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ABSTRACT 
 

Objective: To assess the effect of elastic bandage through the Therapy Taping Method on the 
execution of motor functions of children with Duchenne Muscular Dystrophy (DMD).  
Methods: Two children with confirmed clinical diagnosis of DMD that visited the physiotherapy 
clinic at Metrocamp College were selected. Their degree of motor function was assessed by Motor 
Function Measure -20 Scale (MFM-20), performing then a month of physical therapy in the therapy 
pool without the use of bandage, in order to verify the primary functionality degree. After this 
period, the subjects were reassessed according to the mentioned scale, starting the application of 
the bandage technique in oblique muscles and quadriceps bilaterally, in conjunction with the 
treatment in hydrotherapy. The bandages were exchanged weekly, in a total of 24 weeks. The data 
was analyzed by comparing results before and after the treatment.  
Results: The scores of the MFM-20 scale remained the same as the initial assessment after the 
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hydrotherapy sessions without the use of bandage. However, there was an increase in scores after 
the combination of the use of elastic bandage with hydrotherapy.  
Conclusion: The elastic bandage using the Therapy Taping Method allowed increased execution 
capacity of the motor activities of these children with DMD, slowing the development of symptoms. 
 

 
Keywords: Duchenne muscular dystrophy; plasticity; bandage. 
 
1. INTRODUCTION 
 
Duchenne Muscular Dystrophy (DMD) is the 
most common form of muscular dystrophy in 
children, due to a coding error of the dystrophin 
protein, with progressive loss of motor function 
and independency [1]. Typically diagnosed in 
patients around the age of five, it can also be 
suspected earlier due to delays in developmental 
motor milestones, such as walking or language 
[2]. 
 
In healthy muscles, the dystrophin is located 
underlying the sarcolemma, parallel to the length 
of all myofibrils, attached to filaments of actin [3], 
beta-dystroglycan and alpha syntrophin [4]. The 
function of the dystrophin, associated with the 
previously mentioned protein complex, promotes 
a strong mechanical and elastic bond between 
the intracellular cytoskeleton and extracellular 
matrix, in order to send mechanical signs to 
muscle contraction. 
 
In DMD, total or partial absence of dystrophin 
and its protein complex is observed, due to 
deletions, duplications, point mutations or other 
rearrangements [5], compromising the integrity of 
the sarcolemma structure, increasing the 
intracellular calcium entry, mitochondrial 
dysfunction, degradation of myofibrils, and 
apoptosis and necrosis, resulting in 
degeneration/regeneration [6]. 
 
Another pathophysiological hallmark of the 
disease is that the slower/more oxidative muscle 
fibers are more resistant to pathological 
processes of degeneration of dystrophin than the 
faster ones. The precise mechanism of this 
increased resistance is unknown, but                        
factors such as differences in protein 
composition in the sarcolemma, oxygen        
transport and intracellular calcium dynamics can 
contribute to this important physiological 
phenomenon [7]. 
 
So far there is no cure for this disease, but drug 
treatments with the use of corticosteroids (slows 
the loss of muscle strength, stabilizes lung and 
motor functions and delays the onset of 
cardiomyopathy) [1,2] or adenosine 

monophosphate protein kinase (AMPK) which 
provides myogenesis to slow and oxidative fibers 
[8], and clinical trials such as gene therapy [9], 
allow a postponement of muscular degenerative 
process, with consequent maintenance                      
and optimization of child functionality.                             
The motor rehabilitation, despite not allowing the 
full return of the lost functionality and restoration 
of muscle strength, it allows the child with DMD, 
depending on the clinical stage in which physical 
therapy is started, maintain and even gain a 
better ability to execute motor activity in order to 
spare energy expenditure, thus prolonging the 
functional deterioration. Among the various 
methods and physical therapy techniques 
currently used, the use of therapeutic bandage 
may facilitate or inhibit a better motor response, 
according to the placement direction in relation to 
the muscle fibers [10,11], by stimulating 
mechanoreceptors present in the integument. 
They send sensory pressure information (static 
and dynamic) to regions of the somatosensory 
cortex, then plan a better motor response 
[12,13]. 
 
There are currently several brands of bandages, 
having as one of the first the Kinesio Taping®. 
The Therapy Taping Method (TTM) uses the 
Therapy Tex® bandage, recommending the use 
of the bandage for as much time as possible 
during 24 hours, which can influence motor 
behavior through neurophysiological effects, 
providing external support over the body or to an 
entire segment [14]. 
 
Thus, the purpose of this study was to 
investigate the influence of MTT in the execution 
of motor functions in children with DMD. 
 
2. METHODS 
 
2.1 Study Design 
 
Case study, longitudinal, descriptive. 
 
2.2 Study Local 
 
Physical therapy clinic of the Metrocamp College. 
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2.3 Material Used 
 
Therapy Tex® bandage, Motor Function 
Measure scale - 20 (MFM-20) Portuguese 
version (MFM-20-P) [15] score sheet. 
 
2.4 Population Characterization 
 
We selected two children with confirmed clinical 
diagnosis of DMD by muscle biopsy and genetic 
testing, that visited the physiotherapy clinic at 
Metrocamp College. Inclusion criteria was 
children without support of any addition, with the 
ability to understand simple orders (e.g. get up, 
pick up, sit down), aged up to six years, to 
enable the application of only the MFM-20-P 
scale, and that had not made use of any elastic 
bandage in any region of the body. The exclusion 
criteria was if the child aged seven or more 
during the research period, because it would be 
necessary to apply the MFM-32-P scale. Despite 
both scales having the same purpose, it has not 
been verified the reliability of the results in those 
individuals evaluated by MFM-20-P and 
subsequently by MFM-32-P. The children would 
also be excluded if they missed two consecutive 
weeks, due to the continuous treatment 
requirement of the bandage application protocol. 
 
First, the children’s degree of motor function was 
assessed by MFM-20-P scale, applied by a 
trained expert to scale application, performing 
then a month of physical therapy in the therapy 
pool without the use of bandage, in order to 
verify their primary functionality degree and its 
evolution with only conventional treatment. This 
treatment aimed for stretching the lower limbs 
(LL), upper limbs (UL) and trunk; concentric 
strengthening without external load; balance 
training in the standing posture; gait training. 
After this period the children were reassessed 
according to the MFM-20-P scale and the 

bandage Therapy Tex® was later applied by 
technique I in oblique and quadriceps muscles 
bilaterally. They were asked to attend the clinic to 
change the bandage and to continue the 
treatment in the therapy pool weekly, for a total 
of 24 weeks [6]. At the end of the proposed 
period, MFM-20-R scale was applied again. At 
the beginning of the treatment, the two children 
underwent muscle muscle resonance image 
(MRI) examination in order to do a topography of 
the intensity of the deposit of fat as well as the 
conditions of the muscle fibers. 
 
2.5 Statistical Analysis 
 
Data were arranged in tables for comparative 
and descriptive analysis of the results on both 
cases. 
 
3. RESULTS 
 
3.1 Case 1 
 
Patient with 4 years old, second son of non-
consanguineous parents, born by caesarean 
section at 38 weeks of gestation with meconium 
aspiration. According to mother’s report, the 
patient showed delays in motor skills, when 
compared to the first child. At 12 months of age, 
the patient was referred to the pediatrician to 
investigate the clinical presentation, observing a 
level of creatine kinase (CK) above 2000 UL. 
During two years, the patient was accompanied 
for control of CK levels, always presenting levels 
higher than expected. At 3 years old, the patient 
was referred to Unicamp’s Neuromuscular 
Diseases Clinic, where muscle biopsy was 
performed, and was submitted to genetic testing, 
confirming the diagnosis of DMD. 
 
The MFM-20-P-scale data during the data 
collection period is described in Table 1. 

 
Table 1. Values of D1, D2, D3 and total score of case 1 before and after the application of 

elastic bandage 
 
 D1 D2 D3 Total 

score  
1◦ evaluation 58.33% 87.50% 83.33 75% 
2◦ evaluation after 1 month of hydrotherapy  58.33% 87.50% 83.33 75% 
3◦ evaluation after the use of bandage – after 24 
weeks (6 months)  

62.50% 95.83% 91.66% 81.66% 

Legend: D1 - dimension 1 refers to activities in the standing posture and transfer; D2 - dimension 2 refers to 
activities in the proximal segment of the limbs; D3 - dimension 3 refers to activities in the distal segment of the 

limbs
 



 
 
 
 

Iwabe-Marchese and Morini Jr; BJMMR, 15(3): 1-7, 2016; Article no.BJMMR.24176 
 
 

 
4 
 

Table 2. Values of D1, D2, D3 and total score of case 2 before and after the application of 
elastic bandage 

 
 D1 D2 D3 Score total 
1◦ evaluation 37.50% 100% 83.33% 71.66% 
2◦ evaluation after 1 month of hydrotherapy  45.83% 83.33% 83.33% 68.33% 
3◦ evaluation after the use of bandage – after 24 
weeks (6 months)  

62.50% 95.83% 100% 83.33% 

 
3.2 Case 2 
 
Patient with 5 years old, first son of non-
consanguineous parents, born by caesarean 
section, at 38 weeks of gestation. According to 
mother’s report, the patient presented motor 
development within the normal range, and at 1 
year and 4 months of age started showing early 
falls, and thereafter difficulty to walk long 
distances, to go up and down the stairs, and to 
run. At 4 years of age, the patient was referred to 
Unicamp’s Neuromuscular Diseases Clinic, 
where muscle biopsy was performed, and was 
submitted to genetic testing, confirming the 
diagnosis of DMD. 
 
The MFM-20-P-scale data during the data 
collection period is described in Table 2 above. 
 
4. DISCUSSION 
 
The use of elastic bandage has become 
fashionable in the rehabilitation area, especially 
in orthopedic and sporting conditions due to the 
massive advertising campaign seen at the 
Olympic Games in London in 2012. Therefore, 
scientific research has been done in order to 
verify the influence of this resource on 
musculoskeletal conditions regarding pain 
decrease, but such studies do not                             
support its use due to the low methodological 
quality presented (non-homogeneous groups, 
flawed statistical analysis, uncontrolled 
intervention) [16]. 
 
Seen to question the bandage effect on motor 
rehabilitation, coupled with a lack of studies in 
patients with neuromuscular diseases, this 
research has allowed the start of the problem 
regarding the use or not in patients with a chronic 
and progressive disease.  
 
In this pilot study we observed an increase in 
motor functionality scores in both cases after the 
start of bandage application. The lack of 
research in the neurological area hampered the 
analysis of found results, being analyzed at this 
time the possible physiological mechanisms of 

the bandage, as well as the stimulated muscular 
plasticity. 
 
Sensory input of the body position and of the 
movement is captured by receptors present on 
the skin (mechanoreceptors), joints and muscles, 
sending this data to cortical regions via 
somatosensory inputs. The main muscular 
receptor is the neuromuscular spindle, but skin 
and joint receptors are also recognized as an 
important factor to inform position and 
movement. Thus, the elastic bandage allows 
stimulation of mechanoreceptors present in the 
integument, increasing the somatosensory input 
to the cerebral cortex [17,18]. 
 
The bandage would induce a pressure and a 
strain on the skin, activating mechanoreceptors 
[19] statically or dynamically (depending on the 
stimulated receptor type), providing continuous 
feedback to the brain as the movement or 
posture is running, resulting in a continuous 
muscular response [20]. 
 
Increased sensory information allows the muscle 
to maintain its state of proper tension during the 
performance, with no need for a permanent 
central control of regions such as the cerebellum 
or the pre motor cortex for constant movement 
planning and adjustment. Cortical and subcortical 
circuits that are usually requested to permanent 
motor control loads and other cognitive activities 
can decrease their activation when external 
stimuli that maintain adequate somatosensory 
information are added to the activity [21]. 
 
In our study, the bandage by MTT probably has 
facilitated a constant motor response in muscles 
that still presented preserved fibers without the 
deposition of fat or connective tissue. It is 
noteworthy that the two cases were of children in 
the early stages of DMD, under 6 years of age, in 
which the functional limitations include but are 
not always disabling, and there are still muscle 
fibers present (without degeneration and fat 
deposit and connective tissue, observed by 
muscle MRI). In advanced cases, due to the 
large deposit of fat and connective tissue, 
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associated with muscle degeneration, there is no 
possibility of a suitable motor response due to 
the absence of a suitable effector (muscle), in 
spite of the information sent via cutaneous 
receptors for brain areas was intact. 
 
Another point to be considered in applying the 
bandage by MTT is the placement localization, 
that is, what muscle to be activated or inhibited. It 
is called activation the reactive force in the same 
direction as the contraction of the muscle in 
question, and called inhibiting the reverse 
situation. This does not mean producing a 
potential muscle action, but a pull on the skin 
overlying the muscle. In healthy subjects, the 
muscular contraction of the trunk always 
precedes the movements of the extremities, that 
is, to any appendicular function of upper or lower 
limbs, the anterior and posterior muscles of the 
trunk must be activated first in order to provide a 
stable axis so that distal structures can perform 
the move. However, in people with a muscle 
disorder such as low back pain, contraction of 
axial muscles occurs after the extremities 
movements, with motor recruitment delay [22].  
 
Some studies, such as Bae et al. [23] & Voglar 
and Sarabon [24], have observed that after 
application of the bandage in cases of chronic 
lower back pain, muscular stem response was 
optimized by improving the early posture 
adjustment and motor disability, as described by 
Castro-Sánches et al. [25] and Paoloni et al. [26]. 
 
This postural adjustment delay reasoning can be 
used in the cases of children with DMD of our 
study. Therefore, the bandage application in 
bilateral oblique muscles may have allowed the 
activation of the trunk muscles in advance to the 
muscles of the extremities, thus allowing a better 
postural adjustment for execution of the 
requested activities. 
 
We must also consider another important 
mechanism in the motor rehabilitation process, 
especially in cases of patients with 
neuromuscular diseases: The muscle plasticity. 
Skeletal muscle has a great capacity for 
regeneration after an acute or chronic event, 
activating muscle satellite cells and other 
structures such as mesenchymal progenitor cells 
(fibro-adipose progenitors - FAPs) [27]. In 
response to injury and appropriate external 
stimuli, eosinophils release IL-4 and IL-3 that 
activate FAP [28], and subsequently the satellite 
cells for the muscle fiber regeneration [29].  
 

However, in muscles with advanced chronic 
degeneration such as dystrophies, the muscle 
regeneration process accumulates fibrous and 
adipose tissues, due to a lack of muscle plasticity 
in the muscle DNA’s chromatin, not activating the 
ways which FAP expresses the myoblasts 
production, exciting the production of                       
fibroblast / adipocytes, leading to a decrease in 
contractility and modifying the muscle 
metabolism [30]. 
 
Once more, it emphasizes the importance of 
applying the MTT DMD in the initial stage so as 
not to find advanced muscle degeneration, 
allowing activation of muscle plasticity. 
 
Based on evidence that slow muscle fibers are 
rich in utrophin A (enables the most prolonged 
contraction - oxidative) and that in patients with 
DMD these slow fibers are more resistant to 
pathological processes of muscle degeneration, 
promoting phenotypic change in fiber muscle to 
slow and oxidative type can mitigate the 
degeneration process [31]. Such fibers 
modification was observed after resistance 
training in dystrophic patients, which modified the 
expression and type of fast muscle fibers to 
slower and more oxidative, which has a greater 
number of mitochondria and contractile proteins 
network such as troponin I (slow and with more 
myoglobin) [32] without negative consequences 
of muscle injury [33]. 
 
Thus, exercises at low intensity, aerobic 
activities, submaximal and functional strength 
may be beneficial especially in the early course 
of the disease [33-35], stimulating the 
mechanisms of muscle plasticity. The 
hydrotherapy practice may have promoted the 
transformation of muscle fibers, and associated 
with the use of elastic bandage allowed the 
muscle to receive constant and lasting stimuli 24 
hours / day, increasing muscle plastic 
mechanisms. 
 
In this pilot study, despite the limitation 
considering that the statistical analysis was not 
performed, we are able, therefore, to encourage 
the possibility that the MTT in DMD enables an 
extension of the proper muscle condition, 
delaying the loss of ambulation evident at around 
8-10 years of age, since in both cases there was 
an increase score in the dimension 1 (D1) and in 
total score, which according to Vuilerot et al. [36], 
D1 values below 40% and total score below 70% 
are predictive of gait loss in 1 year. 
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We will be conducting a randomized study with a 
control group, with a larger number of individuals, 
acting isolated and in combination with bandage 
application, in order to analyze the actual clinical 
evidence of MTT in DMD. 
 
5. CONCLUSION 
 
In this initial study, there was an increase in the 
execution capacity of motor activities after the 
inclusion of elastic bandage in the physical 
therapy program. According to patient’s mother’s 
reports, there was a reduction of falls and in pain 
complaints after physical exertion. 
 
CONSENT 
 
All authors declare that ‘written informed consent 
was obtained from the patient (or other approved 
parties) for publication of this paper and 
accompanying images.  
 
ETHICAL APPROVAL  
 
All authors hereby declare that all experiments 
have been examined and approved by the 
appropriate ethics committee and have therefore 
been performed in accordance with the ethical 
standards laid down in the 1964 Declaration of 
Helsinki. 
 
COMPETING INTERESTS 
 
Authors have declared that no competing 
interests exist. 
 
REFERENCES 
 
1. Bushby K, Finkel R, Birnkrante DJ, Case 

LE, Clemens PR, Cripe L, et al. Diagnosis 
and management of Duchenne muscular 
dystrophy, part 1: Diagnosis and 
pharmacological and psychosocial 
management. Lancet Neurol. 2010;9:77-
79. 

2. Bushby K, Finkel R, Birnkrante DJ, Case 
LE, Clemens PR, Cripe L, et al. Diagnosis 
and management of Duchenne muscular 
dystrophy, part 2: Implementation of 
multidisciplinary care. Lancet Neurol. 2010; 
9:177-189. 

3. Davies KE, Nowak KJ. Molecular 
mechanisms of muscular dystrophies: Old 
and new players. Nat Rev Mol Cell Biol. 
2006;7:762-773. 

4. Blake DJ, Weir A, Newey SE, Davies KE. 
Function and genetics of dystrophin and 
dystrophin-related proteins in muscle. 
Physiol Rev. 2002;82:291-329. 

5. Kalman L, et al. Quality assurance for 
Duchenne and Becker muscular dystrophy 
genetic testing: Development of a genomic 
DNA reference material panel. J Mol 
Diagn. 2011;13:167-174. 

6. Markert CD, Ambrosio F, Call JA, Grange 
RW. Exercise and Duchenne muscular 
dystrophy: Towards evidence-based 
exercise prescription. Muscle Nerve. 2011; 
43:464-478. 

7. Webster C, Silberstein L, Hays P, Blau M. 
Fast muscle fibers are preferentially 
affected in Duchenne muscular dystrophy. 
Cell. 1988;52:503-513. 

8. Ljubiic V, Jasmin B. AMP-activated protein 
kinase at the nexus of therapeutic skeletal 
muscle plasticity in Duchenne muscular 
dystrophy. Trends in Molecular Medicine 
2013;19(10):614-624. 

9. Mendell JR, et al. Gene therapy for 
muscular dystrophy: Lessons learned and 
path forward. Neurosci Lett. 2012;527:90-
99. 

10. Morrissey D. Proprioceptive shoulder 
taping. J Body Mov Ther. 2000;4:189-194. 

11. Tobin S, Robinson G. The effect of 
McConnell’s vastus lateralis inhibition 
taping techinique on vastus lateralis and 
vastus medialis obliquus activity. 
Physiotherapy. 2000;86:173-183. 

12. Simoneau GG, Degner RM, Kramper CA. 
Changes in ankle joint proprioception 
resulting from strips of athletic tape applied 
over the skin. J Athl Train. 1997;32:141-
147. 

13. McNair PJ, Heine PJ. Trunk 
proprioception: Enhancement through 
lumbar brancing. Arch Phys Med Rehabil. 
1999;80:96-99. 

14. Morini Jr N. Bandagem terapêutica. 
Conceito de estimulação tegumentar. São 
Paulo: Roca; 2013. 

15. Iwabe C, Miranda-Pfeilsticker BH, Nucci A. 
Motor function measure: Portuguese 
version and reliability analysis. Rev Bras 
Fisioter. 2008;12(5):417-424. 

16. Parreira PCS, Costa LCM, Hespanhol Jr 
LC, Lopes AD, Costa LOP. Current 
evidence does not support the use of 
kinesio taping in clinical practice: A 
systematic review. J Physiother. 2014;60: 
31-39. 



 
 
 
 

Iwabe-Marchese and Morini Jr; BJMMR, 15(3): 1-7, 2016; Article no.BJMMR.24176 
 
 

 
7 
 

17. Callagham MJ, Slefe J, Bagley PJ, Oldham 
JA. The effects of patellar taping on knee 
joint proprioception. J Athl Train. 2002;37: 
19-24. 

18. Halseth T, McChesney JW, Debeliso M, 
Vaughn R, Lien J. The effects of kinesio 
taping on proprioception at the ankle. J 
Sports Sci Med. 2004;3:1-7. 

19. Han JT, Lee JH. Effects of kinesiology 
taping on repositioning error of the knee 
joint after quadriceps muscle fatigue. J 
Phys Ther. 2014;26:921-923. 

20. Fu TC, Wong AM, Pei YC. Effect of kinesio 
taping on muscle strength in athletes – a 
pilot study. J Sci Med Sport. 2008;11:198-
201. 

21. Bravi R, Quarta E, Cohen EJ, Gottard A, 
Minciacchi D. A little elastic for a better 
performance: Kinesiotaping of the motor 
effector modulates neural mechanisms for 
rhythmic movements. Front Syst Neurosci. 
2014;9(181):1-13. 

22. Hodges P, Cresswell A, Thorstensson A. 
Preparatory trunk motion companies rapid 
upper limb movement. Exp Brain Res. 
1999;124:69-79. 

23. Bae SH, Lee JH, Oh KA, Kim KY. The 
effects of kinesio taping on potential in 
chronic low back pain patients              
anticipatory postural control and cerebral 
cortex. J Phys Ther Sci. 2013;25(11):1367-
1371. 

24. Voglar M, Sarabon N. Kinesio taping in 
young healthy subjects does not affect 
postural reflex reactions and anticipatory 
postural adjustments of the trunk: A pilot 
study. J Sports Sci Med. 2014;13:673-679. 

25. Castro-Sánchez AM, Lara-Palomo IC, 
Matarán-Peñarrocha GA. Kinesio taping 
reduces disability and pain slightly in 
chronic no-specific low pack pain: A 
randomized trial. J Physiother. 2012;58: 
89-95. 

26. Paoloni M, Bernetti A, Fratocchi G. Kinesio 
taping applied to lumbar muscle influences 
clinical and electromyographic 
characteristics in chronic low back pain 

patients. Eur J Phys Rehabil Med. 
2011;47:237-244. 

27. Joe AW, Yi L, Natarajan A, Le Grand F, So 
L, Wang J, et al. Muscle injury activates 
residente fibro/ adipogenic progenitors that 
facilitate myogenesis. Nat Cell Biol. 2010; 
12:153-163. 

28. Heredia JE, Mukundann L, Chen FM, 
Mueller AA, Deo RC, Locksley RM. Type 2 
innate signals stimulate fibro/adipogenic 
progenitors to facilitate muscle 
regeneration. Cell. 2013;153:376-388. 

29. Joe AW, Yi L, Natarajan A, Le Grand F, So 
L, Wang J, et al. Muscle injury activates 
residente fibro/ adipogenic progenitors that 
facilitate myogenesis. Nat Cell Biol. 
2010;12:153-163. 

30. Faralli H, Dilworth FJ. Dystrophic muscle 
environment induces changes in cell 
plasticity. Genes Dev. 2014;18:809-811. 

31. Ljubicic V, Burt M, Jasmim BJ. The 
therapeutic potential of skeletal muscle 
plasticity in Duchenne muscular dystrophy: 
Phenotypic modifiers as pharmacologic 
targets. FASEB J. 2014;28:548-568. 

32. Puigserver P. Tissue specific regulation of 
metabolic pathways through the 
transcriptional coactivator PGC-1 alfa. Int J 
Obesity. 2005;29(Suppl 1):S5-S9. 

33. Ljubicic V, Khogali S, Renaud JM, Jasmim 
BJ. Chronic AMPK stimulation attenuates 
adaptative signaling in dystrophic skeletal 
muscle. Am J Physiol Cell Physiol. 
2012;302:C110-121. 

34. Scott OM, Hyde SA, Goddard C, Jones R, 
Dubowitz V. Effects of exercise in 
Duchenne muscular dystrophy. 
Physiotherapy. 1981;67:174-176. 

35. Vignos PJ Jr. Physical models of 
rehabilitation in neuromuscular disease. 
Muscle Nerve. 1983;6:323-338. 

36. Vuillerot C, Girardot F, Payan C, 
Fermanian J, Iwaz J, De Lattre C, Berard 
C. Monitoring changes and predicting loss 
of ambulation in Duchenne muscular 
dystrophy with motor function measure. 
Dev Med Chil Neurol. 2010;52:60-65. 

_________________________________________________________________________________ 
© 2016 Iwabe-Marchese and Morini Jr; This is an Open Access article distributed under the terms of the Creative Commons 
Attribution License (http://creativecommons.org/licenses/by/4.0), which permits unrestricted use, distribution, and reproduction 
in any medium, provided the original work is properly cited. 
 
 
 Peer-review history: 

The peer review history for this paper can be accessed here: 
http://sciencedomain.org/review-history/14262 


