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[ Abstract] Objective To test the suitability of the qualifier response options of the Body Functions ( BF)
component of the ICF Set for Spinal Cord Injury Nursing (ICF-SCIN) using Rasch analysis. Methods A total of
140 spinal cord injury patients were recruited between December 2013 and March 2014 from four research centers.
Nurses used the BF component of the ICF-SCIN to rate their functioning. Rasch analysis was performed using RUMM
2030 software. Rasch model fit, threshold estimates, and person separation index ( PSI) were quantified. Results
Twenty-six categories (78.8% ) displayed disordered thresholds among the level 1, 2 and 3 qualifiers. After rescoring
the qualifiers from 0, 1, 2, 3 and4t0 0, 1, 1, 1 and 2, the threshold estimates of the ICF categories showed a grad-
ually increasing tendency and the BF component demonstrated good fit to the Rasch model (X*=93.96, P<0.05).
The mean fit residuals (standard deviations) for items and persons were —0.14(0.94) and -0.35(0.98). The PSI
was 0.82. Conclusions The categories in the BF component of the ICF-SCIN showed increased Rasch model fit and
an increasing tendency of threshold ordering. The overall model of the component was also improved. The standards for
quantifying the ICF qualifiers should be more explicit in future studies.
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sponse options; Rasch analysis
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Sustained heat treatment for delayed-onset muscle soreness

BACKGROUND AND OBJECTIVE Muscle soreness after exercise is common, and can reduce the ability to perform in the days fol-
lowing. While cold is the most commonly recommended modality after exercise, both heat and cold have been prescribed. This study assessed
the effect of sustained heat treatment on both objective and subjective measures of delayed-onset muscle soreness ( DOMS).

METHODS The 20 subjects were randomized to one of three groups, including heat wraps applied immediately after exercise ( group
1), heat wraps applied 24 hours after exercise (group 2) or a control. To provoke DOMS, subjects were engaged in squatting exercises for 15
minutes. Patients were assessed for muscle

RESULTS soreness with a visual analogue ( VAS) scale, for strength and range of motion, and for changes in plasma biomarker meas-
urements at baseline and 48 hours after exercise. Heat therapy was applied by placing a ThermaCare heat wrap on each leg over the quadri-
ceps for eight hours.

At 24 hours post-exercise, the control group demonstrated a 23.8% loss of muscle strength as compared with baseline, with group 2
demonstrating similar results. In group 1, no significant reduction in strength was noted on any post-exercise day. An increase in pain was
found after exercise for all three groups, peaking by post-exercise day two. Significantly less pain was noted by group 1 on the first and second
days after exercise (P<0.001), but not day three. Greater pain-free passive range of motion was noted in group 1 than in the other two
groups.

CONCLUSION This study found that, after intense exercise, immediate, low level heat wraps applied for eight hours can reduce de-
layed-onset muscle soreness and post-exercise strength reductions.

[ A :Petrofsky J, Berk L, Bains G, et al. The efficacy of sustained heat treatment on delayed-onset muscle soreness. Clin J Sports
Med, 2016;DOI; 10.1097/JSM.0000000000000375.]

Cigarette smoking and cubital tunnel syndrome

BACKGROUND AND OBJECTIVE Studies have demonstrated that gender, age, body mass index and workers’ compensation status
contribute to the development of cubital tunnel syndrome (CubTS). As conflicting results have been found for the association between tobacco
abuse and CubTS, this study was designed to better understand this relationship.

METHODS Subjects included 100 patients with CubTS who underwent surgical repair, compared with 100 individuals who underwent
surgical correction for ulnar abutment syndrome (UAS). The latter were chosen, as the pathogenesis of UAS has not been shown to be associ-
ated with cigarette smoking. Smoking history was assessed by patient self-report, with subjects classified as current smokers, past smokers or
never smokers.

RESULTS A significantly greater proportion of the controls had never smoked cigarettes ( P<0.001) , while a significantly greater pro-
portion of patients with CubTS were past smokers (P=0.001). There was no difference between groups in current smokers. There was a dose
dependent association between pack years smoked and the odds ratio for CubTS, ranging from 2.9 among those with 1-15 pack years to 29.93
among those with more than 30 pack years.

CONCLUSION This retrospective study suggests an association between cubital tunnel syndrome and a history of cigarette smoking.

[ A :Suzuki T, Iwamoto T, Ochi K, et al. Cigarette smoking is associated with cubital tunnel syndrome. Muscle Nerve, 2016, 54
(6): 1136-1138.]



