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Abstract

The research was conducted on a group of 5 sulpicisally diagnosed with Down syndrome,
of close chronological ages (4-6 years olthe Physical Therapy means were: therapeutic
massage, dynamic kinetic techniques: active mabdias, concentric isotonic contractions with
manual resistance, eccentric contractions, insidd autside the contraction segment,
proprioceptive neuromuscular facilitation techngjuberapeutic physical exercises. The analysis
of the somatoscopic tests and the "Gross mototifummeasure{GMFM) test results offered us
concrete data with a reduced margin of error, Isecéhey consisted of simple, known actions
that were implemented in children in the first s&agf the basic motor skills development. The
basic motor skills have developed after the agmicaf a physical therapy program focused on
increasing muscle strength, stability, and comtcblbilities, because initially the subjects had
muscle hypotonia, which is why they were not ablepérform dynamic exercises, such as
walking, running, and jumping.

1. Introduction

Down syndrome, or trisomy 21, is the most frequend best known
chromosomal condition. No matter the maternal 8ge95% of the patients have a
complete trisomy 21, the rest being mosaicismsaoskocations. Thus, around 5% of all
Down syndrome cases are resulted not from theicdhsssomy 21, but from an excess
of chromosome 21 material attached to the end@hanchromosome, as a result of a
translocation (Kara, 2011). Trisomy 21 determinesegere mental retardation and
language disorders. Children who have Down syndrprasent a high risk of brain
reduction, in regions such as the hippocampusthenderebellum (Pinter, et all., 2001).
The motor skills represent concrete forms of matdivity in which the value of the
motor qualities is manifested. Motor skills arenfied in a relatively long time, through a
systematic and continuous repetition, which resaltee formation of temporary links,
dynamic stereotypes, an important role being pldyeexplanations, indications, or
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appreciations (@&escu, 2007).
2. Materials and Methods

Organization and Development of the Research:

The research was conducted on a group of 5 subgicisally diagnosed with
Down syndrome, of close chronological ages (4-6syelt). The place where it took
place was the Didactic and Rehabilitation Basermghg to the Faculty of Movement,
Sports, and Health Sciences, at the "Vasile Aletrsadniversity of Bacau, and at the
Association of Children who have Down Syndrome at&.. The space was well lit,
airy, with an optimal temperature that ensuredvart&ble climate for rehabilitation.
The base was equipped with Swedish ladders, gyisi-batons, mattresses, medicinal
balls, rolls, mirrors, massage tables, balanceuein charts, cubes, a water bed, etc.
We tried to make sure that the number of toolstags ensures a good environment
that would stimulate the involvement of each child.

Table 1- The group of subjects

Initials Age Gender| Clinical diagnosis
D.M 4 years old Down Syndrome
C.M 6 years old Down Syndrome
C.A 6 years old Down Syndrome
D.A 5 years old Down Syndrome
.M 6 years old Down Syndrome

<IZ|MZ|m

The researchhypothesisstates that, presumably, the implementation of an
early physical therapy intervention in children whewve Down syndrome can help
to improve muscle strength, balance, coordinatarg controlled abilities, thus
contributing to the development of basic motorlskil

Methods of assessment and measurement:

The anamnesiplays an important role in knowing the beginnifighe disease,
general symptomatology, level of education, as vesll the existence of certain
associated pathological aspects (mental retargatemdiac and respiratory disorders,
etc.). It also counts when establishing the therapeonduct, based on the analysis of
the patient's reactions to previous interventiort their particularities. The anamnesis
was done through a structured interview, taking adcount the particularities of each
subject. Regarding the physical examination, tleidowvas towards a somatoscopic
examination, regarding the constitution, nutritiostate, physical appearance, body
posture, mental reactivity. All this informationshbelped creating a picture regarding
the general functionality of the child's body, coisipg subjective (somatoscopic
assessment) and objective (anthropometric measotgdata.

Examination of muscle tissue

The visual examination allows us to spot eventuayadrophies, through
comparison. The palpation of muscles offers infdiomaon the following aspects: volume
(one can feel atrophies or hypertrophies), seitgitstrength, fibroses, or other problems.
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The Gross motor function measure (GMFM) (Manole &rdle, 2009) is a
clinical instrument conceived to evaluate the clesnig the gross motor functions
in children. It contains 88 items in 5 gross madanensions: lying and rolling;
sitting; crawling and kneeling; standing; walkimgnning and jumping. This test
can be used for children up to 16 years old diagthosith different disorders,
containing objective and complex questions.

Contents of the Physical Therapy Intervention:

The goals for this treatment were to:

- Increase muscle strength;

- Increase muscle endurance;

- Increase the joint stability in the case of hypebile joints;

- Educate the mechanisms regarding postural dtatsbntrol, balance,
coordination, and controlled abilities;

- Correct the posture and body alignment.

The Physical Therapy means were:

- Therapeutic massage;

- Dynamic kinetic techniques: active mobilizatioogncentric isotonic contractions
with manual resistance, eccentric contractionslarend outside the contraction segment;

- Proprioceptive neuromuscular facilitation techuas;

- Therapeutic physical exercises.

The Physical Therapy Program:

The therapeutic massage was applied aiming to mai@nd improve the
trophicity and tonicity of the muscles, increase thuscle excitability, intensify the
metabolic processes in the muscles to producentdee necessary for the physical
effort, or to rebuild the glycogen reserves, cdmiting to the rebuilding of the
effort capacity, and preventing and fighting mudekeggue (Marza, 2002).

Dynamic kinetic techniques (active mobilizatiorsytonic contractions with
resistance - aiming to increase the muscle streagtiior endurance; sometimes
they are used for a better direction of the movejnen

The proprioceptive neuromuscular facilitation tages were used for
improving the muscle strength, the stability, trantcolled mobility and ability.
The following PNF techniques were used: rhythmidiation, slow reversal,
agonist reversals, repeated contractions, altemgpatisometrics, rhythmic
stabilization, resisted progression.

Figure 1, 2.—rhythmic stabilization from crawling position



Popa Cristina, Ghiorghit Gogu /Gymnasium

After improving the muscle strength, stability, érate, and coordination, the
physical therapy intervention focused on the dgwalent of basic motor skills
(walking, running, throwing-catching, jumping), bgradually implementing
therapeutic physical exercises.

In the first stage, also called the gross, undffiéiated movement stage, the
subjects were nervous, some movements being pextbumselessly using body
segments that were not supposed to be used fomihnaement, consuming a great
deal of energy. In this stage we used clear exptamg followed by multiple
demonstrations.

The second stage of motor skills development isrevliee movements match
the goal of the action, increasing the number @eti@ons, and reducing the
number of disorganized, useless movements. At tideoé this stage, the number
of successful repetitions was increased.

In the third and fourth stage, all exercises wageated more frequently,
trying to eliminate the possible incorrectnessascdnsolidating the motor skills
we took into account the subjects’ level of develept regarding their motor and
mental particularities.

With regards to the selection of the therapeutiyspmal exercise, we
followed the principle of progressiveness, takintpiconsideration the following
aspects: the surface of the supporting base, #iamtie between the body's center
of gravity and supporting surface, the number oftg used in the scheduled
movements, the length of the point of support i@ tihdered movement, muscle
strength modifications, the resistance opposingibgement, the length at which
the muscle is used.

Figure 3 —walking on the bench Figure 4 —jumping on the water mattress

3. Results and Discussions

Individual analysis of the data recorded during theross motor function
measure” test

For obtaining objective results, the children wiasted in four fundamental
positions: lying (prone, supine, sideways), cragliand kneeling, sitting, and
standing. The examination was applied also for imglkrunning and jumping,
observing the deficiencies in the dynamic muscléviag. The results noted as
points were transformed in percents, then addeddasmdied, resulting a total score
for the 5 components, also expressed as a peresstage.
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Table 2 - Results for the "Gross motor function measure"

A. Lyingand|] B. Sitting £ Crawll_ng D. Standing E Wa_lklng, Scor Total
nitials | rolling (%) (%) EE LIEIAE | TR (%)
(%) jumping (%)

T.1 T.F. T.1 T.F. T.l T.F T.1 TE. ] T | TE | Tl T.F.
C.M 100 100 95 98 95 100 79 94 8B 95 90 )7
C.A 100 100 90 96 83 92 64 8 68 s ¢ q1 90
D.M 88 96 81 93 64 97 38 59 3( 5P 6p 710
D.A 96 98 83 91 83 93 92 100 8 9% 88 a5
.M 92 98 96 98 71 95 74 89 73 8p 7D B

The analysis of the somatoscopic tests and the s&motor function
measure" (GMFM) test results offered us concreta dath a reduced margin of
error, because they consisted of simple, knowroastthat were implemented in
children in the first stages of the basic motoriskievelopment. The applied
testing has highlighted a series of aspects regguilie assessment of the level of
development from a functional point of view, bothridg the stationary and
dynamic activities. When analyzing the group ofjeats, we can see that they
have difficulties in maintaining the sitting, knew), crawling, and standing
positions, and activities that involve walking, nimg, and jumping.

The subjects, C.M. and C.A. recorded a higher pgage in the initial
testing (68%, and 83%, respectively), in comparisath D.M, who showed
significant deficiencies in walking, running, jumpgi (30% at the initial testing,
50% - the final testing). Also, when it came to ntain a crawling and kneeling
position, the third subject recorded a percentdg@déo in the initial testing, and
after the physical therapy intervention, the firedult was of 97%, meaning that
the muscle strength has improved considerably.

The physical therapy intervention was performedividdally, but using
approximately the same methods and techniques afibetic massage,
proprioceptive neuromuscular facilitation technisjuetherapeutic physical
exercises), taking into account the children's @aysstate at the moment of the
physical therapy sessions.

The basic motor skills have developed after theliegipon of a physical
therapy program focused on increasing muscle stiesgability, and controlled
abilities, because initially the subjects had meidtypotonia, which is why they
were not able to perform dynamic exercises, suchwaking, running, and
jumping. At the same time with an increase in thesae strength, there was an
improvement in the coordination and controlleditibg, the children being able to
perform various daily activities more easily andrenprecise.

4. Conclusions

Implementing rehabilitation programs in treating Wdo syndrome,
respecting the principles of the educational-theuéip intervention in children (the
principle of early intervention, of treatment inséy, individualization of the
therapeutic program, the principle of predictapiliand continuity, etc.), is
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beneficial with regards to the improvement of sooighe manifestations of the
diseases. The previously stated hypothesis wasrewmd, the implementation of a
physical therapy program, as early as possiblechidren who have Down
syndrome does help improve muscle strength, bal@ecedination, and controlled
abilities, thus contributing to the developmenbasic motor skills.

References

1. ADLER, S. et al. (2008PNF in Practice Germany: Springer;

2. GHIORGHITA, G. (1999).Bazele geneticiBaciu: Alma Mater;

3. MANOLE, V., MANOLE, L. (2009). Evaluare motrig si fungionala in
kinetoterapiejasi: Pim;

4. MARZA, D. (2002).Masajul terapeuticBaciu: Plumb;

5. MARZA, D. (2009).Bazele teoretico-metodice ale exautii fizic, Baciu: Aima Mater;

6. PINTER, J. D. et al. (2001Amygdala and hippocampal volumes in children with
Down syndrome: A high- resolution MRI stubleurology, 56(7), p.972-974;

7. PINTER, J. D. et al. (2001)Neuroanatomy of Down’s syndrome: A high-
resolution MRI studyAmerican Journal of Psychiatry5810), p.1659-1665;

8. ROGERS, K. (2011).New Thinking About Genetics:dit. Britannica
Educational Publishing, Rosen Educational Servidesy York, 273 p;

9. SAVESCU, I. (2007)Educaie fiziai si sportivi — culegere de exerdifizice,
Craiova: Aius PrintEd.
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MOTRICE DE BAZA LA COPIII CU SINDROM DOWN

Popa Cristina-Elena’

Ghiorghitd Gogu®

"Universitatea “Vasile Alecsandri” din Bacdu, Calea Mdrdsesti 157,600115, Romdnia
2Universitatea “Al. I. Cuza” din lasi, Strada Toma Cozma, nr. 3, 700554, Romdnia

Cuvinte cheie :psihomotricitatejntarziere neuro-motorie, deficign reagii posturale
Rezumat

Scopul luctrii este de a scoate in evigiesficierta mijloacelor kinetoterapeutice aplicate cat mai
timpuriu la copiii cu sindrom Down. Studiul s-a @feat asupra unui lot de 5 subiecu
diagnosticul clinic de sindrom Dowsi varste cronologice apropiate (4-6 ani). Intetigen
kinetoterapeutit a constat Tn aplicarea masajului terapeutic, ¢cébnikinetice, tehnicilor de
facilitare neuromuscularproprioceptivesi a exerdiului fizic terapeutic. Analiza rezultatelor
ohtinute prin tegirile somatoscopicei testul ,Evaluare motric fungionak globak” (GMFM)
ne-a oferit date concrete cu o matle eroare redasintrucat au constat intami simple,
cunoscutei implementate copiilor Tn primele etape ale detaviol Deprinderile motrice de baz
s-au educat n urma aglic unui program kinetoterapeutic axat pesterea forei musculare,
stabilitatii si abilitatilor controlate, intrucét ifial subiedi prezentau hipotonie muscularfapt
pentru care nu rgeau & desfisoare exerdile dinamice din mers, alergagiesaritura.
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1. Introducere

Sindromul Down sau trisomia 21 este cea mai fretivgrcea mai bine cunoscut
boak cromozomial. Indiferent de varsta matern92-95% din bolnavi au o
trisomie 21 complét restul fiind mozaicisme sau translacaAstfel, cam 5% din
toate cazurile de sindrom Down sunt rezultate muaasica trisomie 21, ci din
prezema materialului cromosomului 21 in exces a satda captul unui alt
cromozom ca rezultat a translgea(Kara, 2011). Trisomia 21 deternainn retard
mental sevesi tulburari de limbaj. Copiii cu sindrom Down prezintun risc
crescut privind reducerea volumului creierului,ndii cuprinse regiuni precum
hipocampusuki cerebelul (Pinter et all., 2001). Deprinderile tnee reprezint
formele de activitate motric concrei in cadrul d&rora se manifest valoarea
calitatilor motrice. Deprinderile motrice se formé@amtr-un timp relativ lung,
printr-o repetare sistemalici continua ce are ca rezultat formarea dagilor
temporare, a stereotipurilor dinamice, un rol feamare avandu-l expligde,
indicaiile sau aprecierile &escu, 2007).

2. Material si metode

Organizareasi desfisurarea cerceirii:

Cercetarea s-a efectuat asupra unui lot de 5 subiediagnosticul clinic de
sindrom Dowrgi varste cronologice apropiate (4-6 ani). Locud&desisurare ale
cercefrii au fost Baza didactic si de recuperare a Universii “Vasile
Alecsandri” din Bagu, FSMSS si Asocigia copiilor cu sindrom Down Baa.
Spaiul in care s-a de&furat programul de recuperare a sutliec este luminos,
aerisit, cu o temperaturoptima care a asigurat climatul favorabil. Acesta are in
dotare: spaliere, gim-ball-uri, bastoane, saltelgygi medicinale, rulouri, oglinzi,
banchete de masaj, planuri pentru reeducarea lactili, cuburi, pat cu dpetc.
S-a @utat ca nurirul aparatelor, materialelor, obiectelor4uc sa asigure un
mediu propice careistimuleze participarea acliva fiecrui copil.

Tabel 1—Lotul de subiet

Initiale | Sex | Varsta | Diagnostic clinic
D.M 4 ani F Sindrom Down
C.M 6 ani M Sindrom Down
C.A 6 ani F Sindrom Down
D.A 5 ani M Sindrom Down
.M 6 ani M Sindrom Down

Ipoteza cercelrii este urmitoarea: se presupunea,cimplementarea
interveniei kinetoterapeutice timpurie la copiii cu sindroDown, ajui la
Tmburatatirea tonusului muscular, echilibrului, coordain si abilitatilor controlate,
contribuind astfel la educarea deprinderilor metide bai.

Metode de explorarg evaluare:

Anamnezaare o0 importagdi deosebit Tn cunoaterea debutului bolii, a
simptomatologiei generale, a nivelului de edigaprecumsi existena unor
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aspecte patologice asociate (retard mintal timfieiccardiace, respiratorii etc.). Are
valoaresi in stabilirea conduitei terapeutice, in baza iaeareaciei bolnavului la
interveniile anterioaresi a particulariftilor acestora. De&furarea anamnezei a
fost realizai prin intermediul interviului structurat,tindndu-se cont de
particularititile fiecarui subiect in parte. in ceea ce pgitesexamenul fizic general
atentia s-a indreptat spre examinag@matoscopit privind constittia, starea de
nutritie, fizionomia, atitudinea corpotalreactivitatea psihic Aceste informai au
ajutat la conceperea unui tablou privind fumcalitatea generala organismului
copilului si cuprinde date subiective (aprecierea somatosppc obiective
(masuratorile antropometrice).

Examinaregesutului muscular

Examinarea vizual permite depistarea unei eventuale amiotrofii, pamparée.
Palparea muschilor ofef informaii asupra urnitoarelor aspecte: volum (se pot
evidenia atrofii sau hipertrofii), sensibilitate, tondibyoze, alte probleme.

Testul de Evaluare motricfungional: globaki (GMFM) (Manole & Manole,
2009) este un instrument clinic conceput pentrivaua schimbrile Tn fungiile
motricititii globale la copii. Cotine 88 de itemi (exergi) si este Imgrtit in 5
nivele, ce constau in paizifundamentale, astfel: pam culcatsi rostogolirile,
pozitia sezand, patrupedigi pozitia “pe genunchi”, ortostatism, mers, alergare,
saritura. Aceasi testare poate fi utilizatpentru copiii paala 16 ani diagnostica
cu diferite afegiuni, datorit intrekirilor obiectivesi complexe.

Coryinutul interveniei kinetoterapeutice:

Obiectivele de tratameraiu fost urratoarele:

- Cregterea fotei musculare;

- Cresterea andurgri musculare;

- Cresterea stabilitii articulare Tn cazul articutalor hipermobile;

- Educarea mecanismelor privind controlul statilit posturale, a
echilibrului-balansului, coordanii si abilitatilor controlate;

- Corectarea postugi aliniamentului corpului.

Mijloacele kinetoterapeutice au fost uitnarele:

- Masaj terapeutic;

- Tehnici kinetice dinamice: mobifid active, contrad izotonice cu rezistga
manuai concentrice, excentrice, in interioguéxteriorul segmentului de conttag

- Tehnici de facilitare neuromuscuigoroprioceptiw;

- Exerctii fizice terapeutice.

Programul kientoterapeutic:

Aplicarea masajului terapeutic s-a utilizat cu sdafe a metine si imburatati
troficitateasi tonicitatea musculay cresterea excitabilitti musculare, intensificarea
proceselor metabolice din gahi, pentru a produce energia necgsaeshisurarii
efortului fizic, fie pentru a reface rezervele dieagen, contribuind astfel la refacerea
capaciitii de efortsi la preveniregi combaterea oboselii musculare (Méarza, 2002).

Tehnici kinetice dinamice (mobilizi active, contratii izotonice cu rezistes
- avand ca principal obiectiv gterea fotei si/sau rezistetei musculare; uneori
mai sunt utilizate pentru o mai kudirijare a mgcarii);
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Tehnici de facilitare neuromuscudar proprioceptive utilizate pentru
imburatatirea tonusului muscular, a stabitit, mobilitatii controlatesi abilitatii.
Astfel s-au utilizat urritoarele tehnici : IR, IL, IA, CIS, 1zA, SR, PR.

Foto 1 —Izometrii alternante din poz.pe Foto 2— Stabilizare ritmi& din poziia
genunchi de cavaler servant

Dupa imburatatirea fotei musculare, a stabdiii, echilibrului si coordorarii,
intervenia kinetoterapeutic s-a axat pe educarea deprinderilor motrice de baz
(mers, alergare, aruncare-prinder@jtara) prin implementarea exetilor fizice
terapeutice respectandu-se principiul progresiuit

in prima etap, denumii de altfelsi etapa mycarilor grosiere, nedifergiate,
subiedcii erau crispé, unele mgcari fiind executate inutil cu segmente ale corpului
care nu ar fi trebuitasparticipe, determinand astfel un mare consum eegan in
aceast etap s-a recurs la expliga clare pe fielesul copiilor, urmate de
demonstrai multiple. Aceasi etaf a durat 1 |ua.

A doua etap a eduérii deprinderilor motrice (timp de 2 luni) este caa
miscarilor conforme cu scopul @anii, crescandu-se nuirul de repetri, si
reducandu-se mgarile dezorganizate, inutile. Spre si#ul acestei etape s-a
crescut nuriirul de repetri rewsite, n raport cu cele nergte.

in a treiasi a patra etaptoate exerdiile au fost repetate cu o frecug@rmai
mare, ncercand is se elimine eventualele incorectitudini. In condatea
deprinderilor motrice s-@inut cont de nivelul dezvaditii calitatilor motrice si de
particularititile psihice ale subigitor. Aceste etape au durat 3 luni de zile.

Privind selegonarea exergilor fizice terapeutice s-a respectat principiul
progresivititii, avandu-se in vedere udfitoarele aspecte: suprgdabazei de
suginere, distata dintre centrul de greutate al corpwuisuprafaa de sugnere,
numarul de articulai care vor intra in schema de goare, lungimea bralui
parghiei in mgcarea comandat modificarile de tonus muscular, rezistarcare se
va opune mycarii, nivelul de lungime in care myahiul este pus in @ane.

W

Foto nr.3 —mers pe banca de burete Foto nr.4 — sarituri pe salteaua cu ap
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3. Rezultatesi discutii

Analiza individuad a rezultatelor in urma aplizii testului ,Evaluare
motricaz fungionala globak”

Pentru obnerea unor rezultate obiective, copiii au fostaeslin patru poazii
fundamentale statice: p@iai decubit (dorsal, ventral, lateral), pazide patrupedigi
pe genunchsi pozitia ortostatid. Examinarea a fost apliéagi din mers, alergargi
saritura, urmarindu-se deficietele lucrului muscular dinamic. Rezultateletinbte in
puncte au fost reflectate in procente, apoi adupatepartite, oliinandu-se un scor
total al celor 5 componente exprimat de asemeng@aente.

Tabel 2 —Rezultatele testului ,,Evaluare mottidungionala globaki

. .. C. Poziia E. Mers,
A'. PG cgllca =5 qu,na patrupeéliesi D. Ortostatisry alergare, Scor Total
Inizialg #l roszg/(g);)ollnle Siﬁ/i‘)”d poz."pe (%) saritura (%)
genunchi” (% (%)

T.l T.F. T.l T.F. T.l TF| T | TF. | 71 | TF. | T | T.F.
C.M | 100 100 95 98 95 10 79 94 8B % 90 7
C.A | 100 100 90 96 83 92 64 8 68 8B q1 90
D.M 88 96 81 93 64 97 38 59 3( 50 6p LS
D.A 96 98 83 91 83 93 92 109 84 9% 8B 95
.M 92 98 96 98 71 95 74 89| 73 8! 7P B

Analiza rezultatelor aimute prin testrile somatoscopicel testul ,Evaluare
motrici fungionak globak” (GMFM) ne-a oferit date concrete cu o naage
eroare redus intrucat au constat in @mi simple, cunoscutgi implementate
copiilor in primele etape ale eduit deprinderilor motrice de b&z Testarea
realizai a scos n evided o suiti de aspecte privind aprecierea nivelului de
dezvoltare din punct de vedere ftnoal atat in activiitile statice cagi in cele
dinamice. Analizand lotul de subiecse obser¥ ca acatia prezing dificultati in ce
priveste meninerea poaziilor sezand, pe genunchi, patrupedieortostatié@ si
desfisurarea unor activiti ce implica mersul, alergareq saritura.

Subieg¢ii C.M si C.A prezini un procentaj mai mare la testareatiai
(68%, respectiv 83%), in raport cu D.M., la caréiaientele sunt semnificative
privind activititile dinamice — mers, alergareairisura (30% la testarea itiala si
50% la testarea findl. De asemenea la mererea poziilor de patrupedissi pe
genunchi, subiectul 3 a Tnregistrat un procent4f% @ testarea itiala, iar in urma
aplicarii interventiei kinetoterapeutice rezultatul final a fost de¥87ceea ce
Tnseama ca tonusul muscular s-a Imbitstit considerabil.

Intervenia kinetoterapeutic sistematizat in urma rezultatelor evalti a
fost realizai individual, folosindu-se aproximativ acejeanetodesi tehnici (masaj
terapeutic, tehnici de facilitare neuroproprioceptiexerdii fizice terapeutice),
tindndu-se cont de starea copiilor in momentul &asfrii sedinelor
kinetoterapeutice. Deprinderile motrice de dazau educat in urma agiré unui
program kinetoterapeutic axat pe gteeea fotei musculare, stabifiti si
abilitatilor controlate, intrucat imial subiedii prezentau hipotonie muscufarfapt
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pentru care nu rgaau 4 desfisoare exergiile dinamice precum mersul, alergarea
si saritura. O dai cu crgterea fotei musculare s-au Tmbagitit coordonaressi

abilitatile controlate, copiii regind s execute diferite activiti zilnice cu mai
multa usurinta si precizie.

4. Concluzii

Implementarea programelor de recuperare in tratarnsimdromului Down,
respectandu-se principiile interwemi educaonal-terapeutice la copii (principiul
interveniiei precoce, intengitii tratamentului, individualiarii programului
terapeutic, predictibilitii si continuititii, etc.), are efect benefic asupra evau
bolilor Tn vederea amelidni unor manifesiri ale acestora. Ipoteza formulat
anterior s-a confirmat astfel incat implementaremm@mmelor kinetoterapeutice cat
mai timpuriu la copiii cu sindrom Down, ajula Tmburitatirea tonusului muscular,
echilibrului, coordoarii si abilitatilor controlate, contribuind astfel la educarea
deprinderilor motrice de baz
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