aschorth modficata si Tardieu ma-
soara gradul spasticitatii, iar scala
Penn masoara frecventa spasmelor
musculare.

in numérul precedent al revistei
veti observa diferite tipuri de optiuni
terapeutice Tn managementul spas-
ticitatii cat siimportanta stilului de
viatd (managementul vezicii si a
colonului neurogen, posturarea co-
recta, prevenire si tratarea la timp
a infectiilor recurente etc).

in urmé&toarele randuri voi pre-
zenta un caz al unei tinere cu spasti-
citate severa secundard SM si terapiile
abordate in managerierea acesteia.

SB in varsta de 50 ani, diagnos-
ticata cu SM in 1993, s-a prezentat
n clinica de spasticitate raportand
tulburare importanta a mersului si
a statusului functional secundar
cresterii tonsului muscular Th am-
bele memebre inferioare, membrul
inferior stang fiind mai afectat de-
cat cel drept.

Pe langa problemele de mobili-
tate, din cauza leziunilor medulare
din SM, SB a dezvoltat vezica si co-
lon neurogen. Tn plus, SB este sub

Fig. 4. Sursa:
https://www.magazinulortopedic.ro/

observatie endocrinologica pentru
tiroidita autoimuna. Ca si medica-
tie zilnica, SB are prescris baclofen
30 mg pe zi, dantrolene 75 mg de trei
ori pe zi (pentru ameliorarea spas-
ticitatii), sertralind pentru tulburare
anxioasa, antibiotic pentru preve-
nirea infectiilor urinare repetate,
mitoxantrone 15 mg ca si terapie
modificatoare de boala pentru SM.
Pentru managerierea colonului neu-
rogen, aceasta are prescris macrogol
2 plicuri, de doua ori pe zi. Pentru
ca lezunile demielinizante medula-
re apar la un nivel mai sus de T12,
aceasta necesitd ocazional evacua-
rea digitala a resturilor de materii
fecale impactate in rect. Pentru
vezica urinara foloseste caterizare
intermitenta de 4 ori pe zi.

n ceea ce priveste tratamentele
urmate pentru managerierea spasti-
citatii, pe langa dantrolen si baclofen,
la fecare 3 luni, aceasta urmeaza
terapie injectabila cu toxina botu-
linica in scopul ameliorararii flexu-
mului de sold stang si relaxarea
adductorilor, insaa nu a inregistrat
prea multe efecte pozitive. SB a
incetat tratamentul cu tizanidin din
cauza efectelor secundare (hipoten-
siune). A mai incercat pregabalin si
amitriptilind pentru ameliorarea spas-
melor musculare, insa le-a oprit din
cauza efectului de somnolenta. SB
foloseste ocazional canabis pentru
ameliorarea durerilor si a spasme-
lor musculare.

Ca si terapie modificatoare de
boala pentru SM, inainte de a ince-
pe tratamentul cu mitoxantrone a
mai incercat Tysabri si Betaferon,
dar fara efecte pozitive.
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SB foloseste fotoliul rulant pen-
tru a se deplasa in casa si fotiliul
electric pentru exterior. Cel mai mult
isi petrece timpul Tn dormitorul ei,
situat la etaj, iar pentru a accesa
bucataria trebuie sa coboare la par-
ter. Pentru asta, trebuie sa se aseze
in sezut si sa Tsi tarasca sezutul pana
la capatul de jos al scarilor.

Pana acum nu a dezvoltat nicio
leziune cutanta/escara.

SB si-a pierdut abilitatea de a se
mobiliza independent, devenind de-
pendenta de fotoliul rulant. Spas-
ticitatea crescuta in membrele
inferioare i-a afectat mult abilita-
tea de a-si manageria independent
colonul si vezica neurogenad, cat si
toaletarea personala. Spasmele din
timpul noptii i-au afectat foarte
mult calitatea somnului. Partenerul
ei a refuzat sa se implice in toaleta-
rea ei. In plus, acesta a trebuit sd o
ajute cu transferul in casa si in ex-
terior si sa se implice cam in toate
activitatile de zi cu zi. Acestea au
creat o situatie dificila de cuplu si
amandoi au decis sa se desparta.
Ca urmare a acestor nefericite eve-
nimente, SB a dezvoltat depresie.

SB a fost consultata in clinica de
spasticitate. Avand in vedere cele
de mai sus, s-a discutat posibilita-
tea terapiei cu baclofen intratecal.

Principalele obiective ale SB erau
legate de cresterea mobilitatii, re-
ducerea spasmelor dureroase, Im-
bunatatirea calitatii somnului si a
recastigarii abilitatii in toaletarea
personala.

SB a fost evaluata de neurochi-
rurg, care initial a efectuat un test
screening cu o doza mica de ba-
clofen (25 mcg) intratecal. Gradul
spasticitatii a fost evaluat de catre
fizioterapeut Tnainte si dupa injec-
tarea intratecala cu baclofen, pen-
tru masurarea eficientei. Avand in
vedere efectul pozitiv, 6 luni mai
tarziu s-a decis implantul pompei
de baclofen si ajustarea unei doze
de 50 mcg/24 ore intr-un ciclu sim-
plu continuu (2.08 mcg/ora). SB a
fost reevaluata in clinica de spasti-
citate la 3 luni dupa implant. SB nu a
inregistrat niciun efect secundar la
aceasta doza si a renuntat complet
la administrarea orala de baclofen.
La examinare, tonusul in muschiul
iliopsoas si adductorii soldului s-a
redusdela4la2 (pescala Ashworth
modificata) in membrul inferior stang
sidela3lalinceldrept. Frecventa
spasmelor s-au redus de la 3 la 1
(PennSpasmFrequencyScale). Dupa
o perioada de mobilizari usoare
pasiv-active si terapie ocupationala
pentruimbunatatirea transferurilor,

Damaged myelin of the human neuron

Fig. 5. Sursa: freepik.com

SB si-a recapatat abilitatea de transfer
din dormitor la baie cu ajutorul car-
jelor, timpul de coborare si urcare
a scarilor s-a scurtat si a recastigat
independenta in managerierea co-
lonului si a vezicii neurogene cat si a
igienei personale. Somnul a devenit
mai odihnitor, a incetat tratamentul
oral cu dantrolen si baclofen si si-a
reluat viata sociala.

SB continua vizitele la clinica de
spasticitate/ terapie intratecala cu
baclofen la fiecare 6 luni pentru
pompei cu baclofen. intre timp, SB
ne poate contacta in caz de efecte
secundare sauin cazul in care alarma
pompei se activeaza. SB are prescri-
sa o doza de baclofen cu adminis-
trare orala in caz de simptome de
sevraj (in cazul in care nu se prezinta
la timp pentru reincarcarea pompei
cu baclofen sau in caz de defectiuni
ale pompei).
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in UK, terapia cu baclofen intrate-
cal, evaluarile in clinicile de spastici-
tate cat si continuitatea recuperarii
medicale in comunitate sunt aco-
perite integral de catre NHS. Chiar
daca costurile depasesc cateva zecide
mii de lire de pacient, acestea sunt
compensate de beneficiul terapeu-
tic pe termen indelungat, reducerea
numarului de internari, imbuna-
tatirea calitatii vietii pacientului si
reinserare sociala si vocationala.

Bibliografie
1. Braddom’s Physical Medicine
and Rehabilitation, 6th edition
2. https://www.england.nhs.uk/
wp-content/uploads/2013/
04/d04-p-c.pdf
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CONTROL OF SPASTICITY WITH INTRATHECAL BACLOFEN

IN A PATIENT WITH MULTIPLE SCLERQSIS

Elena CRISTESCU

Clinical Fellow in Neurorehabilittaion, Chapel Allerton Hospital, LTHT

Multiple sclerosis (MS) is a chronic inflammatory,
neurodegenerative condition of the central nervous
system. MS is the most common cause of disability
among the young population. MS is an autoimmune
condition in which inflammatory cells attack the central
nervous system, damaging its myelin sheath, axons,
and neurons.

The pathogenicity of B lymphocytes in MS is evi-
denced by the presence of oligoclonal bands in the
cerebrospinal fluid. Along with the laboratory analyses,
the MRI examination completes the diagnosis, although
it is not mandatory because the clinical presentation
is sufficient to establish the diagnosis of MS. An impor-
tant criterion for the diagnosis of MS is represented
by 2 attacks involving 2 different neuroanatomical areas,
occurring at different time intervals (exp. one month
apart).

MULTIPLE SCLEROSIS
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Currently, in the US, there are approximately 400,000
individuals diagnosed with MS.

The clinical picture takes different forms depending
on the affected neurological area. Thus, the patient may
present with walking disorders, spasticity, cognitive
disorders, fatigue, neurological disorders of the urinary
bladder and/or the colon. Other manifestations of MS
are represented by ataxia/apraxia, heat intolerance,
muscle pain, optic neuritis or sensitivity disorders.

Techirghiol | martie 2022

Disability rate can be assessed by EDSS and Kurtze
scale. The EDSS scale (expanded disability status scale)
ranges from 0-no disability to 10-severe disability,
death. The Kurtze scale is the most widely used scale
for assessing functional status. It differs from the first
because includes several parameters, including the
period of onset of the disease.

MS affects people between the ages of 20 and 40
and is very common in Europe, USA, Canada, New
Zealand and Australia. The results of a meta-analysis
of 145,672 MS patients showed that most MS patients
were born in the spring, in March, April and May, and
only a few were born in November. MS affects hosts
with genetic susceptibility exposed to certain risk
factors such as the geographic regions mentioned
above, vitamin D deficiency, Epstein Barr virus or
herpesvirus type 4 infection, smoking, or obesity.

Relapsing-remitting multiple sclerosis (RRMS) is the
most common form of MS, affecting approximately
65% of those with MS. Secondary progressive MS is
diagnosed when the clinical exacerbations cease in the
patient with RRMS, and the clinical picture is dominated
by permanent disability. Primary progressive MS occurs
in about 10-15% of those with MS. Progressive-relapsing
MS (5%) is the most aggressive form and has the highest
mortality rate.

Given the diversity of the clinical picture of MS, it is
very important to make the differential diagnosis with
other demyelinating conditions, including neuromy-
elitis optica (NO), transverse myelitis, and disseminated
encephalomyelitis. Differentiating MS from NO is very
important because the treatment is completely different.

There are currently 10 disease-modifying treat-
ment options. Thus, IFN-beta 1b, first used in 1990,
modulates the action of T, B lymphocytes and cytokines,
Glatiramer acetate (copaxone) acts by stimulating im-
mune regulatory T lymphocytes. Both therapies are
administered subcutaneously and continue to represent
first-line therapy in the treatment of MS. Other thera-
peutic options are Fingolimod, Teriflunomide, Dimethyl
fumarate (newly approved in the USA) with oral ad-
ministration and natalizumab (Tysabri), Mitoxantrone
(Novantrone), Alemtuzumab (Lemtrada), Ocrelizumab
with intravenous administration.
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These are not without side effects, but they can be
controlled to ensure continuity and therapeutic com-
pliance.

MS takes on different clinical forms that ultimately
can lead to severe disability with major impact on qual-
ity of life. Medical rehabilitation plays an important role
in maintaining mobility and functional ability in the
individual with MS.

About 75% of MS patients suffer from reduced
mobility. 50% of those who presented gait disorders
as the first symptom needed medical support to assist
walking 15 years after the onset of the disease. Reduced
mobility further leads to reduced muscle strength,
increased muscle tone, occurrence of muscle contrac-
tures, reduced bone mineralization, reduced cardio-
vascular tone and independence with a major impact
on quality of life.

Spasticity affects up to 85% of people diagnosed
with MS. The lower limbs are affected in a higher
percentage (97%) compared to the upper ones.

The examination of the patient with MS must nec-
essarily include the assessment of the degree of spas-
ticity and its effect on daily activity, including the impact
on sleep. The Aschworh scale, the modified Aschorth
scale, and the Tardieu scale measure the degree of
spasticity, and the Penn scale measures the frequency
of muscle spasms.

In the previous issue of the magazine, you will notice
different types of therapeutic options in the manage-
ment of spasticity as well as the importance of lifestyle
(management of the neurogenic bladder and colon,
correct posture, prevention and timely treatment of
recurrent infections, etc.).

In the following lines | will present a case of a young
woman with severe spasticity secondary to MS and
the therapies approached in her management.

50-year-old SB, diagnosed with MSin 1993, presented
to the spasticity clinic, reporting significant gait distur-
bance and functional status secondary to increased
muscle tone in both lower limbs, the left lower limb
being more affected than the right.

In addition to mobility issues, due to spinal cord
damage from MS, SB developed a neurogenic bladder
and colon. In addition, SB is under endocrinological
observation for autoimmune thyroiditis. As daily medi-
cation, SB is prescribed baclofen 30 mg daily, dantrolene
75 mg three times daily (to relieve spasticity), sertraline
for anxiety disorder, antibiotic to prevent recurrent
urinary tract infections, mitoxantrone 15 mg as disease
modifying therapy for Sm. For the management of the
neurogenic colon, she is prescribed macrogol 2 sachets,
twice a day. Because medullary demyelinating lesions

occur above T12, this occasionally requires digital evac-
uation of impacted fecal debris into the rectum. For the
bladder, use intermittent catherization 4 times a day.

Regarding the treatments followed for the man-
agement of spasticity, in addition to dantrolene and
baclofen, every 3 months, she follows injectable ther-
apy with botulinum toxin in order to improve the left
hip flexor and relax the adductors, but it did not have
many positive effects. SB discontinued tizanidine due
to side effects (hypotension). He also tried pregabalin
and amitriptyline for muscle spasms, but stopped
them because of the drowsy effect. SB occasionally
uses cannabis to relieve pain and muscle spasms.

As a disease-modifying therapy for MS, he tried
Tysabri and Betaferon before starting mitoxantrone,
but without positive results.

SB uses the wheelchair to move around the house
and the electric wheelchair for the outdoors. She spends
most of her time in her bedroom, located upstairs,
and to access the kitchen she has to go downstairs.
To do this, he has to sit down and drag his chair to the
bottom of the stairs.

So far he has not developed any skin lesions/eschars.

SB lost the ability to mobilize independently, becom-
ing dependent on the wheelchair. Increased spasticity
in the lower limbs greatly affected his ability to inde-
pendently manage his colon and neurogenic bladder,
as well as personal toileting. Spasms during the night
greatly affected the quality of his sleep. Her partner
refused to get involved in her grooming. In addition, he
had to help her transfer in and out of the house and be
involved in almost all the daily activities. This created a
difficult situation for the couple and they both decided
to separate. As a result of these unfortunate events, SB
developed depression.

SB was consulted in the spasticity clinic. Considering
the above, the possibility of intrathecal baclofen thera-
py was discussed. The main objectives of SB were
related to increasing mobility, reducing painful spasmes,
improving sleep quality and regaining the skill in per-
sonal grooming.

SB was evaluated by the neurosurgeon, who initially
performed a screening test with a low dose of baclofen
(25 mcg) intrathecally. The degree of spasticity was
assessed by the physiotherapist before and after the
intrathecal baclofen injection to measure effective-
ness. Considering the positive effect, 6 months later
it was decided to implant the baclofen pump and
adjust a dose of 50 mcg/24 hours in a simple contin-
uous cycle (2.08 mcg/hour). SB was reevaluated in the
spasticity clinic 3 months after implant. SB experi-
enced no side effects at this dose and completely
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discontinued oral baclofen. On examination, tone in
the iliopsoas muscle and hip adductors decreased from
4 to 2 (on the modified Ashworth scale) in the left
lower limb and from 3 to 1 in the right. Spasm frequency
decreased from 3 to 1 (PennSpasmFrequencyScale).
After a period of mild passive-active mobilizations and
occupational therapy to improve transfers, SB regained
the ability to transfer from the bedroom to the bath-
room with the aid of crutches, the time to go down and
up the stairs decreased, and he regained independence
in managing his colon and neurogenic bladder as well
as personal hygiene. His sleep became more restful,
he discontinued oral dantrolene and baclofen, and
resumed his social life. SB continues spasticity/intrath-
ecal baclofen therapy clinic visits every 6 months for

assessment of spasticity and baclofen pump refills. In
the meantime, SB can contact us in case of side effects
or if the pump alarm goes off. SB is prescribed a dose
of oral baclofen in case of withdrawal symptoms (if
not present in time for baclofen pump refill or in case
of pump failures).

In the UK, intrathecal baclofen therapy, assess-
ments in spasticity clinics and continuing medical re-
covery in the community are fully covered by the NHS.
Even if the costs exceed several tens of thousands of
pounds per patient, they are compensated by the
long-term therapeutic benefit, the reduction in the
number of hospitalizations, the improvement of the
patient’s quality of life and social and vocational rein-
tegration.
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Ecografia musculoscheletala este
o investigatie care n ultima perioa-
da de timp prezintda o dezvoltare
foarte mare, atat prin cresterea
numarului de profesionisti din sa-
natate care au competenta in acest
domeniu, cat si prin performanta
in crestere a dispozitivelor cu care
se realizeazd aceastd procedurd. in
cadrul Sanatoriului Balnear si de
Recuperare Techirghiol se realizeaza
un numar semnificativ de ecografii
ale tesuturilor moi, investigatii care
impreuna cu alte metode de dia-
gnostic ce pot fi efectuate, asigura o
acuratete foarte ridicata a diagnos-
ticului pozitiv, diferential si a mana-
gementului terapeutic.

Muschiul biceps brahial asigura o
fereastra ecografica foarte buna, fiind
o structura de reper pentru diagnos-
ticul ecografic. Dupa cum fi spune
numele, are 2 capete de origine:

1. capul scurt al bicepsului, cel mai
puternic, cu originea pe procesul
coracoid;

2. capul lung al bicepsului, cu origi-
nea pe glenoida, in continuitate
cu labrumul glenoidian.

Tendonul cap lung al bicepsului
are un traiect initial intra-articular,
deci trece prin articulatia umarului,
pe deasupra calotei humerale. El
ajunge apoi extra-articular printr-un
tunel numit culisa bicipitala, perfo-
rand coafa rotatorilor, intre tendonul
subscapular si tendonul supraspi-
nos. Mai jos, se uneste cu tendonul
capului scurt, la mijlocul bratului,
intr-un corp muscular care coboara
prin loja anterioara si se termina
printr-un tendon comun pe tubero-
zitatea radiala, la nivelul extremi-
tatii superioare a radiusului.

Tendonul capului lung al bicep-
sului este important in propriocep-

~ IMPORTANTA ECOGRAFIEI MUSCULOSCHELETALE
INPATOLOGIA CAPULUI LUNG AL BICEPSULUI HUMERAL

Cristiana GIBA-MARIN, Mihaela MINEA,
Andreea-Bianca UZUN, Liliana-Elena STANCIU

tie (contine receptori care transmit
pozitia bratului) si in stabilitatea
umarului.

Cand apare o afectiune, fie la
nivel intra-articular, fie la nivel extra-
articular, tendonul se inflameaza,
iar culisa bicipitala prezinta caracter
inflamator cu caracteristici specifi-
ce ecografic.

Tendonul capului lung al muschiu-
lui biceps brahial (TCLB) se insera
proximal pe tuberculul supraglenoi-
dal al scapulei si pe cadrul glenoidal.
Are raporturi cu suprafata superi-
oard a articulatiei, este Tinvelit
intr-o teaca sinoviala proprie, fiind
intrascapular, dar extrasinovial. lese
din articulatie, intre muschiul supra-
spinos si cel subscapular, la nivelul
culisei bicipitale, sub ligamentul hu-
meral transvers. Rolul sau este de
stabilizator si de flexor al capului
humeral. Prin insertia distala la nive-
lul tuberozitatii radiale este si flexor
al cotului.

Pentru diagnosticarea tendini-
tei de biceps, examenul clinic si cel
ecografic sunt suficiente. Examina-
rea dinamicd urmareste evaluarea
stabilitatii bicepsului in santul bici-
pital in rotatie externa si rotatie
interna a umarului. Ecografia evi-
dentiaza o inflamatie a tendonului
in culisa bicipitala sau chiar o insta-
bilitate.

Examinare ecografica:

Un reper anatomic in efectuarea
ecografiei umarului este tendonul
capului lung al bicepsului, a carui
origine nu se poate vizualiza, dar
care se urmareste in portiunea sa
intraarticulara.

Pozitia pacientului in timpul exa-
minarii: asezat pe scaun cu bratul
in rotatie externd 10-20°, cotul in
semiflexie, antebratul sprijinit pe

coapsa in supinatie, iar mainile avand
degetele orientate catre genunchi
(se produce astfel o usoara rotatie
a articulatiei glenohumerale, adu-
cand culisa bicipitala intr-o pozitie
anterioara).

Sectiunea transversala

Transductorul este pozitionat
transversal la nivelul regiunii ante-
rioare a capului humeral, perpen-
dicular pe cele doua tuberozitati
humerale. Ultima portiune intra-ar-
ticulara a tendonului se identifica
sub forma unei structuri ovalare,
ecogene, cu aspect punctat si este
considerata a fi reperul de anato-
mie ecografica dintre tendonul
muschiului subscapular (medial) si
cel al supraspinosului (lateral). Prin
alunecareain jos a transductorului
se poate urmari intrarea tendonu-
lui Tn culisa bicipitala (structura ro-
tunda sau ovalara, ecogena, punctata
fin), urmarindu-se tendonul pana
la nivelul jonctiunii musculotendi-
noase. Stabilitatea tendonului biceps
n culisa bicipitala este asigurata de
ligamentul coracohumeral impreuna
cu ligamentul glenohumeral supe-
rior, ligamentul humeral transvers si
tendonul muschiului pectoral mare.
Aceste structuri pot fi identificate
din aceasta sectiune.

Sectiunea longitudinala

Prin rotirea transductorului cu
90° si 0 usoard angulare superioara
a acestuia, se evalueaza structura
fibrilara a tendonului pe intreaga
sa lungime. Lipsa colectiei lichidie-
ne in teaca sinoviala si regularita-
tea peretilor culisei sunt elemente
de aspect normal. Culisa bicipitala
impreund cu tendonul prezintd
raporturi cu bursa subacromiosub-
deltoidiana si cu muschiul deltoid.
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Examinare dinamica

Se efectueaza din sectiune trans-
versald. Umarul este pozitionat ini-
tial in rotatie interna, iar cotul in
flexie 90 grade. Examinatorul prinde
cu mana libera pacientul de ante-
brat si efectueaza miscari de rotatie
externa-interna (bratul ramane lipit
de trunchi in timpul miscarii, exa-
minatorul urmarind pe ecran daca
tendonul ramane stabil in culisa
bicipitald Tn timpul acestei miscari.

Lichidul articular se evidentiaza
ca un manson anecogen fin jurul
tendonului lung al bicepsului, intru-
cat teaca lui tendinoasa comunica
cu articulatia.

Prezenta unui strat de lichid sau
ingrosarea bursei subdeltoidiene
peste 2 mm este semn ecografic de
bursitd. In caz de bursitd acut3,
peretii bursei nu sunt Tngrosati si
continutul ei lichidian este mai mare.
in bursitele cronice, aspectul nu
este total anecogen, el poate deve-
ni hipoecogen si, la compresia cu
transductorul, prin comprimarea
lichidului, se constata Tngrosarea
peretilor bursei.

Tendinitele, intalnite Tn majori-
tate la pacientii tineri, atletici, au

ca expresie ecografica ingrosarea

tendonului respectiv, comparativ
cu cel contralateral (o diferenta de
peste 2 mm este criteriu de diagnos-
tic). Diagnosticul ecografic este re-
lativ usor, depozitele calcare fiind
intens hiperecogene, cu con de um-
bra posterioara.

Rupturile calotei rotatorilor se
intalnesc mai frecvent la nivelul
tendonului muschiului supraspinos
si constau in defecte anecogene, in
interiorul tendonului. Cand defectul
este foarte mare, in rupturile totale,
se poate ajunge la disparitia com-
pleta a structurii tendinoase de pe
imaginea ecografica, dand aspectul
de ,,tuberozitate goala” si asociind
apozitia focala a deltoidului direct

pe marea tuberozitate. Rupturile
totale se asociaza cu lichid in jurul
tendonului bicipital si, deci, cu lichid
in articulatia umérului. Tn detecta-
rea lor, ecografia are o mare sensi-
bilitate si specificitate cu conditia
mentinerii pozitiei perpendiculare
a transductorului, pentru a evita
artefacte de tipul anizotropiei.
Utilizarea ultrasonografiei la ni-
velul umarului ca modalitate de
imagistica a castigat o atentie larg
raspanditd. Tn urma unui studiu
efectuat la 71 de pacienti, tendoane-
le bicepsului au fost evaluate pros-
pectiv prin compararea examindrilor
standard ultrasonografice si artro-
scopice. Examenul artroscopic a

SubS - Tendon subscapular; Sageata - Cap lung al tendonului bicepsului;
LT- Tuberozitate mica; GT- Tuberozitate mare humerala.
Sursa: European Society of MusculoSkeletal Radiology

SubS - Tendon subscapular; Supra$ - Tendon supraspinatus; Sageata - Cap lung al tendonului bicepsului;
SH - Capul scurt al bicepsului; LH - Capul lung al bicepsului; H - Humerus.
Sursa: European Society of MusculoSkeletal Radiology

Tendinita cap lung biceps humeral bilateral, cu aspect ecografic ce evidentiaza marire de volum si ecogenitate scazuta a tendonului
capului lung al bicepsului (TLCB) - umar stang si lama fina de fluid la nivelul tecii tentonului care il inconjoara (umar drept)
Sursa: Arhiva personala cabinet Dr. Minea Mihaela (SBRT)
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Aspect ecografic Tendinita cap lung biceps humeral,
cu colectie fluida in cantitate moderata, in teaca sinoviala care il inconjoara
Sursa: Arhiva personala cabinet Dr. Minea Mihaela (SBRT)

Aspect ecografic ce ridica suspiciunea de ruptura partiala a TLCB,
Tendinopatie TLCB- Se vizualizeaza intreruperea partiala
a continuitatii fibrelor tendonului capului lung al bicepsului.
Colectie fluida situata excentric in cantitate mica in teaca tendonului care il inconjoara.
Sursa: Arhiva personala cabinet Dr. Minea Mihaela (SBRT)

fost folosit drept comparatie stan-
dard de aur. Ecografia a aratat o
specificitate de 100% si o sensibili-
tate de 96% pentru subluxatie sau
luxatie. Ecografia a detectat toate
rupturile complete ale tendonului
bicepsului. In general, ecografiile au
diagnosticat 35 din 36 de tendoane
normale ale bicepsului (specificita-
te, 97%) si 17 din 35 tendoane ale
bicepsului anormale (sensibilitate,
49%). Ecografia poate diagnosticain
maod fiabil ruptura completa, subluxa-
tia sau luxatia tendonului bicepsului.

Patologiile capului lung al ten-
donului biceps brahial (LHB) sunt o
sursd de durere de umar la multe
persoane. Este important sa existe
o evaluare fiabila a tendonului LHB
pentru a face un diagnostic precis

si pentru a oferi tratamentul co-
rect. Ecografia de umar este foarte
precisa in diagnosticul rupturii coa-
fei rotatorilor. Exista dovezi mode-
rate pana la puternice care sustin
utilizarea ultrasunetelor muscu-
lo-scheletice in diagnosticul pato-
logiei tendonului LHB. Exista dovezi
ca ultrasunetele musculo-scheletice
pot diagnostica cu acuratete ruptu-
rile de toata grosimea si subluxatia/
luxatia tendonului.

De asemenea, ecografia este o
tehnica radiologica adecvata pentru
evaluarea rupturii cofetei rotatori-
lor cu o sensibilitate si o specificitate
acceptabile. Precizia testului de dia-
gnosticare a ultrasunetelor este su-
perioara pentru detectarea rupturii
cu grosimea completa, comparativ

cu rupturile de manseta cu grosime
partiala.

Calitatea imaginii cu ultrasunete
s-a Imbunatatit substantial odata cu
progresul tehnologic, producand o
rezolutie spatiala depasind cea obti-
nuta cu RMN. Ecografia ofera capa-
citatea de a oferi o corelare directa
a rezultatelor imagistice cu simpto-
mele pacientului si ajuta la proce-
durile de interventie ghidate.
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THE IMPORTANCE OF MUSCULOSKELETAL ULTRASOUND
IN THE PATHOLOGY OF THE LONG HEAD OF THE HUMERAL BICEPS

Musculoskeletal ultrasound is an investigation that
in the last period of time shows a great development,
both by the increase in the number of health profes-
sionals who have competence in this field, and by the
increasing performance of the devices with which this
procedure is performed. Within the Techirghiol Balneal
and Rehabilitation Sanatorium, a significant number of
soft tissue ultrasounds are carried out, investigations
that, together with other diagnostic methods that can
be performed, ensure a very high accuracy of positive,
differential diagnosis and therapeutic management.

The biceps brachii muscle provides a very good
ultrasound window, being a landmark structure for
ultrasound diagnosis. As the name suggests, it has 2
origin heads:

1. the short head of the biceps, the strongest, origi-
nating on the coracoid process;

2. the long head of the biceps, with its origin on the
glenoid, in continuity with the glenoid labrum.

The long head tendon of the biceps has an initial
intra-articular path, so it passes through the shoulder
joint, above the humerus. It then reaches extra-artic-
ularly through a tunnel called the bicipital groove,
perforating the rotator cuff, between the subscapula-
ris tendon and the supraspinatus tendon. Below it joins
the tendon of the short head, in the middle of the arm,
in a muscular body that descends through the anterior
lodge and ends in a common tendon on the radial tu-
berosity, at the level of the upper extremity of the
radius.

The tendon of the long head of the biceps is im-
portant in proprioception (it contains receptors that
transmit arm position) and shoulder stability.

When a condition occurs, either at the intra-articular
or extra-articular level, the tendon becomes inflamed,
and the bicipital groove shows an inflammatory charac-
ter with specific ultrasound characteristics.

The tendon of the long head of the biceps brachii
muscle (TCLB) inserts proximally on the supraglenoid
tubercle of the scapula and the glenoid frame. It has
relations with the upper surface of the joint, it is
wrapped in its own synovial sheath, being intrascapu-
lar, but extrasynovial. It comes out of the joint, between
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the supraspinatus muscle and the subscapular muscle,
at the level of the bicipital groove, below the transverse
humeral ligament. Its role is as a stabilizer and flexor of
the humeral head. By its distal insertion at the level of
the radial tuberosity it is also an elbow flexor.

For the diagnosis of biceps tendinitis, the clinical
and ultrasound examination are sufficient. The dy-
namic examination aims to assess the stability of the
biceps in the bicipital groove in external rotation and
internal rotation of the shoulder. Ultrasound reveals
inflammation of the tendon in the bicipital groove or
even instability.

Ultrasound examination:

An anatomical landmark in shoulder ultrasound is
the tendon of the long head of the biceps, the origin
of which cannot be visualized, but which can be traced
in the its intra-articular.

The patient’s position during the examination: sitting
on the chair with the arm in external rotation 10-20°,
the elbow in semiflexion, the forearm resting on the
thigh in supination, and the hands with the fingers
oriented towards the knee (thereby a slight rotation of
the glenohumeral joint is produced, bringing the slide
bicipital in an anterior position).

Cross section

The transducer is positioned transversely at the
level of the anterior region of the humeral head, per-
pendicular to the two humeral tuberosities. The last
intra-articular portion of the tendon is identified as an
oval, echogenic structure with a punctate appearance
and is considered to be the landmark of ultrasound
anatomy between the tendon of the subscapularis
muscle (medial) and that of the supraspinatus (later-
al). By sliding down the transducer, the entrance of
the tendon into the bicipital groove (round or oval
structure, echogenic, finely dotted) can be followed,
following the tendon up to the level of the musculo-
tendinous junction. The stability of the biceps tendon
in the bicipital slide is ensured by the coracohumeral
ligament together with the superior glenohumeral
ligament, the transverse humeral ligament and the
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tendon of the pectoral big muscle. These structures
can be identified from this section.

Longitudinal section

By rotating the transducer by 90° and slightly an-
gling it higher, the fibrillar structure of the tendon is
evaluated along its entire length. The lack of fluid
collection in the synovial sheath and the regularity of
the walls of the backstage are elements of a normal
appearance. The bicipital slide together with the ten-
don has relationships with the subacromiosubdeltoid
bursa and with the deltoid muscle.

Dynamic review

Itis carried out from the cross section. The shoulder
is initially positioned in internal rotation, and the elbow
in 90 degree flexion. The examiner grasps the patient’s
forearm with his free hand and performs external-in-
ternal rotation movements (the arm remains attached
to the trunk during the movement, the examiner
watching on the screen whether the tendon remains
stable in the bicipital slide during this movement.

The joint fluid is evident as an anechoic sleeve
around the long tendon of the biceps, as its tendinous
sheath communicates with the joint.

The presence of a layer of liquid or the thickening
of the subdeltoid bursa over 2 mm is an ultrasound sign
of bursitis. In case of acute bursitis, the walls of the
bursa are not thickened and its liquid content is higher.
In chronic bursitis, the appearance is not totally ane-
choic, it can become hypoechoic and, when compressed
with the transducer, by compressing the liquid, the
bursa walls are thickened.

Tendinitis, mostly found in young, athletic patients,
has as an ultrasound expression the thickening of the
respective tendon, compared to the contralateral one
(a difference of more than 2 mm is a diagnostic crite-
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rion). Ultrasound diagnosis is relatively easy, the cal-
careous deposits being intensely hyperechoic, with a
posterior shadow cone.

Ruptures of the rotator cuff occur more frequently
at the level of the tendon of the supraspinatus muscle
and consist of anechoic defects, inside the tendon.
When the defect is very large, in total ruptures, the
complete disappearance of the tendinous structure on
the ultrasound image can be reached, giving the ap-
pearance of an ,empty tuberosity” and associating the
focal apposition of the deltoid directly on the great
tuberosity. Total ruptures are associated with fluid in
around the bicipital tendon and therefore with fluid in
the shoulder joint. In their detection, ultrasound has
a high sensitivity and specificity provided that the
transducer is kept perpendicular to avoid artifacts such
as anisotropy.

The use of shoulder ultrasonography as an imaging
modality has gained widespread attention. In a study
of 71 patients, biceps tendons were prospectively
evaluated by comparing standard ultrasonographic
and arthroscopic examinations. Arthroscopic examina-
tion was used as the gold standard comparison.
Ultrasound showed 100% specificity and 96% sensitiv-
ity for subluxation or dislocation. Ultrasound detected
all complete tears of the biceps tendon. Overall, ultra-
sounds diagnosed 35 of 36 normal biceps tendons
(specificity, 97%) and 17 of 35 abnormal biceps ten-
dons (sensitivity, 49%). Ultrasound can reliably diagnose
a complete tear, subluxation, or dislocation of the bi-
ceps tendon.

Pathologies of the long head of the biceps brachii
(LHB) tendon are a source of shoulder pain in many
people. It is important to have a reliable assessment
of the LHB tendon to make an accurate diagnosis and
provide the correct treatment. Shoulder ultrasound is
very accurate in the diagnosis of rotator cuff tears.
There is moderate to strong evidence supporting the
use of musculoskeletal ultrasound in the diagnosis of
LHB tendon pathology. There is evidence that muscu-
loskeletal ultrasound can accurately diagnose full-thick-
ness tears and tendon subluxation/dislocation.

Also, ultrasound is an appropriate radiological tech-
nique for evaluating rotator cuff tears with acceptable
sensitivity and specificity. The accuracy of the diagnos-
tic ultrasound test is superior for detecting full-thick-
ness tears compared to partial-thickness cuff tears.

Ultrasound image quality has improved substan-
tially with technological progress, producing a spatial
resolution exceeding that obtained with MRI.
Ultrasound offers the ability to provide a direct corre-
lation of imaging findings with patient symptoms and
helps guide interventional procedures.
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Osteoporoza, o problema globala
clinica si de sanatate publica, repre-
zinta o tulburare sistemica progresi-
va a scheletului, fiind caracterizata
prin scaderea densitatii minerale
osoase si deteriorarea tesutului osos
in randul persoanelor varstnice, in
special in cazul femeilor aflate in
postmenopauza.

Osteoporoza predispune la cres-
terea fragilitatii osoase si riscului de
fractura. La pacientul osteoporotic
probabilitatea aparitiei unei fracturi
in zone susceptibile precum coloa-
na vertebrald, soldul si antebratul
distal poate depdsi 40% [1]. Astfel,
osteoporoza poate afecta semnifi-
cativ calitatea vietii si poate contribui
la pierderea independentei functio-
nale si la cresterea ratelor de mor-
biditate si mortalitate.

Pentru un metabolism osos nor-
mal este necesara mentinerea unui

incheietura
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echilibru dinamic intre resorbtia si
formarea osoasa [2].

Tratamentul osteoporozeiimplica
agenti antiresorbtivi sau agenti de
formare osoasa [3]. Avand in vede-
re ca produsele farmaceutice nu au
efect asupra fortei musculare, pu-
terii musculare, coordonarii si per-
formantei functionale, exercitiile
fizice sunt necesare in preventia si
tratarea osteoporozei [4].

Antrenamentul cu exercitii fizice
isi poate gasi utilitatea in cresterea
densitatii minerale osoase si poate
contribui la reducerea simultana a
factorilor de risc implicati in pato-
geneza osteoporozei, scazand im-
plicit riscul de cadere si riscul de
aparitie al fracturilor asociate [4].

Acest subiect este controversatin
literatura de specialitate, motiv pentru
care exista un interes considerabil
in definirea tipului si caracteristici-
lor exercitiilor fizice recomandate.

Prescrierea exercitiilor fizice la varst-
nici si la pacientul osteoporotic tre-
buie sa fie precedata de un consult
medical atent care sa evalueze
functia cardio-pulmonara, comor-
biditatiile asociate, istoricul fractu-
rilor si riscul de cadere [5].
Colegiul American de Medicina

Sportiva recomanda luarea in con-
siderare a principiilor generale de
antrenament atunci cand se stabi-
leste un program de exercitii fizice
pentru Imbunatatirea sanatatii sis-
temului osos:

e principiul specificitatii: exercitiile
fizice trebuie sa ncarce zonele
scheletice de interes cu risc crescut
de fracturd (coloana vertebral3,
sold, incheietura mainii);

e principiul supraincarcarii progre-
sive: pe masura ce osul se adap-
teaza la exercitiile fizice, stimulul de
incarcare trebuie crescut intr-un

os normal

osteoporoza

Figura 1. Zone susceptibile de fractura in osteoporoza
Sursa: http://centrulmedicalgalenus.ro/osteodensitometru.php
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mod progresiv deoarece oasele

au un nivel prag de adaptare, iar

depasirea acestuia contribuie la
preventia osteoporozei;

principiul reversibilitatii: intrerupe-
rea programului de exercitii fizice
determina pierderea progresiva

a adaptarilor scheletice pozitive

dobandite. Sunt necesare studii

suplimentare pentru a stabili doza
minima de exercitii fizice cu efect
pe termen lung;

principiul valorilor initiale: cele

mai mai mari modificari obtinute

dupa efectuarea exercitiilor fizice
dencarcare vor avea loc la pacien-
tii cu cea mai mica valoare initia-

I3 a densitatii minerale osoase;

e principiul randamentului diminuat:
in urma adaptarilor initiale indu-
se de exercitiile fizice, castigurile
ulterioare sunt lente [4].

Exercitiile fizice eficiente in os-
teoporoza pot fi clasificate in doua
categorii: exercitii aerobice care
suporta greutati si exercitii de forta
si rezistenta [5].

Dintre exercitiile aerobice care
suporta greutati amintim mersul pe
josn ritm rapid sau jogging si urcatul
scarilor. Acestea au un efect pozitiv
asupra scaderii densitatii minerale

tenta progresiva, mentinerea echi-
librului si dansul) sunt recomandate
pacientilor care nu pot efectua exer-
citii de intarire pura, in vederea cres-
terii densitatii minerale osoase, sau
cel putin pentru mentinerea aces-
teia [5].

Exista studii care sustin beneficiile
Tai Chi, Yoga, Pilates asupra densi-

i | 1

tatii minerale osoase de la nivelul
coloanei vertebrale si soldului [4].
n concluzie, efectuarea de exer-
citii fizice conform unui program
individualizat, tratamentul medica-
mentos si dieta pot contribui la
combaterea osteoporozei intr-un
mod eficient, avand un rezultat mai
bun impreunad, decat separat [7].

73

Figura 2- Importanta exercitiilor fizice
Sursa: https://www.intouchhealth.net.au/blog/2019/5/9/osteoporosis-and-exercise

10.1007/s00198-018-4704-5
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osoase daca ating un nivel optim de
stres mecanic si sunt efectuate cel
putin 30 de minute, zilnic [5].

Programele care implica exercitii | 3.
fizice de rezistentd, de intensitate
moderata, spre crescuta, efectuate
in intervale scurte de timp, Tn apa
sau la nivelul solului, Tsi gasesc uti-
litatea in preventia si tratamentul
osteoporozei [6]. Acestea sunt cele
mai studiate tehnici de imbunata-
tire a masei osoase la persoanele | g
varstnice, deoarece produc beneficii
clinice importante asupra densitatii
minerale osoase, mai ales la nivelul
coloanei vertebrale, dar si la nivelul
soldului. Exercitiile fizice trebuie | 6.
efectuate constant, de cel putin 3
ori pe saptamana, pe o perioada de
12 luni, iar eficacitatea antrenamen-
tului este proportionala cu intensi-
tatea acestuia [5].

De asemenea, exercitiile cu mai
multe componente (aerobic, rezis-
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Osteoporosis, a global clinical and public health
problem, is a progressive systemic skeletal disorder
characterized by decreased bone mineral density and
deterioration of bone tissue in the elderly, especially
in postmenopausal women.

Osteoporosis predisposes to increased bone fragility
and fracture risk. In the osteoporotic patient, the prob-
ability of a fracture occurring in susceptible areas such
as the spine, hip, and distal forearm may exceed 40%
[1]. Thus, osteoporosis can significantly affect quality of
life and contribute to loss of functional independence
and increased morbidity and mortality rates.

For a normal bone metabolism, it is necessary to
maintain a dynamic balance between resorption and
bone formation [2].

Treatment of osteoporosis involves anti-resorptive
agents or bone-forming agents [3]. Given that phar-
maceuticals have no effect on muscle strength, muscle
power, coordination and functional performance,
exercise is necessary in the prevention and treatment
of osteoporosis [4].

Exercise training may find its usefulness in increas-
ing bone mineral density and may contribute to the
simultaneous reduction of risk factors involved in the
pathogenesis of osteoporosis, implicitly decreasing
the risk of falls and the risk of associated fractures [4].

This topic is controversial in the literature, which is
why there is considerable interest in defining the type
and characteristics of recommended physical exercises.
The prescription of physical exercises in the elderly and
in the osteoporotic patient must be preceded by a careful
medical consultation that evaluates the cardio-pulmo-
nary function, the associated comorbidities, the histo-
ry of fractures and the risk of falls [5].

The American College of Sports Medicine recommends
considering general training principles when establish-
ing an exercise program to improve bone health:

e the principle of specificity: physical exercises must
load the skeletal areas of interest with a high risk of
fracture (spine, hip, wrist);

e the principle of progressive overload: as the bone
adapts to physical exercises, the load stimulus must
be increased in a progressive way because the bones
have a threshold level of adaptation, and exceeding
it contributes to the prevention of osteoporosis;
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e the principle of reversibility: the interruption of the
physical exercise program causes the progressive
loss of the acquired positive skeletal adaptations.
Further studies are needed to establish the mini-
mum dose of exercise with long-term effect;

e principle of initial values: the greatest changes ob-
tained after carrying out physical loading exercises
will occur in patients with the lowest initial value of
bone mineral density;

e principle of diminishing returns: following initial
adaptations induced by exercise, subsequent gains
are slow [4].

Effective physical exercises in osteoporosis can be
classified into two categories: aerobic weight-bearing
exercise and strength and endurance exercise [5].

Weight-bearing aerobic exercises include brisk walking
or jogging and stair climbing. They have a positive effect
on the decrease in bone mineral density if they reach
an optimal level of mechanical stress and are performed
for at least 30 minutes, daily [5].

Programs that involve physical resistance exercises,
of moderate to high intensity, performed in short in-
tervals of time, in water or on the ground, find their
usefulness in the prevention and treatment of osteo-
porosis [6]. These are the most studied techniques for
improving bone mass in the elderly, as they produce
important clinical benefits on bone mineral density,
especially at the spine, but also at the hip. Physical
exercises must be performed constantly, at least 3 times
a week, for a period of 12 months, and the effective-
ness of the training is proportional to its intensity [5].

Also, exercises with several components (aerobics,
progressive resistance, maintaining balance and danc-
ing) are recommended for patients who cannot per-
form pure strengthening exercises, in order to increase
bone mineral density, or at least to maintain it [5].

There are studies supporting the benefits of Tai Chi,
Yoga, Pilates on bone mineral density in the spine and
hip [4].

In conclusion, performing physical exercises ac-
cording to an individualized program, drug treatment
and diet can contribute to combating osteoporosis in
an effective way, having a better result together than
separately [7].
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INTRODUCERE

Poliartrita Reumatoida (PR) este
o boala inflamatorie cronica, cu
etiologie necunoscuta si patologie
autoimuna, caracterizata printr-o
artropatie cu evolutie deformanta si
distructiva, dar si manifestari siste-
mice multiple. (1) Afectarea extraar-
ticulara in PR este polimorfa, prezinta
grade variabile de severitate si se
intalneste la aproximativ 40% dintre
pacientii cu PR. (2) Apare mai frec-
vent in forme cu evolutie indelun-
gata si activitate intensa a bolii. Din
punct de vedere patogenic se da-
toreaza infiltratelor limfoplasmoci-
tare sau proceselor vasculitice si se
insoteste de prezenta factorului
reumatoid (FR) in titru mare, a com-
plexelor imune circulante, a crioglo-
bulinelor, a anticorpilor anti nucleari
si a valorilor scazute ale comple-
mentului. (3)

MANIFESTARI CONSTITUTIONALE

Sunt reprezentate de febra, as-
tenie fizica, scadere ponderala si
uneori depresie. Pot aparea de la
debutul bolii si domina tabloul clinic
inainte ca simptomatologia speci-
fica sd se instaleze.

MANIFESTARI MUSCULARE

La pacientii cu PR intalnim frec-
vent slabiciune musculara, avand
cauze multifactoriale. Inflamatia si-
novialei articulare conduce la sca-
derea mobilitatii articulare urmata
de hipotrofie, atrofie si reducerea
consecutiva a fortei musculare. Se
poate asocia miozita nespecifica sau
vasculita cu localizare musculara.

Medicatia de fond administrata
n PR (glucocorticoizi - GC -, antima-

larice de sinteza) are efecte secun-
dare de tip miopatic. Nu de putine
ori, pacientii asociaza dislipidemie
necesitand tratament cu statine,
acestea avand reactii adverse mus-
culare bine cunoscute. (2)

PIERDEREA OSOASA

Este una dintre manifestarile des
intalnite in PR Tn urmatoarele trei
situatii:

1. Osteoporoza juxtaarticulara este
cauzatd de inhibarea formarii
osoase de catre citokinele secre-
tate de celulele imune.

1. Pierderea focala de os se caracte-
rizeaza prin aparitia de eroziuni,
fiind implicate activarea osteo-
clastelor si panusul sinovial. (2)

1. Osteoporoza generalizata apare
ca urmare a actiunii TNF a, a
scaderii nivelului de mobilitate
globala si articulara si poate fi
secundara durerii si inflamatiei
articulare, dar si tratamentului
cronic cu GC. Factorii de risc su-
plimentari sunt reprezentati de
sexul feminin, instalarea meno-
pauzei si varsta Thaintata.

NODULII REUMATOIZI

Reprezinta cea mai frecventa
manifestare extraarticulara din PR,
putand filocalizati intra- sau periar-
ticular. Ti Intalnim intr-un procent
de aproximativ 30% dispusi periar-
ticular, pe suprafetele de extensie.
Au localizare subcutanata, avand
consistenta si dimensiuni variabile,
fiind mobili sau aderenti la periost
sau tendoane, uneori putandu-se
infecta sau fistuliza. Pot fi regasiti
si visceral sau 1n alte structuri ale
organismului (laringe, sclera, pleura,

Fig. 1. Aspect clinic -
Noduli reumatoizi. (5)

plaman, rinichi). (1) Prezenta lor se
insoteste de titruri crescute ale FR.
Uneori tratamentul cu Metotrexat
(MTX) se asociaza cu o crestere a
numarului si dimensiunilor nodulilor
reumatoizi. De asemenea, prezenta
lor se insoteste de risc cardio-vascu-
lar crescut si mortalitate precoce.(3)
Din punct de vedere anatomo-
patologic, nodulul reumatoid contine
0 zona centrala de necroza fibrinoida,
unde se gasesc fibrina si proteine
cum ar fi colagenul degradat. La peri-
ferie sunt dispuse macrofage sub
forma de palisada, in exteriorul ca-
rora se afld o coroana de limfocite,
plasmocite si celule mononucleare
avand aspect histologic de granu-
lom specific (4).
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Fig. 2. Aspect histopatologic
al nodului reumatoid. (6)
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VASCULITA
REUMATOIDA

in PR poate apdrea inflamatie
vasculara in diferite teritorii, care
din punct de vedere histologic este
o panarterita, care contine infiltrat
inflamator cu dominanta mononu-
clearelor si necroza fibrinoida.
Prezinta urmatoarele manifestari
clinice: arterita distald exprimata
prin eroziuni, ulceratii si cangrena,
ulceratii cutanate, purpura palpa-
bila, neuropatie periferica (prin
afectarea de vasa nervorum), arte-
ritd viscerala (cardiaca, renala, pul-
monara, hepatica).

Factorii predictivi pentru dezvol-
tarea vasculitei la pacientii cu PR sunt:
sexul masculin, FR Tn titru mare,
forme severe, active, erozive ale
bolii. Din punct de vedere biologic
asociaza nivel scazut al complemen-
tului seric si prezenta complexelor
imune circulante.(1)

ALTE MANIFESTARI

CUTANATE
n PR putem ntalni manifestari
clinice specifice Sindromului

Raynaud, dermatoza neutrofilica
caracterizata prin infiltrate sterile
cu neutrofile. La pacientii cu cortico-
terapie prelungita apar tegumente
subtiri, atrofice, cu echimoze secun-
dare cresterii fragilitatii capilare.

MANIFESTARI PULMONARE

n PR intalnim umatoarele for-
me de afectare pulmonara:

Pleurezia, desi frecventa din punct
de vedere anatomo-patologic, cli-
nic este rar diagnosticata. Lichidul
este de tip exudat, cu glucoza in
cantitate scazuta (10-50mg/dl) si
= 1

Fig. 3. Fibroza pulomonara -
aspect radiologic. (7)
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Fig. 4. Fibroza pulmonara aspect CT. (8)

proteine multe (>4g/dl), celularitate
crescuta, cu predominanta mono-
nuclearelor, valori crescute ale
LDH-ului si scazute ale complemen-
tului si FR prezent.(1)

Fibroza pulmonara interstitiala
poate avea doua etiologii: reactivi-
tatea crescutd a celulelor mezen-
chimale si efectele tratamentului
cu MTX.(1) Radiologic se evidenti-
aza imagini reticulo-nodulare, situ-
ate bazal bilateral. Diagnosticul se
confirma prin tomografie compu-
terizata de rezolutie inalta si biop-
sie pulmonard. Factori predictivi
pentru fibroza pulmonara din PR
sunt: sexul masculin, fumatul activ,
prezenta nodulilor pulmonari, PR
seropozitiva. Prognosticul este rezer-
vat si este important diagnosticul
diferential cu fibroza pulmonara se-
cundarad tratamentului cu MTX. (3)

Nodulii pulmonari reumatoizi
se intalnesc la nivelul parenchimu-
lui pulmonar, de obicei periferic, de
cele mai multe ori sunt asimptoma-
tici putand fi unici sau multiplii. Pot
deveni cavitari, determinand efuzi-
uni pleurale sau fistule bron-
ho-pleurale si in aceste situatii
necesita diagnostic diferential cu
tuberculoza si unele micoze pulmo-
nare. Asocierea lor cu pneumoco-
nioza la pacientii cu PR si expunere
la praful de carbune poarta denu-
mirea de Sindrom Caplan. (3)

Pneumotoraxul poate apdreain
urma rupturii nodulilor pulmonari
subpleurali.

Pneumonia frecvent asociatd
PR este secundara imunosupresiei
induse de boala sau medicatiei si
este una din cauzele de mortalitate.

Bronsiolita se insoteste frecvent
de insuficienta respiratorie.

Vasculita de vase pulmonare
este o entitate anatomo-patologica
ce determinad dezvoltarea de hiper-
tensiune pulmonara.

Obstructia de cai respiratorii
nalte se manifesta clinic prin disfo-
nie si stridor inspirator, fiind prezen-
ta la pacientii cu PR prin afectarea
articulatiilor crico-aritenoide in ca-
drul bolii.

MANIFESTARI
CARDIO-VASCULARE

Pericardita, desi la examenul ne-
croptic se intalneste la jumatate
dintre pacientii cu PR, manifestarile
clinice sunt rare, iar lichidul peri-
cardic are aceeasi compozitie ca si
cel pleural.

Miocardita poate fi din punct
de vedere anatomo-patologic, de
tip interstitial sau granulomatos.
Pot exista de asemenea, noduli
reumatoizi cu localizare miocardica,
ce pot determina tulburari de ritm
sau de conducere.

Endocardita se dezvolta ca ur-
mare a localizarii nodulilor reuma-
toizi la nivelul valvelor, conducand
la stenoza sau insuficienta, cu pre-
dilectie la nivel aortic.

Vasculita coronara este descri-
sa la pacientii cu PR si poate deter-
mina sindrom coronarian acut.(1)

Insuficienta cardiaca este secun-
dara afectdrii miocardice si este
obligatoriu sa facem diagnostic di-
ferential cu alte cauze de insuficienta
cardiaca: boala cardiaca ischiemica,
amiloidoza, decompensarea cardia-
ca in urma tratamentului cu antiin-
flamatoare non sterioidiene (AINS)
cauzata de hipertensiunea arteria-
I3 si afectarea renala.

Ateroscleroza sistemica

PR, prin persistenta indelungata
ainflmatiei sistemice, este un factor
de risc pentru ateroscleroza si boala
cardiaca ischiemica. Ne intalnim la
acesti pacienti cu o frecventa mai
mare a insuficientei cardiace, a
fibrilatiei atriale, accidentului vas-
cular cerebral ischiemic, a trom-
bembolismului pulmonar si
arteriopatiei obliterante.
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MANIFESTARILE RENALE

Sunt rar intanite si se datoreaza
vasculitei, glomerulonefritei mem-
branoase, nodulilor reumatoizi
parenchimatosisi tratamentului me-
dicamentos cu AINS, D-penicila-
mina, ciclosporina.

Amiloidoza renala este cea mai
frecventa forma de afectare in PR,
mai ales in formele severe de boa-
I3 cu evolutie indelungata si se
manifesta prin sindrom nefrotic.

MANIFESTARILE NEUROLOGICE

Afectarea neurologica in PR apa-
re prin urmatoarele mecanisme:

e Vasculita de vasa nervorum, care
se exprima clinic prin parestezii,
paralizie, areflexie si amiotrofie
secundare polineuropatiilor sen-
zitive si motorii.

® Procese compresive periferice
precum neuropatia de nerv me-
dian la nivelul canalului carpian
prin procesul inflamator prezent
la nivelul tendoanelor flexorilor
sau/si al sinovialei radiocarpiene.

e Compresia medulara cu mielopatie
cervicala secundara instabilitatii
coloanei cervicale, la nivel C1-C2
se poate intalni la pacientii cu PR.

Prezenta de infiltrat inflamator la
nivelul meningelui. (1)

AFECTAREA DIGESTIVA

Cea mai frecventa cauza de ma-
nifestari digestive la pacientii cu PR
este administrarea de AINS urmata
de leziuni gastro-intestinale.

Afectarea hepatica poate fisecun-
dara administrarii de MTX, Lefluno-
mid, Sulfasalazina, Ciclosporina si
de asemenea de AINS.

in situatii foarte rare putem intalni
vasculita mezenterica si hepato-
megalie.

MANIFESTARI HEMATOLOGICE

Anemia este cea mai frecventa
modificare hematologica asociata
PR si apare prin mecanisme multiple:
1. Anemia din bolile cronice secun-

dara inflamatiei prin blocarea
fieruluiin depozite. De obicei are

forma usoara este normocroma,
normocitara fiind insotita de valori
normale ale feritinei.

2. Anemia feripriva apare secundar
pierderilor digestive caurmare a
tratamentului ndelungat cu
AINS si/sau GC, este hipocroma,
microcitara si asociaza valori sca-
zute ale sideremiei si feritinei si
cresterea capacitatii totale de
legare a fierului (CTLF).

3. Anemia macrocitara prin deficit
de folat si vitamina B12 este se-
cundara tratamentului cu MTX,
biseptol sau izoniazida. Sideremia,
transferina, CTLF-ul au valori
normale.

4. Anemia hemolitica este o forma
rar intalnita la pacientii cu PR si
diagnosticul pozitiv se formuleaza
in prezenta pozitivarii testului
Coombs direct.

5. Anemia prin hipoplazie medu-
lard indusa de unele terapii re-
misive. (3)

Sindromul Felty este o entitate
caracterizata prin asocierea unei PR
seropozitive, cu evolutie indelungata,
cu neutropenie, splenomegalie,
posibil hepatomegalie, adenopatii
si mai rar anemie, trombocitopenie,

ulcere cutanate ale membrelor
inferioare. Scaderea neutrofilelor
sub 1000/mm?3, se insoteste de risc
crescut de infectii bacteriene si deces.
(3) Splenectomia poate fi benefica
n aceste cazuri. (1).

Sindromul pseudo-Felty prezinta
neutropenie cu limfocitoza, cu lim-
focite mari granulare, care sunt de
tip T citotoxic. (3)

MANIFESTARI OCULARE

Sunt mai frecvent intalnite la
sexul feminin si pot avea urmatoa-
rele forme clinice:

Keratoconjunctivita sicca se
manifesta prin senzatia de ,ochi
uscat” la pacientii care asociaza
sindrom Sjogren secundar.

Episclerita reprezinta inflamatia
episclerei, care se manifesta prin
roseata si durere oculara fara se-
cretie.

Sclerita consta in inflamatia scle-
rei, mult mai severa, cu durere in-
tensa oculara si roseata locala, care
se poate transforma in sclerita necro-
tizanta ce poarta denumirea de
Scleromalacie perforans.

Keratita ulcerativa periferica,
cu consecinte functionale severe.
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Rheumatoid arthritis (RA) is a chronic inflammatory
disease with unknown etiology and autoimmune pathol-
ogy, characterized by an arthropathy with deforming and
destructive evolution, but also multiple systemic
manifestations. (1) The extra-articular involvement in
RA is polymorphic, presents variable degrees of sever-
ity and occurs in approximately 40% of patients with
RA. (2) It occurs more frequently in forms with long
evolution and intense disease activity. From a patho-
genic point of view, it is due to lymphoplasmacytic
infiltrates or vasculitic processes and is accompanied
by the presence of high titer rheumatoid factor (RF),
circulatingimmune complexes, cryoglobulins, anti-nu-
clear antibodies and low complement values. (3)

CONSTITUTIONAL MANIFESTATIONS

They are represented by fever, physical asthenia,
weight loss and sometimes depression. They can appear
from the onset of the disease and dominate the clinical
picture before the specific symptomatology sets in.

MUSCULAR MANIFESTATIONS

In patients with RA, we frequently encounter mus-
cle weakness, with multifactorial causes. Inflammation
of the joint synovium leads to decreased joint mobility
followed by hypotrophy, atrophy and the consequent
reduction of muscle strength. It can be associated with
non-specific myositis or vasculitis with muscle locali-
zation.

Background medication administered in PR (gluco-
corticoids - GC -, synthetic antimalarials) has myopa-
thic side effects. Not infrequently, patients associate
dyslipidemia requiring treatment with statins, which
have well-known muscle side effects. (2)

BONE LOSS

It is one of the manifestations often found in PR in
the following three situations:

1. Juxtaarticular osteoporosis is caused by inhibi-
tion of bone formation by cytokines secreted by im-
mune cells.
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2. Focal bone loss is characterized by the appear-
ance of erosions, involving the activation of osteo-
clasts and synovial pannus. (2)

3. Generalized osteoporosis occurs as a result of
the action of TNF a, the decrease in the level of glob-
al and joint mobility and can be secondary to joint pain
and inflammation, but also to chronic GC treatment.
Additional risk factors are female sex, onset of men-
opause and advanced age.

RHEUMATOID NODULES

It represents the most frequent extra-articular
manifestation of RA, being able to be located intra- or
peri-articularly. We find them in a percentage of ap-
proximately 30% arranged periarticularly, on the ex-
tension surfaces. They are located subcutaneously,
having variable consistency and size, being mobile or
adherent to the periosteum or tendons, sometimes
being able to become infected or fistulized. They can
also be found viscerally or in other body structures
(larynx, sclera, pleura, lung, kidney). (1) Their presence
is accompanied by increased titers of FR. Sometimes
treatment with Methotrexate (MTX) is associated with
an increase in the number and size of rheumatoid
nodules. Also, their presence is accompanied by in-
creased cardiovascular risk and early mortality.(3)

Pathologically, the rheumatoid nodule contains a
central area of fibrinoid necrosis, where fibrin and
proteins such as degraded collagen are found. At the
periphery, macrophages are arranged in the form of
a palisade, outside of which there is a crown of lym-
phocytes, plasma cells and mononuclear cells with the
histological appearance of a specific granuloma (4).

RHEUMATOID VASCULITIS

In RA, vascular inflammation can occur in different
territories, which histologically is a panarteritis, con-
taining mononuclear-dominant inflammatory infiltrate
and fibrinoid necrosis. It presents the following clinical
manifestations: distal arteritis expressed by erosions,
ulcerations and gangrene, skin ulcers, palpable purpura,
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peripheral neuropathy (by affecting the vasa nervorum),
visceral arteritis (cardiac, renal, pulmonary, hepatic).

Predictive factors for the development of vasculitis
in patients with RA are: male sex, high RA, severe,
active, erosive forms of the disease. From a biological
point of view, it associates a low level of serum com-
plement and the presence of circulating immune
complexes.(1)

OTHER SKIN MANIFESTATIONS

In RA we can encounter specific clinical manifesta-
tions of Raynaud’s Syndrome, a neutrophilic derma-
tosis characterized by sterile infiltrates with
neutrophils. In patients with prolonged corticosteroid
therapy, thin, atrophic integuments appear, with ec-
chymoses secondary to increased capillary fragility.

PULMONARY MANIFESTATIONS

In PR we encounter many forms of lung damage:

Pleurisy, although frequent from an anato-
mo-pathological point of view, is rarely diagnosed
clinically. The liquid is exudate type, with low amount
of glucose (10-50mg/dl) and many proteins (>4g/dl),
increased cellularity, with the predominance of mon-
onuclear cells, increased values of LDH and low com-
plement and FR present. 1)

Interstitial pulmonary fibrosis can have two etiol-
ogies: the increased reactivity of mesenchymal cells
and the effects of MTX treatment.(1) Radiologically,
reticulo-nodular images, located bilaterally basal, are
highlighted. The diagnosis is confirmed by high-reso-
lution computed tomography and lung biopsy.
Predictive factors for pulmonary fibrosis in RA are:
male sex, active smoking, presence of pulmonary
nodules, seropositive RA. Prognosis is reserved and
differential diagnosis with pulmonary fibrosis second-
ary to MTX treatment is important. (3)

Rheumatoid pulmonary nodules are found in the
pulmonary parenchyma, usually peripheral, most of
the time they are asymptomatic and can be single or
multiple. They can become cavitaries, causing pleural
effusions or broncho-pleural fistulas and in these sit-
uations require differential diagnosis with tuberculo-
sis and some pulmonary mycoses. Their association
with pneumoconiosis in patients with RA and expo-
sure to coal dust is called Caplan Syndrome. (3)

Pneumothorax may occur following rupture of
subpleural lung nodules.

Pneumonia frequently associated with PR is sec-
ondary to disease- or medication-induced immuno-
suppression and is one of the causes of mortality.

Bronchiolitis is frequently accompanied by respira-
tory failure.

Pulmonary vessel vasculitis is an anatomic-patho-
logical entity that causes the development of pulmo-
nary hypertension.

Upper airway obstruction is clinically manifested
by dysphonia and inspiratory stridor, being present in
patients with RA by affecting the crico-arytenoid joints
in the course of the disease.

CARDIOVASCULAR MANIFESTATIONS

Pericarditis, although at necropsy is found in half
of patients with RA, clinical manifestations are rare,
and the pericardial fluid has the same composition as
the pleural fluid.

Myocarditis can be anatomically-pathologically,
interstitial or granulomatous. There can also be rheu-
matoid nodules with myocardial localization, which
can cause rhythm or conduction disorders.

Endocarditis develops as a result of the localization
of rheumatoid nodules at the level of the valves, lead-
ing to stenosis or insufficiency, with predilection at
the aortic level.

Coronary vasculitis is described in patients with RA
and may cause acute coronary syndrome.(1)

Heart failure is secondary to myocardial damage
and it is mandatory to make a differential diagnosis
with other causes of heart failure: ischemic heart
disease, amyloidosis, cardiac decompensation follow-
ing treatment with non-steroidal anti-inflammatory
drugs (NSAIDs) caused by arterial hypertension and
kidney damage.

Systemic atherosclerosis

RA, through the long persistence of systemic in-
flammation, is a risk factor for atherosclerosis and
ischemic heart disease. We meet in these patients
with a higher frequency of heart failure, atrial fibril-
lation, ischemic stroke, pulmonary thromboembo-
lism and arteriopathy obliterans.

RENAL MANIFESTATIONS

They are rare and are due to vasculitis, membra-
nous glomerulonephritis, parenchymal rheumatoid
nodules and drug treatment with NSAIDs,
D-penicillamine, cyclosporine.

Renal amyloidosis is the most frequent form of
damage in RA, especially in severe forms of the dis-
ease with a long evolution and is manifested by ne-
phrotic syndrome.

NEUROLOGICAL MANIFESTATIONS

Neurological damage in RA occurs through the
following mechanisms:

¢ Vasculitis of the vasa nervorum, which is clinical-
ly expressed by paresthesias, paralysis, areflexia and
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amyotrophy secondary to sensory and motor polyneu-
ropathies.

e Peripheral compressive processes such as median
nerve neuropathy at the level of the carpal tunnel due
to the inflammatory process present at the level of
the flexor tendons or/and the radiocarpal synovium.

e Spinal cord compression with cervical myelopa-
thy secondary to cervical spine instability, at the C1-C2
level can be found in patients with RA.

e The presence of inflammatory infiltrate in the
meninges. (1)

DIGESTIVE INFECTION

The most common cause of digestive manifesta-
tions in patients with RA is the administration of
NSAIDs followed by gastrointestinal lesions.

Liver damage can be secondary to the administra-
tion of MTX, Leflunomide, Sulfasalazine, Cyclosporine
and also NSAIDs.

In very rare situations we can encounter mesen-
teric vasculitis and hepatomegaly.

HEMATOLOGICAL MANIFESTATIONS

Anemia is the most common hematological change
associated with PR and occurs through multiple mech-
anisms:

1. Anemia from chronic diseases secondary to in-
flammation by blocking iron in stores. It usually has a
mild form and is normochromic, normocytic being
accompanied by normal ferritin values.

2. Iron-deficiency anemia occurs secondary to di-
gestive losses as a result of long-term treatment with
NSAIDs and/or GCs, is hypochromic, microcytic and
associates low values of sideremia and ferritin and
increased total iron- binding capacity (CTLF).

rrl .
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3. Macrocytic anemia due to folate and vitamin
B12 deficiency is secondary to treatment with MTX,
biseptol or isoniazid. Sideremia, transferrin, CTLF have
normal values.

4. Hemolytic anemia is a rare form in patients with
RA and the positive diagnosis is formulated in the
presence of a positive direct Coombs test.

5. Anemia by medullary hypoplasia induced by
some remissive therapies. (3)

Felty’s syndrome is an entity characterized by the
association of a seropositive PR, with a long evolution,
with neutropenia, splenomegaly, possibly hepato-
megaly, adenopathies and rarely anemia, thrombo-
cytopenia, skin ulcers of the lower limbs. The
decrease of neutrophils below 1000/mm?3, is accom-
panied by increased risk of bacterial infections and
death. (3) Splenectomy may be beneficial in these
cases. (1).

OCULAR
MANIFESTATIONS

They are more common in females and can have
the following clinical forms:

Keratoconjunctivitis sicca is manifested by the
sensation of ,dry eye” in patients who associate sec-
ondary Sjégren’s syndrome.

Episcleritis is the inflammation of the episclera,
which is manifested by redness and eye pain without
discharge.

Scleritis consists of inflammation of the sclera,
much more severe, with intense eye pain and local
redness, which can turn into necrotizing scleritis called
Scleromalacia perforans.

Peripheral ulcerative keratitis with severe func-
tional consequences.
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Spondilita anchilozanta (SA) este
o boala inflamatorie cronica, progre-
siva, cu debut insidios ce afecteaza
in principal persoanele tinere.
Aceasta este diagnosticata in mod
obisnuit la persoanele cu varsta
sub 40 de ani, iar aproximativ 80%
prezinta primele simptome la o
varsta mai mica de 30 de ani. Mai
putin de 5% dintre pacienti se pre-
zintad la medic cand au peste 45 de
ani. SA este mai frecventa in randul
barbatilor decat al femeilor, in ciuda
faptului ca afectiunile autoimune
sunt mai raspandite in randul fe-
meilor. Studii recente sugereaza o
distributie spre egalitate intre sexe.
Existd un risc crescut la rudele pa-
cientilor afectati. Tn studiile de
specialitate, prevalenta diagnostica
a SA la nivel mondial variaza intre
0,1% si 1,4%, cu variatii geografice
mari care pot fi partial explicate de
date demografice. O analiza sistema-
tica a aratat ca prevalenta SA este
cea mai mare in America de Nord,
urmata de Europa, Asia, America
Latina si, respectiv, Africa. O meta-
analiza a dezvaluit intervale de in-
credere largi pentru prevalenta
regionald, dar a sustinut ca cea mai
micad prevalentd medie a SA a fost
n Africa, iar o prevalenta medie mai
mare a putut fi observata in comu-
nitatile din nordul Arcticii, Americii
de Nord si Europei.

SA este asociata cu scaderea cali-
tatii vietii, cresterea mortalitatii si
costuri substantiale legate de ingri-
jirea pacientilor, impunand o pova-
ra mare asupra acestora, dar si a
celor care fi ingrijesc si a societatii.
Rata de progresie poate varia de la
un pacient la altul.

Este caracteristica implicarea co-
loanei vertebrale, articulatiilor sa-
croiliace, articulatiilor periferice, a

SPONDILITA ANCHILOZANTA — INCEPUTURL..
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Fig. 1. Aspecte intalnite in spondilita anchilozanta
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degetelor si a entezelor. Lombalgia
si rigiditatea progresiva a coloanei
vertebrale sunt cele mai frecvente
caracteristici ale acestei boli. in cazul
unei boli avansate, osificarea liga-
mentelor vertebrale duce la fuziunea
corpurilor vertebrale si la pierderea
ulterioara a mobilitatii coloanei
vertebrale. Persoanele cu SA pre-
zinta adesea dureri lombare persis-
tente si rigiditate, intre 20 si 40 de
ani. Tn plus, pacientii cu SA pot
prezenta, de exemplu, uveita, sacro-
iliita, osteoporoza, Bll si aortita si
sunt predispusi la complicatii, cum
ar fifracturi traumatice ale coloanei
vertebrale, leziuni ale medulare sau
insuficienta valvulara aortica.
Istoria spondilitei anchilozante
(SA) poate fi urmarita inca din
Egiptul antic (asa cum a fost de-
monstrat de descoperirea prezen-
tei sale in mumiile egiptene antice
datand din aproximativ 1500 i.Hr.)
pana la sfarsitul secolului XX, cand
natura ereditara a SA este legata de
HLA-B27. Fiecare descoperire a dus
la investigatii suplimentare in ceea
ce priveste fiziopatologia, diagnos-
ticul si tratamentul SA. Ramasitele

prezentau ligamentele paraspinoase
osificate caracteristice si implicarea
evidenta a articulatiei sacroiliace,
in concordanta cu descrierea SA.
Primele descrieri ale rigiditatii co-
loanei vertebrale si ale durerii au
fost facute de Hipocrate (460 1.Hr.-
370 1.Hr.) si de neurologul Caelius
Aurelianus (anii 1400), dar nu s-a
putut determina cu exactitate ca
este vorba de SA. Medicul irlandez
Bernard Connor este considerat a
fi primul care a detaliat definitiv
calcifierea ligamentelor coloanei
vertebrale. Cu toate acestea, simp-
tomatologia a fost considerata o
evolutie a artritei reumatoide pana
n 1893, cand neurologul rus Vladimir
Bekhterev a recunoscut SA ca fiind
o boala inflamatorie distincta, astfel
boala este denumitd in mod clasic
boala lui Bekhterev. De remarcat,
insa, urmadrirea istoriei in documen-
tele scrise este ingreunata de nu-
meroasele denumiri folosite pentru
aceasta afectiune. SA a fost identi-
ficata si diagnosticata oficial de
Adolph Striimpell in 1897 si de Pierre
Marie in 1898.
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Fig. 2. Reprezentarea coloanei de bambus, anchiloza articulatiilor sacroiliace,
a articulatiilor fatetale si aspectul patrat al vertebrelor din SA
Sursa bibliografica nr. 7

Odata cu aparitia tehnologiei
radiografice, Tn anii 1800, simpto-
mele clinice au putut fi corelate cu
imagistica. Astfel de constatari au
fost descrise mai tarziu pentru a
include corpii vertebrali patrati, for-
marea de sindesmofite, sacroiliita
si coloana de bambus patognomo-
nicd. Imagistica prin CT a fost utiliza-
ta pentru studierea SA pana in 1980.
CT si RMN au fost recunoscute ca
avand o detectie crescuta a bolii si
o importanta in identificarea bolii
timpurii pana in 1990.

Pana la sfarsitul secolului XX,
natura ereditard a SA a fost legata de
un factor genetic, sianume HLA-B27.
Majoritatea covarsitoare a pacienti-
lor cu SA exprima HLA-B27, in com-
paratie cu o incidenta relativ putin
frecventa a HLA-B27 in populatia
generala. Un studiu de familie pu-
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blicatn 1984 a constatat ca riscul de
SA este de 16 ori mai mare la rudele
pacientilor cu SA care exprima
HLA-B27, in comparatie cu indivizii
HLA-B27+ din populatia generala.
n 1989, s-a stabilit c3 infectia gas-
trointestinald cauzata de Klebsiella
joaca un rol in dezvoltarea SA.
Aceasta legatura dintre microbiomul
intestinal si SA a fost sustinutad de
descoperirea reactivitatii incrucisate
intre HLA-B27 si antigenii aflati pe
Klebsiella si alte microorganisme
intestinale, in plus fata de studiile
serologice care au identificat anti-
corpiimpotriva Klebsiella la pacientii
cu SA. Aceste descoperiri au fost un
catalizator pentru continuarea stu-
diilor genetice si imunologice.
Majoritatea pacientilor rdman pe
deplin independenti functionali si

capabili sa lucreze; cu toate acestea,
pacientii cu boala severa, de lunga
durata, au o mortalitate mai mare
comparativ cu populatia generala,
predominant din cauza complicati-
ilor cardiovasculare.
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ANKYLOZANT SPONDYLITIS — BEGINNINGS..
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Ankylosing spondylitis (AS) is a chronic, progressive
inflammatory disease with an insidious onset that mainly
affects young people. It is commonly diagnosed in
people under the age of 40, and about 80% have their
first symptoms before the age of 30. Less than 5% of
patients see a doctor when they are over 45 years old.
AS is more common among men than women, despite
the fact that autoimmune conditions are more prev-
alent among women. Recent studies suggest a distri-
bution towards gender equality. There is an increased
risk in relatives of affected patients. In specialized
studies, the diagnostic prevalence of AS worldwide
varies between 0.1% and 1.4%, with large geographic
variations that may be partially explained by demo-
graphics. A systematic review showed that the prev-
alence of AS is highest in North America, followed by
Europe, Asia, Latin America, and Africa, respectively.
A meta-analysis revealed wide confidence intervals
for regional prevalence, but argued that the lowest
mean prevalence of AS was in Africa, and a higher
mean prevalence could be seen in communities in the
northern Arctic, North America, and Europe.

AS is associated with decreased quality of life, in-
creased mortality, and substantial costs related to
patient care, imposing a large burden on patients,
caregivers, and society. The rate of progression may
vary from one patient to another.

Involvement of the spine, sacroiliac joints, periph-
eral joints, fingers and entheses is characteristic. Low
back pain and progressive stiffness of the spine are the
most common features of this disease. In advanced
disease, ossification of the vertebral ligaments leads
to fusion of the vertebral bodies and subsequent loss
of spinal mobility. People with AS often have persistent
low back pain and stiffness between the ages of 20 and
40. In addition, patients with AS may present with, for
example, uveitis, sacroiliitis, osteoporosis, Bll, and
aortitis, and are prone to complications such as trau-
matic spinal fractures, spinal cord injury, or aortic valve
insufficiency.

The history of ankylosing spondylitis (AS) can be
traced back to ancient Egypt (as demonstrated by the
discovery of its presence in ancient Egyptian mummies
dating from about 1500 BC) to the late 20th century,
when the hereditary nature of AS is linked to HLA-B27.
Each discovery led to further investigation into the
pathophysiology, diagnosis and treatment of AS. The
remains showed the characteristic ossified paraspinous

ligaments and obvious involvement of the sacroiliac
joint, consistent with the description of SA. The first
descriptions of spinal stiffness and pain were made by
Hippocrates (460 BC-370 BC) and the neurologist
Caelius Aurelianus (1400s), but it could not be deter-
mined with certainty that it was AS. The Irish doctor
Bernard Connor is considered to be the first to definitive-
ly detail the calcification of spinal ligaments. However,
the symptomatology was considered an evolution of
rheumatoid arthritis until 1893, when the Russian
neurologist Vladimir Bekhterev recognized AS as a distinct
inflammatory disease, thus the disease is classically
referred to as Bekhterev’s disease. It should be noted,
however, that tracing the history in written documents
is made difficult by the many names used for this con-
dition. SA was identified and formally diagnosed by
Adolph Striimpell in 1897 and by Pierre Marie in 1898.

With the advent of radiographic technology in the
1800s, clinical symptoms could be correlated with
imaging. Such findings were later described to include
square vertebral bodies, syndesmophyte formation,
sacroiliitis, and the pathognomonic bamboo spine. CT
imaging was used to study AS until 1980. CT and MRI
were recognized as having increased disease detection
and importance in identifying early disease by 1990.

Until the end of the 20th century, the hereditary
nature of AS was linked to a genetic factor, namely
HLA-B27. The overwhelming majority of patients with
AS express HLA-B27, compared with a relatively infre-
quentincidence of HLA-B27 in the general population.
A family study published in 1984 found that the risk of
AS is 16 times higher in relatives of AS patients who
express HLA-B27, compared with HLA-B27+ individuals
in the general population. In 1989, gastrointestinal
infection caused by Klebsiella was determined to play
arolein the development of AS. This link between the
gut microbiome and AS was supported by the discov-
ery of cross-reactivity between HLA-B27 and antigens
found on Klebsiella and other gut microorganisms, in
addition to serological studies that identified antibod-
ies against Klebsiella in patients with AS. These findings
were a catalyst for further genetic and immunological
studies.

Most patients remain fully functionally independent
and able to work; however, patients with severe, long-
standing disease have a higher mortality compared to
the general population, predominantly due to cardio-
vascular complications.
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TRABEGULAR BONE SCORE - GEL MAINOU INSTRUMENT

DE EVALUARE A RISCULUI FRACTURAL IN OSTEOPOROZA

Ultimele decenii au adus Th me-
dicina o explozie informational3, iar
evolutia tehnologiei si a modului
de prezentare si expunere electro-
nica, informatizata si computeriza-
td au augmentat accesibilitatea,
vizibilitatea si deci viteza de vehi-
culare a acestor date de extrema
noutate. Acest context aduce cu sine
doua aspecte dificile: primul este
defazajul dintre ceea ce este nou,
modern, direct aplicat de clinici si
centre medicale din diverse zone ale
lumii si ceea ce practica medicala de
zi cu zi ofera fiecdruia dintre noi ca
resurse de diagnostic, respectiv de
terapie. Al doilea aspect se refera
la dificultatea medicului sau a teh-
nicianului medical de a alege o
anumitda metoda de diagnostic sau
protocol de terapie atunci cand
exista mai multe alternative insufi-
cient stratificate de ghiduri sau de
medicina bazata pe dovezi.

Acestui cadru i se suprapune
problematica unei maladii cu o pre-
valenta din ce in ce mai crescuta, si
anume osteoporoza. Exista multiple
resurse de diagnostic, preventie si
terapie pentru aceasta afectiune, dar
in ciuda acestor progrese vizibile,
mai mult de jumatate din populatia
aflata la risc nu este identificata si,
deci, nu este tratata adecvat pentru
a diminua riscul fractural.

Osteoporoza implica afectarea
calitativa dar si cantitativa a osului,
in timpul deprivarii estrogenice sau
in diverse circumstante medicale
precum hipercorticismul sau hiperpa-
ratiroidismul primar. Avem, in mod
curent, o suma de mijloace prin care
un medic aflat in fata unui pacient
poate aprecia riscul acestuia de a
face o fractura osteoporotica. Prin
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absorbtiometria duald cu raze X
(DXA) putem pune propriu-zis diag-
nosticul de osteoporoza sau osteope-
nie si evalua statusul de risc fractural
(evident, cel mai mare este la cate-
goria osteoporoza). Ultrasonografia
calcaneana nu pune diagnosticul de
osteoporoza, ci incadreaza in cate-
goria de risc (mic, mediu, mare), pe
baza parametrilor furnizatiin urma
trecerii undei prin os. Algoritmul
FRAX este un model online prin
care, introducand datele personale,
se obtin doua numere reprezentand
riscul absolut de fractura in urma-
torii 10 ani.

BMD=0.972

. W

Busiration of

Cel mainouinstrument de aiden-
tifica astfel de pacienti este Trabecular
Bone Score (TBS), a carui traduce-
re mot-a-mot ,scorul osos trabecu-
lar” este putin folosita ca atare. El
ofera o reflectie unica pana acumin
rutina medicala, prin Tnregistrarea
datelor legate de calitatea osului.

TBS este un index textural compus
din nuante diferite de gri care sunt
obtinute direct pe baza imaginii de
achizitie DXA la nivel lombar. TBS
are capacitatea de a oferi predictia
riscului de fractura osteoporotica
fara a stabili propriu-zis diagnosticul
de osteoporoza. Astfel, este cea

TBS=1.459
T

Fig. 1. lllustration of trabecular bone
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Fig. 2. Trabecular bone score

mai noud metoda folosita pentru a
evalua de rutind statutul scheletal
n ceea ce priveste riscul (mare sau
mic) de a suferi o fractura de trau-
matism minim (de fragilitate).

Aspecte tehnice
in obtinerea scorului

Practic, de la imaginea propriu-
zisa din calculatorul conectat cu
dispozitivul DXA (nu din imaginea
printata) se analizeaza 3D parame-
trii de microarhitectura, fara a o
masura direct, acesta fiind mai de-
graba un descriptor analitic. Achizitia
initiala DXA este o imagine radio-
logica 2D care este transformatad de
calculator in imagini 2D apoi 3D, prin

intermediul unui software specific
care trebuie atasat unui dispozitiv
DXA uzual (un program de calcula-
tor de tip TBS iNsight, de exemplu).
Proiectia 2D a structurii poroase
trabeculare determina un numar
mic de pixeli cu amplitudine mare,
pe cand cea a structurii dense ge-
nereaza un numar mare de variatii
pixelice de mica amplitudine. TBS
deriva din panta creata de functia
log-log ancorata de variograma ima-
ginilor proiectate, calculate ca suma
patratului diferentelor dintre nuan-
tele de gri dintre pixeli. Valoarea
mica a unui scor TBS indica o struc-
tura osoasa alterata. De exemplu,
o valoare sub 1.200 (TBS nu are

Trabecular Bone Diagram

[ ==
|
ol

1 Fod
L

1. PERICSTELIM
il i § ¥ ) e

& BLOOD VESSELS

unitate de masura) indica trabecu-
le mai putin conectate, iar un scor
mare indicd o buna micro-arhitec-
turd. Un TBS normal este de peste
1.350. TBS are o precizie in vivo de
1,12-2,1% exprimatd pe coloana
lombara, iar rezultatele se exprima
pe fiecare vertebra in parte si pen-
tru toata coloana vertebrala similar
cu DXA (5).

Determinarea TBS este de fapt o
oportunitate pentru cd nu este nece-
sara expunerea suplimentara a
pacientului la razele X pentru o alta
achizitie DXA si poate fi aplicata la
o determinare mai veche a aceluiasi
subiect. Astfel, In urma trecerii prin
acest program a unor infomatii DXA
preexistente, in ultimii aproximativ
trei-patru ani au ,,explodat” studiile
care aplicd TBS retrospectiv pe
baze imense de date cu inregistrari
DXA la diverse loturi populationale
in diferite circumstante clinice,
plecand de la studiile preliminare
publicate Tn anii 2008—2009.
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TRABECULAR BONE SCORE - THE NEWEST T0OOL
FOR FRACTURE RISK ASSESSMENT IN OSTEGPGROSIS

The last decades have brought an informational
explosion in medicine, and the evolution of technology
and the way of electronic, computerized and comput-
erized presentation and exposition have increased the
accessibility, visibility and thus the speed of circulation
of this extremely novel data. This context brings with it
two difficult aspects: the first is the lag between what
is new, modern, directly applied by clinics and medical
centers in various areas of the world, and what everyday
medical practice offers each of us as diagnostic resources,
respectively therapy. The second aspect concerns the
difficulty of the physician or medical technician to
choose a particular diagnostic method or therapy pro-
tocol when there are several alternatives insufficiently
stratified by guidelines or evidence-based medicine.

This framework is superimposed on the problem
of a disease with an ever-increasing prevalence, namely
osteoporosis. There are multiple diagnostic, preventive,
and therapeutic resources for this condition, but despite
these visible advances, more than half of the population
at risk is not identified and thus not adequately treated
to decrease fracture risk.

Osteoporosis involves qualitative but also quanti-
tative bone damage, during estrogen deprivation orin
various medical circumstances such as hypercorticism
or primary hyperparathyroidism. We currently have a
number of means by which a doctor standing in front
of a patient can assess their risk of an osteoporotic
fracture. Through dual X-ray absorptiometry (DXA) we
can actually diagnose osteoporosis or osteopenia and
assess fracture risk status (obviously, the highest is in
the osteoporosis category). Calcaneal ultrasonography
does not diagnose osteoporosis, but places it in the
risk category (low, medium, high), based on the pa-
rameters provided following the passage of the wave
through the bone. The FRAX algorithm is an online
model by which, by entering personal data, two num-
bers are obtained representing the absolute risk of
fracture in the next 10 years.

The newest tool to identify such patients is the
Trabecular Bone Score (TBS), whose literal translation
“trabecular bone score” is little used as such. It provides
a hitherto unique reflection in medical routine by
recording data related to bone quality.

TBS is a textural index composed of different shades
of gray that are obtained directly from the DXA acqui-
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sition image at the lumbar level. TBS has the ability to
provide the prediction of osteoporotic fracture risk
without actually establishing the diagnosis of osteopo-
rosis. Thus, it is the newest method used to routinely
assess skeletal status in terms of risk (high or low) of
sustaining a minimal trauma (fragility) fracture.

Technical aspects
in obtaining the score

Basically, from the actual image from the computer
connected to the DXA device (not from the printed
image) the microarchitecture parameters are analyzed
in 3D, without measuring it directly, this being rather
an analytical descriptor. The initial DXA acquisition is
a 2D radiological image that is transformed by the
computer into 2D and then 3D images by means of
specific software that must be attached to a conven-
tional DXA device (a TBS iNsight type computer program,
for example). The 2D projection of the porous trabecu-
lar structure results in a small number of high-ampli-
tude pixels, while that of the dense structure generates
a large number of low-amplitude pixel variations. The
TBS derives from the slope created by the log-log
function anchored by the variogram of the projected
images, calculated as the sum of the squared differ-
ences between the grayscales between pixels. A low
TBS score indicates an altered bone structure. For
example, a value below 1,200 (TBS has no unit) indicates
less connected trabeculae, and a high score indicates
good micro-architecture. A normal TBS is over 1,350.
TBS has an in vivo accuracy of 1.12-2.1% expressed
on the lumbar spine, and results are expressed on a
vertebra-by-vertebra basis and for the whole spine
similar to DXA (5).

The determination of TBS is actually an opportunity
because no additional exposure of the patient to X-rays
is required for another DXA acquisition and it can be
applied to an older determination of the same subject.
Thus, following the passage of pre-existing DXA infor-
mation through this program, in the last three to four
years there has been an “explosion” of studies that
apply TBS retrospectively on huge databases with DXA
records to various population groups in different clin-
ical circumstances, starting from preliminary studies
published in 2008—2009.
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TERAPII DE RECUPERARE PULMONARA LA PAGIENTUL POST-COVID

Doinita OPREA2, Anda-Florina GUIUY, Madalina Gabriela ILIESCU?

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

Virusul SARS-CoV-2 a infectat
milioane de oameni provocand o
pandemie globald care, si la mo-
mentul actual continua sa aiba un
impact negativ atat din punct de
vedere medical cat si social.

Din punct de vedere structural
si filogenetic, SARS-CoV-2 este for-
mat din patru proteine structurale
principale: spike (S), glicoproteina
nvelisului (E), nucleocapsid (N), pro-
teind membranara (M), impreuna
cu 16 proteine nestructurale si 5-8
proteine accesorii. Glicoproteina cu
varf de suprafata (S), este situata
pe suprafata exterioara a virionului
si este scindata intr-o subunitate S1
amino (N)-terminald, care facilitea-
za incorporarea virusului in celula
gazda si a unui carboxil. Subunita-
tea S2 (C)-terminala care contine o
peptida de fuziune, un domeniu
transmembranar si un domeniu cito-
plasmatic faciliteaza fuziunea virus-
membrana celulara.

Patogenia pneumoniei induse
de SARS-CoV-2 presupune in prin-
cipal doud etape: precoce si tarzie.
Faza timpurie este caracterizata
prin replicarea virala avand ca re-
zultat leziuni tisulare directe medi-
ate de virus, urmata de o faza tarzie
cand celulele gazda infectate initi-
aza raspunsul imun.

Desi sistemul respirator repre-
zinta tinta principala pentru virusul
SARS-CoV-2, virusul poate determi-
na o afectare a mai multor sisteme
de organe precum sistemul hepa-
tobiliar, tractul gastrointestinal, sis-
temul renal, cardiovascular, nervos
central.

O analiza a tesutului pulmonar
obtinuta in timpul autopsiilor pacien-
tilor testati pozitiv pentru COVID-19
evidentiaza caracteristici tipice de
leziuni alveolare difuze in 87% din

cazuri. De asemenea, se distinge
inflamatia cdilor respiratorii sia mem-
branelor hialine in zonele alveolare
cat si hiperplazia pneumocitelor de
tip Il. S-a observat ca 42 % dintre
pacienti au prezentat trombi de
vase mari, trombocite (CD61 pozi-
tiv) si/sau microtrombi de fibrina in
84% din cazuri.

La pacientii post-COVID au fost
raportate numeroase anomalii pul-
monare dupa boala acuta. Amploa-
rea si severitatea complicatiilor
respiratorii pe termen lung deter-
minate de infectia cu SARS-CoV-2
raman insa un subiect deschis anali-
zei; cert fiind ca datele actuale indica
faptul ca multi pacienti prezinta
simptome respiratorii persistente
la cateva luni dupa boala initiala.
Printre cele mai frecvente compli-
catii identificate se evidentiaza tu-
sea cronica, fibroza, bronsiectazii si
boli vasculare pulmonare.

O atentie particulara este in-
dreptata asupra categoriilor vulne-
rabile, la pacientul imunodeprimat,
cu simptomatologie pulmonara
severa, unde aparitia leziunilor se-
chelare este mult maifrecventa iar
procesul de recuperare este mai
lent.

Procesul de recuperarea al pa-
cientului post-Covid presupune atat
monitorizarea functiei pulmonare
catsiinitierea diverselor terapii de
recuperare precum terapia cu aero-
soli cu apa saratd, metode de elec-
troterapie, terapia intermitenta
hipoxie hiperoxie normoxie, etc.

Terapia cu aerosoli
cu apa sarata
Inhalarea sub forma de aeroso-
li cu apa sdrata reprezintd o moda-
litate eficienta de tratare a multor
afectiuni, indeosebi a celor cu loca-

lizare la nivel pulmonar, avantajul
major fiind raspunsul rapid la trata-
ment. In cadrul Sanatoriului Balnerar
si de Recuperare Techirghiol, o parti-
cularitate a acestei forme de terapie
o reprezintd faptul ca apa sarata
utilizata provine din lacul Techirghiol.

HIVAMAT-DEEP
OSCILATION

Sistemul de functionare al tera-
piei cu HIVAMAT consta intr-un
camp electrostatic pulsatil generat
in segmentul de tratat al corpului
pacientului. Tn ritmul frecventei
selectate, segmentul de tesut aflat
sub tratament este atras electros-
tatic si apoi respins, rezultand o
oscilatie rezonanta cu efect profund
si de durata. Astfel, se realizeaza o
recuperare a flexibilitatii si mobili-
tatiiintre fibre si straturi individuale,
la fel ca sila dezvoltarea si imbuna-
tatirea irigarii tesuturilor.

Beneficiile terapiei se regasesc
atatin afectiunile respiratorii cat sila
nivel sistemic. Acestea includ: efec-
tul antiinflamator si antifibrotic,
resorbtia edemelor, imbunatatirea
calitatii tisulare si a micro-circulati-
ei tesutului conjunctiv, ameliorarea
durerii, relaxarea musculara, grabi-
rea procesului de vindecare si de
regenerare, detoxifiere si imbuna-
tatirea mobilizarii.

Tratamentul prin hipoxie
hiperoxie normoxie - Celloxy

Studiile medicale au demonstrat
ca folosirea unor perioade scurte si
controlate de hipoxie si hiperoxie
moderata induc un tip de stres celu-
lar cu efecte terapeutice pe apara-
tul respirator, cardiovascular, nervos,
musculoscheletal, metabolic si hor-
monal.
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Acest tip de terapie cu hipoxie
hiperoxie intermitenta corespunde
si principiului de functionare al
dispozitivului medical Celloxy. Apa-
ratul produce aer respirabil cu con-
centratii diferite de oxigen astfel
Tncat pacientul respira alternativ un
amestec de aer hipoxic si hiperoxic
sau normoxic la intervale prestabi-
lite. Fazele de terapie hipoxica si
hiperoxica sunt normobarice, si

.2

reprezinta proceduri non invazive
utilizate intr-o gama larga de afec-
tiuni. Folosirea aparatului la paci-
entii post-COVID a evidentiat in
mare parte ameliorarea simptoma-
tologiei, recuperarerea functiei
pulmonare si imbunatatirea statu-
sului functional. Alte beneficii ra-
portate in bolile pulmonare sunt
cresterea saturatiei de oxigen, a
capacitatii de efort si a volumului

expirator precum si cresterea capa-
citatii de difuzie a gazelor O, i CO,.

Conform studiilor clinice efectu-
ate in Sanatoriul Balnear si de
Recuperare Techirghiol, aceste dis-
pozitive medicale si-au demonstrat
eficienta dovedindu-se a fi mijloace
eficace de terapie adjuvanta pen-
tru recuperarea pacientilor cu afec-
tiuni respiratorii, inclusiv sechele
post-COVID.

Poza din arhiva personala a Sanatoriului Balnear si de Recuperare Techirghiol

Bibliografie

1. Borczuk AC, Salvatore SP, Seshan SV, Patel SS, Bussel JB, Mostyka M, Elsoukkary S, He B, Del Vecchio C, Fortarezza
F, Pezzuto F, Navalesi P, Crisanti A, Fowkes ME, Bryce CH, Calabrese F, Beasley MB. ,,COVID-19 pulmonary pathology:
a multi-institutional autopsy cohort from Italy and New York City”. Mod Pathol. 2020 Nov;33(11):2156-2168;

2. Coopersmith CM, Antonelli M, Bauer SR, Deutschman CS, Evans LE, Ferrer R, Hellman J, Jog S, Kesecioglu J, Kissoon
N, Martin-Loeches I, Nunnally ME, Prescott HC, Rhodes A, Talmor D, Tissieres P, De Backer D.,,The Surviving Sepsis
Campaign: Research Priorities for Coronavirus Disease 2019 in Critical lllness” . Crit Care Med. 2021 Apr 01;49(4):598-622;

3. Francone M, lafrate F, Masci GM, et al. Chest CT score in COVID-19 patients: correlation with disease severity and
short-term prognosis. Eur Radiol 2020; 30: 6808—6817. doi:10.1007/s00330-020-07033-yGoogle Scholar

4. Jiang S, Hillyer C, Du L. ,,Neutralizing Antibodies against SARS-CoV-2 and Other Human Coronaviruses”: (Trends in
Immunology 41, 355-359; 2020). Trends Immunol. 2020 Jun;41(6):545;

5. lJiang S, Hillyer C, Du L. ,,Neutralizing Antibodies against SARS-CoV-2 and Other Human Coronaviruses”. Trends
Immunol. 2020 May;41(5):355-359;

Techirghiol | martie 2022



MEDICINA 3

PULMONARY RECOVERY THERAPIES IN THE POST-COVID PATIENT
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The SARS-CoV-2 virus has infected millions of people
causing a global pandemic which, even at the present
time, continues to have a negative impact both from
a medical and social point of view.

Structurally and phylogenetically, SARS-CoV-2 con-
sists of four main structural proteins: spike (S), envelope
glycoprotein (E), nucleocapsid (N), membrane protein
(M), along with 16 nonstructural proteins and 5-8
accessory proteins. The surface spike (S) glycoprotein
is located on the outer surface of the virion and is
cleaved into an amino (N)-terminal S1 subunit, which
facilitates the incorporation of the virus into the host
cell and a carboxyl. The (C)-terminal S2 subunit con-
taining a fusion peptide, a transmembrane domain,
and a cytoplasmic domain facilitates virus-cell mem-
brane fusion.

The pathogenesis of pneumonia induced by SARS-
CoV-2 mainly involves two stages: early and late. The
early phase is characterized by viral replication result-
ing in direct virus-mediated tissue damage, followed
by a late phase when infected host cells initiate the
immune response.

Although the respiratory system is the main target
for the SARS-CoV-2 virus, the virus can affect several
organ systems such as the hepatobiliary system, the
gastrointestinal tract, the renal system, the cardiovas-
cular system, and the central nervous system.

An analysis of lung tissue obtained during autop-
sies of patients who tested positive for COVID-19
highlights typical features of diffuse alveolar lesions
in 87% of cases. Inflammation of the airways and hy-
aline membranes in the alveolar areas as well as type
Il pneumocyte hyperplasia can also be distinguished.
42% of patients were observed to have large vessel
thrombi, platelets (CD61 positive) and/or fibrin micro-
thrombi in 84% of cases.

Numerous post-acute lung abnormalities have been
reported in post-COVID patients. However, the extent
and severity of long-term respiratory complications
caused by SARS-CoV-2 infection remain a subject open
to analysis; although current data indicate that many
patients have persistent respiratory symptoms several
months after the initial illness. Among the most com-

mon complications identified are chronic cough, fibro-
sis, bronchiectasis and pulmonary vascular diseases.

A particular attention is directed to the vulnerable
categories, to the immunosuppressed patient, with
severe pulmonary symptoms, where the occurrence
of sequelae is much more frequent and the recovery
process is slower.

The recovery process of the post-Covid patient
involves both the monitoring of lung function and the
initiation of various recovery therapies such as salt
water aerosol therapy, electrotherapy methods, in-
termittent hypoxia hyperoxia normoxia therapy, etc.

Salt water aerosol therapy

Inhalation in the form of salt water aerosols is an
effective way of treating many conditions, especially
those located at the lung level, the major advantage
being the quick response to treatment. In the Techirghiol
Spa and Recovery Sanatorium, a particularity of this
form of therapy is the fact that the salt water used
comes from the Techirghiol lake.

HIVAMAT-DEEP OSCILLATION

The functioning system of HIVAMAT therapy con-
sists of a pulsating electrostatic field generated in the
treated segment of the patient’s body. In rhythm with
the selected frequency, the segment of tissue under
treatment is electrostatically attracted and then repelled,
resulting in a resonant oscillation with a deep and lasting
effect. Thus, a recovery of flexibility and mobility be-
tween fibers and individual layers is achieved, as well as
the development and improvement of tissue irrigation.

The benefits of the therapy can be found both in
respiratory ailments and at the systemic level. These
include: anti-inflammatory and anti-fibrotic effect, re-
sorption of edema, improvement of tissue quality and
micro-circulation of the connective tissue, pain relief,
muscle relaxation, acceleration of the healing and re-
generation process, detoxification and improvement
of mobilization.

Treatment by hypoxia
hyperoxia normoxia - Celloxy

Medical studies have demonstrated that the use
of short and controlled periods of moderate hypoxia
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and hyperoxia induce a type of cellular stress with
therapeutic effects on the respiratory, cardiovascular,
nervous, musculoskeletal, metabolic and hormonal
systems.

This type of intermittent hyperoxia hypoxia thera-
py also corresponds to the operating principle of the
Celloxy medical device. The device produces breath-
able air with different oxygen concentrations so that
the patient alternately breathes a mixture of hypoxic
and hyperoxic or normoxic air at predetermined in-
tervals. The hypoxic and hyperoxic therapy phases are
normobaric, and represent non-invasive procedures
used in a wide range of conditions. The use of the device

Techirghiol | martie 2022

in post-COVID patients has mostly highlighted the
improvement of symptoms, the recovery of lung func-
tion and the improvement of functional status. Other
benefits reported in lung diseases are the increase in
oxygen saturation, exercise capacity and expiratory
volume, as well as the increase in the diffusion capac-
ity of 02 and CO2 gases.

According to the clinical studies carried out in the
Techirghiol Spa and Recovery Sanatorium, these med-
ical devices have demonstrated their effectiveness,
proving to be effective means of adjunctive therapy
for the recovery of patients with respiratory diseases,
including post-COVID sequelae.
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https://acpinternist.org/archives/2014/01/
pancreatitis.htm

n cadrul Sanatoriului Balnear si
de Recuperare Techirghiol, exame-
nul medical pune un accent deose-
bit pe antecedentele personale
patologice ale pacientului, care se
prezinta la internare pentru efectua-
rea unui tratament balneo-fizical-
kinetic. Pancreatita cronica este una
dintre patologiile digestive ce poate
prezenta simptomatologie similara
afectiunilor degenerative axiale sau
periferice, patologii frecvent intalnite
la internare in cadrul unitatii noas-
tre medicale. Este foarte important
sa se cunoasca din istoricul pacien-
tului comorbiditatile existente, astfel
ncat sa poata fi realizat un diagnos-
tic diferential corect care va duce
la stabilirea diagnosticului pozitiv si
la un management terapeutic cores-
punzator. De asemenea, decompen-
sarea pancreatitei cronice poate
avea simptome similare cu afectiuni
majore cardio-vasculare. Din acest

motiv, o anamneza corecta, cu iden-
tificarea acestei patologii digestive
ca sicomorbiditate, ar usura mana-
gementul unei posibile acutizari,
moment in care medicul curant/
medicul de garda poate lua cea mai
buna decizie terapeutica.
Definitie

Pancreatita cronicd (PC) poate
fi definita ca o boala inflamatorie
progresiva a pancreasului, caracte-
rizata de modificari morfologice
ireversibile, care cauzeaza in mod
tipic durere si/sau pierderea perma-
nenta a functiei pancreatice [1].

Pancreatita cronica se dezvolta
lent, Tncepand cu leziuni celulare,
urmate de inflamatie si de fibroza.
Procesele fiziopatologice din pancre-
atita cronica implica celulele acinare,
locul predominant al leziunii initiale,

procese care conduc la declansarea
unei cascade inflamatorii.

Celulele acinare, care constituie
majoritatea volumului pancreatic,
sintetizeaza si secreta enzimele di-
gestive in sistemul ductal pancreatic.
Alcoolul cauzeaza leziunea celulelor
acinare prin intermediul metaboli-
tilor sai, precum acetaldehida, dar
si prin esterii etilici, rezultati din acizii
grasi generati prin interactiuni chi-
mice [2]. Fumatul contribuie la lezarea
celulelor acinare prin metabolitii
toxici ai nicotinei, precum cetonele
nitrozaminice [3].

Date demografice
si factori de risc modificabili
Epidemiologia pancreatitei cro-
nice este incomplet elucidata,
Tntrucat exista numeroase limitariin
estimarea prevalentei si incidentei
acestei boli. Un diagnostic de certitu-

https://www.istockphoto.com
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dine este adesea amanat de evo-
lutia episodica a bolii Tn stadii
incipiente, dar si de tabloul clinic
nespecific. De asemenea, urmarirea
pe termen lung a pacientilor poate
fi dificila, mai ales in cazul celor de-
pendenti de alcool. Cel mai recent
studiu epidemiologic realizat n
Europa estimeaza o prevalentd de
26.4/100.000 si o incidenta anuala
de 7.7/100.000 a pancreatitei cro-
nice [4]. Distributia pe sex si varsta
difera in functie de etiologia bolii.
in cazul pancreatitei etanolice varsta
medie la diagnostic a pacientilor
este de 40-45 ani, afectand prepon-
derent barbatii. Pancreatitele cro-
nice idiopatice apar mai desin randul
femeilor si sunt diagnosticate la
varste de 25-30 ani [5].

Etiologia pancreatitei cronice este
una complexa si cuprinde o combi-
natie de factori genetici, metabolici
si de mediu. Printre factorii de risc
studiati, consumul de alcool este
factorul cel mai frecvent incriminat
in etiopatogeneza acestei patolo-
gii, fiind asociat cu peste 70% din
cazuri. In plus, obstructia ductals,
bolile autoimune, bolile tropicale si
o0 asociere a altor comorbiditati sis-
temice, precum dislipidemiile, re-
prezinta factori importanti care au
fost descrisi in literatura. Fumatul
reprezinta un factor de riscindepen-
dent pentru dezvoltarea pancreati-
tei cronice, influentand de asemenea
rata de progresie a bolii. Studiile au
aratat un risc de 2.5 ori mai crescut
de aparitie a PC in randul fumato-
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rilor activi comparativ cu nefuma-
torii [6]. Riscul creste considerabil
cand este asociat consumului de
alcool, datorita efectelor sinergice
nocive exercitate asupra pancrea-
sului. Consumul de alcool si tutun
sunt de o importantda majord in
etiopatogeneza bolii, iar renuntarea
la aceste obiceiuri nocive este esen-
tiala pentru o evolutie favorabila.

Avand in vedere faptul ca au
fost identificati o serie de factori de
risc modificabili, medicul curant din
Sanatoriul Balnear si de Recuperare
Techirghiol va face recomandari
specifice in biletul de externare,
astfel incat riscul de aparitie al unei
complicatii sa poata fi minimizat,
iar evolutia si prognosticul bolii
pacientului sa fie in parametrii op-
timi, conform cu statusul functio-
nal actual. De asemenea, medicul
curantva introduce si recomandari
pentru efectuarea de cure balnea-
re in statiuni cu profil gastroente-
rologic, precum: Baile Herculane,
Baile Olanesti, Borsec, Calimanesti,
Caciulata, Sangeorz-Bai, Slanic
Moldova sau Mangalia.

Tablou clinic

Simptomatologia pancreatitelor
cronice este complexa, ea depinzand
atat de tulburarile functiei pancre-
atice si de corelatiile morfo-functi-
onale ale pancreasului cu organele
vecine, cat si de tulburarile neuro-
reflexe. Tabloul clinic consta in dureri
abdominale si semne de insuficien-
ta pancreatica. Pot de asemenea

https://stock.adobe.com

apdrea manifestari determinate de
suferinta organelor vecine, precum
icter mecanic, staza duodenala sau
hipertensiune portala.

Durerile pot avea un caracter
constant sau pot alterna cu perioa-
de de acalmie. Episoadele dureroa-
se apar neregulat, de obicei legate
de pranzuri bogate sau dupa consu-
mul de alcool. Durerea este localiza-
tain epigastru - caracteristica durere
,in bara”, avand iradieri variate:
spre hipocondrul stang, umarul stang,
regiunea paravertebrald stanga,
precordial sau in tot abdomenul.
Durerea este nsotitd de paloare,
anxietate, transpiratii.

https://charlestongi.com/news&events/
can-pancreatitis-cause-shoulder-pain/

Aceste localizari atipice ale du-
rerii pot impune un diagnostic dife-
rential cu afectiuni cardiovasculare,
osteoarticulare sau digestive. Un
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pacient care nu a fost inca diagnos-
ticat cu PC se poate prezenta in
cadrul unui sanatoriu de recuperare
acuzand simptome algice ale coloanei
vertebrale sau articulatiei scapulo-
humerale, sau se poate prezentain
cadrul serviciului de urgenta cu
semne de IMA. Tn lipsa unui istoric
medical relevant, aceste manifes-
tari pot produce confuzie in mo-
mentul examinarii clinice si
impiedica pacientul sa beneficieze
de un tratament tintit pentru afec-
tiunea sa.

Unii pacienti cu simptomatologie
dureroasa continua, dar fara modi-
ficari morfo-functionale semnifica-
tive pot prezenta durere
neuropata. Leziunile pancreatice la
nivel nociceptiv pot conduce la
sensibilizare periferica in timp, la
sensibilizare centrala sau ambele,
stare caracterizata prin hiperrespon-
sivitate neuronala, care poate con-
duce la o durere cu caracter
continuu, independenta de intrarile
nociceptive periferice actuale [6].
Sensibilizarea se manifesta ca hipe-
ralgezie si alodinie, iar cea de tip
central se asociaza cu reducerea
eficacitatii tratamentelor invazive
pentru ameliorarea durerii [7].

A doua caracteristica semnifica-
tiva a pancreatitei cronice este
dezvoltarea disfunctiei pancreatice
exocrine si endocrine. Insuficienta
secretorie exocrina se manifesta prin
malabsorbtie lipidica si proteica, mal-
nutritie si deficit de vitamine lipo-
solubile. De asemenea, pot aparea
manifestari dispeptice precum gre-
turi, varsaturi, diaree si sialoree.
Toate acestea conduc la o scadere
ponderala semnificativda odata cu
progresia bolii. Insuficienta pancre-
atica endocrina determina tulburdri
ale metabolismului glucidic, care se
pot prezenta fie ca hipoglicemii
datorate sintezei alterate a gluca-
gonului, din cauza distrugerii celu-
lelor pancreatice a, fie ca diabet
datorat hipoinsulinismului [8].

De asemenea, au existat nume-
roase raportari de boli osoase la
pacientii cu insuficienta pancreati-

ca. Un studiu epidemiologic recent
a raportat o prevalenta ridicata de
fracturi la pacientii cu pancreatita
cronica, Tn comparatie cu loturi de
control [8]. Sanatatea osoasa este
influentatd de factori precum varsta,
sexul, starea de nutritie, consumul
de alcool si tutun si administrarea
de preparate steroidiene pe termen
lung. Afectiunile inflamatorii croni-
ce, mai ales cele gastrointestinale,
cresc aditional riscul de boli osoa-
se. Acest fapt explica prevalenta
crescuta a osteopeniei si osteopo-
rozei la pacientii ce sufera de boli
inflamatorii ale sistemului digestiv.
Tn cazul pancreatitei cronice, mala-
bsorbtia de calciu si vitamina D, eti-
lismul, fumatul si prezentain circulatie
a citokinelor pro-inflamatorii sunt
factorii ce contribuie la deminera-
lizarea osoasa. intr-un studiu euro-
pean recent au fost evaluati prin
DEXA 211 pacienti adulti cu PC de
diverse etiologii, 67,3% barbati si
32,7% femei, dintre care 29% se
aflau la menopauza. Dintre acesti
pacienti, 42,2% au prezentat osteo-
penie, iar 21,8% prezentau osteo-
porozad la momentul investigatiei.
Factorii de risc secundari pentru
afectiuni osoase frecvent regasiti in
istoricul pacientilor luati in studiu
sunt consumul de alcool si tutun,
insuficienta pancreatica exocrina si
un indice de masa corporala (IMC)
scazut [9].

Investigatii paraclinice

Evaluareainitiala de laborator a
pancreatitei cronice ar trebui sa
cuprinda testdri relativ simple si
ieftine. Amilaza si lipaza au adese-
orivalori crescute Tn timpul episoa-
delor de durere acuta, la debutul
bolii. In schimb, niveluri normale
sau chiar scazute de amilaza si/sau
lipaza pot fi regasite la pacientii cu
pancreatita cronica moderata pana
la avansata. Elastaza pancreatica
fecald (FPE-1) este un marker al
functiei pancreatice exocrine. FPE-1
se evalueaza printr-o metoda ELISA
efectuata pe probe de materii fecale.
Un nivel mai mare de 200 pg/g

materii fecale este considerat nor-
mal, iar valori mai mici de 100 ug/g
materii fecale se coreleaza cu insu-
ficienta pancreatica exocrina severa.
Este notabil faptul ca suplimenta-
rea cu enzime pancreatice nuinter-
fera cu interpretarea rezultatelor
testului [10].

Dintre metodele imagistice utili-
zate, tomografia computerizata (CT)
este frecvent cea mai indicata mo-
dalitate de evaluare imagistica ini-
tialda cand existd suspiciunea de
pancreatita cronica. Aceastd inves-
tigatie poate vizualiza majoritatea
modificarilor morfologice pancrea-
tice precum: calcificari, pseudochis-
turi, tromboze, necroza sau atrofie.
CT este utilda pentru excluderea
altor patologii intra-abdominale cu
simptomatologie similard pancre-
atitei cronice, insa nu poate exclude
diagnosticul de PC deoarece nu poa-
te detecta modificarile din stadiile
incipiente ale bolii. Colangiopancrea-
tografia prin rezonanta magnetica
(MRCP) este superioara Computer
Tomografiei si este indicata pacienti-
lor fara modificari patologice specifice
observate la CT [11]. Ecoendosco-
pia poate fi folosita pentru a detecta
modificari ductale si parenchimale
n stadii incipiente ale bolii si poate fi
combinata cu biopsia prin aspiratie
cu ac fin. Examenul histopatologic
al materialului obtinut prin biopsie
ofera informatii legate de aspectul
morfologic al parenchimului pan-
creatic si poate evalua caracterul
malign al unor leziuni sau chisturi.

Diagnostic si tratament

Diagnosticul precoce al pancre-
atitei cronice poate fi o provocare
din cauza suprapunerii cu alte sin-
droame dureroase cronice si in
numeroase cazuri, din cauza apari-
tiei relativ tarzii a anomaliilor ima-
gistice sau de laborator. O abordare
rationala pentru diagnosticarea pan-
creatitei cronice necesita utilizarea
corespunzatoare a istoricului clinic,
a testarii de laborator si a investiga-
tiillor imagistice si endoscopice.
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Tratamentul PC este complex,
insa are un efect limitat in cazurile
evoluate de boala. Din acest motiv
preventia, un diagnostic precoce si
0 abordare terapeutica multidisci-
plinara sunt esentiale pentru un

management mai bun al acestei
afectiuni.

Tratamentul poate fi medical,
utilizand agenti farmacologici, sau
balnear, folosind factori naturali
pentru a obtine o ameliorare clinico-

functionald a pacientului. Toate aces-
te date vor fi pe larg dezbatute in
numarul urmator al Revistei Sana-
toriului Balnear si de Recuperare
Techirghiol.

https://respirainsiguranta.ro/2022/06/30/apa-minerala-beneficii-pentru-sanatatea-organismului/

8.

9.
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In the Techirghiol Balneal and Rehabilitation
Sanatorium, the medical examination places particular
emphasis on the personal pathological antecedents
of the patient, who presents himself at admission for
a balneo-physical-kinetic treatment. Chronic pancrea-
titis is one of the digestive pathologies that can present
similar symptomatology to axial or peripheral degen-
erative diseases, pathologies frequently encountered
during hospitalization in our medical unit. It is very
important to know the existing comorbidities from the
patient’s history, so that a correct differential diagno-
sis can be made that will lead to the establishment of
a positive diagnosis and an appropriate therapeutic
management. Also, decompensation of chronic pan-
creatitis can have symptoms similar to major cardio-
vascular diseases. For this reason, a correct anamnesis,
with the identification of this digestive pathology as a
comorbidity, would facilitate the management of a
possible exacerbation, at which point the treating doctor/
doctor on call can make the best therapeutic decision.

Definition

Chronic pancreatitis (CP) can be defined as a pro-
gressive inflammatory disease of the pancreas, charac-
terized by irreversible morphological changes, typically
causing pain and/or permanent loss of pancreatic
function [1].

Chronic pancreatitis develops slowly, starting with
cellular damage, followed by inflammation and fibro-
sis. Pathophysiological processes in chronic pancrea-
titis involve acinar cells, the predominant site of initial
injury, processes leading to the initiation of an inflam-
matory cascade.

Acinar cells, which constitute the majority of pan-
creatic volume, synthesize and secrete digestive en-
zymes into the pancreatic ductal system. Alcohol
causes damage to acinar cells through its metabolites,
such as acetaldehyde, but also through ethyl esters,
resulting from fatty acids generated through chemical
interactions [2]. Smoking contributes to acinar cell
damage through toxic metabolites of nicotine, such
as nitrosamine ketones [3].

Medicind, Universitatea “Ovidius” Constanta, Romdnia

Demographics and Modifiable Risk Factors

The epidemiology of chronic pancreatitis is incom-
pletely elucidated, as there are numerous limitations
in estimating the prevalence and incidence of this
disease. A definite diagnosis is often delayed by the
episodic evolution of the disease in the early stages,
but also by the non-specific clinical picture. Also, long-
term follow-up of patients can be difficult, especially
in the case of those who are dependent on alcohol.
The most recent epidemiological study carried out in
Europe estimates a prevalence of 26.4/100,000 and
an annual incidence of 7.7/100,000 of chronic pancrea-
titis [4]. The distribution by sex and age differs according
to the etiology of the disease. In the case of ethanolic
pancreatitis, the average age at diagnosis of patients
is 40-45 years, predominantly affecting men. Chronic
idiopathic pancreatitis occurs more often among women
and is diagnosed at ages 25-30 [5].

The etiology of chronic pancreatitis is complex and
involves a combination of genetic, metabolic and
environmental factors. Among the risk factors studied,
alcohol consumptlon is the most frequently bIamed
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factor in the etiopathogenesis of this pathology, being
associated with over 70% of cases. In addition, ductal
obstruction, autoimmune diseases, tropical diseases,
and an association of other systemic comorbidities,
such as dyslipidemias, are important factors that have
been described in the literature. Smoking is an inde-
pendent risk factor for the development of chronic
pancreatitis, also influencing the rate of disease pro-
gression. Studies have shown a 2.5 times increased risk
of CP among active smokers compared to non-smok-
ers [6]. The risk increases considerably when associated
with alcohol consumption, due to the harmful syner-
gistic effects exerted on the pancreas. Alcohol and
tobacco consumption are of major importance in the
etiopathogenesis of the disease, and giving up these
harmful habits is essential for a favorable evolution.

Considering the fact that a number of modifiable risk
factors have been identified, the attending physician of
the Techirghiol Balneary and Recovery Sanatorium will
make specific recommendations in the discharge note,
so that the risk of a complication can be minimized,
and the evolution and the prognosis of the patient’s
disease to be within the optimal parameters, accord-
ing to the current functional status. Also, the attend-
ing physician will also introduce recommendations for
performing spa treatments in resorts with a gastroen-
terological profile, such as: Bdile Herculane, Bdile
Olanesti, Borsec, Calimanesti, Caciulata, Sangeorz-Bai,
Slanic Moldova or Mangalia.

Clinical picture

The symptomatology of chronic pancreatitis is
complex, depending both on pancreatic function dis-
orders and on the morpho-functional correlations of
the pancreas with neighboring organs, as well as on
neuro-reflex disorders. The clinical picture consists of
abdominal pain and signs of pancreatic insufficiency.
Manifestations determined by the suffering of neigh-
boring organs may also appear, such as mechanical
jaundice, duodenal stasis or portal hypertension.

The pains can be constant or alternate with periods
of lull. Painful episodes occur irregularly, usually re-
lated to heavy lunches or after drinking alcohol. The
pain is located in the epigastrium - the characteristic
pain ,in the bar”, having various radiations: to the left
hypochondrium, the left shoulder, the left paraverte-
bral region, precordial or throughout the abdomen.
The pain is accompanied by pallor, anxiety, sweating.

These atypical localizations of pain may impose a
differential diagnosis with cardiovascular, osteoarticular
or digestive disorders. A patient who has not yet been
diagnosed with CP may present to a recovery facility
with painful symptoms of the spine or scapulohumeral
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joint, or may present to the emergency department
with signs of AMI. In the absence of a relevant medical
history, these manifestations can cause confusion at
the time of clinical examination and prevent the pa-
tient from benefiting from a targeted treatment for
his condition.

Some patients with continuous painful symptoms,
but without significant morpho-functional changes,
may present with neuropathic pain. Pancreatic lesions
at the nociceptive level can lead to peripheral sensi-
tization over time, to central sensitization or both, a
state characterized by neuronal hyperresponsiveness,
which can lead to a continuous pain, independent of
current peripheral nociceptive inputs [6]. Sensitization
manifests as hyperalgesia and allodynia, and the cen-
tral type is associated with reduced effectiveness of
invasive treatments for pain relief [7].

The second significant feature of chronic pancrea-
titis is the development of exocrine and endocrine
pancreatic dysfunction. Exocrine secretory insufficien-
cy is manifested by lipid and protein malabsorption,
malnutrition and deficiency of fat-soluble vitamins.
Also, dyspeptic manifestations such as nausea, vom-
iting, diarrhea and sialorrhea may occur. All this leads
to a significant weight loss with the progression of the
disease. Endocrine pancreatic insufficiency causes
disorders of glucose metabolism, which can present
either as hypoglycemia due to altered synthesis of
glucagon, due to the destruction of pancreatic a cells,
or as diabetes due to hypoinsulinism [8].

There have also been numerous reports of bone
disease in patients with pancreatic insufficiency. A
recent epidemiological study reported a high preva-
lence of fractures in patients with chronic pancreatitis
compared to controls [8]. Bone health is influenced
by factors such as age, sex, nutritional status, alcohol
and tobacco consumption and long-term steroid use.
Chronic inflammatory conditions, especially gastroin-
testinal ones, additionally increase the risk of bone
diseases. This fact explains the increased prevalence
of osteopenia and osteoporosis in patients suffering
from inflammatory diseases of the digestive system.
In the case of chronic pancreatitis, malabsorption of
calcium and vitamin D, alcoholism, smoking and the
presence of pro-inflammatory cytokines in circulation
are the factors that contribute to bone demineraliza-
tion. In a recent European study, 211 adult patients
with PC of various etiologies were evaluated by DEXA,
67.3% men and 32.7% women, of whom 29% were in
menopause. Of these patients, 42.2% had osteopenia
and 21.8% had osteoporosis at the time of investiga-
tion. Secondary risk factors for bone disease common-
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ly found in the history of the patients studied are
alcohol and tobacco consumption, exocrine pancreat-
ic insufficiency and a low body mass index (BMI) [9].

Paraclinical investigations

The initial laboratory evaluation of chronic pancre-
atitis should include relatively simple and inexpensive
tests. Amylase and lipase are often elevated during
acute pain episodes at the onset of the disease.
Conversely, normal or even low levels of amylase and/
or lipase may be found in patients with moderate to
advanced chronic pancreatitis. Faecal pancreatic elastase
(FPE-1) is a marker of exocrine pancreatic function.
FPE-1 is assessed by an ELISA method performed on
faecal samples. A level greater than 200 pg/g faecal
matter is considered normal, and values less than 100
ug/g faecal matter correlate with severe exocrine
pancreatic insufficiency. It is notable that pancreatic
enzyme supplementation does not interfere with the
interpretation of test results [10].

Of the imaging modalities used, computed tomog-
raphy (CT) is frequently the most indicated modality
for initial imaging evaluation when chronic pancrea-
titis is suspected. This investigation can visualize most
pancreatic morphological changes such as: calcifica-
tions, pseudocysts, thrombosis, necrosis or atrophy. CT
is useful for excluding other intra-abdominal pathol-
ogies with symptoms similar to chronic pancreatitis,
but it cannot exclude the diagnosis of PC because it
cannot detect changes in the early stages of the dis-
ease. Magnetic resonance cholangiopancreatography

—

(MRCP) is superior to Computed Tomography and is
indicated for patients without specific pathological
changes observed on CT [11]. Echoendoscopy can be
used to detect ductal and parenchymal changes in
early stages of the disease and can be combined with
fine needle aspiration biopsy. The histopathological
examination of the material obtained by biopsy provides
information related to the morphological appearance
of the pancreatic parenchyma and can evaluate the
malignant nature of some lesions or cysts.

Diagnosis and treatment

Early diagnosis of chronic pancreatitis can be chal-
lenging because of the overlap with other chronic pain
syndromes and, in many cases, because of the relative-
ly late appearance of imaging or laboratory abnormal-
ities. A rational approach to the diagnosis of chronic
pancreatitis requires the appropriate use of clinical
history, laboratory testing, and imaging and endoscop-
ic investigations.

Treatment of PCis complex, but has limited effect
in advanced cases of the disease. For this reason,
prevention, an early diagnosis and a multidisciplinary
therapeutic approach are essential for a better man-
agement of this condition.

The treatment can be medical, using pharmaco-
logical agents, or spa, using natural factors to achieve
a clinical-functional improvement of the patient. All
these data will be extensively discussed in the next
issue of the Techirghiol Balneal and Rehabilitation
Sanatorium Magazine.
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HEPATITA ALCOOLICA - REALITATE A CONTEXTULUI MEDICAL ACTUAL?

n practica medical3 general3 si
cea realizata in cadrul Sanatoriului
Balnear si de Recuperare Techirghiol,
anamneza joaca un rol important
in stabilirea unui diagnostic corect,
din care rezida obiective terapeuti-
ce si tratament adecvat personali-
zat fiecdrui pacient. in realizarea
anamnezei medicul face mentiuni
in foaia de observatie in legatura cu
consumul de alcool al pacientului.
Consumul de alcool si dependenta
de alcool sunt diagnostice codifica-
te in DRG, avand codurile de boala
Z72.1, respectiv F10.2. Orice trata-
ment, fie ca este medicamentos, fie
ca este balneo-fizical-kinetic, impli-
ca orelationare cu functionalitatea
hepatica.

Definitie

Hepatita alcoolica (HA) reprezinta
un sindrom caracterizat prin injurie
inflamatorie progresiva a hepatoci-
telor asociata cu un consum cronic,
excesiv de alcool. Spre deosebire
de steatoza hepatica, unde exista un
grad de reversibilitate a bolii odata
cu abstinenta de la alcool, hepatita
etanolica este caracterizata de le-
ziuni ireversibile asupra celulelor
hepatice [1]. Tn acest caz abstinen-
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ta ar putea opri progresia bolii, insa
in majoritatea cazurilor evolutia
este cronica si poate fi influentata
de numeroase complicatii. Etilismul
cronic are un impact negativ la nive-
lul intregului organism, determinand
afectarea sistemelor:

e Gastrointestinal, prin aparitia bolii
hepatice alcoolice, pancreatitei,
gastriei, ulcerului sau sangerarii
variceale

e Imunitar, prin scaderea capacitatii
de apdrare a organismului si prin
lezarea barierei de protectie de la
nivel intestinal, determinand in-
fectii frecvente

e Endocrin, manifestandu-se prin dia-
bet, disfunctie tiroidiana sau hipo-
gonadism

e Cardiovascular, cu risc rescut de
hipertensiune arterial3, fibirlatie
atriala, cardiomiopatie dilatativa,
accident vascular cerebral sau
infarct miocardic acut

¢ Hematologic, prin aparitia anemiei,
leucopeniei, trombocitopeniei sau
a macrocitozei.

e Musculo-scheletal, debutand cu
miopatie care poate evolua spre
atrofie si slabiciune musculara. De
asemenea, pacientii pot prezenta
guta, secundara hiperuricemiei

¢ Neurologic, putand cauza dementa,
encefalopatie, neuropatie periferica
sau vegetativa [2]

e Metabolic, prin malabsorbtie si tul-
burdri metabolice care vor duce la
multiple deficiente nutritionale [3].

Din punct de vedere clinic, paci-
entul cu hepatita etanolica poate fi
asimptomatic sau poate prezenta
astenie, anorexie, greatd, tegumen-
te si mucoase icterice, hepatome-

galie, uneoriinsotita de durere sau
disconfort in hipocondrul drept. in
cazurile severe se pot observa sem-
ne de decompensare hepatica pre-
cum: angioame stelate, abdomen
marit de volum prin ascita, edeme,
confuzie sau flapping tremor- sem-
ne ale encefalopatiei hepatice [1].

Epidemiologie

Prevalenta acestei afectiuni cres-
te direct proportional cu rata con-
sumului de alcool in populatia
studiata. Cantitatea de etanol con-
sumatad de pacient reprezinta cel
mai important factor de risc, cat si
de prognostic negativ al hepatitei,
insad aceasta afectiune poate apa-
rea pe fondul unui consum minim
de alcool in prezenta altor factori
de risc. Sexul feminin si obezitatea
pot determina inflamatie hepato-
citara Tn contextul unui consum
redus de alcool. Desi femeile sunt
mai sensibile la efectele nocive ale
alcoolului, prevalenta etilismului
cronic este mai crescuta in randul
persoanelor de sex masculin, aces-
tea din urma reprezentand majori-
tatea pacientilor diagnosticati cu
hepatitd alcoolicd. Conform unui
studiu al Organizatiei Mondiale a
Sanatatii din anul 2018, in Romania
80% dintre barbati si 55% dintre
femei erau consumatori de alcool, iar
consumul excesiv a fost raportat la
67% din barbati si 31% din femei [4].

Hepatita alcoolica poate afecta
pacienti de orice varsta, in functie
de susceptibilitatea individiuala. Dat
fiind ca riscul de boala creste direct
proportional cu durata consumului
si cantitatea de alcool ingerata,
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majoritatea pacientilor prezinta
intre 40 si 50 de ani la momentul
diagnosticului.

Patogeneza

Cu toate ca relatia cauza-efect
dintre alcool si afectiunile hepatice
este cunoscuta din antichitate, me-
canismul exact de producere al
hepatitei etanolice nu este complet
elucidat. Numerosi factori pot in-
fluenta susceptibilitatea hepato-
citelor la toxicitatea alcoolului.
Mecanismele patogenice ale hepa-
titei etanolice pot fi divizate Tn 3
categorii: injuria celulara determi-
nata de alcool, raspunsul imun de
tip inflamator al gazdei la aceasta
injurie, modificarile aparute la ni-
velul permeabilitatii si microbiotei
intestinale. Lezarea hepatocitelor
se produce prin efectele toxice di-
recte ale alcoolului si ale metaboli-
tului sau, aldehida acetica, asupra
lor. Celulele hepatice lezate vor
elibera molecule asociate leziunilor
(Damage Associated Molecular
Patterns-DAMPs), cu rolul de a ac-
tiva sistemul imun si de a acumula
celule proinflamatorii in focarul
lezional, producand inflamatie ste-
rild. Acest mecanism va determina
injurie hepatocitara suplimentara,
crescand simultan gradul inflama-
tiei hepatice. Efectele toxice direc-
te ale alcoolului sunt resimtite si la
nivel intestinal, unde afecteaza per-
meabilitatea si microbiota. Astfel,
bariera de protectie a intestinului
este compromisa, permitand micro-
organismelor si toxinelor sa ajunga
in circulatie si ulterior in ficat. Acest
mecanism va produce activarea
suplimentard a sistemului imun,
intensificarea inflamatiei si injuriei
hepatice [5].

Diagnostic si tratament

Diagnosticul hepatitei alcoolice
se stabileste Tn urma coroborarii
datelor anamnestice, celor obtinu-
te prin examinarea clinica si datele
obtinute din teste de laborator,
imagistica si biopsie. Suspiciunea
clinica este ridicata in cazul pacien-
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tilor cu istoric de consum crescut
de alcool timp de cel putin 6 luni
care se prezinta cu icter, febra si
hepatomegalie. Din punct de vedere
al testelor de laborator, sunt suges-
tive pentru diagnostic valori eleva-
te ale transaminazelor hepatice si
bilirubinei serice, cu AST/ALT>1.5
si bilirubina totald>3 mg/dL [6]. Eco-
grafia reprezinta investigatia ima-
gisticd de electie deoarece poate
furniza cu usurinta date necesare
pentru diagnostic sau pentru exclude-
rea altor patologii hepatice. Punctia
biopsie hepatca nu se efectueaza
in mod uzual, fiind rezervata cazu-
rilor in care este suspicionata afec-
tarea maligna a ficatului.
Tratamentul de rutina al hepa-
titei alcoolice este cel farmacolo-
gic, insa dat fiind numarul ridicat de
complicatii care pot aparea pe par-
cursul afectiunii, acesta este deseori
insuficient. O abordare multidiscipli-
nard este necesara pentru a asigura
un tratament complet al pacienti-
lor cu HA, recuperarea medicala

reprezentand o optiune terapeutica
pentru ameliorarea functiei hepa-
tice si a manifestarilor extrahepatice.
Aceste aspecte vor fi dezbatute pe
larg Tn numarul urmator al Revistei
Techirghiol.
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In general medical practice and that carried out
within the Techirghiol Balneary and Recovery
Sanatorium, the anamnesis plays an important role in
establishing a correct diagnosis, from which reside
therapeutic objectives and appropriate personalized
treatment for each patient. In taking the anamnesis,
the doctor makes notes in the observation sheet re-
garding the patient’s alcohol consumption. Alcohol
consumption and alcohol dependence are diagnoses
coded in the DRG, with disease codes Z72.1 and F10.2,
respectively. Any treatment, whether medicinal or
balneo-physical- kinetic, involves a relationship with
liver functionality.

Definition

Alcoholic hepatitis (HA) is a syndrome character-
ized by progressive inflammatory damage to hepato-
cytes associated with chronic, excessive alcohol
consumption. Unlike hepatic steatosis, where there is
a degree of reversibility of the disease with abstinence
from alcohol, ethanolic hepatitis is characterized by
irreversible damage to liver cells [1]. In this case ab-
stinence could stop the progression of the disease,
but in most cases the evolution is chronic and can be
influenced by numerous complications. Chronic alco-
holism has a negative impact on the whole body, af-
fecting the systems:

e Gastrointestinal, through the occurrence of alcoholic
liver disease, pancreatitis, gastritis, ulcer or variceal
bleeding

e Immune, by decreasing the body’s defense capacity
and by damaging the protective barrier at the intes-
tinal level, causing frequent infections

¢ Endocrine, manifesting as diabetes, thyroid dysfunc-
tion or hypogonadism

e Cardiovascular, with high risk of hypertension, atrial
fibrillation, dilated cardiomyopathy, stroke or acute
myocardial infarction

e Hematological, through the appearance of anemia,
leukopenia, thrombocytopenia or macrocytosis.

e Musculoskeletal, starting with myopathy that can
progress to muscle atrophy and weakness. Patients
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may also present with gout secondary to hyperu-
ricemia

¢ Neurological, may cause dementia, encephalopathy,
peripheral or vegetative neuropathy [2]

e Metabolic, through malabsorption and metabolic
disorders that will lead to multiple nutritional defi-
ciencies [3].

From a clinical point of view, the patient with eth-
anolic hepatitis can be asymptomatic or present with
asthenia, anorexia, nausea, icteric skin and mucous
membranes, hepatomegaly, sometimes accompanied
by pain or discomfort in the right hypochondrium. In
severe cases, signs of liver decompensation can be
observed such as: stellate angiomas, abdomen en-
larged by ascites, edema, confusion or flapping trem-
or - signs of hepatic encephalopathy [1].

Epidemiology

The prevalence of this condition increases in direct
proportion to the rate of alcohol consumption in the
studied population. The amount of ethanol consumed
by the patient is the most important risk factor as well
as a negative prognosis of hepatitis, but this condition
can appear against the background of minimal alcohol
consumption in the presence of other risk factors.
Female gender and obesity may cause hepatocytic
inflammation in the context of low alcohol consump-
tion. Although women are more sensitive to the
harmful effects of alcohol, the prevalence of chronic
alcoholism is higher among men, the latter represent-
ing the majority of patients diagnosed with alcoholic
hepatitis. According to a study by the World Health
Organization in 2018, in Romania 80% of men and 55%
of women were alcohol consumers, and excessive
consumption was reported in 67% of men and 31% of
women [4].

Alcoholic hepatitis can affect patients of any age,
depending on individual susceptibility. Given that the
risk of the disease increases in direct proportion to
the duration of consumption and the amount of alco-
hol ingested, most patients are between 40 and 50
years old at the time of diagnosis.
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Pathogenesis

Although the cause-effect relationship between
alcohol and liver diseases has been known since an-
cient times, the exact mechanism of production of
ethanolic hepatitis is not fully elucidated. Numerous
factors may influence hepatocyte susceptibility to
alcohol toxicity. The pathogenic mechanisms of etha-
nolic hepatitis can be divided into 3 categories: the
cellular injury caused by alcohol, the inflammatory
immune response of the host to this injury, the chang-
es occurring at the level of permeability and intestinal
microbiota. Hepatocyte damage occurs through the
direct toxic effects of alcohol and its metabolite, ace-
tic aldehyde, on them. Damaged liver cells will release
damage-associated molecules (Damage Associated
Molecular Patterns-DAMPs), with the role of activat-
ing the immune system and accumulating pro-inflam-
matory cells in the lesional focus, producing sterile
inflammation. This mechanism will cause additional
hepatocytic injury, simultaneously increasing the de-
gree of liver inflammation. The direct toxic effects of
alcohol are also felt at the intestinal level, where it
affects permeability and microbiota. Thus, the protec-
tive barrier of the intestine is compromised, allowing
microorganisms and toxins to reach the circulation
and subsequently the liver. This mechanism will result
in further activation of the immune system, intensifi-
cation of inflammation and liver injury [5].

Diagnosis and treatment

The diagnosis of alcoholic hepatitis is established
following the corroboration of the anamnestic data,
those obtained through the clinical examination and
the data obtained from laboratory tests, imaging and
biopsy. Clinical suspicion is high in patients with a
history of heavy alcohol consumption for at least 6
months who present with jaundice, fever, and hepa-
tomegaly. From the point of view of laboratory tests,
high values of liver transaminases and serum bilirubin,
with AST/ALT>1.5 and total bilirubin>3 mg/dL are
suggestive for diagnosis [6]. Ultrasound is the imaging
investigation of choice because it can easily provide
data needed for diagnosis or to rule out other liver
pathologies. Liver biopsy puncture is not usually per-
formed, being reserved for cases in which malignant
damage to the liver is suspected.

The routine treatment of alcoholic hepatitis is
pharmacological, but given the high number of com-
plications that can occur during the condition, this is
often insufficient. A multidisciplinary approach is nec-
essary to ensure a complete treatment of patients
with HA, medical recovery representing a therapeutic
option to improve liver function and extrahepatic
manifestations. These aspects will be discussed at
length in the next issue of the Techirghiol Magazine.
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Fig. 1. Aspectul endocarditei
la nivelul valvei mitrale
Sursa bibliograficad nr. 3

Endocardita infectioasa reprez-
inta o infectie a structurilor cardio-
vasculare, cu posibilitatea afectarii
valvelor cordului, care apare prin
prezenta a doi factori etiologici: un
microorganism in fluxul sangvin si
o0 anomalie a endoteliului cardiac,
favorizandu-se astfel aderenta si
multiplicarea patogenului. Cele mai
comune surse de infectie sunt cate-
terele endovasculare, afectiunile sau
interventiile stomatologice, afectiu-
nile sau interventiile din sfera geni-
to-urinara sau injectarea cu ace
nesterile a drogurilor. Microorga-
nismele incriminate sunt, in cazul
endocarditei infectioase acute: Sta-
phylococcus aureus, Streptococcus
pneumoniae, Streptococcus pyoge-
nes, Neisseria gonorrhoeae, iar in
cazul endocarditei infectioase sub-
acute: Streptococi viridans, Entero-
coccus, fungi si Staphylococcus
epidermidis. Evolutia este de obicei,
severa, cu mortalitate ridicata si risc
crescut de complicatii embolice (em-
bolii cerebrale, pulmonare, renale),
complicatii cardiace (insuficienta
cardiaca, abcese, miocardita), com-
plicatii neurologice (accidente vas-
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culare cerebrale, anevrisme) sau
complicatii renale (insuficienta re-
nala acuta, glomerulonefrita).

Vom prezenta cazul unei paci-
ente a Sanatoriului Balnear si de
Recuperare Techirghiol, in varsta de
42 ani, din antecedentele careia
retinem faptul ca a efectuat multiple
interventii stomatologice recente,
unul dintre implanturi complican-
du-se ulterior cu o infectie dentara,
tratata la medicul specialist. Doua
luni mai tarziu, pacienta acuza simp-
tomatologie debutata insidios, re-
prezentata de subfebrilitate (37.2°C)
si astenie fizica marcata, mentinuta
pe o perioada de aproximativ 8
saptamani. In acest timp, pacienta
a solicitat multiple consulturi medi-
cale, fara a se stabili insa, un diag-
nostic cert. Printre investigatiile pe
care le-a efectuat, la aproximativ 4
luni de la infectia implantului dentar,
s-a recoltat in regim ambulator un
set de hemoculturi, cu un rezultat
pozitiv pentru Streptococcus Viridans
(s. gordonii).

Pacienta se prezinta intr-o unitate
medicald de urgentd, unde este
internata, pe o perioada de aproxi-
mativ 7 saptamani, unde a efectuat
multiple investigatii suplimentare.
Biologic, la internare, retinem o
leucocitoza usoara cu limfopenie,
anemie hipocroma, microcitara,
moderata, trombocitoza reactiva
usoara, monocitoza, granulocitoza,
eozinofilie, sindrom inflamator mo-
derat, valori scazute ale sideremiei,
sodiului, magneziului, creatininei si
calciului seric. Pe parcursul internarii,
investigatiile releva cresterea TGO,
TGP, lactat dehidrogenazei, lipazei si
NT-proBNP, iar rezultatul uroculturii
este pozitiv pentru Klebsiella pneu-
moniae.

Pacientei i se efectueaza multiple
investigatii si consulturi interclinice.
Ecocardiografia transesofagiana a
evidentiat regurgitare mitrald severa
prin flail de scallop A2; formatiune
de aproximativ 1.2/0.9mm, cu mo-
bilitate proprie, atasata la nivelul
scallop-ului A2, sugestivd pentru
vegetatie; ventricul stang usor dila-
tat, cu functie sistolica globala pre-
zervata.

Tn urma acestora, i se pune dia-
gnosticul de endocardita infectioa-
sa subacuta de valvd mitrala cu
Streptococcus viridans, regurgitare
mitrala grad Il si se initiaza trata-
ment antibiotic cu Ceftriaxona si
Gentamicina, cu raspuns paraclinic
modest, motiv pentru care Genta-
micina se Tnlocuieste cu Linezolid,
urmatd de o evolutie favorabila a
starii de sanatate, atat clinic, cat si
paraclinic.

La 19zile de lainternare, in cursul
diminetii, pacienta acuza simpto-
matologie cu debut brusc: cefalee,
asimetrie faciala, deficit frust al
membrului superior drept si afazie
motorie. Examinarea CT de urgenta
a relevat prezenta unui hematom
parenchimatos intins (2.8/5/7cm),
situat parieto-occipital pe stanga,
paramedian, cu minim lizereu hipo-
dens periferic si efractie ventriculara
(ventricul lateral stang si ventricul
IV), moderat edem perilezional si
efect compresiv asupra ventriculu-
lui lateral stang si parenchimului
cerebral invecinat, care apare com-
primat si asupra structurilor liniei
mediene, care sunt deplasate spre
dreapta (cu aproximativ 1.2 cm);
sistem ventricular asimetric, usor
deplasat la dreapta fata de linia me-
diana (cu aproximativ 5mm); san-
turi corticale, spatii lichidiene
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Fig. 2. Aspect CT hematom parieto-occipital
Arhiva personala

pericerebrale diminuate difuz-edem
cerebral difuz. Se stabileste diag-
nosticul de accident vascular cere-
bralischemic secundar, transformat
hemoragic, parieto-occipital stang si
se intervine chirurgical in aceeasi zi,
in vederea evacuarii hematomului,
cu o evolutie aparent favorabila
post-operator.

Consultul neurologic efectuat la
2 saptamani de la accidentul vascu-
lar cerebral a relevat: pacienta
constienta, cooperantd, orientata
temporo-spatial, mers imposibil,
fara redoare de ceafa, cu deficit
motor la nivelul membrelor drepte:
1/5-membrul inferior si 4/5-mem-
brul superior-pe scala MRC, fara
tulburari de sensibilitate superfi-
ciald sau profunda, aparent fara
tulburari de limbaj. La aproape 4
saptamani de la accidentul vascular
cerebral, pacienta are un episod unic
de amnezie retrograda, cu confuzie,
partial orientata temporo-spatial,
fara redoare de ceafd, cu hemipa-
reza dreapta 4-/5 la nivelul mem-
brului superior si 3/5 la nivelul
membrului inferior-pe scala MRC,
reflexe osteo-tendinoase exagerate
pe dreapta, clonus plantar drept,
fara tulburari de sensibilitate. Doua

zile mai tarziu, pacienta este exter-

nata.

La aproximativ 6 sdaptamani de
cand a suferit accidentul vascular
cerebral, pacientei i se efectueaza
plastia valvei mitrale, cu implantar-
ea unei valve mecanice, cu evolutie
favorabila post-operatorie.

Pacienta se prezinta la Sanatoriul
balnear si de recuperare Techirghiol
la 1 an de la accidentul vascular
cerebral, acuzand deficit motor de
tip hemipareza dreapta, tulburare
de mers si echilibru, in vederea
consultului de specialitate si insti-
tuirii tratamentului de recuperare
balneo- fizical-kinetic specific.

La examenul clinic efectuat la
internare, s-au evidentiat urmatoa-
rele:

e pacienta normoponderala, echi-
librata cardiovascular, respirator,
digestiv si renal

e mers instabil, cosit, imposibil pe
varfuri si posibil, cu dificultate, pe
calcaie

e deplasare pe distante lungi cu aju-
tor extern din partea unei alte
persoane

e transferuri posibile din toate pla-
nurile, Tn toate pozitiile, cu greu-
tate si supraveghere din partea
unei alte persoane

e deficit motor de tip hemipareza
la nivelul hemicorpului drept cu
probe de pareza pozitive la nive-
lul membrelor

e tulburare de sensibilitate superfi-
ciala la nivelul hemicorpului drept,
de tip hiperestezic

e fortd musculara 4/5 la nivelul
membrelor superioare si 3/5 la
nivelul membrelor inferioare-pe
scala MRC

o reflexe osteo-tendinoase exage-
rate la nivelul hemicorpului drept

e clonus plantar drept

e dependenta modificata

Pacienta a efectuat, pe perioada
internarii, tratament de recuperare
complex, in vederea cresterii capa-
citatii de autoingrijire, reeducarii
mersului, cresterii mobilitatii arti-
culare, imbunatatirea fortei mus-
culare, reeducarea echilibrului,
corectarea posturii, prevenirea con-
tracturilor, care a constat in hidro-
kinetoterapie generalad in bazin cu
apa sarata din lacul Techirghiol, hidro-
kinetoterapie in bazin trefl3, tera-
pie TENS, cu efect analgetic, masaj
terapeutic, sedativ si tonifiant si
kinetoterapie individuala.

Particularitatea cazului o repre-
zinta severitatea evolutiei starii de
sanatate a unei paciente tinere,
fara antecedente personale pato-
logice semnificative, respectiv prin
progresia unei infectii din sfera sto-
matologica, catre o infectie la nivelul
unei valve cardiace, urmata de
complicatii embolice cu prognostic
rezervat; cu toate acestea, evolutia
in recuperarea fizica, psihica si mai
ales neuromotorie a pacientei a fost
una favorabila.
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INFECTIOUS ENDOCARDITIS COMPLICATED

WITH CEREBRAL ABSCESS AND NEUROLOGICAL IMPLICATION - CASE REPORT

Luana

Infectious endocarditis represents an infection of
the cardiovascular structures, with the possibility of
affecting the heart valves, which occurs due to the
presence of two etiological factors: a microorganism
in the bloodstream and an abnormality of the cardiac
endothelium, thus favoring the adhesion and multi-
plication of the pathogen. The most common sources
of infection are endovascular catheters, dental condi-
tions or interventions, genitourinary conditions or
interventions, or injection of drugs with non-sterile
needles.

The microorganisms incriminated are, in the case
of acute infective endocarditis: Staphylococcus aureus,
Streptococcus pneumoniae, Streptococcus pyogenes,
Neisseria gonorrhoeae, and in the case of subacute
infective endocarditis: Streptococci viridans, Enterococcus,
fungi and Staphylococcus epidermidis. The course is
usually severe, with high mortality and increased risk
of embolic complications (cerebral, pulmonary, renal
emboli), cardiac complications (heart failure, abscess-
es, myocarditis), neurological complications (strokes,
aneurysms) or renal complications (failure acute renal
failure, glomerulonephritis).

We will present the case of a patient of the
Techirghiol Balneal and Rehabilitation Sanatorium,
aged 42, from whose antecedents we note the fact that
she performed multiple recent dental interventions,
one of the implants subsequently complicating with a
dental infection, treated by a specialist. Two months
later, the patient complains of symptoms that started
insidiously, represented by low fever (37.2°C) and
marked physical asthenia, maintained over a period of
approximately 8 weeks. During this time, the patient
requested multiple medical consultations, but without
establishing a definite diagnosis. Among the investiga-
tions he performed, approximately 4 months after the
dental implant infection, a set of blood cultures was
collected on an outpatient basis, with a positive result
for Streptococcus Viridans (s. gordonii).

The patient presented herself in an emergency
medical unit, where she was hospitalized for a period
of approximately 7 weeks, where she performed mul-
tiple additional investigations. Biologically, on admis-
sion, we note a mild leukocytosis with lymphopenia,
hypochromic, microcytic, moderate anemia, mild re-
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active thrombocytosis, monocytosis, granulocytosis,
eosinophilia, moderate inflammatory syndrome, low
values of sideremia, sodium, magnesium, creatinine
and serum calcium. During hospitalization, investiga-
tions reveal increased TGO, TGP, lactate dehydroge-
nase, lipase, and NT-proBNP, and the urine culture
result is positive for Klebsiella pneumoniae.

The patient undergoes multiple investigations and
interclinic consultations. Transesophageal echocardi-
ography revealed severe mitral regurgitation through
scallop flail A2; formation of approximately 1.2/0.9mm,
with its own mobility, attached at the level of the A2
scallop, suggestive of vegetation; slightly dilated left
ventricle, with global systolic function preserved.

Following these, he was diagnosed with subacute
infective endocarditis of the mitral valve with Streptococcus
viridans, mitral regurgitation grade Ill, and antibiotic
treatment with Ceftriaxone and Gentamicin was initiated,
with a modest paraclinical response, which is why
Gentamicin is replaced by Linezolid, followed by a fa-
vorable evolution of the state of health, both clinical
and paraclinical.

19 days after admission, during the morning, the
patient complains of symptoms with sudden onset:
headache, facial asymmetry, frustule deficit of the
right upper limb and motor aphasia. The emergency
CT examination revealed the presence of an extended
parenchymal hematoma (2.8/5/7cm), located parie-
to-occipital on the left, paramedian, with minimal
peripheral hypodense lyserium and ventricular efface-
ment (left lateral ventricle and IV ventricle), moderate
perilesional edema and effect compressive on the left
lateral ventricle and the neighboring brain parenchy-
ma, which appears compressed and on the midline
structures, which are displaced to the right (by approx-
imately 1.2cm); asymmetric ventricular system, slight-
ly shifted to the right compared to the median line (by
approximately 5mm); cortical grooves, diffusely dimin-
ished pericerebral fluid spaces-diffuse cerebral edema.
The diagnosis of secondary ischemic stroke, trans-
formed hemorrhagic, left parieto-occipital, is estab-
lished and surgery is performed on the same day, in
order to evacuate the hematoma, with an apparently
favorable post-operative evolution.
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The neurological consultation carried out 2 weeks
after the stroke revealed: the patient was conscious,
cooperative, time-spatial oriented, walking impossible,
without back pain, with motor deficit in the right limbs:
1/5-lower limb and 4/5 -upper limb-on the MRC scale,
without superficial or deep sensitivity disorders, appar-
ently without language disorders. Almost 4 weeks after
the stroke, the patient has a single episode of retrograde
amnesia, with confusion, partially oriented tempo-
ral-spatial, without occiput, with right hemiparesis 4-/5
at the level of the upper limb and 3/5 at the level of the
lower limb - on the MRC scale, exaggerated osteo-tendi-
nous reflexes on the right, right plantar clonus, without
sensitivity disorders. Two days later, the patient is
discharged.

Approximately 6 weeks after the stroke, the patient
underwent mitral valve plasty, with the implantation
of a mechanical valve, with a favorable postoperative
outcome.

The patient presents herself at the Techirghiol
Balneal and Rehabilitation Sanatorium 1 year after the
stroke, complaining of motor deficit of the right hemi-
paresis type, gait and balance disorder, in order to
receive a specialist consultation and institute a specif-
ic balneo-physical-kinetic recovery treatment.

During the clinical examination performed at ad-
mission, the following were revealed:

e normal weight patient, balanced cardiovascular,

respiratory, digestive and renal

e unsteady, mow walking, impossible on the toes

and possible, with difficulty, on the heels

e moving long distances with external help from

another person

e possible transfers from all planes, in all positions,
with weight and supervision from another per-
son

¢ hemiparesis-type motor deficit at the level of the
right hemibody with positive paresis tests at the
level of the limbs

e disorder of superficial sensitivity at the level of
the right hemibody, hyperesthetic type

e muscle strength 4/5 in the upper limbs and 3/5
in the lower limbs - on the MRC scale

* exaggerated osteo-tendinous reflexes at the
level of the right hemibody

¢ right plantar clonus

¢ modified dependency

During her hospitalization, the patient underwent
complex recovery treatment in order to increase self-
care capacity, re-educate walking, increase joint mo-
bility, improve muscle strength, re-educate balance,
correct posture, prevent contractions, which consist-
ed of general hydrokinetotherapy in a pool of water
salt water from Lake Techirghiol, hydrokinetotherapy
in trefle basin, TENS therapy, with analgesic effect,
therapeutic, sedative and toning massage and individ-
ual kinetotherapy.

The peculiarity of the case is the severity of the
evolution of the health of a young patient, without
significant personal pathological antecedents, respec-
tively through the progression of an infection from the
dental sphere, to an infection at the level of a heart
valve, followed by embolic complications with a re-
served prognosis; however, the evolution in the pa-
tient’s physical, mental and especially neuromotor
recovery was favorable.
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,VERDE CRUD

Antoneta MOREA
Asistent medical generalist,

_//U/U[UDm.z9/////_linia de garda Sanatoriul Balnear si de Recuperare Techirghiol

Din verde crud si umed ma plamadeste vremea...
Sunt greu de inteles... si static...

Si-alin durerea celui ce indrazneste sa-si atinga pielea...
Cu seva neagra... din lacul enigmatic.
Framant in mine fiorii unei eternitati de chin...

Si adun povesti cu oameni in fiecare anotimp.
Durerile le-ngenunchez si le alin,

Si-mi las amprenta dincolo de timp.

Si sunt ca o stare de bine,

Condusa de umedul negru si viu la un alt nivel,
Din timpul trecut... las doar timpul ce vine,
Desi curg in negru, in mine trdieste un verde rebel.
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