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	Patients who are in the acute-subacute stages of healing from a motor incomplete SCI will have to undergo a lot of intensive care from multiple healthcare professions such as those from neurology, cardiac, respiratory, occupational therapy, speech language, and physical therapy. Since the patient will be staying at the facility, this reduces a lot of the barriers to going to therapy. However, there is the issue of increased patient fatigue on top of the SCI injury and possibly other ailments. Because of these factors, it may be appropriate to implement the use of functional electric stimulation along with a gait training program1. 
The bodyweight supported treadmill and Lokomat seamed attractive at a glance, however there is the issue of efficacy as it is difficult to gauge the intensity of each system due to the patient’s weight being supported2. A virtual reality system was considered however it, along with the aforementioned equipment, may not be very population friendly or cost-effective, as they would only allow one patient to be on it at a time and cannot be carted from room-to-room (features that may be extremely helpful, especially in an acute setting). There was a high powered study done where the patients who received FES had better walking speeds than patients who only received a walking program3. The purchase of multiple FES units for walking may be the most appropriate approach to improving patient outcomes.
        
Outpatient
	Patients who have a motor incomplete SCI in the chronic stages of recovery will likely be dealing lifelong deficits in regard to walking speed, balance, and strength in their lower extremities. Out of the options provided, I had initially selected virtual reality locomotion program with clinician assisted support as it seemed to be the most specific. I was wary of the other options such as the bodyweight supported treadmill and Lokomat because although they were specific, they had a high likelihood of not being intense enough as a large part of sensory info would be neglected since a patient’s bodyweight would be supported2. Of the articles and websites there were provided, there was only a menial direct comparison done between the use of FES and VR due to each being very different modalities of treatment. The use of FES is often considered an orthosis as it is often used to assist with ankle dorsiflexion and eversion4. 
I was wary of the efficacy of virtual reality training due to its high cost and patient and clinician training requirements. There was also the concern of balance issues that may arise from using VR as a method of gait training. There was a good number of high powered studies that were done that favored the use of VR as a gait training modality, over other methods such as treadmill walking by itself, stretching, and FES4. There is also the notion that the VR set up might take up less than or no more than the already limited space in a small clinic. The use of VR gait training seems appealing since there was note of a faster 6MWT associated with its use in the CPG, however it seems difficult to justify the costs and technical training required. It might be more favorable to opt for hiring more PTA’s or support aides to assist with over treadmill locomotor training or ground training. This method would be specific, intensity-appropriate, dosed similarly to a VR locomotion program, cost-effective, and provide better patient-clinician engagement. However, in lieu of that not being one of the options available, implementing a VR system seems to be the most suitable as it satisfies the formula for the active ingredients that will produce the desired outcome.  
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