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ruption of the regulation of emotions, with acinesis,
apathy, and hypomania. In such patients, the lack of
inhibition occurs, along with childish behavior and
egocentricity. These disorders have serious conse­
quences and impact on social integration, interper­
sonal relationships, friendships and cause difficulties
in attempts to return to work. Orbital cortex is re­
sponsible for social empathy-v-".

Classic Rehabilitation Services

For many years, rehabilitation consisted of con­
ventional physical therapy, occupational therapy and
speech therapy. Physical therapy is based on specific
functional training and is conducted through tradi­
tional therapy (range ofmotion, muscle strengthening,
mobilization), adoption of techniques and methods by
Knott and Voss with proprioceptive neuromuscular
facilitation, as well as encouraging specific synergies
using cutaneous/proprioceptive central facilitation by
Brunnstrom and training of neural development by
Bobath2! .22

Physical and occupational therapy are based on
substitutional action ofunaffected body parts and bio­
logical principles of brain plasticity. Forced movement
increases the functioning of the undamaged hemi­
sphere in relation to the weakened body part, whereas
'forced usage' directs patient's attention on the paretic
extremity. Functional training ofhigh intensity brings
better recovery.

It seems that after staying at a specialized reha­
bilitation facility, the process of patient rehabilitation
process, unfortunately, ends. Today, however, there is
an alternative to classic rehabilitation, i.e. tele-reha­

bilitation, treatment and rehabilitation with the help
of computers-'-".

Rehabilitation is also possible by using so-called
'virtual reality' computer that creates the impres­
sion of a real 3D environment. 'Increased learning'
is achieved by sending information on the patient's
movements to the central nervous system in real time
through audio-visual feedback and so individually
customized rehabilitation intensity is possible.
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Sazetak

MOGUCNOSTI ZA REHABILITACIJU POSLIJE MOZDANOG UDARA

V Serit

Na funkcioniranje i kvalitetu zrvota nakon mozdanog udara utjecu stavovi, aktivnost i socijalne interakcije bolesnika.
Rehabilitaciju bolesnika nakon mozdanog udara treba zapoceti odmah kada je u bolesnik u medicinski stabilnom stanju.
Ranu rehabilitaciju treba zapoceti interdisciplinarno, u Jedinicama za hjecenje mozdanog udara. Pokazalo se da [e kljuc
uspjesne rehabilitacije u koordiniranom timskom radu lqecnika. bolesnika i njegove obitelji. Najnovija saznanja govore da
je ostecenje unutar arhitekture mozga novo privilegirano polje istraiivanja, a odnosi se na korelaciju mehanizma mozdane
plasticnosti s aspekta kognitivnog oporavka u pojedinih bolesnika. Problemi vezani za kognitivni oporavak su nova po­
drucja u neurologiji, neuropsihologiji, neurofiziologiji, neurofarmakologiji te neurorehabilitaciji. Buducnost ce istraiivati
gdje sinapse pucaju, povecavaju li se kortikalne mape, jcsu li homologna i nehomologna podrucja aktivirana, u kojoj se
hemisferi zbivaju promjcnc. Rezultati takvih analiza povezuju kognitivne i bihevioralne modele oporavka u visoko kvali­
tetne oblike rehabilitacije.

Kljucne rijeci: Cerebrovaskularne bolesti ~ rehabilitaciJa; Gste/enje mozga, eroni/no: Gste/enje mozga - patojiziologiJa; Gste­
cenje mozga - rehabilitaciJa; Oblici jizikalne terapiJe
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