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Pour faire partie
de ce programme

CHILD - H|P SURVEILLANCE
HEALTHs: b DOGRAM

save@foods for Children with Cerebral Palsy

Pre-Launch Checklist:

D

a
a
d

(&)

Leadership aware and supports enrollment

Physiotherapists (PTs) access provider resources available at: www childhealthbe.ca/hips.

PTs complete the e-learning module / (approx. 45 minutes; easily stopped & started)

PTs review the clinician booklet: “British Columbia Consensus Statement on Hig
Surveillance for Children with Cerebral Palsy: Information for Health Care Professionals

Caring for Children with Cerebral Palsy”.

PTs review Clinical Exam Instructions

O PTs download Referral Pathway, Provider Referral Form, and Enroliment Package

Organization or PTs request and receive caregiver booklets *What is Hip Surveillance
and Why is it Important for My Child? Information for Parents and Caregivers of
Children with Cerebral Palsy” from the program Coordinator (including interpreted
versions, as needed)

After Completing the Pre-Launch Checklist: You're ready to Enroll!

Q
Q

Q

Step 1: PT provides and reviews caregiver beeklet with parent/caregiver

Step 2: PT completes Provider Referral Form or Enrollment Package with family (see
Referral Pathway)

Step 3: PT faxes forms to Hip Surveillance Program Coordinator (604-875-2387)

What Happens Next?
3 Coordinator will review Provider Referral Form or Enroliment Package (if community PT

or coordinator is unsure about child's eligibility, coordinator will call PT to discuss)

3 Coordinator will determine if x-ray is recommended

a If x-ray recommended, Coordinator will mail a letter and x-ray requisition to the
family (letter will be cc'd to PT and physician(s)); child must get x-ray at
designated location (ie. local hospitals, not private clinics)

3 If no x-ray needed, letter will be mailed to family (cc'd to PT and physician(s))



Questions aux professionnels, évaluation des connaissances de
base:

- 9 questions

- enquéte de 2015

 Exemples:

* Lesquelles de ces tableaux cliniques sont a considérer
comme une « PC » ou « PC-like »?

* Lesquelles de ces descriptions dans la classification de
Winters, Gage et Hicks correspond au groupe |V de la
marche hémiplégique?

* Le pourcentage de migration de la téte fémorale est ...?



Questions aux
professionnels:
Evaluation des
connaissances de
base

As part of the Knowledge and Needs Survey completed in February 2015, we asked you questions to assess your

level of knowledge on hip surveillance to assist us in identifying your learning needs. We had requests for the
answers, so have provided them below. The correct answers are marked with a v and incorrect answers with a X

A 10 year old child walks with a hand held mobility device
indoors without physical assistance and mobilizes in a
wheelchair for long distances. Based on the provided
description, what is the child’s most likely Gross Motor
Function Classification System (GMFCS) level?

v

GMPFCS Level Ill (77.5% answered correctly)

A5 year old child sits using adaptive seating, walks short
distances with a walker and adult supervision and is
transported in a wheelchair. She self mobilizes using a
powered wheelchair. Based on the provided description,
what is the child’s most likely GMFCS level?

v

GMFCS Level IV (80.4% answered correctly)

Which conditions would you consider CP or CP-like
conditions? (Check all that apply)

v

CXX £

Motor dysfunction from perinatal brain injury
(89.0% answered caorrectly)

Motar dysfunction from genetic or metabolic cause
(74.5% answered correctly)

Motar dysfunction from spinal nerve injury

Motor dysfunction from muscular origin

Motor dysfunction from an acquired brain injury
during the first 2-3 years of life (91.2% answered
correctly)

Which description describes a Winters, Gage, and Hicks
Group IV hemiplegic gait pattern?

XEXXXX

Equinus

Jump Knee

Pelvic Rotation

Hip Flexed, adducted, and internally rotated

All of the above {24.5% answered correctly)

| don't know, I'm not familiar with this classification
(71.6% were not familiar)

Migration percentage is:
v A measure completed on a radiograph to determine

the percentage of femaoral head OUTSIDE of the
acetabulum {79.4% answered correctly)

At what migration percentage is a hip considered “at risk”
and warrants a referral to an orthopaedic surgeon?
v 30% (46.1% answered carrectly)

Please select True or False:

X

Hip displacement is directly related to motor type
(eg. Spastic, dystonic, hypotonic) - FALSE (49.0%
answered correctly)

The risk for hip displacement increases from
GMFCS level 1to 5~ TRUE (96.1% answered
correctly)

Pain always accompanies hip displacement -
FALSE (95.1% answered correctly)

Detection of hip displacement is completed
through clinical and radiological exams - TRUE
(98.0% answered correctly)

Clinical exam findings are a poor indicator of hip
displacement - TRUE (46.1% answered correctly)

When is hip surveillance discontinued? (check all that

apply)

X

X X X

When the child/youth has an orthopaedic
intervention

When the youth turns 18 years

When the youth reaches skeletal maturity (52.9%
answered correctly)

After 3 radiographs show no change in hip
displacement

| don’t know/| prefer not an answer

When should a child see an orthopaedic surgeon for
concerns about hip displacement? (check all that apply):

X

v

X

<

Only once migration percentage(MP) is greater
than 50% (A referral should occur at a MP of 30%)
Function has decreased, related to the hip (78.4%
answered correctly)

Hip abduction, with hips and knees in 90 degrees
of flexion, is less than 30 degrees (This measure
should be done in extension)

Hip abduction, with hips and knees in 0 degrees of
flexion, is less than 30 degrees (46.1% answered
correctly)

There is asymmetrical hip abduction {70.6%
answered correctly)

The child has increased pain, related to the hip
(81.4% answered correctly)




Excentration de hanche - définition

* Subluxation = mouvement L/
graduel de déplacement de
a téte fémoral

atéralement et sous

‘acetabulum y
* Luxation = téte fémoral W

totalement hors de
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Mecanismes éﬁ?

Retard ou défaut d’appui et de mise en charge
Imitations motrices

Corces musculaires anormales de |la ceinture
pelvienne qui affectent le développement de
I’articulation de la hanche



Prévalence

* Seconde déformation la plus fréquente dans la
PC

» Affecte environ 1/3 des enfants PC (26-35%)

Cornell MS 1995, Hagglund 2007, Soo 2008, Connelly 2009, Kentish 2011



Incidence de migration de hanche

>30% selon GMFCS

Incidence of Hip Displacement (%)

I
GMFCS Level

v V

Soo 2008



'examen clinique

Par le kinésithérapeute, sinon par le soignant
habitué a cet examen des hanches

Classification
e Déterminer le niveau GMFCS Pralisano,
Rosenbaum 2007

* |dentifier le Groupe IV d’hémiplegie WGH
Mesure
* Abd de hanche (hanche et genou tendus)
e Spasticité des adducteurs
 Test de Thomas modifié (rétraction ilio-
psoas, rectus femoris)
A demander aux parents ou soignants de
I'enfant
— Douleur de hanche
— Difficultés dans les soins ou activité
mobilisant la hanche
— Baisse d’activité liée a un probleme de
hanche?

Il —

Hip Abduction (R1 & R2)

Mo

dified Thomas Test

Hip displacement cannot be detected by clinical
assessment alone.

Group IV
Equinus/ Pelvic rotation,
jump knee hip flexed,
adducted,
internal rotation



'examen radiologique

 Examen clinigue important,
mais non suffisant

Neutral )
adduction/ / Patellae facing
abduction )/ upwards

* Position pour la radiographie
standard antéro-postérieure de ﬁ> @QQ

Incorrect — Lordotic lumbar spine

bassin
Lk ; Correct%
P 5




Chez I'enfant PC marchant/hémiplégique

* risque d’excentration LoowiNs cepi\s  cown

progressive survient plus

tard Wynter M, Graham HK 2011 o o

* >groupe 'V Winters, Gage, & Hicks

Hemip/c.egi.a Gait Patterns 1987 E‘ X
e Position de la hanche 3D o
— Flexion de hanche et jump knoe plhgdftlttg

internal rotation

bassin antéversé
— Adductus de hanches

— Rotation interne de
hanches




Adresser au chirurgien orthopédique

* Doit intervenir au bon moment, dans ces différentes
situations:
— Indice de migration > 30%
— Abduction de hanches < 30° (hanches et genoux tendus)
— Détérioration ou asymeétrie
* Abduction de hanches (R1 or R2)
* Thomas test modifié

= Réponse positive a au moins une de ces questions
posées a l'examen clinique

Ou pour toute autre anomalie qui semble liées a la
hanche
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Legend: GMFCS: Gross Motor Function Classification System?
ID: Identification/Diagnosis of cerebral palsy

Group IV Hemiplegic Gait: Child walks with one hip tumed and pulled inward*

Clinical Exam 3 X-Ray

For more information or to make a referral, visit www.childhealthbe.ca/hips or email hips@cw.bc.ca.

M Every
year
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En résumé

e <5 ans: surveillance comme les
enfants GMFCS | & |l

* >5ans: ex. clinique + RX /an jusqu’a
maturité osseuse

‘.x lﬁ'&.
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Australian Hip

Surveillance Guidelines
for Children with

Cerebral Palsy 2014

Wynter M, Gibson N, Kentish M, Love SC, Thomason P,

. AUSACPDM

Australasian Academy of Cerebral Palsy
and Developmental Medicine




« Tout enfant PC est a référer »

* Surveillance
— =fonction de |'age de I'enfant

* Fréquence
— = score GMFCS e
— Mesures radiologiques
— Examen clinique

Percentage hip displace
w

Il [ \Y%
GMECS level



Fréquences de surveillance

e Selon GMFCS

— | : ex. clinique, pas de RX I

e Contrble a I'age de 5 ans, GMFCS a réévaluer .

— Il : ex. clinique initial + RX a 12 ou 24 mois
e Contrble a un an, si GMFCS Il: RX a répéter/an

e Revoir a 5 ans, si normal: stop surveillance RX



Fréquences de surveillance

— [II: ex. clinique initial et répéter a 6 mois + RX
 Sistable : surveillance idem / 12 mois, sinon revoir a
6 mois

 Al'age de 7 ans: ex. clinique + RX

— Si stable et Reimers <30°: surveillance discontinue jusqu’a
la puberté puis jusqu’a maturité osseuse




Frequences de surveillance e,
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— IV & V: ex. clinique initial et réepéter a 6 mois + RX

 Sistable : surveillance idem / 12 mois, sinon revoir a 6
Mois
 Al'age de 7 ans: ex. clinique + RX

— Si stable et Reimers <30°: surveillance discontinue jusqu’a la
puberté puis jusqu’a maturité osseuse

— Indépendamment des RX de bassin

» s’assurer de surveiller 'apparition de scoliose ou
obliquité pelvienne et si +: poursuivre au-dela de la
puberté surveillance/12 mois




Winters, Gage & Hicks hemiplegia group IV

Group | Group I
ot drop True equinus

Footd

* Pattern souvent a partir de 4-5 ans &

— Méme a debut tardif 4 A
:j‘

* Quelque soit le niveau GMFCS
* Revoir a 5 ans, vérifier WGH & GMFCS
— Si WGH IV mais stable: revoir a 'Age de 10 ans @

— Si anormal ou instable: surveillance/12 mois /X\
Group IV (yp ‘.\ T_J 3

jusqu’a maturation osseuse i s
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Adresser au chirurgien orthopédique

e Doit intervenir au bon moment, dans ces
différentes situations:
— Indice de migration > 30%
— Douleur associées a une hanche
— Toute condition orthopédique associée



Ré-adresser au spécialiste

* Dans toute période post-opératoire de hanche

* En cas de perte de vue quelle qu’en soit Ia
raison

* Apres une intervention neurochirurgicale
— Radicellectomie, baclofen intra-thécal



Surveillance des hanches et maturité osseuse

Figure 5A Positioning for AP pelvic radiograph

@9

Incorrect—Lordotic lumbar spine Correct—Flat

Q H _\\_\
B T Y ) > S = 5 W i 52
K Hilgenreiner's
Line

Figure 3 Migration Percentage (Reimers, 1980) Figure 7A Prepuberty Figure 7A Pelvic obliquity

N lliac Crest
Line (ICL)

MP=A/B x100%

" Inter Teardrop
Line (ITDL)

T~ Inter Tuberosity
Line (ITL)




Surveillance des hanches et maturité osseuse

* Melbourne Cerebral Palsy Hip Classification
System (MCPHCS)

— Stac
— Stac

dou

es Il ou lll = suivi classique

es IV-V: suivi orthopédique (+ scoliose,
eurs, obliquité pelvienne, détérioration)




Surveillance globale

= consensus initialement pour les enfant PC, mais
pour ceux avec lésions cérébrales acquises
tardives (AVC, causes génétiques, métaboliques)
— suivi précoce et systematiqgue recommandé

Age corrigé jusqu’a 2 ans

Mesures radiologiques (> 12 mois)

Ne pas oublier les autres affections musculo-
squelettiques, la douleur

https://ausacpdm.org.au
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ORIGINAL ARTICLE

Hip surveillance in Tasmanian children with cerebral palsy

Annette Connelly,' Peter Flett,2 H Kerr Graham?® and Janene Oates*

Background: Children with cerebral palsy (CP) are at risk of hip subluxation. Over time, subluxation can lead to dislocation, deformity and pain.
Hip surveillance in the form of an X-ray and clinical examination of this ‘at risk group’ can identify early subluxation. Early subluxation can be
treated, preventing hip dislocation in many cases. Hip surveillance in CP commenced in Tasmania in 1992.

Aims: To audit the hip surveillance data to date, perform a literature review to understand the emerging evidence for prevention and
management of hip subluxation in CP and update hip surveillance guidelines.

Methods: New guidelines were written and distributed, and an audit of the previous 12 years performed by review of medical files and X-rays.
Results: Two hundred and eighteen children had been involved in the hip surveillance programme. Fifteen cases of dislocation were recorded
in this time. The incidence of subluxation and surgery, as well as the gross motor function classification system (GMFCS) level, was recorded.
Conclusion: Data from Tasmania showed a similar incidence of hip subluxation according to GMFCS level, and frequency of different surgical
interventions as other recent audits. Some children with minor subluxation improved without orthopaedic intervention once weight bearing
occurred, which had not before been appreciated. Migration percentage alone is not adequate to fully describe the outcome of hip subluxation.
More appropriate measures of outcome in terms of quality of life for children with CP need to be developed.

Key words: cerebral palsy; hemiplegia; hip dislocation; hip subluxation; quadriplegia.




DEVELOPMENTAL MEDICINE & CHILD NEUROLOGY SYSTEMATIC REVIEW

Edivor’s
Choice

Australian hip surveillance guidelines for children with cerebral
palsy: 5-year review

MEREDITH WYNTER' | NOULA GIBSON? | KATE L WILLOUGHBY® | SARAH LOVE? | MEGAN KENTISH' |
PAM THOMASON® | H KERR GRAHAM®* | ON BEHALF OF THE NATIONAL HIP SURVEILLANCE WORKING
GROUP*

1 Queensland Paediatric Rehabilitation Service, Lady Cilento Children’s Hospital, Brisbane Qld; 2 Princess Margaret Hospital for Children, Perth, WA: 3 Department of
Orthopaedics, The Royal Children’s Hospital, Melbourne, Vic.; 4 Hugh Williamson Gait Analysis Laboratary, The Royal Children’s Hospital, Melboumne, Vic., Australia.

2015, april
AIM To ensure hip surveillance guidelines reflect current evidence of factors influencing hip
displacement in children with cerebral palsy (CP).
METHOD A three-step review process was undertaken: (1) systematic literature review, (2)
analysis of hip surveillance databases, and (3) national survey of orthopaedic surgeons
managing hip displacement in children with CP.
RESULTS Fifteen articles were included in the systematic review. Quantitative analysis was
not possible. Qualitative review indicated hip surveillance programmes have decreased the
incidence of hip dislocation in populations with CP. The Gross Motor Function Classification
System was confirmed as the best indicator of risk for displacement, and evidence was found
of hip displacement occurring at younger ages and in young adulthood. Femoral geometry,
pelvic obliquity, and scoliosis were linked to progression of hip displacement. A combined
data pool of 3366 children from Australian hip surveillance databases supported the
effectiveness of the 2008 Consensus Statement to identify hip displacement early. The survey
of orthopaedic surgeons supported findings of the systematic review and database analyses.
INTERPRETATION This review rationalized changes to the revised and renamed Australian Hip
Surveillance Guidelines for Children with Cerebral Palsy 2014, informing frequency of
radiographic examination in lower risk groups and continuation of surveillance into
adulthood for adolescents with identified risk factors.
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Hip Displacement in Cerebral Palsy
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B CHILDREN’'S ORTHOPAEDICS H
Prevention of dislocation of the hip in
children with cerebral palsy

20-YEAR RESULTS OF A POPULATION-BASED PREVENTION
PROGRAMME

G. Hagglund,
A. Alriksson-Schmidt,

H. Lauge-Pedersen, . , , _
E. Rodby-Bousquct, Programme de prévention 1994 = Cerebral

P. Wagner, Palsy Follow-Up Programm (CPUP)

L. Westbom  Evaluation sur 10 ans des enfants nés > 1992
Erom T ynd puis sur 20 ans

University, Lund, - Groupe contrble des enfants nés 1990-1991
Sweden - Etude initiale (2005) 258 enfants

- 2nde dtude (2015) + 431 enfants (nés >1998)
- 91/689 = chirurgie préventive
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UPPFOLININGSPROGRAM FOR CEREBRAL PARES

* Diagnostic >4 ans

— GMFCS >2010
* Examen physique /6 mois jusqu’a 6 ans puis /an
* RX bassin: 1/an jusqu’a 8 ans puis f(GMFCS)

— Ataxie/hémiplégie spastique: ex. a I'age de 4 ans

— GMFCS llI-V = un ex + RX/an

— GMFCS II: RX a 2 et 6 ans

— GMFCS |: pas de RX (sauf si douleurs ou anomalie)

— Apres fermeture cartilage de croissance et MP<33%:
STOP RX

 Attention : scoliose



Résultats

Groupe contrble = histoire
naturelle
— 9% ont développé une luxation

complete (vs 2 puis 0 dans les
groupes CPUP)

* vs 15 % en Norvege sans programme
de prévention

— 7% = chirurgie préventive (vs 15%

Cumulative probability of preventive surgery

et 12% dans les groupes CPUP) ol e
Moyenne de la premiere eopetanipd
intervention = 4.8 ans Proportion cumulative d’avoir une

. chirurgie préventive selon le
Idem Australie GMFCS et en fonction de I'dge

— Criteres: MP>40% et progression
>10°/an
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2. Manuals and evaluation forms
3. Publications
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Hagglund G, Lauge-Pedersen H, Persson Bunke M, Rodby-Bousquet E.
Windswept hip deformity in children with cerebral palsy: a population-based prospective follow-up. (Full text)
J Child Orthop DOI 10.1007/s11832-016-0749-1

Alriksson Schmidt A, Hagglund G.
Pain in children and adolescents with cerebral palsy: a population-based registry study.
Acta paediatrica 2016:doi: 10.1111/apa.13368. [Epub ahead of print]

Hagglund G.
Register kan kompensera for brister i journalsystem.
Lakartidningen 2016;113:580
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Tidig upptackt och behandling av barn med CP ger battre livskvalitet
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Standing Programs to Promote Hip
Flexibility in Children With Spastic
Diplegic Cerebral Palsy

Lourdes Macias-Merlo, PT, MSc; Caridad Bagur-Calafat, PT, MSc, PhD; Montserrat Girabent-Farrés, MSc, PhD;
Wayne A. Stuberg, PT, PhD, PCS, FAPTA

Physical Therapy Department (Ms Macias-Merlo and Dr Bagur-Calafat), Faculty of Medicine and Health Sciences,
Universitat Internacional de Catalunya, Barcelona, Spain; Early Intervention Public Service of Barcelona (Ms Macias-
Merlo), Barcelona, Spain; Biostatistics Department (Dr Girabent-Farrés), Faculty of Medicine and Health Sciences,
Universitat Internacional de Catalunya, Barcelona, Spain; Physical Therapy and Motion Analysis Laboratory (Dr Stuberg)
Munroe-Meyer Institute for Genetics and Rehabilitation, University of Nebraska Medical Center, Omaha, Nebraska.

Pediatric Physical Therapy, 2015



Introduction

e Constat chez les enfants non marchants

— Spasticité, raccourcissement musculaire, hanches
luxables

* PC spastiques bilatérales: diminution de I'abd de
hanches 43° a 34° dans les premieres années de
VI€ (Nordmark et al 2009)

— Pour le maintient des amplitudes articulaires:

* Peu d’évidence pour étirements passifs

* Plus de preuves pour étirements + contractions isométriques
(préserver sarcomeres + longueur des fibres)



Programme d’intervention précoce

* |nitié en 1995 «public Early Intervention Department»
— Enfants non marchants > 12-14 mois
— + défaut support poids du corps
— + asymétries articulaires/musculaires
— + GMFCS 1l (les mieux étudiés)



Méthode

* Utilisation des appareils de « standing »
— Trophicité cutanée, cardio-vasculaire
— Force motrice
— Bien étre psychologique
— A des amplitudes articulaires ischios-jambiers ++
— Suggestion 45’ a 60’ / jour
— Max 40° d’abduction combinée



Description de I'étude

Cohorte rétrospective
13 enfants GMFCS Il
A partir de 12-14 mois jusqu’a I’Age de 5 ans

Fabrication du « stander »: moulage platre

— Abd = 10° de moins que I'amplitude maxi




Programme de verticalisation

» 70-90 min/jour en 2x 35’ a 45": 5j/7

— we = 2j/7 : 35'/j
* Visites a domicile/soignant 4-6/semaine
 Kiné 1/semaine

Mean, Median, and Standard Deviation of Hip Abduction ROM at
Baseline (14 Months) and 5 Years

ROM N Mean £ SD Median 05% ClI

42.0° £ 1.6°
42.8° = 1.6°

42.0° 41.0°-43.0°
43.0° 41.8°-43.8°

Baseline 13
Sy 13

Abbreviations: CI, confidence interval; ROM, range of motion; SD, stan-
dard deviation.



Conclusion

 Protocole de Lourdes Macias-Merlo
& al.
— Verticalisation plutot x2/j

— Maintien des amplitudes
articulaires des hanches

e Verticalisation oui, mais limites
de I'étude:
— N = faible
— pas de groupe controle

— GMEFCS 1l

— Absence d’augmentation des
amplitudes
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Messages a emporter

Prévention précoce, des le diagnostic

Examen clinique avec limitation d’abduction des hanches
— Abduction <30°

— Progression, asymétrie

Corrélé a I'examen radiographique bien mené

— Indice de Reimers >30%

Selon niveau GMFCS

— Suivi annuel

Programmes de prévention

— Lutte antispastique et des séquelles des troubles du tonus:
postures, RSP, TB, ITB ...

— Chirurgie orthopédique ciblée, précoce, préventive
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Recommandations de Bonne Pratiaue

L'excentration de hanche chez I'enfant avec paralysie cérébrale
1 - Dépistage et surveillance

Fiche de recommandations destinée aux médecins, kinésithérapeutes et ergothérapeutes

Fiche Pratiques Professionnelles

PRISE EN CHARGE DE L'EXCENTRATION DE HANCHE CHEZ
L’ENFANT AVEC PARALYSIE CEREBRALE SPASTIQUE
Préevention et traitement
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+ Laharche est die excenbee lorsque le pourceninge decenimiion me-
msehRumHFd!R‘P Depziage of sunedlance [R4P 20011] et
spenew s 0%
« Les muzdes péni ariculares qui contsbuent & fenceniration de ranche sork
blubmdm pencipalenent adductewrs [y compds le
gﬂis],mmmmhm

poshare en sbducion conceme les posiors assise, debout, couchee.
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cousse du fendon, resufint dune hypeseacisbiile de ce relese, composent ds
syndrome pyraracel [Lance JW 1590].

Il. Generaunes
Les enfanls aves paralysie cescbenle (PC) ot des dificalies d'acquisifon du deple-
cement debout ef parios nacquierest jamais cefie capeciis [Cans C 2005] Ces
dfficulies favorisent une dysplasie de hanche - ke developpement du cobyle et le
plocement de I ile Emorde s0a le colyle ne se fonl pas comeciement s pen-
ficie des muscles fvosse ls migreion de s ik femossie en dehos.
Les enfanis avec PC somd lbus concemes y compets les enfens avec hémiplagie,
cepender, les enfants colés N e V daes le Gross olor Fuscion Clamiicaion
Sysiem (GUFCS) [Palsanc R 1997] sonf cenx qui r'acquicrent pes le degiecement
debout ef somd e plus & eagque.
La peevenon et ndsperaable. lapuisbnléed-aiahltz
q:,b:ﬁukpeﬁmnmhmﬁmdl-m-d\-
el recommandee. En efet prevene Tesceniraiion de harche c'est
prevene les dodewrs arhopediques, Finconiort e= sizbion assse, ls scolicze.

HIi. MOYEN: DE PRIZE EN CHARGE ET TRAITEMENT

Prevenie ln laszbon neusdogique de hanche Cest agie conive e raccourcimement
des muscies sen-arbaudares of lifer corbe le desequibre du bass sy cours de-
s coezence.

1- Prise en charge rééducative

In'y 2 sucure preuve scentiique de Feficacie fune inchague oles dans mpese
en cherge de Fesceniralon de hanche.

La reeducaiion peut comportes les chements muscaares qu rechecchest un gain
dereribiie masailare of une rducion de i spasicie I dowent ére pracades
de echnique de relachement musculare. Les chrements pess®s seblent appes-
ces par les enfants PC sinde W et V de ls GUFCS lew permelant des change-
menis de posiion ef un sessens de diminulion de b spasicie Pn T 2006].
Concement les lechriques de simusion newodevelopemeniale etfos moince,
elies n'ord pes e chudices dens e cadee de & prevesiion de Feacenirebon de
hanche. Celles de renforcement musculare srelySque des musdes dis « iaibes »
e sont pas indiquees chez fenfant PC svart 12 are dars e prevession de feacen
fmSon de harche [Vermchuren O

Toutes les preboues seeducaiives hebitusiement oliisees ne sont efficaces que
dans e cadre d'une spproche gobale (consemses du mec Kedh Wdidacpirery
Mecbng) [Cencke T2005, ! )
Malges Fabsence de Foveux sceniiques a heut nivesu de prewve, i exisie un
consensus enbe les expests powr sfirmer que es crements musculc tendinen
manuss apees decorbacion muscuiaie foel parde inlsgrnie de i preventon de
Fesceniraion de hancre.

2 - Poatures

Le baiement prévent¥ per rstalabon précoce semble awor ane place paeponde-
renvie pour hifier confre le desequiibee masculare, les mouneizes posiwes et

Fiche Pratiques Professionnelles

PRISE EN CHARGE DE L'EXCENTRATION DE HANCHE CHEZ
L'ENFANT AVEC PARALYSIE CEREBRALE SPASTIQUE

Prévention et traitement

Pefondrement du ronc en cherge [Khoury N 2001]. il o=t fondementsl davor chez
Perviant an pesornement comect des membses ivienesrs en posifon couchee, en
posdion assise ef lors de la verbcalisaton.

Selon le consenses des eperts, 1 sagit dans ces bois posiions de poshres Feniont
en sbduction de hanche pour an préven fencanirabion.

« Instafanon 35sise : phusieus schiions sonk a dispoabon comme le sige, le
qemﬂec,hﬂube,hbﬁ-m
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« Instalation couchée : i feut les adepier sux condiions de sommed de fen-
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couzsin dabducion de henche s modage, une mouzse arfsarele s mesue,
e Orthese Sers Rigide d'ibduction de Henche (OSRAH).
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