TP AR R A4 5 AT 4R 2019 4F 10 5 41 55 10 ] Chin J Phys Med Rehabil, October 2019, Vol. 41, No.10

Tk T W I 5 FUIR A e A TR 2 RE
[ A5 B Y T RO R

IRLE 4t HFHk RS D
RXFTH—ERELESFH, XX 430030
BAEVEH . B $, Email : 1203135093@ q.com

[HZE] BHW  WEALAEFMRE R HERL LR E 0k TP 2Rty 25 v i 7 WE 2 BE B s 1997 30
Fik PEEL 2017 4F 1 H & 2018 4F 6 H A E 7 2RI T 25 — B8 BE k2 HLAF A A BE AR 9 i 2 v S5 4 5 R ) g
R R 48 ] i RRBHAIL X 20 143 R AR 20 5 06 BRAT 4% 24 3], 2 4 AR BB 2 I A v J5 MU A2 3R 97, 10
FEZ s ohe Ik AEb TG SN2k B 67 A AR D RE I 2658 WAL AE & FUBR B3R 97 W 3Lk 13 inbE
WP D REN SR, E BRI S [ 145 2] A TRV N S5 s TG S 2k i LR S5 s 25 20 T =X Il 5o
AP R A VR4, 2 4L B BRI N 6 A, PP 2 AL IRIP I 3RYT 6 R (BT )R ) iih gt n
[ B PEAT ) 58 — R W S BU(FEV, ) I IliiE & (FVC) ] e K WSE (Plmax) | FH AR K 50
(KDWT) FrifERHIIBEIERE (SSA) IIREMER N INMEIT /> (FDS) . &R A7 )R, WELLL R A e I At
[ (6.00£0.77)s] .FEV,[ (3.43£0.30)L] .FVC[ (3.90+0.17) L] PImax[ (63.53+10.76) cmH,0 ] ¥ T-24H N4
SERTAIN BRLLIATT )R, 2 R YA ST L (P<0.05) . AITIE , WELLL R KDWT 7 230 554 5 % B4 L g,
ZRTGIT2EE L (P>0.05) (HWLRA R KDWT BACR xR, 6975, W4l 85 1Y SSA 1 FDS 11
Ay B EART A PIBITRTR BALIGIT G, 25 WA ST F R L (P<0.05) . &it  7Ew MRS 1 3mt 1L
BET-IP I 25 v 5 2 e i 2 o SR R RE IR IR, O A AR i R A T Re AR &

[X@iR] Pidk; Wi, RS

ELWH HdE B AR R4 — K H (2012FFB05801)

DOI:10.3760/ cma. j.issn.0254-1424.2019.10.004

The efficacy of freehand respiratory training for alleviating dysphagia after stroke
Wang Sathua, Xiong Jian, Gao Lixia, Zhou Xiu, Ma Yan
Department of Rehabilitation Medicine, Wuhan First Hospital, Wuhan 430030, China
Corresponding author: Ma Yan, Email. 1203135093 @ qq.com

[ Abstract] Objective To observe any curative effect on dysphagia of freehand respiratory training applied
to hemiplegic stroke survivors. Methods Forty-eight hospitalized, hemiplegic stroke survivors were randomly divid-
ed into an observation group and a control group, each of 24. Both groups received routine stroke rehabilitation, in-
cluding motor function training, exercise training, physical therapy and swallowing training. The observation group
was additionally provided with barehanded breathing function training, mainly consisting of cough glottis exercise, lip
constriction aspiration exercise, chest movement exercise, abdominal muscle contraction and relaxation exercise, as
well as abdominal aspiration training. The intervention lasted for 6 weeks for both groups. Before and after the inter-
vention the maximum breathing time, first and second forced volume (FEV,), forced vital capacity (FVC), maxi-
mum inspiratory pressure ( PImax ), standardized swallowing assessment ( SSA ), Kubota drinking water test
(KDWT) and functional dysphagia scale (FDS) scoring were quantified for both groups. Results There was no
significant difference between the two groups’ averages on any of the measurements before the intervention. Afterward,
however, the average maximal breathing time, FEV,, FVC, and PImax of the observation group were all significantly
higher than before the intervention and significantly higher than those of the control group. After treatment, the obser-
vation group’s average KDWT efficiency was not, however, significantly better than that of the control group. Moreo-
ver, after the treatment the average SSA and FDS of the observation group were significantly lower than those of the
control group, as well as significantly better than before the treatment. Conclusion Barehanded breathing function
training can supplement routine rehabilitation to significantly improve the breathing of stroke survivors.
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Pelvic floor myofascial pain severity and pelvic floor
disorder symptom bother . is there a correlation?

BACKGROUND Pelvic floor myofascial pain, which is predominantly identified in the muscles of the levator ani and obturator inter-
nus, has been observed in women with chronic pelvic pain and other pelvic floor disorder symptoms, and is hypothesized to contribute to their
symptoms.

OBJECTIVES To describe the prevalence of pelvic floor myofascial pain in patients presenting with pelvic floor disorder symptoms and
to investigate whether severity of pelvic floor myofascial pain on examination correlates with degree of pelvic floor disorder symptom bother.

STUDY DESIGN All new patients seen at 1 tertiary referral center between 2014 and 2016 were included in this retrospectively assem-
bled cross-sectional study. Pelvic floor myofascial pain was determined by transvaginal palpation of the bilateral obturator internus and levator
ani muscles and scored as a discrete number on an 11-point verbal pain rating scale (range, 0—10) at each site. Scores were categorized as
none (0), mild (1-3), moderate (4-6), and severe (7-10) for each site. Pelvic floor disorder symptom bother was assessed by the Pel-
vic Floor Distress Inventory short form scores. The correlation between these 2 measures was calculated using Spearman rank and partial rank
correlation coefficients.

RESULTS A total of 912 new patients were evaluated. After exclusion of 79 with an acute urinary tract infection, 833 patients were in-
cluded in the final analysis. Pelvic floor myofascial pain ( pain rated >0 in any muscle group) was identified in 85.0% of patients: 50.4% ra-
ted as severe, 25.0% moderate, and 9.6% mild. In unadjusted analyses and those adjusted for postmenopausal status, severity of pelvic floor
myofascial pain was significantly correlated with subjective prolapse symptoms such as pelvic pressure and heaviness but not with objective
prolapse symptoms (seeing or feeling a vaginal bulge or having to push up on a bulge to start or complete urination) or leading edge. Severity
of myofascial pain at several individual pelvic floor sites was also independently correlated with lower urinary tract symptoms, including pain
in the lower abdomen ( myofascial pain at all sites) and difficulty emptying the bladder (right obturator internus and left levator ani) ; and
with defecatory dysfunction, including sensation of incomplete rectal emptying ( pain at all sites combined and the right obturator internus) ,
anal incontinence to flatus (pain at all sites combined) , and pain with defecation ( pain at all sites combined, and the right obturator inter-
nus and left levator ani).

CONCLUSION Pelvic floor myofascial pain was common in patients seeking evaluation for pelvic floor disorder symptoms. Location
and severity of pelvic floor myofascial pain was significantly correlated with degree of symptom bother, even after controlling for postmenopa-
usal status. Given the high prevalence of pelvic floor myofascial pain in these patients and correlation between pain severity and degree of
symptom bother, a routine assessment for pelvic floor myofascial pain should be considered for all patients presenting for evaluation of pelvic
floor symptoms.

[ 5 H :Meister MR, Sutcliffe S, Badu A, et al. Pelvic floor myofascial pain severity and pelvic floor disorder symptom bother; is there
a correlation? Am J Obstet Gynecol ,2019,9,221(3) :235.e1-235.¢15. DOI; 10.1016/j.ajog.2019.07.020. ]



