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[ Abstract]

foot orthosis (KAFO) for improving lower limb function in severe hemiplegia after stroke.

To study the effects of peripheral magnetic stimulation combined with a knee-ankle-
Methods

patients with severe hemiplegia were randomly divided into treatment group and a control group with 30 in each. The

Objective
Sixty stroke

patients in the control group received a conventional rehabilitation program including a KAFO. The patients in the
treatment group received in addition magnetic stimulation of the iliopsoas muscle on the hemiplegic side. The treat-
ment of both groups lasted for 8 weeks. Lower limb motor function, balance, walking and ability in the activities of
daily living ( ADL) were assessed with the Fugl-Meyer lower exiremity assessment ( FMA-LE) , the Berg balance
scale (BBS), functional ambulation classification ( FAC) and the modified Barthel index ( MBI) before and after
Results  After 8 weeks of treatment the FMA-LE, BBS, FAC and MBI scores had all improved signifi-

cantly in both groups, but the patients in the treatment group had improved significantly more than the controls.

treatment.

Conclusion Peripheral magnetic stimulation combined with a KAFO can improve motor function, balance, walking
and ADL performance in stroke patients with severe hemiplegia better than a KAFO alone.
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Statins and physical activity in older men

BACKGROUND AND OBJECTIVE Previous studies have suggested that statin use is linked to less physical activity in older adults,
although long-term studies are lacking. This large, observational study of older men evaluated the relationship between physical activity and
statin use for up to seven years after baseline.

METHODS This multi-centered study included community dwelling men, 65 years of age or older, all with a baseline examination completed
between March of 2000 and April of 2002. At each clinic visit, the men were asked to report their medication use, and to complete a self-adminis-
tered questionnaire to determine age, race, education, marital status, smoking status, self-perceived health, dizziness and selected self-reported/
physician diagnosed conditions. At each visit, a Physical Activity Scale for The Elderly (PASE) questionnaire was completed. At visit three, the
subjects were asked to wear an accelerometer over a seven-day period. Categories of statin use were compared to levels of activity.

RESULTS Of those studied, 989 were statin users and 3,148 were nonusers at baseline. On average a decrease in physical activity was ob-
served in all groups during follow-up. The PASE scores of the prevalent statin users declined by roughly the same number of points annually as
those of nonusers. In new users, the scores declined at a faster rate than in nonusers. Of the 3,071 men who had adequate accelerometer data, sta-
tin users expended less energy and engaged in less moderate physical activity, less vigorous activity and more sedentary behavior than did nonusers.

CONCLUSION This prospective study of community dwelling elderly men found statin use to be associated with modestly lower physi-
cal activity, even after accounting for medical history and other confounding factors.

[## H :Lee DS, Markwardt S, Goeres L, et al. Statins and physical activity in older men; the osteoporotic fractures in men study.
JAMA Intern Med, 2014. 2014 Jun 9. doi: 10. 1001/jamainternmed. 2014. 2266. ]
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