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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.

INFORMACJE | ZAPISY

tel. 42 684 32 02, 501 893 590
e-mail: szkolenia@tromed.pl
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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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Wplyw technik miesniowo-powieziowych na
wydluzenie okresu remisji w chorobie dny
moczanowej

The impact of myofascial manipulation on gout remission duration

Iwona Serwin'2(AB.CD.E)  Joanna Katuza-Pawlowska34(C.F), Marek Kiljanski456(0-F)

1Z0Z w Ostrowcu Swietokrzyskim, Polska/Health Care Facility in Ostrowiec Swietokrzyski, Poland
2Zespot Poradni Specjalistycznych "Krasna™ Sp. z 0.0. w Ostrowcu Swigtokrzyskim, Polska/
Specialist Clinic "Krasnal" Sp. z 0.0., Ostrowiec Swietokrzyski, Poland
3Z0Z Pazare Sp. z 0.0., Pabianice, Polska/Health Care Facility Sp. z 0.0., Pabianice, Poland
4Wyzsza Szkota Informatyki i_Umiejetnosci w £odzi, Polska/University of Computer Science and Skills, Lodz, Poland
5Wydziat Lekarski i Nauk o Zdrowiu, Instytut Fizjoterapii, Uniwersytet Jana Kochanowskiego w Kielcach , Polska/
Faculty of Medicine and Health Sciences, Institute of Physiotherapy, Jan Kochanowski University in Kielce, Poland
SPabianickie Centrum Rehabilitacji, PCM Sp. z 0.0., Pabianice, Polska/Rehabilitation Center in Pabianice, PCM Sp. z 0.0., Pabianice, Poland

Streszczenie

Cel badania. Celem badania byto przedstawienie wptywu technik miesniowo-powieziowych na czestotliwos¢
wystepowania atakéw dny moczanowej, u 0s6b leczonych zachowawczo, ze zmienionymi chorobowo stawami stopy.
Materiat i metoda. Badaniem objeto 30 oséb leczonych ze wzgledu na zdiagnozowang dne moczanowa

z powodu ograniczenia funkcji, oraz objawéw bélowych stawdéw stopy i palucha, u ktérych ataki dny
wystepowaty Srednio 3-4 razy w roku. Badanych podzielono na dwie grupy losowo wybrane: badana

i kontrolna. U wszystkich pacjentéw wykonano 10-dniowa serie zabiegéw fizjoterapeutycznych w postaci pola
magnetycznego niskiej czestotliwos$ci oraz fali ultradZwiekowej. W grupie badanej dodatkowo wykonano
techniki miesniowo-powieziowe dla konczyny dolne;j.

Wynik. Po przeprowadzonej analizie wykonanych badan stwierdzono, Ze w grupie badanej zastosowanie
technik miesniowo-powieziowych w obrebie koniczyny dolnej, przyniosto poprawe stanu funkcjonalnego
pacjentéw, u ktérych zdiagnozowano dne moczanowsa, oraz obserwowano zmiany chorobowe w stawach stop.
Whioski. U pacjentéw u ktérych w programie fizjoterapeutycznym zastosowano oprécz zabiegow

w postaci pola magnetycznego i fali ultradZzwiekowej techniki mie$niowo-powieziowe, stwierdzono poprawe
jakosci chodu, elastycznosc¢ tkanek oraz zmniejszenie czestotliwos$ci wystepowania atakéw dny, wydtuzenie
okresu remisji z 3-4 do 10-12 miesiecy.

Stowa kluczowe:
Dna moczanowa, technika miesniowo-powieziowa, wydtuzenie okresu remisji

Abstract

Purpose. The purpose of this study was to demonstrate the impact of myofascial manipulation on the frequency
of gout attacks in patients undergoing conservative treatment for joint lesions.

Materials and methods. The study included 30 gout patients, who were suffering from restricted joint mobility
and pain symptoms in the foot and the big toe, and who experienced recurrent gout attacks 3-4 times a year on
average. The participants were randomly distributed into two groups: the experimental group and the control
group. All of the participants underwent a 10-day physical therapy regimen in form of low-frequency magnetic
field therapy and therapeutic ultrasound. The experimental group was additionally treated with myofascial
manipulation of the lower extremity.

Results. Analysis of results has revealed that myofascial manipulation of the lower extremity used in the
experimental group has improved the functional mobility of gout patients with lesions of foot joints.
Conclusion. Study participants, whose physical therapy regimen included myofascial manipulation (apart from
the magnetic field therapy and therapeutic ultrasound), showed improved gait quality, increased tissue
elasticity, decreased frequency of gout attacks, and prolonged remission duration from 3-4 months to 10-12
months.

Key words:
Gout, myofascial manipulation, prolonged remission duration

38 www.fizjoterapiapolska.pl
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Introduction

Most rheumatic diseases develop due to interactions between
complex genetic predisposition and various environmental
factors, such as physical trauma or infection. Their pathoge-
nesis is attributed to metabolic disorders of connective tis-
sue, changes in immune surveillance, inflammation,
deposition of uric acid crystals, and other disease-related
processes [1].

Gout is a clinical syndrome that develops as an inflammato-
ry reaction to the presence of monosodium urate crystals.
The crystals form in patients with hyperuricemia, which may
be caused by environmental and/or genetic factors [1].

Fig. 1 [own elaboration] An example of changes in the interphalangeal toe joints caused by gout

The clinical symptoms of gout are caused by two biological
processes: excessive production of uric acid and a propensity
for bodily tissues to react with acute inflammation. Uric acid
is an end product of purine metabolism. The purine bases are
created in the process of degradation of dietary nucleoprote-
ins (contained by animal and plant nuclei) and nucleoprote-
ins from body’s own tissues.

A part of the uric acid is a purine derivative, which the body
synthesizes from simple elements. The purines take part in
nucleoprotein synthesis, but some of them are also directly
changed into uric acid [2].

39
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Fig. 2 [own elaboration] An example of changes in the ankle joint caused by gout

40

Complications in hyperuricemia arise due to the physical
properties of the uric acid, which starts to precipitates in
bodily fluids when it reaches high concentration levels. In
low temperatures (around 30 degrees Celsius), urate
precipitation starts even at concentration levels as low as 4mg/
dL, causing the needle-shaped monosodium urate crystals to
be deposited in poorly vascularized tissue (tendons and
ligaments) and in non-vascularized tissue (cartilage) e.g. in
the auricles and around peripheral joints [3]. In the initial
phase, elevated uric acid levels may be the only symptom of
the disease (asymptomatic hyperuricemia). Common
symptoms include sudden pain, swelling, and redness around
the joint. They are frequently expressed after waking up,
reaching their greatest intensity within 8-12 hours, and are
typical for gout attacks [4, 5].

Halting the progression of irreversible joint changes is possi-
ble with appropriate treatment (NSAIDs, such as colchicine,
allopurinol, and febuxostat), and by following the recommen-
dations of the 2014 European League Against Rheumatism on
diagnosing and treating gout; making lifestyle changes that
help to reduce body weight and consumption of meat, seafo-
od, and alcohol; and on rehabilitation treatment [6, 7, 8]. It is
also recommended to increase the consumption of sugar-free
fluids, in accordance with the following rule: body mass, me-
asured in kilograms, divided by 10 and then multiplied by
a factor of 0.3 [9].

Gout is the most common form of inflammatory arthritis in
men. Its prevalence increases with age and reaches 7% in men
aged 65 and above [10].

www.fizjoterapiapolska.pl
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Human body is constructed in such a way that tension spreads
globally, and does not become highly localized. Tensegrity is
the property of all architectural structures that allows them to
remain stable under opposing stretching and compressing
forces. In tensegrity structures, the tension is evenly
distributed among all of the structural elements, and an
increase in tension in one of the elements can cause an
increase in tension in other elements, even those structurally
distant [11, 12].

The myofascial system is organized as a stable network,
which, on one hand, limits the tension around bones and carti-
lage, and on the other allows for its dynamic adjustment.
Fasciae are not only a scaffolding of connective tissue for the
muscles and organs, but they are also a medium that can carry
specific information in a simple and direct manner i.e. through
tension changes within the mesh-like structure of the tissue
and the matrix, directly from fiber to fiber and from cell to cell
[12, 13].

The collagen fibers in a muscle exposed to constant tension
(e.g. overload, unidirectional movement, static contraction) ta-
ke the form of an elastic structure typical for that of a tendon,
which causes motor coordination disorders and tensions that
are then transferred to joints, causing incongruity and pain
[12, 14].

Chronic overload, physical trauma, and metabolic disorders
(in this case - gout) are the cause of fascia densification. Using
myofascial manipulation can help to restore epimysium and
perimysium elasticity and normalize soft tissue (“myofascial
system”) tension in joint disorders, while also limiting restric-
tion, scarring, and adhesion [12].

Purpose

The purpose of this study was to evaluate the impact of my-
ofascial manipulation on remission duration in ankle joint and
foot joint gout for patients undergoing conservative pharma-
cological treatment.

Materials and methods

30 participants were recruited among patients from the “Kran-
sal” Rehabilitation Center (Centrum Rehabilitacji Krasnal) in
Ostrowiec Swietokrzyski. All of the participants had been dia-
gnosed with gout affecting the interphalangeal joint of the big
toe and other foot joints, and also with changes in the Achilles
tendon (25% of the participants). The treatments were admini-
stered as part of the standard rehabilitation therapy in the “Kra-
snal” Rehabilitation Center. Before the start of the study, the
selected patients were informed of its purpose and methods, and
gave consent for participation. The participants included 30
men aged between 48 and 67 years, who were randomly distri-
buted into two groups: the experiment group and the control
group. The average age of the participants was 55.1 years in the
experimental group and 57.1 years in the control group.

In the experimental group, a therapy of the ankle joint, metatarsopha-
langeal joint, and interphalangeal joint of the big toe was administered
to the participants. Six of them exhibited bilateral changes in both left
and right lower extremity, and seven exhibited only unilateral changes.
Moreover, ten participants had changes present in the ankle joint, and
four participants had changes in the Achilles tendon.
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In the control group, thirteen participants exhibited changes in
the metatarsophalangeal joint. Nine participants additionally
exhibited changes in the ankle joint, five of whom had also
changes present in the Achilles tendon.

Physical therapy consisting of low-frequency magnetic field the-
rapy and therapeutic ultrasound was administered to both groups.
The experimental group was additionally treated with myofascial
manipulation aimed to normalize tissue tension in the ankle joint,
and to improve its mobility (manipulation techniques for triceps
surae, intermetatarsal spaces, plantar fascia, crural fascia, retina-
cula of the foot, and for long and short toe muscles) [15].

Fig. 3 [own elaboration] Manipulation technique for triceps surae, used to improve tissue separation and to stimulate
proprioceptors in the muscle area

Fig. 4 [own elaboration] Manipulation technique for intermetatarsal spaces, used to restore normal foot width
and to improve foot adaptability
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Fig. 5. [own elaboration] Manipulation technique
for plantar fascia, used to increase adaptability of
myofascial structures

Fig. 6. [own elaboration] Manipulation
technique for crural fascia / retinacula, used to
identify restricted areas and to detect laxity

Fig. 7. [own elaboration] Manipulation
technique for interosseous membranes, used to
increase separation range between the fibula
and the tibia, and to increase motion range of
the dorsal ankle joint
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Participants in both groups were examined before the start of
the study and after completing the physical therapy regimen
in the same conditions, and using the same methods and me-
asurement instruments.

The efficacy of the administered pain therapy was evaluated du-
ring remission with two scales for subjective pain assessment:
the Visual Analogue Scale (VAS) and the Laitinen scale. The
VAS allows the respondents to assess their pain on a scale from
0 to 10, in which 0 stands for no pain at all, 5 stands for modera-
te pain, and 10 stands for worst possible pain. In the Laitinen
scale, the respondents assess their pain in four categories: pain
intensity, pain frequency, frequency of pain medication use, and
restriction of mobility. Each of the categories is assigned from 0
to 4 points, with 0 corresponding to no problem and 4 corre-
sponding to the greatest problem.

The range of foot motion of all of the participants, with regard to
dorsiflexion, plantar flexion, pronation, and supination, was me-
asured with a goniometer. The results of the measurements were
recorded and notated in accordance with the SFTR system [16].
Both the control group and the experimental group underwent
a 10-day physical therapy regimen.

The results of the study were statistically systematized with re-
gard to significant differences in means, variance, and standard
deviation. These data were then compared, on the basis of the
measurement conducted before and after therapy, and organi-
zed in tables. As the criterion of statistical significance, the stu-
dy adopted the rate of change between the groups, in which D:
md < 2 constituted a non-significant difference, and D: md > 2
constituted a significant difference. The aim of the analysis was
to determine the changes in a given measurement among the
participants. It was conducted for both the experimental group
and the control group and its parameters are presented in Ta-
bles 1 to 7. All of the calculations were done in MS Excel with
the statistical analysis package.

Results

Table 1 shows the comparison of pain intensity scores in the VAS
for both the experimental group (which underwent myofascial
manipulation therapy) and the control group. In both groups, the
reduction in pain intensity was significant, in accordance with the
significance criteria adopted in this study, as the difference was >
2. The mean score of pain intensity decreased from 5.33 to 3.22
in the experimental group and from 5.20 to 4.60 in the control
group. In this respect, the experimental group showed a greater
difference in the reduction of pain intensity.

Table 2 shows the comparison of pain intensity scores measu-
red with the Laitinen scale for both the experimental group
(which underwent myofascial manipulation therapy) and the
control group. Both groups showed a statistically significant
reduction in perceived pain intensity. The difference between
the means in both the experimental group and the control gro-
up was > 2. The values of all of the analyzed parameters decre-
ased; however, the greatest reduction was observed in the
experimental group: from 8.39 before therapy to 5.73 after the-
rapy. In the control group, the reduction was only from 9.33
to 8.13.
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Table 1 VAS pain intensity scores

Study group Control group

Before therapy After therapy Before therapy After therapy

Mean score 5.33 3.20 5.20 4.60
Mean deviation 0.44 0.41 0.77 0.63
Probable error of the mean 0.11 0.10 0.19 0.16
Probable errorof the standard deviation 0.08 0.07 0.14 0.11
Maximum score 6 4 7 6
Minimum score 5 3 4 4
Significance of the differences between the means D: md 19.37>2 35>2

Table 2. Pain intensity scores on the Laitinen scale

Grupa badana/Study group Grupa kontrolna/Control group

Before therapy After therapy Before therapy After therapy

Mean score 8.93 5.73 9.33 8.13
Mean deviation 1.67 1.17 1.67 1.50
Probable error of the mean 0.43 0.30 0.43 0.39
Probable errorof the standard deviation 0.30 0.21 0.30 0.27
Maximum score 12 8 12 11
Minimum score 7 4 7 6
Significance of the differences between the means D: md 8.88>2 2.79>2

Table 3 shows measurement results with regard to the range
of dorsiflexion in the ankle joint, measured in degrees. Both
groups showed statistically significant improvement in the
range of joint motion, with the difference being > 2. However,
the mean value of the range of motion increased from 11.33° to
16.13° in the experimental group, while only increasing from
11.13° to 14.20° in the control group. This confirms the efficacy
of the additional therapy on increasing the range of joint motion.
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Table 3. Range of dorsiflexion in the ankle joint

Study group Control group

Before therapy After therapy Before therapy After therapy

Mean score 11.33 16.13 11.13 14.20
Mean deviation 1.49 1.54 1.40 1.99
Probable error of the mean 0.38 0.39 0.36 0.70
Probable errorof the standard deviation 0.27 0.28 0.25 0.49
Maximum score 15 18 14 17
Minimum score 10 12 10 10
Significance of the differences between the means D: md 12.30>2 2.8>2

Table 4. Range of plantar flexion in the ankle joint

Study group Control group

Before therapy After therapy Before therapy After therapy

Mean score 23.8 35.8 23.53 27.60
Mean deviation 5.0 4.6 4.89 5.19
Probable error of the mean 1.29 1.18 1.26 1.34
Probable errorof the standard deviation 0.9 0.21 0.89 0.94
Maximum score 32 16 31 35
Minimum score 43 30 16 20
Significance of the differences between the means D: md 9.7>2 3.1>2
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Table 4 shows measurement results with regard to the range of
plantar flexion in the ankle joint, measured in degrees. Both groups
showed statistically significant improvement in the range of joint
motion, with the difference being > 2. Both groups showed statisti-
cally significant improvement in the range of joint motion; howe-
ver, the mean value of the range of joint motion increased from
23.80° to 35.80° in the experimental group, while increasing from
23.53° to 27.60° in the control group. This confirms the efficacy of
the additional therapy on increasing joint range of motion.

Table 5 shows measurement results with regard to the range of
foot pronation, measured in degrees. The comparison of the me-
an values for this type of motion revealed that there was a signi-
ficant improvement in range of joint motion in the experimental
group, for which the difference was > 2, and a non-significant
change in range of joint motion in the control group, in which the
difference was < 2. The mean score increased from 10.70° to
12.53° in the experimental group, which underwent the additio-
nal therapy, and from 11.40° to 11.66° in the control group.

Table 5. Range of foot pronation

Study group Control group

Before therapy After therapy Before therapy After therapy

Mean score 10.7 12.53 11.40 11.66
Mean deviation 7,55 1.88 2.41 2.38
Probable error of the mean 0.65 0.48 0.62 0.61
Probable errorof the standard deviation 0.46 0.34 0.44 0.43
Maximum score 15 16 15 15
Minimum score ] 10 8 8
Significance of the differences between the means D: md 326>2 0.40 <2

Table 6 shows measurement results with regard to the range of
foot supination, measured in degrees. Both groups showed
statistically significant improvement in the range of joint
motion, with the difference between the means being > 2. The
mean score increased from 27.26° to 32.80° in the experimental
group, and from 27.60° to 31.06° in the control group.

Table 7 shows statistical results with regard to the duration of
gout remission, measured in months. Both groups showed
statistically significant improvement, with the difference
between the means being > 2. In the experimental group, in
which the participants underwent myofascial manipulation
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Table 6. Range of foot supination

therapy, remission duration was prolonged from 3.6 to 11.53
months (a mean 8-month improvement), while in the control
group the remission duration increased only from 3.40 to 5.06

months (a mean 1.5-month improvement).

Mean score

Mean deviation

Probable error of the mean

Probable errorof the standard deviation

Maximum score

Minimum score

Significance of the differences between the means D: md

Table 7. Duration of gout remission

Study group

Control group

Before therapy After therapy Before therapy After therapy

27.26 32.80
2.53 1.44
0.65 0.29
0.46 0.20
32 35
25 30
11.78>2

Study group

27.60

2.80

0.72

0.51

33

25

31.06

2.04

0.52

0.37

35

27

2.7>2

Control group

Before therapy After therapy Before therapy After therapy

48

Mean score

Mean deviation

Probable error of the mean

Probable errorof the standard deviation

Maximum score

Minimum score

Significance of the differences between the means D: md

23.8 35.8
5.0 4.6
1.29 1.18
0.9 0.21
32 16
43 30
9.7>2

23.53

4.89

1.26

0.89

31

16

27.60

5.19

1.34

0.94

35

20

3.1>2
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Discussion

Gout is a type of inflammatory arthritis caused by deposition
of monosodium urate crystals in tissues and organs (such as
joints, kidneys, or skin) and by their presence in the synovial
fluid. The root of these pathological processes lies in crystal-
lization and phagocytosis of MSU, which starts to precipitate
after exceeding its solubility limit, thus causing an acute and
chronic joint inflammation [17, 18].

The physico-chemical properties of uric acid are the primary
cause of gout attacks. As uric acid does not dissolve in water and
starts to crystallize in high concentration levels, mainly in brady-
trophic tissue (such as metatarsophalangeal joints), its precipita-
ting crystals strongly excite inflammatory cells, in consequence
leading to the clinical manifestation of an acute gout attack [19].
By using myofascial manipulation, the frequency of gout at-
tacks can be considerably reduced, and the mobility of the af-
fected joints can be improved.

The majority of studies on gout indicate that the frequency of
gout attacks can be reduced by decreasing the concentration
of urates with pharmacological treatment [20].

Dr hab. n.med. Mariusz Puszewicz as well as dr Bogna Gry-
giel-Gorniak also emphasize the role of lifestyle changes in
treating gout, such as weight reduction in overweight pa-
tients, increasing physical activity, and engaging in physical
therapy, if deemed necessary [10].

Zofia Guta (MD) and dr med. Mariusz Korkosz state in their
practical guide to gout care that physical activity is one of the
most important recommendations [21].

On the other hand, Wtodzimierz Samborski and Irena Pani-
kowska consider physical therapy to be an effective measure
in prolonging remission duration: US in a 0.1-0.8 W/cm2,
Magnetronic 15-20 Hz, 5-8mT (sine wave), and also recom-
mend kinesiotherapy, in form of light, low-resistance gym
exercises or aquatic exercises [22].

According to, prof. dr hab. Med. Witold Ttustochowicz, pre-
vention is the best the pain therapy in the case of gout. Hence,
administering only symptom-oriented gout treatments is not
a viable solution, and keeping the disease in its active stage
may lead to severe, deformative arthritis and chronic pain. To
achieve both efficacy and good tolerance it is imperative to
use individually tailored therapy [23].

W. Romanowski et al. came to a similar conclusion, noting
that manual therapy is an important element of comprehensi-
ve treatment of rheumatic diseases. For that purposes, they
use manipulation techniques focused on joints and soft tissue
i.e. muscle energy techniques, trigger point therapy, myofa-
scial release, and use joint mobilization and joint play to im-
prove functionality [24].

Conclusions

1. The analysis conducted in this study has demonstrated that
myofascial manipulation therapy, used along with physical
therapy, significantly increases the remission period in pa-
tients diagnosed with gout. Furthermore, the therapy has also
helped to increase the range of dorsiflexion, plantar flexion,
and supination in the affected foot joints.
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2. Participants who underwent myofascial therapy assessed
their symptoms as less severe than those who underwent only
physical therapy.

3. According to Wolff’s law, when a fascia is put under chronic
overload, it will adapt to the new conditions, but it will also be-
come at risk of deformations, which often precede the degene-
ration of cartilage and bone tissue occurring in chronic diseases.
4. During an attack of acute pain in gout, the body initially goes
into the alarm stage, and then progresses to the adaption/resi-
stance stage, when the body is constantly or repeatedly exposed
to the stressor. This causes gradual muscle fibrosis, which in
turn prevents its relaxation. To remedy that, it is necessary to
use myofascial manipulation [12].

5. The data gathered for the purpose of this study is not com-
prehensive and reveals the need for further research; however,
the results are sufficient to conclude that myofascial manipula-
tion is an effective measure in prolonging the remission dura-
tion in patients diagnosed with gout.
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