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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
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Zmiany jakosci zycia osob z przewlekiym
niedokrwieniem konczyn dolnych pod wptywem
terapii energotonowej

Improvement in the quality of life of persons with chronic lower extremity ischaemia after high-
tone power therapy

Joanna Szymanska'(A-B.C.D.EFG) Olga Nowotny-Czupryna'(C.D.EF),
Krzysztof Czupryna'(®.LE), Renata Szczepaniak?3(P.EF)

'Katedra Fizjoterapii, Wydziat Nauk Stosowanych, Wyzsza Szkota Biznesu w Dabrowie Gérniczej, Polska/
Department of Physiotherapy, Faculty of Applied Sciences, University of Dgbrowa Goérnicza, Poland
2Wyzsza Szkota Informatyki i_Umiejetnosci w £odzi, Polska/University of Computer Science and Skills, Lodz, Poland
3Pabianickie Centrum Rehabilitacji, PCM Sp. z 0.0., Pabianice, Polska/Rehabilitation Center in Pabianice, PCM Sp. z 0.0., Pabianice, Poland

Streszczenie

Wstep. PNKD powoduje obnizenie zdolno$ci chodzenia czego powodem jest spowodowane bélem ograniczanie aktywnosci fizyczne;j. Jest to
zasadniczy element obserwowanego u tych chorych obnizenia jakosci Zycia. Z tych tez powodéw jednym z celéw

terapeutycznych jest zmniejszenie ubytku wydolnosci fizycznej, do ktdrej doszto wskutek wieloletniej zwykle bardzo niskiej aktywnosci
ruchowe;j.

Celem pracy byto sprawdzenie, czy u pacjentéw z PNKD terapia energotonowa wptywa

na poprawe mozliwosci funkcjonalnych w zakresie chodu, a poprzez to poprawia jakos¢ zycia w ich wiasnej ocenie.

Materiat i metodyka. Badaniami objeto 68 chorych w wieku 40-70 lat, ktérych

przydzielono do grupy A - zasadniczej i B - kontrolnej. Oceniano ich mozliwosci funkcjonalne w zakresie chodu z wykorzystaniem
kwestionariusza WIQ - Walking Impairment Questionnaire, oceniajacego 4 domeny: dystans chromania, szybkos¢ chodzenia, natezenie
chromania, zdolno$¢ chodzenia po schodach. Badanych z grupy A poddano serii zabiegéw terapii energotonowej, zas w grupie B zabiegi te
byty symulowane.

Wyniki. Wykazano réznice w kazdej badanej domenie kwestionariusza WIQ, jednak istotne tylko w grupie A. Najwieksze zmiany dotyczyty
bdlu i kurczéw tydek, nieco mniejsze predkosci chodu oraz chodzenia na réznych dystansach, za$ najmniejsze mozliwosci chodzenia po
schodach. Pewne zmiany odnotowano tez w grupie kontrolnej, ale byly one mniej wyrazne i dotyczyty niektdérych tylko domen
kwestionariusza WIQ.

Whioski. Terapia energotonowa powoduje subiektywna poprawe mozliwosci funkcjonalnych w zakresie lokomocji we wszystkich domenach
samooceny chorych. Poprawa funkcji koriczyn dolnych uwarunkowana jest obecnoscia dodatkowych czynnikdw, stanowigcych swego
rodzaju czynniki ryzyka choroby.

Stowa Kluczowe:
terapia energotonowa (HiToP), jakos¢ Zycia, przewlekte niedokrwienie koriczyn dolnych (PNKD)

Abstract

Introduction The CLEI results in decreased walking ability, which is limiting physical activity due to pain. This is the main factor adversely
influencing the quality of life observed in these patients. For these reasons, the most important target of physiotherapists is to reduce
physical fitness loss caused by a very low level of physical activity over many years.

The aim of the study was to investigate whether the high-tone power therapy can improve functional abilities patients with CLEI in the gait,
and thereby improve their self-assessed quality of life.

Material and methods The study involved 68 patients aged 40-70, who were assigned to one of two groups: the A - main, group and B -
control group. Their functional abilities in gait were assessed with the use of the WIQ-Walking Impairment Questionnaire, which evaluated 4
domains: claudication distance, walking speed, claudication capacity, ability to walk steps. A group patients were subjected to a series of high-
tone power therapy while in B group all the treatments were simulated.

Results Certain differences were noticed in each domain of the WIQ questionnaire, but significant ones were solely in A group. The most
noticeable changes were in pain and cramps of the calf; smaller changes were related to walking distance and speed. The smallest changes
were reported in the ability to walk steps. Some changes were also reported in the control group, but they were less conspicuous and only
affected some domains of the WIQ questionnaire.

Conclusions The high-tone therapy results in subjective improvement in functional locomotion capacity in all domains of self-assessment of
patients. Improving the function of lower extremities is conditioned by the presence of additional factors, which are kind of disorder risk
factors.

Key words:
high-tone power (HiToP), quality of life, chronic lower extremity ischemia (CLEI), chronic lower limb ischemia
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Introduction

Atherosclerotic lesions, along with associated lower limb
ischemia, belong to a group of chronic disorders affecting
not only the patient's health but also their social and
occupational status. Chronic disorders largely determine the
quality of life, and their negative effects are seen in almost
every aspects of life. Any disease changes the way of
functioning of a person and life becomes completely
subordinated to it. In the above-mentioned group of patients,
these functional limitations are particularly evident in the
area of locomotion [1].

In the study of the consequences of chronic diseases, apart
from the biological assessment of health, increasingly more
attention is drawn to the well-being and the possibility of
functioning of the patient in everyday life. In addition to
living time, the quality of life is also taken into
consideration. According to the WHO, the quality of life is
expressed by the sense of satisfaction of individuals or
social groups resulting from the consciousness of satisfying
one's own needs and perceiving the possibility of individual
and social development [2, 3]. The quality of life understood
in this way may have a number of determinants, so the
medical sciences use the following definition: - health
related quality of life (HRQL). It is understood as
a functional effect of the disease and its treatment
experienced by the patient. It represents a holistic view of
the patient's problems, it serves to improve health and
provides information about the patient's functioning [4, 5].
The evaluation of this quality is an important indicator of
the benefits of the patient undergoing the treatment. The
best source of information about quality of life is the patient
himself, who most accurately determines how the disease
affects their life [6, 7].

As one of the primary symptoms of CLEI is intermittent
claudication, so far the most authoritative and reliable
progress and monitoring indicators have been the distance of
the painless and maximum walking. Currently, the quality of
life of these individuals is also increasingly taken into
account in determining the effectiveness of the treatment [8,
9, 10, 11]. The quality of life can only be measured on the
basis of the patient's opinion, and the appropriate tools to
collect the data were prepared, namely various
questionnaires expressing the effect of treatment in the form
of points. For patients with the (CLEI), an SF-36 (Short
Form - 36) questionnaire was proposed in 1992 by Ware et
al. [12]. Other questionnaires to assess walking impairment
and physical activity include: Walking Impairment
Questionnaire (WIQ) and PAR (Physical Activity Recall)
[13, 14].

In the case of the CLEIL, one of the therapeutic goals is to
reduce the extent of physical decline that was caused by very
low walking activity caused by intermittent claudication.
The aim of the treatment is to avoid critical limb ischemia
and amputation, as well as to improve the quality of life. In
most patients, long-term conservative therapy is used in the
form of physical training, which seems to be the most

www.fizjoterapiapolska.pl 65
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effective in prolonging the claudication distance and inhibiting
the disorder progression [15, 16, 17, 18]. Physiotherapeutic
treatment is being increasingly used [17, 18, 19, 20] in
addition to pharmacological treatment, and in the absence of
any improvement resulting from the implementation of
a supervised physical exercise program or the impossibility of
conducting them due to co-morbidities.

One of the latest methods of supporting vascular disease
treatment is also the high-tone power therapy, whose main
effects are the introduction of energy into the body and
inducing resonance to stimulate cells and cellular structures to
vibration in order to improve metabolic processes and reduce
pain. As a result, tissue diffusion increases, intracellular
transport of substances stabilizes (e.g. cAMP), and
interactions and communication among cells improve to
maintain tissue function. Local blood supply, the amount and
size of mitochondria, known as energetic "power stations"
increase, which in turn accelerate the healing process [21, 22].

Aim

The aim of the study was to investigate whether in patients
with the CLEI, the high-tone power therapy would improve
functional abilities in the gait, and thereby improve the quality
of life of patients in their own assessment.

Material and methodology

The study involved 68 second-degree CLEI patients
(Fontaine's classification) aged 48-70 (x = 63,26 + 5,26) who
were prescribed physical therapy — high-tone power therapy.
The subjects were randomly divided into two 34-person
groups: A — main and B — control. All patients had identical
pharmacological therapy, namely aspirin (Polocard 150-325
mg/24 hours) and statins (Simvacard 20 mg/24 hours). The
main criteria for the inclusion in the study were: stable
intermittent claudication for at least 6 months, written consent
of patients for the participation in the study and no
contraindications to surgery. Patients with short claudication
distance (below 30m), simultaneous using of other physical
procedures, taking other medicines than the whole group,
suffering from an active cancer, or diabetes, or those with
a pacemaker were excluded from the study.

Both groups did not differ significantly in either age, body
mass, height, and BMI (t = 0.643-1.955, all p < 0.055), or
duration of disease. The duration of the disorder ranged from
2 to 15 years (x = 7.82 + 2.869) in group A and from 2 to 13
years (x = 6.79 + 2.868) in group B. Also, the groups did not
differ significantly from co-morbidities - hypertension and
coronary heart disease (2 = 0.53 and 0.97, both p > 0.323,
with df = 1). The subjects preferred sedentary lifestyle, with
a decisive minority declaring otherwise in both groups. The
percentage of smokers in both groups was similar. Least
numerous was a group of those smoking under 5 years, while
those smoking over 10 years were the most numerous. The
daily number of cigarettes smoked was similar, namely 25.64
in group A and 25.65 in group B (t=0.004; p = 0.996).

The study was conducted immediately before and after
the therapy. To assess functional abilities of the subjects
under the study, a 21-item WIQ Questionnaire - Walking
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Impairment Questionnaire [13,14] was used. 4 domains of
a patient functioning were considered: claudication
distance, walking speed, claudication intensity, ability to
walk steps.

The A group patients were subjected to a series of 10 sessions
of high-tone power therapy (HiToP) performed on a daily
basis. SImulIFAM®x was used at the frequency of 100 Hz, in
which the current, temporarily exceeding the stimulus
threshold, stimulates the nerves and muscles causing visible
tonic muscle contraction. The duration of the treatment was 30
minutes and the electrodes were placed on the soles of the
feet. The amplitude was determined on the basis of subjective
feelings, up to the sensation of movement. In the control
group, the treatments were simulated (placebo), and the
subjects in this group were not previously informed about the
need for movement-sensing therapy. During the experiment,
the device was on, and the flashing lights provided sufficient
evidence to the patient that the instrument was actually
working.

Individual measurement results of all participants in both
groups were collected in a Microsoft Excel spreadsheet and
then analyzed for differences and statistical relations using
Statistica v.8.0 program.

Findings

The initial values of the analyzed domains of the WIQ
questionnaire were similar with no significant difference. The
homogeneity test of variance, no statistical significance was
obtained, which made groups A and B comparable and
homogeneous. One exception was the initial value of the
number of steps (Stp) of the WIQ questionnaire (Tab. 1).

Parameter

WIQ-A 0 3 1.68 £0.81 0 4 1.85+£1.23 5335 0.585
WIQ-B 10 19 1429 +2.41 8 22 14.56 £ 4.57 568.5 0.907
WIQ-D 534 4684 2242.38 +984.47 384 3184 212591+ 881.16 518.5 0.465
WIQ-P 8.3 42.9 25.07£9.42 5.8 42.9 21.10 £ 11.02 465.5 0.168
WIQ-Stp 45 288 169.94 £ 59.61 36 252 143.21 £59.47 416.5 0.048

Key: A - aching and cramping of calves, B - pain or stiffness of joints, discomfort in the thorax, shortness of breath, palpitation of heart, D - walking distance of
6 m, 15 m, 50 m, 100 m, 200 m, 300 P - passing the distance of 100 m slowly, with medium speed, fast and running, Stp - walking a certain number of steps
(0.5 floor, 1.5 floor and 2.5 floor)
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The review of the results obtained from the data contained in
the WIQ questionnaire divided into particular functional
domains showed various changes. The differences in each
domain assessed of the WIQ questionnaire were only
significant as a result of high-tone power therapy. In the
control group, statistical significance was obtained with
respect to three of them — WIQ-B, P and Stp. The most
significant changes referred to pain sensation and calf cramps
(WIQ-A). Significant and statistically significant (p = 0.001)
increase was observed in the final values compared to the
initial ones (80% improvement). In the control group, after the
follow-up period, the results did not change and the
differences were significantly lower and were not statistically
significant (p = 0.634) - Fig. 1.

3,03

interaction: p=0.001

1,85

Before
After

Fig. 1. Comparison of pain and calf cramps (WIQ-A) in the main and control groups

68

A slight disproportion between the results of both groups
was observed in the WIQ-B range. The control group had
only slightly worse results than those in the main group.
A clear increase in the overall value of all components in
group A was obtained (32% improvement). For group B the
result was much smaller (8%). The above differences,
although significant at first glance, gave insignificant
differences between the groups (F = 3.837; p = 0.05436). On
the other hand, a significant effect of the high-tone power
therapy was observed (F=198.94; p = 0.001). A detailed post
hoc analysis revealed considerable differences after the
follow-up period in both groups: group A (p = 0.0001) and B
(p=0.02061) - Fig. 2.

The final results of the WIQ-P parameter, namely covering
100 m at different speeds in both groups, differed
significantly from the initial values. However, in the control
group much less variation and lower values were noticed of
all components of this parameter. The improvement in the

m Group A
= Group B

P13 <0.001
P,.4<0.05
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main group reached 65% compared with mere 32% in the
other. A detailed post hoc analysis showed the significance
of the results in both main and control groups (p = 0.001) —

Fig. 3.
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Fig. 2 Comparison of therapeutic effects in the domains B and P of the WIQ questionnaire in the main and control groups
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Fig. 3 Comparison of therapeutic effects in the area of different walking distances (WIQ-D) in the main and control
group
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Significant differences between the results of the two groups
were also reported for walking difficulties at defined
distances (WIQ-D). The degree of severity was significantly
higher in the control group compared to the main one in
almost every component of the domain. After analyzing the
overall results summed up from all the components,
significant differences were found between both groups
(F =17,939; p = 0.001). Significant effect was observed in
the main group (F = 126,129, p = 0.001). A detailed analysis
showed, however, a considerable increase only in relation to
group A (p = 0.001), in which it amounted to an average of
nearly 1410, whereas in group B only 78 (p = 1,000) - Fig. 3.
In the last domain of the WIQ-Stp questionnaire in both
groups, it was noted that the patients declared much higher
number of steps. Although the results in both groups were
statistically significant, the differences between initial and
final values in both groups were significantly different
(improvement by 40% in group A and 27% in group B).

In the analysis of variance, significant differences between
groups were obtained (F = 15,931; p = 0.001) and significant
effect (F = 144.542; p = 0.001). A detailed post hoc analysis
confirmed the statistical significance of the differences in
both groups (p =0.001) — Fig 4.
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169,94
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Fig. 3 Comparison of therapeutic effects in the area of different walking distances (WIQ-D) in the main and control

group
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All the parameters analyzed in the two groups after the
observation period were not only different but also showed
variability under some factors. The clearer significance of
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these factors was observed only in the main group. In the
control group, only two of them (initial values and coronary
heart disease) significantly affected the final outcome - only
two parameters: WIQ-B and Stp. In the main group, the
initial values of the parameters were most affected, as
indicated by the correlation coefficients. For WIQ-A,
r = -0.683; p = 0.0001; WIQ-B r = -0.240; p = 0.049, and
WIQ-D r = -0.57; p = 0.00044. Certain difficulties in
covering different distances (WIQ-D) were dependent on
lifestyles (U = 61; p = 0.009), and the difficulty in walking
steps was influenced only by the presence of coronary heart
disease (U = 347.5 p = 0.0048). In the control group, the
improvement in WIQ-B depended on the initial values
(r=-0.240; p = 0.049), and for WIQ-Stp from coronary heart
disease (U = 347.5; p = 0.0048). Only the speed covering
a certain distance did not depend on any of the additional
factors.

Discussion

The CLEI associated with numerous somatic disorders,
negatively affects the quality of life of patients. Simple
everyday activities, such as shopping or housework become
increasingly difficult. For the purpose of comparing the
helpfulness and effectiveness of different treatments, the
quality of life assessment tools are increasingly being used
[23].

In the elderly, the loss of the ability or limitation of walking
due to ischemic changes in the lower limb arteries
significantly influence the disease picture, systemic efficiency
and mental fitness. The patients in this age group frequently
suffer from various co-morbidities, apart from cumbersome
intermittent claudication. In consequence, there is generally
a decrease in overall physical activity, which results in
increased mobility difficulties [9,11,15,19]. This is an
essential component of reduced quality of life as seen by
these patients. The WIQ questionnaire is used as a standard
tool for assessing the effect of lower limb ischemia on the
walking activities of patients in their daily lives [13,14]. For
this reason the same tool was used in the study.

With positive effects of the high-tone power therapy (longer
claudication distance, reduction in pain intensity), it was
expected that the results of the remaining domains of the
questionnaire would also be significantly improved. These
expectations were confirmed for each of them, although
physical functioning was not assesses fully positively. The
application of the high-tone power therapy reduced walking
pain, increased walking distance and speed, and increased
walking steps functionality. Some improvement in subjective
perceptions was also noted in the control group in the three
domains of the questionnaire — A, B and Stp. Perhaps
improvement in the placebo group was related to the
tendency in the two groups to over-evaluate the new
treatments. Similar results were obtained by Kowalski et al.
[24] evaluating the effects of treatment of persons with CLEI
using the WIQ questionnaire. After a 12-week cyclometer
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bicycle training, they observed pain resulting from walking
difficulty declined, increased walking distance and speed, and
increased walking steps functionality.

Many studies have been shown that the quality of life of
patients with CLEI is worse in comparison with healthy
people in the similar age groups. The degree of this
deterioration depended directly on the gravity of ischemia,
the treatment of which usually led to improved quality of life.
In the results of the meta-analysis published in 2005, which
appeared between 1980 and 2003, Spronk et al. [25]
compared walking training and endovascular repair in
patients with the CLEI Despite the better clinical outcome of
the angioplasty, both methods of treatment improved the
quality of life during the 6-month follow-up, but the quality
in both groups was not significantly different. It was shown
that successful cardiovascular, surgical or endovascular
rehabilitation improves mobility and self-reliance and reduces
pain [25, 26, 27, 28]. In 2005, the results of a randomized,
multicenter BASIL study were published, comparing the
surgical and endovascular recovery of a critical limb
ischemia. One of the components of the study was the quality
of life assessment, however, these studies did not show
differences between the study groups, both in terms of
clinical outcomes and improvement in quality of life [29].

As there is a great deal of literature on the impact of
numerous risk factors on the course and severity of the
disease, it was decided to investigate which of these could
have the greatest impact on the results. It turned out that
patients with long concomitant coronary heart disease and
those who declared sedentary life-style showed significantly
greater functional disability. The study suggests that a more
active lifestyle would improve the results, while a significant
prevalence of inactive patients with peripheral vascular
disease clearly shows the need to educate these patients on
the virtues of active lifestyle. Apart from a mental factor (fear
of pain), the primary obstacle to activating these people and
applying the walking therapy in these cases are concomitant
diseases, which are often a contraindication to greater
physical efforts. Therefore, the high-tone power therapy
appears to be a good alternative. It does not cause any strain
in the muscles and uses the effect of the so-called muscle
pump. Diverse research has shown that this therapy can be
a valuable element of conservative treatment of patients with
the CLEI. Its application brought about improvement not
only in the sphere of separately presented measurable pain
relief, and in the peripheral microcirculation, but also in the
quality of life assessed, including all the domains of the WIQ
questionnaire.

Conclusions

1. The high-tone power therapy results in subjective
improvement in the functional capacity in movement in all
domains of self-assessment of the patients.

2. Pharmacological treatment of patients with the CLEI, bring
better results if supported by the high-tone power therapy.

www.fizjoterapiapolska.pl



fizjoterapia poiska  n——

3. The use of high-tone power therapy creates the possibility
of improving functionality of lower limbs, which is reflected
in improving the quality of life.
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