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Interdisciplinary pain management with and without CBT*

Magnus Olason %, Inga Hrefna Jonsdottirt, Reynir Arngrimsson 2, Ingélfur Kristjanssont
'Reykjalundur Rehabilitation Centre, Iceland “University of Iceland, Medical Faculty

Introduction:

Cognitive behavior therapy (CBT) has been extensively evaluated and shown effective in terms of its impact on
a number of biopsycho-social variables in chronic pain. Morley et al found CBT superior in reducing pain
experience and behavioral expression of pain. No data were reported concerning long-term effectiveness. The
outcome of the program at Reykjalundur Rehabilitation Centre over a three year period was evaluated and
although analgesic drugs were withdrawn, the pain level was significantly reduced (Olason, 2004). The aim of
this study is to evaluate the outcome of CBT in an interdisciplinary pain management intervention and to
examine whether pain management with CBT is more effective than pain management without CBT, in
improving health outcomes.

Methods:

Every fifth paitent referred to the Pain Section at Reykjalundur Rehabilitation Centre was systematically
randomized to this study for 3 years. All the patients had chronic noncancer pain of musculoskeletal origin, over
40% had low back pain. All patients received conventional interdisciplinary pain management for 6 weeks.
Criteria for CBT was based on the patients scores on questionnaires that measure anxiety (BAl), depression
(BDI - 1), fear and avoidance behaviour (FABQ) and catastrophizing (PCS). Patients fullfilling criteria for CBT
were randomized to pain management with or without CBT. To evaluate the outcome all variables were first
assessed 6 weeks prior to admittance to the program (waiting list control). Follow-up is done 1 and 3 years after
treatment.

Results:

Preliminary results for the first 85 patients randomized to the study are presented, 54 met criteria for CBT. The
findings indicate that interdisciplinary pain management is very effective in improving health outcomes
compaired to a waiting list control. Substantial reduction was found in pain, anxiety and depression (p< .001).
Significant improvement was found in QOL and social functioning. However there were no significant
differences in outcome between the group that received pain management as usual and the group receiving CBT
in addition.

Conclusion:

Interdisciplinary pain management with CBT is effective in reducing pain, pain related behaviour and symptoms
of anxiety and depression. The good health outcomes were maintained at the one-year follow-up and the
employment situation had improved substantially. There was neither a significant difference between the CBT
groups at the end of treatment nor at the one-year follow-up.
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Nonmotor symptoms in individuals with Parkinson’s disease?

S. Gudmundsdéttir, H. Gunnbjérnsdottir,
Reykjalundur Rehabilitation Center, 270 Mosfellsbaer, Iceland.

svavag@reykjalundur.is

Objective: No-motor symptoms in individuals with Parkinson’s Disease (PD) have been more
recognised and studied in the last years. It is now evident that these symptoms can be as troublesome as
motor symptoms and treatment is important, to increase well-being, and to maintain activity.

The objective of the study was to evaluate the quality of new structured information
questionnaire according to non-motor symptoms with PD. Another objective was to determine how
common some non-motor symptoms are in individuals with PD, and to see if there is connection with
the disease severity according to Hoehn and Yahr scale (HY).

The third objective was to improve the nursing part of the rehabilitation program according to
some nonOmotor symptoms.

Material and methods: People with PD received an inpatient group program in neuro-rehabilitation
unit. Individuals were selected in groups according to age and severity symptoms (HY). The program
spanned four weeks and involved nursing diagnosis and intervention, physiotherapy, occupational
therapy, speech therapy and education regarding Parkinson’s disease.

The health information questions were re-structured according to six non-motor symptoms:
constipation, urinary problems, anxiety, orthostatic hypotension, pain and sleep disorders. These
symptoms were analysed and adequate treatment offered. At the end of the stay the treatment results
were evaluated and documented.

Results: From January 2004 - October 2006 information was gathered from 45 patients. The mean age
was 65.6 years (32-82). The frequency of non-motor symptoms were: constipation 51%, urinary
problems 58%, anxiety 44%, orthostatic hypotension 27%, pain 56% and sleep disorder 78%.

Conclusion: The results show that non-motor symptoms are very common in individuals with
Parkinson’s disease. The possibilities to evaluate these problems and emphasise this treatment in
rehabilitation are good because of the inpatient treatment, and primary nursing. The ideology of
rehabilitation with holistic approach to the patient’s problems is apt for success. This study shows that
there is need to emphasise treatment for non-motor symptoms in PD, and to increase education and
consultancy regarding this impairment in rehabilitation.
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Hefur endurhafing ahrif a lifsgaedi einstaklinga med taugasjukdoma?

Hafdis Gunnbjdrnsdottir, hjukrunarfreedingur, Halldéra pérdardottir,_hjlkrunarfreedingur, Stefania G.
Jonsdattir, hjukrunarfreedingur, OI6f Bjarnaddttir, leeknir, Tauga- og hefingarsvid, Reykjalundur
endurhafing

Inngangur:
Lifsgeaedi eru lysing & pvi hversu sattur einstaklingurinn er vid eigid lif. Mat & heilsutengdum lifsgeedum
er meira aberandi i rannsoknum & sidustu aratugum, sérstaklega i rannséknum hja folki med langvinna
sjukdoma. Mat a lifsgeedum er notad innan endurhafingar og einnig er 16gd aukin &hersla &
arangursmat og gaedaeftirlit.
Endurhefingarmedferd & Tauga- og hafingarsvidi tekur prjar til atta vikur allt eftir peim markmidum
sem sett eru. Markmidin mida yfirleitt ad pvi ad auka virkni og patttoku, 611 medferd er unnin i samradi
vid einstaklinginn og 16gd er ahersla & ad vinna einstaklingsbundid med vandamal hvers og eins.
Tilgangur:
Tilgangur gaedarannsoknar var ad:

1. athuga hvort endurhafing auki lifsgeedi folks med taugasjukdoma

2. raeda hvort nota megi lifsgeedalista til ad meta arangur endurhafingar

Adferdir:

Fréa feb -sept 2007 komu 71 einstaklingar til endurhafingar & Tauga-og hafingarsvid. Til ad meta
lifsgaedi var notadur spurningalistinn Heilsutengd lifsgaedi (HL) sem er islenskur listi med 32
spurningum stadladur a islensku pydi. Einstaklingar svérudu HL i fyrstu viku innlagnar og 2-3 dégum
fyrir Gtskrift. Tekid var tillit til aldurs sjuklinga vid utreikninga. Normalgildi er i kringum 50. Listinn er
ekki etladur einstaklingum undir 20 &ra.

Nidurstodur:

49 sjuklingar svorudu listanum, 25 konur og 24 karlar. Aldursspénn var 20-78 ara og medalaldur 51 ar.
Sjuklingar med malstol og mikla vitsmunalega skerdingu svérudu ekki listanum.

Marktzekur munur (p<0,05) kom fram i lok medferdar i 11 af 12 flokkum listans, einungis fjarhagur
var undanskilinn.

Alyktun:

Baoum rannsoknarspurningum er svarad jatandi. Synt er ad endurhafing eykur lifsgaedi folks ad mati
beirra sjalfra. bar sem sjonarmid peirra sem endurhafingu hljéta eru mikilvaeg, pa eru lifsgaedalistar ein
leid til ad koma peirra skodun & framfeeri og meetti pvi nota sem arangursmeelingu & eigid mat
einstaklingsins & endurhafingu. Midad vid pessar nidurstodur atti fagfélk innan endurhafingar ad velta
fyrir sér notkun & almennum lista eins og HL til ad meta breytingar & lidan samkvaemt einstaklingnum
sjalfum og til ad meta arangur af pverfaglegri endurhafingu.
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Arangur pverfaglegrar endurhafingar folk med parkinsonsveiki. Samanburdur & fjégurra og
fimm vikna hépmedferd

Andri bor Sigurgeirsson sjlkrapjélfari, Elisabet Arnardottir talmeinafreedingur, Ol6f H. Bjarnadottir
leeknir, tauga- og hafingarsvidi Reykjalundar. Visindadagur Reykjalundar, 16.11.07
Inngangur
Folki med parkinsonsveiki hefur stadid til boda ad taka patt i heilsueflingu og endurhafingu &
Reykjalundi fra arinu 1998. I byrjun var endurhafingartimabilid fimm vikur, en fra hausti 2002 hefur
bad verio fjorar vikur. Samantekt arangursmeelinga fimm vikna endurhafingar var gerd 2001 og gaf til
kynna gédan &rangur. Ekki hefur verid athugad hvort sambarileg fjogurra vikna endurheafing skili
arangri og ef svo reyndist, hvort hann veeri jafn gddur og eftir fimm vikna pjalfun.
Tilgangur
Tilgangur rannsoknarinnar var tvipeettur:

1. AdJ athuga arangur fjogurra vikna hépendurhafingar fyrir f6lk med parkinsonsveiki.

2. Ad kanna hvort munur sé a drangri eftir fjogurra og fimm vikna hépendurhafingu fyrir f6lk med

parkinsonsveiki.

Adferdir
Endurhefing var hefdbundin pverfagleg, par sem 16g0 var dhersla & ad beeta andlega og likamlega
lidan og feerni sjuklinga.

Akvednar malingar voru gerdar fyrir medferd, i lok medferdar og premur manudum eftir ad medferd
lauk: UPDRS (Unified Parkinson’s Disease Rating Scale), 6 min génguprof, TUG, mealing & raddstyrk
(langt a).

1. Endurhafing for fram i fjgurra til sjé manna hdpum og stdd yfir i fjorar vikur. [ hopa var valid eftir
Hoehn og Yahr (HY) flokkun og aldri.

2. Nidurstodur ur fimm vikna endurhafingu 2001 (5v), voru bornar saman vid nidurstédur ar fjogurra
vikna endurhefingu 2007 (4v).
Nidurstéour

Arangur eftir fjogurra vikna endurhafingu

Samanburdur a fjogurra og fimm vikna
endurhafingu

fjoldi fyrir Eftir (P) 3 man (P) 5v - 4v 5v (3 man) —4v (3 man)
28,15 29,05 munur P munur P
UPDRS 20 30,7
(0,0665) (0,2291) Raddstyrkur
6,2 0,0008 31 0,239
Raddstyrkur 84 83 (dB)
(langt a)
20 73 -
(dB) (<0,0001) | (<0,0001) 6.0.’:1"1 "
gongup 37 0,0537 25 0,3474
6 min 505 500 (m)
gonguprof 21 456
(m) (0,0011) (0,0031) TUG
-1,4 0,0382 -0,8 0,1926
7,39 7,98 (sek)
TUG (sek) 21 9,68
(<0,0011) |(0,0011)
Umrada

Fjogurra vikna hopendurhafing fyrir parkinsonsveika skilar arangri sem helst vid eftirfylgd eftir prja manudi.
Pegar borin er saman fjogurra og fimm vikna endurhafing kemur i 1jés ad arangur eftir fimm vikur er almennt
meiri en eftir fjorar vikur. Vid priggja manada eftirfylgd hefur pessi munur jafnast at. Upplysingum um
pjalfunarheldni eftir Gtskrift er ekki haldid til haga, en tilfinning okkar er st ad nu, frekar en &dur, sé meira horft
til pjalfunardrraeda eftir Gtskrift og folki beint i &kvedinn farveg til &finga vid hefi.



V5

Anrif pjalfunar; Ungur madur med framheilaskada og skemmd & jafnveegiskerfi innra eyra.

Sif Gylfadattir, sjukrapjalfari MSc Reykjalundi, Bergpora Baldursdottir sjukrapjalfari MSc Landakoti,
Ragnheidur Lydsdottir sjukrapjalfari BSc Reykjalundi.

Inngangur: Svimi, hofudverkur og jafnveegistruflun er algeng kvortun hja einstaklingum eftir hogg a
hofudid og heilaskada. Pessi einkenni ma i sumum tilfellum rekja til réskunar & starfsemi
jafnveegiskerfis innra eyra, en einnig til skerdingar a starfsemi midtaugakerfis. Rannsoknir hafa synt ad
bjalfun sem orvar jafnvaegiskerfi innra eyra getur beett frammist6du & hugleegum og starfreenum
meelikvordum jafnveegis hja einstaklingum med vanstarfsemi i jafnveaegiskerfi innra eyra. Einnig hefur
drvun og sampeetting skynkerfa og pjalfun fallvidbragda beett stodustjornun og 6ryggi hja éldrudum.
Rannsdknir hafa jafnframt synt ad adlogun i heila getur att sér stad 16ngu eftir slys.

Markmid: Kanna ahrif sérteekrar pjalfunar & stodustjornun, starfreena feerni og 6ryggi vid athafnir
daglegs lifs hja ungum einstaklingi eftir h6fudkapubrot, framheilaskada og skemmd & starfsemi vinstra
innra eyra i kjolfar falls.

Meelingar: Starfreen feerniprof meeld 4 Reykjalundi, Skynurvinnslupréf i SMART Balance Master
meeld a Landakoti. Sja toflu ad nedan.

pjalfun: pjalfunin var stigvaxandi, einstaklingsmidud og i hépum, og for fram & Reykjalundi. Sérhaefd
jafnveegispjalfun beindist ad 6rvun jafnveegiskerfis innra eyra, pjalfun fallvidbragda og sampeettingu
skynkerfa. pol- og jafnveegispjalfun for fram Gti og inni & 6liku undirlagi, p.e. & hdrdu, mjaku,
hreyfanlegu, halu og mishadottu undirlagi. L6gd var ahersla a samhafingu augn- og héfudhreyfinga
med pvi ad snta hofdi i kyrrstddu og & gongu og festa blik & pattum i umhverfinu. Styrktarpjalfun var
gerd i tekjum. Einnig, hopafingar fyrir hals og herdar og undir lok timabils var badmintoni baett vid.
pjéalfunin for fram alla virka daga i 8 vikur.

Nidurstédur malinga:

Meeliteeki Vid innskrift & Reykjalund Vio titskrift af Reykjalundi
Berg Balance Scale 54stig 56stig
A-0 jafnveegisoryggi 75% 83%
Standa upp og setjast 5x 18sek 6sek
Ganga upp og nidur 10 prep 12sek 7sek
2km gonguprof (prekstudull) 89 95

2km gongupraéf (gonguhradi) 7,1km/klst 7,5km/klst

Skyndrvinnslupréf (samsett stig) 72stig 79stig

Umraedur: Ungi madurinn beetti sig i 6llum maelingum i kjoIfar pjalfunarinnar. Arangurinn er i
samraemi vid hagkveem ahrif likra pjalfunaradferda sem krefjast hreyfistjornunar og 6rva skynkerfi sem
mikilveeg eru i stodu- og hreyfistjornun. Vitraen skerding hja unga manninum reyndist hins vegar
hamlandi pattur vid nytingu beettrar stédustjornunar og starfreennar feerni i verkefnum og adsteedum
daglegs lifs.
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Effects of inpatient cardiac rehabilitation on exercise capacity and breathing pattern during
exercise in patients with chronic heart failure (CHF)

A.E. Karlsdottir, M. Gudjonsdottir, M.R. Jonasson, M.B.Einarson
Reykjalundur Rehabilitation Centre, Mosfellsbaer, Iceland

Introduction

Patients with CHF generally suffer from exercise intolerance due to breathlessness, fatigue or a
combination of both. The purpose of the study was to evaluate the effects of a 4-6 week comprehensive
rehabilitation program on exercise capacity and breathing pattern during exercise in patients with CHF.
Methods

Data from 70 patients with CHF (61M/9F) that participated in the program during 1998-2006 were
retrospectively collected. Other characteristics (mean + SD): age: 62 yrs + 9, ejection fraction: 29% +
6, program duration: 5.1wks + 0.9. All patients underwent a maximal incremental cycle ergometer
exercise test pre- and post-rehabilitation, with breath by breath measurements of VV’O,, V’CO, and V’g.
The ventilatory threshold (VT) was measured by two blinded readers.

Results

For statistical analysis a paired t-test was used and significance was set at p<0.05.

Parameter PRE POST
V’0, max (L/min) 1.28+0.4 1.40+0.45**
V’0, max (ml/kg/min) 15.0+£3.7 16.5+4.2**
Power Output max (watts) 106+38 121+44**
HR max (beats/min) 117+19 122+21**
BMI (kg/m?) 28.2+5.1 28.1+4.8
V’0,@VT (L/min) (N=42) 0.97+0.2 1.04+0.26*
Power@VT (watts) (N=42) 66+20 77+26**
Ve max (L/min) 54.1+15.7 58.4+17.1**
Tidal Volume max(L) 1.74+0.50 1.84+0.48**
BFmax (breaths/min) 32+6.2 32+6.2

*p<0.05; **p<0.005

Discussion

The patients increased their exercise capacity after the rehabilitation program, as both V’O, and
WRmax increased. The V’g max increased due to an increment of Tidal VVolume, and BFmax remained
constant. Therefore breathing pattern at maximal exercise improved. Better motivation could play a
role in the parameters that increased. The VT is considered not to be motivation dependent. It was
measurable in 42 patients and increased, implying true training effects in those patients.

We conclude that patients with CHF who were studied benefited from our rehabilitation program as
their exercise capacity increased and breathing pattern improved.
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Anrif sex vikna endurhafingar & gongugetu lungnasjuklinga

Marta Gudjonsdottir'?, Asdis Kristjansdéttir? og Magdalena Asgeirsdottir®
1Life6|isfrae6istofnun, HI, 2Reykjalundur, endurhafingarmidstod SIBS

Inngangur

Lungnasjuklingar hafa oftast skert Gthald en ahugahvétin er mismunandi milli einstaklinga 6had sjikdémnum?.
GOngugeta & sex minutna gonguprdéfi (6MGP) er talinn gbéour malikvardi a pessa peetti og 6MGP pvi mikid
notad til ad meta arangur { lungnaendurhafingu®. Markmid rannséknarinnar var ad kanna hvort sjiklingar hefdu
beett gengna vegalengd & 6MGP eftir sex vikna lungnaendurhzfingu & Reykjalundi og einnig hvort munur veeri &
arangri annars vegar milli karla og kvenna og hins vegar & milli teppusjiklinga og peirra sem voru med adra
lungnasjikdoma.

Adferdir

A timabilinu fra jantar 2006 til septemberloka 2007 l6gdust alls 267 sjuklingar til sex vikna endurhafingar 4
lungnasvidi Reykjalundar. Vid innskrift voru gerd hamarkspolprof & hjoli og i kjolfario tvé 6MGP med a.m.k.
klukkustundar hvild & milli (oftast sitt hvorn daginn). Vid utskrift var gert eitt 6 MGP. Af 267 innskrifudum
sjuklingum voru 13 of veikburda til ad fara i 6MGP, 31 foru i 2ja km gongupréf, 21 toku 6MGP adeins vid
innskrift en 202 toku 6MGP badi vid inn- og utskrift og eru peir pydi rannséknarinnar. Medalaldur peirra var 64
+ 12 &r (medaltal + sd); 70 karlar/132 konur, 63 voru med teppu samkvaemt spirometriu vid innskrif 8 GOLD-
stigi® I-11, 57 med teppu & GOLD stigi I11-1V, 80 (40%) voru med adra lungnasjukdoma.

Nidurstodur

Hamarksafkastageta a polpréfi & hjéli vio innskrift var 70 + 26 wott eda 0,87 + 0,31 wott/kg. Vegalengd gengin
& betra 6BMGP vid innskrift var 454 + 98 m (76 + 16 % af axtludu®) en vid Gtskrift 492 + 99 m (82 + 16% af
aztludu) (p<0,0001).

Kyn Sjukdémur

Karlar (N=70) | Konur (N=132) | P gildi | Teppa (N=122) | Annad (N=80) | P gildi
kk/kvk X* X 52/70 18/60 0,006
FEV, % a=tl 55 +23 71+ 26 <0,0001 X X
Aldur 65+ 13 63+11 NS 65+ 12 62+ 11 0,088
6MGP v/innskrift 467 £ 94 446 £ 99 NS 440 £ 100 475 + 89 0,012
OMCP TSk | 70215 78+16 | 00005 | 7316 81+15 | 0,004
WOt pax 80 + 28 65 + 24 0,0002 64 + 26 80 + 25 <0,0001
W/KG max 0,94 £ 0,29 0,83+0,31 0,01 0,84 £0,3 0,92+0,3 0,058
A 6MGP* 35+41 39 +43 NS 32+41 46 +42 0,015

¥ X: & ekki vid ; *A 6MGP = vegalengd gengin 4 6MGP vid tskrift vs betra préf vid innskrift

Umreada

Gongugeta lungnasjuklinga batnar markteekt eftir sex vikna endurhafingu & Reykjalundi. Géngugetan batnar
jafnmikid hja kérlum og konum en hin batnar minna hja peim sem eru med teppusjukdém en peim sem eru med
adra lungnasjukdoma.

Heimildir:

1. Troosters T, Casaburi R, Gossenlink R, and Decramer M. State of the Art: Pulmonary rehabilitation in chronic
obstructive pulmonary disease. Am J Respir Crit Care Med 2005;172:19-38

2. ATS Statement: Guidelines for the six-minute walk test. Am J. Repir Crit Care Med 2002;166:111-117

3. Global strategy for the diagnosis, management, and prevention of chronic obstructive lung disease: Executive
summary 2005. Global Initiative for Chronic Obstructive Lung Disease (GOLD). www.goldcopd.com (Accessed
on January 18, 2005).
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Framvinda sex vikna pjalfunar a prekhjoli hja sjuklingum med langvinna lungnateppu

Asdis Kristjansdottir', Birna Aubertsdottir', Ashor Sigurdsson®, Marta Gudjonsdattir*, Magdalena Asgeirsdottir*
Reykjalundur - Endurhafingarmidstéd SIBS!, Lifedlisfradistofnun, H.I.2

Inngangur

Mikilveegt takmark i lungnaendurhaefingu er ad auka &fingapol og starfreena getu einstaklinga sem hafa
likamlega skerdingu af véldum lungnasjukdéma.’? Synt hefur verid fram & sterka fylgni milli litils
&fingapols og innlagna/endurinnlagna & sjukrahts.> Rannséknir hafa synt ad sjuklingar med langvinna
lungnateppu (LLT) n& pvi meiri &rangri i polpjalfun sem pjalfunaralagid nalgast hAmarksgetu meelda
med polprofi.?

Markmid

Markmid rannséknarinnar, sem var afturvirk, var ad kanna hversu nalegt hdmarksalagi sinu & polprofi,
sjuklingar med LLT, keemust i lungnahjolatima i 6 vikna endurhafingu & Reykjalundi. Einnig var metid
hvernig orkunotkun (KJ) peirra i hjolatimum breyttist & timabilinu.

Adferdir

Safnad var saman gégnum Ur sjukraskram fra midjum agust 1999 fram til septemberloka 2007.
Upplysingum var safnad hja ollum peim einstaklingum sem hofdu langvinna lungnateppu skv.
spirometriu (GOLD 1-1V), héfdu farid i hamarkspolprof a prekhjoli vid innskrift og tekid patt i
hoppjalfun & prekhjoli (lungnahjol) & innlagnartimanum (6 vikur).

Af innldgdum 1406 sjaklingum & lungnasvidi Reykjalundar fundust alls 819 sjuklingar med langvinna
lungnateppu og par af alls 328 sem hofdu tekid patt i hoppjalfun & prekhjéli og mynda peir pydi
rannsoknarinnar. Medalaldur peirra var 64 + 8,6 ar (medaltal £ sd), 140 karlar/188 konur,par af voru
148 med teppu & GOLD stigi 1-2 og 180 med teppu & GOLD stigi 3-4, FEV; var 49 + 17% af astludu
gildi, 112 voru ad heetta ad reykja vid komu.

Nidurstédur

Héamarksafkastageta & polpréfi & hjéli vid innskrift var 71 £ 29 wott eda 0,95 + 0,33 wott/k, 99 purftu
strefni i hjélapjalfun.

Meelistaerd Upphaf pjalfunar Lok pjalfunar P gildi
pjalfunaralag (wott) 30,6 + 13,8 46,9 + 20 <0,0001
pjalfunaralag/hdmarksafkastageta (%) 436+ 12,7 67,3+ 21,3 <0,0001
pjalfunartimi (min)* 27 +6,0 29,6 +1,8 <0,0001
Orkunotkun/hjolatima (KJ) 51,2 +27,8 83,9+ 38,1 <0,0001
*mest 30 min

Umrada

pjalfunaralag, pjalfunaralag sem hlutfall af hamarksafkastagetu, pjalfunartimi og brennsla sjuklinga
med langvinna lungnateppu eykst markteakt i sex vikna endurhafingu & Reykjalundi.

Heimildir:

1. Garrod R, Lasserson T: Role of physiotherapy in the management of chronic lung diseases: An overview of
systematic reviews. Respiratory medicine 2007; I prentun

2. Lacasse Y, Goldstein R, Lasserson T: Pulmonary rehabilitation for chronic obstructive pulmonary disease.
Cochrane Database of Systematic Reviews 2006 Issue 4.

3. Morgan MD. Preventing hospital admissions for COPD: role of physical activity. Thorax 2003;58:95-6.

4. Casaburi R,Patessio A, loli F, et al: Reductions in exercise lactic acidosis and ventilation as a result of exercise
training in patients with obstructive lung disease. Am Rev Respir Dis 1991; 143:9-18.
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Creating an empowering milieu for patients in rehabilitation

Jonina Sigurgeirsdottir BS, MS, hjukrunarframkvemdastjori & Reykjalundi, Dr Sigridur Halldérsdottir,
professor vid heilbrigdisdeild Haskolans & Akureyri og Jonina Pérunn Thorarensen BS, MS,
hjukrunarfreedingur Endurhafingardeild LSH vid Grensas.

Aim: To introduce the theory: ‘Creating an empowering milieu for patients in rehabilitation’.

Background: Rehabilitation is a complex, multidimensional area of nursing care demanding high
level of nursing knowledge and skills, while a loss of health can affect the patient’s mobility, self-

efficiency, sense, thought, performance, comprehension, spiritual wellbeing, self-image, and many
other aspects.

Methods: The theory was developed with theory synthesis (Walker and Avant, 1995), which is a
strategy aimed at constructing theory from empirical evidence and enables theorists to organize and
integrate a wide variety of research information on a topic of interest.

Results: In the theory, patients and their needs for empowering milieu in rehabilitation are primary.
Patients’ context in rehabilitation includes their sense of self, i.e., their sense of vulnerability,
insecurity, and uncertainty, as well as their self-reported needs, which include: The need to be able to
cope; the need for individualized caring and emotional support; the need for a sense of security; goal-
oriented and progressive care; as well as the need for hope.

An empowering nurse is an essential factor in an empowering milieu for the patient: the nurse’s
genuine caring for the patient; the nurse’s professional competence; professional wisdom, which
develops through the interplay of the nurse’s knowledge and experience; empowering communication
and connection between nurse and patient, self-knowledge and self-development of the nurse.

Empowering and disempowering factors in the nurses’ work environment are delineated which include:
empowering culture; positive atmosphere; positive relations/interactions; good leadership and
management; experience of being cared for; professionally encouraging environment; professional
freedom with accountability of own work; adequate staffing and resources; and adequate challenge.

Conclusion: The theorists emphasize the role of nurses in creating an empowering milieu for patients
in rehabilitation within an interdisciplinary team and the role of administrators in creating an
empowering milieu for patients and staff.
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Pyngdarrdd og areidanleiki islenskrar pydingar 8 WAIS-111

Sveina Berglind Jonsdottir, Einar Gudmundsson, Ranar Helgi Andrason, Inga Hrefna Jonsdattir,

Eirikur Lindal og Mar Vidar Méasson.

Islensk pyding & greindarprofi Wechslers fyrir fullordna (WAIS-111) var 16gd fyrir 100 manna
hentugleikaurtak. Lagt var fyrir tvo aldurshopa, annars vegar 20-35 ara (n=71) og hins vegar 50-65
ara (n=29). byngdarrddun atrida & 6llum undirpréfum nema premur breyttist téluvert. A undirpréfinu
Ordskilningur breyttust flest atridi en feest atridi breyttust & undirprofinu Litafletir.  Ad medaltali
feerdust atridi & undirpréfinu Ordskilningur um flest sati en atridi & Myndarédun um faest seti.
Skodadur var areidanleiki tolf undirprofa. Helmingunarareidanleiki fimm undirprofa, Ordskilnings,
Litaflata, Reiknings, Talnarada og Pekkingar var 0,8 eda herri. Helmingunarareidanleiki priggja
undirpréfa, Skilnings, Stafa- og talnar6dunar og Hlutar6dunar voru & bilinu 0,75-0,79.
Helmingunarareidanleiki priggja undirprofa, Ofullgerdra mynda, Likinga og Rékprauta voru 4 bilinu
0,64-0,68 og eitt undirpréf Myndarédun hafdi areidanleikastudulinn 0,46. Samkvaemni matsmanna i
mati & Urlausnum fjégurra munnlegra undirprofa var 0,69 fyrir Ordskilning, 0,76 fyrir Likingar, 0,97
fyrir bekkingu og 0,49 fyrir Myndarédun. Gera parf fleiri rannsoknir & WAIS-I11 hérlendis &dur en
heegt er ad nota pad i klinisku starfi. NG er unnid ad einni rannsokn hérlendis af pvi tagi.
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Kénnun a idjuvanda

Bergpora Gudrun porsteinsdottir idjupjalfi B.S og Gunnhildur Gisladottir idjupjalfi M.Sc.
Reykjalundur, endurhafingarmidsttd SIBS

I8jupjalfum & verkjasvidi potti &hugavert ad kanna hvort samhljomur veeri & idjuvanda verkjaskjolstaedinga,
hvada idjuvandi vari algengastur og hvort ad merkjanlegur munur veeri a idjuvanda verkjafélks & milli ara.

Meelitekio sem notad var i kdnnuninni, COPM, er halfopinn spurningarlisti og purfa skjolsteedingarnir sjalfir ad
nefna sinn helsta idjuvanda, sem getur verid allt ad 5 atridi. Maliteekid hefur verid notad markvisst af
idjupjalfum & verkjasvidi fra arinu 2000. Safnad var gégnum & arunum 2002-2006, badi ar medtalin.

Pydid var 896 skjolstedingar eda allir innlagdir & verkjasvid Reykjalundar a arunum 2002 til 2006.
Urtakid, sem er fjoldi COPM & pessum &rum, er 436 og skiptist i 317 konur og 119 karla. Urtakid er pvi teeplega
helmingur innlagdra skjolsteedinga & pessum fimm arum.

Skipting & fjolda COPM a éri er eftirfarandi:
e 4rid 2002 voru 84 COPM tekin,

ario 2003 voru 68 COPM tekin,

ario 2004 voru 100 COPM tekin,

ario 2005 voru 70 COPM tekin

ario 2006 voru 114 COPM tekin

I8juvandinn sem skjoélstaedingurinn nefnir er flokkadur nidur eftir fyrirfram dkvednum pattum. Heildarfjoldi
hvers idjuvanda reiknadur saman og pannig fengio yfirlit yfir hvada idjuvandar eru algengastir. Einnig eru
idjuvandarnir bornir saman & milli &ra til ad sj& hvort ad breytingar eru malanlegar.

Vid urvinnslu gagna var &kvedid ad skipta idjuvanda nidur i fjora flokka sem samanstanda af peim athéfnum
sem skapa jafnveegi i daglegu lifi; eigin umsjd, storf, tomstundaidja og hvild.

pessum fjorum flokkum var sidan skipt nidur i prja paetti, einskonar yfirskriftir til ad audvelda flokkunina.
Hverjum peetti er sidan aftur deilt nidur i minni einingar sem flokka saman idjuvanda.

I 1j6s kom ad samhljémur var & idjuvanda verkjafolks. Sérstaklega var aberandi ad verkjaskjolstaedingar nefna
vinnu sem idjuvanda sinn. Peir idjuvandar sem oftast voru nefndir af skjolsteedingum voru eftirfarandi: stunda
vinnu, hagnyt bodskipti, heilsuvernd, klaedast, snyrting, skipulag og framkvemd verkefna, uménnun, hisverk,
matreidsla — fragangur, handverk, eignast ahugamal, télvur, heilsurakt og almenn félagsleg patttaka.

I sumum flokkum var &berandi munur & milli ara eins og t.d. skipulag og framkvaemd verkefna,

hagnyt bodskipti og heilsuvernd.

Ahuga vekur ad idjuvandi verkjaskjolstadinga sem leggjast inn & Reykjalund liggur mest i pvi ad geta ekki
unnid, beitt sér vid idju og skipuleggja daglegt lif sitt. Ofarlega & lista um idjuvanda var einnig ad eiga hagnyt
bodskipti sem pydir ad hegdun, samskipti og tjaskipti eru vandamal hja mérgum sem leggjast inn a verkjasvidio.
Athygli vekur einnig ad pad er minna nefnt ad idjuvandi sé ad klaeda sig, narast og snyrting. Skyring & pvi gati
verid hversu seint i verkjaferlinu einstaklingar leggjast hér inn til medferdar par sem margir nefna pad sem
vandamal sem var, en er ekki lengur til stadar.
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Cognitive Behaviour Group Therapy for Depressed Inpatients: Outcome Related to Comorbidity

Inga Hrefna Jonsdottir, Sylvia Ingibergsdéttir, Thorunn Gunnarsdottir and Pétur Hauksson
Reykjalundur Rehabilitation Centre, Iceland

Depression resistant to treatment is a persistent problem for many patients suffering from medical and
psychiatric conditions. Cognitive behaviour group therapy is a cost-effective choice to be considered in
an inpatient setting as well as for outpatients. To be able to choose effectively who will benefit most
from a CBT group therapy versus individual therapy, it can be useful to look into the comorbidity of
depression. Cognitive behaviour therapy has well-established efficacy for depression but less is known
about its efficacy for chronic or treatment-resistant depression with psychiatric comorbidity. In the
current study, inpatients at a rehabilitation centre, meeting full criteria for major depression, either
received CBT in groups or individually. The treatment included 12 sessions of manual-based CBT,
delivered by an interdisciplinary team of therapists trained in CBT; psychologists, psychiatrists, nurses,
social workers and occupational therapists. All the patients also received conventional interdisciplinary
rehabilitation treatment-as-usual for 6 weeks including supportive therapy/counselling, physical
endurance and fitness training, psycho-education, and physical- and occupational therapy. Outcome
measures were analysed at the start of treatment and at the end, after six weeks of rehabilitation.
Follow-up was at one and two years. Preliminary results suggest a high rate of comorbidity in this
sample. Mean number of diagnosis was 5.09, SD 2.21 and 95% of the sample had one or more anxiety
diagnoses. Most of the patients had three to seven diagnoses. Only 3 had one diagnoses but 12 had 8 or
more diagnoses.

Most of the patients met criteria for Major depressive episode or 82%. 71% had Generalized anxiety
disorder, 53 % Social and Agoraphobia, 48% had Dysthymia, 47% Panic Disorder and 42 % had
Posttraumatic stress disorder. Only one met criteria for Anorexia. Depressed patients who have both
PTSD and Social Phobia diagnoses are significantly (p<.05) more depressed according to the BDI-II
scale (M=33.9; SD=7.7) than those who do not have these diagnoses (M=26.3; SD=10.5). Results show
that 64% of the patients that did benefit most from the CBT group therapy had the diagnoses of
Agoraphobia and 60% had the diagnoses of Panic Disorder. Of the patients that seem to have benefit
the least from the CBT group therapy, 52% had the diagnoses of Social Phobia and 48% had the
diagnoses of PTSD. The conclusion from this study is that inpatients with treatment-resistent
depression who also had both PTSD and Social Phobia diagnoses were significantly more depressed
than those who did not have those diagnoses and the outcome was worse in the group setting. High
level of depression was an indicator for less effect in CBT group therapy for inpatients with treatment-
restistant depression.
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Rannsokn & arangri hugraennar atferlismedferdar eftir fagadilum.

Sylvia Ingibergsdottir og Marga Thome )
Reykjalundur, endurhafingarmidstod SIBS og Hjukrunarfraedideild Haskola Islands

Rannsdkn pessi er unnin ar gégnum steerri rannsoknar par sem borin voru saman mismunandi medferdarform
hugraennar atferlismedferdar (HAM) fyrir sjaklinga med langvinnt punglyndi, sem svara illa medfero (treatment-
resistant). Medferdaradilar voru pverfaglegur hopur i gedteymi Reykjalundar, sem i var la&knir,
hjukrunarfraedingar, salfredingur, idjupjalfar og félagsradgjafi. Allir hofou fengid eins og héalfs ars pjalfun i
hugreenni atferlismedferd undir handleidslu gedlaknis.

Pessi rannsokn hefur pad markmid ad skoda arangur medferdar vid punglyndi eftir pvi hvort medferdin
er veitt af hjukrunarfreedingum annarsvegar eda 6drum fagstéttum gedteymis hinsvegar. Unnid var ur gégnum
pbess hops sem fékk einstaklingsmedferd (n=62). Allir sjuklingarnir voru inniliggjandi & gedsvidi Reykjalundar
og fengu einstaklingsbundna pjalfun, freedslu, radgjof og studning eftir poérfum auk hugrenu
atferlismedferdarinnar. Sex hjukrunarfreedingar veittu 66% pessara sjuklinga HAM medferd en hin 34% fengu
medferd hja fimm 6drum fagadilum. Medferdaradilar fylgdu sameiginlegri handbok vid medferdina, sem var
veitt i 12 skipti & 6 vikna timabili. Lidan sjuklinga var meld & stodludum kvoroum i upphafi og vid lok
medferdar m.t.t. punglyndis, kvida, vonleysis og 6sjalfradra neikveedra hugsana.

Nulltilgadta var sett fram um ad enginn munur veri a bata sjuklinga sem fa medferd hja
hjukrunarfreedingum annarsvegar og 6drum fagadilum hinsvegar. Nidurstddur leiddu i ljos ad bati eftir
einstaklingsmedferd var marktekur a 6llum kvérdum vid lok medferdar, en ekki var markteekur munur & milli
medferdaradila. Alyktad er ad einstaklingsmedferd HAM veitt af hjikrunarfreedingum med pjalfun i peirri
medferd sé jafn arangursrik og hja 6drum fagadilum og lita megi 4 hjukrunarfredinga sem medferdaradila til
jafns vid adra fagadila i gedteymi. Nidurstodur renna stodum undir pa alyktun ad heilbrigdisstofnanir, sem fast
vid medferd sjuklinga med alvarlegt punglyndi ettu ad nyta starfskrafta hjukrunarfredinga til ad veita

einstaklingsmedferdo HAM i rikara mali en tidkast hefur hérlendis.
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Vonleysi og sjalfsvigsheaetta medal sjuklinga med langvinnt punglyndi

Anrifapaettir og arangur hugraennar atferlismedferdar vid vonleysi

Rdsa Maria Guomundsdottir og Marga Thome
Reykjalundur, endurhafingarmidstod SIBS og Hjukrunarfraedideild Haskdla islands

Markmid pessarar rannséknar var ad kanna alvarleika vonleysis hja sjaklingum i gedendurhaefingu og
skoda hvort &kvednir bakgrunnspettir einkenni pa sem eru med alvarlegt vonleysi. Einnig var
markmidid ad meta ahrif hugraennar atferlismedferdar (HAM) med tilliti til vonleysis.

Gognin voru fengin ar staerri rannsdkn sem gerd var & gedsvidi Reykjalundar en markmid hennar var ad
skoda arangur hugrannar atferlismedferdar (HAM) vid langvinnri gedleegd.

Vonleysis var melt & vonleysiskvarda Becks (BHS) badi vid upphaf og lok medferdar. Nidurstoour
byggjast & svorum 157 einstaklinga i upphafi medferdar og 128 vid lok hennar. Allir patttakendur voru i
hefobundinni endurhzfingu en auk pess var peim skipt i prja hopa eftir medferdarformum: Einstaklings HAM
(N = 51), hép HAM (N = 67) og samanburdarhép (N = 39). Medalaldur péatttakenda var 42,9 ar (Sf = 12,2) og
konur voru i meirihluta (74%).

Nidurstodur leiddu i ljés ad vonleysi medal inniliggjandi sjuklinga & gedsvioi Reykjalundar var 12,06
stig (Sf=5,53) ad medaltali og rimlega 70% patttakenda voru med midlungs eda alvarlegt vonleysi (9-20 stig).
Marktaekur munur kom fram a alvarleika vonleysis eftir menntun en vonleysi reyndist vera minna medal
peirra sem hofdu lokid framhaldsskola eda haskdlanami. begar vonleysi medal peirra sem voru med midlungs
eda alvarlegt vonleysi var skodad sérstaklega, kom i 1jés ad peir sem attu bérn voru med minna vonleysi en peir
sem ekKki attu bérn og einnig reyndist vera fylgni milli vonleysis og aldurs en vonleysi leekkadi med auknum
aldri. Nidurstédur syndu einnig ad vonleysi var meira eftir pvi sem gedraenu vandamalin voru fleiri baedi i
upphafi medferdar og vid lok hennar. Einnig reyndist vonleysi vera marktaekt meira medal peirra sem voru med
vidattufzelni, almenna kvidaroskun og sjalfsvigshneigd i samanburdi vio pa sem ekki voru med fyrrnefnd
vandamal.

begar ahrif medferdarinnar voru skodud kom i ljés ad einstaklings HAM skiladi marktaekt betri arangri en
einungis hefdbundin endurhafing med tilliti til vonleysis. Ekki reyndist vera munur & vonleysi milli peirra
sem fengu hop HAM og peirra sem lentu i samanburdarhop.

Alyktad er ad vonleysi medal inniliggjandi sjuklinga & gedsvidi Reykjalundar sé hatt i samanburdi vid
adrar rannséknir og ad toéluverdur hluti sjaklingahdpsins geti pvi verid i sjalfsvigshattu. Einnig ad barnleysi,
stutt skélaganga, ungur aldur og fjélpaett gedraen vandamal séu ahaettupaettir med tilliti til vonleysis. Auk pess er
alyktad ad einstaklings HAM asamt fjolbreyttri endurhafingu sé ahrifarik medferd til ad draga ur vonleysi medal
sjuklinga med langvinnt punglyndi.
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Comparison of cognitive behaviour group therapy and rehabilitation for treatment-resistant
depression

Ragnhildur Gudmundsdottir, Leiden University, The Netherlands; Inga Hrefna Jonsdottir, Rosa Maria
Gudmundsdottir, Sylvia Ingibergsdottir, and Petur Hauksson, Reykjalundur Rehabilitation Centre,
Iceland.

Many depressed patients do not respond sufficiently to conventional therapy. Therefore, it is important
to study the effects of different forms of treatment on treatment-resistant depression. Knowledge on the
merits of cost-effective group therapy is valuable. This study assessed and compared the effects of
outpatient group CBT and inpatient rehabilitation of depressed patients who had not responded
sufficiently to other treatment. The course of depression was followed in three groups of patients at the
psychiatric department of a rehabilitation centre, i.e. two treatment groups (outpatients who exclusively
received group CBT, and inpatients who received rehabilitation but no CBT) and one control group
(patients on a waiting list). The sample was created by screening patients on a waiting list for
depression using patients’ records. They were then randomly divided into two groups, a CBT group
and a control group, and were asked to participate in the study. Results were compared with the results
of inpatient rehabilitation without CBT. Treatment gave significantly lower scores on all scales at the
end of treatment, than at the start of treatment. Symptoms of depression and anxiety decreased
significantly more during CBT, than in the control group. Symptoms of depression, anxiety, and
negative automatic thoughts decreased significantly more during rehabilitation, than in control group.
Both treatments, outpatient group CBT and inpatient rehabilitation, seem to be effective in reducing
symptoms of anxiety and depression. CBT group therapy could be a good way to shorten waiting list
for rehabilitation and/or to prepare patients for the rehabilitation program.
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