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We want to educate movement and action.

Helping our low – level stroke patients participate in everyday life, means re-training of tasks, goal specific activities ,as close as possible to normal skills, relevant to the indivi​dual patient.

We have integrated an educational model into the neurophysiological treatment of im​pairments that focuses on the re – education of Patients in motor task. Using the ex​planations of the theo​retical model, movement is seen as a product of interaction of mul​tiple processes, including:

a) perceptual,cognitive and motor processes within the individual.

b) Interaction between the individual,the task and the environment (Horak, Majsak, Winstein).

CONCEPTUAL FRAMEWORK FOR CLINICAL INTERVENTION – MANAGEMENT PLAN

Therapy strategies focus primarly on re-learning skills relevant to the individual patient.

Key Aspects of this framework are:

a) A multilevel classification of impairments,activities and participation used for an on-going interdisiplinary documentation.

b) Clinical decision making process which involves the following key elements:

    1. Expectation of the patient:
- VISION
    2. Identification of problems and goals:
- RESOURCES / LIMITATIONS
    3. Establish an on-going treatment plan:
- RELEVANT, ATTAINABLE, 

- UNDERSTANDABLE MEASUREABLE

    4. Training and Reinforcement:

- ACTIVE-LEARNING ENVIRONMENT


- FORCED-USE,REPETITION,PRACTICE



- REASSESSMENT, ACCOUTABILITY

    5. Reintegration:
- PARTICIPATION: BACK INTO 

  SOCIETY


- COPING (on-going emotional and prac-

  tical support of carers and patients)

This lecture focuses on the key aspect of Intensive Training and Reinforcement

FORCED – USE AND ACTIVE REHABILITATION

We practice a holistic and rational approach, derived from Margaret Johnstone MSCP.

The aim of the sessions remains the same: active participation of the patient to accomplish a task-specific activity using the impaired limb.(Johnstone). The basics are kept simple, easy to understand and applicable to others than trained therapist (nurses, carers).

The difference to the original approach resides in analysis and explanation of movement disor​ders and their rational transformation into skillful handling.

Clinical Application:
The low-level stroke client is defined using the motor recovery stages as stated in the Chedoke–McMaster Stroke Assesment (Chedoke). We concentrate on stages 1 through 4:

stage 1:
Flaccid paralysis. Absence of any form of movements,active or reflexively

stage 2:
Spasticity is present. No voluntary movement, but a facilitory stimulus will 

elicit the stereotypical flexor and extensor limb synergies reflexively.

stage 3:
Spasticity is marked. The synergistic movements can be elicited 


voluntarily, but are obligatory. In most cases, the flexion synergy 


dominates the arm, the extension synergy the leg. There are strong and


weak components within each synergy.

stage 4:
Spasticity decreases. Movements combining antagonistic synergies can
 
be performed when the prime movers are the strong components of the 
                synergy.

A patient movement problem can thus involve:Muscle weakness, abnormal synergistic organisa​tion of movements, altered temporal sequencing of muscle contractions, impaired regulation of force control, delayed respon​ses, abnormal muscle tone, loss of range of motion, altered bio​mechanical and sensory impairments.

These limitations do not always allow independent and intensive praxis as suggested in the literature for enhancing limb function (Kwakkel,Ada,Butefish).
This population of patients would also not qualify to participate in therapy interven​tions proven to enhance movements on the paretic side( CIMT Constraint Induced Movement Therapy)Kunkel)  Entry into such a program requires minimal voluntary motor action and no serious cognitive deficits.

Patients without supervision, modification of task or a modified environment would auto​matically accomplish skills using movements strategies of least resistance encouraging learned disuse of the impaired limb (Taub).

Practical Application:Clinical Tools and Interventions
Combining empirical handling techniques and clinical tools for intensive training, task-specific or goal-orientated activities are practiced.

The low-level patients are often unable to perform the whole task without excessive move​ments, thus „part practice“ with relevance to the whole task is a necessity.( Ada ).
Determining the factors which are contributing to the movement or functional deficit, a training program is established.

Margaret Johnstone MCSP has comprehensively developed various tools to be integrated in a dynamic rehabilitation program and to be used by the crew. In particular inflatable air splints and rocking devices. To enable variety in dynamics, other devices and equipments are constantly being evaluated and introduced into the training program (fitter, Wolf-turntable, moped bicycle, arjo standing and manus).

Inflatable air splints are used for:

1. Biomechanical advantages:

-Influencing length-associated tissue changes and muscle tone

-Stabilisation and Mobilisation

-Preventions and treatment of muscle contractions, especially in delayed treatment cases

2. Dynamic boost to sensory input:

-Weight bearing

-Intermittent pressure

Rocking devices (rocking chair, Laws rocking machine, rocking table) are used for:

-Rhythmical movements to influence muscle tone and for relaxation

-Vestibular stimulation

-Dynamic weight transference

-Stimulation of automatic movements induced by the rocking motion in combination with air 
 splints (Feys ).

Summary
We want the low-level patient, even with severe sensory, motor, cognitive and perceptual problems, to be able to practice some activity on his own with positve results (Feys).
We want patients to spend more time in training than waiting for therapy (DeWeerdt ).

We want to encourage an active positive attidude to support patients and carers (Mant) on their journey of recovery to overcome the problems, frustrations and limitations involved through having a stroke (Fellowship 1990 awarded to M. Johnstone for emphasis on home-care team).

Master clinicians like Margaret Johnstone and many others have contributed to our professional growth and shown through keen observations that people have the potential to change and learn, irrespective of damage or alteration in CNS function.

“Variety is the spice of life”demanding, resting, giving guidance in training, withdrawing, providing tools for tedious training against disuse; amongst the different techniques we use, integrating this form of rehabilitation in our overall mangement has helped us to set a pace for training within which the low-level patient feels safe and at a stage, that is manageable. A relevant aspect to the dimensions of learning.
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