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Summary

Despite major advances made in the recent years in
relation with arthropathic psoriasis (PsA) and
psoriasis(PsO), including epidemiological, genetic and
pathogenetic data, information including therole of
inflammatory cytokines, especially TNF-a and IL-17,
which have led to the development of targeted therapies,
from which have largely benefited patients with PsA and
PsO, there is insufficient scientific evidence related to the
influence of physical therapy in PsA. The only data come
from studies in patients with ankylosing spondylitis (AS).
This creates difficulties in standardizing therapeutic
guidelines in the field. Given the above, we performed a
multicenter, open-label, controlled study comparing the
effects of Adalimumab + Physical Therapy (Group A) with
the effects of Adalimumab alone (Group B).

The main objective of the study was to evaluate the
effectiveness of physical therapy in reducing pain in
patients with PsA.Secondary objective was to evaluate the
influence of physical therapy on the quality of life (QoL) of
patients with PsA. The assessment of the effects were made
according to the recommendations of the guide of the
European Society of Rheumatology. The study followed the
evolution of patients over 3-6 months of therapy and
addressed exclusively to patients with PsA.

Results. Of the total population studied, a greater
improvement was observed, compared to baseline in most
applied PROs scales, in the group that benefited from
adalimumab add-on physical therapy both at the end of
week 16 and at the end of the 8 weeks of unassisted physical
therapy.

rezumat

În ciuda  progreselor majore fãcute în ultimii ani în
ceea ce priveºte psoriazisul artropatic (PsA) ºi psoriazisul
(PsO), incluzând datele epidemiologice, genetice ºi
patogenetice, informaþii privind rolul citokinelor
inflamatorii, în special TNF-a ºi IL-17,  care au condus la
dezvoltarea de terapii þintite de care au beneficiat în mare
mãsurã pacienþii cu PsA ºi PsO, nu existã suficiente dovezi
ºtiinþifice legate de influenþa kinetoterapiei în PsA.
Singurele date provin din studiile pe pacienþi cu spondilitã
anchilozantã (AS). Acest fapt creeazã dificultãþi în
standardizarea ghidurilor terapeutice din domeniu. Având
în vedere cele prezentate mai sus am efectuat un studiu
multicentric, deschis, controlat care sã compare efectele
terapiei cu Adalimumab + Kinetoterapie (Grup A) cu
efectele terapiei cu Adalimumab (Grup B). 

Obiectivul principal al studiului a fost sã evalueze
eficacitatea kinetoterapiei în reducerea durerii pacienþilor
cu PsA. Obiectivul secundar a fost sã evalueze influenþa
kinetoterapiei asupra calitãþii vieþii (QoL) pacienþilor cu
PsA. Aprecierea efectelor a fost fãcutã conform
recomandãrilor ghidului Societãþii Europene de
Reumatologie. Studiul a urmãrit evoluþia pacienþilor pe 3-
6 luni de terapie ºi s-a  adresat exclusiv pacienþilor cu PsA.

Rezultate. Din totalul populaþiei studiate, s-a
observat o mai mare îmbunãtãþire, faþã de starea iniþialã, în
majoritatea scalelor PROs aplicate, în cadrul grupului care
a beneficiat de kinetoterapie ºi de adalimumab, atât la
sfârºitul sãptãmânii 16 cât ºi la sfârºitul celor 8 sãptãmâni
de kinetoterapie neasistatã. 
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Introducere

Psoriazisul artropatic este o boalã debilitantã
emoþional ºi fizic, care are un impact negativ
semnificativ asupra vieþii persoanei afectate. În
plus, printre cei care au PsA, mai mult de
jumãtate prezintã artritã erozivã progresivã, ºi
majoritatea dintre ei au deficit funcþional.
Deficitul funcþional asociat cu PsO ºi PsA are ca
rezultat o creºtere a costurilor de asistenþã
medicalã, o reducere a calitãþii vieþii, incluzând
aici o ratã scãzutã a ocupãrii forþei de muncã.

În efortul de a îmbunãtãþi opþiunile tera-
peutice pentru pacienþii care suferã de aceste boli,
cercetãrile au condus la descoperirea mai multor
terapii care vizeazã direct rãspunsul imunitar
care conduce la PsO /PsA. O proteinã specificã ce
s-a dovedit a fi o þintã eficientã pentru terapie
este factorul de necrozã tumoralã (TNF-a).
Adalimumab este primul anticorp monoclonal
complet umanizat orientat împotiva TNF-a.
Acesta a demonstrat îmbunãtãþiri semnificative
ale manifestãrilor cutanate ºi articulare, dimi-
nuând dizabilitãþile cauzate de deteriorarea
articularã, inhibând distrucþiile structurale la
nivel radiografic ºi îmbunãtãþind calitatea vieþii
în rândul pacienþilor cu PsA. Cu toate acestea nu
toþi pacienþii au un rãspuns pozitiv la
Adalimumab. În plus sunt date restrânse legate
de remisia bolii. 

În ciuda  progreselor majore fãcute în ultimii
ani în ceea ce priveºte PsA ºi PsO, incluzând
datele epidemiologice, genetice ºi patogenetice,
informaþii privind rolul citokinelor inflamatorii,
în special TNF-a ºi IL-17,  care au condus la
dezvoltarea de terapii þintite de care au beneficiat
în mare mãsurã pacienþii cu PsA ºi PsO, nu existã
suficiente dovezi ºtiinþifice legate de influenþa
kinetoterapiei în PsA, singurele date provenind
din studiile pe pacienþi cu AS. Acest fapt creeazã

Introduction

Arthropathic psoriasis is adisease with
pshicological and physical manifestations which
has a great negative effect on QoL affected
person. In addition, among those with PsA, more
than half report progressive erosive arthritis and
majority of them have also functional
impairment. The functional deficit associated
with PsO and PsA results in an increase in
healthcare costs, a reduction in the quality of life,
including here a low employment rate. In an
effort to improve treatment options for patients
suffering from these diseases, research has led to
the discovery of several therapies that directly
target the immune response that leads to
PsO/PsA. A specific protein that has been shown
to be an effective target for therapy is tumor
necrosis factor (TNF-a). Adalimumab is the first
fully humanized monoclonal antibody to target
TNF-a. It has demonstrated significant impro-
vements in cutaneous and articular mani-
festations, diminishing disabilities caused by
joint damage, inhibiting structural damage at the
radiographic level and improving the quality of
life among patients with PsA. However, not all
patients have a positive response to Adalimumab
in addition, there are limited data on the
remission of the disease.

Despite major advances in PsA and psoriasis
in recent years, including epidemiological,
genetic and pathogenetic data, information
including the role of inflammatory cytokines,
especially TNF-a and IL-17, which have led to the
development of targeted therapies, which has
largely benefited patients with PsA and PsO,
there is insufficient scientific evidence for the
influence of physical therapy on PsA, the only
data coming from studies on patients with AS.
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Concluzii. Kinetoterapia individualizatã adaugatã
terapiei cu adalimumab îmbunãtãþeºte calitatea vieþii dupã
16 sãptãmâni la pacienþii cu PsA cu câteva efecte susþinute
ºi dupã 24 de sãptãmâni (8 sãptãmâni de kinetoterapie
efectuatã individual).

Cuvinte cheie: kinetoterapia, psoriazisul artropatic,
durere, calitatea vieþii.

Conclusions. Individualized physiotherapy added to
adalimumab therapy improves quality of life after 16 weeks
in patients with PsA with several sustained effects and after
24 weeks (8 weeks of individualized physical therapy).

Keywords: physical therapy, arthropathic psoriasis,
pain, quality of life.
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dificultãþi în standardizarea ghidurilor tera-
peutice din domeniu.

Povara clinicã. Evoluþia PsA poate fi
variabilã ºi imprevizibilã, variind de la boala
uºoarã ºi nedestructivã la artrita erozivã ºi
deformantã, observatã la 40% pânã la 60% dintre
pacienþii cu PsA.1 Pacienþii netrataþi pot dezvolta
inflamaþii persistente, leziuni articulare,
dizabilitãþi fizice ºi mortalitate crescutã. [1] Într-o
cohortã prospectivã de 100 de pacienþi cu PsA
care au fost observaþi timp de aproximativ cinci
ani (durata medie, 11 ani), leziunile articulare au
progresat la o medie de 0,42 articulaþii periferice
pe an [2]. Acutizãrile ºi remisiunile apar frecvent;
majoritatea pacienþilor cu PsA au avut cel puþin o
acutizare în doi ani. [3] Povara dizabilitãþii fizice
este substanþialã la pacienþii cu PsA. HAQ
Disability Index (HAQ-DI) este frecvent utilizat
pentru a evalua funcþia fizicã în PsA. Un scor de
la 0 la 1 reprezintã o dizabilitate uºoarã pânã la
moderatã, 1 pânã la 2 reprezintã o dizabilitate
moderatã pânã la severã, iar 2 pânã la 3
reprezintã o dizabilitate severã pânã la foarte
severã. [4] Funcþia fizicã se agraveazã în timp ce
numãrul articulaþiilor inflamate ºi activitatea
bolii creºte. [5] 

Pe lângã afectarea pielii ºi a articulaþiilor, PsA
a fost asociatã ºi cu alte afecþiuni inflamatorii,
inclusiv tulburãri autoimune (cum ar fi iritita ºi
uveita) ºi factori de risc crescut pentru bolile
cardiovasculare (BCV). Salaffi ºi colab. au arãtat
cã mai mult de jumãtate din pacienþi au prezentat
cel puþin o comorbiditate, cum ar fi hipertensiune
arterialã, boli de inimã, afecþiuni gastrointestinale
(GI) ºi afecþiuni respiratorii cronice. [6]
Tulburãrile autoimune ale intestinului sunt mai
frecvente la pacienþii cu PsA. Mucoasa intestinalã
a pacienþilor cu PsA fãrã simptome ale intesti-
nului prezintã leziuni microscopice chiar ºi
atunci când mucoasa apare normalã macroscopic.
Acest lucru poate susþine o legãturã patogenã
între piele, articulaþii ºi intestin la pacienþii
psoriazici cu artritã, chiar ºi în absenþa simpto-
melor intestinale. [7, 8] Prevalenþa bolii intesti-
nale inflamatorii este, de asemenea, mai mare la
pacienþii cu PsA (3,9%) decât la populaþia
generalã (0,4%) (P<0,001). [9]

Calitatea Vieþii (QoL) pacienþilor cu PsA.
Subiectul care ne intereseazã cel mai mult în
aceastã cercetare îl reprezintã calitatea vieþii

This creates difficulties in standardizing
therapeutic guide-lines in the field.

The clinical burden. The evolution of PsA
can be variable and unpredictable, ranging from
mild and non-destructive disease to erosive and
deforming arthritis, observed in 40% to 60% of
patients with PsA.1Patients who remain
untreated could developresistant  inflammation,
joint damage, physical disabilities and higher
mortality. [1] In a prospective cohort of 100 PsA
patients who were observed for approximately
five years (mean duration, 11 years), and it was
reported that the joint lesions progressed to an
average of 0.42 peripheral joints per year [2].
Acutisations and remittance are more frequent;
majority of the patients with PsA reported at least
an acutisation in the last two years. [3] The
burden of physical disability is substantial in
patients with PsA. The HAQ Disability Index
(HAQ-DI) is commonly used to assess physical
function in PsA. A score from 0 to 1 represents a
mild to moderate disability, 1 to 2 is a moderate
to severe disability, and 2 to 3 represents a severe
to very severe disability. [4] Physical function
worsens while the number inflamed joints and
disease activity increases. [5]

In addition to skin and joint damage, PsA has
been associated with other inflammatory
conditions, including autoimmune disorders
(such as irritation and uveitis) and increased risk
factors for cardiovascular disease (CVD). Salaffi
et al. showed that more than half of the patients
reported at least one comorbidity, such as high
blood pressure, heart disease, gastrointestinal
(GI) and chronic respiratory disorders. [6]
Autoimmune bowel disorders are more common
in patients with PsA. The intestinal mucosa of
patients with PsA without intestinal symptoms
shows microscopic lesions even when the
mucosa appears normal macroscopically, this
may support a pathogenic connection between
skin, joints and intestine in psoriatic patients with
arthritis, even in the absence of intestinal
symptoms. [7, 8] The prevalence of inflammatory
bowel disease is also higher in patients with PsA
(3.9%) than in the general population (0.4%) 
(P <0.001). [9]

Quality of Life (QoL) of patients with psA.
The topic that interests us most in this research is
the quality of life of patients with PsA or more
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pacienþilor cu PsA sau mai exact cât de mult este
afectatã calitatea vieþii de PsA. Potrivit
Organizaþiei Mondiale a Sãnãtãþii (OMS), QoL
este definitã drept „percepþia individului asupra
poziþiei sale în viaþã, în contextul culturii ºi
sistemelor de valori în care trãieºte ºi în raport cu
obiectivele, aºteptãrile, standarde ºi preocupãrile
acestuia. Este un concept amplu, influenþat într-
un mod complex de sãnãtatea fizicã, starea
psihicã, credinþele personale, relaþiile sociale ºi
relaþia sa cu caracteristicile relevante ale mediului
sãu” [10]. OMS a dezvoltat ºi a aprobat un limbaj
standard ºi un sistem de clasificare pentru
funcþionalitate ºi dizabilitate: Clasificarea
internaþionalã a funcþionalitãþii, dizabilitãþii ºi
sãnãtãþii (ICF)  [11]. 

PsA reprezintã o povarã majorã pentru
pacienþi, diminuându-le capacitatea de a
desfãºura activitãþi zilnice ºi reducând calitatea
vieþii lor. Scorurile funcþiei fizice ºi a calitãþii vieþii
asociate sãnãtãþii (HRQoL) sunt mai mici la
pacienþii cu PsA comparativ cu persoanele
sãnãtoase ºi cu pacienþii cu alte artrite
inflamatorii. [12] Din cauza afectãrii cutanate,
pacienþii cu PsA pot avea, de asemenea, o afectare
mai mare a funcþiei psihosociale, manifestatã prin
jenã ºi, în unele cazuri, depresie.  [13] Activitatea
bolii (articulaþii ºi piele) este asociatã cu
înrãutãþirea QoL; domeniile psihologice ale
HRQoL sunt, de asemenea, legate de activitatea
bolii ºi scorurile durerii [12]. Pacienþii cu PsA se
plâng de obicei de obosealã ºi tulburãri de somn,
care pot contribui la un scor HRQoL slab.
Aproape 50% dintre pacienþii cu psoriazis
raporteazã un anumit nivel de tulburãri de somn;
prezenþa PsA este un predictor puternic al
tulburãrii de somn (proporþia proporþionalã 3.27;
P<0.001) [14]. Gradul de obosealã observat la
pacienþii cu PsA este semnificativ mai mare decât
cel al populaþiei generale ºi comparabil cu cel al
pacienþilor cu lupus eritematos sistemic;
aproximativ 50% dintre pacienþi se plâng de
obosealã moderatã pânã la severã ºi 29% se plâng
de obosealã severã [14].

povara economicã. Costurile asociate cu PsA
pot fi considerabile. Pentru cã metodele de
colectare a datelor sunt/au fost foarte diferite
este complicat sã se compare costurile în toate
studiile raportate, însã este clar cã PsA vine cu o
povarã economicã substanþialã asociatã. În SUA,

precisely how much the quality of life of PsA is
affected. World Health Organization (WHO),
considers that QoL is “the individual’s
perception of his or her position in life, in the
context of the culture and value systems in which
he or she lives and in relation to his or her goals,
expectations, standards and concerns. It is a
broad concept, influenced in a complex way by
physical health, mental state, personal beliefs,
social relationships and its relationship with the
relevant characteristics of its environment [10].
WHO has developed and approved a standard
language and classification system for func-
tionality and disability: International Classifi-
cation of Functionality, Disability and Health
(ICF)  [11].

PsA is a major burden for patients,
diminishing their ability to perform daily
activities and reducing their QoL. Physical
function and health-associated quality of life
(HRQoL) scores are lower in patients with PsA
than in healthy individuals and patients with
other inflammatory arthritis. [12] Due to skin
damage, patients with PsA may also have a
greater impairment of psychosocial function,
manifested in embarrassment and, in some cases,
depression. [13] The activity of the disease (joints
and skin) is associated with worsening QoL; the
psychological domains of HRQoL are also related
to disease activity and pain scores [12]. Patients
with PsA usually complain of fatigue and sleep
disturbances, which can contribute to a poor
HRQoL score. Almost 50% of psoriasis patients
report some level of sleep discomfort; the
presence of PsA is a strong predictor of sleep
disorder (proportional ratio 3.27; P <0.001) [14].
The degree of fatigue observed in patients with
PsA is significantly higher than that of the
general population and comparable to that of
patients with systemic lupus erythematosus;
approximately 50% of patients complain of
moderate to severe fatigue and 29% complain of
severe fatigue [14].

The economic burden. The costs associated
with PsA can be considerable. Because the data
collection methods are very different it is difficult
to compare costs in all reported studies but it is
clear that PsA comes with a substantial economic
burden. In the US, they estimated a direct
healthcare cost for PsA of $ 1.9 billion, based on
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au fost estimate costurile directe de asistenþã
medicalã pentru PsA la un nivel de 1,9 miliarde
de dolari, bazate pe un cost mediu pe pacient de
3.638 USD (din 1999 pânã în 2000), înmulþit cu
prevalenþa estimatã a 520.000 de pacienþi PsA din
SUA în 2000. [15] Aceste costuri au fost probabil
subestimate, deoarece pacienþii care au primit
terapie biologicã au fost excluºi din analizã. [16]
Costurile directe medii  variazã de la 4.008 USD
în Ungaria la 5.646 USD în SUA. Costurile
indirecte totale asociate cu PsA reprezintã 52%
pânã la 72% din costurile totale. Aºa cum era de
aºteptat, costurile directe ºi indirecte ale PsA
cresc odatã cu agravarea afectãrii funcþiei fizice ºi
a activitãþii bolii. De exemplu, costurile totale
directe ºi indirecte cresc (în euro, convertite în
dolari SUA 2008) de la 2.331 EUR (~ 3.800 USD) ºi
5.599 Î (~ 9.155 USD) la pacienþii cu scoruri HAQ
scãzute (sub 1.2) la 5.721 Î (~ 9.350 USD) ºi 37.440
EUR (~ 61.220 $) la pacienþii cu scoruri HAQ (1,7
sau mai mare), conform valorilor din 2002. [17] 

În plus asociind PsA cu alte comorbiditãþi
”scumpe” pentru societate, lucrurile pot fi ºi mai
grave. Astfel diabetul melitus prezintã
complicaþii invalidante multiple, cum ar fi
fragilitate osoasã ºi articularã  [18] care împreunã
cu invaliditatea potenþialã cauzatã de PsA
determinã o adevãratã “gaurã neagrã” financiarã
pentru sistemul public de sãnãtate.  

Sumarizând putem afirma cã: artrita
psoriazicã cuprinde nu numai boala articularã, ci
ºi psoriazisul; literatura de specialitate relevã cã
numãrul pacienþilor cu afectare afectivã cauzatã
de PsA poate fi mai mare decât cel al altor
afecþiuni artritice; similar cu celelalte afecþiuni
reumatice inflamatorii, PsA este progresiv, eroziv
ºi destructiv, ceea ce duce la diminuarea
capacitãþii funcþionale ºi a calitãþii scãzute a vieþii;
pacienþii cu PsA pot avea, de asemenea, un risc
crescut de comorbiditãþi, în special boli
cardiovasculare, comparativ cu populaþia
general; PsA impune pacienþilor ºi societãþii o
povarã economicã substanþialã; povara clinicã a
PsA contribuie la costuri medicale directe;
costurile indirecte, inclusiv productivitatea
pierdutã ºi incapacitatea cauzatã de limitãrile în
funcþionarea ºi activitãþile vieþii de zi cu zi
contribuie, de asemenea, la costurile totale ale
PsA.

an average patient cost of $ 3,638 (from 1999 to
2000), multiplied by the estimated prevalence of
520,000 PsA patients. in the US in 2000. [15] These
costs were probably underestimated because
patients receiving biologic therapy were
excluded from the analysis. [16] Average direct
costs range from $ 4,008 in Hungary to $ 5,646 in
the US. The total indirect costs associated with
PsA represent 52% to 72% of the total costs. As
expected, the direct and indirect costs of PsA
increase as physical impairment and disease
activity worsen. For example, total direct and
indirect costs increase (in euros, converted to
2008 US dollars) from Î 2,331 (~ $ 3,800) and Î
5,599 (~ $ 9,155) in patients with low HAQ scores
(below 1.2) to Î 5,721 ( ~ $ 9,350) and EUR 37,440
(~ $ 61,220) in patients with HAQ scores (1.7 or
higher), according to 2002 reports. [17]

In addition to associating PsA with other
“expensive” comorbidities for society, things can
be even worse. Thus diabetes mellitus has
multiple disabling complications such as bone
and joint fragility [18] which together with the
potential disability caused by PsA we can say that
we have a real financial black hole for the public
health system.

In summary, we can say that: psoriatic
arthritis includes not only joint disease, but also
psoriasis; the literature reveals that the number of
patients with affective disorder caused by PsA
may be higher than that of other arthritic
conditions; similar to other inflammatory
rheumatic diseases, PsA is progressive, erosive
and destructive, leading to decreased functional
capacity and poor quality of life; patients with
PsA may also have an increased risk of
comorbidities, especially cardiovascular disease,
compared to the general population; PsA
imposes a substantial economic burden on
patients and society; the clinical burden of PsA
contributes to direct medical costs; indirect costs,
including lost productivity and incapacity caused
by limitations in the functioning and activities of
daily living, also contribute to the total costs of
PsA.

We can also list some fundamental issues that
PsA raises for society in general and patients in
particular:

Ø Psoriatic arthritis (PsA) is a multifaceted
disease, including variable associations of
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De asemenea putem enumera câteva pro-
bleme fundamentale pe care PsA le ridicã
societãþii în general ºi pacienþilor în particular:

Ø Artrita psoriazicã (PsA) este o boalã cu mai
multe faþete, incluzând asocieri variabile
de implicare musculo-scheleticã (artritã
perifericã, dactilitã, entezite, inflamaþie a
coloanei vertebrale), boli de piele ºi unghii
sau alte  manifestãri extraarticulare;

Ø Qol este profund modificatã în PsA,
datoritã atât aspectelor fizice ale impac-
tului, cât ºi modificãrilor domeniilor
psihologice ºi consecinþelor funcþionale/
sociale ale bolii; 

Ø Modificãrile QoL par sã se datoreze atât
componentei artritice/reumatologice, cât
ºi componentei psoriazisului/pielii; 

Ø Domeniile fizice ale sãnãtãþii ºi în special
dUrErEA sunt menþionate ca prioritãþi
ale pacientului;

Ø oboSEALA este o problemã-cheie pentru
pacienþi, deºi cauzalitatea sa este multi-
factorialã.

Ø obezitatea ºi diabetul sunt comorbiditãþi
agravante pentru PsA;

Ø Pe termen mediu ºi lung trebuie sã ne
aºteptãm la o creºtere a numãrului de
persoane diagnosticate cu PsA þinând cont
de factorii predispozanþi ºi de risc în
creºtere (diabet, obezitate, deficienþe auto-
imune – tiroiditã).

Material ºi metodã

Din problemele fundamentale sustrase în
urma studiului PsA considerãm cã prin
intermediul kinetoterapiei putem interveni
asupra dUrErii, obEziTãþii ºi oboSELii.
De aceea am decis implementarea unui studiu
care a examinat impactul kinetoprofilaxiei
secundare în Psoriazisul Artropatic. În acest sens
am implementat un studiu multicentric, deschis,
controlat care a comparat efectele terapiei
standard (ADALIMUMAB) + kinetoterapie -
Grup A cu efectele terapiei standard
(ADALIMUMAB) - Grup B.

Obiectivul principal al studiului a fost sã
evalueze impactul programelor kinetice
personalizate asupra PROs (patient-reported
outcomes) la pacienþii cu PsA. Obiectivul

musculoskeletal involvement (peripheral
arthritis, dactylitis, enthesitis, inflam-
mation of the spine), skin and nail diseases
or extra articular manifestations;

Ø Qol is profoundly altered in PsA, due to
both the physical aspects of the impact and
the changes in the psychological domains
and functional / social consequences of the
disease.

Ø QoL changes appear to be due to both the
arthritic / rheumatological component and
the psoriasis / skin component.

Ø The physical areas of health and especially
pAiN are mentioned as patient priorities.

Ø TirEdNESS is a key problem for patients,
although its causality is multifactorial.

Ø obesity and diabetes are aggravating
comorbidities for PsA.

Ø In the medium and long term we should
expect an increase in the number of people
diagnosed with PsA taking into account
the predisposing factors and increasing
risk (diabetes, obesity, autoimmune
deficiencies - thyroiditis).

Material and method

From the fundamental problems stolen from
the PsA study, we consider that through physical
therapy we can intervene on pAiN, obESiTY
and TirEdNESS. That’s why we decided to
implement a study that examined the impact of
secondary kinetoprophylaxis in Arthropathic
Psoriasis. In this sense, a multicenter, open,
controlled study was implemented that
compared the effects of standard therapy
(ADALIMUMAB) + physical therapy - Group A
with the effects of standard therapy
(ADALIMUMAB) - Group B.

The main objective of the study was to
evaluate the impact of customized kinetic
programs on PROs (patient-reported outcomes)
in patients with PsA patients. The secondary
objective of the study was to evaluate the impact
of individualized kinetic programs on pain
reduction in patients with PsA. The research
included 120 patients with psoriatic arthropathy.
They were randomized 1: 1 to receive standard
adalimumab therapy and personalized physical
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secundar al studiului, a fost sã eva-lueze impactul
programelor kinetice individua-lizate asupra
reducerii durerii la pacienþii cu PsA. Cercetarea a
inclus 120 de pacienþi cu artropatie psoriazicã.
Aceºtia au fost randomizaþi 1:1 sã beneficieze de
terapie standard cu adalimumab ºi programe
kinetoterapeutice personalizate (grupul activ –
Grup A) sau doar terapie standard cu
adalimumab (grup de control – Grup B).
Instrumentele folosite pentru a evalua impactul
asupra PROs au fost: HAQ-DI – Health
Assessment Questionnaire-Disability Index [19,
20], SF-36 componenþã fizicã (PCS) ºi
componenta mentalã (MCS) [21, 22], FACIT-F –
Functional Assesment of Chronic Illness
Therapy-Fatigue [23], DLQI – Dermatology Life
Quality Index [24],de asemenea a fost folositã ºi
Scala Numericã a Intensitãþii Durerii (NPRS)
[25].

Activitatea de cercetare s-a desfãºurat între
Noiembrie 2017 ºi Iulie 2019 în cadrul a 3 cabinete
private de dermatologie sau reumatologie (din
Galaþi, Brãila ºi Bucureºti) ºi a 2 sãli de sport (din
Galaþi ºi Bucureºti). Subiecþii au fost evaluaþi din
punctul de vedere al eligibilitãþii la vizita de
screening, cu douã sãptãmâni înainte de rando-
mizare. În timpul vizitei de evaluare (screening)
toþi pacienþii au fost instruiþi sã foloseascã HAQ-
DI, SF-36, FACIT-F, DLQI ºi NPRS precum ºi alte
tipuri de chestionare. Înaintea includerii în studiu
pacienþii au trebuit sã îºi dea acordul intrãrii în
studiu. 

Analiza statisticã a fost descriptivã, fiind
exprimate variabilele continue cum ar fi medii ºi
mediane cu estimarea semnificaþiei statistice  ºi
two-sided 95% CIs precum ºi variabile calitative
(fie dihotomice sau ordinale) exprimate ca
proporþii cu un CI de 95%. Pentru variabilele
continue analizele de subgrup s-au fãcut cu testul
ANOVA. Pentru estimarea numãrului necesar de
subiecþi am asumat o prevalenþã de 30% a PsA în
rândul populaþiei cu psoriazis ºi am luat în calcul
o populaþie de 360000 de pacienþi cu psoriazis în
România la un procent de 2% din populaþia
generalã, iar pentru un interval de confidenþã de
95% numãrul pacienþilor ce au trebuit înrolaþi a
fost de 120.

Studiul a presupus o perioadã de 16
sãptãmâni de kinetoterapie asistatã urmatã de o
perioadã de încã 8 sãptãmâni în care subiecþilor

therapy programs (active group - Group A) or
only standard adalimumab therapy (control
group - Group B). The tools used to assess the
impact on PROs were: HAQ-DI – Health

Assessment Questionnaire-Disability Index [19,
20], SF-36 componenta fizica (PCS) ºi component

mentala (MCS) [21, 22], FACIT-F – Functional

Assesment of Chronic Illness Therapy-Fatigue

[23], DLQI – Dermatology Life Quality Index

[24], the Numerical Pain Intensity Scale was also

used (NPRS) [25].
The research activity took place between

November 2017 and July 2019 in 3 private
dermatology or rheumatology offices (in Galati,
Brãila and Bucharest) and 2 gyms (in Gala<i and
Bucharest). Subjects were assessed for eligibility
for the screening visit two weeks before
radomization. During the screening visit all
patients were instructed to use HAQ-DI, SF-36,
FACIT-F, DLQI and NPRS as well as other types
of questionnaires. Prior to inclusion in the study,
patients had to give their consent to enter the
study.

The statistical analysis was descriptive, being
expressed continuous variables such as means
and medians with statistical significance
estimation and two-sided 95% CIs as well as
qualitative variables (either dichotomous or
ordinal) expressed as proportions with a CI of
95%. For continuous variables, subgroup
analyzes were performed with the ANOVA test.
To estimate the required number of subjects we
assumed a 30% prevalence of PsA among the
population with psoriasis and we took into
account a population of 360000 patients with
psoriasis in Romania at a percentage of 2% of the
general population, and for a range of 95%
confidence the number of patients who had to be
enrolled was 120.

The study took place for a 16-week period of
assisted physical therapy followed by a further 8-
week period in which subjects in the active
Group A group were asked to continue the
recommended kinetic programs individually.
After randomization, the patients in one group
followed a personalized kenetic program added
to the background therapy, and the other group
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din grupul active, Grup A, li s-a cerut sã continue
individual programele kinetice recomandate.
Dupã randomizare pacienþii unui grup au urmat
un program kenetic personalizat adãugat terapiei
de fond, iar celãlalt grup ºi-a continuat terapia
obiºnuitã. În timpul ºi dupã intervenþia tera-
peuticã a fost evaluatã eficacitatea tratamentului
pânã la sãptãmâna 24 a studiului (la 8 sãptãmâni
dupã încheierea intervenþiei kinetoterapeutice
asistate). În plus, intensitatea durerii a fost
evaluatã zilnic cu ajutorul unui jurnal pe toatã
perioada studiului.

Rezultate 

Pentru a obþine numãrul de subiecþi eligibili
pentru studiu, au fost evaluaþi 154 de pacienþi.
Dintre cei care nu au îndeplinit criteriile de
includere, au refuzat participarea în studiu 31 de
subiecþi, iar 3 prezentau afecþiuni cardiovasculare
grave sau instabile. Astfel, un numãr de 120 de
pacienþi cu PsA cu vârsta peste 18 ani, au fost
înrolaþi. 

Principalele caracteristici demografice ºi
clinice ale populaþiei de studiu sunt sumarizate în
Tabelul 1. Vârsta medie 47.3 ani, locuind
predominant urban (78.8%) ºi având în general
educaþie medie sau superioarã (87.8% au absolvit
cel puþin liceul). Procentul de pacienþi angajaþi
full-time a fost de 85.4%.  Aproximativ 50% erau
obezi, cu o medie IMC de 26.7. ºi o duratã medie
a PsA-ului mai mare de 3 ani. Existã diferenþe
între pacienþii cu vârsta bolii de sub 5 ani,
respectiv peste 5 ani. Astfel în tabelul 1 se poate
observa cã tratamentul cu agenþi biologici este
început mai târziu la pacienþii cu boalã mai veche
de 5 ani (46.2 ani), comparativ cu 43.2 ani la cei cu
boalã de mai puþin de 5 ani. De asemenea
pacienþii cu boalã mai veche de 5 ani au un
procent mai mare de hipertensiune arterialã
(43%) ºi diabet de tip I (10%), comparativ cu   cei
cu boala de mai puþin de 5 ani (hipertensiune
arterialã 21.9%; diabet tip I 4.8%).

Pânã la finalizarea celor 16 sãptãmâni de
intervenþie kinetoterapeuticã asistatã nu a fost
înregistrat nici o retragere din studiu. În ceea ce
priveºte aderenþa la kinetoterapie dupã
sãptãmâna 16 pânã la sãptãmâna 24, aceasta nu a
fost evaluatã deoarece nu a fãcut parte din
obiectivele acestui studiu. Complianþa la

continued their usual therapy. During and after
the therapeutic intervention, the effectiveness of
the treatment was evaluated until the 24th week
of the study (8 weeks after the end of the assisted
kinetotherapeutic intervention). In addition, pain
intensity was assessed daily using a journal
throughout the study.

Results

To obtain the number of subjects eligible for
the study, 154 patients were evaluated. Of those
who did not meet the inclusion criteria, the
majority refused to participate in the study (31
subjects), 3 had severe or unstable cardiovascular
disease. Thus, a number of 120 PsA patients aged
18+ were enrolled in 2 centers. The main
demographic and clinical characteristics of the
study population are summarized in Table 1.
Average age 47.3 years, living predominantly
urban (78.8%) and having generally secondary or
higher education (87.8% graduated at least high
school). The percentage of patientswith full-time
jobss was 85.4%. About 50% were obese, with a
mean BMI of 26.7. and an average PsA duration
of more than 3 years. There are differences
between patients with the age of the disease
under 5 years and over 5 years. Thus in table 1 it
can be seen that the treatment with biological
agents was started later in patients with the
disease older than 5 years (46.2 years) compared
to 43.2 years in those with the disease less than 5
years. Also, patients with disease older than 5
years have a higher percentage of hypertension
(43%) and type I diabetes (10%) compared to
those with disease less than 5 years (21.9%
hypertension; type I diabetes 4.8%).

Until the end of the 16 weeks of assisted
physical therapy intervention, no withdrawal
from the study was registered. Regarding
adherence to physical therapy after week 16 to
week 24, it was not evaluated because it was not
part of the objectives of this study. Compliance
with physical therapy could be the subject of
further research.

Of the total population studied, a greater
improvement was observed, compared to
baseline in most applied PROs scales, in the
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kinetoterapie ar putea fi subiectul unei cercetãri
ulterioare. 

Din totalul populaþiei studiate, s-a observat o
mai mare îmbunãtãþire, faþã de starea iniþialã în
majoritatea scalelor PROs aplicate, în cadrul
grupului care a beneficiat de kinetoterapie ºi
adalimumab, atât la sfârºitul sãptãmânii 16 cât ºi
la sfârºitul celor 8 sãptãmâni de kinetoterapie
neasistatã (sãptãmâna 24 – fig.1). S-au observat

group that received adalimumab + add-on
physical therapy both at the end of week 16 and
at the end of the 8 weeks of unassisted
physiotherapy ( week 24 - fig.1).

Statistically significant differences (95% CI
Vs group B) were observed for baseline
improvements in the physical therapy group
compared to the adalimumab-only group:

Ø at 24 weeks for HAQ-DI scores (fig. 1a);

psA <5 ani psA >_ 5 ani valoare p

Vârsta, medie (SD) 47.3 (11.5) 53.3 (10.9) 0.032

Mascul sex, n (%) 23 (56.1) 29 (33.67) 0.214

Vârsta la diagnostic, ani, medie (SD) 42.1 (11.4) 39.2 (11.3) 0.04

Vârsta la care au început tratamentul biologic, ani, medie (SD) 43.2 (11.0) 46.2 (11.2) <0.001

Durata bolii pânã la momentul iniþierii tratamentului cu 2.7 (1.4) 13.9 (8.3) "1
agent biologic, medie, (SD)

Urban, n (%) 31 (78.0) 63 (79.7) "1

Status profesional, angajat full-time, n (%) 35 (85.4) 79 (89.9) 0.044

Educaþie medie/superioarã, n (%) 36 (87.8) 79 (89.9) "1

Fumãtori, n (%) 12 (29.2) 25 (31.6 0.89

Tipul de psA

Poliartritã simetricã 34 (82.9) 66 (83.5)

Artritã predominant distalã, articulaþiile interfalangiene 2 (4.8) 4 (5.0)

Oligoartrita asimetricã 4 (10.0) 9 (11.4)

Artritã distructivã (mutilans) 0 (0) 0 (0.0)

IMC, kg/m2, medie (SD) 26.7 (4.2) 28.2 (5.0) 0.062

Distrofie unghii, n (%) 11 (26.8) 22 (27.8) 0.278

Dactilitã, n (%) 11 (26.8) 22 (27.8) 0.278

Comorbiditate

Hiperuricemie, n (%) 0 (0) 3 (3.79) 0.341

Hipertensiune Arterialã, n (%) 9 (21.9) 34 (43.0) 0.005

Diabetes mellitus, n (%) 2 (4.8) 8 (10.1) 0.005

Dislipidemie, n (%) 3 (7.31) 11 (13.9) 0.561

Concomitent csDMARD, n (%) 39 (95.1) 75 (94.9 0.158

Steroizi oral, n (%) 24 (82.9) 49 (62.0) 0.641

Tabel 1 Caracteristici demografice ºi clinice ale populaþiei de studiu
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diferenþe semnificative statistic (95% CI Vs
grupul B) în ceea ce privesc îmbunãtãþirile faþã de
starea iniþialã în grupul ce a beneficiat de
kinetoterapie, comparativ cu grupul ce a
beneficiat doar de terapie cu adalimumab:

Ø la 24 de sãptãmâni la scorurile HAQ-DI
(fig. 1a);

Ø at 16 weeks for SF-36 PCS scores (physical
component - fig.2)

Ø at 16 and 24 weeks for physical pain sub-
scores (DLQI) 5.36 [1.40-9.33]

Ø at 16 and 24 weeks for sub-scores related to
vitality (energy) FACIT-F 4.07 [0.67 -7.47]

Ø at 16 and 24 weeks for DLQI (fig.1c)

psA < 5 years psA >_ 5 years p value

Age, mean (SD) 47.3 (11.5) 53.3 (10.9) 0.032

Male sex, n (%) 23 (56.1) 29 (33.67) 0.214

Age at the diagnosis, years, mean (SD) 42.1 (11.4) 39.2 (11.3) 0.04

Age at the time of treatment initiation with biologic agent, 43.2 (11.0) 46.2 (11.2) <0.001
years, mean (SD)

Age of desease at the initiation of biological treatment, years, 2.7 (1.4) 13.9 (8.3) "1
mean, (SD)

Urban, n (%) 31 (78.0) 63 (79.7) "1

Profesional Status, full-time job, n (%) 35 (85.4) 79 (89.9) 0.044

Secundary/higher education, n (%) 36 (87.8) 79 (89.9) "1

Smokers, n (%) 12 (29.2) 25 (31.6 0.89

Type of psA

Symmetrical polyarthritis 34 (82.9) 66 (83.5)

Predominatly distal arthritis, interphalangeal joints 2 (4.8) 4 (5.0)

Asymmetric oligoarthritis 4 (10.0) 9 (11.4)

Destructive arthritis (mutilans) 0 (0) 0 (0.0)

BMI, kg/m2, mean (SD) 26.7 (4.2) 28.2 (5.0) 0.062

Nail dystrophy, n (%) 11 (26.8) 22 (27.8) 0.278

Dactylitis, n (%) 11 (26.8) 22 (27.8) 0.278

Comorbidity

Hyperuricemie, n (%) 0 (0) 3 (3.79) 0.341

Hypertension, n (%) 9 (21.9) 34 (43.0) 0.005

Diabetes mellitus, n (%) 2 (4.8) 8 (10.1) 0.005

Dyslipidemia, n (%) 3 (7.31) 11 (13.9) 0.561

Concomitant csDMARD, n (%) 39 (95.1) 75 (94.9 0.158

Oral steroids, n (%) 24 (82.9) 49 (62.0) 0.641

Table 1. demographic and clinical characteristics of the study population
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Ø la 16 sãptãmâni la scorurile SF-36 PCS
(componenta fizicã – fig.2)

Ø la 16 ºi 24 sãptãmâni la sub-scorurile
pentru durerea fizicã (DLQI) 5.36 [1.40-
9.33]

Ø la 16 ºi 24 sãptãmâni la sub-scorurile legate
de vitalitate (energie) FACIT-F 4.07 [0.67 -
7.47]

Ø la 16 ºi 24 sãptãmâni pentru DLQI (fig.1c)
Modificãrile faþã de starea iniþialã a scorurilor

SF-36 componenta mentalã (MCS) nu au arãtat
diferenþe semnificative statistic, însã au fost
numeric mai mari faþã de grupul de control la
sãptãmâna 16:

Ø media ajustatã faþã de baseline (SE) 2.42
[0.70] vs 1.15 [0.73]

Ø diferenþa mediei ajustate (CI 95%) 1.28 
[-0.58 la 3.13], P>_0.05, dar nu au fost
diferenþe relevante la sãptãmâna [24].

Analizând îmbunãtãþirile faþã de starea
iniþialã la toate PROs,  în funcþie de nivelul
proteinei C-reactive (CRP), s-a observat un trend
pozitiv al Grupului A versus Grupul B. În cazul
tuturor scalelor (PROs), îmbunãtãþirile faþã de
starea iniþialã la sãptãmâna 16, cu toate cã nu au
atins semnificaþie statisticã, au fost numeric mai
mari în cazul pacienþilor cu nivel iniþial CRP mai
mare de limita superioarã a normalului (ULN)
versus CRP mai mic ULN în ambele grupuri
studiate (Grup A, Grup B). În subpopulaþia CRP
> ULN îmbunãtãþirile raportate în Grupul A
versus Grup B au fost semnificativ mai mari
pentru scalele HAQ-DI, SF-36 PCS, MCS, FACIT-
F ºi DLQI (fig.3). În cazul tuturor sub-scalelor SF-
36, cu excepþia sãnãtãþii mentale (MH), au fost
raportate îmbunãtãþiri mai mari la sãptãmâna 16
pentru Grupul A versus Grupul B în cazul
pacienþilor cu CRP > ULN (fig. 3). Îmbunãtãþiri
semnificative (diferenþa ajustatã medie [95% CI])
în cazul scalelor DLQI (> 2.32 [> 3.80 la > 0.83];
II.6.6) ºi SF-36 PF (8.57 [2.15 la 14.99]) ºi BP (6.62
[0.15 ºi 13.09]) (Fig. A) au fost raportate în cazul
subpopulaþiei CRP > ULN Grup A versus Grup B
la sãptãmâna 24.

Discuþii

Aceste rezultate au demonstrat cã intervenþia
kinetoterapeuticã individualizatã a îmbunãtãþit
în general calitatea vieþii (PROs) pacienþilor cu
PsA, în special a celor cu CRP iniþial > ULN.

Baseline changes in SF-36 mental component
(MCS) scores did not show statistically
significant differences but were
numerically larger than the control group
at week 16:

Ø Baseline-adjusted mean (SE) 2.42 [0.70] vs
1.15 [0.73]

Ø adjusted mean difference (95% CI) 1.28 [-
0.58 to 3.13], P?0.05, but there were no
relevant differences at week [24].

Analyzing baseline improvements in all
PROs by C-reactive protein (CRP) level, a
positive trend of Group A versus Group B was
observed. For all scales (PROs), baseline
improvements at week 16, although not reached
statistical significance, were numerically higher
in patients with baseline CRP above the upper
limit of normal (ULN) versus lower CRP ULN in
both groups studied (Group A, Group B) In the
CRP subpopulation > ULN improvements
reported in Group A versus Group B were
significantly higher for the HAQ-DI, SF-36 PCS,
MCS, FACIT-F and DLQI scales (fig.3). For all SF-
36 sub-scales except mental health (MH), greater
improvements were reported at week 16 for
Group A versus Group B in patients with CRPº
ULN (Fig. 3). Significant improvements (mean
adjusted difference [95% CI]) for DLQI scales (-
2.32 [- 3.80 to - 0.83]; II.6.6) and SF-36 PF (8.57
[2.15 to 14.99]) and BP (6.62 [0.15) and 13.09]) (Fig.
3A) were reported for CRP > ULN Group A
versus Group B subpopulation at week 24.

Discussions

These results demonstrated that indivi-
dualized physical therapy intervention generally
improved the quality of life (PROs) of patients
with PsA, especially those with initial CRP >
ULN at baseline. In addition to the analysis of the
general population, the effect on quality of life
(PROs) was also analyzed according to the CRP
level, the CRP level being identified as a negative
prognostic factor [26]. A statistically not
significant trend of improvement in PROs was
observed in patients with elevated CRP at
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Suplimentar analizei populaþiei generale, efectul
asupra calitãþii vieþii (PROs) a fost analizat ºi în
funcþie de nivelul CRP, nivelul CRP fiind
identificat ca fiind un factor de prognostic
negativ [26]. A fost observat un trend
nesemnificativ statistic a îmbunãtãþirii PROs în
cazul pacienþilor cu CRP crescut iniþial, indiferent
de grup la sfârºitul sãptãmânii 16. Cu toate
acestea, printre pacienþii cu CRP iniþial crescut,
cei care au practicat kinetoterapie au raportat
îmbunãtãþiri mai mari comparativ cu cei din
Grupul B. Aceste rezultate sugereazã cã nivelul
CRP trebuie luat în consideraþie când se
evalueazã indicaþia de kinetoterapie. Acest lucru
poate fi explicat ºi prin efectul antiinflamator al
activitãþii fizice pe termen lung. 

Analizând literatura de specialitate am
constatat cã studiile cross-secþionale au
demonstrat o relaþie inversã între activitatea
fizicã regulatã ºi concentraþia sericã a markerilor
inflamatori [27, 35]. Într-unul din primele studii
pe aceastã temã [27], nivelurile iniþiale de CRP la
sportivi - 356 bãrbaþi ºi 103 femei au fost
comparate cu cele de la 45 de subiecþi de sex
masculin ºi 40 de femei. Interesant este cã, în
rândul sportivilor, efectele antrenamentelor
asupra CRP au variat în funcþie de tipul de
exerciþiu, iar valorile au fost semnificativ mai
mici decât subiecþii de control la înotãtori (-80%
pentru bãrbaþi ºi -72% pentru femei, p<0,001
pentru ambele) ºi canotaj (-48%, p<0,01 la bãrbaþi
ºi -28%, dar nesemnificative la femei), în timp ce
la jucãtorii de fotbal, CRP nu s-a diferenþiat
semnificativ de subiecþii de control. Efectele
diferitelor forme de exerciþiu asupra markerilor
inflamatori au fost, de asemenea, examinate pe
4.072 de participanþi în Studiul Naþional de
Examinare a Sãnãtãþii ºi Nutriþiei (NHANES) III
[28] care a arãtat cã cei care practicau jogging-ul
(proporþia [OR] = 0,33) ºi dansatorii aerobici (OR
= 0,31) au prezentat un nivel semnificativ mai mic
al CRP în comparaþie cu cicliºtii (OR = 1,30),
înotãtorii (OR = 0,62) ºi halterofilii (OR = 0,83).
Cantitatea de activitate fizicã în timpul liber a
fost, de asemenea, invers asociatã cu nivelurile de
CRP (p<0,001) la 13.748 adulþi din NHANES III
[29]. În mod similar, dintre 1.732 de bãrbaþi ºi
1.101 de femei din studiul PRINCE [30],
activitatea aerobicã intensã a fost asociatã cu
valori mai mici ale CRP la bãrbaþi (p = 0.007), dar
nu ºi la femei (p = 0,38). Motivul acestei

baseline regardless of group at the end of week
16. However, among patients with elevated CRP,
those who underwent physical therapy reported
greater improvements compared to those in
Group B. These results suggest that the CRP level
should be taken under consideration when
assessing the indication for physical therapy. This
can also be explained above by the long-term
anti-inflammatory effect of physical activity. 

Analyzing the literature, we found that cross-
sectional studies have shown an inverse
relationship between regular physical activity
and serum concentration of inflammatory
markers [27, 35]. In one of the first studies on this
topic [27], the initial levels of CRP in athletes - 356
men and 103 women were compared with those
of 45 male and 40 female subjects. Interestingly,
among athletes, the effects of training on CRP
varied by type of exercise, and values were
significantly lower than control subjects in
swimmers (-80% for men and -72% for women, p
<0.001 for both) and rowing (-48%, p <0.01 in
men and -28%, but not significant in women),
while in football players, CRP did not differ
significantly from control subjects. The effects of
different forms of exercise on inflammatory
markers were also examined on 4,072 parti-
cipants in the National Health and Nutrition
Examination Study (NHANES) III28 which
showed that those who practiced jogging (ratio
[OR] = 0,33) and aerobic dancers (OR = 0.31)
showed a significantly lower level of CRP
compared to cyclists (OR = 1.30), swimmers (OR
= 0.62) and weightlifters (OR = 0.83) . The amount
of physical activity in leisure time was also
inversely associated with CRP levels (p <0.001) in
13,748 adults in NHANES III [29]. Similarly,
between 1,732 men and 1,101 women in the
PRINCE [30] study, intense aerobic activity was
associated with lower CRP values in men (p =
0.007), but not in women (p = 0.38). The reason
for this gender discrepancy is not clear, but it may
be related to low physical activity in women.
Physical activity can also reduce inflammation by
improving endothelial function. Physical training
reduces peripheral inflammatory markers asso-
ciated with endothelial dysfunction, such as
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discrepanþe legate de sex nu este clar, dar poate fi
legat de o activitate fizicã mai scãzutã la femei.
Activitatea fizicã poate reduce, de asemenea,
inflamaþia prin îmbunãtãþirea funcþiei endo-
teliale. Antrenamentul fizic reduce markerii
inflamatori periferici asociaþi cu disfuncþia
endotelialã, cum ar fi moleculele de adeziune
intracelulare ºi vasculare solubile [36]. Deºi
exerciþiul fizic creºte acut metabolismul oxidativ
ºi, prin urmare, induce stresul oxidativ, existã
dovezi cã activitatea fizicã pe termen lung creºte
apãrarea antioxidantivã prin creºterea concen-
traþiei  enzimelor antioxidante [37]. 

Scãderea scorurilor PROs în domeniul
oboselii fizice, demonstrat în aceastã cercetare,
au fost demonstrate de numeroase studii care au
evaluat efectul diferitelor tipuri de activitate
fizicã asupra oboselii în variate afecþiuni cronice.
Este cunoscut faptul cã dupã o perioadã de
antrenament devine mai uºor ºi pot fi tolerate
mai uºor exerciþiile fizice. Acest efect de
antrenament rezultã din modificãri fizice ºi
chimice care apar în timpul contracþiilor
musculare ºi implicã o creºtere a volumului
maxim de oxigen tisular, datoritã creºterii
debitului cardiac ºi prin utilizarea mai eficientã a
oxigenului prin contracþia celulelor musculare
[38]. S-au efectuat cercetãri cu privire la impactul
exerciþiilor fizice asupra oboselii legate de diferite
afecþiuni cronice. Unele dintre regimurile de
exerciþiu fizic au fost studiate în laborator, în timp
ce altele la domiciliu. Toate studiile au
demonstrat cã exerciþiile fizice reduc semnificativ
oboseala la pacienþii cu afecþiuni cronice.
Oboseala este recunoscutã ca fiind în corelaþie
semnificativã cu nivelul de dizabilitate func-
þionalã [39]. Mai mult, cercetãrile indicã o relaþie
inversã între nivelurile de activitate fizicã ºi
obosealã [40, 42]. Deºi mecanismul modului în
care exerciþiul reduce oboseala ºi creºte nivelul
energetic rãmâne neclar, cercetãrile aratã cã
exerciþiile fizice, în special exerciþiile aerobe, pot
fi benefice în ameliorarea oboselii ºi a nivelului
energetic. Au fost propuse douã ipoteze:

Ø efectul exerciþiului aerob este de a creºte
debitul cardiac ºi astfel perfuzia cu oxigen,
atât timp cât individul menþine nivelul de
activitate fizicã cotidianã [43];

Ø exerciþiul induce un nivel crescut de beta-
endorfine ºi efectul lor euforic determinã

soluble intracellular and vascular adhesion
molecules [36]. Although exercise acutely
increases oxidative metabolism and therefore
induces oxidative stress, there is evidence that
long-term physical activity increases antioxidant
defense by increasing the concentration of
antioxidant enzymes [37]. The decrease in PRO
scores in the field of physical fatigue,
demonstrated in this research, have been
demonstrated by numerous studies that have
evaluated the effect of different types of physical
activity on fatigue in various chronic diseases. It
is known that after a period of training it becomes
easier and exercise can be tolerated more easily.
This training effect results from physical and
chemical changes that occur during muscle
contractions and involves an increase in the
maximum volume of tissue oxygen due to
increased cardiac output and more efficient use of
oxygen by contraction of muscle cells [38].
Research has been conducted on the impact of
exercise on fatigue related to various chronic
conditions. Some of the exercise regimens were
studied in the laboratory, while others at home.
All studies have shown that exercise significantly
reduces fatigue in patients with chronic
conditions. Fatigue is recognized as being in a
significant correlation with the level of functional
disability [39]. Moreover, research indicates an
inverse relationship between levels of physical
activity and fatigue [40-42]. Although the
mechanism of how exercise reduces fatigue and
increases energy levels remains unclear, research
shows that exercise, especially aerobic exercise,
can be beneficial in relieving fatigue and energy
levels. Two hypotheses have been proposed:

Ø The effect of aerobic exercise is to increase
cardiac output and thus oxygen infusion,
as long as the individual maintains the
level of daily physical activity [43].

Ø Exercise induces an increased level of beta-
endorphins and their euphoric effect
determines the perception that the person
is less tired [44].

In addition to the muscle deconditioning
related to the disease and the types of treatment,
fatigue is aggravated by prolonged inactivity,
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percepþia cã persoana este mai puþin
obositã [44].

În plus, faþã de decondiþionarea muscularã
legatã de boalã ºi de tipurile tratament, oboseala
este agravatã ºi de inactivitatea prelungitã,
contribuind la catabolismul muscular. Drept
urmare, pacienþii au nevoie de un grad mai mare
de efort pentru a desfãºura activitãþi cotidiene
(obosealã). O consecinþã a acestui fapt este o per-
sistentã ºi auto-perpetuantã diminuare a activitã-
þilor cotidiene cauzatã de fatigabilitate [45, 46].
Exerciþiile aerobe pot reduce oboseala ºi pot
îmbunãtãþi funcþia fizicã prin ruperea ciclului
lipsei de activitate fizicã, a funcþiilor afectate ºi a
fatigabilitãþii.

Deºi PsA este uneori consideratã o boalã
benignã, semnele ºi simptomele pacienþilor cu
PsA sunt foarte variabile, deoarece boala poate
include, de exemplu, o afectare limitatã a pielii
sau destul de severã ºi o implicare articularã
limitatã sau destul de severã. Aceste implicaþii
variate modificã QoL-ul pacienþilor. Studii
recente au indicat cã QoL este modificat în PsA la
niveluri similare ca în alte boli cronice, inclusiv
RA…. Un aspect important este cã end-point-
urile utilizate în studiile PsA pentru a evalua QoL
nu reflectã întotdeauna opiniile ºi percepþiile
pacienþilor despre impactul dizabilitãþii. În
prezent, în literatura de specialitate PSA, lipsesc
studiile calitative care ar putea oferi posibilitatea
de a explora în detaliu perspectiva pacienþilor. Ar
fi de interes deosebit sã se utilizeze metodologia
calitativã pentru a aprofunda cunoºtinþele despre
impactul PsA asupra domeniilor care nu sunt atât
de bine studiate, dar care sunt de o importanþã
ridicatã pentru pacienþii cu PsA, de exemplu
participarea socialã, relaþii familiale ºi intime,
muncã, probleme emoþionale, obosealã sau
confruntare.

O serie de limitãri ale studiului ar trebui luate
în considerare. În primul rând, comparaþiile
subpopulaþiilor ºi constatarea scorurilor >_
valorile MCID ºi >_ Normele SUA 1999 au fost de
naturã post-hoc. În al doilea rând, datoritã
designului particular al studiului, beneficiile
terapeutice au fost evidente la sãptãmâna 16. Ca
atare, analizele din sãptãmâna 24 au fost limitate
de inconstanþa subiecþilor de a urma programul
kinetoterapeutic, ceea ce sugereazã cã intervenþia
kinetoterapeuticã trebuie fãcutã într-un cadru
organizat. În sfârºit, anumite PROs se pot
îmbunãtãþi mai puþin rapid în timp ºi, astfel,

contributing to muscle catabolism. As a result,
patients need a greater degree of effort to carry
out daily activities (fatigue). A consequence of
this is a persistent and self-perpetuating decrease
in daily activities caused by fatigue [45, 46].
Aerobic exercise can reduce fatigue and improve
physical function by breaking the cycle of lack of
physical activity, impaired functions and fatigue.

Although PsA is sometimes considered a
benign disease, the signs and symptoms of
patients with PsA are highly variable, as the
disease may include, for example, limited or
fairly severe skin damage and limited or fairly
severe joint involvement. These various
implications alter the QoL of patients. Recent
studies have shown that QoL is altered in PsA to
similar levels as in other chronic diseases,
including RA. An important aspect is that the
endpoints used in PsA studies to assess QoL do
not always reflect patients’ opinions and
perceptions about the impact of disability.
Currently, in the PsA literature, there is a lack of
qualitative studies that could provide the
opportunity to explore in detail the perspective of
patients. It would be of particular interest to use
the qualitative methodology to deepen know-
ledge about the impact of PsA on areas that are
not so well studied, but which are of high
importance for patients with PsA, e.g. social
participation, family and intimate relationships,
work, emotional problems, fatigue or con-
frontation.

A number of limitations of the study should
be considered. First, subpopulation comparisons
and finding of scores >_ MCID values and  >_ 1999
US Standards were post-hoc in nature. Second,
due to the particular design of the study, the
therapeutic benefits were evident at week 16. As
such, the analyzes at week 24 were limited by the
inconsistency of the subjects following the
kinetotherapeutic program, suggesting that the
kinetotherapeutic intervention should be done in
a organized framework. Finally, certain PROs
may improve less rapidly over time, and thus
week 16 may not have allowed maximum effects
of physical therapy.
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sãptãmâna 16 poate sã nu fi permis efecte
maxime ale kinetoterapiei.

Concluzii 

Kinetoterapia individualizatã adãugatã
terapiei cu adalimumab îmbunãtãþeºte calitatea
vieþii dupã 16 sãptãmâni la pacienþii cu PsA, cu
câteva efecte susþinute ºi dupã 24 de sãptãmâni (8
sãptãmâni de kinetoterapie efectuatã individual). 

Atât efectul exerciþiului aerobic asupra
concentraþiei CRP, combinat cu efectul decontrac-
turant al stretching-ului asociat cu o creºtere a
capacitãþii de efort cardio-respirator (fitness), pot
explica rezultatele acestei cercetãri asupra

Conclusions 

Individualized physical therapy added to
adalimumab therapy improves quality of life
after 16 weeks in patients with PsA with several
sustained effects and after 24 weeks (8 weeks of
individual physiotherapy). 

Both the effect of aerobic exercise on CRP
concentration, combined with the decontracting
effect of stretching technics associated with an
increase in cardio-respiratory effort capacity
(fitness), can explain the results of this research
on PRO indicators.
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