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Abstract

This paper aims to highlight the benefit of therdpgrapist, the correction of congenital
club foot deviations infant started as early, eu@mediately after birth. Also, special
attention should be given, informing and educapagents so knowing these benefits can
contribute together as a team in a harmonious palysind mental development of the
child. Trying today to present a model of treattr@frcongenital club foot therapist means
you get a great responsibility. To emphasize #edrfor the study hypotheses we left, that
by applying a recovery program based on passivicises, active-reflexes, proprioceptive
and exteroceptive stimulation at early ages camargdeviation of congenital club foot.
The results of the initial and final evaluationsrev@ositive, upward mobility in the foot
and its deviations. The findings indicate that #ipephysiotherapy program applied to
young children contributes to improving deviati@asnigenital foot.

1. Introduction

Ignacio Ponseti, a professor at lowa Universitysdhat "there osteoarticular
major malformation easier to diagnose and treah thquin varus congenital
idiopathic club foot." At birth, the average fregag of malformations is 2-3% of all
births. These values differ by country but theige of development, geographic
region, race, etc. Since some types of birth ocauisw years after birth, such as
those accompanied by deafness, mental retardation]The most elevated numbers
go up to 7.5-8%. Currently, the World Health Orgation, their early detection is
emerging trend internationally and surveillanceaigenital malformations.

Congenital club foot remains one of the enigmawsedicine, and this is because
| believe that no matter how well we treat at aetiits evolution is full of unexpected,
marked by exacerbations and changes in unexpetiedals. It is also true in the
evolution of congenital club foot that "absent tme@nt permanenting its position
vicious" (Andronescu, 1996, p. 86), by first-retime sclerosis lesions, occurring
antagonist muscles, then capsular injuries and boo@s over time.

It is considered that the efforts required to ttegtdeviations and newborn infant
should be oriented towards achieving "best regulise first 3-6 months of life and to
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remove as far as possible, the regimens ages |&aeework of surgery, with
compromises on both form and function of the f¢B&tiu, 1981, p. 223).

2. Material and methods

Research hypotheses

Observing deviations leg assumptions we startedetbearch were:

- by applying a recovery program based on passieecises, acive-reflexes,
proprioceptive and exteroceptive stimulation at lyeanges can produce
improvements in the development of congenital ¢agda.

- the program will be implemented early interventighe results will be
better and avoid interevga surgery.

Organization of research

The research was performed on a child with clirdtafjnosis of equin varus foot
law, specific case. The patient, a girl (D.E.),cagemonths, diagnosed with moderate
equinus varus foot, congenital left, was takerooutanuary 10, 2013-10 May 2014.

The place of research, basic conditions Materiadseldrch held at Univ.
"Vasile Alecsandri" of Bacau, from January to Ma&313. For the recovery, basic
material conditions were those in the audience:chemattresses, physioball,
hammock, Bobath table.

Assessment methods and tests used

Methods and means:

- Stimulating the muscles hypotonic massage,;

- Physiotherapy (posture, passive and active-rflex@rcises, proprioceptive
and exteroceptive stimuli).

Assessment tests:

- Testing of joint mobility after Dimeglio's clagisation (Table no. 1).

- Testing of passive and active joint mobility-eeflusing goniometer.

Table 1. Classification of DimegligLe Metayer, M., 1989)

Dimeglio Classification:
evaluating varus calcaneu
(heel) of 0-4

fu

'

P 4 points Varus P 3 points
P 2 points Varus P 1 points
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Dimeglio Classification:
equine evaluation of 0-4

-

&
P 4 points equinus » 3 points
P 2 points equin P 1 point

S0

Dimeglio classification:
assessing the internal
rotation of the leg 0-4

P 4 points rotation » 3 points
» 2 points rotation P 1 points

P

Classificarea Dimeglio:
assessing forefoot adductig
from 0-4

adduction > 3 points

adduction P point

Objectives:
- correction of the deformity while maintaining milly and muscle strength;
- obtaining and maintaining a normal ratio tibidatajoints, astragalo-

calcaneal, calcaneus-cuboidiene and the othertaif¢aints;
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- establishment of normal muscle balance betweenntiscles over and
between flexors and extensors;

- ensure the final leg and functional phone.

Methods and chiropractic

Intervention had regard for the particularitiesspkcific child psychomotor
development of the second stage, 3-6 months aftgtaV(taken from Raimescu,
2001, p. 59) and consisted of exteroceptive stinpubprioception and exploitation
natural movements of the primary reactions.

1. Passive exercises. His appeal to progressiwe siovement all possible
amplitudes with insistence and increasing pressare ends of the movement.

Sometimes it worked only at joint stiffness, whttey made small but repeated
“industrious light" to overcome this level. Oftasgpecially for small joints (hence the
small joints of the foot) combines movement inadiit directions with the shaft drive
that decoaptation articular surfaces, allowinggf@ater movement. Pulling the shaft has
been associated with translational or spindleiootah both directions. Were necessary
capsulo-ligament stretches through special passolalization. A passive mobilization
used for segmental relaxation was the shakingdtihetion of the movement is about 1-
2 seconds while maintaining the extent of the maréns at the end of 10-15 seconds.

2. Posture which addressed only soft tissue; reafigful were serious
positions overnight corrective purposes or to kiepamplitude of motion gained
during the day. The same purpose can be used besdad adhesive tapes.

3. Active exercises. In the treatment of early dBuns therapist foot using
active exercise reflex. This was achieved by umnotletd reflex muscle
contractions and unsolicited voluntary patient alljuoccurring in response to a
sensory stimulus in the motor reflex arcs. He wasdefred managed and used for
purposes therapist to facilitate or improve a mosetror positions by stimulating
the stretch reflex stimulation balancing reactistsnulate postural reflexes.

4. Extensor and peroneal muscle stimulation we usadhing, pinching,
brushing, light bites, percussion planting

« stimulation level by touching the plantar mediaksal flexion of the foot
resulting in the shatft;

« fostering internal and external edge eversionianersion stimulating foot;

« stimulation involving triple flexion also dorsééxors of the foot;

5. Pressures joints, 5-6 pressure, which has sosigiility by requiring
proprioceptive ankle joints.

June. Vibration applied hypotonic muscles and tesdbave also helped
increase muscle tone;

6. Was used several years, they have trained pbstiechanisms located in
the lower limbs, and global, especially in the haad body axis (rolling, exercises
performed using the physioball, inclined planesincier).

7. Ankle massage (local friction perimaleolare) kgd(the muscles) was a means
of treatment that has successfully completed thedmn of this deformity. He had an
undeniable value in improving local circulation lohood and lymphatic drainage
favouring the leg, and normalizes muscle tone. Bl @xecuted for 6-7 minutes.
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3. Results and Discussions

The results of the evaluation of passive and actiebility can be found in
table. 2 and mobility after Dimeglio's classificatiin table 3.

Tabel 2 Evolution of performance ankle mobility

Testing | Dorsal flexion passivel Dorsal flexion-reflex active
T. initial 10 10
T. final 30 20

Chart 1 shows the dynamics of evolution ankle nigbiMention that we
evaluated the amplitude of motion in the ankle tjidwllowing motion: passive
dorsal flexion and dorsal flexion reflex active.

After applying treatment there may be an improvenimemhe mobility of the
foot (Figure 1). If you initiate the subject havepassive dorsal flexion of 10
degrees, finally reaching 30 degrees and the asBex dorsal flexion of 10
degrees initial assessment was reached 20 degrees.

[@Testare ini?iala

MTestare finala

Flexie dorsala pasiva Flexie dorsala activa

Figure 1.. Angle values of passive and active mobility — retfhe foot with equinus varus

Tabel 3. Evolution Dimeglio classification results testing

Testing | Varus | Equine | Internal rotation| Adduction
T. initial 3 3 3 3
T. final 1 1 1 1

8
2

o

i

Figure 2. Evolution and dynamics after " Dimeglio Classificat"

Dimeglio's classification allowed me a simple eatibn, complete, and accurate
with which the foot is notable deviation reductinrboth sagittal and horizontal.
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If at first deviation values recorded 20 degreetheCalcaneal varus, internal
rotation, the adduction foot of the equine foot ande versa, at the end of
treatment can be seen reaching deviation reduigibaing recorded values for age
development that is, for 6 months (fig. 2). The atipit had on parents Dimeglio
score decrease was not neglected.

4. Conclusions

1. Assumptions previously made have been confirsegassive exercises,
acive-reflexes, proprioceptive and exteroceptiviendation at early ages can
produce improvements in the development of congkediub foot.

2. Analysis Dimeglio's classification results bynple evaluation, complete and
accurate emphasized reducible varus equinus faatinsagittal and horizontal.

3. Specific failures congenital club foot were restbby selecting the most effective
ways and means have been applied by the methazhlpgnciples of kinesiology.

4. Implementation of a specific therapist, applieml young children
contributes to improving deviations congenital foot

5. By its means, physical therapy fits the moddrerapeutic concepts, its
efficiency is directly proportional to shorten ttiae needed for recovery and removal
surgery. However, it must maintain and consolittaeesults throughout the growth.

Reference

1. ANDRONESCU, A. (1996)Anatomia copilulyiBucursti: Didactici si Pedagogit;

2. BACIU, C. (1981).Aparatul locomotor (anatomie funcnali, biomecanig,
semiologie clinig, diagnostic diferemal), Bucureti: Medicak;

3. LE METAYER, M. (1989).Bilan neuromoteur du jeune enfafncycl. Med.
Chir., Paris, 26028 B20;

4. ROBANESCU, N. (2001)Reeducarea neuro-motorie & Recuperare fiamali si
readaptare Ediia a lll-a revizuid si adaugat, Bucurati: Medicak.

STUDIU DE CAZ PRIVIND ROLUL KINETOTERAPIEI IN RECUPERAREA
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Abstract

Lucrarea de fi isi propune 8 puri in evidemi beneficiul tratamentului kinetoterapeutic,
in corectarea dewidor piciorului stramb congenital la sugar, incémat mai precoce,
chiar imediat dup nastere. De asemenea, trebuie acardatleosebit atenie, informarii si
edudirii parintilor, astfel cunoscandu-se aceste benefigipsat contribui Tmpreua ca o
echip la dezvoltarea fizicsi psihica armonioas a copilului. A incerca a&i sa prezirti

un model de tratament kinetoterapeutic al piciarsithmb congenital inseagha+i lua o
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mare #spundere. Pentru a sublinia necesitatea studimtupkecat de ipoteza, conform
careia prin aplicarea unui programa de recuperarathjaa exertii pasive, acive-reflexe,
stimulari proprioceptive si exteroceptive la varste mici putem imBti devigia
piciorului strmb congenital. Rezultateletiolite in urma evalirilor initiale si finale, au
fost pozitive, in sens ascendent in ceea ce geiv@obilitatea piciorulusi a deviaiilor
acestuia. Concluziile evidgazi faptul G programul de kinetoterapie specific, aplicat la
copilul mic contribuie la imbuitatirea devigilor picirului stramb congenital.

1. Introducere

Ignacio Ponseti, profesor la lowa University, afirgi ,nu exisé malformaie
osteoarticular majoi mai wor de diagnosticagi de tratat decat piciorul stramb
congenital varus equin idiopatic”. Lastere, frecveta medie a malformior este de
2-3% din totalitatea ngerilor. Aceste valori difer insa dup tari si gradul lor de
dezvoltare, regiuni geografice, #asetc. Intrucat unele tipuri de malfortinase
manifesi la cdiva ani de la ngere, cum ar fi cele ingte de surditate, intarzieri
mintale, etc., cifrele cele mai crescute ajungap@n7,5-8%. in prezent, in cadrul
Organizaei Mondiale a 8natatii, se contureaztendirta depistrii lor precoce pe plan
internaional si supravegherea malforniifor congenitale.

Piciorul stramb congenital conting raméara una din enigmele medicingj
aceasta pentruacoricat de bine am considera @ tratim, la un moment dat,
evoluia lui este plid de nepredzut, marcat de agragri si modificari la intervale
neateptate. Cert este idn evoldia piciorului stramb congenitalac’lipsit de
tratament di permanentizedz poztia vicioast” (Andronescu, 1996, p. 86), intai
prin leziunile de sclerazretragie, care survin pe mgahii antagongti, apoi prin
leziunile capsulargi osoase care se produc cu timpul.

Se consider ca eforturile care se impun in tratamentul deNoe piciorului
sugaruluii nou rascutului, trebuiesfie orientat spre almerea unor “rezultate cat mai
bune in primele 3-6 luni de wasi spre Tniturarea, pe céat posibil, din schemele de
tratament a varstelor mai mari, a intemvir chirurgicale pe schelet, cu compromisuri
atat in privina formei, cagi a fungiei piciorului” (Baciu, 1981, p.223).

2. Materiale si metode

Ipotezele cercetii

Observand deviale piciorului, ipotezele de la care am pornitdercetare au
fost urmitoarele:

- prin aplicarea unui programa de recuperare b axerdii pasive, acive-
reflexe, stimudri proprioceptive si exteroceptive la varste mici pot produce

- cu cat programul de intervgm va fi aplicat mai precoce, cu atéat rezultatele
vor fi mai bunesi se va evita intereveia chirurgicad.

Organizarea cercerii. Cercetarea s-a efectuat asupra unui copil cu
diagnosticul clinic de picior varus equin drept,particularititi specifice cazului.

Pacientul, o feth (D. E.) in varst de 6 luni, diagnosticatcu picior varus equin
moderat, stang congenital, a fost fuatevideri pe 10 ianuarie 2013 — 10 mai 2014.
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Locul de desfsurare a cerceétii, conditi de baz material: cercetarea s-a
desfisurat la Univ. “Vasile Alecsandri” din Baa, in perioada ianuarie — mai 2013.
Pentru activitatea de recuperare, caiteide baz materiak au fost cele din sal
banchet, saltele, physioball, hamacul, masa Bobath.

Metodelesi testele de evaluare utilizate

Metodesi mijloace:

- masaj stimulativ pe musculatura hipatpn

- gimnasti@ medical (postudri, exerctii pasive si activ-rflexe, stimuiri
proprioceptivesi exteroceptive).

Teste de evaluare:

- testarea mobilitii articulare dup Clasificarea lui Diméglio (tabel nr. 1).

- testarea mobilitii articulare pasivai activ-reflexa folosind goniometrul.

Tabelul 1 Clasificarea lui Diméglio (Le Metayer, 1989)

Clasificarea Diméglio :
evaluarea varusului
calcaneului (talon) de O la 4

t

+=

— 20=

» 4 puncte Varus P 3 puncte

» 2 puncte Varus P 1 punct
t

o

_=ae

—— 90=

Clasificarea Diméglio :
evaluarea equin-ului de O la|

» 4 puncte equin P 3 puncte
» 2 puncte equin P 1 punct

sao=
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Clasificarea Diméglio:
evaluarea rotéei interne a
piciorului de O la 4

P 4 puncte rotatia » 3 puncte
» 2 puncte rotatia » 1 punct

Classificarea Diméglio :
evaluarea addtei
antepicioruluide la0O la 4

=20° o=

P 4 puncte adugie P 3 puncte
» 2 puncte adugie » 1 punct

Se acord un scor de la 1 la 4 pentru fiecare deformar Punctaj
functie de reductibilitate.
90° la 45° 4
45° la 20° 3
20° la 0° 2
0° la-20° 1

Obiective:

- corectarea diformitii cu meninerea mobilidtii si a fortei musculare;

- oktinereasi meninerea unui raport normal la nivelul artictilar tibio
astragaliene, astragalo-calcaneene, calcaneo-cebejd precumsi la nivelul
celorlalte articulai afectate;

- stabilirea unei balaa musculare normale intre gehii inversorisi cei
eversori, precurgi intre flexorisi extensori;

- s asigure n final un picior mohgl functional.
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Metodesi mijloace kinetoterapeutice

Interventia a avut in vedere respectarea particd@ot de dezvoltare
psihomotri@ a copilului specifice celui de-al doilea stadiu6 3uni, du@ Voyta
(preluat de Roinescu, 2001, p. 59i a constat din stimati exteroceptive,
proprioceptivesi din valorificarea mycarilor naturale din cadrul reddor primare.

1. Exerciii pasive. S-a recurs la guarea lerit progresid pe toate
amplitudinile posibile, cu insistake cresterea presiunii pe capetele desoaire.

Alteori s-a lucrat doar la nivel redorii articulanende s-au executat mici dar
repetate ,fogari usoare”, pentru deirea acestui nivel. De multe ori, mai ales pentru
articulgiile mici (deci si articulgile mici ale piciorului) se combin miscarea pe
diferite diregii cu tragiune in ax, care decoaptéauprafeele articulare, perriénd un
nivel mai mare de mptare. Tragunea in ax a fost asodatu translare sau rotare in ax
n ambele sensuri. Au fost t necesare intindersdagigamentare prin mobilizi
pasive speciale. O mobilizare pasifolositi pentru relaxarea segmeritaa fost
reprezentat de scuturare. Durata uneigadiri este de aproximativ 1-2 secunde iar
mertinerea intinderii la cagbul miscarii este de 10-15 secunde.

2. Posturile corective care s-au adresat ggsarturilor moi; de real folos au fost
posturile seriate din timpul n@p Tn scop corectiv sau de d@gra amplitudinea de
miscare cétigati in timpul zilei. In acelg scop pot fi folositai bandajesi benzi adezive.

3. Exerciii active. In tratamentul kinetoterapeutic precoale deviaiilor
piciorului, s-a folosit exerdu activ reflex. Acesta a fost realizat prin cootiia
musculare reflexe necontrolage necomandate voluntar de pacientarapd de
fapt, ca #spuns la un stimul senzorial in cadrul arcurildtesee motorii. El a fost
stimulat Tn mod dirijatsi utilizat Tn scop kinetoterapeutic, pentru facitéa sau
ameliorarea unei mptari sau posturi prin stimularea reflexului de ntne,
stimularea reatlor de echilibrare, stimularea reflexelor postara

4. Stimularea mychilor extensorisi peronieri in care am folosit atingerile,
ciupiturile, periajul, goare inepituri, percdia plantaé:

- stimukri la nivel plantar prin atingeri mediane antrenfgda dorsal a piciorului in ax;

- stimularea marginii exterrgeinterne stimuland eversgainversia piciorului;

- stimularea triplei flexii antrenand, de asemefieaorii dorsali ai piciorului;

5. Presiuni articulare, 5-6 presiuni, prin care grauirit stabilitatea gleznei
prin solicitarea proprioceptorilor articulari.

6. Vibraia aplicai pe musculatura hipoténsi pe tendoane a ajutat, de
asemenea, cgerea tonusului muscular;

7. S-a folosit mai multe exergj ce au antrenat mecanismele posturale
localizate la nivelul membrelor inferioarg, globale, in special la nivelul axei
corpului si capului (rostogoliri, tarari, exengi executate folosind physioball-ul,
planuri inclinate, cilindru).

8. Masajul la nivelul gleznei (friwini locale perimaleolarey al gambei (pe
musculatut) a fost un mijloc de tratament care a completasutces corectarea
acestei deforma. A avut o valoare incontestabiln ameliorarea circuleei locale,
in favorizarea drenajului sangusn limfatic al piciorului, catsi in normalizarea
tonusului muscular. A fost executat timp de 6-7 uten
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3. Rezultatessi discutii

Rezultatele ofinute Tn urma evakrii mobilitatii pasivesi active se regsesc
n tabelul nr. Zi a mobilitatii dupa Clasificarea lui Dimeglio in tabelul nr. 3.

Tabel 2. Evoluia rezultatelor mobiliézii gleznei

Testri Flexia dorsal pasiva | Flexia dorsal activ-reflex
T. initiala 10 10
T. finala 30 20

Graficul nr.1 repreziit dinamica evoltiei mobilititii gleznei. Preciam ca
am evaluat amplitudinea de goare in articulga gleznei pe urigtoarele mycari:
flexie dorsai pasii si flexie dorsad actv-reflex.

In urma apliérii tratamentului se poate constata o Tmiifire a mobilitii
la nivelul piciorului (figura 1). Datinitia subiectul avea o flexie dorggasii de
10 grade, la final se ajunge la 30 de grade |exig dorsal activ-reflexa de la 10
grade evaluarea imala s-a ajuns la 20 de grade.

30+

251
20
151
10

mTestare ini?iala

mTestare finala

Flexie dorsala pasiva Flexie dorsala activa

Figura 1. Dinamica evoldei mobilitirii pasivesi activ-reflexea piciorului cu varus equin

Graficul nr. 2 reprezidat dinamica evoltiei mobilitati gleznei dug
.Clasificarea Dimeéglio”. Preci#an ca am evaluat amplitudinea de gtare in
articulaia gleznei pe uritoarele mycari: rotatia interré, adugia piciorului, picior
equin, inversia piciorului.

In urma aplidrii tratamentului se poate constata o inititire a mobilititii la
nivelul piciorului, daé initial prezenta o reductibilitate de gradul 3, la fisa poate
observa & a ceasta a &zut la gradul 1, ceea ce semrif@ subiectul in urma aplidi
programului de interevé@i® nu mai necesitintervenie chirurgicad (fig. 1).

Tabel nr.3. Evoluia rezultatelor obinute la clasificarea Dimeglio

Testiri Varus | Equin | Rotaie interra | Addugie
T. initiala 3 3 3 3
T. finala 1 1 1 1

Clasificarea lui Diméglio mi-a permis o evaluarmpli, complei si precis
cu ajutorul dreia se evidetlmzi reducerea devigi piciorului atat in plan sagital
catsi in plan orizontal.
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Oinitial
WEfinal

rotatie aductia piciror ineversia
interna piciorului equin piciorului

Figura 2. Dinamica mobiliitsii articulare dupi ,Clasificarea Diméglio”

Daci la inceput valorile inregistrau o detigade 20 de grade la nivelul varusului
calcanean, a rdiai interne, a adddiei piciorului, a equin-ul piciorulugi inversia, la
sfasitul tratamentului se poate observa reducerea tilgvégungand se fie Tnregistrate
valorile conform varstei de dezvoltare, adie 6 luni (fig. 2). Impactul pe care I-a avut
saiderea scorului Dimeglio asuprarimtilor nu a fost deloc de neglijat.

4. Concluzii

1. Ipotezele formulate anterior s-au confirmatedsticat prin exergi pasive,
acive-reflexe, stimdki proprioceptivesi exteroceptive la varste mici pot produce

2. Analiza rezultatelor Clasificii lui Diméglio printr-o evaluare simp)
complet si precigi, a scos n evided reductibilitatea piciorului varus equin atat in
plan sagital c&i in plan orizontal.

3. Disfunaionalitatile specifice piciorului stramb congenital au fadturate
selectand cele mai eficiente metadenijloace ce au fost aplicate duprincipiile
metodologice ale kinetoterapiei.

4. Aplicarea unui program kinetoterapeutic spegifiplicat la copilul mic,
contribuie la imbu#tatirea deviailor picirului stramb congenital.

Prin mijloacele sale, kinetoterapia se incadiegerfect in conceple
terapeutice moderne, efictanei fiind direct propaionak cu scurtarea timpului
necesar recup@ii si eliminarea intervegiei chirurgicale. Se impune s
mertinereasi consolidarea rezultatelor pe tdgterioada crgerii.
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