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[ Abstract)

ture for improving the lower limb motor function of stroke patients with hemiplegia. Methods A total of 120 hemi-

Objective  To investigate the effect of motor imagery therapy supplemented with scalp acupunc-
plegic stroke patients were randomly divided into an experimental group and a control group with 60 patients in each.
All were given routine medical care and scalp acupuncture ( stimulating the posterior and anterior oblique line of the
parietal-temporal lobe contralateral to the hemiplegic limb). The treatment was given daily for 3 weeks as one ses-
sion, and 2 sessions were administered to both groups. The experimental group was given motor imagery therapy in
addition. Each treatment took about 25 min every day for 3 weeks as one session, and again 2 consecutive sessions
were administered. The temporal and spatial gait parameters ( 10m maximum walking speed, stride length and ca-
dence) of all of the patients were assessed, the Fugl-Meyer lower extremity assessment (FMA-L) was conducted and
functional ambulation classifications (FACs) were assigned before therapy and at the end of the 6 weeks. Results
After 6 weeks of treatment, all of the measures had improved significantly for both groups. The experimental group,
however, had improved significantly more than the control group. Conclusion Motor imagery therapy can supple-
ment scalp acupuncture to improve lower limb motor function in hemiplegic stroke patients.

Scalp acupuncture; Stroke; Lower limb motor function; Hemi-

[ Key words] Motor imagery therapy;

plegia
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Cognitive function and chronic pain

BACKGROUND AND OBJECTIVE Previous studies have demonstrated that chronic pain impairs cognition, particularly memory,
attention and mental flexibility in healthy subjects. This study was designed to determine whether cognitive function can predict chronic pain
after surgical procedures.

METHODS Subjects comprised patients undergoing total knee arthroplasty (TKA) or breast cancer surgery between 2008 and 2011.
The patients underwent measurements of postoperative pain, as well as a presurgical neuropsychological evaluation. The participants were al-
so assessed for mood and anxiety before surgery, using the Becks Depression Inventory and the Spielberger State-Trait Anxiety Inventory.
Pain coping strategies were assessed with the Coping Strategies Questionnaire.

RESULTS Subjects included 189 patients undergoing TKA and 100 undergoing breast surgery. Of these, 96% were assessed at six
months and 88% at 12 months. Multivariate logistic regression revealed that the presence of clinically meaningful pain at six and 12 months
was predicted by poorer cognitive performance on the Trail Making Test, Form B (P =0.0009 and P =0. 02 respectively) , the Rey Oster-
rieth Complex Figure copy (P =0.015 and P =0.016 respectively) and recall (P =0.016 at 12 months). Linear regression analysis found
that impaired scores on these tests predicted both pain intensity (P <0.01) and neuropathic symptoms (P <0.05) in patients with pain.

CONCLUSION This study found that neuropsychological measures of attention, visual memory and executive function and affective
variables independently contribute to the prevalence and severity of chronic pain, as well as to its neurologic and neuropathic quality.

[ % E : Attal N, Masselin-Dubois A, Martinez V, et al. Does cognitive function predict chronic pain? Results from a prospective surgi-
cal cohort. Brain, 2014, 137(3): 904-917. ]

Cognitive function after carotid endarterectomy
BACKGROUND AND OBJECTIVE Significant carotid stenosis is known to cause ischemic stroke and cognitive impairment. This study

was designed to determine whether patients with carotid stenosis, treated with carotid endarterectomy, enjoy improved cognitive function.

METHODS Patients with suspected carotid stenosis were prospectively evaluated for cognitive function between October of 2011 and
December of 2012. All participants underwent ultrasound and three-dimensional computed tomographic angiography or digital subtraction an-
giography, in order to determine the degree of stenosis. For those treated with carotid endarterectomy, cognitive function was evaluated at
baseline and seven to 14 days post-surgery.

RESULTS Of 110 subjects screened, 39 underwent carotid endarterectomy. The median scores on the Montréal Cognitive Assessment
(MOCA) were 22 before surgery and 24 afier surgery (P =0.031). Scores on the Mini Mental State Exam did not change significantly. Pa-
tients who improved more on the MOCA were 73 years of age or younger (P =0.02) and underwent surgery of the left carotid (P =0.034).
Carotid endarterectomy did not improve the performances of patients with unilateral lesions, while scores on the MOCA improved significantly
among those with bilateral lesions (P =0.025). Those with carotid stenosis of 80% or more demonstrated significant improvement in MOCA
scores, while those with less stenosis did not.

CONCLUSION This study of patients with carotid artery stenosis found that treatment with carotid endarterectomy can improve cognition.

[ 4 H : Watanabe J, Ogata T, Hamada O, et al. Improvement of cognitive function after carotid endarterectomy-a new strategy for the e-

valuation of cognitive function. J Stroke Cerebrovas Dis, 2014, 23(6) : 1332-1336. ]
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