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We undertook a trial on 60 patients with AO 31A2 fractures of the hip who were 

randomised after stabilisation of the fracture into two equal groups, one of which 

received post-operative treatment using a non-invasive interactive neurostimulation 

device and the other with a sham device. All other aspects of their rehabilitation were 

the same. The treatment was continued for ten days after operation.

Outcome measurements included the use of a visual analogue scale for pain, the brief 

pain inventory and Ketorolac for post-operative control of pain, and an overall 

assessment of outcome by the surgeon. There were significantly better results for the 

patients receiving treatment by active electrical stimulation (repeated measures 

analysis of variance, p < 0.001). The findings of this pilot trial justify a larger study to 

determine if these results are more generally applicable.

It is estimated that approximately 1.5 mil-
lion fractures of the hip occur annually
worldwide.1,2 It has been suggested that this
number could quadruple by the middle of
this century.2,3 Trochanteric fractures typi-
cally comprise 40% to 50% of all fractures
of the proximal femur,4 and it has been sug-
gested that they will become increasingly
prevalent in an ageing population.3 This
trend poses a challenge, since mortality, mor-
bidity and costs have been shown to be
greater for trochanteric fractures than for
intracapsular fractures.5,6

Prompt recovery, with early return of
mobility is essential for these patients to
achieve the most favourable outcome.7-10

Pain after stabilisation of the fracture can
delay recovery.11,12 Post-operative protocols
which reduce pain and promote mobilisation
should improve the outcome.

Electrical stimulation including transcuta-
neous electrical nerve stimulation and micro-
current, interferential and other techniques
have all been used to facilitate recovery and
to manage pain.13 However, a Cochrane
Group review14 of the current literature on
electrotherapy found no conclusive evidence
for its efficacy, especially for transcutaneous
electrical nerve stimulation.

We have evaluated the post-operative pain
and function after treatment using a hand-
held, non-invasive, interactive neurostimula-
tion device (InterX 5000; Neuro Resource

Group, Plano, Texas).15 Initial reports indi-
cated that a non-invasive, interactive neuro-
stimulation device could be used to control
pain without adverse effects in patients
recovering from trauma or an orthopaedic
procedure.16-19 Our hypothesis was that this
device could reduce pain and the time
required to achieve functional independence
in older patients recovering from stabilisa-
tion of fractures to the trochanteric area of
the femur.

Patients and Methods

To be eligible for entry into the study,
patients had to be between 60 and 75 years
of age and have undergone stabilisation of
an A2 femoral trochanteric fracture as clas-
sified by the AO system.20,21 Exclusion crite-
ria included limitations which might have
interfered with electrical stimulation includ-
ing the presence of insulin pumps, pacemak-
ers or neurostimulation implants, a history
of epilepsy or seizure, bilateral fractures and
fractures of pathological origin, excluding
osteoporosis. Changes in the trabecular pat-
tern of the calcaneum were used to grade the
presence of osteoporosis using the Singh
index.22,23

During the period of study, between Feb-
ruary and November 2005, 83 patients with
A2 trochanteric fractures were admitted, of
whom 23 did not meet the inclusion criteria,
leaving 60 patients, all of whom completed
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the study. Of these, 30 were randomised to be treated
with the InterX 5000 device, and 30 to the placebo group
which used a sham device. All patients gave informed
consent and the protocol received formal approval from
the institutional review board. The patients were allo-
cated to the study groups using a fixed randomisation
scheme with sealed envelopes. The sample size was deter-
mined based upon the observed variation in pain scores
from two earlier pilot studies,16,17 and the investigators’
opinion and a three-point reduction in reported pain, on
a scale of 1 to 10, represented a clinically meaningful

result. The study was designed to provide power of 95%
with a level of 0.05, and allowed for loss to follow-up of
10%.
Operative technique. All the fractures have been stabi-
lised using a dynamic hip screw (DHS)/dynamic condylar
screw (DCS) (Synthes GmBH, Solothur, Switzerland) for
non-complex fractures, or the Gorodnichenko (UVI-
COM Co. Ltd, Moscow, Russia) external fixation
method for complex fractures.24 The latter produces less
bleeding compared with the DHS/DCS method and is
quicker to implant. The proportion of patients who
received the external fixator was similar in both the non-
invasive neurostimulation and sham device groups, with
five patients (17%) and three patients (10%), receiving
the treatment, respectively. All surgery was performed
under general anaesthesia.
The non-invasive neurostimulation treatment protocol. All
the patients received standard interdisciplinary post-
operative care including routine assessment and daily care
by an orthopaedic surgeon supported by a physiotherapist
and nurse. A non-steroidal anti-inflammatory agent (Ketor-
olac tromethamine) was prescribed as needed up to three
times daily for analgesia.

Within 24 hours of surgery, all patients began a ten-
day course of standard rehabilitation including either the
active or sham device. Treatments and physiotherapy
were carried out each morning and took approximately
20 to 30 minutes to complete. The therapist who admin-
istered treatment was aware of the assignment of the
patient to an active or sham device. However, all the
assessing surgeons, patients and research personnel
involved in determining and recording outcome mea-
surements were blinded to this information. The sham
device had an identical appearance and application to
the active device with lights, buzzing and beeps, but did
not produce interactive neurostimulation.

Patients in the active group received non-invasive neu-
rostimulation therapy daily using the InterX 5000. The
device generates a high peak amplitude averaging 17
volts on the skin with a low current of about 6 mA, and
damped biphasic electrical impulses which are delivered
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Fig. 1b

Diagrams of the waveform of the non-invasive neurostimulation device showing a) no skin contact, b) high-impedance skin contact, and c) low-
impedance skin contact. The waveform dynamically adjusts in relation to changes in the skin. This allows localisation of sites of low impedance which
are then specifically targeted. Conductive gel is not required.

Fig. 1a Fig. 1c

Fig. 2

Diagram of the sites of treatment
which include 1) the skin just
above the primary surgical inci-
sion, 2) the buttock area posterior
to the hip, and 3) the skin infero-
lateral to the anterior superior iliac
spine (areas of deeper grey shad-
ing).
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to the tissue through a pair of concentric electrodes
placed in direct contact with the target area. The device
is able to adjust its strength and damping of the biphasic
stimulus changes in accordance with the impedance of
the underlying tissue (Fig. 1), resulting in a highly sensi-
tive and variable voltage in order to maintain constant
peak current.15,25

The active or sham device was applied once each
morning during the same two-hour period for a total of
20 to 30 minutes combined, at the three sites close to the
surgical incision, as well as the corresponding areas on
the contralateral side (Fig. 2). The device was set to
record relative impedance values at each site of treat-
ment. For each, the area was scanned using minimal
intensity of stimulation to identify the position of the
electrode which correlated with the lowest tissue imped-
ance (Fig. 1).26,27 The device was then held stationary at
this location and the intensity was increased to produce
a comfortable sensation for the patient. The duration of
treatment was determined by the device in response to
changes in impedance over time. The process was
repeated at each site. Following this, the area was pal-
pated by the therapist to identify pressure-sensitive sites,
each of which was treated as before. Additionally, areas
of redness were also treated in the same manner.

The patients were evaluated by the attending surgeon
before their first therapy session. The pain score and
range of movement were recorded within 30 minutes
before and after each treatment. Hip flexion was assessed
using a goniometer, with 90˚ of flexion being the goal
during the period of study. Measurements of pain were
taken using a standard visual analogue scale (VAS).28

The brief pain inventory28,29 was administered at one,
five and ten days after surgery. This is quick and easy to
use and has been shown to be useful for a variety of

patient populations.29,30 It consists of a series of ques-
tions which address many aspects of pain including
intensity, impact on the patient’s life, the type and effec-
tiveness of treatment and functional deficits related to
pain. These required the patient to complete a VAS on
how the pain interfered with their mood, walking ability,
sleep and enjoyment of life, where a score of 1 indicated
no interference and of 10, absolute interference. The
daily intake of Ketorolac was also recorded.

On completion of the ten-day course of treatment, the
orthopaedic surgeon (not an author), who was blinded
to the group allocation and who had no involvement in
treatment or daily monitoring, made an overall assess-
ment of progress using a Likert scale.31 This consisted of
five discrete categories from ‘no improvement’ (score of
1) to ‘full recovery’ (score of 5).
Statistical analysis. All continuous variables were analy-
sed using a repeated-measures univariant analysis of
variance (ANOVA) to determine significant differences
between the two groups as well as treatment-time inter-
actions. Computations were performed with the SPSS
version 13.0 for Windows statistical package (SPSS Inc.,
Chicago, Illinois). The categorical data produced from
the surgeon’s overall assessment were analysed using a
manually calculated chi-squared test. A p-value ≤ 0.05
was considered to be significant.

Results

All the patients were Caucasian, none had dementia and
all were functionally independent before their injury. The
baseline characteristics of the two groups were similar
and are shown in Table I.

Post-operative VAS assessments showed that the patients
had comparably high mean levels of pain immediately after
surgery of 9.0 (7.5 to 10.0) and 8.8 (7.5 to 10.0) for the

Table I. Clinical details of the two groups

Active NIN* therapy group Sham group

Male:Female   9:21 11:19

Mean age in yrs (range) 71.5  (67 to 75) 70.8  (63 to 75)

Pre-injury locomotion, complete/modified independence (with or without use of a 
walker)

30 30

AO classification:20,21 31A2 30 30

Method of surgical stabilisation
Internal fixation 25 27
External fixation   5   3

Singh index of calcaneal osteoporosis22,23

Mild 11   9
Moderate   8   7
Advanced   5   6
None 6 8

* NIN, non-invasive interactive neurostimulation
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non-invasive neurostimulation and the sham groups,
respectively. However, on commencement of daily therapy,
the non-invasive neurostimulation-treated patients experi-
enced a marked reduction in pain scores. After the first ses-
sion, they reported a decrease in the mean VAS pain score
to 4.0 (3.2 to 5.1). In the sham treatment group, the mean
VAS decreased to only 7.3 (5.3 to 10.0) after the first treat-
ment. This difference persisted throughout the ten-day trial
with the VAS declining much more rapidly in the non-

invasive neurostimulation-treated group (Fig. 3).There was
a highly statistically significant difference between the treat-
ment groups, as well as for the effects of treatment over
time (ANOVA, p < 0.001).

Evaluation of the range of movement yielded a similar
result. The initial range of hip flexion was restricted in both
groups, with a mean of 1.3˚ (0˚ to 5˚) in the active non-
invasive neurostimulation arm and of 1.0˚ (0˚ to 5˚) in the
sham group immediately before therapy. After the first ses-
sion, the non-invasive neurostimulation group showed an
improvement in the mean range of movement to 18.2˚ (0˚ to
35˚), while the sham group had a minimal change, to a
mean of 1.8˚ (0˚ to 5˚). Again, this treatment effect contin-
ued throughout the trial (Fig. 4). By the ninth post-
operative day, the non-invasive neurostimulation-treated
group had achieved a mean range of flexion of 88.7˚ (80˚ to
90˚), while in the sham group it was 63˚ (45˚ to 85˚), which
was highly significant both between the treatment groups
and for the effects of treatment over time (ANOVA,
p < 0.001).

In addition, the use of Ketorolac was much less in the
non-invasive neurostimulation group as shown in Table II.
Differences were highly significant (ANOVA, p < 0.001) for
the treatment group and for the effects of treatment over
time.

From the brief pain inventory the impact of pain on func-
tional capacity, particularly walking ability was substan-
tially reduced by daily non-invasive neurostimulation
therapy. The mean aggregate scores decreased more sharply
in the non-invasive neurostimulation group than in the
sham group (Table III). At the end of the study, the non-
invasive neurostimulation group reported a mean pain
interference score of 1 (0 to 2.5), while the sham group had
a mean score of 5.3 (4.3 to 6.5). These differences were
statistically significant (ANOVA, p < 0.001). In particular,
walking ability decreased from a baseline score of ten
immediately post-operatively in both groups to a mean of
6.3 (5 to 8) on the fifth post-operative day for the active
group as compared with 7.9 (6 to 9) for the sham group. By
the tenth day, the active group reported minimal interfer-
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Fig. 3

The mean visual analogue scale (VAS) pain score with and without non-
invasive interactive neurostimulation. The bars represent the range of
pain reduction. The mean value of the score before treatment is repre-
sented by a circle, and after treatment by a square.
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Mean range of flexion with and without non-invasive interactive neuro-
stimulation. The bars represent the mean range of flexion. The mean
range of flexion before treatment is represented by a circle, and after
treatment by a square.

Table II. The mean (range) post-operative
intake of Ketorolac in both groups

Day NIN* group Sham group

  1 3.47 (3 to 4) 4.47 (4 to 5)
  2 3.07 (2 to 4) 4.07 (3 to 5)
  3 2.63 (2 to 3) 3.77 (3 to 4)
  4 2.03 (1 to 3) 3.27 (2 to 4)
  5 1.53 (1 to 2) 2.87 (2 to 4)
  6 1.07 (0 to 2) 2.57 (2 to 3)
  7 0.73 (0 to 1) 2.17 (1 to 3)
  8 0.47 (0 to 1) 1.77 (1 to 2)
  9 0.13 (0 to 1) 1.33 (1 to 2)
10 0.00 (0 to 0) 0.87 (0 to 1)

* NIN, non-invasive interactive neurostimu-
lation
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ence with walking due to pain, yielding a mean score of 1.6
(0 to 3) compared with 5.5 (4 to 7) in the sham group.

Finally, the general therapeutic impact on recovery was
assessed by the surgeon’s overall evaluation of each
patient’s status upon completion of the ten-day protocol.
All patients treated by the sham device had only ‘no
improvement’, ‘minimal’, or ‘average’ improvement with a
mean score of 2.4 (1 to 3) according to a 5-point Likert
scale,31 where 1 represents no improvement and 5 repre-
sents full recovery. By contrast, all those treated by the
active non-invasive neurostimulation device had either
‘substantial improvement’ or ‘full recovery’ with a mean
score of 4.6 (4 to 5) (chi-squared test, p < 0.001; Table IV).

Discussion

In our randomised, controlled study, we hypothesised that
active non-invasive neurostimulation therapy in addition to
standard post-operative care would improve recovery in
elderly patients with a trochanteric fracture of the hip as a
result of reduced pain and improved range of movement.

The precise biochemical mechanism of the action for
non-invasive neurostimulation is not yet known. Animal
experiments have suggested that stimulation releases
endogenous opioids.32-34 Additional theories are that the
body may modulate bidirectional communication between
the cutaneous system and the nervous and immune sys-
tems.35,36 Further support for this concept was found in a
study on rabbits which showed activation of the optic and
somatic cerebral cortices as well as the hypothalamus after

non-invasive neurostimulation treatment for 15 minutes.37

We found this therapy produced an accelerated recovery in
the range of movement and reduced pain with a mean VAS
for pain < 1.0 by the fourth post-operative day. A similar
improvement in pain was delayed until the tenth post-
operative day in the sham group.

A poor outcome associated with a fracture of the hip in
elderly patients has been extensively documented.38,39 It
has been shown that there is a relationship between the
extent of mobility during the first few days or months post-
operatively and the occurrence of adverse events, including
repeated hospitalisation, placement in a nursing facility and
death.7,8 Equally, a positive long-term outcome has been
shown to be associated with achieving functional indepen-
dence within 72 hours of surgery.40

Morrison et al12 found a relationship between the level of
post-operative pain and the outcome as well as the longer
term outcome after reconstructive surgery for fracture of
the hip. They reported that higher levels of post-operative
pain were associated with longer hospital stays, poorer
adherence to physiotherapy protocols, diminished ability to
walk three days after the procedure and at six months after
discharge. The relationship between pain and the func-
tional outcome is highlighted in our study.

Furthermore, we identified a potential relationship
between non-invasive neurostimulation therapy and length
of hospital stay. Based upon the results of the pain scores
and range of hip flexion, the patients treated by the non-
invasive neurostimulation device could have been dis-
charged from hospital earlier than those treated by a sham
device. Additionally, the overall assessment by the surgeon
indicated that all active non-invasive neurostimulation-
treated patients had substantial improvement or full recov-
ery upon completion of the protocol, while none treated by
the sham device reached this degree of recovery during the
period of study.

We accept that our study has not established whether any
long term benefits will be obtained from non-invasive
neurostimulation therapy. This will require investigation
over a longer period of time.

We acknowledge the limitations of our pilot study. First,
the patients were all Caucasian and were somewhat
younger than patients with fracture of the hip world-
wide.3,41 Principally, this is a reflection of the reduced life

Table III. The mean (range) values for pain and functional
ability according to the visual analogue scale score for the
two groups at days 1, 5 and 10

Score NIN* group Sham group

Mean aggregate score  
  1   8.3 (7.5 to 9.0)   9.0 (8.0 to 9.5)
  5   4.1 (3.3 to 4.5)   7.2 (3.8 to 8.5)
10   1.0 (0.0 to 3.5)   5.3 (4.3 to 6.5)

Ability to walk
  1 10.0 (10 to 10) 10.0 (10 to 10)
  5   6.3 (5 to 8)   7.9 (6 to 9)
10   1.6 (0 to 3)   5.5 (4 to 9)

Ability to sleep
  1   6.9 (6 to 9)   8.1 (7 to 9)
  5   2.8 (1 to 4)   6.2 (5 to 8)
10   0.6 (0 to 2)   4.2 (3 to 6)

Enjoyment of life
  1   9.0 (8 to 10)   9.4 (8 to 10)
  5   3.8 (2 to 5)   7.3 (6 to 9)
10   1.2 (0 to 3)   5.5 (4 to 8)

Mood
  1   7.4 (6 to 8)   8.5 (7 to 9)
  5   3.4 (2 to 5)   7.2 (6 to 8)
10   0.6 (0 to 2)   6.2 (4 to 8)

* NIN, non-invasive interactive neurostimulation

Table IV. Overall assessment of outcome by an orthopaedic
surgeon for both groups

Improvement in patient status NIN* group Sham group

None   0   3
Minimal   0 12
Average   0 15
Substantial 12   0
Full recovery 18   0

* NIN, non-invasive interactive neurostimulation
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expectancy in Russia.42,43 Further studies are required to
confirm whether these results can be generalised to more
ethnically diverse and elderly groups of patients. Secondly,
our patients were in relatively good health. None had
dementia and all were functionally independent before
their injury. It has been shown that a poorer outcome tends
to occur in those patients with pre-existing mental and/or
physical impairment.44,45 Thus, evaluation of the effective-
ness of non-invasive neurostimulation therapy in patients
with a much more compromised health status and who are
most at risk for unfavourable outcomes is mandatory.
Thirdly, the physiotherapist was not blinded to the alloca-
tion of active or sham devices and may have inadvertently
introduced bias. We attempted to control for this by incor-
porating an overall surgeon’s assessment to increase objec-
tivity, but felt that the design of the study could have been
improved if the physiotherapist had been blinded. How-
ever, because of the interactive nature of the technology
application, this was not possible.

Although improvements in the recovery from fractures
of the hip have been reported,46-48 the treatment of these
patients continues to represent one of the major costs in
healthcare. The improvement in the rate of recovery after
non-invasive neurostimulation therapy suggests that it
could play a valuable role in reducing the length of in-
patient stay. Our findings justify a larger study to evalu-
ate the role of non-invasive neurostimulation therapy as
part of an integrated rehabilitation strategy.

The authors thank the following for specific technical assistance and help
with the manuscript and interpretation of the data: B. Paysour for statistical
analysis, Dr. Z. Valeyeva-Frost, Dr. G. Maale, Professor K. A. Jobst, G. Wild.
The authors would also like to acknowledge V. N. Borokov, Orthopaedic Sur-
geon, PhD, Chief of 1st traumatological department of the Moscow City Hos-
pital NO71 for his blinded assessment of the patients, and the medical staff
and employees of this establishment for the quality patient care and support
of this trial.

The author or one or more of the authors have received or will receive
benefits for personal or professional use from a commercial party related
directly or indirectly to the subject of this article. In addition, benefits have
been or will be directed to a research fund, foundation, educational institu-
tion, or other nonprofit organisation with which one or more of the authors
are associated.

References
1. Johnell O, Kanis JA. An estimate for the worldwide prevalence, mortality, and dis-

ability associated with hip fracture. Osteoporos Int 2004;15:897-902.
2. Gullberg B, Johnell O, Kanis JA. World-wide projections for hip fractures.

Osteoprosis Int 1997;7:407-13.
3. Kannus P, Parkkari J, Sievänen H, et al. Epidemiology of hip fractures. Bone

1996;18(Suppl):57-63.
4. Baudoin C, Fardellone P, Sebert JL. Effect of sex and age on the ratio of cervical

to trochanteric hip fracture. Acta Orthop Scand 1993;64:647-53.
5. Keene GS, Parker MJ, Pryor GA. Mortality and morbidity after hip fractures. BMJ

1993;307:1248-50.
6. Fox KM, Magaziner J, Hebel JR, Kenzora JE, Kahner TM. Intertrochanteric ver-

sus femoral neck hip fractures: differential characteristics, treatments, and sequelae.
J Gerontol A Biol Sci Med Sci 1999;54:635-40.

7. Heinonen M, Karppi P, Huusko T, Kautiainen H, Sulkava R. Post-operative
degree of mobilization at two weeks predicts one-year mortality after hip fracture.
Aging Clin Exp Res 2004;16:476-80.

8. Imura K, Ishii Y,  Yagisawa K, Matsueda M. Postoperative ambulatory level after
hip fracture in the elderly predicts survival rate. Arch Orthop Trauma Surg
2000;120:369-71.

9. Kamel HK, Iqbal MA, Mogallapu R, Maaas D, Hoffmann RG. Time to ambula-
tion after hip fracture surgery: relation to hospitalization outcomes. J Gerontol A
Bio Sci Med Sci 2003;58:1042-5.

10. Oldmeadow LB, Edwards ER, Kimmel LA, et al. No rest for the wounded: early
ambulation after hip surgery accelerates recovery. ANZ J Surg 2006;76:607-11.

11. Feldt KS, Oh HL. Pain and hip fracture outcomes for older adults. Orthop Nurs
2000;19:35-44.

12. Morrison RS, Magaziner J, McLaughlin MA, et al. The impact of post-opera-
tive pain on outcomes following hip fracture. Pain 2003;103:303-11.

13. Pope G, Mockett S, Write J. A survey of electrotherapeutic modalities: owner-
ship and use in NHS in England. Physiotherapy 1995;81:82-91.

14. Carroll D, Moore RA, McQuay HJ, et al. Transcutaneous electrical nerve stimu-
lation (TENS) for chronic pain. Cochrane Database Syst Rev 2001;3:CD003222.

15. No authors listed. Neuro resource group inc. Food and Drug Administration 510k
database. http://www.fda.gov/cdrh/pdf5/K053626.pdf (date last accessed 25
October 2007).

16. Maale G, Gamez M. The effects of a handheld, cutaneous, portable, neuro stim-
ulator using two concentric conductive electrodes with signals that are damped, Bi-
phasic oscillatery cuneiform, which use skin as a conduit in patients with chronic
severe pain from large orthopaedic procedures. 18th Annual Symposium Interna-
tional Society for Technology in Arthroplasty, 2005:143.

17. No authors listed. Neuro resource group inc. Patient Treatment Experience, tech-
nical file for CE mark. October 2004.

18. Coleman S. InterX therapy to accelerate the rehabilitation of ligament injuries to
the ankle joint: a case report. Procs International Congress, Sports Rehabiliation
Traumatology, 2005.

19. Gorodnichenko AI, Gorodetskyi IG, Reshetnyak VK. Tursin PS, Uskov ON.
Interactive electrostimulation in treatment of trauma and orthopaedic patients.
Kremlijovskaya Medicina. Klinichesky Vestinik 2005;4:76-80.

20. Pervez H, Parker MJ, Pryor GA, Lutchman L, Chirodian N. Classification of
trochanteric fracture of the proximal femur: a study of the reliability of current sys-
tems. Injury 2002;33:713-15.

21. Jin WJ, Dai LY, Cui YM, et al. Reliability of classification systems for intertro-
chanteric fractures of the proximal femur in experienced orthopaedic surgeons.
Injury 2005;36:858-61.

22. Singh M, Nagrath AR, Maini PS. Changes in a trabecular pattern of the upper
end of the femur as an index of osteoporosis. J Bone Joint Surg [Am] 1970;52-
A:457-67.

23. Jhamaria NL, Lal KB, Udawat M, Banerji P, Kabra SG. The trabecular pattern
of the calcaneum as an index of osteoporosis. J Bone Joint Surg [Br] 1983;65-
B:195-8.

24. Gorodnichenko AI, Nikolajev AP, Razenkov NN, Uskov ON. Treating patients
of old and elderly age with trochanteric fractures of the femur by original rod appa-
ratus. Kremlevskaya Medicine Vestik 2002;23:12-17 (in Russian).

25. No authors listed. Neuro Resource Group. InterX therapy instructional manual.
www.nrg-unlimited.com (date last accessed 17 October 2007).

26. Korr IM, Wright HM, Chace JA. Cutaneous patterns of sympathetic activity in
clinical abnormalities of the musculoskeletal system. In: Peterson B, ed. The col-
lected papers of Irvin M Korr. Colorado: American Academy of Osteopathys,
1964:66-72.

27. Aaron R, Shiffman CA. Using localized impedance measurements to study muscle
changes in injury and disease. Ann NY Acad Sci 2000;904:171-80.

28. Bijur PE, Silver W, Gallagher EJ. Reliability of the visual analogue scale for
measurement of acute pain. Acad Emerg Med 2001;8:1153-7.

29. Daut RL, Cleeland CS, Flanery RC. Development of the Wisconsin Brief Pain
Questionnaire to assess pain in cancer and other diseases. Pain 1983;17:197-210.

30. Cole HM, Brown EF, Evans M, Fitzgerald P, Karet G. Pain management: patho-
physiology of pain and pain assessment. AMA CME Program  2005.

31. Likert R. A technique for the measurement of attitudes. Archives of Psychology
1932;140:1-55.

32. Sluka K, Deacon M, Stibal A, Strissel S, Terpstra A. Spinal blockage of opioid
receptors prevents the analgesia produced by TENS in arthritic rats. J Pharmacol
Exp Ther 1999;289:840-6.

33. Sluka KA, Walsh D. Transcutaneous electrical nerve stimulation: basic science
mechanisms and clinical effectiveness. J Pain 2003;4:109-21.

34. Ainsworth L, Budelier K, Clinesmith M, et al. Transcutaneous electrical nerve
stimulation (TENS) reduces chronic hyperalgesia induced by muscle inflammation.
Pain 2006;120:182-7.

35. O’Sullivan RL, Lipper G, Lerner EA. The neuro-immuno-cutaneous-endocrine net-
work: relationship of mind and skin. Arch Dermatol 1998;134:1431-5.

36. Melzack R. From the gate to the neuromatrix. Pain 1999;(Suppl 6):121-6.



1494 I. G. GORODETSKYI, A. I. GORODNICHENKO, P. S. TURSIN, V. K. RESHETNYAK, O. N. USKOV

THE JOURNAL OF BONE AND JOINT SURGERY

37. Chebkasov SA, Bereshpolova UI. Central effect of SCENAR application: self-res-
toration of an organism through activation of the front hypothalamus: SKENAR - Ther-
apy, SKENAR Expertise. Taganrog 2000;7:15-21 (in Russian).

38. Katelaris AG, Cumming RG. Health status before and mortality after hip fracture.
Am J Public Health 1996;86:557-60.

39. Wolinsky FD, Fitzgerald JF, Stump TE. The effect of hip fracture on mortality, hospital-
ization, and functional status: a prospective study. Am J Public Health 1997;87:398-403.

40. Kramer AM, Steiner JF, Schlenker RE, et al. Outcomes and costs after hip fracture and
stroke: a comparison of rehabilitation settings. JAMA 1997;277:396-404.

41. Parker MJ, Myles JW, Anand JK, Drewett R. Cost-benefit analysis of hip fracture
treatment. J Bone Joint Surg [Br] 1992;74-B:261-4.

42. Atun R. The health crisis in Russia. BMJ 2005;331:1418-19.
43. Shkolnikov V, McKee M, Leon DA. Changes in life expectancy in Russia in the

mid-1990s. Lancet 2001;357:917-21.

44. Meyer HE, Tverdal A, Falch JA, Pedersen JI. Factors associated with mortality
after hip fracture. Osteoporos Int 2000;11:228-32.

45. Alegre-López J, Cordero-Guevara J, Alonso-Valdivielso JL, Fernández-
Melon J. Factors associated with mortality and functional disability after hip frac-
ture: an inception cohort study. Osteoporos Int 2005;16:729-36.

46. Koval KJ, Aharonoff GB, Su ET, Zuckerman JD. Effect of acute inpatient rehabil-
itation on outcome after fracture of the femoral neck or intertrochanteric fracture. J
Bone Joint Surg [Am] 1998;80-A:357-64.

47. Cameron ID, Handoll HH, Finnegan TP, Madhok R, Langhorne P. Co-ordinated
multidisciplinary approaches for inpatient rehabilitation of older patients with proxi-
mal femoral fractures. Cochrane Database Syst Rev 2001;3:106.

48. Röder F, Schwab M, Aleker T, et al. Proximal femur fracture in older patients:
rehabilitation and clinical outcome. Age Ageing 2003;32:74-80.


