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[ Abstract)
capacity of patients with incomplete lumbar spinal cord injury ( SCI).

Objective  To explore the effects of isokinetic training on muscle endurance and the ambulatory
Methods

divided into a control group and a treatment group, each of 30. Both groups were given conventional rehabilitation,

Sixty patients were randomly

while the treatment group was additionally provided with isokinetic muscle strength and muscle endurance training for
3 months. The endurance ratio (RO) of the quadriceps and hamstrings, the mean power frequency of the rectus femo-
ris (RF-MPF) and the biceps flexor cruris ( BF-MPF) , and distance covered in the 6-minute walk test (6MWT)
were evaluated before and after the treatment. An index of functional community ambulation was also compared be-
Results

compared to before the treatment for both groups. The average RO improvement of the quadriceps and hamstrings, the

tween the 2 groups. After the treatment significant differences were observed in all of the measurements
BF-MPF, the RF-MPF and the 6MWT distance of the treatment group were all significantly higher compared with the
control group. After the treatment, 25 patients of the treatment group could demonstrate functional community ambula-
tion, significantly better than that of 20 of the control group. Conclusion Isokinetic training can improve muscle
endurance and the walking capacity of persons with an incomplete lumbar spinal cord injury.
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Change in bone mineral density as an indicator of anti-fracture effect
of intervention

BACKGROUND AND OBJECTIVE Osteoporosis related fractures result in a significant individual and societal burden. This diagno-
sis is usually based on finding low bone mineral density (BMD) using dual energy x-ray absorptiometry ( DXA). This study assessed the ef-
fectiveness of repeated BMD testing in routine clinical practice as a predictor of treatment related fracture risk.

METHODS Since 1997, routine DXA baseline screening has been completed for women in Manitoba, Canada, at the age of 65 years,
as well as younger women with additional risk factors. This program’s recommended interval for follow-up is three years for most patients and
at least five years for those reported as low risk. From this database, women 40 years or older were identified, each of whom had undergone
at least one follow-up examination. Using a linkage witha province-wide retail pharmacy network, women were identified who had not been re-
ceiving osteoporosis treatment during the year before baseline testing, who had then initiated. The DXA Scans were reviewed to determine
whether subsequent scans revealed stable, decreased or increased BMD. Incident fractures were recorded and compared to the DXA data.

The final sample were 6629 women, with an average age of 64.3 years at baseline. Of these. 57.2% met the BMD criteria for osteoporosis
at one or more sites. Biphosphonates were prescribed in 84.9% of the women. The mean interval between the first and second BMD tests was
4.5 years. For the total hip, a detectable increase was seen in 30.4% of the women and a detectable decrease in 18.8%.

RESULTS As compared with stable total hip BMD, a decrease in total hip BMD was associated with a greater risk of fracture ( P<
0.001). while an increase was associated with lower risk of fracture (P=0.004). A one standsrd devistion increase in total hip BMD was as-
sociated with 19% relative reduction in the fracture hazard rate.

CONCLUSION This Canadian study found that treatment related increases in total hip BMD are associated with a reduction of fracture
risk, while decreases in BMD are associsted with an increased risk of fracture.

[#% H :Leslie WD, Majumdar SR, Morin SN, et al. Change in bone mineral density is an indicator of treatment-related anti-fracture

effect in routine clinical practice. Ann Int Med, 2016 doi: 10. 7326/M15-2937.]



