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1. Assessment of hand grip strength using Amadeo robot in 

patients with class II-III NYHA heart failure 

1.1. Assumptions and objectives 

Heart failure is a common pathology in elderly who are physically deconditioned. The 

prevalence of sarcopenia in patients with heart failure is higher than it is believed; therefore, it 

is important to correctly evaluate patients with heart failure in order to include them early in 

rehabilitation programs. Thus, we avoid the creation of a vicious circle between sarcopenia and 

heart failure. 

Measuring hand grip strength is a useful tool in assessing the physical deconditioning. By 

measuring the flexion and extension forces of the hand, we can determine the prehension force 

(grip strength). There are studies analyzing the link between hand grip strength and mortality, 

hospitalization and life quality rates [1]. 

Although we do not have reference values for the assessment of hand flexion and 

extension forces in patients with heart failure, we believe that a correct and quick assessment 

provides an overview and valuable information on the degree of physical deconditioning of 

patients with heart failure. It is also a useful tool for integrating patients into rehabilitation 

programs. 

Using Amadeo robot when evaluating the flexion and extension forces of the hand can 

represent an effective method in quantifying the prehension force of the hand. Thus, we can 

establish whether or not the patient with heart failure features a functional capacity decrease. 

1.2. Patients and methods 

We prospectively analyzed a group of 44 patients with NYHA class II-III heart failure, 

admitted to the Cardiology Department of the Elias University Emergency Hospital during June 

17, 2019 and July 15, 2020. 

Inclusion criteria: 

- hemodynamically and electrically stable patients with heart failure; 

- patients over 18 years who gave written consent for the participation to the study. 

Exclusion criteria: 

- neurological impairment;; 

- cognitive impairment; 
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- neoplasias; 

- blindness; 

- acute coronary syndromes; 

- TEP; 

- lack of written consent. 

Patients were evaluated with the help of the Amadeo robot, both immediately after the 

compensation of the acute phase of heart failure and on the day before discharge. We measured 

the hand flexion and extension force (expressed in kilograms) using Amadeo robot. 

Amadeo is a manual therapy device that uses tyro S software and offers a wide range of 

hand and finger therapies. It can be adjusted for each patient. 

Amadeo robot is a device that associates sensors attached to the hand and fingers and is 

used especially in physical rehabilitation programs for stroke patients [2]. 

This robot is able to measure the hand flexion and extension forces due to the sensors 

attached to the fingers. This force is expressed in kilograms and thus evaluates the grip strength 

of the hand. Amadeo robot can be used as therapy in patients with spasticity or high tonus of 

the hand. 

Amadeo is the world's most advanced device used in robotic finger-hand therapy. It helps 

to improve motor and sensory functions and provides a remediation in the synapse neo-

formation by the movement of the fingers. 

Functionality of this robot includes [3]: 

o measurement of tonus and spasticity; 

o therapies for spasticity and physical training meant to develop sensitivity; 

o improved assessment of the force actively practiced by the patient as well as the 

range of active movement; 

o simulation of the hand gripping natural movement; 

o passive hand movement therapy (the passive hand is stimulated); 

o hand assistance therapy: functions shown on the display allow active physical 

training according to the patient's performance limit; 
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o interactive therapies: active physical training with specially developed virtual 

therapy games; 

o choosing a therapy program adapted to each patient, according to the degree of 

his/ her neurological impairment; the patient can be treated passively or actively. 

Parameters monitored during the study are the following: 

- hand flexion force; 

- hand extension force; 

- age; 

- sex; 

- weight; 

- height; 

- risk factors: smoker/ non-smoker, hypertension, dyslipidemia, type II diabetes 

- other associated pathologies; 

- echocardiographic data; 

- biological parameters (oxygen saturation, hemoglobin, blood sugar, creatinine, 

sodium, potassium). 

Assessment was performed using the patient's dominant hand. Clinical and paraclinical data 

were collected from the medical history with the consent of the attending physician. 

We had been making associations between risk factors (age, sex, hypertension, type II diabetes, 

dyslipidemia, smoking status), associated pathologies (valvulopathies, coronary heart disease, 

atrial fibrillation) and hand flexion and extension forces in hospitalized patients with heart 

failure and tried to see to what extent hand mobility is affected by these risk factors and 

associated pathologies. 

1.3. Results 

1.3.1. Assessment of hand extension force using Amadeo robot 

Further to patients’ assessment upon admission with the help of Amadeo robot, it was noticed 

that they had an average hand extension force value of 2.364 kg, while upon discharge the value 

was higher: 2.264 kg, i.e. p-value of 0.4507. 

In male patients, the average value of the extension force was 2.5kg, and in female patients, the 

average value was 2.3kg, i.e. p-value=0.1877. Patients with valvulopathies had an average 
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extension force of 2.250 kg, while those without valvulopathies had an average extension force 

of 2.6 kg, i.e. p-value=0.03396, which is a significant value in our analysis. Patients with arterial 

hypertension proved an average extension force value of 2.4 kg, while the ones with normal 

heart rate proved an average extension force value of 1.8 kg, i.e. p-value=0.05256. Patients with 

atrial fibrillation had an average extension force of 2.3kg, while those with no atrial fibrillation 

had an average value of 2.5kg, i.e. p-value=0.7667. A hand extension force of 2.45 kg was 

noticed in patients with ischemic heart disease. Patients who were not suffering from ischemic 

heart disease had a slightly lower value of 2.3kg, i.e. p-value=0.437. Diabetic patients had an 

average extension force value of 2.550kg, while non-diabetic patients had an average value of 

2.3kg, i.e. p-value=0.2017. Smokers showed an average extension force value of 2.5kg, while 

the non-smokers showed an average extension force value of 2.3kg, p-value = 0.6613. Patients 

with dyslipidemia proved an average extension force value of 2.4 kg. Patients without 

dyslipidemia proved an average extension force value of 1.65 kg, i.e. p-value=0.05722. Patients 

with mitral or aortic insufficiency recorded an average extension force value of 2.3 kg, and 

those without mitral or aortic insufficiency had an average extension force value of 2.45 kg, i.e. 

p-value= 0.8069. The average hand extension force was 2.5 kg in patients with aortic stenosis, 

and 2.35 kg in patients who were not suffering from aortic stenosis, i.e. p value=0.5718. In 

terms of the biological parameters (hemoglobin, creatinine, Na, K), no relevant values were 

noticed during our study because the p-value was far above the threshold of statistical 

significance. 

1.3.2. Assessment of hand flexion force using the Amadeo robot 

Average hand flexion force value of heart failure patients was 6.78kg upon admission, while 

upon discharge it was 7.361kg, i.e. p-value=0.02216. 

          We have been analyzing the association between hand flexion strength and associated 

risk factors/ pathologies in patients with heart failure. The average hand flexion force in female 

patients was 5.7 kg, and the average hand flexion force in male patients was 8 kg, i.e. p-value 

=0.004962. Patients with valvulopathies had an average flexion force value of 6.350 kg and 

those with no valvulopathies had an average value of 6.550 kg, i.e. p-value= 0.236. The 

hypertensive patients showed an average flexion force value of 6.3 kg, while non-hypertensive 

ones showed the average value of 8 kg, i.e. p-value=0.6836. Patients with atrial fibrillation had 

an average flexion force of 6.4kg, and those with no trial fibrillation recorded an average of 

6.3kg, i.e. p-value= 0.776. Patients with ischemic heart disease had an average flexion force 

value of 6.250 kg, while those with no ischemic heart disease had an average value of 6.6 kg, 



7 
 

i.e. p-value=0.4376. The average flexion force value was identical in diabetic patients and in 

non-diabetic ones, i.e. 6.350 kg (p-value=0.6948). Smokers had an average flexion force value 

of 7kg, while non-smokers had an average flexion force value of 6.1kg, i.e. p-value=0.09687. 

In patients with dyslipidemia, the average flexion force value was 6.450 kg, and in those without 

dyslipidemia, it was 5.050 kg, i.e. p-value=0.3555. Patients with mitral/ aortic insufficiency 

recorded an average flexion force value of 6.3 kg, while patients with none of such 

valvulopathies had an average flexion force value of 6.35 kg, i.e. p-value=0.5498. Patients with 

aortic stenosis had an average hand flexion force value of 7.35 kg, while those without this 

pathology recorded an average value of 6.250 kg, i.e. p= 0.5958. 

In terms of biological parameters (hemoglobin, creatinine and K), no statistically significant 

associations related to the hand flexion force were noticed. The only biological parameter that 

showed a statistically significant change was Na. Consequently, it was noticed that a low value 

of sodium is associated with a low flexion force value (p-value = 0.0426). 

1.4. Conversations 

Amadeo robot in patients with heart failure is a safe and effective method in assessing hand 

flexion and extension forces. This study aimed to assess the hand grip strength in patients with 

heart failure and especially to establish the role that risk factors and associated pathology have 

on the patient's physical deconditioning. 

It was noticed during our study that smokers proved better flexion and extension force values 

than non-smokers. This result can be explained by the fact that smokers were younger than non-

smokers. Consequently, they had a better physical condition and fewer comorbidities. Men 

showed a much better value than women, both for flexion and extension of the hand and this 

result is deemed normal from a physiological point of view. Patients with valvulopathies 

featured a slightly lower value compared to those without valvulopathies both in terms of hand 

flexion and hand extension. 

Hypertension had a negative influence on the flexion strength of the hand because flexion 

strength in hypertensive patients was lower than in normotensive patients. 

It was noticed that the hand extension force is slightly lower in patients with atrial fibrillation 

than in case of those without this pathology. Patients with ischemic heart disease recorded a 

much lower value of the hand flexion force compared to those without ischemic heart disease. 
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As for diabetes, no significant associations were noticed during the analysis. The weak 

statistical power can be explained by the small number of patients studied. 

Amadeo robot is used especially for stroke patients. There are studies showing that the use of 

Amadeo robot in stroke patients improves both the motor function of the hand and the cognitive 

function due to the ability to re-form the synapses [4]. 

In the initial phase, after the onset of a stroke, the intensive use of Amadeo robot in the hand 

recovery function showed favorable results and we saw an improvement of the motor deficit in 

these patients. An increase in strength was noticed in both the flexor and extensor muscles after 

20 robotic treatment sessions alongside the classical treatment [5]. 

Data in the specialty literature show a wider remodeling of the sensuous-motor plasticity of 

patients who underwent rehabilitation using Amadeo robot. It was noticed an improvement in 

both the clinical condition and the neurophysiological part of these patients. The use of Amadeo 

robot in the recovery process of stroke patients proved superior to conventional exercises [6]. 

Hand grip strength is associated with fragility, patient comorbidities and increased risk of 

cardiovascular events. Hand strength measurement can be useful in identifying fragility among 

patients with cardiovascular disease. These patients’ frail status assessed by measuring the 

muscle strength of the hand can be associated with comorbidities, sarcopenia and increased risk 

of cardiovascular events. These findings suggest that hand strength measurement can be used 

as a simple and safe screening tool in patients with cardiovascular pathology [7]. 

Also, there have been conducted studies showing that a low hand grip strength value 

among the healthy population is associated on a long term with an increased risk of developing 

cardiovascular diseases [8]. 

Also, studies have shown that sarcopenia equally affects elderly heart failure patients with 

both low ejection fraction and preserved ejection fraction and it represents an important 

mortality predictor [9]. 

Sarcopenia is of particular clinical importance in patients with heart failure because it is 

closely related to the severity of the disease, functional capacity and prognosis. Natriuretic 

peptide levels were significantly increased in patients with heart failure and sarcopenia 

compared to those with no symptoms of sarcopenia. Sarcopenia was associated with a more 

advanced stage of the disease [10]. 
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A study performed in Portugal showed that the use of statins can have a beneficial effect 

on both heart failure and sarcopenia. A possible explanation is the pleiotropic effects of statins 

on endothelial function [11]. 

Other studies have got to the conclusion that prevalence of sarcopenia in obese/ 

overweight heart failure patients is similar to that of skinny sarcopenic patients [12]. 

Studies have shown that muscle mass loss occurs more frequently in elderly patients with 

heart failure as it is associated with higher mortality [13]. 

Considering the increase in life expectancy, the age of heart failure patients is getting 

more advanced. Thus, geriatric impairments become an important problem to treat because they 

lead to low mobility, multiple disabilities and cognitive fall. Frailty is a common clinical 

syndrome in geriatric patients and shows the decrease in physiological reserve and resistance 

to stress factors. Frailty is common in patients with heart failure, especially in elderly patients 

[14]. 

1.4. Conclusions 

Further to the study that monitored 44 patients with NYHA class II-III heart failure and 

used Amadeo robot to evaluate the flexion and extension forces of the hand, we can say that 

risk factors and associated pathologies such as hypertension, type II diabetes, dyslipidemia, 

ischemic heart disease, atrial fibrillation, valvulopathies, smoking and age can have a 

significant influence on hand mobility. Heart failure patient is a fragile patient with multiple 

comorbidities. Deconditioning in patients with heart failure represents the effect of the basic 

disease, but it also represents the cause of comorbidities preservation. Low mobility is 

associated with an increased risk of cardiovascular diseases. 

Main purpose of rehabilitation is to restore lost skills, to increase the patient's quality of 

life, to improve mobility and, thus, to decrease cardiovascular risk, mortality and morbidity in 

a long term. The first step in the rehabilitation process of patients with cardiovascular pathology 

is the correct assessment of functional capacity and the documentation of sarcopenia. 

Results of the study show us that Amadeo robot can be used successfully in assessing the 

functional capacity of patients with cardiovascular pathology. Sarcopenia assessment can also 

be performed using this robot. 
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2. Assessment of walking speed and movement speed using G-

WALK device in patients with NYHA class II-III heart failure 

2.1. Assumptions and objectives 

Heart failure is a high-incidence pathology considering the increase in life expectancy. 

The population aging phenomenon also brings on an increase in the incidence of cardiovascular 

diseases, which is the main cause of mortality and morbidity. The geriatric patient is a fragile, 

physically deconditioned patient affected by sarcopenia. Sarcopenia and frailty are important 

markers in the assessment of the geriatric patient with heart failure, which can negatively 

influence the mortality rate and the quality of life. 

We can see physiopathological changes at the level of muscle mass in patients affected 

by sarcopenia, which are: muscle mass dysfunction and/or decrease in skeletal muscle mass. 

These changes result in a decrease of physical performance and, by default, of the quality of 

life. 

Correct diagnosis of sarcopenia and the inclusion of patients affected by sarcopenia in 

physical rehabilitation programs must represent a priority in the treatment of patients with heart 

failure, along with medical and surgical treatment. 

Main objective of the study was to assess the functional mobility of the heart failure 

patient using the G-WALK device. 

Secondary objectives of the study were represented by: 

- performing associations between cardiovascular risk factors and the walking and 

mobility test results; 

- identifying the comorbidities that can influence the decrease in the physical performance 

of the heart failure patient. 

2.2. Patients and methods 

We prospectively analyzed a cohort of 44 patients admitted to Elias University 

Emergency Hospital, Cardiology department during June 17, 2019 and July 15, 2020. 

Inclusion criteria: 

- hemodynamically and electrically stable heart failure patients; 
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- age over 18 years; 

- written consent on the participation in the study. 

Exclusion criteria: 

- stroke in the medical history; 

- neoplasias; 

- acute coronary syndromes; 

- pulmonary thromboembolism; 

- cognitive impairment; 

- visual disturbances. 

We evaluated hospitalized heart failure patients using the G-WALK device both at the 

time of acute phase compensation and at the time of discharge. The parameters measured with 

the G-WALK device were: 

1. WALK test - which measures walking speed (expressed in m/s); 

2. TUG test - which measures mobility (expressed in seconds). 

We made associations between the results gathered upon hospitalization and the results 

gathered upon the discharge of the patients. Other monitored parameters were: age, sex, risk 

factors (smoker/ non-smoker, hypertension, dyslipidemia, type II diabetes), personal 

pathological history (coronary heart disease, atrial fibrillation, valvulopathies) and biological 

parameters (hemoglobin, creatinine, Na, K, blood sugar). 

G-WALK device is composed of a wireless sensor, which analyzes the patient's walking 

speed, mobility and balance. The evaluated parameters are transmitted via bluetooth to a G-

STUDIO software system where they are analyzed. G-WALK device includes a wireless tri-

axial accelerometer that analyzes the patient's walking by measuring both walking speed and 

mobility. 

WALK test measures the walking speed of patients by a sensor belt. It is attached at 

lumbar level. The test was performed in the corridor of the Cardiology department and the 

patient had to walk a distance of 2x6 meters and make a turn. Patients were instructed to walk 

at a comfortable pace and to inform the study examiner of the occurrence of any symptoms. 

Normal walking speed was considered to be >0.8m/s, while a low walking speed was 

considered to be <0.8m/s. 
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Timed Up and Go (TUG) test measures patients' mobility and balance. Patients are seated 

on a 45 cm heigh chair; the same wireless sensor belt is used. Patients are asked to stand up, 

walk 3 meters and sit back on the chair. The time the patient performs this test is measured and 

written down in seconds. 

It takes into account the following: 

- normal mobility - TUG test value < 15 s; 

- slightly reduced mobility - TUG test value 15-25 s; 

- moderately reduced mobility - TUG test value > 25 s; 

- severely impaired mobility - the patient cannot perform the test until the end. 

There are studies that focus on the functionality of G-WALK device use when analyzing 

the mobility of heart failure patients. These studies showed that G-WALK device is extremely 

useful and reliable in assessing the physical capacity of heart failure patients. It could 

successfully replace the use of the 6-minute walk test [15]. 

2.3. Results 

2.3.1. WALK test 

Average walking speed of the studied group was 0.8416 m/s upon admission and 0.8805 

m/s upon discharge, i.e. p-value=0.09449. 

Upon admission, 23 heart failure patients out of a total of 44 studied ones had a walking 

speed value above 0.8 m/s, while upon discharge, there were 29 patients with walking speed 

above 0.8 m/s. Consequently, it was noticed a walking speed improvement after the treatment 

of the acute phase of heart failure (p-value=0.1489). Twelve women had a walking speed of 

less than 0.8 m/s out of the 19 female patients and 9 male patients had a walking speed of less 

than 0.8 m/s out of the 25 male patients, i.e. p value-0.1384. Everyone else (7 women and 16 

men) recorded a walking speed higher than 0.8 m/s. 

We assessed the walking speed of heart failure patients in terms of the presence or absence 

of valvulopathies. We found that out of 30 patients with valvulopathies, 16 recorded a walking 

speed of less than 0.8 m/s, which represents 53% of the total number of patients. As for the 

patients with no sympthoms of valvulopathies, only 35% (5 patients out of 14 without 

valvulopathies) recorded a walking speed < 0.8 m/s (p-value=0.4438). Nineteen patients 
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(representing 54%) recorded a walking speed < 0.8 m/s out of the total number of hypertensive 

patients. Only 2 patients (representing 22%) had a walking speed < 0.8 m/s, i.e. p-value=0.1791, 

out of the total number of non-hypertensive patients. Thirteen patients had a walking speed < 

0.8 m/s (representing 52%) out of 25 patients with atrial fibrillation. Conversely, only 8 patients 

out of 19 patients without atrial fibrillation had a low walking speed (representing 42%), i.e. p-

value=0.7292. Fourteen patients recorded a walking speed <0.8 m/s (representing 53%) out of 

26 patients with heart failure and ischemic heart disease. Analyzing the patients without 

ischemic heart disease, only 38% had a walking speed <0.8 m/s, p-value= 0.5031. Sixty 

percents of diabetics had a walking speed < 0.8 m/s and 40% had a walking speed > 0.8 m/s out 

of 10 patients. In non-diabetic patients, it was found that out of 34 patients, 15 (44.11%) had a 

walking speed < 0.8 m/s and 19 (55.88%) had a walking speed > 0.8 m/s, p-value =0.6004. In 

terms of smoking as a risk factor, it was found that only 2 patients out of the total number of 

smokers had a walking speed < 0.8 m/s. The remaining 11 patients registered a walking speed 

> 0.8 m/s. Nineteen non-smokers had a walking speed < 0.8 m/s and 12 out of 31 non-smokers 

had a walking speed > 0.8 m/s, p-value= 0.0143. Among the patients with dyslipidemia, 47.36% 

had a walking speed <0.8 m/s, while among those without dyslipidemia, the percentage was 

equal between those with a speed < 0.8 m/s and those with a speed > 0.8 m/s, p-value=1. We 

analyzed the walking speed of the patients in terms of their age. We found that walking speed 

decreases in elderly patients, which a perfectly normal matter considering the physical 

deconditioning and comorbidities associated with elderly patients (p-value=0.1691). We 

analyzed walking speed in patients with heart failure in terms of the number of days of 

hospitalization required. The higher the number of hospitalization days required to compensate 

for the acute phase of heart failure, the lower the patients' walking speed (p-value=0.0348). 

We analyzed the biological parameters (hemoglobin, creatinine, ionogram) to see if we 

can capture an association between the walking speed of heart failure patients and the values of 

these parameters. Patients with high hemoglobin values recorded a better walking speed than 

patients with low hemoglobin values (p-value=0.009676, a statistically significant value). 

Patients with low Na values recorded lower walking speeds compared to those with higher Na 

values (p-value = 0.01933). Hyposodemia is frequently found in heart failure patients and is 

clinically characterized by weakness, confusion and physical deconditioning. This explains 

why we encounter low walking speed values in patients with hyponatremia. In terms of 

potassium and serum creatinine values, we did not notice a significant relation with the walking 

speed. 
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After performing the Walk test, the patients were divided into two groups: 

o patients with walking speed > 0.8 m/s, considered as normal; 

o patients with walking speed < 0.8 m/s considered as low. 

It was found that 21 patients recorded a low walking speed in the Walk test and 23 patients 

recorded a good walking speed out of the total group of 44 heart failure patients studied. 

We analyzed the characteristics of both groups from the point of view of risk factors, 

presence of personal pathological history, clinical, biological, echocardiographic parameters 

and the drug treatment administered. 

It was noticed that 57% were women, 9.5% were smokers, 90.5% were hypertensive 

patients, 85.7% were dyslipidemic patients, 28.6% were diabetics, 61.9% had a history of atrial 

fibrillation and 66% had a history of coronary heart disease out of the overall group of patients 

that recorded a low walking speed. 

Also, patients with low walking speed (< 0.8 m/s) had an average age of 71 years (SD 

6.266) and an average weight of 72.57 kg (SD 13.457). 

Clinically, the patients of this group had an average systolic BP of 116.19 (SD 21,266), 

ventricular rate of 88.43 beats/ minute (SD 30,498) and oxygen saturation of 94.62% (SD 

2,224). 

An average value of hemoglobin of 12.106 mg/dl (SD 1.5865), creatinine of 1.2382 mg/dl 

(SD 0.70965), Na of 136.22 mmol/l (SD 4.989), K of 136.22 mmol/l (SD 4.989) and NT pro 

BNP of 4138.50 pg/ml (SD 4186.760) was noticed from the biological point of view. 

Echocardiographically, low walking speed patients had an average value of right 

ventricular size of 33.65mm (SD 9.074), left atrium of 43.37mm (SD 7.388), left ventricular 

systolic diameter (VSTD) of 50.70mm (SD 9.325) and an average value of Tricuspid Annular 

Plane Systolic Excursion (TAPSE) of 18.4 7mm (SD 3.717). Consequently, the conclusion was 

that patients with speed < 0.8 m/s had a dilated left atrium and a diminished right ventricular 

systolic function. 

Following the treatment administered to low walking speed patients, we noticed that 

76.2% received treatment with furosemide, 47.6% - spironolactone, 28.6% - digitalis, 66.7% -

ACEI/ sartans, 28.6% - dual antiplatelet therapy, 81% - beta-blockers and 57.1% - oral 

anticoagulants. 
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In terms of patients with heart failure and normal walking speed (V> 0.8 m/s), it was 

noticed that 30% were women, who were 66.78 years old (SD 12.982) and had an average 

weight of 87.39 kg (SD 25.464). 47.8% of these patients were smokers, 69.6% were 

hypertensive, 87% were dyslipidemic, 17.4% had type II diabetes, 65.2% had a history of CHF, 

52% had a history of atrial fibrillation and 52.2% had CHD. From a clinical point of view, these 

patients had an average ventricular rate of 88 beats/ minute (SD 28.049), an average systolic 

BP of 134.87mmHg (SD 25.742) and an average oxygen saturation of 95% (SD 25.742). 

Biologically, an average value of hemoglobin of 12.952 mg/dl (SD 1.7699), sodium of 138.35 

mmol/l (SD 3.113), potassium of 4.509 mmol/l (SD 0.6653), creatinine of 1.2130 mg/dl (SD 

0.50727) and blood glucose of 107.82 mg/dl (SD 27,114) was noticed. 

2.3.2. TUG test 

Upon admission, the average value of the TUG test in the whole group was 16.7193 

seconds (SD 5.56735). Upon discharge, the average value of the TUG test of the whole group 

was 16.7891 seconds (SD 4.87219). 

Patients were divided into 2 groups after analysing TUG test value: 

o patients with TUG test duration <15 seconds - expressing preserved mobility; 

o patients with TUG test duration >15 seconds - expressing reduced mobility. 

Nineteen patients had a TUG value <15 seconds and 25 patients had a TUG value >15 

seconds out of 44 patients studied. 

Statistical analysis showed us that the reduced mobility group of patients was composed 

of 48% women, 28% smokers, 80% hypertensives, 87% dyslipidemics, 24% diabetics and 64% 

had a history of atrial fibrillation and CHD. 

Clinically, patients with a TUG value > 15 seconds, had an average systolic BP of 119.20 

mmHg (SD 21,296), a ventricular rate of 85.28 beats/ minute (SD 28,191) and an oxygen 

saturation of 94.96% (SD 2,300). 

From a biological point of view, these patients presented an average value of creatinine 

of 1.3435 mg/dl (SD 0.71260), hemoglobin of 12.625 mg/dl (SD 1.6819), blood glucose of 

115.44 mg/dl (SD 52.041), sodium of 137.52 mmol/l (SD 4.823) and potassium of 4.478 

mmol/l. l (SD 0.7090). 
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Echocardiographically, they had a left ventricular end-diastolic diameter (VSTD) of 

52.54 mm (SD 8.959), a left atrium (LA) of 43.22 mm (SD 7.198), a right ventricle (RV) of 

35.08 mm (SD 7.587) and a Tricuspid Annular Plane Systolic Excursion (TAPSE) value of 

18.29 mm (SD 4,551). 

Out of 19 women, 7 had a TUG value lower than 15 seconds. However, the rest of the 

women recorded a value above 15 seconds. Out of 25 men, 12 had a TUG value lower than 15 

seconds and 13 men recorded a value over 15 seconds (p-value= 0.6651). 

In our study, 19 valvulopathic patients (representing 63.33%) recorded a TUG test value 

>15 seconds out of 30 patients, while the group of non-valvulopathic group had only 6 patients 

(representing 42.85%) with an increased TUG test value (p-value= 0.3419). 

Out of 35 hypertensive patients, 20 (representing 57.14%) had a TUG value higher than 

15 seconds, and out of 9 normotensive patients, 5 (representing 55%) recorded an increased 

value of this test (p-value=1). 

Out of 25 patients with atrial fibrillation, 16 (representing 64%) had a value higher than 

15 seconds in the TUG test, and out of 19 patients without atrial fibrillation, only 9 (representing 

47.36%) recorded a value over 15 seconds (p-value=1). 

Out of 26 patients with heart failure and CHD, 16 (representing 61.53%) recorded a value 

over 15 seconds of the TUG test, and out of 18 patients with heart failure but without CHD, 9 

patients (representing 50%) had a value higher than 15 seconds (p-value=0.6526). 

In terms of the patients with heart failure and diabetes, 6 out of 10 patients (representing 

60%) had a TUG test value over 15 seconds, and out of 34 patients with heart failure 19 patients 

(55.88%) had an increased TUG test value (p-value=1). 

Seven (representing 53.84%) out of 13 smokers had a TUG test value over 15 seconds, 

while 18 out of 31 non-smokers (representing 58.06%) registered a value higher than 15 

seconds, with p-value=1. 

Out of 38 patients with dyslipidemia, 22 (representing 57.89%) recorded a value over 15 

seconds of the TUG test, while the proportion was equal between those with a TUG test over 

15 seconds and those with a test below 15 seconds (p-value=1) in patients without dyslipidemia. 



17 
 

2.4. Conversations 

There are studies that have reported significant associations of walking speed and 

different cardiovascular risk factors (diabetes mellitus, arterial hypertension, calcifications of 

coronary vessels as well as the level of C-reactive protein) with the occurrence of cardiovascular 

events (myocardial infarction, stroke, peripheral arterial disease). These studies have shown 

that walking speed can be used as a tool in cardiovascular risk stratification in older adults [16]. 

A Swedish cohort study analyzed 3241 patients over 60 years of age and showed the 

correlation between the functional capacity of patients with cardiovascular and 

neuropsychiatric diseases and the risk of morbidity and mortality. Decreased functional 

capacity was defined as a walking speed of less than 0.8m/s. After 3 years of analysis, it was 

found that the functional capacity decrease leads to an increased mortality risk in elderly 

patients with cardiovascular and neuropsychiatric diseases. Thus, walking speed can be a useful 

and easy-to-use clinical marker for the prognosis of morbidity and mortality in this category of 

cardiovascular and neuropsychiatric patients [17]. 

Decreased quality of life is common in patients with cardiovascular diseases and is 

associated with increased mortality. Association between 6-minute walking speed/ walking 

distance (6MWD) and patients with cardiovascular disease showed a significant decrease in 

quality of life in patients with cardiovascular disease and increased mortality [18]. 

Low walking speed in elderly patients with cardiovascular disease is associated with an 

increased risk of death. This statement is reinforced by another study that analyzed the 

correlation between walking speed and causes of death in a group of elderly patients. 3208 

patients over 65 years old were enrolled between 1999 and 2001. Walking speed was measured 

and causes of death were analyzed during the 5-year monitoring period. 209 patients died (99 

from cancer and 59 from cardiovascular diseases) out of 3208 enrolled patients. The results of 

the study showed that there was no correlation between low walking speed and cancer mortality, 

but there was a correlation between low walking speed and mortality from cardiovascular 

disease. Thus, low walking speed in the elderly is associated with an increased risk of mortality 

from cardiovascular diseases [19]. 
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TUG is a test used as a screening tool when assessing the patients’ falling risk. It has been 

proven that TUG test is an increased sensitivity and specificity test used to identify the falling 

risk in elderly patients [20]. 

TUG test is a reliable, safe and effective method in assessing functional capacity in 

patients with heart failure, especially in patients over 60 years. However, TUG has no standard 

reference values for patients younger than 60 years old. There was a study that analyzed people 

between 20 and 59 years old using the TUG test. That study looked at the relationship between 

TUG test results and demographic, physical and mental health risk factors. The study enrolled 

200 participants (20 participants per decade). TUG test was performed and information on 

social-economic status, body mass index, morbidity and mortality index and perception of 

general physical and mental health was gathered. 

Results showed that TUG times were significantly different between decades. Slower 

times occurred in older compared to younger patients. Higher TUG values appeared in patients 

with low social-economic status, in people with higher body mass, with comorbidities and 

poorer physical and mental health. In essence, the study showed that TUG test can be used to 

monitor physical activity in young people, especially in those with risk factors for physical and 

mental health [21]. 

A prospective cohort study performed in 2017-2018, that included patients who 

subsequently underwent elective surgery on the thoracolumbar spine, showed that TUG pre-

surgery assessment of patients was an important predictor of post-surgery adverse events. TUG 

can be successfully used to identify patients at high risk of post-surgery adverse events during 

thoracolumbar surgeries [22]. 

It has been proved that TUG test can be useful in evaluating the functional capacity of 

patients who are to undergo coronary bypass surgery. Pre- and post-operative patients were 

evaluated and it was shown that a short-term physical rehabilitation program is useful in 

improving functional capacity in patients with coronary heart disease who are to undergo 

coronary bypass surgery [23]. 

TUG is a test that has been used to measure physical frailty, to monitor the correlation 

between BP and cardiovascular disease and mortality, especially in younger adults. A linear 
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association was noticed between the increase in systolic and diastolic blood pressure values and 

the risk of myocardial infarction and stroke [24]. 

Walking speed measuring tests and TUG test have also proven extremely useful in 

evaluating functional capacity in patients with ischemic heart disease. They proved that age and 

biological parameters (creatinine and serum hemoglobin) can influence the mobility of patients 

with cardiovascular pathologies [25]. 

A study published in 2020 supports growing evidence that low walking speed is 

associated with increased hospitalization rates and higher hospitalization costs in patients with 

cardiovascular disease [26]. Thus, the conclusion was that an improvement of the functional 

capacity in this category of patients would have a definite benefit on the quality of life also by 

decreasing the hospitalization rates. 

Walking speed and survival in female patients with cardiovascular disease were studied. 

It was found that the decrease in walking speed is associated with the increase in mortality in 

female patients with cardiovascular diseases [27]. Improvement in walking speed has led to a 

decrease in hospitalization and mortality rates among female patients with cardiovascular 

disease [28]. 

Walking speed can be used as an important forecasting factor for patients with 

cardiovascular diseases. However, the population aging phenomenon must be taken into 

account, because it associates an increased segment of the population with low walking speed. 

Thus, the maximum walking speed can be an independent predictor for patients with 

cardiovascular diseases. The assessment of maximum walking speed alongside usual walking 

speed is useful in forecasting risk stratification for elderly patients with cardiovascular disease 

[29]. 

Measuring walking speed over short distances led to the idea that walking speed low 

value is associated with an increased risk of metabolic syndrome and subclinical atherosclerosis 

in elderly adults without obvious cardiovascular disease. The coronary arteries were evaluated 

by emission computed tomography and the carotid arteries - by ultrasound scanning. These 

studies show that walking speed measuring can be used to highlight the presence of underlying 

vascular disease [30]. 



20 
 

It was found out that patients with a history of myocardial infarction have a lower 

walking speed than patients without this pathology and they have an increased risk of 

cardiovascular mortality. The results of the studies show that the assessment and improvement 

of walking speed are absolutely necessary in the management of physical rehabilitation of 

patients with myocardial infarction [31] 

2.5. Conclusions 

Further to the study of 44 patients with NYHA class II-III CHF using G-WALK device, 

it was noticed that patients with lower walking speed (v < 0.8m/s) vs. patients with normal 

walking speed (v > 0.8 m/s) were older (71.81 years +/- 6.26 vs. 66.78 years +/-12.98, p=0.10), 

had a lower body weight (72.57 kg +/-13.457 vs. 87.39 kg +/-25.464, p=0.02), a lower blood 

pressure value (116.1 9 mmHg +/-21.266 vs. 134.87 mmHg +/-25.742, p=0.12), a lower oxygen 

saturation value (94.62 % +/-2.224 vs. 95.00% +/- 3.205, p=0.647), a lower sodium value 

(136.22 mmol/l +/-4.989 vs. 138.35 mmol/l +/-3.113, p=0.102) and a higher blood glucose 

value (115.50 mg/dl +/-54.735 vs. 107.82 mg/dl +/-27.114, p=0.615). 

It was also noticed that patients with a higher TUG value (>15 seconds) vs. patients with 

a normal TUG value (<15 seconds) are older (70.92 years +/-9.729 vs. 66.89 years +/-11.362, 

p=0.10), have a higher creatinine value (1.3435 mg/dl +/- 0.71260 vs. 1.0618 mg/dl +/- 0.33332, 

p=0.896) and a higher blood glucose value (115.44 +/-52.041 vs. 106.87 +/-26.686, p=0.615). 

After applying the heart failure treatment during the hospitalization period, there was 

noticed an improvement in the walking speed of the patients, but not an improvement in the 

TUG value. 

Thus, we can conclude that risk factors, such as diabetes, chronic kidney disease, 

advanced age and heart failure are associated with low mobility and significant physical 

deconditioning. 

Low mobility increases the risk of cardiovascular diseases that consequently increased 

morbidity and mortality in a long term. 

We can thus state that the implementation of rehabilitation programs to increase 

mobility in patients with heart failure, along with drug treatment and risk factors correction, is 

essential in reducing morbidity and mortality caused by cardiovascular deseases and in 

increasing the life quality of patients with heart failure. 
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                            3. Personal Contributions 
 

Rehabilitation of patients with NYHA class II-III CHF is extremely important because 

the aging process and the increase in life expectancy have led to an increase in the geriatric 

population affected by sarcopenia, frailty and deconditioning. Deconditioning, sarcopenia and 

frailty lead to disability, decrease the quality of life and increase hospital readmission rates and 

increased mortality. 

Rehabilitation programs are developed insignificantly in our country because of the lack 

of information, low number of specialists, missing protocols and low adherence of patients. 

In this work, we have tried to point out the importance of the correct assessment of the 

functional capacity of patients with NYHA class II-III CHF, because this stage represents the 

initial point of integrating the patients into rehabilitation programs. 

Main objective was to highlight that use of Amadeo robot and G-WALK device 

provides valuable, fast and reliable information on functional capacity analysis. 

Scientific research objectives were to prove that hand grip strength, walking speed and 

mobility of patients with NYHA class II-III heart failure are influenced by risk factors and 

associated pathologies: 

- men have better hand flexion and extension forces than women; 

- patients with valvulopathies show lower values of hand flexion and extension forces 

compared to those without valvulopathies; 

- hypertension negatively influences the hand flexion force; 

- atrial fibrillation and CHD are pathologies that can decrease the hand extension and flexion 

forces; 

- type II diabetes did not influence the hand flexion and extension forces; 

- walking speed is influenced by the following parameters: age, weight, Na values, blood 

sugar and oxygen saturation values; 

- value of the TUG test is influenced by: age, creatinine and blood sugar. 

Technical and economic advantages are: 

- simplicity and speed of using these devices in assessing the patients' functional capacity; 

- possibility of using this equipment both in the hospital and in outpatient circumstances; 

- G-WALK test, TUG test and the measurement of grip strength, using simple protocols, 

represent a quick and efficient means of assessing frailty, which is an important geriatric 

syndrome associated with morbidity and mortality rate increase. 

Barriers for the study were represented by: 

- small number of patients studied; 

- lack of long-term follow-up; 
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- absence of national protocols for the assessment of physical capacity; 

- absence of physical rehabilitation centers with a multidisciplinary team. 

We believe that the directions the research should be continued in are: 

- assessment of a larger number of patients with NYHA class II-III heart failure, but also of 

patients with other cardiovascular pathologies; 

- long-term follow-up and assessment of the quality of life of patients included in physical 

rehabilitation programs using these devices (Amadeo and G-WALK); 

- implementation of national physical rehabilitation protocols for heart failure patients; 

- comparing the assessment of patients using classic tests (the 6-minute walking test 6MWT 

and the cardio-pulmonary exercise test) and the tests used in this work (Amadeo robot and 

G-WALK device) 

Final considerations 

1. G-WALK devices and Amadeo robot represent simple means of assessing functional 

capacity. 

2. Amadeo robot and G-WALK device can be safely used to evaluate heart failure patients. 

3. Walking speed, mobility and grip strength are key components in assessing the 

functional capacity in elderly patients. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



23 
 

Selective Bibliography 
 

[1] Pavasini R, Serenelli M, Celis-Morales CA, Gray SR, Izawa KP, Watanabe S, Colin-

Ramirez E, Castillo-Martínez L, Izumiya Y, Hanatani S, Onoue Y, Tsujita K, Macdonald PS, 

Jha SR, Roger VL, Manemann SM, Sanchis J, Ruiz V, Bugani G, Tonet E, Ferrari R, Volpato 

S, Campo G. Grip strength predicts cardiac adverse events in patients with cardiac disorders: 

an individual patient pooled meta-analysis. Heart. 2019 Jun;105(11):834-841.  

[2] Torrisi M, Maggio MG, De Cola MC, Zichittella C, Carmela C, Porcari B, la Rosa G, De 

Luca R, Naro A, Calabrò RS. Beyond motor recovery after stroke: The role of hand robotic 

rehabilitation plus virtual reality in improving cognitive function. J Clin Neurosci. 2021 

Oct;92:11-16.  

[3] https://tyromotion.com/produkte/amadeo/ 

[4] Torrisi M, Maggio MG, De Cola MC, Zichittella C, Carmela C, Porcari B, la Rosa G, De 

Luca R, Naro A, Calabrò RS. Beyond motor recovery after stroke: The role of hand robotic 

rehabilitation plus virtual reality in improving cognitive function. J Clin Neurosci. 2021 

Oct;92:11-16.  

[5] Sale P, Lombardi V, Franceschini M. Hand robotics rehabilitation: feasibility and 

preliminary results of a robotic treatment in patients with hemiparesis. Stroke Res Treat. 

2012;2012:820931.  

[6] Calabrò RS, Accorinti M, Porcari B, Carioti L, Ciatto L, Billeri L, Andronaco VA, Galletti 

F, Filoni S, Naro A. Does hand robotic rehabilitation improve motor function by rebalancing 

interhemispheric connectivity after chronic stroke? Encouraging data from a randomised-

clinical-trial. Clin Neurophysiol. 2019 May;130(5):767-780.  

[7] Reeve TE 4th, Ur R, Craven TE, Kaan JH, Goldman MP, Edwards MS, Hurie JB, Velazquez-

Ramirez G, Corriere MA. Grip strength measurement for frailty assessment in patients with 

vascular disease and associations with comorbidity, cardiac risk, and sarcopenia. J Vasc Surg. 

2018 May;67(5):1512-1520.  

[8] Liu W, Chen R, Song C, Wang C, Chen G, Hao J, Wang Y, Yu C. A Prospective Study of 

Grip Strength Trajectories and Incident Cardiovascular Disease. Front Cardiovasc Med. 2021 

Sep 16;8:705831.  

[9] Konishi M, Kagiyama N, Kamiya K, Saito H, Saito K, Ogasahara Y, Maekawa E, Misumi 

T, Kitai T, Iwata K, Jujo K, Wada H, Kasai T, Nagamatsu H, Ozawa T, Izawa K, Yamamoto S, 

Aizawa N, Makino A, Oka K, Momomura SI, Matsue Y. Impact of sarcopenia on prognosis in 

https://tyromotion.com/produkte/amadeo/


24 
 

patients with heart failure with reduced and preserved ejection fraction. Eur J Prev Cardiol. 

2021 Aug 9;28(9):1022-1029.  

[10] Tsuchida K, Fujihara Y, Hiroki J, Hakamata T, Sakai R, Nishida K, Sudo K, Tanaka K, 

Hosaka Y, Takahashi K, Oda H. Significance of Sarcopenia Assessment in Acute 

Decompensated Heart Failure. Int Heart J. 2018 Jan 27;59(1):143-148.  

[11] Valdiviesso R, Sousa-Santos AR, Azevedo LF, Moreira E, Amaral TF, Silva-Cardoso J, 

Borges N. Statins are associated with reduced likelihood of sarcopenia in a sample of heart 

failure outpatients: a cross-sectional study. BMC Cardiovasc Disord. 2022 Aug 5;22(1):356. 

[12] 30. Fonseca GWPD, Dos Santos MR, de Souza FR, Takayama L, Rodrigues Pereira RM, 

Negrão CE, Alves MNN. Discriminating sarcopenia in overweight/obese male patients with 

heart failure: the influence of body mass index. ESC Heart Fail. 2020 Feb;7(1):84-91. 

[13] Attaway A, Bellar A, Dieye F, Wajda D, Welch N, Dasarathy S. Clinical impact of 

compound sarcopenia in hospitalized older adult patients with heart failure. J Am Geriatr Soc. 

2021 Jul;69(7):1815-1825.  

[14] Uchmanowicz I, Łoboz-Rudnicka M, Szeląg P, Jankowska-Polańska B, Łoboz-Grudzień 

K. Frailty in heart failure. Curr Heart Fail Rep. 2014 Sep;11(3):266-73.  

[15] R. Hwang, N. R. Morris, A. Mandrusiak, A. Mudge, J. Suna, J. Adsett, and T. Russell, 

“Timed Up and Go Test: A Reliable and Valid Test in Patients With Chronic Heart Failure,” J. 

Card. Fail., vol. 22, no. 8, pp. 646–650, 2016 

[16] Fonseca Alves DJ, Bartholomeu-Neto J, Júnior ER, Ribeiro Zarricueta BS, Nóbrega OT, 

Córdova C. Walking Speed, Risk Factors, and Cardiovascular Events in Older Adults-

Systematic Review. J Strength Cond Res. 2017 Nov;31(11):3235-3244.  

[17] Vetrano DL, Rizzuto D, Calderón-Larrañaga A, Onder G, Welmer AK, Qiu C, Bernabei 

R, Marengoni A, Fratiglioni L. Walking Speed Drives the Prognosis of Older Adults with 

Cardiovascular and Neuropsychiatric Multimorbidity. Am J Med. 2019 Oct;132(10):1207-

1215.e6. 

[18] Sato A, Kamiya K, Hamazaki N, Nozaki K, Ichikawa T, Yamashita M, Uchida S, Maekawa 

E, Yamaoka-Tojo M, Matsunaga A, Ako J. Gait speed and 6-minute walking distance are useful 

for identifying difficulties in activities of daily living in patients with cardiovascular disease. 

Heart Lung. 2022 Jan-Feb;51:46-51.  



25 
 

[19] Dumurgier J, Elbaz A, Ducimetière P, Tavernier B, Alpérovitch A, Tzourio C. Slow 

walking speed and cardiovascular death in well functioning older adults: prospective cohort 

study. BMJ. 2009 Nov 10;339:b4460. 

[20] Shumway-Cook A, Brauer S, Woollacott M. Predicting the probability for falls in 

community-dwelling older adults using the Timed Up & Go Test. Phys Ther. 2000 

Sep;80(9):896-903. PMID: 10960937. 

[21] Kear BM, Guck TP, McGaha AL. Timed Up and Go (TUG) Test: Normative Reference 

Values for Ages 20 to 59 Years and Relationships With Physical and Mental Health Risk 

Factors. J Prim Care Community Health. 2017 Jan;8(1):9-13. 

[22] Komodikis G, Gannamani V, Neppala S, Li M, Merli GJ, Harrop JS. Usefulness of Timed 

Up and Go (TUG) Test for Prediction of Adverse Outcomes in Patients Undergoing 

Thoracolumbar Spine Surgery. Neurosurgery. 2020 Mar 1;86(3):E273-E280.  

[23] . Steinmetz C, Bjarnason-Wehrens B, Baumgarten H, Walther T, Mengden T, Walther C. 

Prehabilitation in patients awaiting elective coronary artery bypass graft surgery - effects on 

functional capacity and quality of life: a randomized controlled trial. Clin Rehabil. 2020 

Oct;34(10):1256-1267.  

[24] Chun S, Han K, Lee S, Cho MH, Jeong SM, Jung HW, Son KY, Shin DW, Lee SC. Impact 

of Frailty on the Relationship between Blood Pressure and Cardiovascular Diseases and 

Mortality in Young-Old Adults. J Pers Med. 2022 Mar 8;12(3):418. 

[25] Avram RL, Nechita AC, Popescu MN, Teodorescu M, Ghilencea LN, Turcu D, Lechea E, 

Maher S, Bejan GC, Berteanu M. Functional tests in patients with ischemic heart disease. J Med 

Life. 2022 Jan;15(1):58-64.  

[26] Bonnini S, Mazzoni G, Borghesi M, Chiaranda G, Myers J, Mandini S, Raisi A, Masotti 

S, Grazzi G. Improving walking speed reduces hospitalization costs in outpatients with 

cardiovascular disease. An analysis based on a multistrata non-parametric test. BMC Health 

Serv Res. 2020 Nov 17;20(1):1048. 



26 
 

[27] Raisi A, Zerbini V, Myers J, Masotti S, Piva T, Lordi R, Chiaranda G, Grazzi G, Mazzoni 

G, Mandini S. Moderate walking speed and survival association across 23-years follow-up in 

female patients with cardiovascular disease. Int J Cardiol. 2023 Jan 15;371:371-376.  

[28] Grazzi G, Mazzoni G, Myers J, Caruso L, Sassone B, Pasanisi G, Guerzoni F, Napoli N, 

Pizzolato M, Zerbini V, Franchi M, Masotti S, Mandini S, Raisi A, Chiaranda G. Impact of 

Improvement in Walking Speed on Hospitalization and Mortality in Females with 

Cardiovascular Disease. J Clin Med. 2020 Jun 5;9(6):1755.  

[29] Ueno K, Kamiya K, Hamazaki N, Nozaki K, Ichikawa T, Yamashita M, Uchida S, Noda 

T, Maekawa E, Yamaoka-Tojo M, Matsunaga A, Ako J. Usefulness of measuring maximal gait 

speed in conjunction with usual gait speed for risk stratification in patients with cardiovascular 

disease. Exp Gerontol. 2022 Jul;164:111810. 

[30] Hamer M, Kivimaki M, Lahiri A, Yerramasu A, Deanfield JE, Marmot MG, Steptoe A. 

Walking speed and subclinical atherosclerosis in healthy older adults: the Whitehall II study. 

Heart. 2010 Mar;96(5):380-4. 

[31] Yamamoto S, Matsunaga A, Kamiya K, Miida K, Ebina Y, Hotta K, Shimizu R, 

Matsuzawa R, Abe Y, Kimura M, Shimizu S, Watanabe H, Noda C, Yamaoka-Tojo M, Masuda 

T, Izumi T. Walking speed in patients with first acute myocardial infarction who participated 

in a supervised cardiac rehabilitation program after coronary intervention. Int Heart J. 

2012;53(6):347-52.  

 

 

 

 

 

 



27 
 

List of published scientific works 

Articles published in extenso in journals indexed in international databases (IDB) 

1. Diana Turcu, Anca-Ioana Roman, Matei Teodorescu, Marius Popescu, Rodica 

Ploeșteanu, Liviu Ghilencea, Nicolae Gică, Andreea Grosu Bularda, Mihai Berteanu 

Correlations between hand grip strength and NYHA class II-III heart failure, Romanian 

Journal of Medical Practice, vol. XVII, No.1 (86), pp.47-, 2022 

https://view.publitas.com/amph/rjmp_2022_1_art-08/page/1 

2. Diana Turcu, Anca-Ioana Roman, Matei Teodorescu, Marius Popescu, Rodica 

Ploeșteanu, Liviu Ghilencea, Nicolae Gică, Vlad Bătăilă, Mihai Berteanu 

Correlations between walking speed and Timed Up and Go (TUG) in patients with heart 

failure class II-III NYHA, Romanian Journal of Medical Practice, vol. XVI, No.3 (80), 

pp.364-, 2021 

https://view.publitas.com/amph/rjmp_2021_3_art-10/page/1 

3. Ploeșteanu RL, Nechita AC, Turcu D, Manolescu BN, Stamate SC, Berteanu M,  

Effects of neuromuscular electrical stimulation in patients with heart failure – review, 

Journal of Medicine and Life Vol. 11, Issue 2, April-June 2018. 

https://www.medandlife.ro/issue/389-2018/396-issue-2/398-review.html 

4. Rodica Lucia Avram, Alexandru Cristian Nechita, Marius Nicolae Popescu, Matei 

Teodorescu, Liviu Nicolae Ghilencea, Diana Turcu, Mihai Berteanu, 

Effects of neuromuscular electrical stimulation in patients with acute heart failure –  

results of a single-center randomized trial, Journal of Science and Arts Year 20, No. 2(51), pp. 

491-500, 2020, 

http://www.josa.ro/docs/josa_2020_2/c_01_Avram_491-500_10p.pdf 

 


