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Strength training for partially paralysed muscles in people
with recent spinal cord injury: a within-participant
randomised controlled trial

EA Bye1,2, LA Harvey1, A Gambhir3, C Kataria3, JV Glinsky1, JL Bowden1, N Malik3, KE Tranter2, CP Lam4,
JS White5, EJ Gollan6, M Arora1 and SC Gandevia7

Study design: Within-participant randomised controlled trial.
Objectives: To determine whether strength training combined with usual care increases strength in partially paralysed muscles of
people with recent spinal cord injury (SCI) more than usual care alone.
Settings: SCI units in Australia and India.
Methods: Thirty people with recent SCI undergoing inpatient rehabilitation participated in this 12-week trial. One of the following
muscle groups was selected as the target muscle group for each participant: the elbow flexors, elbow extensors, knee flexors or knee
extensors. The target muscle on one side of the body was randomly allocated to the experimental group and the same muscle on the
other side of the body was allocated to the control group. Strength training was administered to the experimental muscle but not to the
control muscle. Participants were assessed at baseline and 12 weeks later. The primary outcome was maximal isometric muscle
strength, and the secondary outcomes were spasticity, fatigue and participants’ perception of function and strength.
Results: There were no dropouts, and participants received 98% of the training sessions. The mean (95% confidence interval (CI))
between-group difference for isometric strength was 4.3 Nm (1.9–6.8) with a clinically meaningful treatment effect of 2.7 Nm. The
mean (95% CI) between-group difference for spasticity was 0.03/5 points (−0.25 to 0.32).
Conclusion: Strength training increases strength in partially paralysed muscles of people with recent SCI, although it is not clear
whether the size of the treatment effect is clinically meaningful. Strength training has no deleterious effects on spasticity.
Spinal Cord (2017) 55, 460–465; doi:10.1038/sc.2016.162; published online 6 December 2016

INTRODUCTION

Weakness secondary to partial paralysis is one of the most common
impairments after spinal cord injury (SCI). Partial paralysis is caused
by disruption to some but not all motor pathways. This type of
weakness in the upper limbs can profoundly reduce hand function.1

Similarly, partial paralysis of the lower limb muscles prevents people
from walking.2 The ability to walk and use the hands are both high
priorities for people with SCI and important determinants of quality
of life.3

Many different interventions are used and advocated to increase
strength.4 However, the most common type of strength training is
progressive resistance training. This involves maximally contracting
muscles against high levels of resistance. Typically, this is done in sets
of 10 contractions. The sets are repeated three times in one training
session, and training is performed three times a week for at least
12 weeks (that is, 90 maximal contractions per week).5 The basis for
the belief that progressive resistance training is effective comes largely
from trials involving people without paralysis.6,7 However, it cannot be

assumed that what is effective for muscles of able-bodied individuals is
also effective for the partially paralysed muscles of a person with SCI.
There are currently only three clinical trials that have examined the

effectiveness of any type of strength training in the partially paralysed
muscles of people with SCI.8–10 The first randomised controlled trial
involving the wrist muscles of people with SCI failed to find a clear
therapeutic effect of progressive resistance training. However, many
participants had strength of less than grade 3/5. It was hypothesised
that progressive resistance training may not be effective in these very
weak participants due to insufficient neural drive to stimulate muscle
fibre hypertrophy.9 In those very weak people, repetitive practice with
low resistance may be more important because increases in strength
may be largely secondary to neural adaptations.11 A second clinical
trial examined the effectiveness of progressive resistance training and
electrical stimulation in muscles that were stronger and larger than
those examined in the first trial.8 The results indicated a treatment
effect, although the 95% confidence interval (CI) associated with the
mean between-group difference was wide and failed to rule in or out
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the possibility of either a very small or very large treatment effect. In
addition, the use of electrical stimulation made it difficult to determine
whether the electrical stimulation, the progressive resistance training
or both, were the important aspects of the training programme. More
recently a small crossover trial of five participants compared isometric
strength training with concentric strength training in the lower limbs
of people with incomplete SCI.10 Interestingly, the between-group
difference indicates that isometric strength training is superior to
concentric strength training. These results need to be replicated in a
larger trial but nonetheless suggest that the type of muscle contraction
used in strength training may be important.
Although there are three trials examining the effectiveness of

strength training, there is still considerable uncertainty about the
responsiveness of partially paralysed muscles to any type of strength
training programme. The aim therefore of this trial was to determine
the effects of a 12-week strength training programme on maximal
voluntary isometric muscle strength. The secondary aims were to
determine the effects of the training on spasticity, muscle fatigue and
participants’ perceptions of strength and function. We restricted our
study to muscles with grade 3/5 or 4/5 strength and included both
isometric and concentric strength training because the tentative
evidence to date supports the combination of this type of training
in stronger muscles.10

METHODS
An assessor-blinded randomised within-participant controlled trial was

conducted in five SCI units—four SCI units in Australia and one SCI unit in

India. The first and last participants were randomised in September 2014 and

November 2015, respectively. The start of recruitment at the five SCI units was

staggered with the last SCI unit commencing recruitment in August 2015. One

target muscle group was selected for each participant from the following groups

of muscles: elbow flexors, elbow extensors, knee flexors or knee extensors but

only if the corresponding contralateral muscle group had similar strength. If

more than one muscle group was suitable for inclusion, then the stronger

muscle was chosen although the clinicians had some freedom to select a muscle

based on their clinical judgement and the practicalities of implementing the

trial protocol. Participants received a strength programme for the target muscle

group on one side of the body only (experimental side). The side receiving

strength training was determined by random allocation.
The trial was registered with the Australian New Zealand Clinical Trials

Registry (ACTRN12614000914662). All applicable institutional and govern-

mental regulations concerning the ethical use of human volunteers were

followed. The study was approved through all appropriate ethics committees.

Participants
Thirty in-patients with recent SCI were recruited (see Table 1 for the inclusion
and exclusion criteria). A computer-generated blocked random allocation
schedule was compiled before commencement by a person not involved in the
recruitment of participants. Each participant was randomly allocated to train
the target muscle in their left or right limb. Participants’ allocations were placed
in opaque, sequentially numbered and sealed envelopes, which were held off
site by an independent person. Once a participant passed the screening process
and completed the initial assessments, an envelope was opened and allocation
revealed. The participant was considered to have entered the trial at this point.

Intervention
The target muscle group in the experimental limb was trained three times a
week for 12 weeks following the key principles of progressive resistance
training.12 Participants performed 40 maximal contractions in four sets of
10 and were provided with verbal encouragement throughout. The first two sets
of 10 maximal contractions were isometric contractions (4 s duration with a
4 s rest interval) and the second two sets of 10 were concentric contractions
with a 2 min rest after each set of 10 contractions. Resistance was applied
through the hands of the therapists to ensure the muscle contractions required
maximal effort from the participants. All therapists received training in how to
correctly hold the limb while providing resistance to ensure consistency.
Therapists tried to ensure that the resistance they applied exhausted participants
by the end of each set of 10 contractions.13 If participants’ strength increased
and the therapists were unable to provide sufficient resistance, then weights
were applied to the participants’ limb in addition to the resistance applied
through the therapists’ hands.
All participants continued to receive usual care that involved comprehensive

rehabilitation. This involved gait and functional training for activities of daily
living as considered necessary by their treating therapists (for example, training to
transfer, walk, roll and push a manual wheelchair). Participants received other
forms of therapy deemed appropriate for managing fitness, respiratory compro-
mise, contractures, spasticity or pain. In addition, participants were able to receive
any type of strength training programme deemed appropriate by their treating
therapists to other muscles groups on both sides of the body with the exception
of the target muscle group. The treating therapists responsible for providing usual
care were blinded to whether the left or right side of the target muscle group was
receiving the strength training intervention. This was possible because the
therapist providing the usual care did not also provide the strength training.

Assessment
Participants were measured by a blinded assessor once before randomisation
and once 12 weeks after randomisation (with a 1-week window). The success of
blinding was recorded. The primary outcome was maximal voluntary isometric
strength. The secondary outcomes were spasticity, muscle fatigue and partici-
pants’ perceptions of strength and function.
The details of the outcome measures are as follows.

Table 1 Inclusion and exclusion criteria

Inclusion: participants were included if they:
� Had a recent complete or incomplete SCI (as defined by the International Standards for Neurological classification of SCI) that was sustained less than 1 year prior.

� Had bilateral partial paralysis in one of the target muscle groups (i.e., elbow flexor, elbow extensor, knee flexor or knee extensor muscles).

� Had a grade 3 or 4 strength in the target muscle group on both sides of the body.

� Had neurological stability in the strength of the target muscle groups (i.e., not more than a 2/5 point change in MMT over the preceding 3 weeks according to medical records).

� Were an inpatient and were likely to remain in hospital for the duration of their involvement in the trial (i.e., ~ 13 weeks) or if discharged early could reasonably be seen as

an outpatient.

� Were aged 16 years or over at the time of consent, willing to participate in the trial and free of any other type of neurological lesion.

Exclusion: participants were excluded from the trial if they:
� Had any condition preventing testing or training of the target muscle group.

� Were unable to cooperate (e.g., serious medical condition, cognitive impairment, drug dependency, psychiatric illness or behavioural problems).

� Had insufficient English to provide an informed consent.

Abbreviations: MMT, manual muscle test; SCI, spinal cord injury.
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Maximal voluntary isometric strength. A dynamometer (Lafayette Instrument
Company, Lafayette, IN, USA) was used to measure peak isometric muscle
strength at the target muscle’s mid length (for example, 90° elbow flexion for
the elbow flexor muscle group).14 The dynamometer was cradled in a custom-
made rigid jig that allowed the participant to push or pull against a fixed
interface. There were two jigs specifically designed for this study—one for the
upper limb and one for the lower limb (see Figure 1). Strength was recorded in
pounds and converted into Nm (using the perpendicular distance from the
joint axis to the centre of the force transducer). The perpendicular distance was
recorded for each measure and was kept as consistent as possible for each
attempt. Participants were required to perform six maximal isometric muscle
contractions and were provided with verbal encouragement throughout. There
was a 60 s rest between each trial. The left limb was always measured before the
right limb. A between-group difference equivalent to 15% of mean initial
strength was set as clinically meaningful before the commencement of
the study.

Spasticity. Spasticity was included as a secondary outcome measure because
some argue that strength training has deleterious effects on spasticity.15 The
quality score of the Ashworth Scale was used to measure spasticity in the
participants’ target muscle group. Specifically, the quality of resistance felt when

the limb was moved was recorded on a five-point scale where 0 reflected ‘no
increase in tone’ and 4 reflected ‘limb rigid in flexion or extension’. It was
decided before the commencement of the study that a between-group
difference of one point would be considered indicative of a detrimental effect
of strength training on spasticity.

Muscle fatigue. Muscle fatigue was measured using the dynamometer and jig
as outlined above; however, participants were required to perform repeated
maximal isometric contractions of 4 s duration over 3 min with a 4 s rest
between each contraction. The mean torque generated over the last three
contractions was divided by the mean torque generated over the first three
contractions to calculate the fatigue index.16 A between-group difference
equivalent to 15% of the mean initial fatigue index was considered clinically
meaningful.

Participants’ perceptions of strength. At the completion of the trial, participants
were asked to rate separately their impressions of change in strength in their
right and left target muscle group on a 15-point scale where − 7 indicated ‘a
very great deal worse’, 0 indicated ‘no change’ and +7 indicated ‘a very great
deal better’.17 A between-group difference of one point was considered
clinically meaningful.

Participants’ perceptions of function. At the completion of the trial, participants
were asked to rate separately their impressions of change in their ability to use
their right and left limb for functional activities on a 15-point scale where − 7
indicated ‘a very great deal worse’, 0 indicated ‘no change’ and +7 indicated
‘a very great deal better’.17 A between-group difference of 1 point was
considered clinically meaningful.

In addition, participants were asked to rate the inconvenience of the training
programme. They rated the inconvenience on a 10-point scale, where 1
indicated the training was ‘extremely inconvenient’ and 10 indicated that the
training was ‘not at all inconvenient’.

Statistical analysis
STATA v13 (Stata-corp, College station, TX, USA) was used for all analyses
using intention-to-treat. The t-distribution was used to estimate mean between-
group differences and associated 95% CI from the change data (that is, post
intervention minus pre-intervention) or post-intervention data for outcomes
without a baseline measure. To test the robustness of the assumptions about the
normality of the distribution of the data, all analyses were repeated using the
STATA ‘cendif’ routine and bootstrapping techniques. The ‘cendif’ routine is
based on the generalised Hodges-Lehmann median differences function and
makes no assumptions about the normality of distributions.18 The results from
the additional analyses were almost identical and are not reported here.

RESULTS

The flow of participants through the trial is shown in Figure 2. No
participant withdrew from the study. The median (interquartile range,
IQR) age and time since injury were 46 years (25–65) and 2 months
(1.4–3.1), respectively. Participants had American Spinal Injury Associa-
tion Impairment Scale (AIS) A (n= 8), AIS B (n= 1), AIS C (n= 11) or
AIS D (n= 10) lesions with neurological levels ranging from C1 to L3
and motor levels ranging from C1 to L3 as defined by the International
Standards for Neurological Classification of SCI (see Table 2). The
groups were similar at baseline for most key prognostic factors.
The protocol dictated that participants perform the progressive

resistance strength training three times a week for 12 weeks with a
total of 36 training sessions. This was largely achieved with a median
(IQR) total number of 36 (35–36) training sessions provided over
12 weeks (equivalent to 98%). Training sessions were missed on public
holidays or if participants were unwell. As far as possible, additional
sessions were provided to make up for missed sessions. All assessors
remained blinded for the 12-week outcome measure.
The mean (95% CI) between-group difference for maximal

voluntary isometric strength was 4.3 Nm (95% CI, 1.9–6.8) but the

Figure 1 Typical setup of the upper (a) and lower limb (b) jig used to cradle
the dynamometer. A full colour version of this figure is available at the
Spinal Cord journal online.
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95% CI spanned the clinically meaningful treatment effect of 2.7 Nm,
indicating that while strength training increased strength there is
uncertainty about whether the size of the treatment effect is clinically
meaningful. The mean (95%CI) between-group differences for
perceived change in strength and function were 2.2 points (1.3–3.0)
and 2.1 points (1.2–3.0), respectively, indicating that participants
perceived clinically meaningful increases in strength and function. The
mean (95% CI) between-group difference for spasticity was 0.03
points (−0.25 to 0.32), with the upper end of the 95% CI less than one
point. This indicates that the strength training did not have deleterious
effects on spasticity. The effects of strength training on fatigue were
unclear with the 95% CI associated with the mean between-group
difference spanning the clinically meaningful treatment effect (see
Table 3).
The median (IQR) perception of inconvenience of the strength

training was 9/10 (9–10), where a score of 10 indicates ‘not at all
inconvenient’. There were no serious adverse events although one
participant experienced quadriceps tightening and discomfort
throughout his last week of training with the concentric contractions.
This was resolved with applying less resistance and dissipated once the
exercises were ceased.

DISCUSSION

This study indicates that strength training increases strength in the
partially paralysed muscles of people with SCI. These results are
important because weakness is a major problem for people with SCI
and very little research attention has been directed at determining the
effectiveness of different strength training paradigms. However, it is
not clear from our results whether the increases in strength are
clinically meaningful because the 95% CI associated with the mean
between-group difference spans our pre-determined clinically

meaningful treatment effect. We set the clinically meaningful treat-
ment effect at 15% of mean initial values. This was somewhat arbitrary
but even if we had set it to a lower value, the interpretation of our
results remains the same unless people consider a treatment effect as
low as 1.9 Nm as potentially worthwhile. Interestingly, participants
perceived that the intervention improved strength and function with
the lower ends of the 95% CIs associated with the mean between-
group differences above our pre-defined clinically meaningful treat-
ment effects of 1 point. However, participants were not blinded so
their perceptions may in part reflect preconceived ideas about the
benefits of strength training.
The results of this study align with a similar study we conducted in

people with grade 3/5 or 4/5 strength of the quadriceps muscles
although in our earlier study we added electrical stimulation to our
strength training programme.8 The main difference in results between
the two studies is the precision of the treatment effect (reflected by the
width of the 95% confidence interval associated with the mean
between-group difference). The 95% confidence interval in this study
(95% CI, 1.9–6.8 Nm) indicates more precision than in our earlier
study (95% CI, 1–27 Nm). The tighter precision may reflect the larger
sample size, the weaker participants or the within-group study design.
Although a within-group study design generally increases the precision
of treatment estimates, it can also decrease treatment effects if training
one limb has a carryover effect onto the untrained limb.19 A larger
trial using a between-group design would offer the best solution to
both issues.
We included a measure of fatigue because we were interested in

determining whether strength training reduces fatigue. However, our
results were inconclusive failing to rule in or out a treatment effect on
this outcome. A larger sample is required to provide a clear answer to
this question. These results align with the results of our previous

Figure 2 Flow of participants through trial.
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studies, which have all failed to demonstrate a clear treatment effect of
any type of strength training on fatigue.8,9 These results may reflect a
problem with the way we measure fatigue. For example, fatigue may
be better measured with repeated contractions over more than 3 min.
Alternatively, our results may indicate that our strength training
programmes do not reduce fatigue. We know from able-bodied
literature that the optimal training programme for reducing fatigue
involves more emphasis on repeated contractions and less emphasis
on resistance.20 We may therefore need to incorporate these training

principles to reduce fatigue. However, we need to be open to the
possibility that partially paralysed muscles do not respond in the same
way to training as the non-paralysed muscles of able-bodied people
and that it may be very difficult to reduce fatigue with any type of
training.
The results of this study indicate no deleterious effects of strength

training on spasticity. The 95% CI associated with the mean between-
group difference indicates that these results cannot be dismissed on
the basis of the sample size. There is now mounting evidence both
from our own previous trials8,9 and from trials in people with other
types of neurological conditions21,22 to quash any remaining concerns
that strength training increases spasticity.
In our study, the therapists used their hands to provide the

resistance. The training was provided in this way to ensure the muscle
contractions required maximal effort from the participants. The
therapists also provided verbal encouragement throughout the 10
contractions to motivate the participants to maximally contract their
muscles. The downside of this method of strength training is that it is
difficult to quantify the resistance provided by therapists. However,
our results indicate that despite this disadvantage, participants got
stronger. Perhaps if the training was provided in other ways or with
commercially available gym equipment then the treatment effects may
have been even more convincing. The use of equipment decreases
reliance on therapists and therefore is less costly. However, in our
experience it is difficult to get the fine graduation in resistance
required to ensure patients with neurologically induced weakness are
maximally contracting throughout the 10 contractions. Future studies
could further explore this issue.
One limitation of our study is that we only measured isometric

strength even though our training involved isometric and concentric
contractions. It would have been interesting to also measure strength
during concentric contractions. We explored ways of doing this but it
was not easy in the clinical setting, and it may not be necessary to
measure both types of strength because they are strongly
correlated.23,24 It is somewhat surprising that a recent study indicated
that strength training using isometric contractions was superior to
strength training using concentric contractions, and indicated no
within-group changes in strength of those who only performed
concentric contractions.10 The study was only small and needs
verifying in a larger trial but nonetheless highlights how little is
known about optimal strength training paradigms.
In conclusion, physiotherapists have administered strength training

to non-paralysed muscles for a long time and have assumed that this
intervention is equally applicable to partially paralysed muscles, but
these assumptions have not been adequately tested. The results of this

Table 2 Characteristics of participants (n=30), including age,

gender, time since injury, motor level on experimental side and

control side, motor score, neurological level, AIS classification,

muscle grade of target muscle group and muscle type (median and

IQR) (MMT)

Age (years), median (IQR) 46 (25–65)

Sex (F:M, n) 6:24

Motor score (/100 points), median (IQR) 46 (17–74)

Neurological level, n
C1-4 10

C5-8 14

T1-S5 6

Trained muscle, n
Elbow flexors 11

Elbow extensors 6

Knee flexors 3

Knee extensors 10

Time since injury (months), median (IQR) 2 (1.4–3.1)

AIS classification, n
A 8

B 1

C 11

D 10

Motor level, n Control limb Experimental limb

C1-4 5 6

C5-8 18 17

T1-S5 7 7

Strength of target muscle on MMT, n
3/5 20 25

4/5 10 5

Abbreviations: IQR, interquartile range; MMT, manual muscle test.

Table 3 The intention-to-treat analysis

Experimental limb Control limb Between-group differences Clinically meaningful

treatment effect

Pre training Post training Pre training Post training

Maximal isometric strength, Nm 18.3 (10.7) 29.4 (15.4) 18.1 (11.4) 24.8 (15.6) 4.3 (1.9–6.8) 15% of mean initial=2.7

Spasticity, 0–5 points 0.57 (0.97) 0.76 (0.94) 0.63 (0.85) 0.8 (0.1) 0.03 (−0.25–0.32) 1.0

Fatigue, ratio 0.94 (0.32) 0.92 (0.23) 1.0 (0.61) 0.9 (0.19) 0.08 (−0.15–0.31) 15% of mean initial=0.15

Participants’ perception of function, −7 to +7 points — 4.5 (1.7) — 2.4 (2.4) 2.1 (1.2–3.0) 1.0

Participants’ perception of strength, −7 to +7 points — 4.7 (1.01) — 2.6 (1.9) 2.2 (1.3–3.0) 1.0

Abbreviation: CI, confidence interval.
Mean (s.d.) pre- and post training for the experimental and control limbs with the mean (95% CI) between-group differences. The pre-defined clinically meaningful treatment effects are also
indicated.
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study provide some of the first evidence to indicate that partially
paralysed muscles are responsive to strength training. The results are
not generalisable to grade 1 or 2 muscles and still indicate some
uncertainty about whether the size of the treatment effect is clinically
meaningful.
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