INFANTILE HEMIPLEGIA

First & foremost people with congenital hemiplegia have a mild physical problem (in life terms).  Their physical disability seldom prevents a 'socially normal' life. As adults, their education/knowledge, epilepsy and personality will be of greater importance. 
Upper Limb
     Hand - cleanliness, awareness, sensation, function and loss of movement range
     Wrist, Forearm, Elbow - loss of movement range
     Shoulder/shoulder girdle - movement and posture
Spine - standing & sitting posture
Lower Limb
Hip - range of movement, femoral neck anteversion
Knee - semi-flexion or hyper-extension
Tibia - torsion
Ankle and foot - equinus, varus, valgus, hallux valgus
Hemihypoplasia - mainly a postural problem
The problems in adult life are more likely to be from more 'hidden' difficulties than the physically more obvious ones.

THE RANGE OF PROBLEMS WHICH MAY AFFECT MOVEMENT ABILITY

· Persistent posturing and 'patterning' movements

· Stiffness of movements of several types

· Floppiness and weakness (which are different)

· Slow response

· Limited useful range of movement

· Imprecise control of movement

· Imprecise planning of movement sequences

· Associated movement or postures
· Mechanically inefficient movements
· Limited experience of the movement-related environment
· Limited ranges of movement - from muscles, joints or bone
· Intellectual difficulties and/or motivation
· Central sensory deficits
· Epilepsy

TREATMENT / MANAGEMENT VARIABLES

1.  THE THERAPIST: different skills and aptitudes

2.  CHILD’S AGE:
infant; pre-school; school; transfer to adult services; adult

3.  CHILD’S INTELLECT/PERSONALITY

4.  CHILD’S DISORDER: type; severity

5.  SOCIAL CIRCUMSTANCES: home   school   work

6.  AIMS OF TREATMENT/MANAGEMENT

7.  LOCAL CLINIC 
How well-staffed   Skills available   Facilities available
A CLASSIFICATION OF PHYSICAL TREATMENTS FOR CEREBRAL PALSY

1.
RATIONALE
Mechanical,    Neurological,   or    Educational

2.
WHO TREATS
Therapists etc.,     Other professionals,    or    Carers

3.
SCOPE of treatment
Specific local aim   or   Global/’philosophical’

4.
AGE
Infant only,     Older child only,   or   All ages

5.
PRIMARY AIM
Pattern of movement    or     Function

6.
INTERVENTION MODEL   Treat the disorder    or    Treat the situation
WHAT CAN WE DO?     (After the first six months of life)

· ALTER REFLEX ACTIVITY?  …Unlikely; but probably prevent postural habituation
· GIVE A BETTER UNDERSTANDING OF THE ENVIRONMENT?  …Probably
· PREVENT LOSS OF MOVEMENT RANGE?   …Undoubtedly; but …..
· GIVE A BETTER POSTURAL BASE with orthoses/seating…undoubtedly
· GIVE A BETTER POSTURAL BASE unsupported ... possibly
· STRENGTHEN MUSCLES…often



· IMPROVE FUNCTIONAL RANGE OF MOVEMENT   …often
· TEACH MORE EFFICIENT MOVEMENT PLANNING?   …perhaps
· TEACH MORE EFFICIENT FUNCTION?   …almost certainly
· TEACH THEM TO WALK?  …doubtful
· TEACH THEM TO WALK BETTER? ...very often
· ENGENDER A BETTER HOME/SCHOOL ENVIRONMENT/INTERACTION? ... often
A CHILD WITH INFANTILE HEMIPLEGIA, WILL USE THEIR LEG, WILL WALK IN THE COMMUNITY

BUT MAY NOT USE THEIR ARM/HAND

SO concentrate on HOW the leg is used and the USE & AWARENESS of the arm/hand

AIM FOR “BEST ADULT” AND NOT THE BEST PHYSICAL FUNCTION

Their life will be governed by their intellect, personality (& perhaps epilepsy) NOT by their physical disability

INFANT:  use of arm/hand in any way and prevent loss of movement range

   spinal posture


   leg: discourage stereotypical postures & movements and prevent loss of movement range 

Then   (before they can stand alone)


Encourage
standing on affected leg




getting to standing using the affected leg




one leg standing (supported)




support/grip with affected hand


Be looking for
the need for an AFO (ankle/foot splint)



leg true shortening




pelvic posture


Encourage 
hip/knee flexibility when weight-bearing


Once a child can cruise independently treatment of the leg can become very difficult for several years.
LATER ON, when the child wants to improve posture / function there is MUCH one can do by utilising their interests, but very often NOT BY CLINIC TREATMENT per se
THE FOUR STAGES OF TREATMENT

	WE do things TO the child

	WE do things WITH the child


	THEY do things which WE encourage

	THEY CHOOSE



MONITORING A CHILD’S TREATMENT/MANAGEMENT
Whenever a new treatment or management regime is started or a new orthosis is supplied, a review date must be clearly established with the parents/carers/child.
They need to know “for how long?” for their peace of mind

The therapist needs to know about:  
the technique - is it working? *





the general means - are they suitable?






the overall effect - how are 
the child, 










the family 










the school





   


 coping with this change?

* This means that there must be clearly described aims (goals) and a means of establishing that they have been achieved.

· Think of the adult this child will become, and realise that there is little room for wishful thinking by the parents, teachers or the therapist.
· As the infant passes through childhood it becomes easier to define what will be important;
- the ease of being cared for?

- how he/she looks?

- education?

- personality?

As time passes the child’s likely future becomes more apparent and more and more dictates the purpose of our treatment today.
David Scrutton, September 2006
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