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The instant effect of upper extremity functional electrical stimulation on stroke patients Li Jianhua, Wu Tao
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[ Abstract] Objective  To study the immediate effect of applying a portable functional electrical stimulation
device (PUEFESD) to the upper extremities of stroke patients. Methods Twenty stroke survivors were selected.
Pairs of electrodes of the PUEFESD were applied on the dorsal and palm sides of the affected forearm and thenar to
stimulate the extensors and flexors as well as the thenar muscles sequentially according to a programmed protocol.
Functional evaluation was conducted before and immediately after the stimulation. All participants were assessed with
regard to their motor function and performance in the activities of daily living using an upper extremity function test
(UEFT) , the upper extremity motor function portion of the Fugal-Meyer assessment ( FMA), and rating with the
modified Barthel index (MBI). A visual analogue scale (VAS) was used to evaluate pain in the affected upper ex-
tremity. Results The patients’ average FMA score was 19.4 +7. 1 before the stimulation and 30.4 +£9. 6 after.
The corresponding UEFT scores were 3.6 £3.7 and 26.9 +5.9, and the average MBI scores were 53.8 +26.2 and
65.8 £17.7. All of these increases were statistically significant. The average VAS score, however, did not change
significantly. Conclusions Functional electric stimulation can quickly improve upper extremity function and the
ADL ability of stroke patients, but pain is not relieved significantly.
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Total knee arthroplasty outcomes in diabetics outcomes
of a single corticosteroid injection for trigger finger

BACKGROUND AND OBJECTIVE Trigger finger is one the most common pain disorders, with an estimated lifetime risk of 2. 6%
in the general population. Prior studies have shown the success of corticosteroid injections to be in the range of 61% to 84% with one to three
injections. This study investigated the long-term effectiveness of a single corticosteroid injection for trigger finger.

METHODS This retrospective case series involved successive patients treated for trigger finger from January of 2000 to December of
2007. The records were examined for primary outcome of treatment failure, defined as a subsequent injection or surgical release of the affect-
ed digit. Success was identified as an absence of symptoms at subsequent follow-up visits, or by telephone interview.

RESULTS Of the 366 patients, 44% had multiple trigger fingers, and 24% were diabetic at the time of the injection. Of those,
54.6% had repeat injection or surgical release, and 45.4% had no further intervention. Treatment success occurred in 49.2% of females
and 38.1% of males (P <0.05). Of those with treatment failure, 64% required repeat injection and 33% underwent surgical release. Of
those with single digit trigger fingers, 50.7% had treatment success, as compared with 30.5% of those with multiple trigger fingers (P <
0.05).

CONCLUSION This retrospective study of patients undergoing a single corticosteroid injection for trigger finger found that 45% experi-
enced long-term treatment success.

[ #% B : Wojahn RD, Foeger NC, Gelberman RH, et al. Long-term outcomes following a single corticosteroid injection for trigger finger.
J Bone Joint Surg (Am), 2014, 96(22) ; 1849-1854. ]

Total knee arthroplasty outcomes in diabetics
BACKGROUND AND OBJECTIVE Some studies have estimated that more than half of patients with diabetes mellitus have arthritis,

and may eventually need a hip or a knee replacement. As several studies have demonstrated that hyperglycemia can adversely affect wound
healing, the risk of poor outcomes among diabetics undergoing joint replacement is a concern. This meta-analysis was undertaken to clarify
the prevalence of diabetes mellitus among patients undergoing primary total knee replacement, and to determine whether this disease impacts
outcome.

METHODS A systematic search was conducted for publications between 1996 and 2014. That search yielded 14, high-quality, con-
trolled observational studies covering 835,071 total knee arthroplasties.

RESULTS The data revealed that patients with diabetes mellitus were at increased risk of deep infection [ odds ratio (OR) =1.617,
periprosthetic fracture (OR = 1. 89), aseptic loosening (OR =9.36) and worse Knee Society Function subscores ( mean difference =
—5.86) relative to those without diabetes.

CONCLUSION This meta-analysis of studies concerning the effect of diabetes on the outcome of knee replacement found that diabetes
increases the risk of infection, fracture, hardware loosening and poor outcome.

[ H :Yang Z, Liu H, Xie X, et al. The influence of diabetes mellitus on the post-operative outcome of elective primary total knee re-

placement. Bone Joint J, 2014, 96-B; 1637-1643. ]
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