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Abstract. [Purpose] The aim of the present study was to investigate and compare the effects of whirlpool bath 
and neuromuscular electrical stimulation on complex regional pain syndrome. [Subjects and Methods] Sixty out-
patients (30 per group) with complex regional pain syndrome participated. They received 15 treatment 5 days per 
week for 3 weeks. The outcome measures were the visual analogue scale for pain, edema, range of motion of the 
wrist (flexion and extension), fingertip-to-distal palmar crease distance, hand grip strength, and pinch strength. 
All parameters were measured at baseline (week 0) and at the trial end (week 3). [Results] There were significant 
improvements in all parameters after therapy in both groups. The whirlpool bath group showed significantly better 
improvements in the visual analogue score, hand edema, hand grip strength, wrist range of motion (both flexion 
and extension), fingertip-to-distal palmar crease distance, and the three-point and fingertip pinch strengths than the 
neuromuscular electrical stimulation group; however, the lateral pinch strengths were similar. [Conclusion] Both 
whirlpool bath and neuromuscular electrical stimulation are effective in the treatment of complex regional pain 
syndrome, but the efficacy of the whirlpool bath treatment was better.
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INTRODUCTION

Complex regional pain syndrome (CRPS) is a condition 
characterized by severe pain in the affected extremities, au-
tonomic vasomotor dysfunction, dystrophic changes in the 
skin and bone, impaired mobility, and psychological chang-
es. Various traumatic or non-traumatic events, diseases, and 
medications may cause CRPS, but the initial event is usu-
ally a traumatic injury or major infectious disease1). Cases 
of CRPS are classified as either type I or type II. CRPS 
type I does not have a specific pathology; however, CRPS 
type II is usually caused by peripheral nerve injuries that 
occur after trauma and cause burning pain2). The diagnostic 
criteria are pain, allodynia, hyperalgesia, edema, and vaso-
motor and sudomotor changes3). CRPS treatment requires a 
multidisciplinary approach. The main treatment method is 
physiotherapy; however, patients may additionally receive 
sympathetic ganglion block, electro-acupuncture, and, in 
cases of conservative treatment failure, they may undergo 
surgery4, 5). One option is whirlpool bath treatment, which 
relaxes muscle tension and decreases pain6). Another is 

neuromuscular electrical stimulation (NMES), which in ad-
dition to alleviating muscle contraction, also has analgesic 
effects. In clinical practice, NMES is used for pain control, 
muscle education, and venous stasis7). We use NMES to 
treat CRPS due to its positive effects in reducing pain and 
edema, and its improvement of muscle performance7). No-
tably, no other studies have evaluated the use of NMES in 
treating CRPS. In this study, we investigated and compared 
the effectiveness of the whirlpool bath and neuromuscular 
electrical stimulation in the treatment of CRPS.

SUBJECTS AND METHODS

A total 60 patients who were diagnosed with the first 
stage of CRPS type I in the upper extremity per the Bu-
dapest Criteria were enrolled8). Patient complaints were 
recorded, and physical examinations, laboratory tests, and 
radiological examinations were carefully performed to de-
termine a differential diagnosis, distinguishing CRPS cases 
from other diseases that may lead to edema, and sudomotor 
and vasomotor changes. Patients suffering from peripheral 
neuropathy or a nerve lesion, who had a history of hand 
fracture, who were diagnosed with systemic disease (such 
as diabetes mellitus, infection, or tumor), or who had an 
open hand wound were excluded from the study.

The demographic data of the patients were recorded, and 
the patients were randomized into two 30-patient groups. 
Patients in group 1 received 15 sessions distributed over 3 
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weeks (5 days per week) of underwater ultrasound therapy, 
whirpool bath, and exercise therapy, while the group 2 pa-
tients received underwater ultrasound therapy, NMES, and 
exercise therapy. Range of joint motion (ROM) exercises 
and stretching exercises up to each patient’s pain threshold 
were performed by both groups. Post-treatment assessment 
was performed on the last treatment day. Patients were only 
allowed to use paracetamol, 500 mg, three times daily for 
analgesia. This study was approved by the site Institutional 
Ethical Committee (IEC), and written consent was obtained 
from all the participants.

Ultrasound therapy was performed by placing the ultra-
sound probe 1–2.5 cm away from the hand and wrist un-
derwater. The treatment intensity was 1.5 W/cm2, and the 
probe was slowly moved parallel to the treatment area for 
5 min9).

A Chiron extremity caldron (Chirana Progress, Slova-
kia) was used for the whirlpool bath treatment. An electric 
motor creates eddies within the water. The water tempera-
ture was set at 40 °C and monitored with a thermometer. 
Hands and wrists were positioned in the most comfortable 
resting position that would not impede perfusion and placed 
in the water tank for 30 min10).

A Cefar device (Cefar, European Union) was used to 
perform the NMES treatment. Symmetrical biphasic cur-
rent pulses were applied at a 30 Hz frequency for 300 ms. 
Each muscle group (flexor and extensor muscle groups) was 
treated for 20 min, beginning with the flexor muscle group 
and finishing with the extensor muscle group of the hand11).

Patients were evaluated using the visual analogue scale 
(VAS) for pain. Patients were also assessed for edema, 
ROM of the wrist (flexion and extension), fingertip-to-distal 
palm crease distance (FT-PCD), hand grip strength (HGS), 
and pinch strength before and after treatment.

Hand grip strength (HGS): HGS was measured using a 
hand dynamometer (Jamar, USA) in the standard position 
recommended by the American Society of Hand Therapists. 
Patients sat with the shoulder in adduction and neutral rota-
tion, 90° elbow flexion, forearm in mid-rotation, and the 
wrist in a neutral position. Three measurements were taken 
with 1-min intervals between each, and the mean value was 
recorded. The HGS was measured in kilogram-force12, 13).

Visual analogue scale (VAS): VAS is a subjective assess-
ment of an individual’s pain. Numbers from zero to 10 were 
marked on a 10-cm line, with zero representing no pain and 
10 representing the worst pain. Patients were asked to indi-
cate their pain by pointing to the corresponding number on 
the line14).

Pinch strength: The pinch strength was measured in 
kilograms using a manual pinch meter (Jamar, Sammons 
Preston, Inc. Bolingbrook, IL, USA). Patients were asked 
to grip the pinch meter at maximum strength in three ba-
sic grip positions: the fingertip grip (FGS), three-point grip 
(TPGS), and lateral grip (LGS). Pinch strengths were re-
corded while patients sat with the shoulder in adduction and 
neutral rotation, the elbow in 90° flexion, forearm in mid-
rotation, and the wrist in a neutral position. Three measure-
ments were performed in each position, and the mean value 
was calculated15).

Edema assessment: Edema was assessed using a hand 
volumetric device. Patients placed each extremity into the 
volumetric container, which was completely filled with wa-
ter, and the amount of water overflow was measured in cu-
bic millimeters. Edema was calculated based on the differ-
ence in the volume of water overflow between the affected 
and non-affected extremities16).

Range of joint motion (ROM): The ranges of wrist flex-
ion and wrist extension were measured with a hand goni-
ometer17). Finger-to-palm crease distance (FT-PCD): The 
distance between the fingertip of the third finger and the 
distal palmar crease was measured in centimeters5).

All analyses were performed using the SPSS version 16.0 
statistical software program. Normal distribution of the 
continuous variables was determined by the Kolmogorov-
Smirnov test. Student’s t-test was used to compare normally 
distributed data, and the Mann-Whitney U test was used 
to compare non-normally distributed data. The χ2 test was 
used to compare qualitative parameters. For all tests, a p-
value less than 0.05 was considered statistically significant. 
To evaluate the changes in the post-treatment outcomes in 
each group, the percent rate of change in each parameter 
was calculated and compared between the groups using the 
following formula: Variable x: (x after treatment − x before 
treatment)/x before treatment × 100.

RESULTS

All patients were aged between 26 and 58 years (mean 
age: 39.53 ± 9.37 years). The patient demographic data is 
summarized in Table 1. There were no significant differ-
ences between the groups (p > 0.05). Etiological factors 
were as follows: in the first group, 16 patients (53.33%) had 
experienced a distal radius fracture, 4 patients (13.33%) had 
experienced a metacarpal fracture, and 10 patients (33.33%) 
had experienced a tendon injury. In the second group, 17 
patients (56.66%) had experienced a distal radius fracture, 
5 patients (16.66%) had experienced a metacarpal fracture, 
and 8 patients (26.66%) had experienced a tendon injury.

Before treatment, none of the measured parameters was 
significantly different between the groups (p>0.05). After 

Table 1. The demographic data of the patients in each group and 
the significance of the difference between groups

Whirpool bath 
(n=30)

NMES  
(n=30)

Age (years) 38.86±9.76 40.20±9.08
Gender 18/12  

(60/40)
17/13  

(56.66 /43.33)(female/male) (%)
Dominant hand/ 22/8  

(73.33/26.66)
19/11 

(63.33/36.66)Non-dominant hand (%)
BMI (kg/m2) 28.13±1.13 27.63±0.98
Disease duration
(weeks) 5.46±0.73 5.11±0.73

* Significant at p <0.05, BMI: Body-mass index, Subject char-
acteristics: Age, gender, dominant and non-dominant hand of 
subject. Values are represented as mean ± SD
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treatment, statistically significant improvements were ob-
served in all parameters in both groups according to intra-
group comparisons (p < 0.001). The outcomes before and 
after treatment in each group and the significance level of 
the differences between the groups are shown in Table 2. 
The improvements in edema, flexion and extension ROM, 
FT- PCD, VAS, HGS and lateral pinch strength were signifi-
cantly better among the patients treated with the whirlpool. 
However, the change in fingertip and three-point pinch 
strength was similar in both groups (Table 3). No treatment- 
associated complications were observed in either group.

DISCUSSION

The exact prevalence of CRPS is unknown. Gender, 
race, and geographic location have no effect on the occur-
rence of CRPS. In general, CRPS is more frequent in fe-
males and during the fourth decade of life. There is no sig-
nificant difference in the involvement of the dominant and 
nondominant extremities, but upper extremity involvement 
and fracture etiologies are more frequent1). In this study, the 
incidence of disease according to age, gender, and etiologi-
cal factors were consistent with prior reports.

Pain associated with CRPS increases sufferers’ resis-
tance to moving the extremities, and joint stiffness contin-
ues to worsen18). The sudomotor and vasomotor changes 
cause edema and variable skin discoloration in patients 
with CRPS19). CRPS is somewhat difficult to treat because 
its physiopathology remains unclear. As a result, an ideal 
therapy has not been determined despite the multiple treat-
ment options available. Whirlpool, a physiotherapy modal-
ity, is one treatment option20). Clinical studies have shown 
that whirlpool bath treatment improves regional perfusion, 
nutrition, and oxygen to the tissues, and softens the skin; as 
a result, it is used to reduce pain and edema in CRPS21, 22). 
A previous study conducted of whirlpool treatment also 
revealed an analgesic effect23). In another study, whirlpool 
bath treatment decreased pain and stiffness in patients with 
knee osteoarthritis10). In a case report, CRPS symptoms 
occurring after Herpes Zoster infection significantly im-
proved following whirlpool bath treatment20).

Neuromuscular electrical stimulation is another treat-
ment option for CRPS, and it induces muscle contractions 

which compress the venous and lymphatic vessels. This me-
chanical effect helps resolve edema24) and has been used to 
treat hand edema, with significant improvement noted25). 
Studies conducted by Faghri et al. and Man et al.26, 27) re-
vealed that NMES was effective in the treatment of hand 
edema in patients with cerebrovascular disease and ankle 
edema in patients who remained standing for longer than 
30 min. In previous studies, significant improvements in 
the shoulder ROM and a decrease in shoulder pain were re-
ported in stroke patients treated with NMES28, 29). In our 
study, both the whirlpool bath and NMES treatments signif-
icantly improved pain and hand edema in the patients, but 
the improvements were significantly better in the whirlpool 
bath group than in the NMES group.

Previous studies have demonstrated that NMES im-
proves voluntary hand movement, HGS, and functional 
skills30). A study conducted on patients suffering from an 
immobile knee demonstrated that NMES had benefical ef-
fects, preventing muscular atrophy and improving muscle 
performance31). Lin et al.32) showed that NMES induced re-
petitive muscle contractions and meaningful movement of 
the affected upper limb, significantly improving its motor 

Table 2. Comparison of pre and post-treatment measurement values

Pre-treatment Post-treatment
Group 1 Group 2 Group 1 Group 2

Hand edema (ml) 33.30±3.33 32.23±3.14 10.83±1.68 15.63±1.49 *
Hand grip strength (kg) 12.54±2.00 13.20±1.93 21.32±2.15 19.65±2.60 *
Range of wrist flexion 35.23±4.82 34.76±4.24 51.13±3.94 46.43±4.39 *
Range of wrist extension 22.7±3.16 24.33±3.45 42.90±3.55 37.20±3.30 *
Visual analogue scale 6.65±1.22 6.56±1.30 3.16±0.64 3.81±0.86 *
Fingertip-to-distal palm crease distance (kg) 5.29±0.64 5.07±0.53 1.19±0.20 2.00±0.28 *
Lateral pinch strength (kg) 6.32±0.91 6.08±0.69 9.46±0.84 9.05±0.81
Fingertip pinch Strength (kg) 3.88±0.96 3.52±0.62 6.61±0.73 6.25±0.53 *
Three-point pinch Strength (kg) 4.35±0.72 3.98±0.77 7.31±0.45 7.05±0.45 *

* Significant at p <0.05, Group 1: Whirlpool bath, Group 2: Neuromuscular electrical stimulation

Table 3. The percentage rates of change of the outcome measure 
of each group, and the significance level of the differ-
ences between the two groups

Whirlpool 
bath NMES

Edema −67.5 ± 3.15 −49.4 ± 4.9 *
Range of wrist extension 91.2 ± 20.5 54.1 ± 11.4 *
Range of wrist flexion 46.3 ± 9.9 34.1 ± 6.2 *
FT-PCD −76.8 ± 6.1 −59.3 ± 7.3 *
VAS −52.2 ± 5.5 −46.8 ± 4.6 *
HGS 70.1 ± 12.8 56.9 ± 14.6 *
LPS 51.1 ± 10.6 43.0 ± 8.2 *
FGS 76.5 ± 26.2 69.3 ± 15.1
TPGS 70.7 ± 25.4 66.4 ± 17.2 
* Significant, p <0.05, FGS: Fingertip grip strength, TPGS: 
Three point grip strength, LPS: Lateral pinch strength, VAS: 
Visual analogue scale, FT-PCD: Finger-to-palm crease distance
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function. Borrell et al.33) found that whirlpool bath treat-
ment was effective at relieving pain and improving hand 
function. Similarly, in a study of patients with hand osteoar-
thritis, Uçar et al.34) reported that whirlpool bath treatment 
increased HGS.

Consistent with the literature, the present study found 
that both treatment regimens increased the grip strength, 
pinch strength (three-point and fingertip pinch strengths), 
and ROM of the wrist joints after treatment. However, these 
improvements were better in the whirlpool bath group. The 
difference between the groups in lateral pinch strength im-
provement was not significant.

In conclusion, based on the present findings, both whirl-
pool bath and NMES treatments are effective for pain 
control, reduction of edema, increasing the grip strength, 
and improving the hand function of CRPS patients. Fur-
thermore, these improvements were better in the patients 
receiving whirlpool bath treatment.

REFERENCES

1) Dincer K: Complex regional pain syndrome. In: Physical Medicine and 
Rehabilitation. Istanbul: Gunes Tip Kitabevleri, 2011, pp 2143–57.

2) Ofluoglu D, Akyuz G: Complex Regional Pain Syndrome Type 1: General 
Clinical Approach. Turk J Phys Med Rehab, 2008, 54: 112–115.

3) Forouzanfar T, Köke AJ, van Kleef M, et al.: Treatment of complex region-
al pain syndrome type I. Eur J Pain, 2002, 6: 105–122. [Medline]  [Cross-
Ref]

4) Aronoff GM, Harden N, Stanton-Hicks M, et al.: American Academy 
of Disability Evaluating Physicians (AADEP) position paper: complex 
regional pain syndrome I (RSD): impairment and disability issues. Pain 
Med, 2002, 3: 274–288. [Medline]  [CrossRef]

5) Sahin F, Yilmaz F, Kotevoglu N, et al.: Efficacy of salmon calcitonin in 
complex regional pain syndrome (type 1) in addition to physical therapy. 
Clin Rheumatol, 2006, 25: 143–148. [Medline]  [CrossRef]

6) Juvè Meeker B: Whirlpool therapy on postoperative pain and surgical 
wound healing: an exploration. Patient Educ Couns, 1998, 33: 39–48. 
[Medline]  [CrossRef]

7) Kocaman O, Koyuncu H, Dinc A, et al.: The comparison of the effects of 
electrical stimulation and exercise in the treatment of knee osteoarthritis. 
Turk J Phys Med Rehab, 2008, 54: 54–58.

8) Harden RN, Bruehl S, Perez RS, et al.: Validation of proposed diagnos-
tic criteria (the “Budapest Criteria”) for complex regional pain syndrome. 
Pain, 2010, 150: 268–274. [Medline]  [CrossRef]

9) Tunc H, Dulgeroglu D, Culha C, et al.: Complex regional pain syndrome of 
the foot-ankle in pregnancy: a case report. Turk J Phys Med Rehab, 2011, 
57: 51–53.

10) Lim KO, Lee DY, Shin WS: The effects of a warm whirlpool bath on pain 
and stiffness of patients with chronic stroke induced knee osteoarthritis. J 
Phys Ther Sci, 2013, 25: 873–875. [Medline]  [CrossRef]

11) Fayez ES, Eldeen HE: Neuromuscular electrical stimulation versus inter-
mittent pneumatic compression on hand edema in stroke patients. Indian J 
Physiotherapy Occup Ther, 2013, 7: 81–86.

12) Haidar SG, Kumar D, Bassi RS, et al.: Average versus maximum grip 
strength: which is more consistent? J Hand Surg [Br], 2004, 29: 82–84. 
[Medline]  [CrossRef]

13) Mathiowetz V, Kashman N, Volland G, et al.: Grip and pinch strength: nor-

mative data for adults. Arch Phys Med Rehabil, 1985, 66: 69–74. [Medline]
14) Wewers ME, Lowe NK: A critical review of visual analogue scales in the 

measurement of clinical phenomena. Res Nurs Health, 1990, 13: 227–236. 
[Medline]  [CrossRef]

15) Halpern CA, Fernandez JE: The effect of wrist and arm postures on peak 
pinch strength. J Hum Ergol (Tokyo), 1996, 25: 115–130. [Medline]

16) Waylett-Rendall J, Seibly D: A study of the accuracy of a commercially 
available volumeter. J Hand Ther, 1991, 4: 10–13.  [CrossRef]

17) LaStayo PC, Wheeler DL: Reliability of passive wrist flexion and exten-
sion goniometric measurements: a multicenter study. Phys Ther, 1994, 74: 
162–174, discussion 174–176. [Medline]

18) Ghai B, Dureja GP: Complex regional pain syndrome: a review. J Postgrad 
Med, 2004, 50: 300–307. [Medline]

19) Raja SN, Grabow TS: Complex regional pain syndrome I (reflex sym-
pathetic dystrophy). Anesthesiology, 2002, 96: 1254–1260. [Medline]  
[CrossRef]

20) Oztop P, Saracgil Cosar SN, Umit Yemisci O, et al.: Complex regional pain 
syndrome associated with herpes zoster: a case report. Turk J Rheumatol, 
2011, 26: 254–257.

21) Howell JW: Management of the acutely burned hand for the nonspecial-
ized clinician. Phys Ther, 1989, 69: 1077–1090. [Medline]

22) Sutbeyaz ST, Koseoglu BF, Yeşiltepe E: Simultaneous upper and lower 
extremity complex regional pain syndrome type I in tetraplegia. Spinal 
Cord, 2005, 43: 568–572. [Medline]  [CrossRef]

23) Rush J, Burlock S, Lambert K, et al.: The effects of whirlpools baths in 
labor: a randomized, controlled trial. Birth, 1996, 23: 136–143. [Medline]  
[CrossRef]

24) Robinson AJ, Snyder-Mackler L: Clinical Electrophysiology: Electro-
therapy and Electrophysiologic Testing, 2nd ed. Baltimore: Williams & 
Wilkins, 1995, pp 333–58.

25) Griffin JW, Newsome LS, Stralka SW, et al.: Reduction of chronic post-
traumatic hand edema: a comparison of high voltage pulsed current, inter-
mittent pneumatic compression, and placebo treatments. Phys Ther, 1990, 
70: 279–286. [Medline]

26) Faghri PD: The effects of neuromuscular stimulation-induced muscle con-
traction versus elevation on hand edema in CVA patients. J Hand Ther, 
1997, 10: 29–34. [Medline]  [CrossRef]

27) W Man IO, Lepar GS, Morrissey MC, et al.: Effect of neuromuscular elec-
trical stimulation on foot/ankle volume during standing. Med Sci Sports 
Exerc, 2003, 35: 630–634. [Medline]  [CrossRef]

28) Tuna H, Avci S, Tukenmez O, et al.: The effect of neuromuscular electri-
cal stimulation on shoulder subluxation in stroke patients. Balkan Med J, 
2005, 22: 70–75.

29) Chae J, Yu DT, Walker ME, et al.: Intramuscular electrical stimulation 
for hemiplegic shoulder pain: a 12-month follow-up of a multiple-center, 
randomized clinical trial. Am J Phys Med Rehabil, 2005, 84: 832–842. 
[Medline]  [CrossRef]

30) Chae J, Yu D: A critical review of neuromuscular electrical stimulation for 
treatment of motor dysfunction in hemiplegia. Assist Technol, 2000, 12: 
33–49. [Medline]  [CrossRef]

31) Lake DA: Neuromuscular electrical stimulation. An overview and its ap-
plication in the treatment of sports injuries. Sports Med, 1992, 13: 320–
336. [Medline]  [CrossRef]

32) Lin Z, Yan T: Long-term effectiveness of neuromuscular electrical stimu-
lation for promoting motor recovery of the upper extremity after stroke. J 
Rehabil Med, 2011, 43: 506–510. [Medline]  [CrossRef]

33) Borrell RM, Parker R, Henley EJ, et al.: Comparison of in vivo tempera-
tures produced by hydrotherapy, paraffin wax treatment, and Fluidothera-
py. Phys Ther, 1980, 60: 1273–1276. [Medline]

34) Ucar D, Paker N, Bugdayci DS, et al.: Comparision of the efficacy of whir-
pool and paraffin treatments in women with smptomatic hand osteoarthri-
tis. Turk J Phys Med Rehab, 2011, 57: 124–127.

http://www.ncbi.nlm.nih.gov/pubmed/11900471?dopt=Abstract
http://dx.doi.org/10.1053/eujp.2001.0304
http://dx.doi.org/10.1053/eujp.2001.0304
http://www.ncbi.nlm.nih.gov/pubmed/15099263?dopt=Abstract
http://dx.doi.org/10.1046/j.1526-4637.2002.02044.x
http://www.ncbi.nlm.nih.gov/pubmed/15980934?dopt=Abstract
http://dx.doi.org/10.1007/s10067-005-1153-2
http://www.ncbi.nlm.nih.gov/pubmed/9481347?dopt=Abstract
http://dx.doi.org/10.1016/S0738-3991(97)00056-6
http://www.ncbi.nlm.nih.gov/pubmed/20493633?dopt=Abstract
http://dx.doi.org/10.1016/j.pain.2010.04.030
http://www.ncbi.nlm.nih.gov/pubmed/24259873?dopt=Abstract
http://dx.doi.org/10.1589/jpts.25.873
http://www.ncbi.nlm.nih.gov/pubmed/14734079?dopt=Abstract
http://dx.doi.org/10.1016/j.jhsb.2003.09.012
http://www.ncbi.nlm.nih.gov/pubmed/3970660?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2197679?dopt=Abstract
http://dx.doi.org/10.1002/nur.4770130405
http://www.ncbi.nlm.nih.gov/pubmed/9735592?dopt=Abstract
http://dx.doi.org/10.1016/S0894-1130(12)80210-9
http://www.ncbi.nlm.nih.gov/pubmed/8290621?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15623978?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11981168?dopt=Abstract
http://dx.doi.org/10.1097/00000542-200205000-00031
http://www.ncbi.nlm.nih.gov/pubmed/2685846?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15838532?dopt=Abstract
http://dx.doi.org/10.1038/sj.sc.3101742
http://www.ncbi.nlm.nih.gov/pubmed/8924099?dopt=Abstract
http://dx.doi.org/10.1111/j.1523-536X.1996.tb00474.x
http://www.ncbi.nlm.nih.gov/pubmed/2185495?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9116805?dopt=Abstract
http://dx.doi.org/10.1016/S0894-1130(97)80008-7
http://www.ncbi.nlm.nih.gov/pubmed/12673147?dopt=Abstract
http://dx.doi.org/10.1249/01.MSS.0000058432.29149.08
http://www.ncbi.nlm.nih.gov/pubmed/16244520?dopt=Abstract
http://dx.doi.org/10.1097/01.phm.0000184154.01880.72
http://www.ncbi.nlm.nih.gov/pubmed/11067576?dopt=Abstract
http://dx.doi.org/10.1080/10400435.2000.10132008
http://www.ncbi.nlm.nih.gov/pubmed/1565927?dopt=Abstract
http://dx.doi.org/10.2165/00007256-199213050-00003
http://www.ncbi.nlm.nih.gov/pubmed/21533330?dopt=Abstract
http://dx.doi.org/10.2340/16501977-0807
http://www.ncbi.nlm.nih.gov/pubmed/7443789?dopt=Abstract

