Fii RUSSIAN CURRENT
TREATMENT GUIDELINES

The choracteristic waveform of the “Russian Current” was developed in the late 1970°s as a dired result of reports of miraculous muscle
strength and physical performance gains by Soviet athletes who had trained using the current. Much of what was claimed has actuolly been
substantiated in the research literature.’ The basis of this stimulation is o 2500 hertz, burst-modulated(pulsed), olternating current. This
frequency provides a half-cycle duration of 200 microseconds - perfect for activation of muscle
via the motor nerve. There has been a tremendous omount of research into the use of this Il (i
current fo augment muscle strength. This set of clinical profocols will describe the use of the il F‘rll.“_ 'IIV1 NFITINY)
"Russion Current” waveform in the treatment of lumbar instability, vastus medialis iilllh Al M
obligue(VMO) dysplasia with patellofemoral problems, and quodriceps weakness after anterior all
cruciole ligument(ACL) injury. A

Some general guidelines for the safe and effective use of these devices include the following: 1) Make sure that the pafient is well stabilized
with the joint in o loose packed position. 2) The contractions should be isometric and should not be superimposed on a voluntary contraction.

3) If possible, contraction force should be measured. Milliamperage readings fluctuate from day to day because of variafions in the elecirode-
skin interfoce and are not good measures of dose.

LUMBAR INSTABILITY*

The patients are placed in prone on a freatment table and stabolized
across the pelvis with a belt. This is the exception to isometric contraction
and measuring contraction force principles because of the difficulty in
stabilizing the patient in o dynometer. Electrodes are placed bilaterally
over the area of the multifidus muscle.

BURST FREQUENCY: 50-75 burst/set
ON TIME: 15 Seconds

OFF TIME: 50 Seconds

MUSCLE CONTRACTION INTENSITY: To folerance, but af
least sufficient to cause an anterior pelvic fili

10-15 contractions per session; 2-3 fimes per woek
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Russian Current Treatment Guidelines

VMO DYSPLASIA

[he patients are positioned and isometrically stabilized in 10-15 degrees of

knee flexion in a dynamometer{Lido, KinCom, Biodex, Cybex, Orthotron or .

other). The maximum voluntary quadriceps contraction force is recorded. /

Two alternative electrode placements are shown. One targets the vastus

medialis group and one is for fotal quadriceps sirengthening while / \ / |
targeting the VMO. ELECTRODE PLACEMENT 1 LECTRODE PLACEMENT 2
BURST FREQUENCY: 75 bursts/sec’ o ko ket

ON TIME: 9 Seconds

OFF TIME: 50-120 Seconds {depends on how much the patient fatigues)
15ec Ramp Up; No Ramp Down

MUSCLE CONTRACTION INTENSITY: Electrically elicited contraction
force should be at least 50% of MYC and ideally 100% or more

10-15 contractions per session; 2-3 times per week

ACL INJURY

Quodriceps femoris muscle weakness is ubiquitous after ACL injury. It has

heen demonsirated that NMES with this type of current is superior to volitional
- | exercise in restoration of quadriceps function after ACL reconstruction®. The

| patients are positioned and isometrically stabilized in >45 degrees of knee
flexion in a dynamometer (Lido, KinCom, Biodex, Cybex, Orthotron or other). \ .

The maximum voluntary quadriceps contraction force is recorded.
| BURST FREQUENCY: 75 bursts/sec

ON TIME: 9 Seconds

{ OFF TIME: 50-120 Seconds (depends on how much the patient fafigues)
| 1-2 Sec Ramp Up; No Ramp Down

MUSCLE CONTRACTION INTENSITY: Electrically elicited contraction force
should be at least 50% of MVC and ideally 100% or more

10 contractions per session; 3 times per week 7
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