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Endnu en Idreetsmedicinsk Ars-
kongres er veloverstaet. Igen i ar
var et flot internationalt program
sammensat. Selvom drskongressen
netop er overstdet arbejdes der al-
lerede p& hejtryk for at blive klar
til neeste arskongres, og for at sikre
at programmet bliver speendende.
Det forlyder at 2 hovednavne alle-
rede har bekraeftet deres deltagelse
neeste ar i Kebenhavn. Det ene
hovednavn er professor David Fel-
son, som gennem de sidste 25 ar,
har bidraget veesentligt til forsta-
elsen for- og udvikling af artrose
samt behandlingen af artrose. Det
andet er Teppo Jdrvinen, som er en
af forfatterne blandt et nyt studie,
publiceret i det anerkendte New
England Journal of Medicine som
viser at voksne mellem 35 og 65

ar med symptomer pa degenera-
tiv menisk skade ikke har storre
gavn af partiel menisectomi sam-
menlignet med snyde-operation.
Det er et scoop at de to allerede
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har takket “ja ” til at deltage, og

vi venter spaendt pa at flere navne
bliver offentliggjort de kommende
maneder.

I dette nummer bringes en raek-
ke highlights, sma korte abstracts
fra nogle af de inviterede talere,
som deltog pa dette ars kongres.
Disse abstracts er teenkt som en lil-
le opfrisker for dem der deltog pa
kongressen, og som appetitvaekker
for de, som overvejer at deltage
naeste ar. For skulderinteresserede
skriver Klaus Bak desuden i dette
nummer om arsager til samt un-
dersogelse- og behandling af bi-
ceps tendinitis.

Desuden bringer dette nummer
en kort intro til, hvordan Anders
Nedergaard og undertegnede
holder sig opdaterede om den
nyeste viden, samt hvilke informa-
tionskilder vi anvender. Arsagen
til denne artikel er, at det ofte kan
veere sveert at holde sig opdateret
med den enorme meengde viden
der konstant frembringes, seerligt
hvis man ikke til dagligt sidder
ved en computer med automatisk
adgang til diverse internationale
tidsskrifter.

At samarbejde er vigtigt viser
Kenneth Heiner-Mpoller, Peter Kru-
strup og Theger Persson Krogh i
artiklen om kvindelandsholdets
vej til EM-bronze 2013. Artiklen
beskriver, hvordan samarbejdet
mellem treener, fysisk treener og
holdlaege var med til at sikre op-
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timal preesentation under kvinde-
landsholdets EM deltagelse i som-
meren 2013 (hvilket i ovrigt endte
med en flot bronzemedalje!).

Som altid findes desuden en
kort gennemgang af de mest nye
og interessante artikler. En af de
mest interessante nye studier kom-
mer fra Michael Ryan og hans kol-
leger. De undersogte forekomsten
af skader hos lebere, der skulle
lobe i en af 3 forskellige typer sko
(neutrale sko, delvis minimalist
sko eller minimalist sko). Resulta-
terne er blevet debatteret hyppigt
pé de sociale medier (Twitter, Face-
book, blogs og lignende), og er
indtil videre en af de mest omtalte
artikler fra British Journal of Sports
Medicine nogensinde.

Undertegnede har overtaget sta-
fetten fra Svend Carstensen, som
har varetaget den ansvarshavende
redakterrolle i flere ar. Heldigvis
har Svend valgt at fortseette i re-
daktionen, hvilket er til stor gavn
for hele redaktionen. De naeste 3
numre af Dansk Sportsmedicin er
allerede planlagte, og vi haber at
I lzesere er enige med os i, at de
bliver speendende. Vi fortseetter i
samme stil, og laver temaer, der
belyser emnerne fra flere vinkler.
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til nye numre eller kommentarer
til indholdet, s tov ikke med at
skrive til os.
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Dansk
[draetsmedicinsk
Selskab

formand

DIMS?

Hyvilken storrelse er DIMS? Hvilke
opgaver skal DIMS varetage? Hvor-
dan udvikler DIMS sig? og hvor hen?
Hvilke samarbejdspartnere har vi? og
hvilke skal vi have i fremtiden?

DIMS har igennem sma 50 ar vare-
taget mange opgaver. Hjornestenene
har veeret formidling og uddannelse
af fagligt stof, der bygger pa forsk-
ning og klinisk erfaring. Dette har vee-
ret gjort gennem kurser, kongresser,
Dansk Sportsmedicin og uddannelse.

Udvikling er ogsa en del af DIMS.
Kongressen af i dag, med internatio-
nal karakter og niveau, ligner ikke de
kongresser der var dekader tilbage i
tiden, og vil ikke ligne dem vi har om
10 og 20 ar.

Dette arbejde har myreflittige og
dygtige folk i bestyrelserne og i ud-
valgene taget sig af i drevis.

Ny bestyrelse
Ved sidste generalforsamling blev der
sammensat en ny bestyrelse.

For nuverende arbejder bestyrel-
sen med de opgaver som er kerneom-
rader for DIMS, men ogsa pa nye og
spendende opgaver.

Vi vil gerne have lagt en plan for
de neeste 1-2 4r, men maske endnu
vigtigere har vi planer om et mede/
seminar hvor vi vil leegge en lidt mere
langsigtet strategi for de neeste 5-10
ar.

Far at kunne leegge en strategi for
sd lang en periode, er det naturligvis
nodvendigt at have medlemmerne
med i processen. Dette kan ske pa
flere niveauer, fra at medlemmerne
kommer med input til strategien og
retningen, til at man aktiv deltager i
nogle af de valgte arbejdsomrader.

v/ Tommy F. @hlenschlager,

dansk
idrats
medicinsk
selskab

5

10C

I gjeblikket arbejder DIMS i samarbej-
de med FFI, Wonderful Copenhagen,
Institut for Idreetsmedicin Bispebjerg
Hospital og andre, med at blive veert
for IOC’s World Conference 2017
("International Olympic Committee:
Prevention of injury and illness in
sport”) og IOC Advanced Team Phy-
sician Course 2017.

Dette kunne veere et eksempel pa
hvordan medlemmer kunne indga i
arbejdet omkring DIMS. Disse to kon-
gresser vil naturligvis kreeve en stor
arbejdsindsats, men vil samtidig veere
et speendende projekt hvor selskaber-
ne kan vise sit internationale snit.

Fremadrettet
Hvordan kommer man sa ind i sddan
en arbejdsgruppe?

Flere medlemmer har med rette
informeret om at de fandt DIMS”
bestyrelse, udvalgene og arbejdsgrup-
perne lidt som et lukket selskab /klub.
De sidste par kongresser har der f.eks.
veeret medlemmer der efterspurgte at
indga i kongresarbejdet, men blot har
faet besked pa at kongresudvalget og
undergrupperne allerede var dannet.
Dette er naturligvis utilfredsstillende
for alle parter, og heemmer en sund
udvikling.

DIMS har derfor i samarbejde med
FFI aftalt at neeste kongresudvalg
(kongressen 2016), der skal sammen-
seettes, vil blive annonceret i Dansk
Sportsmedicin og pa hjemmesiderne,
for at energiske medlemmer har mu-
lighed for at forme kongressen og
dermed DIMS.

P& samme mdde hdber jeg at alle
hjerner af DIMS” arbejde, udvalg og
grupper, vil forekomme abne og til-

geengelige for alle interesserede.

Jeg er glad for igen at veere for-
mand for sa interessant en organisati-
on som DIMS, med mange gode sam-
arbejdspartnere, spaeendende opgaver
og SUPER sede og engagerede men-
nesker i og omkring organisationen.

NYD FORARET (Husk det nu!)
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Mickey Mouse Medicine
eller tlzle real deal?

Dette blads leder skrives, midt i Mo-
naco-Madness, hvor verdens forskere
og klinikere i sportsmedicin er medt
for at formidle og diskutere research
og ikke mindst for at netveerke bade
fagligt og socialt.

Dansk forskning er flot leveret
og praesenteret i et for omverdenen
unikt samarbejde mellem sportsleeger
og sportsfysioterapeuter, som andre
nationer er os misundelige. Og al-
ligevel udstilles behovet for en feelles
Dansk Sportsmedicinsk Platform,
hvorfra dansk forskning i sterre
omfang kan udstilles og udbredes.
Maske en Dansk Sportsmedicinsk
Platform, hvorfra implementering og
compliance af de gode interventioner
udspringer.

Foruroligende er det at hore, at
kun ca 1% af forskningen ndr ud til
idreetsudevere. Det far jo en til at
teenke pa sportsmedicin som psudo-
forskning. Og lige sa foruroligende er
det at erfare, at 74% af svenske fod-
boldtreenere bruger FIFA 11 men kun
25 % har ikke modificeret program-
met, som jo ellers har vist sig at have
sa stor effekt.

Det unikke og teette samarbejde
mellem sportsleeger og sportsfysio-
terapeuter i Danmark kan veere den
faktor, som kan treekke idreetsorgani-
sationerne med og dermed aflive the
missing link mellem den gode forsk-
ning og idreetsudeveren. Mit héb er,
at vi med en feelles Dansk Sportsme-
dicinsk Platform kan lykkes.

@sportstysioterapi
#er?#du#fr%ed? P

Der er en lille fugl der synger - eller
snarere Twitter - og er du ikke al-
lerede en af brugerne, er hermed en
opfordring til at komme i sving. Som
Caroline Finch sagde pd kongressen:
I get more relevant alerts of articles
from Twitter than I do from any other
journal alert.

Som noget nyt, handlede et sym-
posium om hvorledes man bruger
Twitter og hvorledes man opferer sig
pa Twitter. Her er nogle tip:

1. Twitter er ikke et sted hvor du for-
teeller venner om gode madoplevelser
eller humersvingninger

2. Twitter er et medie, hvor du med
140 tegn kan linke til open access ar-
tikler, kurser, kommentarer mm, ret-

weete gode links fra dine kontakter
eller kommentere andres tweets.

3. Hashtags er tegnet # som angiver
emnet du fokuserer dit tweet pa:
eksempelvis #sportsfysioterapi eller
#SportsMedCongressCPH, som er
hashtag pa vores feelles arskongres
4. Brugen af @ for en persons navn
gor, at denne notificeres om at du har
neevnt denne i et tweet

5. Leer at holde en pause fra at twitte,
det er en tidsrover.

Dine muligheder

Vi har valgt at bruge Twitter til netop
at linke til artikler, kurser og andet
som kunne have din interesse. Disse
tweeps kan leeses pd vores Facebook-
side, pa Twitter og pa hjemmesiden.
Og er du specielt interesseret i hand-
bold eller fodbold kan du som noget
nyt melde dig til vores facebook
netvaerksgrupper ”Sportsfysioterapi
og HandboldNetvaerk” og “Sports-
fysioterapi og FodboldNetvaerk” og
fa opdateringer fra bl.a Twitter, rele-
vante for dig.

Navneskifte og nyt logo

Fagforum for Idreetsfysioterapi, FFI, har som bekendt veeret igennem
en leengere proces med omlaegning fra 'fagforum' til 'fagligt selskab’, og

navn og logo er blevet moderniseret.

Det nye navn er Dansk Selskab for Sportsfysioterapi med forkortelsen
DSSF, og det nye logo ses her til venstre.

Det nye navn og logo vil blive implementeret hen over sommeren 2014.
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Guldkorn fra

| drzetsmedicinsk Arskongres 2014

Guldkornene er grupperet under overskrifterne ‘Tendinopati', 'Knaeskader', 'Leb’, ‘Skulder’, 'Behandling of
skader', 'Traening som behandling’, 'Doping og athangighed', 'Kardiologi' og 'Kost'.

TENDINOPATI

TENDINOPATHY
Professor Jill Cook, Monash University, Australia

Tendinopathy is often thought of as a simple condition,
which will respond well to simple treatment strategies.
Research would suggest otherwise, that tendinopathy is
complex in its pathology, as well as the assessment and
management of the condition. Intuitive clinicians would
understand this, as the outcomes after simple treatments for
tendinopathy are mixed, and there are many athletes that do
poorly.

When examining an athlete with tendinopathy, there are
many factors that should be considered. First, the presenta-
tion is linked to the stage of tendinopathy in the continuum
model (1), whether there are excess compressive as well as
energy storage loads on the tendon (2) the functional deficits
that the athlete has (3), and the contribution of risk factors to
the presentation.

Risk factors for tendinopathy include age and loading hi-
story (4) genetic predisposition (5), gender (6), menopausal
status (7), systemic conditions (8,9) and biomechanics (10).
All these should be assessed in a person presenting with ten-
dinopathy.

The absolute key to managing tendinopathy is to treat
the person in front of you, that is manage each of the key
findings in your assessment. Firstly the stage of the conti-
nuum means that reactive tendinopathy must be managed
with unloading and isometric exercise whereas degenerative
tendinopathy may require loading. Compressive loads must
be removed in the early stages of management, this is done
by reducing load at length and by using the non-compressed
range of movement. Finally, any risk factors that are amena-
ble should be modified to reduce the tendon load.

Tendinopathy requires thoughtful and knowledgeable
clinical decision making, using recipe programs or passive
interventions may work in the short term, but will fail in the
long term.

References: wwuw.dansksportsmedicin.dk under ’Aktuelt’.

TENDINOPATHY AROUND THE ELBOW
Taco Gosens, MDD, PhD, St Elisabeth Hospital Tilburg, NL

Tennis elbow, also known as lateral epicondylar tendi-
nopathy, is a very common condition. The incidence of
lateral epicondylitis in the general population is reported to
be 0.6% and 9% in tennis players. Also tendinopathy of the
medial epicondylar origin of the wrist flexors, the biceps
tendon and the triceps tendon exist, although the incidences
are far less. Most often these conditions resolve with simple
treatment modalities such as rest, icing, anti-inflammatory
medications and physical therapy. In cases that do not re-
solve with these measures, other options such as cortisone
injections and surgery are considered. Recently, platelet rich
plasma (PRP) has emerged as an alternative to either corti-
sone or surgery. Platelet rich plasma contains a variety of
powerful growth factors such as vascular endothelial growth
factor and transforming growth factor beta.

KNASKADER

ADAPTIONS TO ACL INJURIES - copers vs non-copers
Tine Alkjeer, PhD, associate professor Department of Neuroscience
and Pharmacology, University of Copenhagen, Denmark

The biomechanics and muscle activation in anterior cru-
ciate ligament (ACL)-deficient subjects have been studied
extensively and alterations in the kinematics, kinetics, and
muscle-activation patterns of walking as well as other types
of movements have been reported. In addition, differences
in the movement pattern between different types of ACL-de-
ficient subjects have been reported. In the past decade, it has
been widely accepted to distinguish between ACL-deficient
subjects who compensate well for their injuries (copers) and
those who do not (non-copers). In general, the movement
pattern of copers has been reported to be very similar to
that of healthy subjects. In contrast, the movement pattern
of non-copers has been reported to be significantly different
from the healthy pattern. Thus, dynamic instability of the
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knee joint experienced by ACL-deficient individuals seems
to be an essential factor in determining whether they become
copers or non-copers. We have been studying the movement
patterns of walking and forward lunging in ACL-deficient
copers, non-copers and healthy subjects and the results sug-
gest that different compensatory strategies exists among

the ACL-deficient population. Based on our observation we
suggest that non-copers primarily reduce the activity of the
quadriceps muscle during walking and lunging in order

to reduce the potential anterior tibial translation caused by
the quadriceps muscle while the copers seem to be able to
stabilize their knee joint possible by increased co-activation
of the hamstring muscles (Fig. 1). However, the exact me-
chanisms responsible for the dynamic knee joint stability are
still unclear. Further investigations of e.g. co-contraction of
the quadriceps/hamstring muscles in coper and non-coper
ACL-deficient subjects are necessary to explain the different
movement patterns observed in these subjects.

Fig. 1 The response to ACL injury appears to be differential. Some
ACL-deficient subjects are compensating well for their injury
and are able to return to their pre-injury activities (copers), while
others have a poor knee function after injury and therefore unable
to return to pre-injury activities (non-copers). The compensatory
strategy of the non-copers is characterized by reduced knee joint
loading. This observation is in agreement with other findings
reported in the literature. Regarding the copers our observations
suggest that this group stabilize their knee joint by increasing the
hamstring co-activation. However, it is unclear if this is a general
hallmark of the copers or if other mechanisms are involved in the
knee joint stabilization of this group.

MENISCAL REPLACEMENT, WHERE DO WE STAND?
Rene Verdonk MD , PhD

Meniscal diagnosis has come a long way. Clinical examina-
tion and patient history have been supplemented with other
diagnostic tools such as digital-precision imaging. It still
remains the orthopaedic surgeon’s prerogative to take into
account any of these and to tailor the treatment to the indi-
vidual patient, while relating the clinical information to his
experience.

On the other hand, imaging is black-and-white informa-
tion — soon maybe more colourful — and needs to be put into
perspective, taking into account the patient’s complaints and
physical limitations. Therefore, the combination of both wor-
1ds is essential, but may sometimes be difficult, even for the
seasoned orthopaedic surgeon.

Once designated as the “gold standard” for the diagnosis
of meniscus pathology, arthroscopy has currently become
part of the therapeutic arsenal, because effective treatment
can be associated to this type of surgery. It is now realized
that even at that stage a common denomination of the same
pathology remains difficult. Only recently have committees

Fagligt | 7

(ISAKOS — Allan Anderson) come to a conclusion on com-
mon denomination of the pathology at hand.

In fact, the steps towards confronting the tentative
preoperative diagnosis with the actual findings are being ta-
ken every day in orthopaedic diagnosis.

Arthroscopy has paved the way for straightforward
arthroscopic surgery of the menisci. The concept of these
being “vestigial” structures (Scott Dye) has long been re-
futed. The integrity of these semilunar cartilages is respected
more and more as they are handled with care.

Because adequate resection has become the standard of
care whenever appropriate, surgery and suture of the me-
niscus have gained importance in the armamentarium of
surgical procedures.

With this has come an explosion of devices designed to
obtain satisfactory stabilization of the torn part(s), which lea-
ds to good long-term clinical results. The relation of the torn
meniscus to other traumatic lesions inside the knee — ACL,
PCL, collateral ligaments — has sustained the importance of
combined lesions and their treatment over time.

Long-term results have clearly shown the importance of
both healed menisci and stable ligament structures to the
cartilage surface of the knee, this being a prerequisite for the
long-term integrity of this weight bearing joint.

However, once a treatment has led to adequate and so-
metimes dramatic resection, the “slippery slope” (Peter
Verdonk) concept comes into play. Most often, combined
resection of the meniscus and loss of ligament balance will
require proper treatment.

Tissue loss requires replacement as does loss of stability.
Ligament replacement has proven to be the standard of care.
Meniscal replacement is still an ongoing field of research.

When confronted with total resection, total replacement
with allografts has proven to be a valuable alternative
with satisfactory long-term outcomes (Fig. 1) . Deepfro-
zen, cryopreserved, and viable allografts tend to provide
70 % of near-satisfactory results whatever the preservation
technique used. This is particularly true for the lateral com-
partment of the knee.

Fig. 1: after thawing the medial meniscal allograft is prepared and
“threaded “ for arthroscopic insertion using tunnel soft tissue fi-
xation. A separate thread is used as a leader to properly insert the
allograft is situ finalizing fixation using all inside hybrid fixation
techniques

However, the number of these cases is limited, because
most often only partial meniscectomy has been performed
with preservation of the meniscal wall. This has led the
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way to partial replacement of the meniscus, exploring new
concepts of implants capable of withstanding physiological
stress, strain and loads in the knee joint.

In this emerging field of clinical science, research has led
to the development of fascinating new products, such as the
collagen meniscus implant (Steadman — Rodkey) and a poly-
urethane scaffold (Jacqueline De Groot) designed to recreate
normal homeostasis and thus a painfree and hopefully long-
lasting, well-functioning knee.

Thus, researchers and clinicians are trying to beat the
odds by searching for a replacement structure, resorbable yet
strong enough to allow time for ingrowth of the “meniscal”
cell so as to replace the implant scaffold with new-woven
own collagen. This cell, the typing of which is still not fully
understood, partly originates from the vascularized syno-
vium but also from the knee joint itself, as provider of a sti-
mulating medium.

Today’s knowledge of knee meniscus physiology and pat-
hology, as presented by the renowned authors in this work,
might be a stimulus for a future breakthrough.

RADIOGRAPHIC, HISTOLOGICAL, ULTRASTRUCTU-
RAL AND CLINICAL FINDINGS AFTER ACL RECON-
STRUCTION USING PATELLAR TENDON AND HAM-
STRING TENDON AUTOGRAFTS

Martina Ahlén, MD, Jiiri Kartus, MD, PhD

Department of Orthopedics and Department of Research and De-
velopment, NU-Hospital Group

Background

There are different potential autografts for anterior cruciate
ligament (ACL) reconstruction: The patellar tendon, ham-
string tendons (semitendinosus (ST) alone or semitendino-
sus and gracilis (ST/G)), fascia lata and quadriceps tendon.
All these are stronger and stiffer than the native ACL except
for the fascia lata. The most common autograft today at least
in the Scandinavian countries is the hamstring tendon auto-
graft.

Bone-Patellar Tendon Bone autograft vs Hamstring tendon
autograft

The Bone-Patellar Tendon Bone (BPTB) autograft used to be
the dominant autograft for almost three decades. Due to do-
nor site problems like difficulties kneeling and anterior knee
pain [1, 2] there has been a shift towards hamstring tendon
autografts which began in the 90s. Randomized studies have
shown comparable clinical results between the BPTB and ST
autograft except for donor-site morbidity [1, 2]

Reharvested patellar tendon has been used for ACL revi-
sion surgery but with poor clinical results [3]. Light micro-
scopy and electron microscopy have shown that the patellar
tendon does not normalize after harvest of its central third
[4, 5].

Semitendinosus regeneration and donor-site problems
Studies using magnetic resonance imaging (MRI) [6, 7][8-
13] have shown that the ST tendon can regenerate after
harvest. With increasing numbers of ACL reconstructions,
the amount of revision procedures after failed primary re-

constructions will increase as well. If total regeneration of
the ST tendon really occurs, this might be a potential source
for future graft material in case of ACL revision surgery.
Open biopsy specimens obtained from regenerated ST ten-
don have shown that it is a real tendon that regenerates,
however, with focal areas of scar tissue [14] and histological
changes [15] compared to normal ST tendon. Further studies
concerning the biomechanics of the regenerated tendon ap-
pear important and as do long term histological studies. Se-
veral researchers [10, 11, 13, 16-18] report a significant deficit
in deep knee flexion strength, regardless of morphologic re-
generation. Williams et al. [19] found that the muscle bellies
of the ST/G remained shortened after regeneration of the
tendons and Nishino et al. [20] who studied the relationship
between knee flexion torque and the morphology of the ST
muscle after ACL reconstruction found that deficits in deep
knee flexion were associated with atrophy and shortening
of the ST muscle. This persistent shortening of the ST/G
muscles in regenerated tendons was further confirmed by
Choi et al. [13]. They reported that the musculotendinous
junction shifted proximally by approximately 4 cm for the
ST- and 3 cm for the G tendon resulting in significant weak-
ness in deep knee flexion, minimum 2 years after surgery.
Consequently, ST- and G autografts may be less suitable for
athletes dependent on strength in deep knee flexion, such as
gymnasts, ballet dancers, orienteers and wrestlers.

Take home message
Until further long term histological studies and biomecha-
nical testing of the regenerated ST tendon have been done,
re-harvest for revision surgery is not recommended.

There are reports of persistent strength deficits in deep
knee flexion after ACL reconstruction using ST- and G auto-
grafts.

References: www.dansksportsmedicin.dk under *Aktuelt’.

TREATMENT OF KNEE PAIN IN THE MIDDLE-AGED
PERSON

Ewa M. Roos, University of Southern Denmark, Odense, Den-
mark

Knee pain and meniscal tear during middle-age are charac-
teristics of early osteoarthritis

Research from the last decade or so, has found the meniscal
tear in the middle-aged person is part of the degenera-

tive process of the joint and often the first clinical sign of
osteoarthritis (OA). This is the most probable reason why
meniscal surgery has no additional effect to non-surgical
treatments or placebo surgery. This is true for those with
concomitant radiographic OA, with concomitant cartilage
changes, with mechanical symptoms, but also for those wit-
hout radiographic changes, without cartilage changes and
without mechanical symptoms. Although the patient experi-
ences pain, and at the same time have a meniscal tear visible
on MRI or seen during arthroscopy, there is no proven direct
cause effect relationship between the two. Rather there is one
common denominator — the degenerative process we usu-
ally call osteoarthritis, characterized and expressed by pain
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and meniscal tear. Following this logic, the great majority
of middle-aged persons with painful knees have early oste-
oarthritis, and it seems reasonable to prescribe treatments
that have been proven effective for those with established
OA also to those with early stages of disease.

Information, exercise and weight management is first line
treatment in middle-aged persons with knee pain with or
without meniscal tear

There is pain relief to get for these people, but it will require
their understanding of the problem and their active parti-
cipation in treating and caring for themselves. There are no
quick fixes. It also requires a clinician with a good under-
standing of the problem, willing to inform about the options
available, and with a set of treatment tools readily available.
The goal is for the patient to reduce pain and to stay physi-
cally active, but current activities may need to be modified.
There is little hope for the weekend worrier to continue
playing soccer on the Saturday but do nothing in between.
This lifestyle is destructive for the knee and for the ability to
stay physically active, not to mention the ability to remain at
good general health.

Information and physical therapist supervised exercise is
associated with pain reduction and functional improvement,
also in the middle-aged person with knee pain with or wit-
hout meniscal tear. GLA:D (Good Life with Arthritis in Den-
mark, www.glaid.dk ) is a suitable first treatment option for
middle-aged persons with knee pain and or meniscal tear
which is available nationwide in Denmark.

REHABILITATION AFTER MENISCUS REPAIR - WHAT
DO WE KNOW?
Bent Lund, MD

The optimal rehabilitation after meniscus repair has not been
established. Numerous regimes have been suggested as be-
neficial for meniscus healing, but no controlled trials exist in
the literature.

The talk looked into what is known from the literature
and describe the only RCT in this field available at the
moment. During recent years the possibility to repair the
menisci arthroscopically has given rise to various treatment
regimes and also mixed results in healing. From treatment of
concomitant meniscal injuries in ACL-reconstructive surgery
we have learned that the menisci have a healing potential
within the 75-85 % range.

The Danish RCT from 2013 about rehabilitation and meni-
scal repair demonstrated that aggressive rehabilitation does
not have a deleterious effect on healing.

Article:

"Free Rehabilitation Is Safe After Isolated Meniscus Repair:
A Prospective Randomized Trial Comparing Free With Re-
stricted Rehabilitation Regimens"

Martin Lind, Torsten Nielsen, Peter Faung, Bent Lund and
Svend Erik Christiansen

Am ] Sports Med 2013 41: 2753 originally published online
October 10, 2013

DOI: 10.1177 / 0363546513505079
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FOOTWEAR, LANDING IMPACTS AND RUNNING-
RELATED INJURIES

Daniel Theisen, PhD

Sports Medicine Research Laboratory, Public Research Centre for
Health, Luxembourg

daniel.theisen@crp-sante.lu

Since the appearance of the modern running shoe, there

has been great interest in the running community regarding
footwear. The thematic of running shoes has peaked anew
during the last 5 years with the "barefoot running hype” and
the heated discussions about (supposedly associated) run-
ning-related injuries (RRI). Therefore, the aim of this contri-
bution was to analyse most recent literature data regarding
the relationship between running footwear, its influence on
landing impact transients and the relationship with RRI.

When the foot strikes the ground, the vertical ground
reaction force generally shows an initial peak which is be-
lieved to be associated to RRI. Nevertheless, the scientific
literature is incoherent regarding the changes induced in this
impact transient when using different cushioning systems
— shock absorbing insoles or running shoes with varying
midsole stiffness. Furthermore, there is rather consistent evi-
dence that barefoot running (with no artificial cushioning)
induces lower impact peaks. Although this observation is
counterintuitive, it can be explained by an adaptation of the
running style by the runner, who will tend to use more a
forefoot strike pattern, as opposed to a rear foot strike when
running shod. Finally, many studies in this area are of purely
biomechanical nature and fail to demonstrate any relations-
hip of impact forces to RRI. Taken together, the existing data
suggest that impact transients may have little relevance to
RRI.

Many recent epidemiological studies have investigated
the influence of specific footwear on RRI. Astonishingly,
there has been no study so far confirming the “shoe-shop
theory”, that either more cushioned systems or motion con-
trol features are able to lower RRI risk, independently of
foot characteristics of the runners followed-up. However,
footwear does induce significant changes in the biomecha-
nics and energetics of running. Therefore, changing footwear
regularly can be protective and may represent additional
therapeutic solutions. However, fast transitions between
shoes of extreme characteristics are potentially harmful. For
example, the transition from a classical running shoe to mi-
nimalistic running should be envisaged over several months
or even years to avoid RRIs.

RISK FACTORS FOR RUNNING-RELATED INJURIES IN
NOVICE RUNNERS

Rasmus Oestergaard Nielsen, PhD student

Section for Sports Science, Department of Public Health, Aarhus
University, Denmark and Orthopaedic Surgery Research Unit,
Science and Innovation Center, Aalborg University Hospital,
Denmark

The risk of running-related injuries per 1000 hours of run-

ning is higher in novice runners than in their recreational
peers (1). This calls for a better understanding of the under-
lying mechanisms leading to injuries in novice runners. If
the mechanisms to injuries are identified, preventive inter-
ventions can be introduced.

The knowledge of the mechanisms leading to injuries
in novice runners is, unfortunately, limited. In the Nether-
lands, a number of large-scale trials, namely GRONO-RUN
and GRONO-RUN 2, have been completed and several
publications have been published based on their results (2-
7). Unfortunately, no clear evidence of the training-related
mechanisms leading to injury was found. Risk factors for
injury were identified, for instance navicular drop and BMI
(4,6). Even though these results are interesting, we must, im-
portantly, acknowledge that risk factors only identify indivi-
duals at high risk. Risk factors are not, necessarily, causally
related to injury and, therefore, not necessarily a part of the
mechanisms leading to injury. In order for an exposure to be
causally related, researchers should take the running parti-
cipation into careful consideration. In fact, Hreljac claimed
that all overuse injuries in runners can be attributed to trai-
ning errors (8).

Therefore, Dr. Verhagen published an editorial in the Bri-
tish Journal of Sport Medicine in 2012 entitled “Prevention
of running-related injuries in novice runners: Are we run-
ning on empty?” (9). He concluded, that specifically for no-
vice runners knowledge on the prevention of running inju-
ries are practically non-existent and he, indeed, highlighted
the need for more large-scale studies.

In the near future, results from the DANO-RUN studies
in Denmark will be published on the relationship between
running characteristics and development of running-related
injuries. Most likely, the approach used is more likely to be
causally related than previous publications from the same
dataset with emphasis on risk factors for injury (10-11). In
addition, new studies have been planned: In the Nether-
lands, a 6000-person observational cohort is currently on-
going (12) and in Denmark, the RUN-SAFE project based
at Aalborg University Hospital was recently announced
(http:/ /www.runsafe.dk/). In the latter, 100.000 runners
should be included in prospective studies and trials over a
5-year period. Hopefully, these upcoming studies and trials
will aid to bridge the gap on the mechanisms leading to run-
ning-related injuries in novice runners, recreational runners
and elite runners.

References: www.dansksportsmedicin.dk under *Aktuelt’.

SKULDER

ON THE SCAPULA - ITS IMPORTANCE, ANATOMY
AND FUNCTION

Finn Bojsen-Moller, dr.med., ext. lecturer University of Copenha-
gen

Comparative anatomy is one way to recognize the charac-
teristics and importance of a structure or an organism. By
comparing the trunk of man and beasts as seen from the
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dorsal side the shoulders constitute a major difference which
any obstetrician will know. While the chest of four footed
animals is flattened from side to side, that of humans is flat-
tened antero-posteriorly. The scapula of running animals is
located on the side of the chest able to slide a good distance
during the impact of a jump adding to the shock absorption.
In man it is located laterally on the broad chest bringing

the base of the arm away from the axis of trunk rotation
thereby contributing to the speed of a throw. For a species
who cannot compete with teeth and jaws and hardly with
strength and speed survival has depended very much on the
shoulder and its ability to guide a throw. Throwing is a for-
midable weapon easily able to keep an enemy at a distance
of 30-40 m. Its effectiveness can be seen even today in street
riots around the world.

While the clavicle holds the lateral part of the scapula
away from the body the medial margin comes as the only
part in contact with the thorax. Loose areolar tissue and
sometimes a long narrow bursa allow the scapula to slide
against the ribs. As the thorax is rather flat dorsally and
more cone shaped in the upper part the medial margin must
follow this contour and let the superior angle deviate late-
rally and forward to keep contact and at the same time ena-
ble an external rotation of the scapula.

With no bony support the scapula with the upper extre-
mity is sort of a clifthanger with its position depending only
on the descending muscles, the levator scapulae and the
upper trapezius, and the more transverse set: the rhomboid
— serratus anterior chain. This chain holds the medial margin
close to the thorax, and as the two muscles meet under a cra-
nially open angle they can elevate or lower the shoulder on
the cone shaped thorax simply by shortening or lengthening
the fibres of both elements. Fatigue generated weakness in
one of the two elements of the chain will create a scapula
alatae with difficulties in holding the load of the limb. When
the scapula during arm abduction rocks on the more curved
lateral part of the ribs the chain can relieve or increase fric-
tion and sometimes snapping of the upper medial margin on
the thorax.

The oblique set of the scapula on the thorax has a con-
sequence for the volume of the axillary space. With the
scapula retracted the space is narrow and the axillary fat is
pressed up levelling the supraclavicular fossa, while it in the
protracted position will suck the fat back into the space aug-
menting the fossa and outlining the clavicle. With stiff walls
this is a sign of increased and decreased pressure in the
space. The axilla can thus be regarded as another connective
tissue space functioning as a muscle-vein-lymph pump in
the same way as the fossa poplitea and the trigonum femo-
rale.

References:

e Frank RM,Ramirez J, Chalmers PN, McCormick FM,
Romeo AA. Scapulothoracic anatomy and snapping sca-
pula syndrome. “http:/ / www.ncbi.nlm.nih.gov/pub-
med /24369502” . Anat Res Int. 2013; Published online nov.
2013

* Bojsen-Maller E, Simonsen EB, Tranum-Jensen J. Bevaege-
apparatets anatomi, 13. udgave, Munksgaard, 2014.

Fagligt | 11

SURGICAL TREATMENT OF SNAPPING SCAPULA
Lars Blond, Teres Hospital Parken

Introduction: Painful snapping scapula that does not respond
to a thorough rehabilitation protocol together with steroid
injections can be treated by arthroscopic bone resection of
the medial superior corner of scapula. The object of this pro-
spective study was to assess the efficiency of this procedure.
Methods: Twenty patients with painful snapping scapula un-
derwent arthroscopic scapulothoracic bursectomi and resec-
tion of the hook formation at the medial superior margin of
the scapular. The arm was placed into full internal rotation
with the hand placed on the back in the “chicken wing” po-
sition, so that the scapula lifted up from the chest wall. The
bony landmarks of the superomedial angle of the scapula,
the scapular spine, including the acromion, and the medial
border were drawn out. The position for the superior por-
tal was marked out at the junction between the medial and
middle thirds of the line between these two points. Initially,
chronic bursa tissue was resected using either a radiofre-
quent wand or a shaver, followed by the soft tissue, mostly
including some muscle fibers from the serratus anterior was
removed from the deep surface of the superomedial corner
of the scapula. A resection of bone in the safe zone was then
carried out until the corner appeared flat compared with the
rest of the scapula (see foto).The Western Ontario Rotator
Cuff index (WORC) was used for the assessment of pain and
function levels both pre- and postoperatively.

Results: Twenty patients (13 women and 7 men) were inclu-
ded. The mean follow-up was 2.9 years (range 2-5 years).
The mean age was 40 years (range 19-68 years). The mean
duration of symptoms was 4 years (range 4 months—20 ye-
ars). Seven had previously had arthroscopic operations in
the affected shoulder with acromioplasty, with or without
acromioclavicular joint resection. The median preopera-
tive WORC score was 35.0 (range 18-74) and significantly
increased to 86.4 (range 33-100) postoperatively. Out of 20
patients, 18 improved and 19 indicated that they would un-
dergo the surgery again.

Conclusion: Among patients troubled by painful snapping
scapula and without relief by exercise based rehabilitation,
arthroscopic resection of the medial superior hook formation
in combination with partial bursectomy provides a serious
gain in respect to the WORC score and is believed to be an
effective treatment in most cases.
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WORK-RELATED SHOULDER PROBLEMS

By Susanne Wulff Svendsen, Consultant, PhD, Danish Ramazzini
Centre, Department of Occupational Medicine, Regional Hospital
West Jutland - University Research Clinic. E-mail: susasven@
rm.dk

Shoulder problems are common in the working population,
where subacromial impingement syndrome (SIS) is present
in 2-8% at any point in time. In Denmark, annual surgery
rates for SIS have increased fourfold during 1996-2008, and
at present, between one and two out of a 1000 working age
people have such surgery each year (1). Even after surgery, a
significant proportion has to leave the labour market due to
permanent work disability, and low education level (which
may be associated with high shoulder exposures at work) is
associated with a relatively poor postoperative prognosis (1).

Occupational biomechanical shoulder exposures in terms
of work with elevated arms, repetitive work, and forceful
work are associated with an increased risk of SIS. Such ex-
posures occur in many different occupational groups, e.g.,
house painters, slaughterhouse workers, and wood industry
workers. SIS is on the Danish list of occupational diseases
and it should be remembered that doctors are under an ob-
ligation to report potentially work-related cases of SIS to the
National Board of Industrial Injuries.

Not only the risk of SIS, but also the risk of surgery for SIS
is elevated in relation to occupational biomechanical exposu-
res. This was found in a recent Danish longitudinal study. In
particular, the study showed that a combination of shoulder
complaints and a high shoulder load carried a fivefold risk
of subsequent surgery for SIS (2). Based on this, it seems that
persons who develop shoulder complaints while having a
job with a high shoulder load are an obvious target group
for interventions to prevent surgery for SIS by reducing oc-
cupational exposures.

The Danish Health and Medicines Authority recently
published national clinical guidelines (2013) and visitation
guidelines for SIS (2011). According to these guidelines, re-
ferral to an occupational medicine clinic may be considered
for diagnostics at a specialist level. This option is especially
relevant in case of suspected high shoulder exposures. Refer-
ral before surgery is usually preferable. Of note, the visitati-
on guidelines also state that in many cases, referral to an oc-
cupational medicine clinic is relevant before advice is given
on job change. Advice to change job is a serious matter, and
in case of work instability, careful occupational counselling
should be given.

Figure legend: A scaffolder during direct technical measurements
of shoulder postures and movements as part of an ongoing PhD-
study conducted by Annett Dalboge, Danish Ramazzini Centre,
Dep. of Occupational Medicine, Aarhus University Hospital.
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SC JOINT ANATOMY, SC JOINT INJURY AND DEGE-
NERATIVE CONDITIONS, SC JOINT PROBLEMS IN
SPORTS

Taco Gosens, MD, PhD, St Elisabeth Hospital Tilburg, NL

Traumatic sternoclavicular (SC) joint injuries are rare. Speci-
fic sports that make this joint vulnarable are contact sports as
judo and ice hockey, but also repetitive strain sports such as
swimming and gymnastics.

A review of anatomy and biomechanics of this joint is pre-
sented before discussing the injuries to this joint and their
treatments. A literature review was performed to evaluate
the possible treatment options of traumatic anterior and po-
sterior SC (fracture-) dislocations in adults and children, as
well as the options to treat degenerative arthropathy of this
joint.

In adults, anterior dislocations are most commonly treated
by non-operative means. Closed reduction can be attempted
but is associated with a high recurrence rate. For posterior
dislocations, closed reduction is usually more successful.

Children usually present with displaced physeal fractu-
res, as true dislocations probably do not occur in a skeletally
immature population. Anterior displacement can easily be
reduced but it is difficult, if not impossible, to maintain the
reduction.

No consensus exists on the recurrence of posterior displa-
cement after closed reduction. If closed reductions fails, ope-
rative treatment is indicated, using the same techniques as in
anterior displacement. Various methods are described.

Treatment of degenerative SC joint lesions can be perfor-
med by open or arthroscopic medial clavicular resection.

BEHANDLING AF SKADER

MEDICAL TREATMENT OF ACUTE MUSCLE INJURIES
Gustaaf Reurink

Current treatment of acute muscle injuries is mainly expert
practice, as it has a very limited research base. Although
there is general consensus among experts that a progressive
rehabilitation program is the basis of the treatment of acute
muscle injuries, additional treatment methods to hasten re-
covery and get players ready to return to play quickly have
gained increasing interest in the sports medicine and athletic
community. For this purpose, numerous medical treatment
modalities, such as NSAIDs, anti-fibrotic agents and intra-
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muscular injections with corticosteroids, Actovegin or plate-
let-rich plasma (PRP) have been introduced.

Treatment with NSAIDs and corticosteroids aim to reduce
the inflammatory response after injury. There is however no
scientific evidence to support their use in muscle injuries.
Basic studies in animal models have even reported that the
use of these drugs result in a decreased regeneration of mus-
cle tissue.
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Actovegin is a deproteinised calf blood haemodialysate
that is injected intramuscularly. In the English literature
there is no evidence to support its use. There is however one
randomised controlled trial published in 1990 in Germany
that reported a reduced time to return to play. This provide a
more definitive answer on its efficacy, we feel that this study
should be repeated and published in the English literature.

The angiotensin II receptor blocker Losartan has been sug-
gested in the treatment of athletes with muscle injuries, as
it has been shown to reduce scar tissue formation in a mice
model. Reports of clinical application of Losartan in muscle
injuries are however limited to only two cases.

Probably the most popular therapy that has been recently
introduced is the injection of PRP. We performed a double-
blind placebo-controlled trial on the effect of PRP in acute
hamstring injuries. We found no benefit of intramuscular
PRP injections compared to isotonic saline injections, as
there was no difference in both the time to return to play and
the re-injury rate between the PRP- and placebo group.

In conclusion, there is currently no high level evidence
that supports the use of additional medical treatment met-
hods in acute muscle injuries.

TRANING SOM BEHANDLING

EFFECTS OF BLOOD FLOW RESTRICTED RESISTANCE
EXERCISE ON SKELETAL MUSCLE GROWTH AND
MYOGENIC STEM CELL ACTIVATION: IMPLICATIONS
FOR PATIENT REHABILITATION

Per Aagaard, Institute of Sports Science and Clinical Biomecha-
nics, SDU Muscle Research Cluster (SMRC), University of Sou-
thern Denmark. E-mail: paagaard@health.sdu.dk

Skeletal muscle exercise using low-to-moderate loading in-
tensity (20-50% 1RM) with concurrent blood flow restriction
(BFRE) has received increasing attention in both the scienti-
fic field, within rehabilitation and in general fitness settings.
BERE appears to result in amplified hypertrophy responses
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and greater strength gains compared to resistance exercise
using identical loads and volume without vascular occlusion
(i.e. low intensity free-flow resistance exercise). Notably,
gains in skeletal muscle mass and maximal muscle strength
induced by BFRE appear to match or even exceed that ob-
served with conventional types of heavy-resistance strength
training.

Satellite cells (SCs) are undifferentiated myogenic precur-
sor cells with the ability to re-enter the cell cycle to generate
new muscle fibers and/or to provide new myonuclei to
existing muscle fibers during postnatal growth. Activation
and proliferation of myogenic SCs are associated with acce-
lerated and amplified hypertrophy responses following resi-
stance training and the amount of myonuclei in the myofiber
has been proposed to impose a ceiling effect on the magni-
tude of myofiber hypertrophy. In consequence, SC activation
has been suggested to play an essential role in conditions of
amplified muscle protein synthesis by providing increased
transcriptional capacity to the muscle cell.

We recently investigated the magnitude of myogenic SC
proliferation and myonuclear addition in response to BFRE
and found evidence of SC proliferation and myonuclear ad-
dition following short-term BFRE, accompanied by marked
gains in myofiber size. Density and number of Pax-7+ SCs
increased 1-2 fold (+100-200%) after 19 days of BFRE, thus
markedly exceeding the 20-40% gain in SC number typically
seen in response to months of conventional resistance trai-
ning. Further, myonuclei number increased (+22-33%) with
BFRE along with substantial myofiber hypertrophy (+30-
40%) in type I and II myofibers from VL biopsies obtained
3-10 days post training. In addition, BFRE led to significant
gains in maximal isometric muscle strength (+10%) and ra-
pid force capacity (RFD) (16-21%).

The specific pathways of stimulatory action of BFRE on
myogenic SCs remain largely unknown. Down-regulated
myostatin expression following BFRE may play an impor-
tant role, since myostatin is a potent inhibitor of myogenic
SC activation. Further, mechanical stress on muscle fibers
can trigger SC activation through the release of nitric oxide
(NO) that stimulates local hepatocyte growth factor (HGF)
production. Consequently, NO signaling may be of impor-
tance for the hyper-activation of myogenic SCs observed
with BFRE since transient rises in NO may likely occur in
result of the ischemic conditions during BFRE.

In conclusion, BFRE leads to marked proliferation of
myogenic stem cells and results in myonuclear addition in
human skeletal muscle, which contribute to the accelerated
time course and marked degree of myofiber hypertrophy
observed with this type of training. Thus, the marked up-
regulation in skeletal muscle SC content elicited by BFRE re-
presents an effective and non-pharmacological tool to incre-
ase the regenerative and adaptive capacity of human skeletal
muscle. The accelerated and amplified hypertrophy respon-
ses observed with low-intensity BFRE may be exploited to
maximize muscle mass in strength / power athletes, as well
as to prevent muscle loss in atrophic/sarcopenic patients
and injured athletes.

Link:Forskningsenheden for Muskelfysiologi og Biomekanik
(MoB), Syddansk Universitet:
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http:/ /www.sdu.dk/Om_SDU/ Institutter_centre /Iob_Idra-
et_og_biomekanik/Forskning/Forskningsenheder/Muskel-
fysiologiBiomekanik

MULTIPLE SCLEROSIS AND EXERCISE THERAPY
Ulrik Dalgas, Ph.d.

Section for Sport Science, Dept. of Public Health, Aarhus Univer-
sity, Denmark

For many years patients with multiple sclerosis (MS) was
recommended to avoid exercise therapy (ET). This advice
was given because it was noted that ET could worsen symp-
toms and induce fatigue. Today we know that the worsening
of symptoms is a temporary phenomenon and that ET is
safe with minimal risk of adverse events and side effects[1].
Furthermore, ET has a broad range of beneficial effects co-
vering both physiological and psychological aspects, which
often improves health and quality of life. ET covers a num-
ber of different exercise modalities ranging from resistance
training (RT) at the one end to aerobic training (AT) at the
other end. Both RT and AT are safe, and induces numerous
beneficial effects, that do, however, differ markedly in some
respects. Despite the numerous beneficial effects most stu-
dies that include a follow-up period have shown, that when
MS patients leave the study setting the attained effects tend
to disappear, strongly suggesting that long-term adherence
is a major problem that needs to be addressed further. Also,
research focusing on barriers and facilitators towards a more
active physical lifestyle in MS patients[2], needs more atten-
tion in future studies.

Another important issue is that some researchers have
started to suggest that ET (or physical activity) might have
the potential to have an impact on MS pathology and the-
reby slow down the disease process. Despite some evidence
supporting the possibility of a disease-modifying potential
of ET, the strength of the existing evidence limits definite
conclusions on this important aspect[3].

Taken together ET is one of the most promising non-phar-
macological treatments in MS, being safe and having nume-
rous beneficial physiological and psychological effects.

References:
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PHYSICAL EXERCISE FOR INDIVIDUALS WITH SPI-
NAL CORD INJURIES

Fin Biering-Sorensen, Department for Spinal Cord Injuries,
Glostrup Hospital, University of Copenhagen.

A spinal cord injury (SCI) may imply that all functions
below the level of the lesion may be impaired, which may
include paresis/ paralyses, with spasticity, impaired / absent
sensibility with high risk of pressure ulcers, respiratory pro-
blems, cardiovascular disturbances, urinary tract challenges,
bowel pareses, disturbed sexual function, endocrine and me-
tabolic disturbances, Pain, etc.

In SCI individuals the energy expenditure during sports
performance is reduced with 30-75% of able bodied values,
lowest in tetraplegics. The prevalence of overweight and
obesity in the SCI population is estimated at 66%. Strong
evidence that exercise performed 2-3 times per week at mo-
derate-to-vigorous intensity, increase physical capacity and
muscular strength in the chronic SCI population. Due to the
impairment of the autonomic nervous system in many SCI
individuals the response to physical activity may fail and
result in low blood pressure, and in turn reduced endurance
and performance.

Functional Electrical Stimulation Cycling by a person with com-
plete Spinal Cord Lesion

Functional electrical stimulation of the paretic/ paralyzed
muscles can increase oxygen uptake (30%), ‘normalize’ the
muscle fibre-type and -size, increase muscle volume and
endurance, increase bone mineral, and increase insulin tole-
rance.

In competition: Minimum disability and classification ne-
cessary to have fair competition. In team-sports it is possible
to have athletes with different degrees of disability on the
court on the same time, due to a point system.

Technical developments: Wheelchairs for road-racing,
track and field events, wheelchair basketball and wheelchair
rugby are all different and made for their particular purpose.

Doping: Recognizing that there may be cases where ath-
letes should be allowed to use prohibited substances on the
list for therapeutic purposes, an International Paralympic
Committee Therapeutic Use Exemptions Committee is estab-
lished. Provided that the medication is clinically appro-
priate and does not offer the athlete an advantage it may be
allowed. Boosting is the intentional induction of autonomic
dysreflexia to enhance performance. This condition is unique
to individuals with SCI at or above T6. In these individuals
a nociceptive stimulus below the level of lesion may result
in hypertension, bradycardia, and piloerection. Above the
level of the lesion the individual may experience flushing,
vascular headache, and nasal congestion. The potential dan-
ger is uncontrolled hypertension, which may lead to cerebral
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haemorrhage, and death. The immediate management is to
remove the nociceptive stimulus where possible and to ad-
minister sublingual nifedipine (10 mg) to reduce the blood
pressure.

DOPING OG AFHANGIGHED

MOTIONSDOPING I DANMARK - har vi et problem?
Malene Radmer Johannison

Der findes fa egentlige undersogelser af omfanget af moti-
onsdoping i Danmark. Der er med 10 drs mellemrum lavet
to befolkningsundersogelser, som har givet mulighed for at
foretage skon over antallet af danskere med et tidligere eller
aktuelt misbrug af muskelopbyggende dopingmidler. I 1999
skennede man, at mellem 10-15.000 personer brugte anabole
steroider (Saltin et al, 1999), mens en lignende undersogelse
fra 2010 anslog antallet til at vaere ca. 44.000 personer (Sing-
hammer et al, 2010). Befolkningsundersogelser er dog ikke
fyldestgorende til at afdeekke omfanget af et tabubelagt og
kriminaliseret omrade, som fx misbrug af dopingmidler.
Dels ma man stille spergsmalstegn ved, om de relevante
malgrupper, fx seerlige miljoer, er tilstraekkeligt repraesente-
ret i respondentgruppen, og dels er der en vis usikkerheds-
margen i forhold til troveerdigheden af den selvrapportering,
som udger datamaterialet i en sddan undersogelse.

Befolkningsunderspgelsernes data kan kombineres med
opgerelser over bl.a. SKAT’s og politiets beslag af doping-
midler samt antallet af anmeldelser, sigtelser, tiltaler og afge-
relser i sager baseret pa “Lov om forbud mod visse doping-
midler” over den samme &rrackke. Data herfra giver en klar
indikation af et stigende problem.

Motionsdoping er et problem i Danmark. Desveerre har vi
ikke tilstreekkelig data til at give et fyldestgerende billede af,
hvor stort problemet er, hverken i forhold til konkret omfang
eller i forhold til samfundsmaessige omkostninger, herunder
udgifter forbundet med dopingkriminalitet, tabt arbejdsfor-
tjeneste, sociale ydelser, misbrugsbehandling, behandling i
sundhedsveesnet m.m.

Et veesentligt parameter i en valid omfangsundersogelse
kunne veere opsamling og registrering af dopingrelaterede
henvendelser og deraf folgende behandlinger i sundheds-
vaesnet, tilsvarende den mdde man allerede samler data pa
fx alkohol- og narko-omradet.

EXERCISE ADDICTION: CAN YOU GET TOO MUCH
OF A GOOD THING?

Mia Lichtenstein, Psychologist, ph.d. student

Research Unit, Child and Adolescent Psychiatry — Odense; Center
of Eating Disorders, University of Southern Denmark

Regular exercise is effective in health promotion and disease
prevention. It has favorable effects on both physical and
mental well-being. To most people exercise is a hobby or
passion that contributes positively to everyday life. But a
few exercisers develop an obsessive and excessive exercise
pattern where enough exercise is never enough (Berczik et

Fagligt | 15

al., 2012; Adams & Kirkby, 2002; Adams & Kirkby, 1998).

It is called exercise addiction and is characterized by con-
stantly increasing exercise amounts, withdrawal symptoms
and loss of control. It is perceived as a behavioral addiction
in line with gambling disorder, workaholic and shopaholic.
Addiction to exercise can lead to pain, injuries and loss of
social relations. It has parallels to eating disorders due to the
extreme focus on body, exercise and search for control.

Exercise addiction can be identified with the Exercise Ad-
diction Inventory (Terry, Szabo, & Griffiths, 2004) which is
translated and validated in Danish (Lichtenstein, Christian-
sen, Bilenberg, & Steving, 2012). It consists of 6 items which
are rated on a 5 point-Likert scale. A total score of 24-30 indi-
cates risk of exercise addiction.

Prevalence rates of exercise addiction range from 3%-10%
(Terry et al., 2004; Griffiths, Szabo, & Terry, 2005; Lindwall &
Palmeira, 2009) and in Denmark the prevalence was 5.8% in
a mixed fitness-football population (Lichtenstein et al., 2012).

Exercisers with addiction are characterized by perfectioni-
stic personality traits and concerns about body and weight.
But the primary goal is not losing weight and they have a
normal Body Mass Index. Instead setting high goals and stri-
ving for performance and competition drive them to chose
exercise before anything else. People with exercise addiction
have low scores on the personality traits trust and compli-
ance (Lichtenstein, Christiansen, Elklit, Bilenberg, & Steving,
2013). They tend not to listen to medical doctors and physi-
otherapists when injured (Adams & Kirkby, 1997) because
they have difficulties with reducing their exercise regimes
due to withdrawal symptoms (Szabo, Frenkl, & Caputo,
1997; Szabo, 1995). Further they use exercise to regulate
emotions and achieve self-esteem (Grandi, Clementi, Guidj,
Benassi, & Tossani, 2011) so pain and injuries are often igno-
red, because they lack their coping strategy if they should
stop or reduce their exercise.

Exercise addiction is yet not a diagnosis but some of the
addicted exercisers perceive their addiction as negative and
harmful and they are motivated for change. Psychothera-
peutic interventions can help the exerciser regain a balanced
exercise pattern with room for rest, family, friends and other
activities.

References: www.dansksportsmedicin.dk under 'Aktuelt’.

DANSK SPORTSMEDICIN « Nr. 2, 18. arg., MAJ 2014



16 | Fagligt

EPO - FOR THE PATIENT OR THE ATHLETE?
Jacob Morkeberg, Copenhagen Muscle Research Centre, Rigshospi-
talet, Copenhagen, Denmark

Recombinant Human Erythropoietin (thEPO) is mainly
used for the treatment of anemia in chronic kidney disease
patients or cancer patients and to increase the hemoglobin
concentration before major surgery. Nevertheless, during the
last decade several studies have found functional EPO-EPO
receptor (EPOR) expression in non-hematopoietic cells e.g.
vascular endothelial cells, neurons and skeletal myoblasts.
Therefore, EPO is now not only considered a hematopoietic
growth factor but instead a pleiotropic cytokine with biolo-
gical effects such as tissue protection, reduction of neuronal
inflammation and prevention of programmed cell death.

In addition, there are several trials indicating a negative
effect of thEPO treatment on survival in cancer patients. The
potential causes of greater mortality is linked to the presence
of EPOR on the surface of tumor cells, which potentially
leads to angiogenesis, increased tumor growth and thereby
tumor cell survival. Although, findings are conflicting, it is
evident that researchers with rhEPO manufacturer funding
are less likely to find EPOR on tumors, demonstrate EPO-in-
duced signaling and conclude that thEPO treatment is harm-
ful to cancer patients. Therefore, in 2007 the Federal Food
and Drugs Administration (FDA) launched a “black box war-
ning’ on certain rhEPO types describing several precautions
when using rhEPO.

The performance-enhancing effect of thEPO admini-
stration in athletes has previously been linked solely to the
increase in hemoglobin mass (Hbmass), which is supported
by the good correlation between change in Hbmass and
maximal oxygen consumption (VO2max). Nevertheless, in
a recent study it became evident that the performance-en-
hancement at submaximal performance was greater than the
effect on maximal performance. It was therefore speculated
that thEPO administration might have peripheral (muscle)
or central (brain) effects. Different hypothesis were tested
on healthy, young humans, but all but one study came out
with negative findings. Nevertheless, non-scientific research
(reading correspondence at bodybuilding fora at the internet
and looking at bodybuilding sports supplement) indicates
that rhEPO is used in non-endurance sports also and there-
fore might be effective in this area.

In the 1990'ies different sports federations tried to reduce
the use of rhEPO by implementing ‘no start’ sanctions. Ath-
letes were not allowed to compete if their blood values were
above certain thresholds before competition. Some athletes
used this as a guideline to ‘dope to the limit’. A direct test for
rhEPO was developed in 2000 and an indirect approach with
greater sensitivity and specificity, The Biological Passport,
was approved by the World Anti Doping Organization in
2009. Here the individual athlete serves as his/her own re-
ference. Multiple blood samples are collected over time and
new results are compared with previous. If the measured
blood values exceed the individual’s threshold, it results
in further evaluation by an expert panel with expertise in
sports medicine, clinical hematology, exercise physiology
a.o. If all other legal causes are dismissed, the athlete is
sanctioned.

KARDIOLOGI

DEN FORPUSTEDE IDREATSUDOVER, TEENAGEREN,
SET FRA ET KARDIOLOGISK PERSPEKTIV

Niels Holmark Andersen, overlage dr.med.

Hjertemedicinsk Afdeling B, Aarhus Universitetshospital

Andenad ved anstrengelse, hos bern og unge i teenagearene,
har sjeeldent en hjertemaessig drsag. Det undersogelsespro-
gram, som screener bern for hjertesygdom efter fodslen,

og de rutinemeessige borneundersogelser, detekterer langt
hovedparten af medfedte hjertesygdomme, sa barnet bliver
diagnosticeret i tide.

Scenariet for en hjertesyg teenager, skal derfor deekke
uopdaget medfedt hjertesygdom, nytilkommet hjertesyg-
dom, i form af kardiomyopatier, myokarditis, eller takya-
rytmi.

Ved mistanke om hjertesygdom vil en stetoskopi, en blod-
tryksmaling, samt et hvile-EKG opfange langt storstedelen
af potentielle hjertesygdomme. Ved henvisning til en kardio-
log, vil der blive udfert ekkokardiografi og evt. arbejds-EKG
samt evt. supplerende billeddannelse i form af CT- eller MR-
skanning.

Langt hyppigst findes der ingen kardiel genese bag
idreetsudeverens dndened. Enkelte har abenlyst en astma-
komponent, som afslores nér idreetsudeveren anstrenger sig
pa test-cyklen.

Figur: Yngre mand med dndenod og flere drs hypertensionsanam-
nese. Henvises til undersogelse. Han havde ingen lyskepulse ved
den objektive undersogelse, og havde hypertrofi i sit EKG. En ek-
kokardiografi afslorede en sveer coarctatio aortae, som her er verifi-
ceret med en CI-skanning (pil).

Ganske f4 viser sig at have en medfedt hjertefejl. Langt
hyppigst er atrieseptum defekter, som manifesterer sig med
systolisk mislyd og hejre grenbloks-EKG. Sjaeldnere er coarc
tatio aortae og koronararterie-anomalier.

Kardiomyopati kan manifestere sig i ungdomsarene, men
er langt hyppigst i voksenlivet. Hypertrofisk obstruktiv kar-
diomyopati er forbundet med pludselig ded under idraets-
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udevelse, og vil nemt blive fanget ved et rutine-EKG og en
ekkokardiografi. Ikke alle har &ndened, og tilstanden kan
veere subklinisk.

Myokarditis er nok langt hyppigere end tidligere beskre-
vet. Globale forandringer kan medfore nedsat venstre ven-
trikelfunktion, som kan veere forbigdende eller permanent.
En del kan berette om virussygdom i en periode optil den
akutte manifestation. Tilstanden kan kraeve indleeggelse og
hvile. Behandlingen er oftest empirisk.

Slutteligt, er langvarige supraventrikuleere takykardier
en ofte overset arsag til andened. Fokal atrial takykardi kan
veere subklinisk ganske leenge, og pludseligt manifestere sig
med &ndengd. Lidelsen kan detekteres ved et hvile-EKG,
hvor der ses abnorm P-taks vektor. Supplerende Holter-mo-
nitorering kan komme pa4 tale. Behandlingen er ablation, og
succesraten er hej.

Konklusivt, vil langt sterstedelen af kardielle drsager
kunne detekteres ved en rutineundersegelse. Hvis tvivl ber
idreetudeveren henvises, da en kardiel drsag oftest kan af-
klares ved et enkelt besog.

KOST

CONSEQUENCES OF ENERGY DEFICIENCY IN
SPORTS

Anna Melin, Department of Nutrition, Exercise and Sports, Uni-
versity of Copenhagen, Denmark

The syndrome originally known as the Female Athlete Triad,
which focused on the interaction of energy availability, re-
productive function and bone health in female athletes has
recently been expanded to recognize that Relative Energy
Deficiency in Sport (RED-S) has a broader range of negative
effects and that the syndrome exists in both male and female
athletes (Figure 1). Athletes in leanness-demanding sports
have furthermore, an increased risk for RED-S and for de-
veloping disordered eating behaviour and eating disorders.
The typical physiological consequences of persistent energy
deficiency in both female athletes and recreational active wo-
men are functional hypothalamic oligomenorrhea or ame-
norrhea (FHA), impaired bone health and decreased resting
metabolic rate, an increase in cardiovascular risk factors and
an increased risk for muscular and joint overload. In recent
years, there have been reports of increased prevalence of re-
stricted eating or disordered eating behaviour and low bone
mineral density in male athletes as well and it is evident that
energy deficiency cause the same endocrine and hormonal
suppression in male as in female athletes. Exercise or other
distressing conditions per se have been demonstrated not to
disrupt reproductive function as long as the energy intake

is not restricted, while persistent limited availability of me-
tabolic fuels has frequently been reported to be the primary
event in the development of FHA. Energy availability is defi-
ned as the metabolic fuels (glucose and fatty acids) available
for basal physiological function when the exercise energy
expenditure has been subtracted from total energy intake.
Hormonal synthesis, follicular development, endometrial
proliferation and luteal phase thermogenesis are energy
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consuming processes and experimental studies on healthy
women have shown that energy availability of <125 kJ (<30
kcal)/kg FEM/day for 5 days is enough to reduce blood
glucose and leptin levels, to disrupt the pulsatility of gona-
dotropin-releasing hormone (GnRH), and hypothalamic-
pituitary-axis hormones, like luteal hormone (LH) and triio-
dothyronine (T3) and to elevate cortisol as well as increase
bone resorption markers in eumenorrheic sedentary women.
The LH pulsatility is reported to be more sensitive to energy
deficiency in young women with a gynaecological age (time
since menarche) <14 yrs. of age, as compared to women with
a gynaecological age >14 yrs. of age. Unfortunately, FHA is
common among female athletes and recreational active wo-
men but are often ignored and regarded as a natural result of
intense training. No pharmacological agent adequately cor-
rects the metabolic or endocrine abnormalities that impair
health and performance in athletes with persistent energy
deficiency and securing sufficient energy intake is therefore
the main treatment.

Reproductive
function

Energy
deficiency

0//|\\0

Figure 1. The consequences and health aspects of Relative Energy
Deficiency in Sports (RED-S) affecting both male and female ath-
letes. Illustration presented at the International sports and exercise
nutrition conference, Newcastle 2013 (with permission from Dr
Margo Mountjoy, 10C, 2014).

References: wwuw.dansksportsmedicin.dk under 'Aktuelt’.
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Temadag:

Biomekanik og Running Retraining

Temadag den 18. juni 2014
om "Biomekanik og RunningLRetraining”
med Dr. Christian Barton, BPhysio (Hons), PhD

Overordnet om indhold:

En af drsagerne til at patienten blev skadet kan i nogle
tilfeelde veere maden han eller hun beveeger sig pa. Der-
udover tyder det pa at folk, der padrager sig en skade,
begynder at beveaege sig anderledes, hvilket kan veere
med til at vedligeholde skaden. Derfor er det ofte rele-
vant at have fokus péd optimering og eendring af bevae-
gemeonstret i genoptreeningen. Kurset er en kombination
af teori og praksis, der henvender sig til fysioterapeuter,
som onsker storre teoretisk og praktisk viden om opti-
mering af bevaegemenstret som en del af behandlingen
(se yderligere detaljer i nedenstdende afsnit af undervi-
ser).

Tid og sted: Onsdag den 18. juni 2014. K1. 9.00-17.00 hos
Fysiq Tarnby, Lejtegardsvej 157, 2700 Kastrup, tlf. 32 52
35 60. Der vil veere forteering i lobet af dagen i form af
kaffe/te og frokost.

Kursuspris: kr. 1700,- kr. for FFI medlemmer, 1900,- kr.
for ikke medlemmer.

Underviser: Dr. Christian Barton, BPhysio (Hons), PhD,
Australien

Kursusleder og kontaktperson: Fys. Michael Skovdal
Rathleff, michaelrathleff@gmail.com

Tidsplan:

8.45  Registrering

9.00  Undersoagelsesprincipper

9.30  Optimal biomekanik under gang og leb

10.00 Biomekaniske “fejl” som er associeret til skader
under lgb

10.45 Pause

11.00  Klinisk undersogelse af faktorer som er associe-
ret til biomekanik under lob

12.30  Frokost

13.00 Praktisk optimering af gang og lob

14.30  Praktisk brug af taping til at optimere biomeka-
nik under gang og leb

15.15 Pause

15.30  Fodtej som en del af behandlingen af loberelate-
rede skader samt overvejelser omkring barfods-
leb

16.15 Cases og klinisk reesonnering

16.45 Afslutning

Dagen vil veere en kombination af teori og praksis, sa
medbring gerne shorts. Leeringsmal for kurset kan ses i
undervisers kursusbeskrivelse.

Tilmelding: www.sportsfysioterapi.dk

fagforum
for
idreetsfysioterapi

Undervisers kursusbeskrivelse:

This high practical course will give you the skills and
knowledge to diagnose and manage biomechanical de-
ficits associated with running injuries. The course explo-
res ideal lower limb biomechanics, provide an overview
of how common biomechanical faults link to injury, and
how to identify and address them in a clinical setting.
The evidence behind, and practical application of run-
ning retraining and adjunctive interventions are explo-
red.

The course is delivered by Dr Christian Barton who

has completed PhDs related to musculosketal injury
management. He has presented at countless national
and international conferences, and authored more than
30 peer reviewed papers and book Chapters on injury,
biomechanics and rehabilitation; including the ‘Clinical
aspects of biomechanics and sporting injuries” Chapter
in the most recent addition of Brukner and Khan's “Cli-
nical Sports Medicine.” Christian continues to work cli-
nically, ensuring their wealth of knowledge is delivered
to you with a focus on clinical application, meaning you
leave the course with new long lasting skills, whether
you are a new graduate or experienced clinician. The
course will be a mixture of lectures, discussions and
practical workshops. Places are limited to 20 people.

Learning Outcomes:

* Explore important principles to consider during as-
sessment and rehabilitation of biomechanical injuries

* Understand ideal and potential biomechanical faults
and their relationship with injury

e Develop clinical skills to assess potential structural
and functional biomechanical factors which may be lin-
ked to injury

e Develop skills and clinical reasoning processes to ap-
ply running and movement pattern retraining interven-
tions

* Explore strengthening and functional exercises to op-
timise lower limb biomechanics

e Explore the use of taping and footwear modification
to assist in biomechanical management of running re-
lated injuries

* Develop skills to provide prefabricated foot orthoses
prescription

e Explore adjunctive manual therapy interventions to
optimise lower limb biomechanics

e Improve clinical reasoning when choosing a treatment
plan for biomechanical injuries
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Temadag:

Behandling af patellefemoralt smertesyndrom

Temadaﬁ den 19. juni 2014
om "Behandling af patellofemoralt smertesyndrom”
med Dr. Christian Barton, BPhysio (Hons), PhD

Overordnet om indhold:

Patellofemoralt smertesyndrom, ogsa kaldet forreste knaes-
merter, er en hyppig kneelidelse som ofte er sveer at behandle.
Spergsmalet er hvilke behandlingstyper vi ber anvende, og om
alle patienter skal have den samme behandling. Dette kursus
henvender sig til fysioterapeuten, der gerne vil opdateres om
den nyeste evidensbaserede viden om behandling af patello-
femoralt smertesyndrom. Det henvender sig desuden til den,
som ensker at leere mere om, hvordan de forskellige behand-
lingstyper kan kombineres sa en optimal individualiseret be-
handling sikres (se yderligere detaljer i nedenstdende afsnit af
underviser).

Tid og sted: Torsdag den 19. juni 2014. K1. 9.00-17.00 hos Fysiq
Tarnby, Lejtegardsvej 157, 2700 Kastrup, tlf. 32 52 35 60. Der vil
veere forteering i lobet af dagen i form af kaffe/te og frokost.
Kursuspris: kr. 1700,- kr. for FFI medlemmer, 1900,- kr. for ikke
medlemmer.

Underviser: Dr. Christian Barton, BPhysio (Hons), PhD,
Australien

Kursusleder og kontaktperson: Fys. Michael Skovdal Rathleff,
michaelrathleff@gmail.com

Tidsplan:
8.45  Registrering
9.00  Diagnostik og differentiel diagnoser

10.00  Typiske deficits hos patienter med Patellofemo-
rale smerter (PFP)

11.30  Pause

11.45 Evidensbaseret behandling

12.15 Frokost

12.45 Individualiseret behandling af PFP med brug

af taping, mobilisering, bleddelsbehandling
samt styrketreening og udspeending.
14.00  Fokus pé foden i behandling via: Fodtej, fod-
indleeg, taping og styrketraening.
14.45 Optimering af beveegelsesmenster
15.30 Overvejelser omkring behandling af unge med

patellofemorale smerter samt voksne med Pa- tello-
femoral artrose.

16.00 Opsamling pa undersogelse og behandling

samt yderligere overvejelser omkring patient- ud-

dannelse samt langtidsprognosen.
16.30  Afslutning og spergsmal

Dagen vil veere en kombination af teori og praksis, sa med-
bring gerne shorts. Leeringsmal for kurset kan ses i undervi-
sers kursusbeskrivelse.

Tilmelding: www.sportsfysioterapi.dk

fagforum
for
idreetsfysioterapi

Undervisers kursusbeskrivelse:

Patellofemoral pain (PFP) is one of the most com-
mon injury presentations to orthopaedic, general
practice and sports medicine clinics. Between 71
and 91% of individuals have been reported to still
experience pain up to 20 years after initial diag-
nosis. This chronicity is thought to be the result of
complex aetiology which often differs between in-
dividuals. In most cases, multiple factors will con-
tribute, making clinical reasoning and treatment
choices difficult. During this course, the complex
clinical reasoning required to provide an optimal
management plan for the varying PFP presentati-
ons clinicians see every day will be explored.

The course is taught by Dr Christian Barton. He
has more than 30 peer reviewed publications in
the medical literature, including many related

to the biomechanics associated with and the ma-
nagement of PFP. Christian’s highly practical and
evidence based course will provide you with a
range of knowledge and skills you can apply im-
mediately in the clinic, whether you are a new
graduate or experienced clinician. The course will
be a mixture of lectures, discussions and practical
workshops.

Learning Outcomes:

¢ Understand how to make an accurate diagnosis
of PFD, considering differential diagnosis of ten-
don, ligament, meniscus and joint pathologies

® Develop an awareness of common local, proxi-
mal and distal deficits which may relate to PFP
pathology and how to identify their presence in a
clinical setting

* Understand the evidence base for common phy-
siotherapy interventions for the management of
PFP and how to apply this in the clinical setting,
including: exercise (local, proximal and distal),
taping, massage/mobilisation, and adjunctive
interventions

¢ Develop basic clinical skills to identify the po-
tential for foot orthoses to assist the management
of PFP

¢ Develop an understanding of the concept of
movement retraining in the management of PFP
* Understand the implications of adolescent PFP
and PFJ osteoarthritis and how best to manage
them in a clinical setting
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Vejen til EM-bronze 2013

Fortallingen om fodbold-kvindelandsholdets lange forberedelse il EM,
bygget pa et et samarbejde mellem cheftraneren, de assisterende
frenere og sundhedsstaben

Af Kenneth Heiner-Moller, Peter Krustrup og Theger Persson Krogh

Det er torsdag d. 25. juli 2013 og klok-
ken er 22.01. Det danske kvindelands-
hold spiller EM-semifinale mod Norge
pa Norrkoping Stadion foran 20.000
tilskuere. Der er 15 minutter igen og
Danmark er bagud med 0-1 efter et tid-
ligt norsk mal scoret efter hjornespark.
Blot 3 dage forinden havde de danske
kvinder vundet kvartfinalen efter en
uovertruffen arbejdsindsats mod fa-
voritterne fra Frankrig. Efter 2x45 min
stod den 1-1 og de bravt keempende
danskere matte slds i yderligere 2x15
min, for en uforglemmelig straffe-
sparkskonkurrence bragte Danmark

i semifinalen. Har de danske spillere
kreefter til at presse de erfarne nord-
meend? Ja, bestemt. Der er kreefter til at
presse, til at angribe med mange spil-
lere og til at genpresse sd snart vi taber
bolden. Succesraten i vores offensive
afleveringer er tdrnhgj, vores chancer
bliver flere og sterre og med blot 3
minutter igen falder udligningen. 1-1!
Ved en spiller i fantastisk fysisk form,
29-arige Mariann Gajhede. I omkam-
pen tilkeemper vi os initiativet. Katrine
Veje oversprinter gentagne gange en
treet norsk hejreback. Nordmeendene
har to skadede spillere pa banen, men
vi har ingen skader. Wow, vi har et fy-
sisk overskud efter 2x120 min mod 2 af
Europas bedste fodboldhold péa 3 dage.
Wow, vi er teet pa at komme i finalen ...

En lang forberedelse!
Slutrundeforberedelserne startede i
januar 2012, halvandet ar for semifi-
nalen, hvor 3F-liga-programmet for
2012-2013 seesonen blev planlagt, og
identifikationen af det optimale set-up
af ledere startede i juli 2012, et ar for
semifinalen. Kvalifikationsturneringen
til EM var géet helt optimalt. 18 point
for 6 kampe og en malscore pa 25-0.
Cheftreener Kenneth Heiner-Moller var
allerede i gang med at fastsla holdets
spillestil til EM-slutrunden og enskede
at samle slagkraftigt hold af treenere,
forskere og sundhedspersonale, der
kunne foretage kravsanalyser, kapaci-
tetsanalyser og preestationsoptimering,
med individuel belastningsjustering.
Team Doktor Theger Krogh, Masser
Allan Poulsen, Fysioterapeut Tom
Boysen og holdlederne Anette Ander-
sen og Lone Smidt stod allerede klar,
og idreetsforsker og A-treener Peter
Krustrup fra Exeter Universitet og Ko-
benhavns Universitet blev tilknyttet
som assisterende treener med ansvar
for blandt andet fysisk treening og test-
ning. Mélet var at holdet skulle na en
fysisk form der gjorde holdet i stand
til at dominere kampene, eller som
minimum veere mere bestemmende
for kampenes forleb og efterfelgende
udfald end ved hidtidige slutrunder.
Fremtoningen skulle veere mere inter-

national - en stil der gjorde holdet i
stand til at presse Europas bedste fod-
boldhold, men ogsa en stil som kree-
vede en imponerende og pladsspecifik
fysisk topform. Det var beveeggrun-
dene for at spillerne skulle veere i en
ekstraordineer fysisk form under EM i
Sverige i 2013.

Baggrunden for EM 2013 forbere-
delserne skal i hoj grad ses i lyset af
gode og mindre gode erfaringer opnaet
under og op til EM 2009 i Finland. Da
EM-holdet i 2009 medte ind til de af-
sluttende forberedelser var mange spil-
lere plaget af overbelastning efter for-
drsseesonen. Noglespillere blev skadet
under EM optakten. 4-6 af de beerende
spillere kunne ikke deltage sufficient
i treeninger og treeningskampe forud
for EM. I den forste kamp under EM
2009 havde halvdelen af start-11"eren
brugt mere tid med sundhedssektoren
end med treeneren. Den fysiske form
6 uger inden EM var langt under mal-
setningen. I forberedelsesfasen matte
fysisk treening derfor opprioriteres til
fordel for taktisk treening. @Onsket om
at forbedre den fysiske form pa kort tid
medferte overbelastningsproblemer.
Forud for EM 2013 forberedelserne
blev der fokuseret pa et teet samarbejde
mellem treenerstab, fysisk treener og
sundhedssektoren. Beleert af 2009-erfa-
ringer blev der sat folgende malsaetnin-
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ger: EM- trup uden overbelastnings-
skader nar holdet rammer maj/juni
maned 2013. For at reducere risikoen
herfor blev der 5-6 maneder inden EM
udarbejdet en liste med spillere i risiko
for at lebe ind i overbelastningsskader,
baseret pa skadeshistorik. Med jeevne
mellemrum var holdleegen i kontakt
med spillerne med henblik péa at iden-
tificere tidlige tegn pd overbelastning
og dermed mulighed for at rette op pa
uhensigtsmaessige forleb. Spillere med
tegn pa overbelastning blev hyppigt
skdnet i vinter/fordr 2013 i forhold til
landsholdssamlinger med henblik pa at
fa sa korte skadesforleb som muligt.

Forberedelsesfase og slutrunde

I det felgende beskrives forberedelses-
fasen og EM-slutrunden kronologisk

i forhold til planleegning af optimal
fysisk treening, preestationsoptimering i
forbindelse med kamp og reduktion af
overbelastningsskader.

Januar 2012:
Kvindedivisionsforeningens repreaesen-
tantskab blev praesenteret for et opti-
malt turneringsprogram set fra lands-
treenerens synspunkt. Programmet for
efterdret 2012 og fordret 2013 blev pa
dette tidspunkt planlagt sdledes at det
passede ind i landsholdets forberedel-
sesturneringer og —samlinger, og sdle-
des at der var feerrest mulige midtuge-

kampe, som virker meget forstyrrende
pa treeningsindsatsen i klubberne.

Oktober 2012:

Programmer for fysisk treening, test-
ning og de pladsspecifikke mal for
Yo-Yo IU2 test preestationen blev gjort
feerdige. Peter Krustrup tilknyttes som
assisterende treener med ansvar for
testning og fysisk treening. Det blev be-
sluttet at spillerne skulle have et pulsur
hver til brug under daglig treening, og
at der skulle benyttes GPS-udstyr til
maling af hastigheder, hgjintenst lob og
accelerationer under treening og kamp
og Instat-analyser af teknisk-taktisk
preestation under kamp. Turnerings-
programmet for fordrsturneringen i
3F-ligaen blev planlagt i forhold til
optimale forberedelser til EM, fx med
meget fd midtugekampe.

December 2012:

Test af Yo-Yo IU2 preestation, hurtig-
hed, speendstighed, agility. Dertil DXA-
scanninger pa Kebenhavns Universitet
af muskel-, fedt- og knoglemasse. Bred
blodprevescreening med bla. blodpro-
cent, vitaminer, mineraler og stofskifte.
P& dette tidspunkt blev 7 spillere an-
befalet at supplere med jerntilskud og
D-vitamin. Truppen rejste 18 dage til
Brasilien. Pa turen treenede alle spillere
med pulsur og alle spillere blev testet
med 4 min Yo-Yo IU2 submax test med

Billede 1: Fodboldspecifik hurtighedstraning introduceret af Peter Krustrup pd

Algarve, marts 2013.
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pulsmaélinger. Fokus pa preestationsfor-
bedrende og naerende kost. Den fysiske
form forbedrede sig i Brasilien. For alle
landsholdsspillerne blev tilrettelagt
individuelle programmer med forslag
til aerob hej-intensitetstreening med
puls over 90% af max-puls i perioden
henover jul og nytér. Spillerne medte
derfor op til januartreeningen i bedre
form end é&ret for.

Februar-marts 2013:

Til forskel for tidligere &r blev der til-
fojet ekstra treeningssamling i Spanien
med treeningskamp og vurdering af ef-
fekten af forste fase af den langsigtede
fysiske treening (Yo-Yo IU2 submax).

1 méned senere blev gennemfert Yo-
Yo IU2 maxtest lige inden afrejsen til
Algarve i Portugal. I Portugal blev
treenet malrettet med puls- og GPS-ud-
styr, og spillerne blev introduceret til
fodboldspecifik hurtighedstreening og
aerob hej-intensitetstraening (se billede
1). Daglig hvilepuls og morgenvaegt.
Mode i treener/leder-staben hver af-
ten for at vurdere fysisk belastning af
hver enkelt spiller. Ifm de 4 kampe pa
Algarve blev 3 nye elementer introdu-
ceret: Indtagelse af 75 ml koncentreret
redbedesaft 2 timer for kampstart,
genopvarmning i halvlegspausen i de
sidste 5-7 minutter inden 2. halvleg

og treening pa kampbanen for ud-
skiftningsspillerne for de der spillede

Billede 2: Thager Persson Krogh ud-
deler rodbedesaft 2 timer for kamp pd
Algarve til Katrine Pedersen, Nadia
Nadim og alle de andre spillere.

DANSK SPORTSMEDICIN « Nr. 2, 18. arg., MAJ 2014



22 | Fagligt

Billede 3: Pladsspecifik anaerob hurtighed-udholdenhed produktionstreening
var en vigtig del af treeningen i at forbedre intervalarbejdsevne og anaerob
kapacitet op til EM. Her ses ovelsen for offensiv midt- og spidsangriber, som
1 gang om ugen i april-juli 2013 udferte 4-6 gentagelser d 25-30 sekunder i
kamptempo med relevante teknisk-taktiske aktioner.

mindre end 45 minutter (se billede 2).
Den forskningsmeessige begrundelse
for disse tiltag blev fremlagt i plenum.
Fysisk treener og holdleege afholdt til-
lige samtaler med hver enkelt spiller
med fokus pé treeningsprogram, ska-
desforebyggelse og indsatsomrader for
perioden marts-maj 2013.

April 2013:

Alle spillere sendte ugentligt data til
treener / fysisk treener med gennem-
gang af traening og pulsbelastning.
Tilbagemeldinger indenfor 3 dage med
henblik pa at optimere den fysiske tree-
ning. DBU’s turneringsafdeling beslut-
tede af dispensere med hensyn til brug
af pulsmalere under 3F kampe, sdledes
at spillerne ogsa kunne indrappor-

tere treeningsbelastning fra kampene.
Pladsspecifikke anaerobe produktions-
ovelser blev introduceret. Disse gvelser
gennemferes i kamptempo over 25-30
s med 4 minutters pause mellem hver
runde. 1 gang om ugen frem mod EM
som supplement til klubtreening, forst
4 gentagelser, siden 6 (se billede 3).
Skader hos enkelte spillere medforte
behov for individuel tilpasning af tree-

ningen med dag-til-dag programmer
med henblik pd at treene intenst pd
alternative mader. Eksempelvis blev
lobebaner aendret til enten cykel eller
cross-trainer med samme intervaller
og pulsmal, som hos de ovrige spillere.
Et andet eksempel pa god belastnings-
justering handler om en vigtig spiller

i midt 30’erne: I god form i december
2012. En del skavanker, blandet andet
slidgigt i knae, med behov for fokuseret
styrketraening dret rundt. I klubben en
del formel aerob hej-intensitetstreening
og styrketreening i januar-februar, med
start pa klubtraening 3 uger senere end
normalt. Ugentlig dialog med fysisk
treener gennem hele foraret. Introduk-
tion af alle dele af den intense treening,
inklusiv hurtighedstraening og anaerob
treening, men lidt senere end de ovrige
spillere og med lidt feerre gentagelser.
Med landsholdet: Hgjest 1 treeningspas
per dag. Ekstra styrketreening og hyp-
pige besog i behandlerrummet.

Maj 2013:

Holdet vurderes pa ny mht Yo-Yo TU2
preestation, hurtighed, speendstighed,
agility samt DXA-scanning og blodpre-

vescreening. Spillerne havde opnéet en
markant forbedring i Yo-Yo IU2 testen
i perioden fra marts til maj, hvilket

er meget tilfredsstillende set i lyset af
den intensiverede treening og de hyp-
pige treeningstilbagemeldinger. For
EM i Finland i 2009 gik formen faktisk
tilbage fra marts til maj. DEXA malin-
gerne viste ogsd at spillerne havde faet
storre muskler og mindre fedt. Dertil
havde fokusspillerne faet optimeret
jernstatus, mens 3 nye blev anbefalet
at supplere med jerntilskud og D-vi-
tamin. Treeningskampene inkluderede
malinger af puls og lebedistancer med
GPS. Flotte resultater med adskillige
spillere der tilbagelagde mere end 2
km med hgjintens lob over 15 km/t
under kamp. Naturligvis indtagelse af
redbedesaft 2 timer for kamp, genop-
varmning i halvlegspausen og treening
pa kampbanen efter kamp. En lille
solstralehistorie omkring genopvarm-
ning i halvlegspausen: Mod Rusland
var Danmark bagud 0-1 i pausen. 10
minutter inde i 2. halvleg forte vi 3-1.
Og senere scorede vi ogsa mod Island
og Spanien i de forste 10 minutter af 2.
halvleg. I slutningen af maj medtes fy-
sisk treener og holdleege igen med spil-
lerne individuelt og lagde dag-til-dag
treeningsprogrammer for de 10 spillere
i udenlandske klubber.

Juni 2013:

I EM-forberedelseslejren i Vildbjerg og
Vejle var der fokus pa taktisk-teknisk
finpudsning, samt sma doser af meget
intens treening i form af aerob hej-in-
tensitetstreening, anaerob produktions-
treening og hurtighedstreening. Stadig
brug af pulsur og GPS til treening og
under treeningskampe mod U17-dren-
ge, Ul9-kvindelandsholdet og Spanien.

2500 2108 m
2250
2000
1750
1500
1250
1000

750

500

250

1582 m 15680 m

Yo-Yo U2 praestation (meter)

Dec 2012 Mar 2013 Maj 2013 Juli 2013

Billede 4: Forbedring i Yo-Yo IU2-pree-
station gennem de sidste 8 mdneder op
til EM 2013.
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Billede 5: En solrig dag med restitutionstraning og massage
pd sidelinien. Dagen efter venter et hdrdt traeningspas med
aerob hej-intensitetstraening og anaerob produktionstreening.

Dosering af treeningsbelastning var et
vigtigt element i denne periode. Nogle
treenede ekstra, nogle treenede mindre
end gennemsnittet. Hver aften medtes
traener /ledergruppen for at optimere
forberedelserne for hver enkelt spiller.
Yo-Yo IU2 max-test blev gennemfort pa
Vejle Stadion til sidste treening inden
afrejsen til Sverige. En test der gjorde
det sveert at bevare pessimismen. Den
forventede start-11"er lob mere end
2100 m i gennemsnit og praesterede
25% bedre end start-11"eren lige op til
EM i Finland i 2009 (se billede 4). Flere
spillere praesterede endda deres livs
bedste Yo-Yo IU2 test, inklusiv 35-arige
Katrine Pedersen.

Juli 2013:

Ankomst til Sverige. Alle 23 spillere
var med i treeningen og alle 23 var klar
til kamp. Korte treeningspas, kun ét om
dagen. Aerob hej-intensitetstreening
hver anden dag. Hurtighedstraening og
anaerob produktionstraening én gang
om ugen. Ogsd i Sverige, 4 dage for
abningskampen, hvilket er optimalt for
at f& den bedste treeningseffekt og fuld
restitution. Treeningsdosering var hejt
pa prioriteringslisten. Treenerstaben
bestdende af Kenneth Heiner-Moller,
Per Nielsen, Peter Krustrup, Seren
Randa-Boldt og Palle Petersen og
sundhedssektoren vurderede fra dag
til dag, hvor meget hver enkelt spiller
kunne belastes (se billede 5). Fokus pé
at spillere med sméaskader/risiko for
overbelastning kunne deltage i den for
treeneren vigtigste del af traeningen.
Herudover vurderede holdleaege og

fysisk treener de alternative treenings-
muligheder for at vedligeholde tree-
ningsniveau uden at lobe skadesrisici,
blandt andet ved at gennemfore aerob
hej-intensitetstraening som interval-
treening pa cykel. Under kampene blev
kort det fulde program: Redbedesaft,
genopvarmning, opvarmning af ind-
skiftningsspillerne pa skift i grupper
af 3, og treening efter kamp. Ogsa da
det gjaldt dbningskampen mod Sverige
pa Gamle Ullavi med 16000 tilskuere.
Selv den svenske kongefamilie lagde
meerke til den danske genopvarmning
(se billede 6)! Efter hver eneste slut-
rundekamp stod den pa hard treening
pé stadion umiddelbart efter slutflojtet
- med de spillere der ikke havde veeret
i kamp eller havde fet mindre end 45
minutters spilletid.

Intens veldoseret traening — ogsé
for slutkampene

4 dage inden kvartfinalemedet mod
Frankrig stod den igen pa hurtigheds-
treening, agilitytreening og anaerob
produktionstraening. Den svenske
presse bemarkede godt at Danmark
treenede umanerlig hardt. Nok det har-
deste treeningspas overhovedet i Sveri-
ge for alle holdene. 2 dage for kampen
mod Frankrig havde treeningen ogsa
20 minutter med aerob hgj-intensi-
tetstreening og treening 11 v 11. Janni
Arnth havde i de 3 puljekampe veeret
blandt udskifterne, der havde treenet
hérdt efter kampene. Nu skulle hun
starte inde mod Frankrig, og I kender
historien. Hun spillede 120 minutter
mod Frankrig og afgjorde kampen ved

Billede 6: Genopvarmning i halvlegspausen under EM i Sve-
rige. Bemeerk at bdde cheftraener og teamdoktor falger opvarm-
ningen med stor interesse.

at score pa det afgerende straffespark,
og mod Norge var hun med igen. Efter
jubelscenerne, se billede 7, var det igen
tid til at treene. Til trods for at klokken
var over midnat, fokuserede de 10 spil-
lere, der ikke havde vaeret i kamp, pa
at forberede sig optimalt til den naeste
kamp: Semifinalen mod Norge.

Traeningskultur med store
effekter!

Forberedelserne til EM i Sverige mar-
kerer en markant udvikling for dansk
kvindefodbold. EM i Sverige var et
stort skridt fremad i relation til tree-
ningskultur og fysisk formden. En
udvikling der gjorde en stor spillemees-
sig forskel. Teknisk-taktiske analyser
fra Instat underbygger at malet blev
naet — at den fysisk form var tilstreek-
kelig til at honorere de krav som spil-
lestilen forlanger: I 4 ud af 5 kampe
havde Danmark klart bolden mest (fx
58% mod Sverige i dbningskampen og
66% mod Norge i semifinalen). I 4 ud
af 5 kampe havde Danmark flere suc-
cesfulde aktioner pa modstanderens
sidste % del af banen (90-29 mod Fin-
land, og 102-41 mod Norge i semifina-
len). Og sidst, men ikke uvaesentligt,
sd havde Danmark i 4 ud af 5 kampe
flere afslutninger end modstanderen
(eksempelvis 26-5 mod Finland og 13-
11 mod Italien). Tallene er indikatorer
pé kampenes forleb og beskriver at vi
ville veere grundige i vores chanceska-
bende spil. At vi ville have mange spil-
lere om bolden i opbygningsspillet og
afslutningsspillet, s& sandsynligheden
for succes pa den sidste 1/4 ggedes og
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at vi dermed kunne forege vores chan-
cer for at score. Turneringsstatistikken
forteller ogsa at det hele endte med en
bronzemedalje. En bronzemedalje vi er
stolte af. En bronzemedalje der blandt
andet kom i hus gennem en lang for-
beredelse for spillere, treenere, holdle-
dere og sundhedsstab. En forberedelse
bygget pa grundighed, viden og Team
Work.

Lees mere og se video: Danske kvinder
i topform inden EM: http:/ /www.dbu.
dk/Nyheder/2013/Juli/KvindeA _i_
topform

Om Yo-Yo IU2 testen: http:/ / www.
dbu.dk/uddannelse_og_traening/tra-
eneruddannelse/ TraenerLounge / Un-
dersoegelser/Yo_Yo_IU2_testen.aspx

Billede 7: De danske spillere har kraefter til at sprinte, selv efter 120 minutters
Kontakt: kamp og straffesparksturnering mod Frankrig i kvartfinalen.

Peter Krustrup
Mail: pkrustrup@nexs.ku.dk

Ny bog

"Svinetreening" af idreetsfysiologerne Peter Lowenstein og Jens
Bojsen-Moller beskriver en ny treeningsform, der er sjov og
staerkt motiverende. Den hedder "svinetreening", fordi det er
en svinehard, effektiv treening, og fordi man indimellem roder
rundt pa jorden og bliver beskidlt.

I'bogen er der rdd og vejledning, inspiration til evelser og tree-
ningsprogrammer til alle niveauer fra begynder til ekspert og
fra bern til eeldre. Treeningen kreever intet seerligt udstyr eller
K\j—UV—Bm @[E[Fv r forberedelse, og alle kan veere med.

L ﬁmmm Svinetreening foregdr udenders, og selv om traeningen hviler
~Ra
@ bl "d“"‘*’""'"g for alle pé et solidt, fagligt grundlag, er det sjovt, anderledes, lidt skert

og lidt vildt — og sa er man glad som en lille gris, ndr man er
feerdig med at treene, siges det.

"Svinetraening” af Peter Lowenstein og Jens Bojsen-Maoller; Turbine
2014; 180 sider; ISBN 978-87-7141-507-0; vejl. pris 279,00

& Turgine
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Effektiv
behandling ved
kKnaeproblemer

BEHANDLING HJEMME HOS DIG SELV MED KNEEHAB®

KAN LEJES.

. Kneehab

Hjeelp ved knaeproblemer

De fleste knaeproblemer opstar ved slid eller skader.
Statistikken siger, at 8 ud af 10 personer over 50 ar

har slidgigt | mere eller mindre udtalt grad, og hvert ar
kommer mange til skade i forbindelse med arbejde eller
sport. Ny behandling med Kneehab, et apparat til
elektrisk stimulering af larmusklerne, kan nedseette
smerter i slidte knee samt ege beveegelighed og styrke,
sa du maske undgar eller udsaetter en knasoperation.

Hurtigt pa benene efter Anbefales af laeger

kﬂ EBDperatIO n %= Liger og fysioterapeuter anbefaler brugen at Kneehab® pa baggrund af veldekumente-
:*" rede Kliniske tests, Sammen med anden faglig behandling cpnér patienter, der anvender

%= Hvis du alligevel har brug for en knzoperation, viser forseg med Kneehab®, at du hur- Kneehab®, sarligt gode resultater som eget styrke | [armuskleme, stere bevagelighed og

1*" tigere far betydeligt sterre styrke | larmuskulaturen efter cperationen og derfor kemmer  hurtigere rehabilitering.

pé arbejde 7 dage for patienter, der ikke bruger Kneehab®.

Dokumenteret effekt ved
0 ;
Kneehab _wrker effektivt mange knaeproblemer:
0g behageligt
+ for og efter knzoperation
2. Kneehab® fungerer ved at sende milde og behagelige slektriske impulser til bevaege- + ved slidgigt og leddegigt

:E' nerverne i idrmuskleme, sa de skiftevis rekker sig sammen og stapper af. Den prascist + ved sporisskader
koordinereda stimulering styrker musklerme vessentligt, nilket eger stabilitsten | knaleddet + ved neurologiske tilstande
og blodgennemstramningen til omrédet. Smerten | knzet reduceres, og du motiveres til mere + efter slagtilizslde

bevagelse, der igen virker positivt pd helingsprocessen,

Kneehab® programmer

Program 1

Program 2
1

Venstre be

e .f

/" sports pharma as

Lo L
& . Faf2 2
Laes mere om KNEEHAB® pa www.sportspharma.dk wvnw.sportspharma.dk / sp@sportspharma. gk
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Biceps tendinitis

Af Klaus Bak, overlaege, Skulder-albuesektionen, Ortopaedkirurgisk afd. T, Herlev Hospital.

Biceps tendinitis er en noget uklar be-
tegnelse for smerter med relation til
caput longum af biceps. Iseer tendinitis
kan veere sveer at forsvare, da det er
sjeeldent, at man kan pavise inflam-
matoriske celler, men da caput longum
relaterede smerter ville veere en noget
akavet betegnelse, vil terminologien
fra overskriften i videst muligt omfang
blive bevaret. Tendinopati ses ogsa i
relation til den distale bicepssene, men
vil ikke blive beskrevet her.

Arsager

Smerter med relation til caput longum
ses hyppigt hos idreetsfolk, forst og
fremmest hos kastere, svommere og i
ketchersport (overhead sports). Caput
longum udspringer fra evre glenoidal-
kant som en del af det gvre labrum-
kompleks. Dens funktion i glenohume-
ralleddet menes at veaere et eftergiveligt
omdrejningspunkt for indad- og

udadrotation i glenohumeralleddet.
Hvis man ser pa labrums morfologi, er
den ovre ledleebe delvist mobil, mens
den nedre ledleebe er mere stabil som
en base for kraftoverforing. Caput
longum relaterede smerter kan derfor
ses i forbindelse med traumatisk eller
atraumatisk lesning af evre ledleebe
(SLAP-leesion). Caput longum har iseer
hos kastere en anterior stabiliserende
funktion, og den bidrager iseer i de
yngre ar til at centrere caput under be-
lastninger over skulderniveau. Hos eel-
dre cuff-insufficiente er dette illustreret
ved, at caput longum giver tiltagende
symptomer, bliver breddegget og syno-
vialbelagt, da den ikke er i stand til at
lave centreringsarbejdet alene. Mange
spontane rupturer af caput longum op-
star pa denne baggrund.

Biceps tendinitis hos idreetsfolk er
ofte relateret til en mikroinstabilitet i
glenohumeralleddet og en scapuleer

Figur 1: Speeds test. Aktiv fleksion af fuldt supineret og
strakt arm mod modstand udloser reproducerbare smerter
pd forsiden af skulderen.

dysfunktion. Et normalt fungerende
scapula i hvile og under kast er posi-
tioneret i posterior tilt og udadrotation,
hvorved caput er preecist centreret og i
stand til at veere et stabilt omdrejnings-
punkt for kraftoverfering. Al overhead
sport indebeerer en risiko for udtreet-
ning af scapulas stabilisatorer, hvilket
medferer en oget protraktion og oget
anteriort tilt. Med i scapuladysfunk-
tionen herer ofte ogsa en kontraktur

af pectoralis minor, samt eget tonus i
trapezius superior. Samlet giver dette
et pres pa caput frem mod forreste
kapsel, hvilket kan give oget stress pa
caput longum. Det er uvist, om det er
udtreetning, mikroinstabilitet, caput
longum-smerter eller scapuladysfunk-
tion, der kommer forst eller hvordan
reekkefolgen er, men ved klinisk under-
sogelse vil den typiske kliniske pree-
sentation kunne afslere alle fire fund.

Figur 2: Upper cut test. Patienten skubber opad mod
undersogerens hdnd. Positiv test er reproducerbar

smerte fortil pd skulderen.
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Undersagelse

Biceps tendinitis er karakteriseret ved:
1) distinkt palpationsemhed i sulcus
bicipitale, 2) Positiv Speed test (Figur
1), 3) Evt. positiv Upper Cut test med
reproducerbare smerter (Figur 2).
Undersog desuden for cuff styrke og
scapula funktion (dyskinesi JA /NE],
scapula assistant test og scapula retrak-
tionstest).

Det bedste billeddiagnostiske instru-
ment er ultralydsscanning. Her kan
caput longum evalueres for eendring
i signalintensitet og stabilitet, og vee-
ske kan evt. pavises i tenosynovium,
hvilket er patogonomisk (Figur 3).

Ved UL-scanning kan man endvidere
evaluere tegn pd partielle rupturer af
subscapularis og supraspinatus, som
kan veere en medvirkende arsag til
bicepsaffektionen. MR-scanning kan
veere indiceret hos yngre for at pavise
samme partielle cuff leesioner, eller as-
socierede labrumlzesioner eller anden
instabilitetspatologi. Hos eeldre vil MR
scanning evt. kunne pavise degenera-
tive rotator cuff forandringer.

Behandling

Behandling af biceps tendinitis retter
sig primeert mod drsagen. NSAID el-
ler anden analgetisk behandling kan
forseges i en kortere periode sammen
med fysioterapi rettet mod optimering
af scapula og rotator cuff funktion.
Injektion omkring caput longum med
corticosteroid (ultralydvejledt injektion
er at foretraeckke) kan have en hurtig
effekt pa smerterne, som gor den fy-
sioterapeutiske gvelsesbehandling
lettere. Der ber vaere begyndende ef-
fekt af denne behandling indenfor 6-10
uger, men selve forlebet kan vare over
3 maneder, for der er endelig effekt.
Seerligt sveere tilfeelde uden fremgang
ber tilbydes yderligere udredning og i
sidste ende eventuelt kirurgi rettet mod
den formodede patologiske drsag. Hos
yngre ofte en mikroinstabilitet og eller
anterior-superior labrumleesion, og hos
eeldre i ca 90 % af tilfeeldene mod cuff
insufficiens.

Kontakt:

Klaus Bak, overlege
klaus.bak@regionh.dk

Figur 3: Fortykket caput longum og veeske i tenosynovia.

Biceps tendinitis: Atiologi klinik og behandling

Ktiologi:

Klinik:

Billeddiagnostik:

Behandling:

Yngre(< 50 dr)

e Overhead overuse

® Primeer scapula dyskinesi?
e Glenohumeral mikroinstabilitet?
* Rotator cuff dysfunktion?

e Forreste skuldersmerter

e Forveerring ved overhead brug

e Palpationsem i sulcus bicipitale

* Jget anteriort caput glide

® Positiv Speed's test

e Positiv Upper Cut test

® Scapula dyskinesi

¢ Lindring ved Scapula
Retraktions Test

e UL-skanning
* MR-skanning (labrum og partiel cuff?)
mhp. associeret cuff-ruptur

Kldre (> 50 dr)

90% cuff patologi/
insufficiens

+ svaekket styrke
i rotator cuff

Mere sjeeldent

* Fysioterapi mhp. optimering af centrering af caput
humeri og korrektion af scapula dysfunktion

* NSAID
e Evt. steroidinjektion

e Kirurgi er yderst sjeelden: Labrum repair, tenosynovektomi

eller tenodese
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Hold dig opdateret ...

Guide fil opdatering pa det idraetsmedicinske omrade

Af Michaeel Skovdal Rathleff og Anders Nedergaard

Gennem de seneste dr er der kommet
storre og sterre fokus pa at viden skal
formidles til de faggrupper, den bere-
rer, og ikke kun spredes gennem viden-
skabelige medier som kreever betaling
for adgang. Der er efterhdnden mange
steder hvor meget viden, relevant for
sportsmedicin, bliver gjort frit tilgeen-
geligt. I denne korte opsummering for-
soger vi at beskrive de internetsider og
redskaber som vi selv geor brug af for at
holde os opdateret indenfor det sports-
medicinske omrade.

Blogsfaeren

Blogsfaeren repraesenterer en boblende
undergrund, der indeholder skidt sével
som kanel. Men adskillige forskere og
fagfolk blogger ogsd om emner rele-
vante for sportsmedicin. Hvilke blogs
der er aktive og hvilke der kontinuert
leverer godt og aktuelt materiale va-
rierer lidt. Nedenunder er der links til
oversigter over sddanne blogs.
http:/[researchblogging.org/blog/home/
id[2706
http:/[www.mastersinhealthcare.com/
blog/2009/50-best-sports-medicine-blogs/

Podcasts

Podcast er en metode til udgivelse af
lyd eller video. Flere af de storre og
mindre tidsskrifter begynder at lave
podcasts relateret til specifikke artik-
ler, som de publicerer, eller i relation
til et bestemt emne. British Journal of
Sports Medicine (BJSM) har igennem

de seneste ar optaget 110 Podcast (i

alt 40 timer) fra nogle af de dygtigste
klinikere og forskere indenfor det
idreetsmedicinske omrdde. Man finder
linket p& forsiden af BJSMs hjemme-
side (bjsm.bmj.com). P4 samme vis har
American Journal of Sports Medicine
en liste med Podcasts, som ogsa findes
via deres primere hjemmeside http:/ /
ajs.sagepub.com/ . Af andre relevante
Podcasts kan folgende neevnes: Physio
edge (findes via deres hjemmeside eller
Itunes). F.eks. er der en podcast med
Kristian Thorborg (#016 Preventing
hamstring injuries with Dr Kristian
Thorborg). De kan alle findes via Itu-
nes eller lignende.

Youtube

Youtube er blevet en gigantisk samling
af videoer, der er frit tilgeengelige. Flere
og flere begynder at uploade videoer
fra konferencer (herunder ogsé den
danske idreetsmedicinske drskongres).
En af de hospitaler, som lebende
uploader videoer fra deres konferencer,
er Aspetar Sports Medicine Hospital i
Qatar. De kan findes pa Youtube under
brugernavnet “ASPETARQatar” med
videoer fra flere af deres konferencer.
En anden er British Journal of Sports
Medicine (BJSM) som har en stor
samling videoer med kliniske tests og
undersogelser. Blandt andet er der en
video med Mark Hutchinson, som de-
monstrerer McMurrays test, der er ble-
vet set mere end 1.2 millioner gange.

Twitter

Twitter er blevet et populeert medie

at ytre sig positivt og negativt om ny
forskning. Ofte kan man via Twit-

ter folge den umiddelbare debat og
meningsytring ndr det geelder nye
studier. Twitter fungerer pa den made
at man veelger at folge nogle bestemte
personer. Herefter vil man i sin Twit-
ter-app se nye tweets fra denne person
(tweet=max 140 tegn evt. kombineret
med et billede, se billede 1). Det bety-
der pd den ene side at man skal fatte
sig i korthed, og pa den anden side

at der kreeves hej preecision i teksten.
Det betyder at det er hurtigt og meget
overskueligt at leese tweets fra andre
brugere. Nogle bruger Twitter til at
ytre sig om ny forskning, mens andre
anvender Twitter til at gore opmeerk-
som pé ny relevant forskning (inklu-
sive deres egen).

Det er dog vigtigt at man felger de
rigtige personer afheengig af sin inte-
resse. F.eks. kan brugeren “Monsters”
(forkortelse for Monash Tendinopathy
researchers, som bla. inkluderer Jill
Cook som talte til den Idreetsmedicin-
ske Arskongres 2014) folges ved inte-
resse i tendinopati. P4 samme mdade
kan bodyinmind felges, hvis man
interesserer sig for smerteforskning.
Derudover er der mange enkeltstdende
klinikere og forskere, som hyppigt an-
vender Twitter. Begge forfattere anven-
der i ovrigt Twitter.
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Pubmed

De fleste kender National Institute of
Health’s Pubmed som kan bruges til at
soge efter videnskabelig litteratur. Til
storstedelen af litteraturen kreever det
dog man har et login eller sidder med
en institutionsadgang som f.eks. pd et
universitet eller sygehus. De fleste af
universitetsbibliotekerne kan dog op-
rette privatpersoner som lanere, hvor-
efter man vil kunne fa adgang til ster-
stedelen af den videnskabelig litteratur
der kan findes via Pubmed (kontakt dit
lokale universitetsbibliotek for mere in-
formation). Men Pubmed kan ligeledes
bruges til at soge efter open-access ar-
tikler (dvs artikler som ikke kraever et
specielt login). I venstre side kan man
krydse af om man kun ensker at fa vist
open-access artikler (marker “Free full
text availiable”, se billede 2). Open ac-
cess er blevet mere og mere populeert
og der ligger efterhanden rigtig meget
fri tilgeengeligt viden.

Eksempelvis giver en simpel sog-
ning pd “Patellofemoral Pain” i alt
1818 hits. Nar man derefter klikker pa
"”Free full text availiable” indskraenkes
segningen saledes kun artikler der kan
tilgds uden universitetsadgang eller
lignende er synlig. Her er der 330 hits
(dvs. knap 20% af artiklerne er frit til-
gaengelige).

Afslutning

Der findes helt sikkert flere gode res-
sourcer, sa hvis nogle leesere sidder
med gode ideer er de meget velkomne
til at skrive til redaktionen. Vi vil her-
efter ligge linkene op pé hjemmeside
eller inkludere dem i en opdateret liste
i et senere nummer af Dansk Sportsme-
dicin.

Kontakt:

Michael Skovdal Rathleff
michaelrathleff@gmail.com

Anders F. Nedeergaard
anders.fabricius.nedergaard@gmail.
com
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Ny viden ...

Korte resuméer af nye publikationer

Samlet af Dansk Sportsmedicins redaktion

Knae og baglar

Hvert 2. ar afholdes en kongres, hvor
60 forskere og klinikere med seerlig
interesse i Patellofemoralt Smertesyn-
drom (PFP) medes for at preesentere
den nyeste forskning. Formalet med

kongressen er at fremme forstaelsen for

de faktorer, som bidrager til udviklin-
gen- og behandlingen af PFP. Efterfol-
gende bliver der skrevet et konsensus
statement pa baggrund af kongressen
samt ny viden siden forrige kongres 2
ar tidligere. I september 2013 blev kon-
gressen afholdt i Vancouver, Canada.
Her preesenteres nogle enkelte highli-
ghts fra konsensus statement [1], men
interesserede anbefales at laese hele
konsensus statement, som er udgivet i
artikelform med open access pa British
Journal of Sports Medicines hjemme-
side.

Nogle af de vigtigste nye resultater
viser at forekomsten hos unge mel-
lem 12-19 ar er 6-7%, og maske endda
endnu hejere hos dem der dyrker me-
get sport. Derudover er der tiltagende
med data som indikerer, at der eksiste-
rer et patellofemoralt kontinuum med
ungdoms PFP som den tidlige fase og
patellofemoral artrose som den sene
fase af samme lidelse. Dette understre-

ger alvorligheden af PFP, at behandling

er vigtig, og at vi ber behandle tidligt

i forlebet. En anden ny erkendelse er
vigtigheden i at taenke bredt i behand-
lingen af PFP. Tidligere har man foku-
seret meget pa foden og kneaeet. Nye
data bekreefter at man i lige sa hej grad
bor rette fokus proximalt, samt have

fokus pa bade baekken og overkrop.
Det ser ud til at behandling via styrke-
treening er mere effektiv safremt man
inkluderer hoften fremfor udelukkende
at fokusere pd quadriceps. En af de nye
behandlingsmetoder, som ser ud til at
veere effektiv hos lobere med PFP, er
running retraining. Denne behandling
fokuserer pa at eendre maden leberen
beveeger sig p4, f.eks. ved at afkorte
skridtleengden. Tanken er at modificere
lobemenstret for at reducere belastnin-
gen pa det patellofemorale led.

Dansk Sportsmedicin har talt med
Ass. Prof. Kay Crossley, University of
Queensland, Australien, som arrange-
rede konferencen sammen med Chri-
stian Powers, Erik Witvrouw og Jenny
McConnell og er seniorforfatter pad
konsensus statement. Ifelge hende er
de vigtigste nye erkendelser indenfor
PFP de sidste 2 ar folgende:
“Patellofemoral pain has mostly
been considered a condition of teen-
agers and young adults, and many he-
alth and medical practitioners believe
that the pain will resolve spontaneous-
ly, or after a period of rest. However,
this has been an area of much research
recently. We now know that patel-
lofemoral pain is common in young
adolescents and patellofemoral oste-
oarthritis is common in older adults.
Patellofemoral may exist along a con-
tinuum of disease where, in some pa-
tients, chronic patellofemoral pain may
progress to patellofemoral osteoarthri-
tis. Furthermore, the natural history of
patellofemoral pain is rarely to sponta-

neously recovery. Resting may reduce
the pain, but the pain will frequently
return on activity resumption. We
have good evidence that best-practice
management for patellofemoral pain
includes exercise-focussed treatments,
incorporating taping and mobilisati-
ons. Such treatments are effective to
reduce the pain and improve function
in people with patellofemoral pain.”

Gruppen fra det artroskopiske cen-

ter pA Amager Hospital har lavet en
artikel baseret pa en case-serie af fod-
boldspillere med akutte fiberspreeng-
ninger i baglaret. De har monitoreret
50 fodboldhold der spillede i en af de
overste 5 danske divisioner fra januar
til december 2008[2]. I lobet af stu-
diets forleb skete der 67 haseskader,
og af disse blev de 51 undersogt med
ultrasonografi og inkluderet i studiet.
Ultralydsundersogelsen blev udfort 1
til 10 dage efter skaden var sket (gen-
nemsnit 5.2 +/- 2 dage) og de fandt at
i 31 ud af de 51 var de ultralydsfund
relateret til skaden. To tredjedele af de
ultralydsaktive skader var skader pa
biceps femoris og den sidste tredjedel
var pa semimembranosus. Den gen-
nemsnitlige skadesperiode varede 25.4
+/-15.7 dage og interessant nok var
der hverken en sammenhaeng imellem
skadesperiodens leengde og hvorvidt
skaden kunne ses med ultralyd, eller
mellem skadesperiodens leengde og
storrelsen af traumet, mélt pa ultralyd
(i de individer hvor skaden kunne ses
pa ultralyd). Det betyder at prognosen
for skadesforlebet i haseskader ikke
skal baseres pa skon fra ultralyd alene.
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Pladerig plasma

Robert-Jan de Vos fra Adam Weirs
gruppe pé Aspetar hospitalet i Quatar
har begéet en systematisk oversigt-
artikel om effekten af Platelet-Rich
Plasma (PRP)-injektion i behandlingen
af tennisalbue (lateral epikondy] ten-
dinopati)[3]. I oversigtsartiklen har de
lavet en systematisk sggning pa alle

de store sundhedsfaglige sogebaser og
identificeret 6 studier, som faldt inden
for inklusionskriterierne, hvoraf 4 blev
betragtet som veerende af hej kvalitet
pé baggrund af en PEDro score pa
(Physiotherapy Evidence Database). In-
klusionskriterierne for studierne var at
der skulle veaere en klinisk diagnose pa
tennisalbue samt et randomiseret kon-
trolleret studie med PRP-behandling
og med outcome mal pa smerte- eller
funktionsniveau. Af de 4 hej-kvali-
tetsstudier viste de 3 ingen effekt ved
PRP-behandling, mens det sidste viste
en favorabel effekt i forhold til kor-
tikosteroid behandling, som dog nu
menes netto at have en skadelig effekt
i forbindelse med tendinopatier. Begge
studierne af lavere kvalitet viste fraveer
af effekt af PRP-behandling. S& pé bag-
grund af den eksisterende litteratur ma
man konkludere at der for veerende
ikke er evidens for positiv effekt af
PRP behandling i forbindelse med
tennisalbue. I artiklen diskuteres det
dog, hvordan problemet med mang-
lende dyremodeller for tennisalbue,
svigtende bleending af behandleren
(overfor behandlingen), begreensede
muligheder for at selektere patienter og
kontrolgrupper pa en passende made,
samt hvordan patienttab ved laengere
tids opfelgning alle kan sveekke den
videnskabelige kvalitet af de eksiste-
rende originalstudier.

Tilbagevenden til sport

En gruppe fra "Orthopedic Sports
Medicine Program” pa universitets-
hospitalet i Toronto, Canada har lavet
en kvalitativ undersogelse (case se-
rier) af patienter, der har faet forreste
korsband (ACL) rekonstruktioner og
hvad der har pavirket deres valg om
at vende tilbage til sport eller ej[4]. I
underspgelsen malte forskerne blandt
andet aktivitetsniveau og om patienten
vendte tilbage til sport eller €j (ja/nej).
De lavede ogsa kvalitative semistruk-
turerede interviews af 31 patienter om

deres beslutninger om at vende tilbage
til sport efter skaden eller ej. Ikke over-
raskende var forskellige manifestatio-
ner af frygt eller angst det personlige
karaktertraek, som gennemgédende var
steerkest forbundet til beslutningen om
at droppe sport (frygt for ny skade el-
ler invaliditet, f.eks.). Dernaest var det
generel prioritering i livet (keerester,
born, etc.) og til sidst noget mere ge-
nerelt om patientens personlighed. De
fandt nemlig, at personer som var selv-
motiverede eller intrinsisk motiverede
havde lettere ved at vende tilbage til
sport end dem, hvor en forsigtig/ for-
beholden personlighedsstruktur var
mere dominerende. Disse fund er in-
teressante da tidligere studier har vist
at psykologiske forhold hos patienter
kan veere lige sa eller mere afgorende
for beslutningen om at vende tilbage til
sport end objektive forhold som lashed
af leddet efter operation.

Beslutningen om, hvorndr en atlet
er klar til igen at spille efter at have
padraget sig en hjernerystelse, kan
afheenge af hvordan atleten klarer sig
i kognitive tests og hvilke symptomer
atleten optraeder med. McClure et al
undersogte sammenhaengen mellem
maengden af sgvn den forgdende nat
0g score pa en neurocognitiv test de-
signet til at screene atleter i forbindelse
med hjernerystelse[5]. Forskerne s&
ogsd pd sammenhaengen mellem sovn
og rapporterede symptomer pa hjerne-
rystelse.

Forsggsdeltagerne var 3686 atleter
i alderen 14-234r uden forudgaende
hjernerystelse og forskernes hypotese
vat, at de atleter der sov mindst ville
have en lavere test score samt rappor-
tere flere symptomer pd hjernerystelse.
Forskerne s3, at de atleter der sov
under 7 timer i gennemsnit havde en
signifikant lavere score og rapporte-
rede flere symptomer end dem der sov
mere. Studiet var et tveersnitsstudie og
kunne derfor ikke forteelle om arsags-
ammenhangen mellem sovn og score/
symptomer. Forskerne konkluderer
dog at det er relevant at sperge ind til
atletens sgvnvaner. Dette geelder bade
ved indledende neurokognitive tests
og under senere evaluering for, hvor-
nar en atlet igen er klar til at spille efter
hjernerystelse.
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Fodder og leb

Ryan et al undersoggte risikoen for at
udvikle en skade ved skift fra en vanlig
lebesko til en mere minimalistisk lobe-
sko[6]. 99 erfarne motionslgbere blev
randomiseret til en neutral sko (Nike
pegasus 28), en delvist minimalist sko
(Nike free 3.0 v2) og en fuld minimalist
sko (Vibram 5-finger Bikila). Ingen af
loberne brugte en minimalistisk labe-
sko pé forhand. Deltagerne blev fulgt i
12 uger og blev elimineret fra studiet,
hvis de fik enlebe skade der gjorde
dem ude af stand til at deltage i 3 pa
hinanden felgende labepas. Efter 12
uger var der registreret 23 skader, og
sammenlignede man med den neutrale
sko var den relative risiko for at udvik-
le en skade 160% i den fulde minima-
listiske sko og 360% i den delvist mi-
nimalistiske. Deltagerne der lob i den
fulde minimalistiske sko rapporterede
ogsd signifikant flere loberelaterede
smerter i skinneben og leeg sammenlig-
net med de andre deltagere. Klinikeren
ber veere opmeerksom pa den poten-
tielt ogede risiko for at udvikle skader
ved brug af minimalistiske lobesko,
iseer sko af den delvist minimalistiske

type.

Kornaat et al undersogte forekomsten
af knoglemarvsedem hos skadesfri
professionelle lobere[7]. 16 professio-
nelle mellemdistance- og langdistan-
celobere som havde vaeret skadesfri i
minimum et &r blev MR-scannet i star-
ten af en treeningssaeson og igen efter 7
mdneder. 14 ud af de 16 lebere havde
varierende grad af knoglemarvsgdem
ved forste MR scanning og der blev i
alt fundet 45 leesioner hos atleterne.
Efter 7 maneder var der i alt tilkommet
9 nye leesioner, mens 10 leesioner var
forsvundet. To af atleterne udviklede
treethedsbrud igennem de 7 méneder,
men der var ingen sammenhaeng mel-
lem skader som atleterne erhvervede
under seesonen og omrader hvor man
sd knoglemarvsgdem. Forskerne kon-
kluderede derfor at man ikke umiddel-
bart ber @endre treening pd baggrund af
tilfeeldigt fundne knoglemarvsodemer
og at man skal veere pdpasselig med at
sammenholde nytilkomne symptomer
med leesioner.

Cam-deformitet er en anomali pa fe-
mur ved hoften, der disponerer for hof-
teartrose. Agricola et al har i et kohor-
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te-studie undersogt, dels under hvilken

periode hos unge at cam-deformiteten
udvikles, og dels hvorvidt om man

via visse parametre kan forudsige ud-
viklingen af en cam-deformitet[8]. 63
asymptomatiske unge fodboldspillere
(mellem 12-19 &r) fra en eliteklub del-
tog bade ved baseline og ved en 2-drs
opfelgning. Ved begge tidspunkter
vurderede man ud fra radiologi om
tilstedeveerelse af deformitet, dels ved
at udmale ”alfa-vinklen” (cam-defor-
mitet hvis > 60°) og dels ved at klas-
sificere caput-collum-overgangen pa
baggrund af udseendet (enten normal-,
affladet eller prominerende). Overord-
net hos gruppen viste resultaterne en
signifikant foreget preevalens af cam-
deformitet mellem baseline og opfelg-
ning. Hos drenge mellem 12-13 &r ved
baseline steg preevalensen af det affla-
dede udseende fra 13.6% til 50.0%. Ved
alle hofter, der havde en dben proximal

femoral epifyseskive, steg preevalensen

af det prominerende udseende fra 2.1%
til 17.7%. Nar man sa pd dem med en
lukket proximal femoral epifyseskive
betod dette, at der hverken skete signi-
fikante aendringer i forhold til udvik-

lingen eller sveerhedsgraden af en cam-

deformitet. Alfa-vinklen viste for hele

gruppen en stigning af praevalensen fra
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Kongresser ® Kurser ® Mader

o INTERNATIONALT . ~

28. - 31. maj 2014, USA

ACSM Annual Meeting 2014, herun-
der "World Congress on the Role of
Inflammation in Exercise, Health and
Disease", Orlando, Florida.

Info: www.acsmannualmeeting.org

18. - 22. juni 2014, Canada

33rd FIMS World Congress of Sports
Medicine, Quebec.

Info: www.fims2014.org

24. - 28. juni 2014, Finland

22nd Puijo Symposium "Physical Exer-
cisein Clinical medicine - Critical Ap-
praisal of Scientific Evidence", Kuopio.
Info: www.puijosymposium.org

2.-5.juli 2014, Holland

19th annual Congress of the European
College of Sport Science, "Sport Science
around the Canals", Amsterdam.

Info: www.ecss-congress.eu/2014/14/

23. - 5. oktober 2014, Finland

Scandinavian Congress of Medicine
and Science in Sports, Helsinki.
Info: www.sportscience.fi

7.-9. november 2014, Norge

NIMEF & FFI Idrettsmedisinsk Hostkon-
gress 2014, Tromsg.

Info: www.2014im.com

Hizelp os med at forbedre denne side!

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

o DIMS kurser 2014 .

Diplomlzgekursus trin 2
® 3. -7.maj

Diplomlzegekursus trin 1 vest
e Uge 35

"4

Find aktuelle kursusoplysninger pé:

www.sporfsmedicin.dk og facebook:
"Dansk Idreetsmedicinsk Selskab”

o FFl kutsuskalender2014 ~

Praktiske kurser:

Akutte skader og farstehjeelp

e Arhus, 7. november

Antidoping
e Kgbenhavn, 27. oktober

Taping

* Kobenhavn, 18. september

Styrke og kredlab
e Varde, 19.-22. juni
e La Santa, 26. sep.-3. okt.

Kliniske kurser:

Introduktionskursus
e Odense, 21.-22. august
e La Santa, 26. sep.-3. okt.

|draeisfysioterapi og skulder

® Horsens, 9.-10. september
¢ La Santa, 26. sep.-3. okt.

e Kgbenhavn, 8.-9. oktober

|draeisfysioterapi og albue/héand
* Kobenhavn, 17. september
e La Santa, 26. sep.-3. okt.

|draetsfysioterapi og knze
e Arhus, 12.-13. september

e Kgbenhavn, 18.-19. november

|draeisfysioterapi og hofte/lyske
* Kobenhavn, 23.-24. september
e Horsens, 13.-14. november

|draisfysioterapi og fod/ankel
e Arhus, 24.-25. oktober
e Kgbenhavn, 10.-11. november

|drat og rygproblemer

e Odense, 3.-4. november
(introduktionskursus skal veere gen
nemfort)

Supervision af praksis
e Kgbenhavn, 29.-30. oktober

Andre kurser:

Videnshaseret undersagelse af
lbere og leb ('labestilskursus')
® Odense, 5.-6. september

Golf-temadag

e Odense, 13. juni

Eksamen:

Eksamen Del A
e Odense, 22.(-23.) november

Eksamen Del B

e Kgbenhavn, 5. december

Find aktuelle kursusoplysninger pd:

www.sporisfysioterapi.dk
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|dratsmedicinsk Golfturnering 2014
for idraetsfysioterapeuter og idraetsleger

Fredag den 13.6.2014 kl. 13.00 — ca. 20.00
Golfdagen finder sted i Odense Golfklub, He-
stehaven 200, 5220 Odense S, www.odense-
golfklub.dk

Dagen er planlagt til et arrangement med
praksis i form af golfspil og et kort teoretisk

opleg.

Der spilles Stableford med fuldt Hep og op-
deling i reekker afhaengig af deltagere.

KI. 12.00:

Treening efter eget onske pa driving range og
treeningsbane

KI. 13.00:

Tee off for 1. bold (Iebende start)

KI. 18 (ca.):

Teoretiske opleeg fra Henning Langberg og
Flemming Enoch om ”Elektronisk golfscree-
ning”

KI. 19 (ca.):

Afslutning og Spisning

Pris for dagen inkl. let aftensmaltid samt
greenfee og preemier: 500 kr. for medl. af
FFI/DIMS og 800 kr. /ikke medl. Max. Antal
deltagere er 40. Medlemmer har 1. prioritet
derefter forst til molle.

Tilmelding via FFI's hjemmeside eller direkte
til Vibeke Bechtold vbe@idraetsfysioterapi.dk

Yderligere oplysninger findes pa
www.sportsfysioterapi.dk og www.sportsme-
dicin.dk

"Styrketraning og kredslabstraening”
i Varde 19. — 22. juni 2014

fagforum
for
idraetsfysioterapi

Nyeste viden og gennemgang af fysisk styr-
ketreening og aerob- /anaerob treening i teori
og praksis. Kursus har ved tidligere athol-
delse faet fantastiske evalueringer, s skynd
dig, hvis du synes det lyder spaendende. Der
er kun kort tid at tilmelde sig i.

Formal og indhold:

Kursus vil indeholde forskellige typer af styr-
ketreening og kredsleb i forhold til traenings-
former, teknik, skadesrisici, treeningsfysio-
logi, doserings- og progressions muligheder
for forskellige malgrupper. Du skal arbejde
praktisk bade med styrke og kredsleb i lebet
af undervisningsperioden.

Mailgruppe:

Fysioterapeuter med interesse indenfor omra-
det; max 20 deltagere. Medlemmer af FFI har
fortrinsret.

Undervisere:
Flemming Enoch og Henning Langberg

Arrangor:
FFI - Kontaktperson Vibeke Bechtold, vbe@
idraetsfysioterapi.dk

Kursuspris:
kr. 6.000,- kr. for FFI medlemmer, 6.500,- kr.
for ikke medlemmer

Tid og sted:

Torsdag den 19.6. til lordag den 22.6. i Varde
Fysioterapi og Treeningscenter, Vestre Lande-
vej 67, 6800 Varde http:/ / www.varde-fysio-

terapi.dk/

Tilmelding:
Via www.sportsfysioterapi.dk eller mail til
Vibeke Bechtold: vbe@idraetsfysioterapi.dk
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Info: Idraetsmedicinsk Uddannelses-
udvalg, c/o kursussekreteer Majbrit
Leth Jensen.

E-mail: majjense@rm.dk

. m.
]
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 pad Bispebjerg
Hospital, Institut for Idraetsmedicin.
Der afholdes eksamen hvert andet dr
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 genoptraening 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.
e Anden idretsmedicinsk relevant aktivitet dokumenteres af den ansvarlige for aktiviteten.
* Klublege/teamlage erfaring eller lignende dokumenteres af klubben/teamet eller lignende.

Opdateret december 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 i alt

Idreetsmedicinske arrangementer pointangives af Dansk Idreetsmedicinsk Selskabs Uddannelsesudvalg for kursusafholdelse.

NAVN:

KANDIDAT FRA AR:

DIPLOMANERKENDELSE AR:

Sendes med bilag til DIMS diplomudvalg v/ Jan Remer, Karensmindevej 11, 8260 Viby J, eller pr. e-mail til jromer@dadlnet.dk
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Info: Kursusadministrator Vibeke
Bechtold, Keerlandsveenget 10, 5260
Odense S.

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

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

FAGFORUM FOR IDRATSFYSIOTERAPI

Fremtidsikring

Fagforum for Idraetsfysioterapi (FFI)
har besluttet at eendre uddannelses-
og kursusstrukturen med det formal
at fremtidssikre den sdvel nationalt
som internationalt. Ved de eendrin-
ger, der er planlagt, kan FFI sikre, at
medlemmerne kan dokumentere den
kontinuerlige kompetenceudvikling,
der skal veere til stede for at kunne
kvalificere sig til at ga til specialist
eksamen som beskrevet af Danske
Fysioterapeuter /Dansk Selskab for
Fysioterapi og dermed beere titlen:
Specialist i Idreetsfysioterapi. Derud-
over hjelper vi medlemmerne til at
fa et redskab til brug ved karriereud-
vikling, f.eks. karriereplanleegning,
lenforhandling og anden form for
markedsfering af kompetencer.

Mal

Vores mal med den samlede ud-
dannelses- og kursusaktivitet er at
ligge veesentligt over grunduddan-
nelsesniveauet ved at skabe klinisk
kompetence hos vores medlemmer i
evidensbaseret fysioterapi pd et hejt
niveau og med afseet i videnskabelig
viden kombineret med omfattende
kliniske feerdigheder og praktisk er-
faring.

Strukturen vil treede i kraft fra
kursussaesonen 2014, men de nye,
obligatoriske kurser vil ferst indga
i eksamen i 2015 (i 2014 vil det veere

FFI kursusraekke (idraetsfysioterapeut)

Tabel 1: Skematisk oversigt over uddannelses- og kursusstrukturen

Praktiske kurser Kliniske kurser

Obligatorisk
Valgfrit
Speciale kurser
muskel - sene Valgfrit kursus
skader (2.5 ECTS)

(7.5 ECTS)
Bevagelsesanalyse Valgfrit kursus

(7,5 ECTS) (2.5 ECTS)

Supervision -
eksamensforberedelse
(1,5 ECTS ~ ikke del af sambet kursus ECTS)

] I

] I

] Ferstehjalp 1 Introduktion

1 Akutte skader 1 (1,5 ECTS)

1 (1,0 ECTS) 1

] I

1 I Kna Ankel/fod
I | (L5ECTS) {15 ECTS)
1 Doping I

| (1,0 ECTS) |

1 | Skulder Albue/hdnd
1 I (1,5 ECTS) (1,0 ECTS)
I Tape I

I (1,0 ECTS) |

1 1 Hofte/lyske Ryg

1 1 (1,5 ECTS) (1,5 ECTS)
] Styrke og I

I kredslgbstraning | I

1 (3,0 ECTS) 1

] I

I I

Eksamen: Multiple choice
1

Kliniske feerdigheder

|
Klinisk eksamen (ldraetsfysioterapeut Dip.)

de gamle eksamensretningslinjer, der
er geeldende). Tidshorisonten er valgt
fremadrettet for at give medlemmer og
kursister mulighed for at tage den nye,
samlede kursus/uddannelsesraekke.
Derudover skal alle kursister have
mulighed for at tage de kurser, der evt.
mangler, i forhold til den nuveerende
kursusstruktur.

Samlet uddannelsesforlab

Vi har tilstraebt at skabe et samlet ud-
dannelsesforlob med deleksamener
undervejs, sdledes at man veelge at tage
kurserne enten enkeltstiende eller som
dele af et samlet forleb.

Uddannelsen er opdelt som beskre-
vet i tabel 1 og 2: I 'Praktiske kurser’,
"Kliniske kurser” og 'Specialekurser’.
Det er et samlet uddannelsesforlab
med deleksamener undervejs.

Nuvaerende del A kurser

De nuvaerende del A kurser erstat-
tes af ‘Praktiske” og 'Kliniske kurser’
og A kurserne teeller stadigveek i det

samlede forleb ogsd, selv om man har
taget dem for 2014. Det er vigtigt at
veere opmeerksom pa, at fra 2015 er der
flere nye kurser som indgér som obli-
gatoriske til henholdsvis den praktiske
og kliniske eksamen. Til den praktiske
indgar ‘Styrke og — kredslebstraening’
samt “Antidoping’ og til den kliniske
eksamen indgdr ‘Rygkursus’.

Nuvzarende del B kurser

De nuveaerende del B kurser erstat-
tes af ‘Specialekurser’, som kan veere
varierende i forhold til aktualitet og
muligheder for planleegning sammen
med forskellige universiteter eller
forskningsinstitutioner.

FFI har indledt et samarbejde med
SDU om de specialiserede kurser.
Dette er sket via valgmoduler pa kan-
didatuddannelsen i fysioterapi, og
modulerne: "‘Muskel — seneskader’, og
"Analyse af beveegelse og muskelfunk-
tion” startes op efterdret 2013. FFI vil
bestreaebe sig pa at udvikle flere modu-
ler af denne art.
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Tabel 2: Oversigt over ECTS point for uddannelses- og kursusrakke
for idreetsfysioterapeuter i FFI.
Praktiske kurser | Kliniske kurser Speciale kurser Samlet (ECTS)
Akut fgrstehjeelp | Introduktion Muskel-seneskader
(1 ECTS) (1.5 ECTS) (7.5 ECTS)
Doping Knae Analyse af bevaegelse
(1 ECTS) (1.5 ECTS) og muskelfunktion
(7.5 ECTS)

Tape Ankel/Fod Valgfrit kursus
1 (ECTS) (1.5 ECTS) (2.5 ECTS)
Styrke- og Skulder Valgfrit kursus
kredslgbstraening | (1.5 ECTS) (2.5 ECTS)
(3 ECTS)

Hofte/lyske

(1.5 ECTS)

Ryg

(1.5 ECTS)

Albue/hand

(ECTS 1.0)
Eksamen Eksamen Eksamen
Multiple choice Kliniske faerdigheder | Inkluderet i individuelle
(1.5 ECTS) (2.5 ECTS) speciale kurser
I alt: 7.5 ECTS lalt: 12.5 ECTS | alt: 20 ECTS | alt: 40 ECTS
Afsluttende klinisk eksamen i Idraetsfysioterapi:
Idraetsfysioterapeut, FFl regi (5 ECTS) | alt: 45 ECTS

De valgfrie kurser i den specialisere-
de del kan f.eks. veere kurser fra andre
fagfora og universiteter, nationalt og
internationalt, for hvilke medlemmerne
kan sege merit hos FFI.

Eksamen

Den planlagte afsluttende kliniske
idreetsfysioterapi-eksamen skal bestés
for at man kan kalde sig idreetsfysio-
terapeut i FFl-regi. FFI's samlede ud-
dannelsesforlgb vurderes til 45 ECTS.
Dette er fremtidssikret i forhold til den
endnu ikke godkendte specialistord-
ning i Danske Fysioterapeuters regi.

Supervision

Uddannelsesudvalget (UKU) er i gang
med at beskrive supervisionsforleb,
som kan matche det angivne krav

til supervision for at blive specialist
iidreetsfysioterapi. Det ser ud til, at

Lebende info pa www

Kurserne vil lebende - p& FFI's hjem-
meside - blive uddybende beskrevet og
kvalificeret med ECTS, sdledes at der
kommer til at foreligge studieguide for
hele uddannelsesforlebet. Tabel 1 og 2

kravet vil blive 100 timers supervision,
og en stor del af dette vil veere en del
af de praktiske og kliniske kurser. Der-
udover planleegges specielle supervisi-
onskurser, og endelig skal den enkelte
serge for de sidste supervisionstimer
selv. De naermere beskrivelser vil fore-
ligge, ndr den nye specialistordning er
endeligt godkendt.

skal s8ledes tages med forbehold for
@ndringer.

Du vil lebende kunne finde opdate-
ring og informationer pa wwuw.sportsfy-
sioterapi.dk.
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Adresser

Dansk & ’ v
_SPORTSMEDICIN

Adresse:

Produktionsansvarlig

Gorm Helleberg Rasmussen
Terp Skovvej 82

8270 Hejbjerg

TIf: Ikke muligt — brug e-mail

E-mail: info@dansksportsmedicin.dk

Web: www.dansksportsmedicin.dk

dansk
idraets
medicinsk
selskab

Adresse:

DIMS c/o sekreteer

Trine Stefanski

Institut for Idreetsmedicin, BBH
Bispebjerg Bakke 23

2400 Kebenhavn NV

TIf. 7178 7876
sportsmedicin@gmail.com
www.sportsmedicin.dk

fagforum
for

idreetsfysioterapi

Adresse (medlemsregister):

Fagforum for Idreetsfysioterapi
Sommervej 9

5250 Odense SV

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

Redaktionsmedlemmer for DIMS:

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

Laege Jonathan Vela

Oster Agade 11 3.sal
9000 Aalborg
jonathan@pyrdologvela.dk

BSc (medicin) Raja Sikandar Aziz
Kettegard Allé 70, 1118

2650 Hvidovre

sa@raja.dk

Formand Tommy F. Ghlenschleger
Institut for Idreetsmedicin, BBH
Bispebjerg Bakke 23, 2400 Kebenhavn NV
tpv@dadlnet.dk

Neestformand Rie Harboe Nielsen
Institut for Idreetsmedicin, BBH
Bispebjerg Bakke 23, 2400 Kebenhavn NV
rieharboenielsen@gmail.com

Kasserer Martin Meienburg
Norregade 31 C, 2.tv.

5000 Odense C
mmeienburg@dadlnet.dk

Webansvarlig Eilif Hedemann
Odensevej 40

5260 Odense S
eilifhedemann@hotmail.com

Annika K. N. Winther
Ortopaedkirurgisk afdeling
Herlev Hospital

2730 Herlev

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

Berit Duus
Elmelundhaven 19, 5200 Odense V
20979843 (P)  bd@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, MPH Merete Moller
mereteuls@gmail.com

Fysioterapeut Michael S. Rathleff
Peder Pars Vej 11

9000 Aalborg
michaelrathleff@gmail.com

Niels Bro Madsen

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

Mikael Skov Nielsen
Guldblommevej 3, st. -1
8800 Viborg
skovmikael@gmail.com

Fysioterapeut

Mikkel Ammentorp Pedersen
Lojtegdrdsvej 157

2770 Kastrup

map@fysiq.dk

Fysioterapeut

Gorm Helleberg Rasmussen
Terp Skovvej 82

8270 Hojbjerg

Seren-Peder Aarvig
Bogebjergvej, 8270 Hojbjerg
spa@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.

IDRATSKLINIKKER

Region Hovedstaden

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

Mandag til fredag 8.30 - 14

Vestkommunernes Idreetsklinik, Glostrup, tlf.

43 43 08 72. Tidsbestilling tirsdag 16.30 - 18.
Overlaege Claus Hellesen
Tirsdag 16 - 20

Idreetsklinik N, Gentofte, tIf. 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 Idreetsklinik, tIf. 32
34 32 93. Telefontid tirsdag 16 - 17.
Overleege Per Holmich

Idreetsklinikken Frederiksberg Hospital, tlf.
38 16 34 79. Hver onsdag og hver anden tirs-
dag 15:30 - 17:30.

Region Sjzlland

Neaestved Sygehus, tlf. 56 51 20 00
Overleege 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, tIf. 63 61 15 64
Overlage Jan Schultz Hansen
Onsdag 12 - 15

Sygehus Lillebeelt, Middelfart Sygehus
Overleege Niels Wedderkopp
Mandag til fredag 9 - 15, tlf. 63 48 41 05

Haderslev Sygehus, tIf. 74 27 32 04
Overlaege Andreas Fricke

Esbjerg Stadionhal (laeegevaerelse), tlf. 75 45 94 99

Leege Nils Lovgren Frandsen
Mandag 18.30 - 20

Vejle Sygehus, Dagkirurgisk afsnit B120
Ovl. Jens Ehlers
Tirsdag til torsdag 8 - 16, tIf. 79 40 66 75

Region Midtjylland

Hospitalsenhed Vest, Holstebro, tIf. 78 43 76 37,
Ovl. Steen Taudal

Torsdag 9 - 15

Adresser

Regionshospitalet Silkeborg, tlf. 78 41 62 62
Ovl. Kasper Saxtrup
Torsdag 9 - 13

Regionshospitalet Viborg, tIf. 78 44 65 30
Ovl. Steffen Skov Jensen
Tirsdag og torsdag 13 - 16.30

Arhus Sygehus THG, tlf. 78 46 74 60
Ovl. Peter Faune
Torsdag 8 - 15

Regionshospitalet Randers, tlf. 78 42 20 80
Ovl. Philippe Nicolini
Torsdag 9 - 15

Regionshospitalet Horsens, tlf. 78 42 72 16
Ovl. Ole Kristensen
Torsdag 12.30 - 17

Region Nordjylland

Alborg Universitetshospital, tIf. 97 66 25 09
Ovl. Hans Peter Jensen

Mandag til fredag 8.50 - 14

Sygehus Vendsyssel, Hjorring
Idreetsmedicinsk Klinik, Rheum. Amb.,
tlf. 97 64 09 90

Ovl. Seren Schmidt-Olsen

Torsdag
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