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. Tw cham soOc: thay dé, tdm rtra, mang giay, ndi tro
. Cac rdi loan va han ché khac: khé giao tiép, mat cam giac, méat thinh lwc, giam thi luc
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Nhirng ddng tac theo tam

Sua tw the va van dong khép: Cham

cham séc so'm soc khép hang

2.2. Nam ngura o o N _ 4.6. Tap lam cdu.
D!l_y Iii it th& bénh nhan thuéng nim nhung néu khéng chu ¥ thi tur thé nim niy ¢é Bai tap niy quan trong dé kiém soit van déng khép hing
the gy loét do d& ép va 1am ning thém miu co cimg, do dé bénh nhan phai dige -

ndm & tr th€ chéng 1ai miu co ciing. Bénh nhan nim ngita, hai chan gAp sau d6 nang hong Ien khoi mat giutmg va gitf

nguyén & vi tri dé.

* Ddu quay sang bén liét, khong * G6i k& dudi hong bén liét dé phong Vé miit c_Iiéu dudng bai tap nh?‘ la cﬂ.n thi:t :jrm:% chim séc diéu dudng bénh nhan:

diing g6i qué cao. ngita hdng va hong bén liét bi kéo ra THhy quiky Ko, did 1 ton, pliong HEE ORI G ip duoc nhiéu th

Vi dun 5 triade ob afh dB: s sas M bt bt sToad 8 Bai tap ndy cin duoc thuc hién sém, bénh nhan cang chu dong tAp duoc nhiéu thi
| dé giit G & S !,.’“’“_,Y Byl cing t6t vi day 13 bai tap ddu tién vé chiu trong lwgng ctlia chén liét v kich thich cdc

vai & giit ch(j_\«’:ll khong khép. G6i nho ké d& dudi goi bénh nhan de co ben liet hoat dong. '

* Tay c6 g6i da & tu thé xoay giit khép géi hoid@dp, khong dé chan S

230-‘-:, khuyu d_1.16|. ) bénh nh;\n bi xoay'fa ngoai. Tap lam cdu edn giit vai trd quan trong trong viéc chudn bi cho bénh nhan tip dimg
’Cn tay dut_‘)}. xoay ngua. cdc * C6 thé ke mot 261 mém dudi ban chan 18n, ngéi xubng, tap di.

ngén tay duoi. dang, ngdn cdi dé phong trinh ban chan quay ngira vi

dang gip mat long. * Ngudri tap dimg vé phia bén liét, tro gitip nang hong bén liét lén, gilt chan va hong

& tur the cdn thiét theo yéu cdu ciia bai tap.
Sau dé bénh nhan c6 thé ty minh thuc hién duge dong téc.
Hinh 26

* Tay bénh nhan c6 th€ giit & tu the dudi
thing ra trrde hodc dua lén qud diu, cdc
ngén tay hai bén cai vio nhau.




Huan luyén chirc nang
(van dong chu dong):
Huan luyén di

Tw chéjm SOC:
thay doé

9.2. Dich chuyén trong luong khi ding
(bAi 14p ndy c6 thé tap trong giai doan sém nhiy str dung thanh song song)

i)

Pé chuyén trong lugng sang bén qua
héng ding, ngudi diéu tri thdy cin thiét
dit tay lén cdnh chau cha ngudi benh va
trg gidp cir dong sang hén va ra trudgce
qua hong.

* Duy tri hong dugc kéo thing lam khé
chiu va ngudi bénh giit gap lai, nguoi
diéu tri s& 4n 1én méng ngudi bénh bing
cich sir dung cdc ngén tay dé tic dong

nhu nhic nhé cam gidc (xem "vd")

Hinh 64
Kéo thing héng cin phai
dugc duy tri khi van déng

b)

Vin dimg sau lung nguési bénh véi 2 ban
tay trén canh chlu ngudi bénh, nguai
diéu tri y&u ciu ngudi bénh lic chdm tir
bén nay sang bén kia qua d€ da duoe
¢ dinh. Trong lic tap bai ndy ngudsi
diéu tri ddy nhe nhang d€ kiém tra va
huéng cir dong (cit dong sang bén véi su
tap trung qua hong liét).

Bai tap nay duoe thuc hanh mot cdch déu
din va din ddn ngudi benh tién dén
kiém sodt va tu thuc hién dong tic

* Khi nguoi bénh chuyén trong luong
qua chan ligt, ngudi difu tri cé thé sir
dung ép tay dé trg giip dich chuyén
trong lwong sang bén vi' phia tnrdc qua
héng.

e Ngudi diéu tri tro gitip ngudi bénh tir
phia liét, c6 thé sir dung khép géi cia
minh dé chdng d& khép géi cia ngudi
bénh d€ dé phéng dubi qué mic vi trg
gitip cho khép g6i 6n dinh. N&u cin thist
trg gitip ca déi v6i khép khuyu.

Bai t4p ndy c6 thé dugc thuc hién véi
chan liet dit lén phia trudc.

Tu dong dung dua (vdi su trg gitip) déu
tp trung vio cir dong sang bén lén phia
trurde qua hong liét.

16.3.Tyu mic quén 4o

Tu mic quin 4o s& phai két hop véi ke hoach tr chiim soc cang sém cing 161, didu
ndy co ngia |3 ngay tir it som no co thé duge 1i€p can theo cich diéu tri st dung cic
dang v&n dong theo moi trinh t thich hop.

a)Lam thé nio d€ mic 4o.
Dit do len dui bén lanh. Hinh. 100.

Lic ddu kéo o 1en het ngudi,

D€ tay liet thong xudng. than nguéi phai hoi citi ra phia

. Biing tay lanh dua 4o vio
tay liet phia tren khuyu tay.

.Pura tay lanh véo.

. Sau d6 dwra 4o lén qua ddu
bing tay lanh.

Hinh.100.1

Khi roic 4o, ngudi
beénh cin phdi mic bén
tay liet trurée
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Preface

. . ~
* Guideline cho van
~ . . 7 = 7 = 2y
SE— S— dong: di, voi tol va
n this book we have set down guidelines for training critical motor actions .
after .stroke: Walki_ng, reaching _and mani[r)ultiol?, blalancig ir.l Stting anfi A A o &
e cam nam, thang bang

£ ’ 3
we have preceded each set of guidelines with a brief résumé of scientific findings

1

relevant to the action, including a description of major biomechanical charac- Al of of A

teristics, and of muscle activity, and the changes that occur in performance due n g O I - lJJ n g y l,lJ n g e n
1 7

to impairments and adaptations. Since stroke is the model used, details of age-

__rclated chanees in_performance arc also provided. The guidelincs themselves A A
include methods of task-oriented training of motor control to maximize skill, n g OI Xu O n g

environmental manipulations to foster cognitive engagement and enhance skill
learning, and methods of increasing muscle strength, soft tissue flexibility,
endurance and fitness. A short list of appropriate methods of measurement is . A J 4 ’
included. The guidelines are based on the limited evidence so far available from G I O’ I th I e u Ca C C h UJ n g
clinical outcome studies, and each training chapter includes a table of recent =

clinical trials we consider are of particular clinical interest, trials in which the ,
interventions are clearly outlined. The mechanisms of impairments and adapt- CUJ kh O a h O C
ations and their impact on performance, the task-dependence of strength training -

and conditioning, and a brief overview of the role of physiotherapy in the early
care of individuals who have had a stroke, are included in appendices.

N
b | ~ N I Y ~
the clinician, who must endeavour to keep up to date in scientific findings in a N h a a m Sa n g a Ca u

wide range of subjects, as well as work out how to use the information to inter- e
vene with clinical problems. Illustrating ways of bridging the gap has therefore o .~ hY
been a critical aim for us in writing textbooks over the last two decades. It is 20 n O I g I uJa kh O a h O C Va
years since we published the first edition of A Motor Relearning Programme .

for Stroke, with an updated version in 1987. This book was an early attempt N

to demonstrate rational guidelines for task-oriented motor training in a format th UJC h a n h
enabling clinical testing. We were aiming to present not another approach to =

intervention to compete with the eponymous approaches of the mid twentieth
century but an illustration of what would undoubtedly be a new direction for
neurophysiotherapy. This direction would involve ongoing changes to practice
based on developments in scientific understanding and the results of clinical
outcome trials. The current book represents a considerable development, since
the amount of material relevant to motor training is increasing exponentially,
and evidence of what interventions are effective and what are not is beginning
to emerge. It has become necessary for us to reconsider methods of practice for
which there is no positive evidence of effectiveness and for which there is little
scientific basis. As a result practice is making considerable change and the neuro-
physiotherapy in many rehabilitation units today would be unrecognizable to
the forerunners of our profession.
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40 Training guidelines

allowing the other Foot o be lifted. This frontal plane movemnent is ivself com-
plex, The dara show thar the centre of feor pressuee is shifted roward the beg 1w
be raised milliseconds befare the CEM is shifted roweard the single suppart leg
[Fig. 2.2a), This shows thar weight is shifted o the suppore Bmb pandy by musele
activiry of the oppasite leg (Fig. 2.2h), The poine 1 be noged is char both lower
limbs are dnvalved inany shift of bedy mas inoa lae irection |fenner et al,
L7, Fodr er al. 2000}, This action requires bath propalsive force to move the

by s sideways and braking foree ta ensure it does nat move beyond the

Balan Ce limit of sabilicy (Rogers er al. 1993, Paswral adjvsiments involved in laneal
movements of the body mass oceur peincipally ar shank-foat (invertors, evertors)
and thigh-pelvis {abducrors, addwscoes) linkages (Winner 1993 Figure 220

illustrates the action of hip abdwcar and adductar muscles in stepping with the
lefit lep, [Kirker e al. 20000,

Puscle actvation plavs balar
Such is the rask- and cone: r\-:fiF.c narure of masven
srge it ane anather when movement s well contrall
stadies 1-ru~.|i|'l_,urin|'l_ funcrional rasks performesd in ¥ i MENSITATE
complexity of this control. Studies of Forward and backward trunk bending

i . Tharstensson ot al, 1985, Crenna e al, 1987, rising on 1o wes (Lipshics et 3
Introduction Researcbﬁndmgs | Therstenssen ot 85, Crenna e al, 1987, rising on ve toes (Lipshis e al

Biomechanical description Observational analysis

: ; . ; 2 P [} Subject stmading an farta-plate, roveer R log sidewarys, Tho centro of precsurn
Bdl’ﬂ'ﬂ:ﬂﬂg durmg motor dclions in G_ui.dellnﬁﬁ for tra"““g O] first moves toward che B {upper peak) in order 1o move the centre of gravity
standmg SIIIIﬂg balance {COG] to the L aver the supporting leg, The COP then moves to the L flower peak)

p : : : . : undhir the supparting foat. Mot that when the COF completes its mavemant ta the L
B.alf:ncmg dm:ng PEDELE BCtians .S‘zarzdfng balance i % {ot Tyl the ankle is rodsed sideways. (Adapted fram Lee et al. 1995, with permission.)
sitting Soft tissue stretching {b} Areraged EMG for on able-badied subject stenping with the L feg for goit
Balancing during body transport Strength training dnfeiitic, Bafore sepping with the L Weg, waight it moved to the R by L GM and R
ADD. As weight |5 eranaferred ta the B lop R GM ard L ADD aotivity peaks (ADD,
Age-related changes Measurement odductor; GM, gluteus medius), {Adapted from Kirker et al, 2000, with permizsion. )

Analysis of motor performance ; ’“f”""":"j f“;s =
. . iomechanical tests E
in sitting and standing % / Slopnrg witn o g

i e .fi;:l-il':ﬂsi!l-:c et ““—""'u"w
e Py f R | AT
| I
H [N
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Balance

Chu thich muc dich déng tac, khéng chu trong mé ta cach lam

FIGLARE .11

Balance &1

f-' Jcn:empm:mlb.k-shlmm food the B leg withowt the knee collepsing wille
Fe proctises sepping forward, (&) The harness enabler practice of ectiens in standing

Fer example, a light splint prevenss collapsa at the kree, and 3 harrass can
reduce body weight through the lower firmbs. In standing, the patient
practisas small movemenes of the centre of body mass, In addiden, a
progranme of exercises, with mathads of Eli:it.ing muscle activity, in:r\g:sing
strength and presarving benpth in cricical kower lims muscle groups is
irsgtuced.

Asyrmmetrical standing is cften a focus of the therapists intarvanticn.
Fawouring one beg in standing is primarily due to inability 1o generace and
conurol supportive forces in the parecic limb and Is an adapration o the
prablerm of an unrelizble or collapsing lower limb. Improving support
throwgh the limb by strengthening exercises, and training in standing with
ke support ar hamess, should be 2 majer foous in infervengan {Fig. 2.11:|.

6B Training guidelines

FIGLRE 117

(o) This reach invalves hip, knee and ankle fesion and extension and weight shift to
the L. (b) Maving @ rtocd on wheels intraduces the possibility of unexpected
rsaviinant 2] At firt the i docbeful whathes tho edn pdeh aps thi eup bot with
stand-by regssurence she con prociise. Reoching with fer B arm gcross the body moves
the body mass toward the L. (d) Proctising witlh the cup an @ box develops confidence to
rudeh wvin lewar, [ sod to pick up object from the flaon, o difficelt execcive far the
weak B Wb, (f) He practises caking weight thraugh his affecred L leg. His R feg is afse
weak fram ¢ previsus infury $o hig muscles po he practises te both sides




Overview

NGi khat quat vé toan bd qua tri

I imdevidwals are o make their best posalde recovery from the cffecs of
strake, they should inimially be in a stroke wait with specially rained sraff. In
thas coviromment they can recerve appropraate doagnastic and medical inwerven-
rions o peduce the likelihood of complicarions. Srroke unit care has been
showen o be associated weth a reduceen in death and dependency which was
independent of such Facrors as patienr age and sex (Indredavile er al, 1997,
Stroke Unit Trialists™ Collaboration 19979, & stroke unit provides opportuni-
s for carly active intervention. A specializsed enir can effer supperr, encour-
agement and educatbon programmes For paticnes and cheir familics with staff
sramed o conrdinape mulndisciphnary relabilirarion.

Tsnmedianely afver seroke o i difficulr eo peedicn the coenn af evennieal recovery,
Afrer abpur 2 weeks prsc-sroke, gomd progrostic signs inclisde urinary con-
fupence, pounger age, rald seroke, capid improvement, pood pesceprual abilities
and no cognitive disorders, Significant predicrors of poor eurcome appear oo be
persistent mocatinence and poor premorbid fenciwnmg (Gife and Stewars
1995}, However, there are patients who improve unexpectedly and others wha
clor paarly despite having a good progrosis.

Eieriy aud proaciive plypsofheragy can reduce the likelthood of negative sequelae

sisch a5 sofr fissme Conraciuns, [carmad non-use and persiseroe and habitanon
of perceprual-cognitive impairments. Active raining in sicing in the acuee phase
s critical t prevent oemplications assaciaied with the sugine possion ard boed
rese I s well established char early mobilization can irself redisce secondary
thramibeembole events, pacumonea and mortaliy mstroke. Getbig the person
uprighr and aerive is also necessary o acrivare the parienr's arencional seare, Inis
;|.H.l$&i|:||l.' that the |.-:|n|e,l.'r the dl.'|.1§.' i startimg achve Lnl:il:il:u.;_ of '|r:|Ea|'u:i|:|,H_ an Sat-
ring, the more Likely inis thar the parienr will Become: fearful and apprehensive in
any attemps ar dealing with gravity, Even a very weak pacient can be assisred 1o
mirn oooone side, 0o st wp over the sade of the bed, and mo actively pracnse bal-
ancing i sicting [Fig. §.10 Kehabilitation starts, therefore, in the acate phase.

The rate and extens of mahilizarion depend on rhe parients condicion. Llomwever,
active teaimng wn sctiing and standmg 19 commenced as soon as vital sgns are

260 Appendices

FIGURE 8.1 Lateral neck flexion is encouraged as he is assisted to sit over the side of the
bed. Ensure that there is a firm surface for him to put his feet on if they do not
reach the floor.

Given our contemporary understanding of brain reorganization and what drives
it, plus the emerging empirical evidence of what methods of intervention work
and what do not, our recommendations for physiotherapy include the following.

e Start active task-oriented exercise and training of everyday actions (sit-
ting balance, reaching and manipulation, sit-to-stand, standing balance
and walking} as soon as vital signs are stable, with patient dressed in
clothes suitable for exercising.

Outline the process of rebabilitation and discuss the patient’s and family’s
roles in this. Explain the necessity for intensive and repetitive practice.
Institute stretching protocols for at-risk muscles, in particular soleus,
shoulder internal rotators and adductors, forearm pronators, wrist and fin-
ger flexors, thumb flexors and adductors.

Estimate strength of key muscle groups and start vepetitive resisted
strength training, for example, lower limb extensors, shoulder flexors,
abductors and external rotators, wrist and finger extensors. Use exercise
equipment as required.

Institute electrical stimulation and EMG feedback where necessary.

Start practice book and check list of what patient is to practise in order to
establish a daily exercise routine.

Provide seating suitable for individual’s body dimensions and needs, for
example, height-adjustable seat for exercising, suitable chair for sitting,
with arm rest (glenohumeral joint in mid-rotation) (see Fig. 5.23).

Test and record baseline motor performance on everyday actions; repeat
at intervals, on discharge and follow-up.




Tom tat

e ez

Tac gia 1 nguoi (KTV)
Nam xuét ban 1997 (dich)
Hoan canhra ddi  PHCN dwa vao cdng dong

Poi twong Nhan vién y té trinh do
trung binh

Muc dich Thyc hién day du theo
khudn mau

Trinh bay Nhiéu hinh vé bai tap, mé
ta chi tiét, dé bat chuwdéc

B4 cuc Theo hanh déng cu thé
YU KHUYET BIEM ?

2 nguoi (KTV)

2003

PHCN dwa trén chirng cw
Nhan vién c6 trinh dd nhat dinh

Co hiéu biét khoa hoc roi thuc
hién dung theo van dé

Co sinh hoc, nghién ctru Iam
sang, khuyén cao, hinh minh hoa

Theo nhém chirc nang, van dé
?




