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Igen og igen rullede der
guldkorn...

Det skete pa Idreetsmedicinsk Ars-
kongres 2013. Og en del af dem er
rullet ind i dette nummer af Dansk
Sportsmedicin, fordi vi - traditio-
nen tro — har anmodet foredrags-
holderne om et kort resumé, high-
lights eller 'go home messages’ fra
deres preesentation. Rigtig stor tak
til alle bidragsyderne!

“From Research to Clinical Prac-
tice” var kongressens overordnede
motto. Kan bladet bidrage, blot en
smule, til denne ambition, vil jeg
vaere godt tilfreds. Og ikke mindst
bidrage til den diskussion, der
fortsat ma foregd, begge veje, hvis
idreetsmedicinen skal udvikle sig.
Forhébentlig positivt.

At vi sd kommer vidt omkring,
kan naturligvis ikke undre med
det flotte og meget omfattende
program, som dette drs drsmede
brillerede med. Fedder og knee er
godt med, baekkenet sniger sig ind,
knogler rasler en del, og sé bevee-
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ger vi os ellers rundt i kroppens,

sportens og idreettens kringelkro-
gede verden pa mange forskellige
mader. Se, lees og bliv inspireret...

Jeg faldt over, at uanset om vi pi-
ber eller synger, render eller hop-
per, ja, sa mister vi alle sammen
muskelmasse, som arene gar. Men
de sidste aktiviteter ser faktisk ud
til at forhale processen. Yes!

Og ogsa traditionen tro bringer
vi‘ny viden’, denne gang samlet
af Michael S. Rathleff og Anders
Nedergaard fra bladets redaktion.
Som seedvanlig en blandet pose
bolsjer, som kan pirre smagslogene
til at dykke dybere i de enkelte
emner.

Desuden har dette blad et "indstik’
fra FFI, nemlig 'fagligt bibliotek’
med emnerne ACL og Patella-ten-
dinit.

Fra vores egen verden

Ud og ind. Morten Storgaard er af
arbejdsmeessige arsager gaet ud
af redaktionen. Stor tak til ham
for hans indsats for bladet. Og
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velkommen til et nyt medlem pa
DIMS-siden, nemlig Jimmi Elers,
som er leege med blandt andet bag-
grund i Anti Doping Danmark.

Vi mangler dog fortsat redaktions-
medlemmer. Se annoncen i dette
blad.
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medicin rerer ved bidde NSAID
og inflammationen. Springfarlige
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4 | Foreningsnyt

Dansk
[draetsmedicinsk
Selskab

v/ Lars Blond,
formand

Kongressen

Arskongressen lykkedes igen, og vi
kan veere stolte over, at DIMS/FFI
formar at holde en kongres som in-
ternationalt overgdr det meste. Sam-
menlignet med de store internationale
kongresser er vi fortsat uafheengige
af at skulle invitere en raekke pinger,
som blot pa baggrund af medlemskab
af faglige komiteer og tidligere tiders
storhed, ser sig selv forpligtet til at
invitere enten sig selv eller gamle
venner, og som videnskabeligt har sat
sig selv pa repeat. Kongresudvalget
er stadig i stand til at hdndplukke de
formodede bedst egnede foredrags-
holdere til at komme og levere bade
innovation og evidens. Lad ovensta-
ende veere en trost til dem, som ikke
lige kan finde skonomien til at rejse
over aen efter vand.

Web

Endelig lykkedes det - lige for drs-
kongressen gik vores nye flotte hjem-
meside i luften, og vi skylder vores
webmaster Eilif Hedemann stor ros.
Check siden ud og se nogle af de
interessante videoer fra drskongres-
sessionerne, benyt det direkte link

til Wiley til Scandinavian Journal, og
husk frem for alt at logge ind og sig ja
til at modtage nyhedsmail!

PRO

I takt med at nye PRO’s (Patient Re-
lated Outcome) udvikles, oges vores
evne til at méle kvaliteten af behand-
linger inden for specifikke lidelser.
Det er en gleedelig udvikling, fordi vi
leenge har haft alt for darlige male-
redskaber. Typisk har disse redskaber
haft karakter af alt for mange sporgs-
mal og ofte helt irrelevante spergsmal,
hvilket har betydet, at de abenlyse

dansk

idrats
medicinsk

selskab

forskelle, der burde kunne males mel-
lem to behandlingstyper, har fortabt
sig i tagerne. Fremtiden byder ogsa pa
patientvenlige App’s, hvor PRO sco-
res m.m. kan monitoreres mere enkelt.

I det gamle Kina skulle patienten
forst betale leegen, nér de var blevet
raske og ellers var behandlingen gra-
tis. Dette princip har megen fornuft,
om end det i sit fulde omfang er naivt
at gennemfore i det moderne ydelses-
honorerede samfund. I Sverige fun-
gerer et bonussystem, som belenner
gode resultater, og man burde i Dan-
mark lade sig inspirere af dette. Kon-
sekvensen ville blive storre incitament
for badde behandlere og arbejdsgivere
til at optimere behandlingerne, og det
vil desuden tilskynde til videreuddan-
nelse. Et eventuelt bonussystem burde
primeert baseres pa PRO scorer, men
andre kvalitetsfaktorer kan ogsd ind-
drages.

Offentlig/privat

Fra nytar har jeg delt mit arbejdsliv
mellem det offentlige og det private,
og jeg har ikke kunnet undgd at se
nogle tendenser. Det offentlige bliver
mere og mere specialiseret, mens det
private tvinges i den anden retning.
Resultatet er, at det bliver tiltagende
sveert at opretholde en god uddannel-
sesfunktion i det offentlige. De kirur-
giske kilometer i benene tilegnes ved
de mere enkle indgreb, og f.eks. bliver
der feerre og feerre kneeartroskopier

i offentligt regi - en operationstype,
som er serligt god til at opeve den
artroskopiske teknik. Det er derfor
vigtigt, at de spaede forseg med ud-
dannelsesspgende leeger i privat regi
gores mere permanente, ved at ram-
mebetingelserne sikres under mere
langsigtede ordninger. Det betyder, at

de privathospitaler, som medvirker til
uddannelsen og som modtager god
evaluering fra de uddannelsessogen-
de, ber sikres tilstraekkeligt patient-
flow for kunne varetage funktionen.

SAKS

Vores spsterselskab SAKS blev skabt
for 12 ar siden, da de kirurgiske
DIMS-medlemmer savnede et forum,
som mere specifikt omhandlede ki-
rurgiske problemstillinger. Tidligere
trak nogle af de drlige meder over 100
deltagere. Sundhedsstyrelsen specia-
leplan har afstedkommet at de mere
specialiserede emner, som tidligere
kunne samle s& mange, nu kun er
relevant for de kirurger som arbejder
pa afdelinger, hvor de har den pageel-
dende specialefunktion. Det er sdledes
de brede emner, som skal bringe del-
tagerantallet op, og desvaerre er der
ikke sd mange af disse emner som er
publikumsmagneter, hvorfor arlige
stormeder har det svaert. Enkelte
planlagte moder har pd den baggrund
matte aflyses. Hvad de mere langsig-
tede konsekvenser fér af betydning
for DIMS og SAKS er endnu uvidst,
men selskaberne ma nok indse, at de
er gensidigt mere afhaengige af hinan-
den end for blot fa dr siden. Den po-
sitive konsekvens for DIMS/FFI er, at
de kirurgiske sponsorer er pa vej til-
bage til Idreetsmedicinsk Arskongres.

God sommer.
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Fagforum
for
|draetsfysioterapi

v/ Karen Kotila,
formand

Danskere bliver betegnet som socialt
og miljgmeessigt ansvarsbevidste for-
brugere — i hvert fald hvis virksom-
hedernes marketingsstrategi afspejler
virkeligheden. Virksomhederne ple-
jer med omhu deres image og velger
at stotte en god sag, som appellerer
til dig som forbruger. Du kan naeppe
kobe et produkt uden at stotte en god
sag: Coca cola vil sammen med WWF
redde isbjernene. Libresse stotter
kraeftens bekeempelse, Danske Spil
stotter bekeempelsen af ludomani.

Denne virksomhedstendens med at
appellere til bestemte befolknings-
gruppers ansvarsbevidsthed har ogsa
vundet indpas i foreningslivet. Flere
foreninger anseetter sundhedsperso-
nale, og idreetsfysioterapeuten bliver
et salgsargument, nér foreninger
hverver medlemmer. Foreningerne
brander sig selv som ansvarsbevidste
overfor medlemmernes fysiske sund-
hed. Der er sdledes en samfunds-
meessig eendring fra, at idreetsfysio-
terapeuten i den gode sags tjeneste
hjeelper til pa sidelinjen, nar ens

born alligevel er til treening, eller at

den studerende hjelper til og pa en
praktisk speendende made omsaetter
sin teoretiske viden tilegnet pa skole-
beenken, til at idreetsfysioterapeuten
er foreningens verktej i kampen om
medlemmer. For den enkelte idreets-
fysioterapeut meerkes arbejdet umid-
delbart ikke anderledes — engage-
mentet i klubben drives fortsat af ens
motivation til at gere noget godt for
den enkelte og for foreningen, og det
er fortsat fatallet, som kan kalde sin
beskeeftigelse i foreninger for sin pri-
meere indteegtskilde. Sagt med andre
ord — foreningernes forseg pa at pleje
et virksomheds image som den sund-
hedsansvarlige organisation stemmer
sjeeldent overens med foreningens
brug af ekonomiske midler herpa.

Pointen er, at den divergens mellem
den studerende, som pa den ene side
har mulighed for at fa et spaendende
og erhvervsrelevant job sidelebende
med studierne, og pa den anden side
foreningernes forseg pa at skabe et
sundt image, kan skabe problemer.
For i takt med at foreningerne plejer
sit image vil forbrugerne (medlem-

Foreningsnyt

fagforum
for
idraetsfysioterapi

merne) ogsd stille krav til den ydelse
foreningerne tilbyder.

Det er mit rdd, at den studerende el-
ler fysioterapeuten, som foraelder pa
sidelinjen leegger servicegenet bag sig
og gor sig bevidst — og tager snakken
med foreningens ledelse om hvilke
opgaver man varetager ud fra de
kompetencer man besidder — ganske
ligesom i ethvert andet anseettelses-
forhold. Der er i foreningerne gode
muligheder for at skabe en mentor-/
supervisionsordning mellem stude-
rende og uddannet idreetsfysiotera-
peut, hvor en erfaren idreetsfysiotera-
peut treeder ind i rollen som ansvars-
havende og den, som foreningen
baserer sit sundhedsimage pa.

FFI arbejder i gjeblikket pd at skabe
et overblik for de studerende, nar der
skal diskuteres anseettelsesforhold
mellem studerende og foreninger.
Det er et arbejde, om forventes afslut-
tet til efterdret og derefter vil veere
tilgeengeligt pa hjemmesiden sports-
fysioterapi.dk

Tag et modul pa kandidatuddannelsen i fysioterapi ...

Nu kan fysioterapeuter, der ensker en opdateret viden omkring bevaegeapparatet og muskel- og seneskader,
tilmelde sig to af de valgfri moduler, der indgdr pa andet dr i kandidatuddannelsen i fysioterapi pa Syddansk
Universitet. Det drejer sig om modulerne * Analyser af beveegelse og muskelfunktion — i relation til idraetsskader’
4.-6. nov. + 25.-27. nov. 2013, og 'Undersogelse og rehabilitering af muskel-seneskader — i relation til idraet’ 9.-11. dec.

2013 + 6.-8. jan. 2014.

Kurserne gennemferes pd universitetet i samarbejde med Fagforum for Idreetsfysioterapi og indgar i fagfo-

rums kursusraekke.

Séfremt kurserne ikke er overtegnede, kan alle fysioterapeuter tilmelde sig, og det er sdledes ikke nedvendigt
at veere tilmeldt universitetet eller veere medlem i FFI for at deltage. Du kan leese mere - og evt. soge om at

blive optaget - pa:

www.sdu.dk/Uddannelse/Kandidat/Fysioterapi/Uddannelsens_opbygning/Tomplads

S)

DANSK SPORTSMEDICIN « Nr. 2, 17. arg., MAJ 2013



6 | Fagligt

How to diagnose sacroiliac joint pain
by means of physical examination?

Tom Petersen, PT, PhD, Back- and Rehabilitation Center Copenhagen

The Sacroiliac Joints (SIJ) are not de-
signed to move. The motion capability
of the joints is about 2 degrees and no
muscles can produce movements in the
joints. The joints must be regarded as a
self-locking mechanism and the main
function is stress relief in the transfer-
ral of load from the hips to the pelvis.
Stress absorption happens via strong
anterior and posterior ligaments.

Common causes of SIJ disorders are
falls, traffic accidents, stepping into
deep holes, degeneration, and inflam-
matory diseases.

In patients with non-specific low back
pain, the prevalence of SIJ pain is esti-
mated to be 13% (1). Among athletes
anecdotal reports indicate increased
prevalence among injured rowers
(especially sweepers)(8) and cross
country skiers (2).

By injection of hypertonic saline in
asymptomatic persons the SIJ have
demonstrated the capacity to produce
pain in the area of the joints with refer-
ral to the lateral femur, proximal part
of the lateral calf, as well as the groin.
In patients with pain in the area of the
SIJ, all those that responded to double
anaesthetic blocks reported dominant
pain in the exact area of the SIJ (9). Co-

existence of SIJ pain and other pain ge-
nerators in the low back doesn’t appear
to be common inasmuch as a study by
Fortin et al. (3) found no overlap with
positive diagnostic injections in discs
or facet joints.

A recent review found a positive like-
lihood ratio of 3.7 for the diagnostic
value of at least three pain provocation
tests positive out of five (se figure 1-5)
in patients with pain below L5 using
double anesthetic blocks as reference
standard (7). In the Petersen/Laslett
classification (6) an additional criterion
is used: Non-centralization of symp-
toms during the Mechanical Diagnosis
and Therapy assessment (also known
as the McKenzie-method). After the
exclusion of centralizers, the likelihood
ratio was raised to 6.9 (4).

Although the above signs and symp-
toms provide an acceptable tool for the
diagnostics of SIJ pain, the gold stan-
dard must include the comprehensive
criteria proposed by the International
Association for the Study of Pain: Pain
location in the area of the SIJ, provo-
cation of that pain by pain provocation
tests, and complete pain relief by local
anesthetics (Merskey, IASP press 1994)
(5).

To summarize: in routine clinical exa-
mination in primary care, a composite
of non-centralization, dominant pain
location over the area of the SIJ, and
at least three positive out of five pain
provocation tests are useful for de-
cisions of where to focus treatment.
When invasive treatment methods are
contemplated, complete pain relief by
local anesthetics must be added to the
criteria.

Contact:

Tom Petersen
tompet@mail.tele.dk
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Figure 1. Distraction

Figure 2. Compression

Figure 4. Gaenslen's test
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Patellofemoral pain:
A summary of diagnostics, incidence and preve-
lence, common deficits and effective management

Christian Barton'? Jenny McConnell*, Christoffer Brushej®, Michael Skovdal Rathleff*®

IComplete Sports Medicine, Melbourne, Australia
Centre for Sports and Exercise Medicine, Queen Mary University of London, UK

3Pure Sports Medicine, London, Australia

* Centre for Sports Medicine, University of Melbourne, Australia
*Institute of Sports Medicine, Bispebjerg Hospital, Denmark
Orthopaedic Surgery Research Unit, Aalborg University Hospital, Denmark

*Corresponding author

Patellofemoral pain (PFP) is defined
as peri-patellar or retro-patellar pain
during activities that load the patello-
femoral joint (PFJ). Common aggrava-
ting activities include running, squat-
ting, stair negotiation and prolonged
sitting (movie goer’s knee) [1]. The
condition most commonly develops
insidiously, but can also arise following
surgery or other traumatic knee injury
[1]. Important differential diagnoses in-
clude patellar tendinopathy; illiotibial
band syndrome, ligament and meniscal
injury, and PFJ osteoarthritis [2].
Varying clinical and/or functional
tests are used to diagnose PFP. These
include retropatellar palpation, com-
pression of the patellofemoral joint
with or without passive or active
flexion/extension in the knee joint, ex-
tension against resistance and stepping
down/squatting. Individual tests may
not be helpful in the diagnosis of PFP.
Each of these individual test have low
diagnostic accuracy, but when used in
combination the diagnostic accuracy
increases. If the patient reports pain
in two of the following : retropatellar
palpation, extension against resistance
or squatting down, the diagnostic ac-

curacy increases to a sensivity of 60%
and specifity 89% [3].

The incidence and prevalence of
PFP are high in both adolescents and
young adults. A recent Danish popu-
lation-based study among almost 2200
adolescents between 15 and 19 years
of age found an overall prevalence of
7 % with females having a 2.3 times
higher prevalence compared with ma-
les [4]. A similar high prevalence (6 %)
was found by Barber Foss et al [5] who
investigated the prevalence among
female adolescents participating in
basketball. The same group also found
an incidence of 10 % during a single
basketball season corresponding to 1.1
incident of PFP for every 1000 hours of
basketball training [6]. Among adult
military recruits the incidence ranges
from 3-43% with the highest incidence
found among Belgian military recruits
during a 6-week basic training camp
at the Belgian Royal Military Academy
[7, 8].

Lack of consensus
There is currently a lack of consensus

in the scientific literature on the source
of pain in PFP [1]. It is likely, that PFP

is an “umbrella diagnosis” comprising
different pathologies, which ultimately
lead similar symptoms [9]. Proposed
structures involved include the sub-
chondral bone, lateral retinaculum,
synovial lining and/or the highly in-
nervated infrapatellar fat pad (IFP) [1].
Although the source of pain is highly
debated, evidence suggest that PFP

is linked to patellar maltracking and
elevated PF] stress [1]. Recent weight-
bearing magnetic resonance imaging
(MRI) studies have supported the pre-
sence of maltracking, including incre-
ased lateral patellar translation [10-12],
tilt [10] and spin [11] in individuals
with PFP. Additionally, reduced contact
area and subsequent increased lateral
PFJ stress has been reported during fast
walking [13] and squatting [14] in indi-
viduals with PFP.

Identifying modifiable deficits
which may lead to patellar maltracking
is important for successful manage-
ment of PFP. Consensus anecdotally
and in the literature indicates PFP is
a multifactorial condition, with vary-
ing local, proximal and distal factors
contributing to both the aetiology and
maintenance of pain [1]. Locally, both
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quadriceps weakness [7] and delayed
vastus medialis oblique muscle activity
[8] have been identified as risk factors
for PFP development in military popu-
lations. Importantly, it appears these
deficits may worsen further following
PFP development [8], possibly indica-
ting development of a viscous cycle of
quadriceps inhibition and pain. In fact
consistent evidence indicates delayed
VMO activation [15] and quadriceps
weakness [16] exists in the presence

of PFP, and that this pain will inhibit
voluntary and involuntary quadriceps
activity [17, 18].

Moving proximally, both increased
hip adduction and internal rotation
(IR) are thought to result in a greater
dynamic knee valgus, subsequent
lateral patellar tracking, and PFP
development [19]. Two prospective
studies support this theoretical para-
digm. Boling et al [7] reported, greater
hip IR during a drop jump landing
task was a risk factor for PFP in their
large military cohort, whilst Noehren
et al [20] recently reported, greater hip
adduction during running was a risk
factor in a group of female runners.
There is growing evidence that deficits
in gluteal muscle function exist in the
presence of PFP. Recent systematic re-
views indicated global gluteal muscle
weakness [21], as well as delayed and
shorter duration of gluteus medius
muscle activation during running and
stair negotiation [22]. However, with
a lack of prospective research in this
area, it is currently unclear whether
gluteal muscle function deficits are a
risk factor for PFP development. Pro-
spective findings related to isometric
strength are inconsistent. Specifically,
Thijs et al [23] reported, no difference
in hip strength when comparing those
who developed pain during a start to
run program compared to those, who
did not. Boling et al [7] reported incre-
ased hip external rotation (ER) strength
as a risk factor in their military cohort,
while Finnoff [24] reported a decreased
hip ER to internal rotation (IR) strength
ratio but increased abduction to ad-
duction strength ratio. Importantly, the
study by Finnoff et al [24] also reported
significantly reduced hip abduction
and ER strength following the develop-
ment of pain in individuals with PFP.
This may indicate that even if not a
risk factor, hip strength deficits appear
to develop in the presence of pain and

may contribute to the persistence of
PFP. Further prospective research into
the link between gluteal muscle func-
tion and PFP is needed.

Moving distally, there is a long
standing belief that excessive foot pro-
nation may contribute to PFP develop-
ment [25]. Excessive foot pronation is
thought to increase tibial and femoral
IR, and subsequently lead to a grea-
ter dynamic knee valgus and lateral
PFJ stress. Despite this long standing
theory, there is a lack of supporting
evidence. In fact Noehren et al [20]
identified a trend toward reduced peak
rearfoot eversion and PFP develop-
ment in their group of female runners
who developed PFP. Additionally,
numerous cross sectional studies have
reported no difference in peak rearfoot
eversion [26-29], or peak forefoot abdu-
ction and dorsiflexion [26, 29] between
healthy controls and individuals with
PFP during both walking and running.
Considering the growing body of evi-
dence supporting the efficacy of prefa-
bricated foot orthoses in the manage-
ment of PFP [30-32], further research is
needed to understand the link between
foot function and PFP.

Multifactorial problem
Patellofemoral pain is a multifactorial
problem, which in some cases can be
successfully managed by a multimodal
physiotherapy program aimed at ad-
dressing many of the modifiable defi-
cits identified above [2, 31, 33]. With
such individual variation in deficits
across the PFP population, tailoring the
program is needed to ensure efficiency
and optimal outcomes. However, these
deficits alone are not the source of the
pain, and it is important to consider
that inducing pain has been reported
to decrease quadriceps muscle activity
[17, 18]. Therefore, providing imme-
diate pain relief is of paramount im-
portance to improve muscle timing and
strength, restore the patient’s muscu-
loskeletal homeostasis and allow an
increase in their ‘envelope of function’
[34] so the patient can do more before
pain is provoked. Immediate pain
reduction may be achieved through ta-
ping or bracing the patella [35] and /or
foot orthoses prescription [36]. Reha-
bilitation strategies that are focussed
initially at the hip have been reported
to allow a faster decrease in symptoms
than those focussed on quadriceps
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strengthening alone [37, 38]. However,
Avraham et al [39] reported no diffe-
rence in outcome when rehabilitation
was aimed at the hip or the knee. Thus,
the message for clinicians is that each
PFP patient needs to be thoroughly
assessed to identify their specific defi-
cits so the treatment can be tailored to
achieve the optimal outcome. Another
important consideration is that the
long term prognosis for PFP is often
poor [40-42], highlighting that the con-
dition is not cured, but managed. The-
refore, clinicians must empower pa-
tients to manage themselves by giving
them simple strategies to ensure they
remain symptom free. Additionally,
predictors of long-term outcome indi-
cate that a long symptom duration [43],
higher age [44, 45] and greater pain
severity at baseline [43] are associated
with poorer outcome. These prognostic
factors suggest that an early initiation
of treatment may lead to a better long-
term prognosis.

Conclusion

The incidence and prevalence of PFP

is high in both adolescents and young
adults. The condition most commonly
develops insidiously, with diagnosis
based on subjective and objective infor-
mation, and a thorough evaluation to
rule out other pathology. Although the
source of pain related to PFP is unclear,
altered tracking and increased stress of
the PFJ appears to be involved. Additi-
onally, PFP is a multifactorial condition
with local, proximal and distal deficits
contributing. Identified modifiable risk
factors for PFP include altered vastii
timing, reduced quadriceps strength,
and increased hip adduction/internal
rotation. Multimodal intervention can
be effective in the management of PFP,
and should be tailored and provided
early, include provision of immediate
pain relief, and empower the patient to
manage the condition in the long term.

Contact:

Michael Skovdal Rathleff
misr@rn.dk

References on website:
www.dansksportsmedicin.dk / aktuelt
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KNEES-ACL:

Constructing and validating the Knee Numeric-En-
fity Evaluation Score (KNEES-ACL) — a condition-
specific questionnaire for ACL deficiency

Jonathan Comins RPT, MSc, PhD; Professor Michael Krogsgaard MD, PhD; Professor Svend Kreiner MSc, PhD and Assoc. Professor

John Brodersen MD, GP, PhD

Questionnaires are commonly used

to assess patient-centered outcome

in patients with anterior cruciate li-
gament (ACL) rupture. However, no
questionnaire has been constructed

for these patients using Rasch models.
The objective of this PhD study was to
construct and validate a questionnaire
for outcome assessment in patients
with ACL deficiency. The measurement
properties were confirmed using Rasch
analysis.

Study 1

Study 1 encompassed a literature
search to find all questionnaires used to
assess outcome in the targeted patient
group. The goal was to identify item
content deemed suitable for these pa-
tients by clinical experts; that is, items
that possess face validity. The next step
was to translate all “non-Danish” items
into Danish and consolidate items with
redundant content. Different question-
naires ask many of the same questions.
Thus, item reduction was performed
retaining only items with unique con-
tent. The literature search included 31
PROs, which yielded 539 items in four
languages. Because the majority of
items were not in Danish, translation
was carried out by extracting just the
meaningful content of the item. For
example, an item such as “In the past

week, I have had difficulty walking
down a flight of stairs” would be
truncated to “difficulty walking down
stairs”. These truncated items were
then translated to Danish and asses-
sed for content redundancy. The final
number of truncated items with unique
content was 157.

Study 2

Study 2 involved focus group inter-
views with patients before ACL-recon-
struction and patients postoperatively.
Each item from the literature search
was discussed on an item-by-item ba-
sis to ascertain the content relevance
for these patients. Thirty-eight items
from the initial item pool, five modi-
fied items, and twelve items with new
content were confirmed to be relevant
by the patients in three focus groups
and seven single interviews. The result
was a 55-item pilot questionnaire with
six proposed functional measurement
domains.

Study 3

In the third study, 242 patients prior to-
and subsequent to ACL reconstruction,
recruited from the ACL registry list at
Bispebjerg Hospital, completed the 55-
item draft questionnaire. The subjects
consisted of three groups: 62 subjects in
the pre-operative group, 87 subjects in

the first post-operative group (four to
16 months post-op), and 93 subjects in
the third post-operative group (at least
28 months post-operative). The respon-
ses were analyzed using Rasch Item
Response statistical models. Forty-one
items exhibited fit to the Rasch model
and thus possess unidimensional mea-
surement characteristics as applied to
patients, pre- and post- ACL recon-
struction. The items were distributed
across seven constructs, and not six

as proposed a priori, as one proposed
domain was found to consist of two
separate constructs. The seven scales
comprise the newly formed condition-
specific PRO questionnaire entitled the
Knee Numeric-Entity Evaluation Score

— ACL (KNEES-ACL)*.

Contact:

Jonathan Comins
jocom@sund.ku.dk

*Se ogsd artiklen "Huvordan laver man et
sporgeskema, der mdler rigtigt?” i sidste
nummer af Dansk Sportsmedicin. Artik-
len omhandler udviklingen af "the Knee
Numeric-Entity Evaluation Score — ACL
(KNEES-ACL)".
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Rehabilitation after ACL injury

Dr. Richard Frobell, associate professor in the Department of Orthopaedics at Lund University

Introduction

Anterior cruciate ligament (ACL) in-
jury is a common and disabling injury
frequently occurring in sports. Treat-
ment of the torn ligament is debated
but commonly a surgical reconstruc-
tion is advocated for, especially for
those wishing to return to competitive
sports. Evidence in support of ACL
reconstruction (ACLR) providing su-
perior results to rehabilitation alone
are however lacking. This presentation
gives an overview of the current evi-
dence and a synopsis of the evidence
based results.

Methods

Summary of the current short-term (2-5
years) evidence of patient reported out-
comes and return to sports after acute
ACL injury in active young adults

Results

Top level of evidence (Cochrane re-
view) concludes that there were no evi-
dence to inform practice with regard to
recommending ACLR or rehab alone at
the time of its publication (2005). One
RCT was conducted since then and

it failed to find any differences after

2 and 5 years between two treatment
strategies: early ACLR + rehab and
initial rehab with the option of having
a delayed ACLR if needed. In that RCT,
50% of those randomized to initial re-
hab alone underwent delayed ACLR
over a 5 year period but there were

no differences between those treated
with early or delayed ACLR or those
treated with rehab alone at 5 years. A
large meta-analysis (n=5770) on return
to sports after ACLR was published

in 2011 and concluded that return to
sports after ACLR was low (44% retur-
ned to competitive sports).

Conclusion

Early ACLR does not necessarily pro-
duce good results in terms of patient
reported outcomes or return to sports
at a group level. Rehab alone does not
seem to perform worse respective out-
comes. It could be expected that at least
50% of young active adults need an
ACLR. Despite more than 12000 publi-
cations on this topic, further efforts to
determine indications for surgical and
non-surgical treatment are strongly
warranted to improve outcomes for
these young athletes. High quality lon-
gitudinal trials are crucial to remedy
this situation.

Contact:

Dr. Richard Frobell
richard.frobell@med.lu.se
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ACL injuries and development of
knee osteoarthritis

Britt Elin Qiestad, PT, PhD, Norwegian research cente for Active Rehabilitation (NAR), Oslo University Hospital

Osteoarthritis is found in up to 50%

of patients more than 10 years after

an ACL injury with no differences re-
ported between those treated surgically
and non-surgically. Systematic reviews
have reported that between 0 and 16%
of subjects with isolated ACL injury de-
velop radiographic knee osteoarthritis
after 10 years, whereas between 21%
and 48% of those with combined ACL
and meniscus injury have been shown
to have radiographic knee osteoarthri-
tis after 10 years.

The anterior cruciate ligament (ACL)
in the knee joint functions as a primary
restraint to anterior tibial translation
and internal tibial rotation. ACL rup-
ture commonly occurs together with
injuries to the menisci, articular carti-
lage, or collateral ligaments. Strength
deficits in the muscles surrounding the
knee frequently occur after ACL injury,
affecting neuromuscular function.
Thus, an ACL tear not only alters me-
chanical stability, but has an important
role in dynamic knee stability. Altered
loading conditions are consequently
seen in the knee of many ACL injured
patients, which has the potential to
initiate a degenerative process in the
cartilage and other structures. The as-
sociation between knee load and carti-
lage integrity seems complex. Healthy
cartilage may maintain its integrity
with moderate loading, while injured
cartilage may further degenerate with
moderate loading. Intra-articular ble-
eding, subchondral bone damage, bone
bruise and chondrocyte death leading

to altered extracellular matrix structure
and glycosaminoglycan content are all
factors that may occur at the time of
the ACL injury and influence the dege-
nerative process.

Risk factors for the development of
radiographic osteoarthritis after ACL
injury include meniscus injury and/or
meniscectomy, cartilage injury, bone-
patellar tendon-bone graft compared to
hamstrings tendon graft, increased age
at the time of ACL reconstruction, and
high body mass index. Furthermore,
research has revealed that those who
develop symptomatic osteoarthritis
have increased symptoms as early as 2
years after ACL reconstruction. Factors

that may influence the association bet-
ween knee injury and development of
osteoarthritis are repetitive abnormal
loading such as that seen in pivoting
sports and knee-demanding occupa-
tions. An ACL reconstruction has not
been able to normalize the biomecha-
nical loading. Furthermore, malalign-
ment, muscle weakness, inadequate
rehabilitation or surgical treatment,
and obesity may all influence the de-
velopment of symptomatic radiogra-
phic osteoarthritis.

Contact:

brittelin.oiestad@hjelp24.no
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Figure 1. Quadriceps strength in percentage of the uninvolved knee after ACL re-
construction for subjects with isolated ACL injury and for subjects with combined
ACL and meniscus injury. (Qiestad et al. 2010: Knee Function and Prevalence of
Knee Osteoarthritis After Anterior Cruciate Ligament Reconstruction : A Prospec-
tive Study With 10 to 15 Years of Follow-up, Am | Sports Med 2010 38: 2201)
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Konservativ og operativ behandling
of fasciitis plantaris

Michael Skovdal Rathleff, cand.scient.san, Ph.d-studerende, Ortopaedkirurgisk Forskningsenhed — Aalborg Universitetshospital
Christian Dippmann, afdelingsleege. Ph.d, Bispebjerg Hospital
Finn Johannsen, reumatolog, Furese Reumatologerne, overleege Idraetsmedicinsk afdeling, Bispebjerg Hospital

Anatomi, pravalens og
diagnostik

Den plantare aponeurose kaldes ogsa
fascia plantaris (Theodorou et al 2000).
Den bestar af tre band det laterale, me-
diale og centrale, som alle udspringer
fra calcaneus. Det kraftigste centrale
band udspringer fra den mediale tu-
berkel pa calcaneus, leber frem i svan-
gen og deler sig i 5 snipper som heefter
pd siderne af alle 5 phalanges proxi-
males. Fascia plantaris’ funktion er un-
derstottelse af den mediale svangbue
ved stand og gang (stedabsorbtion) og
stivgering af foden i forbindelse med
afseet.

Fasciitis Plantaris (FP) relaterer sig
til smerter omkring det centrale bands
tilheeftning pa mediale del af tuber
calcanei (Buchbinder 2004). FP er den
hyppigste fodlidelse og det estimeres
at livstidspraevalensen er 10 % (Neu-
feld et al. 2008). FP kan opstd hos bade
sportsudevere samt personer, der ikke
regelmeessigt deltager i sport. Der er
endnu ikke udfert prospektive studier,
som kan afslore hvilke faktorer, der
oger risikoen for at udvikle FP. Tveer-
snitsstudier indikerer, at intrinsiske
faktorer sasom oget BMI, proneret
fodstilling samt nedsat dorsalfleksion
over anklen forekommer oftere hos
patienter med FP sammenlignet med
patienter uden haelsmerter. Derudover
indikerer tveersnitsstudier, at mange
timers stdende arbejde pa hardt under-
lag oger sandsynligheden for at f& FP.

Symptomerne pa FP viser sig ofte
som smerter lokaliseret til den indven-
dige del af heelen ved veegtbaerende

Differentialdiagnoser ved fasciitis plantaris

Neurologisk

Tarsaltunnel syndrom

Perifer neuropati (diabetes og alkohol-relateret)

Smerter stammende fra lumbal columna

Bleddelsrelateret

Helpude atrofi

(efter traume, kirurgi eller corticoid injektion)

flexor hallucis longus tendinopati

Insertionen ved tibialis posteriors hafte

omkring os. naviculare

Retrocalcaneal bursit

Skeletal

Mb. Siever (calcaneus epifysiolyse)

Stressfraktur

Subtalaer artrose

Inflammatorisk artropati

aktivitet, samt haelsmerter ved de for-
ste skridt om morgenen (Buchbinder
2004). Klinisk er patienterne yderst pal-
pationsemme omkring tilheeftningen
af det centrale band. Ultralydsscanning
kan veere et godt supplement til de kli-
niske fund til at af- eller bekreefte diag-
nosen. Ultralydsscanningen vil vise en
fortykket (>4,0 mm) og hypoekkogen
fascia omkring tilheeftningen pa tuber
calcanei.

Konservative
behandlingsmodaliteter
Gennemgangen af de mange behand-
lingsmodaliteter, der indtil videre er
undersogt i litteraturen, afspejler, at
der endnu ikke findes en enkelt be-
handling med god effekt, hverken pa

kort eller pa lang sigt. I litteraturen er
der evidens for specifik udspending
af fascia plantaris. Det anbefales, at
anvende udspeendingsprotokollen un-
dersogt af Diogiovanni et al (2006). I
denne udspeendingsprotokol beskrives,
at patienten skal udfere udspeendingen
3 gange om dagen i 10x10 sekunder.
Udspeendingen foregdr ved at teeerne
og anklen dorsalflekteres maximalt,
hvorved fascien udspaendes gennem
den sdkaldte windlass mekanisme.

Det anbefales, at kombinere ud-
speending med et fodindleeg (Pfeiffer
et al 1999). Typen af indleeg ser ikke ud
til at veere afgorende. Derudover ser
tapening af foden ogsa ud til at have en
positiv korttidseffekt pa smerter (op til
7 dage).
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Litteraturen omkring radial og
fokuseret shockwave er ikke entydig.
Nogle studier finder en positiv effekt,
mens andre studier indikerer, at effek-
ten pa smerter og funktion ikke er bed-
re end det, der opnés ved placebobe-
handling. Et nyt review fra slutningen
af 2012 indikerer, at den dosis energi,
der afseettes i veevet, kan vaere bety-
dende for effekten (Chang et al 2012).
Baseret pa deres metaanalyse anbefaler
de, at man anvender medium intensitet
fokuseret shockwave med hejt energi
output. De foreslér 0.25mJ/mm?, da de
fleste patienter kan tolerere dette uden
behov for lokalt smertestillende.

Litteraturen viser en positiv effekt
af corticosteroider. Sammenlignet med
placebo er der positiv effekt af corti-
costeroider efter 1 maned, men ingen
forskel efter 2 maneder eller mere
(McMillan et al 2012). Forfatterne bag
denne artikel anbefaler ydermere, at
man taler med patienten om modifi-
kation af aktivitetsniveau, antal timer
man er stdende per dag, samt hvordan
patienten selv leerer at monitorere de-
res haelsmerter, og derved finde ud af
hvilke aktiviteter, der provokerer heel-
smerterne.

Operativ behandling
Efter at have afprovet alle konservative
behandlingsmetoder, uden at opna
den gnskede effekt, kan en operativ
behandling overvejes. Pa trods af flere
maneders konservativ behandling skal
kirurgen inden operation udelukke alle
relevante differentialdiagnoser. Det er
vigtigt, at gere patienten opmaerksom
p4a, at en operation er den sidste mulig-
hed, og at helbredelse ikke kan garan-
teres. Overordnet set er det kun 5-10%
af patienterne med kroniske haelsmer-
ter, forenelig med fasciitis plantaris,
der i sidste ende tilbydes en operativ
behandling. Inden der er indikation for
operativ behandling, skal man have
forsegt konservativ behandling i mini-
mum 3 maneder (gerne 6 maneder).
Den kirurgiske behandling varierer
meget, og den er kun sparsomt viden-
skabeligt belyst. De fleste teknikker
kombinerer release af FP med en re-
sektion af selve haelsporen, selvom der
efterhdnden er en vis enighed om, at
selve heelsporen ikke er en udlesende
faktor for selve symptomkomplekset.

De operative behandlingsmetoder
kan inddeles i 4ben-, endoskopisk- el-
ler perkutan fasciotomi.

Aben fasciotomi er en velbeskrevet
teknik, hvor man lesner den mediale
del af fascia plantaris fra calcaneus’
heefte. Idet der er beskrevet ledsagende
afklemning af 1. gren af n. plantaris
lateralis i 1-2% af alle patienter med FP,
kan operationen med fordel kombine-
res med en lgsning af nerven. Dette er
beskrevet af Baxter og Schon, der ogsa
beskriver, at de opnar gode resultater
i op til 90% (dette er dog Baxter’s egne
patienter, han referer til). Fordelen er,
at en aben teknik er relativ “lige til”,
og man har god erfaring med denne
procedure. Komplikationer kan dog
opsta i forbindelse med sarheling og
ved arvveevsdannelse i dette folsomme
omrdde. Et sammenfald af fodbuen
er sjeeldent, men hvis fascielosningen
overstiger 50% af FPs diameter, kan det
give smerter i forbindelse med genop-
treening (dette kaldes lateral column
overload).

Den endoskopiske fasciotomi er blevet
mere populeer gennem de seneste &r,
fordi patienterne ofte kan udskrives
samme dag. Her fjerner man som regel
heelsporen og den mediale 1 /3 af fa-
scien endoskopisk. Fordelen er, at man
kun har 2 sma cicatricer, som ligger i
siderne, altsd uden for belastningsom-
radet. Patienten kan relativt hurtigt be-
gynde at belaste fuldt (ca. 2 uger efter
operation). Operationsvarigheden kan

Endoskopisk billed af fascien og heelspore
efter bursavaevet er blevet fjernet. Bemaerk
at heelsporen ligger oven pd fascien og ikke
er en del af fasciens tilhaftning.
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dog veere leengere (40-70 min.) end ved
dben teknik (ca. 20-40 min.). I litteratu-
ren er teknikken beskrevet som relativt
sikker med tilfredsstillende resultater i
omkring 70-80% af tilfeeldene ved 1 ars
opfelgning (Bazaz et al. (2007) & Bader
et. al. (2012)).

De perkutane teknikker er mere ekspe-
rimentelle. Ved bipolar radiofrequency
microdebridement (TOPAZ) foretages
en perforation af fascien i gennem op
mod 40 sma incisioner i huden lige
over FP. Hypotesen er, at man via en
“breender” bade stimulerer lokal ind-
vaekst af kar og fortager et mikrode-
bridement af den degenererede del af
fascien.

Ved Cryosurgery indferes en “cryo-
probe”, som fryser vaevet ned til minus
70 grader i 2x3 min. Inden operationen
markerer man sammen med patienten
omradet, hvor smerterne er veerst.

Via en stik-incision medialt pa haelen
placeres cryoproben under fascien.
Nedfrysningen medferer degeneration
af nerverne ind i fascien, som menes
at veere ansvarlig for smertetilstanden
((Allen et al. (2007) Cavaz et al. 2009).
Fordelen ved de perkutane teknikker
er, at disse kan udferes i ambulant regi
og medferer hurtigere mobilisering.

Konservativ eller operativ
behandling?

Alti alt forligger blot et enkelt rando-
miseret studie, som har undersogt ef-
fekten af operativ behandling overfor
konservativ behandling. Et nyt studie
fra Radwan et al (2012) randomiserede
patienter med kronisk FP, der ikke hav-
de effekt af konservativ behandling, til
enten modificeret endoskopisk plantar
fasciotomi eller fokuseret shockwave.
Ved opfelgning efter 3 uger, 3- og 12
maneder var der ingen forskel pa grup-
perne. Studierne lider dog under flere
svagheder, hvorfor der er behov for
flere randomiserede studier, der under-
soger effekten af operativ behandling
af FP - gerne sammenlignet med bedste
konservative behandling.

Kontakt:

Michael Skovdal Rathleff
misr@rn.dk
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Management of Impingement
Syndrome and Rotator Cuff Disorders

Andrew Carr, Professor, University of Oxford, United Kingdom

Main Abstract

Epidemiology studies of normal

population cohorts reveal high ra-

tes of tendon abnormality and ten-

don tear. These abnormalities incre- Random
ase with age. However, only 50% of

tendon tears are symptomatic. Ten-

don pathology extends from mild

tendinopathy to extensive tendon

rupture and secondary osteoarthri-

tis of the Gleno-humeral joint.

Analysis of human tissue biopsies

demonstrates inflammation in the

early stages of disease and irre- Aligned
versible cellular and extra-cellular

matrix changes in late stage tendon

tears. Novel regenerative strate-

gies, which include growth factors,

cells and scaffolds, may ideally be R Tl meiie i pepiouti o T e
focused on early disease. Evidence
of both peripheral and central pain
sensitization introduces the poten-

tial for novel therapeutic targets in .
this area. Crimped

Contact:

Andrew Carr
andrew.carr@ndorms.ox.ac.uk

Key Points

* Rotator cuff tendinopathy is common and causes significant pain and disability.

e As population age, the disease burden is likely to increase.

¢ Exiting treatment strategies are only partially effective.

e It is probable that a more personalised approach to treatment is likely to improve the outcome of treatments for ro-
tator cuff tendinopathy.
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The thin line between optimal perfor-
mance, overreaching and overtraining

Ola Rensen, MD, PhD, Chief Medical Officer Norwegian Olympic Teams

Balancing the need for increased trai-
ning loads to improve performance
against the body’s capacity to adapt to
physiological and psychological stress
is a continuous challenge for athletes.
Pushing beyond this capacity to adapt
will lead to performance decrements
and various signs and symptoms of
malfunction. However, despite nu-
merous recent efforts by scientists the
literature is still unclear on common
definitions and criteria for this “state
of underperformance” (Meeusen et al
Med Sci Sports & Exerc 2013 Vol 45,
No 1). Many terms still exist such as
Staleness, Overreaching, Fuctional and
Non-fuctional Overreaching, Overtrai-
ning, Overtraining Syndrome, (Unex-
plained) Underperformance Syndrome,
Underrecovery Syndrome, Chronic
Fatigue, etc. The only common criteria
agreed upon so far is the decline in
performance capacity over a period of
>2-3 weeks.

Halson et al (J Appl Phys 2002, Vol
93, 947-956) showed in a well desig-
ned and controlled study that such a
“state of underperformance” can be
induced after less than 2 weeks of over-
load training (doubling both weekly
duration and intensity of the training
load). Along with the decline in both
maximal power output and endurance
(60 min time trial), an increase in mood
disturbance (POMS score) and per-
ception of effort as well as a decline in
maximal heart rate was observed. Inte-
restingly, all these changes was norma-

lized through a 2 week recovery period
of low volume, low intensity training.
From this short term overload training
study it is evident that certain perfor-
mance measures, as well as psycholo-
gical and physiological changes should
be monitored with the perspective of
preventing an undesirable period of
underperformance. Thus, for the elite
athlete it may be of considerable value
to monitor a) Regular standardized
performance test, b) Physiological me-
asurements (HR lactate, oxygen uptake
in lab or field), ¢) Training log with ath-
letes comments, d) Psychometric que-
stionnaires, e) Blood tests (rest or post
exercise) and f) Nutritional diaries.

From a clinical perspective and
when dealing with individual athle-
tes that are experiencing continuing
performance decrements, increased
perception of effort and fatigue, it is
important to consider other factors that
may completely or partly explain such
problems. The most common issues
are: a) Poor nutrition, energy deficit
and dehydration, b) Lack of sleep and
physical rest, ¢) Increased life stress (fa-
mily, work, school, economy, etc.),

d) Increased environmental stress
(heat, cold, altitude, etc.), e) Psycholo-
gical and emotional problems, f) Lack
of motivation and “drive” and g) II-
Iness and health related problems.

In a survey of 41 competitive
Australian athletes suffering from per-
sistent fatigue and / or symptoms of
infections (Reid et al Br ] Sports Med

2004, Vol 38, 42-45), a high percentage
(68%) was identified with a potential
medical explanation of the problem.
It is imperative to have the underper-
forming athlete undergo a thorough
clinical investigation to discern or rule
out possible medical causes. Prefera-
bly, this should be done by experience
sports medicine physicians that at the
same time can investigate all possible
cause of fatigue and distinguish bet-
ween training related and medically
related problems.

Take home message

¢ Both scientific and clinical approach
to “overtraining” is still plagued by va-
gue definitions.

e Impaired performance is so far the
only objective criteria for defining a
“condition” of mal-adaptation to trai-
ning

* Monitoring both performance mea-
sures, training logs and life stress is a
key to reduce risk of persistent fatigue
and health problems in elite athletes

* The underperforming athlete should
receive a proper medical assessment as
early as possible to exclude or confirm
health related problems.

Contact:

Ola Ronsen
ola.ronsen@olympiatoppen.no
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Gender difference
in strength fraining
adaptation

Gender differences in the adaption of
connective tissue and skeletal muscle
to training

Mette Hansen, Ass. Professor, Institute of Sports Science, University of
Aarhus

There are gender differences in the musculoskeletal system. It

is well-known, that men have a relative and an absolute greater
muscle mass, but also the content and quality of tendons and li-
gaments seems to differ between men and women. Part of these
gender differences may be related to sex hormonal differences.
Sex hormones may influence the basal protein turnover within the
different types of tissues, but may also influence the adaptation to
training stimuli.

The presentation focused on potential gender differences in adap-
tion to training in muscle mass, muscle connective tissue, tendon
and ligaments. Specifically, a focus on the effect of sex hormones
on protein synthesis rates, tendon composition and biomechanical
properties.

Overall conclusions

It seems to be no detectable gender difference in relative muscle
growth in response to training of adults, but testosterone seems to
play an important role for the adaption in men, whereas estrogen
seems to stimulate to muscle growth in women. Nevertheless,
cross-sectional data indicate gender differences in tendon struc-
ture, tendon biomechanical properties, and the adaptation to trai-
ning in tendons.

Contact:

Mette Hansen
mett@sun.au.dk

Psychologica
Athlete Burn

Peter Hassmén, Professor of Sport Psycholog

Elite athletes nowadays are training
harder than ever. Even non-elite and
recreational athletes face the risk of
training too hard with insufficient
recovery creating an imbalance poten-
tially leading to burnout. Given that
psychosocial stress is severely affec-
ting many athletes, the training itself
may not even be the primary culprit,
only one of many aspects necessary to
consider during an on going burnout-
process.

The prevalence of burnout in the ath-
lete population is largely unknown
because of few studies. However, it is
estimated that up to 10% of elite athle-
tes may display significantly elevated
burnout scores.

The most frequently cited sign asso-
ciated with burnout is loss of motiva-
tion; the previously loved activity is
no longer enjoyed and the once posi-
tive attitude is replaced by negative
feelings. Other symptoms include: dif-
ficulties to concentrate, not caring for
others, anxiety / restlessness, irritabi-
lity and aggressive behaviour, difficul-
ties to sleep and feelings of depression
(to name a few).

Several risk factors have been identi-
fied, such as: one-dimensional athletic
identity, a predominantly perfor-
mance based self-esteem, negative
perfectionism, external demands, and
perceived lack of control. Feelings

of entrapment results in what can be
labelled as “active burnouts”, i.e., ath-
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| Aspecis of
out

y at Umed University

letes remaining in sport for external
reasons (e.g., coach and/or parental
pressure) instead of internal motiva-
tion.

Take home message

Burnout is a reality in sport affecting
up to one in ten athletes, both indivi-
dual sport and team-athletes. Burnout
often results in termination of the
sport they once felt passionate about.
Increasing both athlete and coach
awareness relating to early signs and
symptoms when stress (training re-
lated and psychosocial) is not met by
adequate recovery measures reduces
the risk for burnout. Because reco-
very for a burned-out athlete can take
months or even years — if at all possi-
ble — knowing when to enhance reco-
very and limit stress benefits not only
the individual athlete but also sport
generally. It should therefore be high
on the agenda of all those interested
in performance enhancement while at
the same time ensuring that athletes
remain healthy.

Contact:

Peter Hassmén
peterhassmen@umu.se
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Sport related respiratory conditions

Infroduction to management and treatment

Vibeke Backer, Professor, Respiratory Research Unit, Bispebjerg Hospital

Asthma is the most common chronic
illness among young adults, and is
found to be even higher among endu-
rance athletes. Airway symptoms
especially during exercise is a well
know phenomenon in ordinary asthma
patients, as well as in elite athletes.
Individuals with cough, wheeze, chest
tightness, dyspnoea, and fatigue are
frequent in asthmatics, healthy indi-
viduals, non-asthmatic elite athletes,
individuals who are not physically fit,
and sometimes in those with extra-
thoracic disorders such as vocal cord
dysfunction (VCD). But only in case

of airway inflammation or epithelial
injury bronchoconstriction will hap-
pen and patients with asthma develop
bronchospasm and a reduction in lung
function, whereas others have asthma-
like symptoms despite unchanged lung
function. Asthma-like symptoms is
due to a response to the sensory nerves
induced by dehydration of the airway
surface during sport.

Exercise-induced bronchoconstric-
tion (EIB) with transient narrowing of
the airways during, and particularly
after, exercise is common in asthma-
tic individuals. Limitation of exercise
capacity is a frequent complaint in all
age groups and EIB range from mild
impairment of performance to severe
bronchospasm with a large reduction
in FEV . Treatment of EIB varies from
daily to less frequent therapy, depen-
ding on the level of activity. Beta2-ago-
nists given by inhalation are the prima-
ry drugs of choice when bronchospasm
develops during or after exercise as

they have an immediate beneficial ef-
fect. Daily use of beta2-agonist howe-
ver can lead to development of tole-
rance and daily EIB symptoms warrant
inhaled steroid. Studies have shown

a dose-response effect of inhaled ste-
roids on EIB, illustrating that a high
dose over a prolonged period reduces
severity of EIB. Lastly, high-intensity
warm-up is recommended before exer-
cise, particularly in elite athletes.

Take home message

EIB is often experienced in asthma pa-
tients and even so in elite athletes. In
those who do not exercise frequently,
treatment with SABA or leukotrienes
might suffice; however, in those who
habitually exercise and frequently
experience EIB, treated with an anti-
inflammatory preventive approach
should be favoured.

Contact:

Vibeke Backer
nina.vibeke.backer@regionh.dk
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Functional Training in a ski-ergometer

— does it work?

Niels Ortenblad, Institute of Sports Science and Clinical Biomechanics, University of Southern Denmark, Odense, Denmark. Swedish
Winter Sports Research Centre, Department of Health Sciences, Mid Sweden University, Sweden.

Double poling (DP) is a complex movement in-
volving both the upper and lower body. DP may
be performed in various ski ergometers, which
may simulate the DP movement and serve as a
specific training remedy for both highly trained
skiers as well as for health and rehabilitation pur-
pose.

The DP involves activation of especially trunk
and hip flexors, shoulder, and elbow extensors,
and several lower body muscles. Gross efficiency
during DP in a ThoraxTrainer skiergometer was
estimated to 16+2%, which is in agreement with
other similar exercise modes involving upper
body muscles.

Both skilled and elite skiers exercise at up to 90%
of maximal oxygen consumption during DP and
with lactate levels above 8-10 mM during prolon-
ged exercise. DP strategies are clearly different
between less skilled-, skilled- and elite skiers

(see Fig.). The best DP skiers poling strategy is
characterised by; an explosive and shorter poling
phase (higher peak poling force and power), less
extension in the elbow joint at pole plant a more
distinct flexion in the elbow, hip and knee joint
during poling. Peak poling force is for elite skiers
20-30% of body weight and time to peak force

is between 200 and <100 ms. This, place heavy
demands of high power output and rate of force
development even in this endurance type of exer-
cise. Skiing ergometer training may serve as an
efficient training device for upper body power
training and also endurance training depending
on load and exercise mode.

Contact:

Niels Ortenblad
nortenblad@health.sdu.dk
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Training and Bone - from health o injury

Magnus K. Karlsson, Clinical and Molecular Osteoporosis Research Unit, Department of Clinical Sciences, Lund University

Abstract

* The skeleton is a metabolic active
organ that responds to mechanical
stimuli by initiating or inhibiting bone
modelling and remodelling in order to
keep peak strains within a safe phy-
siological range load. The feedback
system, where the skeletal response de-
pends on the type and duration of the
load, is referred to as the mechanostat.

e Key features for osteogenic stimuli
include load that is dynamic, have high
magnitude, high frequency and unusu-
ally distributed strains. In addition, the
required mechanical load necessary to
stimulate osteogenesis decreases as the
frequency of the load increases. But the
osteogenic response to mechanical load
becomes saturated after a few loading
cycles so that additional load provides
no further benefit. However, the bone
cell mechanosensitivity recover follo-
wing rest. Therefore the most effective
load is when separating loading into
short bouts followed by periods of rest.

e When exposed to the type of mecha-
nical load described above, physical ac-
tivity has been shown to be one of the
best stimuli to enhance not only bone
mass but also the structural skeletal
adaptations, both contributing to bone
strength.

e Exercise prescription also includes

a “window of opportunity” in the late
pre- and early peri-pubertal period,
where exercise is supposed to insert the
most obvious beneficial effects, even if
physical activity provides recordable
skeletal benefits during all growth and
also but to a minor extent in adulthood.

4——————— Former Soccer Players —0—m—»
e s
Z score (SD) B oo
Femoral neck
1.2
[0 Arms
0.8 4
0.4 4
D B
-0.4-
Age (yrs) 23 (17-34) 32 (19-39) 45 (40-49) 56 (50-59) 64 (60-69) 75 (70-85)
Retired (yrs) 5 (1-15) 16 (8-25) 25 (12-41) 33 (23-47) 42 (25-65)

Figure 1. Bone mineral density (BMD) of the lower extremity, femoral neck and up-
per extremity in active and retired male soccer players and controls in relation to age.
BMD in the active and retired athletes is presented as Z-scores (number of standard
deviations (SD) difference compared to age- and gender-matched controls) in groups
with advancing age and increased time since retirement from active exercise career.

Bars represent SD, * p<0.05, ** p<0.01.

e The skeletal response to mechanical
load in adults is far less than during
growth and in elderly, physical activity
seems to reduce age related bone loss
or at best produce increments in bone
mass of a few percentage points. The
reported lower fracture incidence in
physically active elderly is therefore
probably not the result of exercise in-
duced skeletal benefits but probably
the result of other effects such as incre-
ased muscle strength and/or improved
neuromuscular function.

e There is also evidence that benefits in
bone mass and bone structure obtained
by mechanical load during growth may
be maintained at advanced age and the
notion that former male athletes have
lower fracture risk than expected by
age support the view that exercise may
induce long term beneficial effect of cli-
nical importance

Contact:
Magnus. K. Karlsson
magnus.karlsson@med.lu.se
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Too much fraining on bone — or too
low energy intake — in elite female

athletes?

Eva Wulff Helge, University of Copenhagen, Department of Nutrition, Exercise and Sports

Bone mineral density

In some sports a low bone mineral den-
sity (BMD) is reported in female elite
athletes, despite the fact that exercise

is known as an important osteogenic
stimulus that is necessary for normal
bone formation during growth as well
as for bone remodeling throughout life.
The question is why some athletes suf-
fer from a low BMD and a high risk of
stress fractures in spite of engagement
in regular and systematic training?

Alow BMD is most often seen in
sports which affords a high training
load to compete on a high level (e.g.
endurance sports and aesthetic sports),
and originally it was argued that
an excessive mechanical loading on
bone was the main reason for the low
BMD and a diminished bone strength.
However, as a low BMD was often ac-
companied with eating disorders and
amenorrhea the concept of “The female
athlete triad” was introduced in 1993,
but the mechanisms behind the triad
were largely unexplained.

From current studies it seems clear
that a low energy intake (EI) that does
not meet the daily energy requirements
is the key factor leading to a low BMD,

a compromised bone strength - and
menstrual disorders. From studies on
monkeys and humans the term energy
availability (EA) has been introduced as
the amount of energy that is left for bo-
dily functions, when energy expendi-
ture due to exercise (EEE) is accounted
for. In other words EA = EI - EEE.

Energy intake

The necessary daily energy availabi-
lity is related to the amount of fat free
mass (FFM), and from studies on bone
markers it has been proposed that a
daily EA of less than 30 kcal / kg FFM
diminish the concentration of bone
formation markers, and with a daily
EA less than 10 kcal/ kg FFM the con-
centration of bone resorption markers
is also increased. In other words bone
resorption is favored leading to a lower
BMD and a lower bone strength than
expected from the amount of osteoge-
nic stimuli posed on the skeleton. The
mechanisms behind this adaptation

to a low energy availability is still di-
scussed, but two main mechanisms
has been suggested: 1) The low energy
availability acts directly on bone meta-
bolism, presumably via leptin — and 2)

The low energy availability suppresses
the hypothalamic gonadal axis, which

results in a low concentration of estro-

gen that alters the remodeling balance

in the bone multi cellular units.

Conclusion

According to the Mechanostat the-

ory by HM Frost both situations will
result in an increased threshold for
osteogenic stimuli, which means that

a larger strain stimulus is necessary to
elicit bone modeling as well as remo-
deling. Or in other words — the same
stimulus will elicit a smaller osteogenic
response, and the result will be a lower
BMD. Based on this, the reason to the
findings of a low BMD in some female
athletes seems NOT to be too much
training on bone — BUT rather too low
energy intake, which leads to a subop-
timal energy availability that increases
the osteogenic threshold.

Contact:
Eva Wulff Helge
ewhelge@ifi ku.dk
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Stressfrakturer — ef kensspecifikt problem?

Anders Vinther, forskningsfysioterapeut, PhD, Herlev Hospital

Sammenfatning af oplaegget: ”Stress
fractures — a gender specific problem?” i
sessionen: “Female athletes and training
adaptations”.

Introduktion

En stressfraktur defineres som en
fraktur, der er opstdet som folge af
gentagne belastninger, der hver for sig
ikke er tilstreekkelige til at forarsage
en fraktur, men tilsammen over tid
belaster knoglen mere end den kan né
at reparere / remodellere/ tilpasse sig til
belastningen (Martin et al. 1987). Der
er altsa tale om en ubalance mellem
knogleopbygning og knoglenedbryd-
ning (Warden et al. 2006). Stressfraktu-
rer forekommer oftest i veegtbaerende
knogler hos militeert personel og
idretsudevere, der udforer vaegtbae-
rende aktiviteter som march, leb og
gentagne afset og landinger (Wentz
2011).

Forekomst — kensforskel?

Et nyere review (Wentz et al. 2011) af
kohorte studier i sdvel militeere som
idreetsudevende populationer konklu-
derer, at den gennemsnitlige forekomst
af stressfrakturer i studierne er hojere
blandt kvinder end meend bade i mi-
liteeret (9.2 % for kvinder og 3 % for
meend) og blandt idreetsudevere (9.7 %
for kvinder og 6.5 % for meend). Ge-
nerelt ma seerligt tallene for idraetsud-
overe tages med et vist forbehold, da
kun f4 af disse kohortestudier er pro-
spektive, og der forekommer variatio-
ner i mdden at beregne incidensen pa.
Blandt militeert personel bakkes angi-
velserne i reviewet op af et nyt og me-
get stort amerikansk studie omfattende
over % million rekrutter (Knapik et al.
2012), der fandt, at kvinder havde knap
4.5 gange sa hoj forekomst som maend.
Blandt kohortestudierne om idraetsud-
overe bor det relativt store og velgen-
nemfeorte studie af Hame et al. (2004)

fremheeves. Her fandt man, at kvinder
gennemsnitligt pa tveers af sportsgrene
havde knap 3.5 gange s& hej forekomst
af stressfrakturer som meend. Seerligt
inden for langdistanceleb og atletik
fandt man en hej forekomst af stres-
sfrakturer bade hos meend og iser hos
kvinder. Kvindelige langdistancele-
bere lader til at veere en seerligt udsat
gruppe af idreetsudevere (Iwamoto et
al. 2008, Iwamoto et al. 2011).

Risikofaktorer — knogler
Knoglerelaterede risikofaktorer er i
sagens natur ikke sd lette at modificere,
men kan bruges til dels at forklare,
hvorfor kvinder har hejere forekomst
af stressfrakturer end maend, dels til at
identificere kvinder med oget risiko.
Knoglestyrken og dermed knoglernes
evne til at tolerere belastning atheenger
i hoj grad af knoglemineraliseringsgrad
— Bone Mineral Density (BMD) - og
knoglestorrelse / knoglegeometri (Korht
et al. 2004). Begge dele blev undersogt
hos bade mandlige og kvindelige re-
krutter med og uden stressfrakturer af
Beck et al. (2000), der fandt at section
modulus (beregning af knoglers evne
til at modsta begjningskraefter) var
nedsat hos bdde mandlige og kvin-
delige rekrutter med stressfrakturer.
Hos meendene skyldtes dette primeert
smallere knogler, mens kvinderne var
kendetegnet ved lavere BMD. Kvinder
havde generelt smallere knogler og
lavere section modulus end meend.
Derudover fandt man, at kvinder
havde et bredere baekken, ndr der var
taget hojde for kropssterrelse, samt at
udelukkende kvinder havde stressfrak-
turer i beekkenet. Dette fund bekreeftes
af Mattila et al. (2007) og opsummeres
i reviewet af Wentz et al. (2011), der
konkluderer, at stressfrakturer i baek-
kenet udelukkende var observeret hos
kvinder i de inkluderede kohorteun-
dersogelser.

Risikofaktorer - ernaring

En meget vigtig pointe, som ikke kan
understreges kraftigt nok, nar det dre-
jer sig om kvinder og stressfrakturer,
er, at bade utilstraekkeligt energiindtag
og menstruationsforstyrrelser med
tilherende nedsat estrogenniveau kan
forarsage lavt BMD, og kombinatio-
nen af disse 3 faktorer benzevnes “The
Female Athlete Triad” ( Loucks et al.
2007). Denne triade kan optraede med
varierende grad af sdvel hormonelle
som knoglemaessige og ernaeringsmees-
sige deficits (med eller uden spisefor-
styrrelse), og er naturligvis en ualmin-
deligt giftig cocktail af risikofaktorer
for stressfrakturer (Loucks et al. 2007).
Hidtil har lavt BMI og menstruations-
forstyrrelse veeret de vigtigste umid-
delbare kendetegn ved triaden, men
preelimineere resultater fra et igang-
veerende studie (Melin et al. 2012, ab-
stract) tyder p4, at bade utilstreekkeligt
energiindtag og lavt BMD forekommer
langt hyppigere end forventet blandt
unge udholdenhedstreenede kvindelige
atleter med normalt BMI. Energiindtag
ber derfor altid tages med i overvejel-
serne i klinisk praksis, hvad enten det
drejer sig om behandling eller forebyg-
gelse af stressfrakturer hos kvindelige
idreetsudevere. Derudover skal det
naevnes, at tilskud af kalk og D-vitamin
(henholdsvis 2000 mg og 800 ug dag-
ligt) medferte en 20 % reduktion i fore-
komsten af stressfrakturer hos kvin-
delige rekrutter i et stort RCT-studie
(Lappe et al. 2008), hvilket kunne tyde
pé, at lavt kalkindtag og D-vitamin-
mangel er to relativt let modificérbare
risikofaktorer for stressfrakturer hos
fysisk aktive kvinder.

Kontakt:

Anders Vinther
t.a.vinther@mail.tele.dk
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Training in individuals with
osteoporosis

Niklas Rye Jorgensen, Research Center for Ageing and osteoporosis, Departments of Diagnostics and Medicine, Glostrup Hospital,

Glostrup, Denmark

Osteoporosis is a skeletal disease cha-
racterized by low bone density and
microarchitectural deterioration of
bone tissue with a subsequent increase
in bone fragility and susceptibility to
fracture. Osteoporosis is an increasing
problem worldwide due to the increa-
sing elderly population. Mechanical
loading of bone is a powerful anabolic
stimulus to bone and can potentially
increase bone mass and -quality. More-
over, physical activity can also reduce
risk of fracture by improving balance
and thereby reducing the risk of falls.

Not all types of exercise have the same
beneficial effects on bone. The most
anabolic results are obtained by dyna-
mic weight bearing exercise with high
impact such as jogging, running and
jumping, and by non-weight bearing
exercise such as strength training with
high load but few repetitions. Howe-
ver, a combination of dynamic weight
bearing exercise and strength training
is probably the most efficient type of
physical activity for reducing risk of
fracture as it improves bone mass and
reduces the risk of falls.

Finally, whole-body vibration has also
proven to be a good alternative, espe-

cially for people where regular exercise

is not feasible. However, the optimal
protocol for the ideal whole-body vi-
bration device has not yet been estab-

lished, and needs additional research
before it can be recommended for the
treatment of patients with osteoporosis.

Conclusion

Physical activity is beneficial for the
skeleton and can reduce the risk of
fractures both by increasing bone mass
and by improving balance and thus
reducing risk of falls. However, diffe-
rent types of exercises exerts different
effects on bone, and the individual ai-
ming at improving bone health by phy-
sical activity should carefully choose
the correct type of exercise.

Contact:

Niklas Rye Jorgensen
niryjo01@regionh.dk
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— why do we all lose muscle with ageing, and can
training reverse strength and function?

Marco V. Narici, University of Nottingham, School of Graduate Entry Medicine and Health, Derby Royal Hospital, Derby, DE22 3DT,

United Kingdom

Several factors are known to contribute
to sarcopenia (Fig.1), but amongst the-
se, neuroendocrine changes are com-
monly regarded as primary drivers of
this process. These are responsible for
degeneration of [1-motoneurons and of
the neuromuscular junction (NM]) and
for muscle fibre denervation, also fuel-
led by mitochondrial dysfunction and
oxidative damage at the NMJ, leading
to a loss of motor units and muscle
weakness.

In fact, one of the crucial systems se-
verely affected in aging is the loss of
effective connection between muscle
and nerve, leading to a pathological
non-communication between the two
tissues. There is now growing evidence
that cross-talk between muscle and
nerve via anterograde/ retrograde axo-
nal transport influences motoneuron
survival, NM]J integrity, motor unit
number and muscle fibre phenotypic,
metabolic and functional characteri-
stics. Several neurotrophic and myo-
trophic factors have indeed been found
to orchestrate these changes and many
of these, such as brain-derived neu-
rotrophic factor (BDNF) and insulin
like growth factor (IGF-1) have potent
neuroprotective and myotrophic effects
and are modulated by physical activity
and nutrition.

It is well established, that sarcopenia
can be markedly mitigated through
strength training (provided a sufficient
training volume is used to overcome

MOTONEURON DEATH

(by apoptosis & SOD
mediated-neurotoxicity)

the anabolic resistance to training
typical of old age), but what seems
novel and particularly exciting is the
observation that the practice of regular
physical activity, such as running, se-
ems to protect from neuromuscular de-
generation. Recent neurophysiological
studies indeed report no decline in mo-
tor units in the lower limb muscles of
master runners (MA) compared to old
sedentary individuals. Indeed, muscle
peak power (PP) of MA is, at any gi-
ven age, greater than that of sedentary
CTRL, to the extent that at the age of 70
years PP of MA is comparable to that
of CTRL in their 40’s. Furthermore, the
regular physical activity of MA seems
to preserve muscle architecture from

IMMUNOLOGIC FACTORS
IL-18 t & IL-61, TNF-cx t

LIFESTYLE CHANGES
Physical activity }
Nutritional factors:

Anorexia, Vit. D deficiency

age-related changes associated with
sarcopenia, as values of fibre length
and pennation angle of the knee ex-
tensors are not different from those of
young CTRL.

It is not clear, how physical activity
affords protection against motor unit
loss, but this could be due to a redu-
ction of inflammation in response to
regular physical activity and also by
preservation of the neurotrophic and
myotrophic actions on motoneurons
and on the NM]J.

Contact:

Marco.Narici@nottingham.ac.uk
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Ny viden ...

Korte resuméer af nye publikationer

Samlet af Michael Skovdal Rathleff 0og Anders Nedergaard, medlemmer af Dansk Sportsmedicins redaktion

Knae

Vetrano et al (1) har undersogt bade
effekten og sikkerheden af Pladerig
Plasma (PRP) sammenlignet med
focused Extracorporal Shock Wa-

ve Therapy (ESWT) hos atleter med
springerknee (patella tendinopati). 46
atleter blev randomiseret til enten 2
ultralydsvejledte PRP-injektioner eller
3 behandlinger med ESWT i labet af 1
uge. Det primeere effektparameter var
Visa-P. Der blev fulgt op pa patienterne
efter 2, 6 og 12 maneder. Patienterne,
der blev randomiseret til PRP, havde en
signifikant sterre fremgang ved bade 6
og 12 maneder sammenlignet med pa-
tienterne, som modtog ESWT.

Myer et al (2) har underseogt effekten
af mundtlig ekstern feedback pa mak-
simal kneevinkel i frontralplanet under
drop-jump. 37 yngre raske piger blev
randomiseret til enten at modtage
feedback pa knaekontrol under treening
i et hejt hop pa stedet eller under lob.
De blev treenet i 8 uger, og de lavede
sidelobende styrketreening, plyome-
trisk treening samt konditionstraening.
Resultaterne viste, at begge grupper
havde en signifikant reduktion i mak-
simal kneevinkel i frontralplanet under
drop-jump. Forfatterne konkluderer, at
mundtlig ekstern feedback, baseret pa
de enkelte pigers deficits, har en posi-
tiv effekt pa de biomekaniske risiko-
faktorer for forreste korsbandsskader.
Ydermere tyder resultaterne p4, at der
er en vis overferbarhed mellem opga-
ven, hvor pigerne modtager feedback,
og selve drop-jumpet.

Collins et al (3) har undersegt ande-
len af patienter med patellofemoralt
smertesyndrom (PFP), som er “non-re-
covered” efter 12 maneder. Derudover
undersggte de kliniske preediktorer for

“non-recovery” ved 3 og 12 maneder.
Analysen inkluderede 310 patienter
med PFP, hvor data tidligere var blevet
indsamlet i forbindelse med 2 sterre
randomiserede studier. De lavede en
multivariat model for sandsynligheden
for ikke at veere “recovered” 3 og 12
maneder efter inklusion i studierne.
Analysen viste, at folgende faktorer
var associeret til en darlig prognose
ved bdde 3 og 12 maneder: 1) lang
symptomvarighed; 2) darlig selvvur-
deret funktion; 3) mange smerter ved
baseline. Forfatterne konkluderer, at
studiets resultater indikerer, at man
ber igangseette behandling sa tidligt
som muligt, hvor patienterne har kort
symptomvarighed og feerre smerter.

Albue og skulder

Coombes et al (4) har undersogt effek-
ten af corticosteroider samt multimo-
dal fysioterapi til patienter med lateral
epicondylit. I et 2x2 faktorielt design
randomiseredes 165 patienter til enten
corticosteroid injektion (n=43), placebo
injektion (n=41), corticisteroid injektion
samt multimodal fysioterapi (n=40),
eller placebo injektion og multimodal
fysioterapi. Det primeere outcome var
selvvurderet helbredelse (defineret
som fuldsteendig symptomfri eller
meget bedre tilstand). Der blev fulgt
op pa patienterne efter 4 uger, 26 uger
samt 1 ar. Efter 1 r havde grupperne,
der modtog corticosterioid injektion en
lavere rate af selvvurderet helbredelse
og en hgjere rate af tilbagevenden af
symptomer sammenlignet med grup-
perne, som modtog placeboinjektion.
Tilfejelsen af fysioterapi eendrede ikke
pa denne konklusion. Forfatterne kon-
kluderer, at brugen af corticosteroider
til behandling af lateral epicondylit
resulterer i en darligere selvvurderet
helbredelse og en hgjere grad af tilba-

gevenden af symptomer, sammenlignet
med placebo injektion. Tilfejelsen af
multimodal fysioterapi eendrer ikke pa
graden af selvvurderet helbredelse el-
ler tilbagevenden af symptomer.

Weber et al (5) har undersogt effekten
af et Pladerigt Fibrin Matrix (PRFM)
til artroskopisk rotatorcuff-reparation.
60 patienter blev randomiseret til
enten artroskopisk rotatorcuff-repara-
tion eller artroskopisk rotatorcuff-re-
paration inklusiv brugen af PRFM. De
fulgte op pd patienterne efter 3, 6, 9 og
12 uger samt 1 ar efter det artroskopi-
ske indgreb. Der blev ikke observeret
nogle komplikationer, men gruppen,
der modtog PRFM, havde en signifi-
kant leengere operationstid. Ikke ved
et eneste af opfelgningstidspunkterne
blev der observeret forskel mellem
grupperne i forhold til smerter, funk-
tion eller bevaegelighed.

Hofte

Krych et al (6) har undersogt effekten
af artroskopisk reparation af labrum
acetabulum (repair-group) sammen-
lignet med selektiv debridement af
labrum acetabulum (debridement-
group). Indgrebene blev undersegt hos
kvinder, der behandles artroskopisk
for pincer, eller kombineret pincer og
cam femoro-acetabuleert impingement.
36 patienter blev randomiseret til de 2
grupper. Efter minimum 1 &r (gennem-
snit 32 méneder) blev patienterne fulgt
op med Hip Outcome Score (HOS).
Postoperativ HOS_adl samt HOS_
sports var bedre i repair-gruppen. For-
fatterne konkluderer, at artroskopisk
behandling af femoro-acetabuleert im-
pingement med reparation af labrum
acetabulum resulterer i signifikant
bedre funktion af hoften sammenlignet
med debridement af labrum.
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Barfodsleb

Bonacci et al (7) har undersegt kine-
matiske forskelle imellem barfodsleb,
minimalist sko og “almindelige”
letveegts elitelobesko (samt lebernes
egne lobesko) i en gruppe pa 22 eli-
telobere (gennemsnitlig 10 km tid pa
33m41s). Leberne blev malt med 3D
motion capture, kraftplatforme og ti-
mer gates pd et indenders lebetrack.
Loberne havde 10 dages tilveenning til
hver skotype inden testning. I forseget
fandt forskerne, at minimalist skoene
stort set ikke pavirkede kinematikken
i lobet i retning af, hvad man fandt for
barfodsleb. Barfodsleb medferte, ikke
overraskende, storre momenter over
ankelledet og mindre momenter over
kneeleddet end de andre betingelser.
Det betyder i praksis, at minimalist sko
er meget teettere pad det at bruge almin-
delige letveegtslobesko, end det er pa
barfodsleb.

Achillessene

Al-Abbad et al (8) har lavet et systema-
tisk review om effekten af lav-energi
shockbelge behandling (Extracoporeal
Shock Wave Treatment, EWST) pa
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smerte), mens deltagelse i treening ikke
i veesentligt omfang forudsagde effek-
ten pa smerte.

EMS behandling

Kibisa og kolleger (10) har undersogt
effekten af lav-intens elektromyogra-
fisk stimulation (EMS) pd muskelresti-
tution efter udholdenhedstreening.
Studiet er et randomiseret cross-over
forseg, hvor forsegspersoner blev
randomiseret til enten at fa& EMS efter
en forste lobesession eller en anden
lobesession to dage efter. Efter lobeses-
sionerne fik de malt plantarfleksions-
styrke, samt muskeludholdenhed (i
studiet defineret som “work capacity”
- det maximale antal gentagelser, der
kan udferes i plantarflekstion ved 75%
af MVC kraften), og de finder at EMS
behandling faktisk resulterer i en bedre
work capacity.
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Michael Skovdal Rathleff: michaelrath-
leff@gmail.com

Anders Nedergaard: anders.fabricius.
nedergaard@gmail.com

wave therapy on chronic achilles ten-
dinopathy: a systematic review. Foot
Ankle Int 34, 33-41 (2013).

9. Pedersen, M. T.,, Andersen, L. L.,
Jorgensen, M. B., Segaard, K. & Sjo-
gaard, G. Effect of specific resistance
training on musculoskeletal pain
symptoms: dose-response relation-
ship. J Strength Cond Res 27, 229-235
(2013).

10. Kibiga, R., Grtinovas, A., Pode-
rys, J. & Granoviene, D. Restoration
of the work capacity of the skeletal
muscle with electrical myostimula-
tion. J Strength Cond Res 27, 449-457
(2013).

DANSK SPORTSMEDICIN « Nr. 2, 17. arg., MAJ 2013



30 | Kurser og mgder

Kongresser ® Kurser ® Mader

o INTERNATIONALT . o DIMS kurser 2013 .,

19. juni 2013, Tiekkiet

International Scientific Conference

— Physical Activity in Science and Prac-
tice, Prag.

Info: www.ftvs.cuni.cz/ conference2013

26. - 29. juni 2013, Spanien

For kursusaktivitet, se www.sportsmedicin.dk

o FFl kvrsuskalender2013 ~

ECSS Congress 2013, Barcelona.
Info: www.ecss-congress.com

11.-14.juli 2013, USA

The American Orthopaedic Society
for Sports Medicine (AOSSM) Annual
Meeting 2013, Chicago.

Info: www.sportsmed.org

26. - 28. september 2013, Frankrig

The 8th European Sports Medicine
Congress of EFSMA & 6th Joint Meet-
ing SEFMES & SFTS, Strasbourg.

Info: www.efsma-strasbourg2013.fr

30. april - 3. maj 2014, Monaco

3rd IOC World Conference on Preven-
tion of Injury & Ilness in Sport.

Info: www.ioc-preventionconference.
org

Hizelp os med at forbedre denne side!

Giv Dansk Sportsmedicin et tip
om interessante internationale
moder og kongresser — helst al-
lerede ved forste annoncering,
s bladets leesere kan planlegge
deltagelse i god tid.

Del A - kurser:

Introduktionskursus

e Arhus, 27. sep.-4. okt.

* La Santa, 27. sep.-4. okt.
e Odense, 8.-9. november

|draetsfysioterapi og skulder
e Arhus, 13.-14. september
e Kobenhavn, 9.-10. oktober

|draetsfysioterapi og albue/hand

 Kobenhavn, 18. september

Idraetsfysioterapi og kn

e Varde, 20.-21. september

* La Santa, 27. sep.-4. okt.

e Kogbenhavn, 20.-21. november

Idraetsfysioterapi og hofte/lyske
e Kobenhavn, 24.-25. september
e Arhus, 15.-16. november

Idraetsfysioterapi og fod/ankel
* La Santa, 27. sep.-4. okt.
e Odense, 25.-26. oktober
e Kobenhavn, 12.-13. november

Akutte skader og farstehjeelp

e Horsens, 7. oktober

Taping

 Kobenhavn, 19. september
Del B - kurser:

Antidoping
e Kobenhavn, dato ikke fastlagt

Traening for zldre
e Kobenhavn, dato ikke fastlagt

Andre kurser:

Golfsymposium
* Odense, 14. juni

Barn, unge, idrzt og skader
 Kobenhavn, 7. september

Supervision af praksis
e Kobenhavn, 31. okt.-2. nov.

Eksamen Del A

e Odense, 23.-24. november

Eksamen Del B
e Kobenhavn, dato ikke fastlagt

Der er flere kurser/symposier under
planlzggelse. Find flere oplysninger pd

www.sporfsfysioterapi.dk
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Kurser og magder

Info: Idraetsmedicinsk Uddannelses-
udvalg, ¢/ o kursussekreteer Majbrit
Leth Jensen.

E-mail: majjense@rm.dk

. -
]
dansk
idraets

y medicinsk
selskab

Generelt om DIMS kurser

DIMS afholder faste arlige trin 1
kurser i Jstdanmark i uge 9 og i
Vestdanmark i uge 35. Trin 2 kursus
bliver atholdt i lige 4r pa Bispebjerg
Hospital, Institut for Idraetsmedicin.
Der afholdes eksamen hvert andet r
mhp. opndelse af status som diplom-
leege i idreetsmedicin (forudsat god-
kendelse af trin 1 + 2 kursus).

DIMS TRIN 1 KURSUS:

Formal og indhold: Basalt kursus i
idreetsmedicin med hovedveegt lagt

pa diagnostik af hyppigste idreetsska-
der, herunder grundig gennemgang

af akutte- og overbelastningsskader i
knee, skulder, hofte/lyske og ankel/
underben. Patientdemonstrationer med
instruktion og indevelse af klinisk un-
dersogelsesteknik. Planleegning og til-
retteleeggelse af udredning, behandling
og genoptreening af skadede idreetsud-
gvere.

Kurset udger forste del af planlagt
postgraduat diplomuddannelse i
idreetsmedicin; 40 CME point i DIMS
regi.

Malgruppe: Fortrinsvis praktiserende
og yngre leeger, der har interesse for
idreetsmedicin og som ensker basal
indfering i emnet.

DIMS TRIN 2 KURSUS:

Formal og indhold: Kursisten skal
indferes i nyeste viden indenfor idraet
og medicinske problemstillinger her-
under hjerte /karsygdomme, fedme,
endokrinologi, lungesygdomme,
osteoporose, artritis og arthrose. Der-
udover vil der veere en gennemgang
af treening og bern/aldre. Ydermere
vil kursisten praesenteres for idreest-
fysiologiske test/screeningsmetoder.
Der vil veere patientdemonstrationer
samt undervisning i mere avanceret
idreetstraumatologi. Varighed er 40
timer over 5 dage.

Malgruppe: Kurset er et viderega-
ende kursus, der henvender sig til
leeger med en vis klinisk erfaring
(mindst ret til selvsteendigt virke),
samt gennemfert trin 1 kursus eller
faet dispensation herfor ved skriftlig
begrundet ansegning til DIMS ud-
dannelsesudvalg.

Krav til vedligeholdelse af Diplomklassifikation (CME)

1. Medlemsskab af DIMS. Medlemsskab af DIMS forudsetter at leegen folger de etiske regler for selskabet.
2. Indhentning af minimum 50 CME-point per 5 ar.
3. Dokumentation for aktiviteterne skal vedlegges:
* For kurser og kongresser vedlagges deltagerbevis og indholdsbeskrivelse (kursusplan).
» Kursusledelse eller undervisning dokumenteres af aktivitetsudbyderen.
* Anden idretsmedicinsk relevant aktivitet dokumenteres af den ansvarlige for aktiviteten.
* Klublege/teamlage erfaring eller lignende dokumenteres af klubben/teamet eller lignende.

Opdateret januar 2013.

Opdaterede Krav til opndelse af Diplomklassifikation kan findes pd www.sportsmedicin.dk
AKTIVITET CERTIFICERINGSPOINT
Deltagelse i Idraetsmedicinsk Arskongres 10 point per kongres
Publicerede videnskabelige artikler inden for idreetsmedicin 10 point per artikel

Arranger af eller undervisning pa idreetsmedicinske kurser eller kongresser

10 point per aktivitet

Deltagelse i internationale idreetsmedicinske kongresser

10 point per kongres

Deltagelse i godkendte idreetsmedicinske kurser eller symposier

5 - 30 point per aktivitet

Anden idraetsmedicinsk relevant aktivitet

5 point per aktivitet

Praktisk erfaring som klubleege, forbundsleege, Team Danmark-leege eller til-
knytning til idreetsklinik (minimum 1 time per uge og gyldig dokumentation

fra klub / forbund / klinik)

10 point per ar

Idreetsmedicinske arrangementer pointangives af Dansk Idreetsmedicinsk Selskabs Uddannelsesudvalg for kursusafholdelse.

NAVN:

KANDIDAT FRA AR:

DIPLOMANERKENDELSE AR:

Sendes med bilag til DIMS v/ sekreteer Louice Krandorf, Lojtegérdsvej 157, 2770 Kastrup, eller pr. e-mail til Ikr@amartro.dk
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Info: Kursusadministrator Vibeke
Bechtold, Keerlandsveenget 10, 5260
Odense S.

TIf. 2028 4093 e vbe@idraetsfysiote-
rapi.dk

Kursustilmelding foregér bedst og
lettest via FFI's hjemmeside: www.
sportsfysioterapi.dk

FAGFORUM FOR IDRATSFYSIOTERAPI

Kurser i idraetsfysioterapi

Kursusraekken for idraetsfysioterapi
er opbygget i del A og B.

Del A kan afsluttes med en kombi-
neret skriftlig og mundtlig prove.
Formaélet med kursusreekken er at
indfere kursisterne i ,Best practice”
indenfor undersogelse, test, fore-
byggelse og behandling i relation til
idreetsfysioterapi samt at sikre, at
idreetsfysioterapi i Danmark lever op
til internationale kvalitetskrav. Kursi-
sterne skal opné feerdigheder i diag-
nostik og den kliniske beslutnings-
proces gennem vurdering og analyse
af kliniske fund og symptomer =
klinisk reesonnering samt udvikle de-
res praktiske feerdigheder i forhold til
forebyggelse og rehabilitering inden-
for idreetsskadeomradet.

Del B kan afsluttes med en prove
bestdende af en skriftlig teoretisk del
(synopsis) og en praktisk/ mundtlig
del. Formalet med kursusreekken er
udvikling og malretning af idreetsfy-
sioterapeutiske indsatser mod hejere
niveauer i forhold til de idreetsfysio-
terapeutiske kerneomrader og med
evidensbaseret baggrund.

Kursusreekken i del A bestar af:

e Introduktionskursus til idreetsfysio-
terapi.

Introduktionskursus skal gennem-
fores for at ga videre pa de efterfel-
gende regionskurser, som kan tages i

selvvalgt reekkefolge.

e Idreaetsfysioterapi i relation til skul-
derregionen

¢ Idraetsfysioterapi i relation til albue-
/héndregionen

e Idraetsfysioterapi i relation til hofte/
lyskeregionen

e Idraetsfysioterapi i relation til kneer-
egionen

e Idraetsfysioterapi i relation til fod-/
ankelregionen

¢ Taping relateret til idraetsfysioterapi
* Forstehjeelp

Tape- og forstehjeelpskurset kan tages
uden introduktionskursus forst.

Kursusreekken i del B bestdr af:

¢ Idraetsfysioterapi og biomekanik
inkl. analyse og malemetoder

e Idraetsfysioterapi og styrketreening /
screening

e Idraetsfysioterapi og udholdenhed
e Idraetspsykologi, coaching, kost/ er-
neering og spisevaner

* Doping/antidoping

¢ Treening og seldre

® Born, idreet og treening

* Handicapidraet

¢ Idreetsgrenspecifikke kurser

¢ Kurser med emner relateret til

idreetsfysioterapi, fx. MT-kurser, kurser

i fysisk aktivitet/ motion o.l.

De forste fem kurser er obligatoriske,
og af de gvrige skal der gennemfores
minimum to, for det er muligt at til-
melde sig del-B eksamen.

Efter bestdet del A og del B eksamen
betragtes man som idratsfysioterapeut,
godkendt i FFI-regi.

Der er hele tiden kursusaktiviteter

under udvikling, sa det er vigtigt regel-
maessigt at holde gje med Fagforum for

idreetsfysioterapi hjemmeside www.
sportsfysioterapi.dk med henblik pd
opdateringer og nye kursustilbud.

Om beskrivelse af idreetsfysioterapi,
kursusaktiviteter med mal og indhold,
tilmelding, kontaktpersoner etc. kan
du leese naermere pa:

www.sporisfysioterapi.dk

"Introduktionskursus til idraetsfysioterapi”
(Dette kursus er et krav som forudseet-
ning for at kunne deltage pa de ovrige
kurser)

Malgruppe: Fysioterapeuter med inte-
resse indenfor idreet.

Mal og indhold for Introduktionskur-
sus:

At kursisterne:

e far udvidet forstaelse for epidemiolo-
giske og etiologiske forhold ved idreets-
skader

e far forstaelse for og indsigt i forsk-
ning anvendt i idreetsmedicin

o far forstaelse for og kan forholde sig
kritisk til etiske problemstillinger rela-
teret til idreet

e kan anvende klinisk reesonering i for-
bindelse med idreetsskader

* kan anvende biomekaniske ana-
lysemetoder

e far forstaelse for vaevsegenskaber og
vaevsreaktioner

e kan anvende primeer skadesundersg-
gelse og skadesbehandling

e far forstaelse for overordnede be-
handlingsstrategier til idreetsaktive
Indhold:

e klinisk reesonnering

¢ epidemiologi, forskning og evidens

® etik

® biomekanik

» veevsegenskaber og veevsreaktioner

e forebyggelses- og behandlingsstrate-
gier

e primeer skadesundersogelse og ska-
desbehandling

Undervisere: Fysioterapeuter fra Fag-
forum for Idreetsfysioterapi.

Pris: 3000 kr. for medlemmer og 3300
for ikke-medlemmer af FFI. Prisen
deekker kursusafgift og fortering un-
der kursus.

Yderligere oplysninger og tilmelding;:
www.sportsfysioterapi.dk /kurser

Tid og sted: se kursuskalender
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“|draetstysioterapi relateret fil forskellige

kropsregioner” (skulder/albue-hand/hofte-
lyske/knae/fod-ankel)

Mailgruppe: Fysioterapeuter med in-
teresse indenfor idreet. Deltagelse kan
kun opnas, hvis introduktionskursus er
gennemfort.

Mal og indhold for alle kurserne rela-
teret til regioner:

At kursisterne:

e far ajourfort og uddybet viden om
epidemiologiske og etiologiske forhold
til idreetsskader og fysioterapi i de en-
kelte kropsomrader

e kan analysere bevaegelsesmeonstre og
belastningsforhold ved idreet

e kan anvende malrettede undersogel-
ses-, forebyggelses- og behandlings-
strategier

e far udvidet kendskab til parakliniske
undersogelses- og behandlingsmulig-
heder indenfor idreetsmedicin

e kan vurdere skadernes omfang og
alvorlighed samt planleegge og vejlede
i forhold til dette.

Teoretisk og praktisk indhold:

e funktionel anatomi og biomekaniske
forhold

e epidemiologi, etiologi og traumato-
logi

e malrettede undersogelser og tests
bade funktionelle og specifikke, samt
klartest

e malrettede forebyggelses-, behand-
lings- og rehabiliteringsstrategier

e parakliniske undersogelser og be-
handlingsstrategier

Undervisere: Fysioterapeuter fra Fag-
forum for Idreetsfysioterapi.

Pris: 2-dages kurserne: 3000 kr. for
medlemmer og 3300 kr. for ikke-med-
lemmer; 1-dages kurserne: 1600 kr. for
medlemmer og 1900 kr. for ikke-med-
lemmer. Prisen deekker kursusafgift og
forteering under kursus.

Yderligere oplysninger og tilmelding:
www.sportsfysioterapi.dk /kurser

Emner, tid og sted: se kursuskalender
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Andre kurserr

|draetsmedicinsk Golfsymposium 2013

Fredag den 14.6.2012 kl. 9.00 — 19.00 (08.00 - 20.00)
Golfdagen finder sted i Odense Golfklub, Hestehaven 200, 5220
Odense S, www.odensegolfklub.dk

Symposiet er planlagt til et dagsarrangement og vil veere en kombi-
nation af praksis i form af golfspil og teoretiske opleeg.

Praktisk test i grupper arrangeres som en Golfturnering, der spilles
om et idreetsmedicinsk golfmesterskab ar 2013. Der spilles Stableford
med fuldt Hep og opdeling i reekker afheengig af deltagere.

KI. 8.00:

Treening efter eget onske pa driving range og treeningsbane

KIL. 9 -12.30:

Teoretiske oplaeg ved Anne Katrine Balling Serensen, Michael Kjeer
og Henning Langberg, Jacob Ness og Martin Lauridsen:

e Hyppigste skader i OE golf golfspillere med vaegt pa tendinitter.
e Hvad ved vi om golf og tendinopati?

» Hvilke Ryg skader ses hos Golfspillere?

¢ Hvordan indgér man som fysioterapeut hos elite golfspillere?
KI. 12.30 - 13.15:

Frokost og klargering til Tee off

Analyser pa driving range og golfbanen i praksis

KI. 13.30:

Tee off for 1. bold

19.00 (ca.):

Afslutning og Spisning for de der ensker dette.

Pris for spisning m. 1 ol = 150 kr.

Pris for dagen inkl. formiddagskaffe og frokost samt greenfee og
preemier: 1500 kr. for medl. og 1900 kr. for ikke-medl. Max. Antal
deltagere er 40. Medlemmer har 1. prioritet, derefter forst til molle.
Onsker man ikke at spille, men deltage om formiddagen, er prisen
1.000 kr.

Tilmeldings- og betalingsfrist 10.05. 2012 via FFI's hjemmeside eller
direkte til Vibeke Bechtold vbe@idraetsfysioterapi.dk (sidste: der er
stadig ledige pladser, selv om tilmeldingsfristen er overskredet ...!)

Yderligere oplysninger findes pd
www.sportsfysioterapi.dk og www.sportsmedicin.dk
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Adresser

-

Dans v 4 y
SPORTSMEDICIN

Adresse:

Produktionsansvarlig

Gorm Helleberg Rasmussen

Terp Skovvej 82

8270 Hejbjerg

TIf: Ikke leengere muligt — brug e-mail
E-mail: info@dansksportsmedicin.dk
Web: www.dansksportsmedicin.dk

dansk
idraets
medicinsk
selskab

Adresse:

DIMS c/o sekreteer
Louice Krandorf Meier
Lojtegardsvej 157

2770 Kastrup

TIf. 3246 0020
Ikr@amartro.dk
www.sportsmedicin.dk

fagforum
for
idraetsfysioterapi

Adresse (medlemsregister):

Fagforum for Idreetsfysioterapi
Sommervej 9

5250 Odense SV

TIf. 6312 0605
muh@idraetsfysioterapi.dk
www.sportsfysioterapi.dk

Redaktionsmedlemmer for DIMS:

Laege Anders Christian Laursen
Blegdalsparken 17

9000 Aalborg

anchla@rn.dk

Humanbiolog, M.Sc. Anders Nedergaard
Nannasgade 1 1.sal
2200 Kebenhavn N
anders.fabricius.nedergaard@gmail.com

Leege Jimmi Elers

Anti Doping Danmark

Idreettens Hus, Brendby Stadion 20
2605 Brendby

elers@dadlnet.dk

Formand Lars Blond
Falkevej 6

2670 Greve
lars-blond@dadInet.dk

Naestformand Tommy F. Fhlenschleeger
Idreetsmedicinsk Klinik

Bispebjerg Hospital

tpv@dadlnet.dk

Kasserer Martin Meienburg
Norregade 31 C, 2.tv.

5000 Odense C
mogens.hansen@dadlnet.dk

Webansvarlig Eilif Hedemann
Odensevej 40

5260 Odense S
eilifhedemann@hotmail.com

Rie Harboe Nielsen
Marselisborg Allé 48

8000 Aarhus C
rieharboenielsen@gmail.com

Formand Karen Kotila
Bolbrovej 47, 4700 Neestved
3082 0047 (P) kk@idraetsfysioterapi.dk

Kasserer Martin Uhd Hansen
Sommervej 9, 5250 Odense SV
60158698 (P)  muh@idraetsfysioterapi.dk

Vibeke Bechtold
Keerlandsveenget 10, 5260 Odense S
2028 4093 (P)  vbe@idraetsfysioterapi.dk

Simon Hagbarth
Lyovej 13 - Vor Frue, 4000 Roskilde
3063 6306 (P) simon@idraetsfysioterapi.dk

Lisbeth Wirenfeldt Pagter
Agervangen 26, 9210 Alborg SO
31430213 (P)  lwp@idraetsfysioterapi.dk

Redaktionsmedlemmer for FFI:

Fysioterapeut Svend B. Carstensen
Bissensgade 18 st.th.

8000 Arhus C

svend@fyssen.com

Fysioterapeut Pernille R. Mogensen
Ndr. Frihavnsgade 32A 1.th.

2100 Kbhvn &

fys.pernille. mogensen@gmail.com

Fysioterapeut Michael S. Rathleff
Peder Pars Vej 11

9000 Aalborg
michaelrathleff@gmail.com

Annika K. N. Winther
Ortopeaedkirurgisk afdeling
Herlev Hospital

2730 Herlev

Niels Bro Madsen

Leegerne Solred Center 9
2680 Solred Strand
nielsbromadsen@gmail.com

Fysioterapeut Mogens Dam
Carolinevej 18

2900 Hellerup
md@bulowsvejfys.dk

Fysioterapeut

Gorm Helleberg Rasmussen
Terp Skovvej 82

8270 Hojbjerg
gormfys@sport.dk

Berit Duus
Elmelundhaven 19, 5200 Odense V
2097 9843 (P) bd@idraetsfysioterapi.dk

Bente A. S. Andersen
Jagtvej 206 4.th., 2100 Kebenhavn @
2068 8316 (P) bnan@idraetsfysioterapi.dk

Suppleant Pernille Rudebeck Mogensen
Ndr. Frihavnsgade 32A 1.th., 2100 Kbhvn &
26857079 (P)  prm@idraetsfysioterapi.dk

Suppleant Peder Berg
Abels Allé 58, 5250 Odense SV
5098 5838 (P) pbe@idraetsfysioterapi.dk
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Find fakta og gamle guldkorn
P& hjemmesiden kan du finde de
forskellige faktuelle oplysninger af
interesse i forbindelse med Dansk
Sportsmedicin, potentielle annoncg-
rer kan finde betingelser og priser,
og der kan tegnes abonnement on-
line.

Du kan ogsa finde eller genfinde
guldkorn i artiklerne i de gamle
blade. Alle blade zeldre end to ar
kan leeses og downloades fra "bla-
darkiv".

Du kan ogsa sege i alle bladenes
indholdsfortegnelser for at fa hurtig
adgang til det, du er interesseret i at
finde.

Adresser. Referencelister. Oplysnin-
ger, aktuelle som historiske. Det er
alt sammen noget, du kan "hitte" pa
hjemmesiden, og savner du noget,
ma du gerne sige til.

Adresser

IDRATSKLINIKKER

Region Hovedstaden

Bispebjerg Hospital, tlf. 35 31 35 31
Overleege Michael Kjeer

Mandag til fredag 8.30 - 14

Vestkommunernes Idreetsklinik, Glostrup, tlf.
43 43 08 72. Tidsbestilling tirsdag 16.30 - 18.
Overlege Claus Hellesen

Tirsdag 16 - 20

Idreetsklinik N, Gentofte, tlf. 39 68 15 41
Tidsbestilling tirsdag 15.30 - 17.30

Idreetsklinik NV, Herlev, tlf. 44 88 44 88
Tidsbestilling torsdag 16:30 - 19.00

Amager Kommunernes Idretsklinik, tlf. 32
34 32 93. Telefontid tirsdag 16 - 17.
Overlage Per Holmich

Idreetsklinikken Frederiksberg Hospital, tlf.
3816 34 79. Hver onsdag og hver anden tirs-
dag 15:30 - 17:30.

Region Sjzlland

Naestved Sygehus, tlf. 56 51 20 00
Overlaege Gunner Barfod
Tirsdag 16 - 18

Storstremmens Sygehus i
Nykebing Falster, info pa tlf. 5488 5488

Region Syddanmark

Odense Universitetshospital, tIf. 66 11 33 33
Overleege Seren Skydt Kristensen

Onsdag 10.45 - 13.30, fredag 8.30 - 14

Sygehus Fyn Faaborg, tlf. 63 61 15 64
Overlaege Jan Schultz Hansen
Onsdag 12 - 15

Haderslev Sygehus, tIf. 74 27 32 88
Overleege Andreas Fricke, anfr@sbs.sja.dk

Esbjerg Stadionhal (leegeveerelse), tlf. 75 45 94 99
Leege Nils Lovgren Frandsen
Mandag 18.30 - 20

Vejle Sygehus, Dagkir. Center, tlf. 79 40 67 83
Mandag til fredag 8 - 15.30

Region Midtjylland

Herning Sygehus, ort.kir. amb., tIf. 99 27 63 15,
Overlaege Steen Taudal/Jan Hede

Torsdag 9 - 15

Silkeborg Centralsygehus, tlf. 87 22 21 00
Overleege Jacob Stouby Mortensen
Torsdag 9 - 14.30, Sekr. tlf. 87 22 27 66

Viborg Sygehus, tlf. 89 27 27 27
Overlege Ejvind Kjergaard Lynderup
Tirsdag og torsdag 13 - 16.30

Arhus Sygehus THG, tlf. 89 49 75 75
Overleege Martin Lind
Torsdag 8 - 15

Regionshospitalet Horsens, tIf. 79 27 44 44
Overleaege Jens Ole Storm
Torsdag 12.30 - 17

Region Nordjylland
Alborg Sygehus Syd, tIf. 99 32 11 11
Mandag til fredag 8.50 - 14

Sygehus Vendsyssel, Hjorring
Idreetsmedicinsk Klinik, Rheum. Amb.,

tlf. 99 64 35 13

Ovl. Seren Schmidt-Olsen / Seren T. Thomsen
Torsdag
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ID nr. 47840

|drzetsmedicinsk Arskongres 2014

Torsdag den 30. januar — IarduF den 1. februar 2014
pd Hotel Comwell Kolding

“Physical training and acivity as treatment and prevention”

Sa kaldes der igen til Idraetsmedicinsk &rskongres. Denne gang er temaet “Phy-
sical training and activity as treatment and prevention”.

Kom og veer med til neeste FFI og DIMS &rsmede som deltager og foredragshol-
der. Fremleeg egne forskningsresultater, hor pa foredrag, se praktiske fremvis-
ninger og diskuter med kollegaer.

Kongressen vil byde pa symposier, key-note lectures, pro-et-contra debatter,
workshops og frie foredrag.

Hold dig orienteret pa: www.sportskongres.dk

Phd afhandlinger og abstracts

Feerdiggjorte phd afthandlinger eller disputatser indenfor det sports-/idraetsme-
dicinske omréade enskes gerne fremlagt ved kongressen (15 min fremleeggelse),
ligesom man opfordres til at sende abstract inden den 1. november 2013.
Meddelelse om phd/disputats bedes rettet til: Henning Langberg: henninglang-
berg@gmail.com med ‘phd’ eller ‘disputats’ i emnefeltet.

Abstracts indsendes til: Michael Kjeer: eped0005@bbh.regionh.dk med Abstract
2014 i emnefeltet

Mange hilsner og pé gensyn
Bestyrelserne for DIMS og FFI

Felg med via kongressens hjemmeside
www.sportskongres.dk Afsender:

Dansk Sportsmedicin

Terp Skovvej 82
DK - 8270 Hajbjerg

fagforu m Adresseandringer:
Medlemmer af DIMS og FFI
fOI‘ skal meddele aendringer til

id ratSfYSiOterapi den respektive forenings

medlemskartotek.
Abonnenter skal meddele
gendringer til Dansk Sports-
medicins adresse.
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