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REHABILITACJA KARDIOLOGICZNA W PRAKTYCE

Szkolenie skierowane do osob zajmujacych sie problematyka rehabilitacji kardiologicznej, podzielone na dwa moduty.

Modut | obejmuje zasady rehabilitacji kardiologicznej, metody diagnostyczne i terapeutyczne oraz role fizjoterapeuty w procesie rehabilitacji.

Modut Il omawia zagadnienia Kompleksowej Rehabilitacji Kardiologicznej u chorych po ostrym zespole wiericowym, po zabiegach kardiochirurgicznych,

po wszczepieniach kardiostymulatora oraz u chorych z chorobami wspdtistniejacymi.

SCHORZENIA STAWU BARKOWEGO - REHABILITACJA Z WYKORZYSTANIEM ELEMENTOW TERAPII MANUALNEJ

Szkolenie skierowane do fizjoterapeutow oraz studentow fizjoterapii, obejmujace zagadnienia z anatomii i fizjologii obreczy barkowej, podstaw artro i osteokinematyki,
charakterystyki wybranych urazéw i uszkodzen w obrebie obreczy barkowej, profilaktyki schorzen barku, diagnostyki pourazowej barku oraz praktycznego zastosowania
technik manualnych w rehabilitacji

DIAGNOSTYKA | LECZENIE MANUALNE W DYSFUNKCJACH STAWU KOLANOWEGO
Szkolenie skierowane do fizjoterapeutéw oraz studentéw fizjoterapii, obejmujace zagadnienia z anatomii stawu kolanowego, biomechaniki struktur wewnatrzstawowych,

charakterystyki wybranych uszkodzen w stawie kolanowym, diagnostyki pourazowej stawu kolanowegooraz praktycznego zastosowania technik manualnych w rehabilitacii.

PODSTAWY NEUROMOBILIZACJI NERWOW OBWODOWYCH - DIAGNOSTYKA | PRAKTYCZNE ZASTOSOWANIE W FIZJOTERAPII

Szkolenie podzielone na dwie czesci. Zajecia teoretyczne obejmuja zagadnienia dotyczace budowy komérek nerwowych, anatomii i fizjologii obwodowego ukfadu nerwowego

i rdzenia kregowego, pozycji napieciowych i pozycji poczatkowych testow napieciowych w konczynach oraz kregostupie. Zajecia praktyczne obejmuja wykonanie neuromobilizacji
dla nerwow obwodowych i opony twardej oraz przykladowe wykorzystania neuromobilizacji w jednostkach chorobowych.

TERAPIA PACJENTOW Z OBRZEKIEM LIMFATYCZNYM
Szkolenie podzielone na zajgcia teoretyczne z zakresu anatomii i fizjologii gruczolu piersiowego oraz ukladu chlonnego, objawow raka piersi, leczenia chirurgicznego,
rehabilitacji przed i pooperacyjnej oraz profilaktyki przeciwobrzekowej. Zajgcia praktyczne maja na celu zapoznanie z metodami stosowanymi w terapii przeciwobrzekowej,

praktycznym wykorzystaniem materiatow do kompresjoterapii oraz omowieniem zaopatrzenia ortopedycznego stosowanego u pacjentek po mastektomii.

FIZJOTERAPIA W ONKOLOGII - ZASADY POSTEPOWANIA W WYBRANYCH PRZYPADKACH KLINICZNYCH
Szkolenie obejmuje zagadnienia dotyczace epidemiologii nowotwordw i czynnikow ryzyka, diagnostyki, leczenia oraz nastepstw leczenia nowotworow
(leczenie ukladowe, chirurgiczne, chemioterapia, radioterapia), podstaw terapii pacjentow leczonych w chorobach nowotworowych piersi, ptuc, przewodu pokarmowego,

okolicy glowy i szyi, uktadu moczowo-ptciowego, ukfadu nerwowego. Czgs¢ praktyczna to cwiczenia oraz metody fizjoterapeutyczne w jednostkach chorobowych.

LOGOPEDIAW FIZJOTERAPII

Szkolenie obejmuje nastepujace zagadnienia teoretyczne: zatozenia, zakres dziafan i uprawnienia terapii logopedycznej, narzedzia diagnozy logopedycznej,

grupy pacjentow objetych terapia logopedyczna (dzieci z opdznionym rozwojem mowy i dorosli, m.in. pacjenci z afazja, SM, choroba Parkinsona), zaburzenia mowy
a globalne zaburzenia rozwoju psychoruchowego, dysfunkcje ukfadu ruchowego narzadu zucia, wspolne obszary dziatania fizjoterapeuty i logopedy.

Czesc praktyczna obejmuje studium przypadku: ¢wiczenia - ksztaltowanie umiejetnosci $wiadomego i prawidiowego operowania oddechem.
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NOWE ROZWIAZANIE W LECZENIU,
TERAPII I PROFILAKTYCE KREGOSLUPA

Na polskim rynku pojawita si¢ niedawno doskonata mata do leczenia, terapii i profilaktyki schorzen kregostupa
i plecow StimaWELL®120MTRS. Technologia oparta jest o najnowsze know-how niemieckiego producenta firmy Schwa
Medico GmbH, znanego od 40 lat producenta urzadzen w branzy medycyny holistycznej, a w szczego6lnosci elektrostymulacji.

= StimaWELL"

Wylaczny dystrybutor w Polsce warszawska firma SLOEN Sp. z 0.0. wprowadzita we wrzesniu 2017 roku
mate StimaWELL®120MTRS na polski rynek tuz po zaprezentowaniu jej na tegorocznych targach Rehabilitacja 2017
w todzi. Produkt zdobyl uznanie specjalistow, ktorzy uhonorowali go zlotym medalem targéw! Firma SLOEN, jako
sponsor strategiczny, bierze takze udziat w XIII Konferencji Polskiego Towarzystwa Fizjoterapii, ktora odbedzie sie
w dniach 24 i 25 listopada 2017 w Pabianicach, gdzie bedzie mozliwo$¢ zapoznania si¢ z urzadzeniem i uzyskania o nim
blizszej informacji — serdecznie zapraszamy!

StimaWELL®120MTRS to wysokiej jakosci dynamiczny system terapii plecéw i kregostu-
pa, ktory zostat zaprojektowany z wykorzystaniem najnowszych osiggnie¢ technologicznych
w tej dziedzinie. Dwunastokanalowa mata StimaWELL®120MTRS umozliwia teraz pacjentowi
wielowymiarowy system leczenia kregostupa, kazdy zabieg trwa od 20 do 30 minut i jest
naprawde skuteczny. Szczeg6lne znaczenie ma fakt, iz urzadzenie to zostalo wyposazone w do-
ceniony na niemieckim rynku elektrostymulator StimaWELL® pracujacy w zakresie niskich
i srednich modulowanych czestotliwosci w zakresie od 0 do 100Hz i 2000 do 6000Hz (prad
dwufazowy, symetryczny, prostokatny), ktore z tatwoscig pokonuja bariere skory i docieraja do
najglebszych warstw migsni. System zostat zaprojektowany gtownie do terapii bolu, terapii mie-
$niowej 1 masazu (4 w 1). Twoj pacjent skorzysta ze zwigkszonego zakresu opcji, ktore mozesz
mu teraz zaoferowac! Dodatkowo, nalezy wiedzie¢, ze mata zostata wyposazona w 24 elektrody,
ktory sa podgrzewane do 40°C.

System StimaWELL®120MTRS zapewnia kompleksowy pakiet do profilaktyki i leczenia ostrych i prze-
wlektych choréb plecow. Mata wyposazona jest w szeroki wachlarz mozliwosci programowania w zalezno$ci od modulacji
i ustawien uruchamiamy terapi¢ bolu, budowe miegsni, relaksacj¢ migsni, a takze roznego rodzaje masaze, takie jak stukanie,
gtadzenie i1 ugniatanie. Opatentowana technolgia StimaWELL®120MTRS to dla pacjenta skuteczny, glgboko relaksujacy
system terapii. Dwie z wielu zalet stymulacji $redniej czgstotliwo$ci w porownaniu z innymi typami to osiggniecie wysokie-
go poziomu kompatybilnosci pacjentdow i kojace uczucie, generowane przez przeptyw pradu elektrycznego. Ten proces ak-
tywuje silne skurcze mig¢éniowe 1 zapewnia wigksze obszary leczenia. Zastosowanie $redniej czestotliwosci w systemie
StimaWELL®120MTRS, wystepujacej w zakresie od 2000 do 6000 Hz, impulsy tatwiej pokonuja aspekt oporu skory niz
prady w dolnych zakresach czgstotliwosci. Oznacza to, ze dla pacjenta terapia oparta na przeptywie pradu elektrycznego
w $rednim zakresie czestotliwos$ci jest czgsto doswiadczana jako szczegélnie przyjemna, a nie draznigca. System Stima-
WELL®120MTRS jest niezwykle tatwy w obstudze i nie wymaga specjalnej preparacji. Sterowanie za posrednictwem intu-
icyjnego ckranu dotykowego jest proste i czytelne. Programy mozna szybko wybra¢ i jesli to konieczne, dopasowa¢ do
konkretnych potrzeb Twojego pacjenta. Dzigki nowemu trybowi automatycznego wyboru programow opartych na wskaza-
niach przy uzyciu diagnozy — kalibracji, uzytkownik ma mozliwo$¢ automatycznego wyboru odpowiedniego programu tera-
peutycznego zgodnie z danymi anamnestrujgcymi, ktére mogg by¢ stosowane w kazdej sesji terapeutycznej. Twdj pacjent
jest w stanie kontrolowa¢ poziom pradu elektrycznego za pomocg pilota zdalnego sterowania.

” Sloen Sp.zo.o.
S I_ O E N ul. Jana Pawta II 19, 05-077 Warszawa

www.sloen.eu

h O | | S 't | C h e a | t h e-mail: info@sloen.eu
tel: +48 577 780 799




przenosn
ultrasonograf b/w
na Swiecie.

 Najczesciej
kupowany przez
fizjoterapeutow.

e Krystalicznie
czysty obraz.

e 3 lata gwarandji.

e Sondy 128-elem.

5 Q5

Z DOPPLEREM

Atrakcyjne warunki leasingu!

W CENIE! Profesjonalny kurs, dajacy solidne podstawy do pracy z USG.

—~ 3 - arszawa, ul. Skarbka z Gor
S p OI r en tg en tel. 22 / 855 52 stg},Bf:f Z:zw/F 855 52'61|, iﬁam?lisgs%sg 1/913
www.polrentgen.pl



s fizjoterapia polska

Ocena efektéw rehabilitacji pierwotnej u pacjentéow
z efektem unikania

The assessment of primary rehabilitation effects for patients with brain stroke and the evading effect
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Magdalena Jozefowicz-Korczynska5AP), Jan Szczegielniak®7(A.D)

"Uniwersytet Jana Kochanowskiego w Kielcach, Instytut Fizjoterapii, Kielce, Polska/
Jan Kochanowski University in Kielce, Institute of Physiotherapy, Kielce, Poland

2Uniwersytecki Szpital Kliniczny Nr 1 im. Norberta Barlickiego Uniwersytetu Medycznego w todzi, Zaktad Rehabilitacji, £ 6dz, Polska/
Norbert Barlicki University Clinical Hospital No. 1 of the Medical University of £6dz, Rehabilitation Unit, £6dz, Poland

3Szpital Vital Medic w Kluczborku, Polska/Vital Medic Hospital in Kluczbork, Poland

4PCR, Pabianickie Centrum Medyczne sp. z o. 0., Polska/PCR, Pabianice Medical Center sp. z 0. 0., Pabianice, Poland

5Zaktad Zaburzen Réwnowagi,Katedra Otolaryngologii Uniwersytetu Medycznego w t.odzi, Polska/
Institute of Equine Disorders, Department of Otolaryngology, Medical University of Lodz, Poland

6Szpital Specjalistyczny MSW w Gluchotazach, Polska/MSW (Ministry of Internal Affairs) Hospital in Gtuchotazy, Poland

"Instytut Fizjoterapii Politechnika Opolska, Polska/Opole University of Technology, Institute of Physiotherapy, Opole, Poland

Streszczenie

Cel pracy. Celem pracy byta ocena czestosci wystepowania zespotu zaniedbywania jednostronnego

u pacjentéw z udarem mozgu oraz sprawdzenie czy zespo6t ten miat wptyw na efekty wczesnej rehabilitacji
oraz czas hospitalizacji.

Materiat i metodyka. Badaniu Poddano 63 losowo wybrane osoby z udarem moézgu. Zostaty one podzielone na
2 grupy: A - osoby bez zespotu zaniedbywania, grupa B - osoby z zespotem zaniedbywania. Poréwnywano ich
sprawnos¢ funkcjonalng w dniu przyjecia na oddziat rehabilitacji i w dniu ich wypisu. Wyniki zostaty
opracowane za pomoca tabel i wykreséw. Badania opracowano statystycznie przez Test zgodnosci chi-
kwadrat.

Wyniki. Stan funkcjonalny wszystkich pacjentow ulegt poprawie. Pacjenci bez zespotu zaniedbywania
znacznie poprawili swoja samodzielno$¢, potrzebowali niewielkiej pomocy w wiekszosci badanych
aktywnosci. Natomiast pacjenci z zespotem zaniedbywania, pomimo prowadzonej takiej samej terapii
uzyskali duzo mniejsza poprawe i nadal pozostali w przedziale mniejszej mobilnosci. Wystepujacy u nich
zespo6t zaniedbywania jednostronnego miat wptyw na czas hospitalizacji.

Whnioski. Pacjenci z zespotem zaniedbywania jednostronnego maja stabszy powrot funkcji. Zespo6t
zaniedbywania ma wptyw na dtugo$¢ hospitalizacji (R=0,0082).

Stowa Kkluczowe:
udar mo6zgu, zespot zaniedbania jednostronnego, wczesna rehabilitacja

Abstract

Purpose. The purpose of this study was to assess the prevalence of hemispatial neglect in stroke patients and
to determine whether this condition can affect the results of early rehabilitation and hospitalization duration.
Materials and methods. 63 randomly selected stroke patients were examined. The participants were divided
into two groups: group A - participants without hemispatial neglect; and group B - participants diagnosed
with hemispatial neglect. Physical functionality of participants, assessed at admission to the rehabilitation
ward and at discharge, was compared. The results were organized into tables and graphs. The collected data
were analyzed with the chi-square test of goodness of fit.

Results. The results show an increase in physical functionality of all participants. Participants without
hemispatial neglect have considerably improved in their functional independence, needing little help with
most activities assessed as part of the study. On the other hand, participants diagnosed with hemispatial
neglect showed much less improvement, despite the same amount of therapy, and remained on a lower
mobility level. Hence, hemispatial neglect affected their hospitalization duration.

Conclusion. Participants with hemispatial neglect exhibited slower functional recovery. Hemispatial neglect
affects hospitalization duration (R=0.0082).

Key words:
Stroke, hemispatial neglect, early rehabilitation

16 www.fizjoterapiapolska.pl
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Introduction

According to the World Health Organization, stroke is a medical
condition that has a severe impact on the overall health of an in-
dividual, and is the second leading cause of death after cardiova-
scular diseases and cancer [1].

The number of stroke patients increases with age. Research on ce-
rebrovascular accidents has identified several risk factors that have
a significant impact on the health of an individual, and may lead to
stroke, even at a young age. Eliminating these negative lifestyle
habits will help to reduce the risk of stroke. Lifestyle choices, and
especially physical activity, play a great role in maintaining good
health. The damage caused by a stroke requires long-term treat-
ment and expensive rehabilitation, which can last for years, and
sometimes for the rest of the patient’s life [2, 3]. Hence, it is impe-
rative to start therapy as soon as possible [16, 17, 19].
Longitudinal studies have shown that functional abilities of
stroke patients decrease gradually over time. The rate of this
process is directly correlated with the severity of the
disabilities caused by the stroke [6, 7].

Loss of coordination and movement impairment are a common
result of stroke, and are caused by a decrease of normal tension
on the affected side. Thus, each movement requires a lot of
effort from the patient. The recovery process comprises several
stages that are characterized by specific symptoms [3].

Principles of hemispatial neglect rehabilitation:

- making the patients aware of their attention deficit, as
reducing anosognosia improves their motivation to undertake
therapy [4],

- employing teleceptive stimulation — using auditory and visu-
al stimulus to direct the patients’ attention to the neglected si-
de. The patients’ beds should be positioned in such a way that
the cupboard, food, television set, staff, visitors, and other ob-
jects of interest are located on the patients’ neglected side [5],

- actively monitoring the neglected extremities and
encouraging their use e.g. through the method developed by
Taub [5],

- minimizing stimulus on the non-neglected side,

- employing exteroceptive stimulation — using tactile stimuli,
cold and hot stimuli, massages, functional electrical
stimulation (FES), transcutaneous electrical nerve stimulation
(TENS),

- employing proprioceptive stimulation — using Kabat proprio-
ceptive facilitation and Bobath stimulation as motor therapy,

- training symmetrical activation of extremities,

- employing psychological compensatory strategies —
retraining patients in visual spatial scanning, rehabilitation of
balance disorders and computer-assisted rehabilitation of
visual motor coordination,

- employing sensory modulation techniques — vestibular
stimulation. This type of stimulation focuses on familiar
motor experiences i.e. body’s response to gravity, linear and
rotation movement, and acceleration; optokinetic stimulation
— the optokinetic stimuli (optokinetic nystagmus) presented on
the screen stimulate the vestibular system [4].

The methods used in hemispatial neglect rehabilitation help pa-
tients to improve their skills in active visual field scanning and to
create a habit of directing attention to the neglected space [9, 20].

www.fizjoterapiapolska.pl 17
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Purpose

The purpose of this study was to assess the prevalence of
hemispatial neglect in ischemic stroke patients. The impact of
hemispatial neglect prevalence on early rehabilitation and
hospitalization duration was also investigated.

Materials and methods:

The study included 63 randomly selected stroke patients. Their
diagnosis was corroborated with a neuroimaging techniques
(CT, MR) and cognitive assessment. The participants were
divided into two groups. Inclusion to group B was determined
on the basis of a positive hemispatial neglect diagnosis. Group
A included participants who did not have hemispatial neglect.
The randomly selected group of participants included 38
patients without hemispatial neglect and 25 patients diagnosed
with hemispatial neglect.

Group A included participants who met the following criteria:

- suffered first hemispheric ischemic stroke,

- were conscious and verbally responsive,

- had no disabilities before the stroke,

- additionally suffered from hypertension.

Group B included participants who met all criteria for inclusion
in group A, but were also diagnosed with hemispatial neglect.
The clinical diagnosis was corroborated in each case with
a head CT scan.

The study assessed the physical functionality of the participants
and their ability to perform basic activities of daily living
(ADL). For that purpose, the study used the Barthel ADL index
and, to some extent, also the Rivermead Motor Assessment
[18].

The following activities from the Rivermead Motor Assessment
scale were used:

- rolling to both affected and unaffected side,

- lying to sitting on a bed,

- sitting unsupported on the bed,

- transferring from a bed to a chair,

- changing position from sitting to standing,

- maintaining a standing position for at least 30 seconds,

- the up and go test,

- walking independently with or without orthopedic aid,

- climbing stairs.

The tests were administered twice: at admission and at
discharge from the rehabilitation program. The uniform therapy
regimen was the common thread joining both groups. It
included elements from the Bobath method and the PNF that
are concerned with movement patterns of lower extremities and
upper extremities, shoulder blades, pelvis, retraining normal
posture and retraining gait on flat floor. The groups were
differentiated on the basis of a hemispatial neglect diagnosis, as
only participants with a positive diagnosis were placed in group
B. The type of therapy was chosen individually to meet the
abilities and needs of each participant; however, the therapy
duration was kept constant at 2h 45 min., and the physical
therapy always included functional exercises. The type of
physical therapy was adjusted to the condition of the each
participant individually, including passive, active/passive, or
resistance exercises. The position of the exercises was also
matched to the participant’s ability to stabilize his or her trunk,
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starting with lying supine and gradually progressing upwards.
To prepare the participants for walking, the therapy used
elements from the Bobath approach, such as scooting to
improve pelvic mobility in the frontal plane, and rocking to
improve pelvic mobility in the sagittal plane. The aim of the
next stage was to teach the participants how to push up to
a standing position, properly put weight on the affected side,
and how to maintain balance. After acquiring these skills, the
participants moved to the walking training.

The statistical analysis was conducted using STATISTICA 10.1
PL. The values of the quantitative variables are presented as
means with standard deviation.

The data have been analyzed quantitatively and qualitatively,
and the end results were organized into tables and graphs. The
data have also been analyzed with the chi-square test of
goodness of fit. This statistical test is used predominantly in
medical data analysis for comparing the distribution of
a variable with a theoretical distribution model. It is used in two
categories: the first one is used to test whether the groups have
equal frequency, while the second compares the sampling
distribution with a model distribution. The test is deemed to be
statistically significant when p < 0.05

Results

The analysis was conducted on a total number of 63
participants, who were divided into two groups. Group
A included 38 participants and group B 25 participants. The
study was conducted between 2013 and 2015. Participants in
both groups suffered an ischemic stroke.

The study used an abbreviated version of the Barthel scale, in
which the maximum score was 20.

Table 1 Mean score on the Barthel scale before and after

therapy — own elaboration
14+ -
, o Dzien przyjecia/Admission
12+
ot W Dzier wypisu/Discharge
10+ -
Group A Group B 5 ,,// )
n n v
6 g ,,,,/
Admission day 6.9 2.0 oy
2 i /,/ /,, ,,,/’,
5 0 ’/, ,/
Dlscharge day 12.3 6.1 Grupa A/Group A Grupa B/Group B
D 54 39 Fig. 1 Mean score on the Barthel scale before and after

therapy — own elaboration

The mean score on the Barthel scale, measured at admission,
was 6.9 for group A and 2.0 for group B. The mean score
measured at discharge was 12.3 for group A and 6.1 for group
B. Both groups showed improved results.

The analysis of scores on the Barthel scale showed no

significant statistical difference p=0.5, x*=0.328 df=1 x*¢=0.328
< x20.05;1=3.841 (x*c - calculated value of test statistic).
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Table 2 Rolling to side (mean score) - own elaboration

Admission day 0.8
Discharge day 1.5
Difference 0.7

Table 3 Rolling to side (mean score) - own elaboration

Admission day 0.8
Discharge day 1.5
Difference 0.7

20

16

140
12

0,2

0.5

1
08
06 [ v
0a

D 1<

Grupa A/Group A Grupa B/Group B

M Dzieri przyjecia/Admission
W Dzieri wypisu/Discharge

1.4

0,8
1,5

0,5
1,4

0.9

Fig. 2 Rolling to side (mean score) - own elaboration

The mean score for rolling to side, measured at admission,
was 0.8 for group A and 0.5 for group B. The mean score
measured at discharge was 1.5 for group A and 1.4 for group

B. Both groups showed improved results.

The analysis of scores for rolling to side in group A and group
B did not reveal any statistically significant differences p=0.8

x*=0.035 df=1 x*¢=0.035 < x20.05;1=3.841

Ta

12

0,6

0.1

16
Gt
08 |

04
ozhb

0

| m Dzien przyjecia/Admission

Grupa A/Group A
0,8

Grupa B/Group B
01

| M Dzien wypisu/Discharge

1.1

1,5 15

Fig. 3 Rolling to side (mean score) - own elaboration

The mean score for sitting unsupported, measured at

admission, was 0.8 for group A and 0.1 for group B.

The mean score measured at discharge was 1.5 for group
A and 1.2 for group B. Both groups showed improved results.

The analysis of scores on the Barthel scale showed no

significant statistical difference
p=0.5, x>=0.325 df=1 x?c=0.325 < x?0.05;1=3.841
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Table 4 Changing position from lying to sitting on bed s
(mean score) - own elaboration

08

Group A

06

n

04 |

Admission day 0.7 0.0 02 _

: . GrupaAlgroupA | GrupaB/GroupB_ [
Dischar e da IIDzier‘l pn:ngcia!Admissionl 0,7 | [i]
g Y 14 0.5 m Dzieri wypisu/Discharge 14 | 0,5
Difference 0.7 05 Fig. 4 Changing position from lying to sitting on bed

(mean score) - own elaboration

The mean score for changing position from lying to sitting,
measured at admission, was 0.7 for group A and 0 for group B.
The mean score measured at discharge was 1.4 for group
A and 0.5 for group B. Both groups showed improved results.

The analysis of the scores recorded for group A and group B at
admission and at discharge showed no significant statistical
difference

p=0.6, x>=0.228 df=1 x?c=0.228 < x?0.05;1=3.841

Table 5 Transferring from a bed to a chair (mean score) -
own elaboration

14 [

12

08

06 |

o
Admission day 0.7 0.0 02
I . T
| Grupa A/Group A Grupa B/Gruop B
. o Dzieri przyjecia/Admission | 0,7 (1]
DISCharge day 14 06 W Dzierh wypisu/Discharge 1.4 | 0,6
Difference 0.7 0.6 Fig. S Transferring from a bed to a chair (mean score) -

own elaboration

The mean score for transferring from a bed to a chair,
measured at admission, was 0.7 for group A and 0 for group B.
The mean score measured at discharge was 1.4 for group
A and 0.6 for group B. Both groups showed improved results.

The analysis of scores for transferring participants from a bed
to a chair did not reveal any statistically significant difference

p=0.6 x>=0.27 df=1 x*¢c=0.27 < x?0.05;1=3.841
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Table 6 Changing position from sitting to standing (mean
score) - own elaboration

08

06 [~ §
0a I
Admission day 0.7 0.0 ozl
v
- Grupa A/Group A . Grupa B/Group B
9 ® Dzien przyjecia/Admission 0,7 | 0
Dlscharge day 1.3 0.5 W Dziefi wypisu/Discharge 13 0,5
Difference 0.6 0.5 Fig. 6 Changing position from sitting to standing (mean

score) - own elaboration

The mean score for changing position from sitting to
standing, measured at admission, was 0.7 for group A and 0
for group B. The mean score measured at discharge was 1.3
for group A and 0.5 for group B. Both groups showed
improved results.

The analysis of scores for changing position from sitting to
standing showed no significant statistical difference p=0.6,
x2=0.325 df=1 x2¢=0.325 < x20.05;1=3.841

Table 7 Maintaining a standing position for at least 30
seconds (mean score) - own elaboration

14 ¢

12

08

06

04 ¢~

Admission day 0.6 0.0 wl

| Grupa A/Group A ‘ Grupa B/Group B
. o Dzieri plzyjaciahldmissiun: 0,6 | (1]
Discharge day 1.3 0.5 B Dziert wypisu/Discharge | 13 1l 05
Difference 0.7 0.5 Fig. 7 Maintaining a standing position for at least 30

seconds (mean score) - own elaboration

The mean score for maintaining a standing position for at least
30 seconds, measured at admission, was 0.6 for group A and 0
for group B. The mean score measured at discharge was 1.3
for group A and 0.5 for group B. Both groups showed
improved results.

The comparative analysis of the scores in group A and group

B showed no significant statistical difference
p=0.6, x>=0.211 df=1 x2c=0.211 < x20.05;1=3.841
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Table 8 The up and go test (mean score) - own
elaboration

Admission day 0.5 0.0
Grupa A/Group A Grupa B/Group B
. o Dzier przyjecia/Admission 05 0
Discharge day 1.0 0.2  Dzier wyplsu/Discharge 1 02
Difference 0.5 0.2 Fig. 8 The up and go test (mean score) - own elaboration

The mean score for the up and go test, measured at
admission, was 0.5 for group A and 0 for group B. The mean
score measured at discharge was 1 for group A and 0.2 for
group B. Both groups showed improved results.

The analysis of the scores recorded for group A and group B
at admission and at discharge showed no significant
statistical difference

p=0.7, x>=0.094 df=1 x2c=0.094 < x20.05;1=3.841

Table 9 Walking independently (mean score) - own

09 (-

elaboration 08
07
06 [© 7
(5|
0,4 L /,o'
03 } e
i 0z ||
Admission day 0.3 0.0 b ‘
1] = T :”/
Grupa A/Group A Grupa B/Group B |
) m Dzien przyjecia/Admission 0,3 ]
D1scharge day 0.9 0.1 W Dzieri wypisu/Discharge 09 0,1
Difference 0.6 0.1 Fig. 9 Walking independently (mean score) - own

elaboration

The mean score for walking independently, measured at
admission, was 0.3 for group A and 0 for group B. The mean
score measured at discharge was 0.9 for group A and 0.1 for
group B. Both groups showed improved results.

The analysis of scores for walking independently in group
A and group B has not revealed any statistically significant
differences

p=0.8 x2=0.033 df=1 x2¢=0.033 < x20.05;1=3.841
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Table 10 Climbing stairs (mean score) - own elaboration

07

06 7 z
05 |
04 I~
03 |
02 ’
Admission day 0.2 0.0 o1
0 4
Grupa A/Group A | Grupa B/Group B
Discharge day 07 OO | m Dzieri przyjecia/Admission 0,2 0
| M Dzien wypisu/Discharge 0,7 0
Difference 0.5 0.0 Fig.10. Climbing stairs (mean score) - own elaboration

The mean score for climbing stairs, measured at admission,
was 0.2 for group A and 0 for group B. The mean score
measured at discharge was 0.7 for group A and 0 for group B.
Group A showed slight improvement, while group B showed
no changed at all.

The analysis of the scores recorded for group A and group B at
admission and at discharge showed no significant statistical
difference

p=0.5, x>=0.278 df=1 x?c=0.278 < x>0.05;1=3.841

Table 11 Duration of hospitalization on the rehabilitation

o
ward (in weeks) - own elaboration k
7 ¥
(3
Group A S
n a4
3 7
. . v I
Admission day 9.0 9.0 b
0 :/ Grupa A/Group A Grupa B/Group B
) o Kobiety/Women 9 9
Discharge day 7.0 8.0 | Meiczyini/Men | 7 8
Difference 8.0 9.0 Fig. 11 Duration of hospitalization on the rehabilitation

ward (in weeks) - own elaboration

The mean number of weeks spent on the rehabilitation ward in
group A was 7 for men and 9 for women. In group B, the
mean number of weeks spent on the rehabilitation ward was 8
for men and 9 for women.

The analysis of the values for mean hospitalization duration in
group A and group B has not revealed any statistically
significant differences

p=0.8 x*=0.036 df=1 x*¢=0.036 < x20.05;1=3.841
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Fig. 12 Hospitalization duration and therapy efficacy (according to the Barthel score measured at discharge) in group A
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The value of the R correlation coefficient is -0.6284, which reveals
a moderate negative relationship between the analyzed variables.
This means that there is a tendency for high scores for the X
variable to entail low scores for the Y variable (and the other way
round). The value of R2, the determination coefficient, is 0.3949.
As the data on hospitalization duration shows, the time spent on
the rehabilitation ward did not have an effect on the results of
participants who did not have hemispatial neglect.
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Fig. 13 Hospitalization duration and therapy efficacy (according to Barthel score at discharge) in group B
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The value of the R correlation coefficient is 0.0082, which technically si-
gnifies a positive correlation, but the relationship between the variables is
weak. As the data shows, the time spent on the rehabilitation ward had an
effect on the results of participants diagnosed with hemispatial neglect.
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Discussion

Cerebrovascular accidents pose a considerable challenge to modern
rehabilitation therapy. Because each stroke is different, teams of spe-
cialists and researchers are constantly working on developing new
physical therapy methods and on adding new elements to the existing
ones [10]. Administering the appropriate, early rehabilitation therapy
increases the survivability rate, decreases the risk of complications,
and improves patients’ motor functions.

According to Kijowski et al., who conducted a study on the effects of
a month-long intensive physical therapy on 120 stroke patients, only re-
gular, continuous therapy administered as soon as possible after the on-
set of the stroke can yield positive results and help the patients improve
in their motor functions. To assess the efficacy of the treatment, Kijow-
ski et al. had 90 participants undergo regular therapy, while 30 partici-
pants were placed in a group with an irregular therapy regimen [11].
Using the Barthel scale, Szczudlik assessed the independence of stro-
ke patients 30 days after the onset of a cerebrovascular accident. He
concludes that deferred therapy has resulted in a worse recovery pro-
gnosis. The results of the rehabilitation therapy were also influenced
by the higher age of the participants and the extensive neurological
losses that they exhibited [12].

The purpose of this study was to assess the prevalence of hemispatial ne-
glect in ischemic stroke patients and to investigate the impact of this syn-
drome on the effects of carly rehabilitation and on hospitalization duration.
The participants were divided into two groups on the basis of a hemispatial
neglect diagnosis. Both groups underwent the same physical therapy.
According to Polanowska & Seniow, the symptoms of hemispatial
neglect have a negative impact on patients’ independence and autono-
my, reduce the efficacy of physical therapy, and also cause a worse
prognosis for functional recovery [9].

The participants with hemispatial neglect who were examined in this
study showed a much lower Barthel index, 2.0 points on average,
which is an indication of complete dependence. In comparison, the
Barthel index was on average 6.9 points for participants without he-
mispatial neglect. All of the participants improved in their motor
skills. In group A, the mean value was 12.3 points, which shows that
the participants in this group needed little help with activities of daily
living. On the other hand, participants in group B remained dependent,
despite the improvements in motor functionality.

Pedersen et al. noted that in the first week after a right-hemisphere
stroke 40-80% of patients show symptoms of hemispatial neglect,
while only 10-20% of left-hemisphere stroke patients are affected with
this syndrome [13].

In the present study, group B included only participants who suffered
a left-hemisphere stroke.

The results clearly demonstrate that the functional state of the participants
has improved. The assessment of the effects of the therapy was focused
primarily on basic activities such as eating, rolling to side, changing posi-
tion from lying to sitting, and transferring from a bed to a chair.
Trochimiuk and Kochanowski et al. reached the same conclusion by
conducting a similar study, in which the participants showed an
improvement in activities of daily living i.e. eating, changing body
position from lying to standing, moving across a flat floor. However,
with regard to more complex activities, such as bathing, personal hy-
giene, and climbing stairs, they reached a conclusion similar to that
drawn in the present study. Such activities require greater muscle
strength, physical fitness, and a better capacity for physical exertion.
Hence, training programs that are focused on developing skills for such
activities should be introduced at a later point in the therapy [8].
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Jaracz and Kozubski obtained similar results by conducting a study that
used the 100-point Barthel scale. They found that the recovery of the
greatest number of functions occurs within 3 months of the cerebrova-
scular accident [14].

Most of the participants in that study were at risk of stroke due to dia-
gnosed hypertension. Siebert et al. have identified hypertension to be
the most common factor causing stroke [15].

Conclusions

1. Extensive early rehabilitation therapy has improved the physical
functionality of the participants (the mean score on the Berthel scale
increased by 7.5 points in group A and by 6.6 points in group B and
showed no statistically significant difference).

2. Patients with hemispatial neglect exhibit slower functional recovery (the
mean score in group B i.e. participants with hemispatial neglect, as measu-
red at admission, was 8.2 points, which indicates lesser functional mobility.
In comparison, the score in group A was 15.1 points at admission).

3. There is a weak relationship (with a trend towards statistical signifi-
cance) between the effects of rehabilitation therapy and hospitalization
duration (R=0.0082). The mean hospitalization duration was longer for
participants with hemispatial neglect (8 weeks for group A and 8.5 we-
eks for group B).

4. In a group of 63 randomly chosen stroke patients, we determined that
25 of them were also diagnosed with hemispatial neglect (about 40%).
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