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[ Abstract)

lumbar disc herniation.

Objective
Methods

were enrolled. They were divided into a symptomatic side group and a contralateral side group according to whether

To investigate pathophysiological changes in the multifidus muscles of patients with

Thirty-six patients with unilateral symptoms caused by lumbar disc herniation

their symptomatic (algetic) or contralateral side would be studied. The percentage area of pimelosis and the mean
gross signal intensity of each multifidus were measured with magnetic resonance imaging (MRI). The amplitude and
duration of motor unit potentials of each multifidus were recorded using electromyography ( EMG) when the patients
Results

were performing isometric contraction. The bilateral multifidus muscles of 36 patients displayed various

degrees of pimelosis on magnetic resonance images. The percentage of pimelosis cross-sectional area in the symptom-
[(44.20 +15.14)% versus(37.31 =
P <0.05] The mean value of the gross signal intensity was also significantly higher. Both the amplitudes

atic side group was significantly higher than in the contralateral side group .
13.85) %,
and duration of the motor unit potentials recroded from the multifidus had increased and widened, but significantly

more in the symptomatic side group than in the contralateral side group. Conclusions Both the imaging and elec-

trophysiological data showed more significant changes on the symptomatic side in patients with unilateral symptoms
caused by lumbar disc herniation.
Multifidus;  Unilateral symptoms; Lumbar disc herniation;
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Pulsed electromagnetic field for early osteoarthritis

BACKGROUND AND OBJECTIVE Osteoarthritis (OA) is a common and growing diagnosis encountered by physicians. Pulsed e-
lectromagnetic fields (PEMFs) are known to modulate the calmodulin (CaM) dependent nitric oxide (NO)/cyclic guanosine monophosphate
(cGMP) signaling pathway, impacting pain in patients with OA. This study was designed to determine whether PEMF, configured to modu-
late the CaM/NO/cGMP signaling pathway, can reduce pain among patients with early knee OA.

METHODS This double-blind, placebo-controlled, randomized trial included 34 patients with knee OA and an initial visual analogue
scale (VAS) pain score of at least four on a 10 cm scale. Those randomized to the treatment group received a PEMF signal, consisting of a
7 ms burst of 6.8 MHz sinusoidal waves, repeating at 1 burst/s, and delivering a peak induced electric field of 34 +8 V/m in the knee for
15 minutes twice daily. Those in the control group were treated with sham devices. The patients were asked to self-report maximum daily
VAS pain scores at baseline, and then daily for the first 14 days and then from days 29 to 42.

RESULTS No adverse effects were reported. The treatment group realized a 50% decrease in the mean maximum VAS, starting on day
one and persisting to day 42 (P <0.001). The overall decreases in VAS scores from baseline were 2.7 (P <0.001) for the active group and
1.5 (P =0.168) for the sham group. The difference between groups was significant at days three, 14, 29 and 42 (P =0.036-0.008).

CONCLUSION This randomized, placebo-controlled trial of patients with early osteoarthritis of the knee found that a pulsed electro-
magnetic field, applied 15 minutes twice per day, significantly reduced pain.

[## H :Nelson F, Zvirbulis R, Pilla AA. Noninvasive electromagnetic field therapy produces rapid and substantial pain reduction in
early knee osteoarthritis; A randomized, double-blind, pilot study. Rheumatol Intern, 2013, 33. 2169-2173. ]

Ayurvedic medicine for knee osteoarthritis

BACKGROUND AND OBJECTIVE The ancient Ayurvedic medicine system is a 5,000-year-old system of natural healing whose ori-
gins lie in the Vedic culture of India. Among the target conditions this system is thought to improve is osteoarthritis (OA). This study com-
pared the effect of two anti-arthritis Ayurvedic formulas, SGC ( Zingiber officinale, Tinospora cordifolia, Phyllanthus emblica) and SGCG
(Zingiber officinale, Tinospora cordifolia, Phyllanthus emblica and B. serrata) with two standard Western medications.

METHODS Subjects were patients aged 40 to 70 years of age, diagnosed with knee OA. All had pain valued at least four on a 10 ¢m
visual analogue scale (VAS). The subjects were randomized to receive one of four treatments, glucosamine sulfate, 2 g daily, celecoxib,
200 mg daily, SGCG, 400 mg daily or SGC, 400 mg daily. The patients were evaluated at baseline and at two and four weeks, and then
monthly until study completion at six months. Outcome measures included VAS pain scores, WOMAC pain scores and function difficulty
scores. Laboratory tests included CBC, lipid profile, kidney and liver function tests and urinalysis.

RESULTS From baseline to study completion at six months, significant improvement was noted in all treatment groups in pain VAS and
WOMAC scores, with no significant difference between groups. Seven patients in the Ayurvedic group were withdrawn due to a threefold rise
in the upper limit of normal in one liver enzyme (SGPT).

CONCLUSION This study of patients with symptomatic knee osteoarthritis found that the Ayurvedic formulations, SGCG and SGC, are
equivalent to glucosamine and celecoxib in reducing pain and improving function.

[ 4% B : Chopra A, Saluja M, Tillu G , et al. Ayurvedic medicine offers a good alternative to glucosamine and celecoxib in the treatment

of symptomatic knee osteoarthritis; A randomized, double-blind, controlled equivalence drug trial. Rheumatology, 2013, 52 1408-1417. ]
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