RESEARCH 23(99), September - October, 2019

eseses
s ",

" ISSN ™,

§ 2321-7350 % ~ —
i EISSN
%, 23217367 §

The effect of gait enhancer mechanism on
functional balance and endurance of walking in
children with Cerebral Palsy

Saeid Fatorehchy'™, Seyed Ali Hosseini’, Hojjat Allah Haghgoo', Samaneh
Hosseinzadeh®

'Occupational Therapy Department, University of Social Welfare and Rehabilitation Sciences, Tehran, Iran
2 Professor, Occupational Therapy Department, University of Social Welfare and Rehabilitation Sciences, Tehran, Iran
3Biostatics Department, University of Social Welfare and Rehabilitation Sciences, Tehran, Iran

*Corresponding author
Occupational Therapy Department, University of Social Welfare and Rehabilitation Sciences, Tehran,
Iran

Article History

Received: 01 June 2019

Reviewed: 04/June/2019 to 12/July/2019
Accepted: 15 July 2019

Prepared: 20 July 2019

Published: September - October 2019

Citation
Saeid Fatorehchy, Seyed Ali Hosseini, Hojjat Allah Haghgoo, Samaneh Hosseinzadeh. The effect of gait enhancer mechanism on
functional balance and endurance of walking in children with Cerebral Palsy. Medical Science, 2019, 23(99), 724-731 §
2
Publication License g’
e This work is licensed under a Creative Commons Attribution 4.0 International License.
General Note
e
% Article is recommended to print as color digital version in recycled paper.
<t
ABSTRACT E
The purpose of this study was to investigate the effectiveness of Gait Enhancer Mechanism on functional balance and walking %
=}

endurance in children with cerebral palsy. We designed a new gait trainer according to Theo Jansen mechanism. Two separated
Jansen linkages were placed on both sides of a frame and were connected to the lower limb at the ankle joint by a plate under foot.
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This experimental research organized in a single subject system, A-B-A design for four children with spastic diplegic cerebral palsy

from level Il of gross motor function classification system. This method includes repetitive measures in three phases, baseline and
intervention and then maintenance. All the participants received conventional occupational therapy during the study period. They
had 18 gait training sessions, 3 times per week, with Gait Enhancer Mechanism for 30 minutes in intervention phase. Pediatric
balance scale and 6-Minute walk test were performed to evaluate functional balance and walking endurance, respectively. Results
were considered by visual graphs and statistically by measuring Non-overlap indices and Cohen'’s d. The results indicated significant
improvement in both functional balance and covered distance in 6-Minute walk test. Cohen'’s d which represents the effect size was
greater than 0.8 for all subjects. Functional balance and walking endurance were improved in children with cerebral palsy following
gait training with Gait Enhancer Mechanism besides conventional occupational therapy.

Keywords: cerebral palsy, gait training, functional balance, walking endurance, walking capacity

1. INTRODUCTION

Cerebral palsy (CP) occurs at approximately 2-2.5 per 1000 live births (Stanley, 2000). It is the most common childhood physical
disability, describes a group of non- progressive disorders of the premature developing brain that adversely affect movement and
Posture, causing limitations in activities and participation. Children with CP experience various impaired muscle functions, such
as reduced selective motor control, spasticity and muscle weakness (Rosenbaum,2007). These impairments often lead to
difficulty with walking, such as walking speed, walking endurance or climbing stairs (Styer-Acevedo, 1999). Children with
cerebral palsy or complex developmental delays are often less mobile and interactive than their peers (Palisano 2009). This lack of
mobility and dependent condition can have a negative impact on overall development, social interaction and social status (Lancioni
2009; Mcewen 1992). For these children and their Family, Improving walking ability to walk or to perform other functional activities
are often the primary therapeutic goal (Shepherd, 1995). Because walking plays an important role in activities of daily living,
improves bone density and cardiopulmonary endurance (Dodd, 2007)

Studies of motor behavior in children with cerebral palsy have demonstrated characteristic patterns of motor development
according to severity of the condition (Scrutton, 1997). Severity of cerebral palsy, classifies with the 5-level Gross Motor Function
Classification System (GMFCS). Evidence-based prognostication about gross motor progress in children with cerebral palsy is now
possible and it providing parents and clinicians with a means to plan interventions and to judge progress over time (Rosenbaum,
2002; Wood, 2000). Independent walking is difficult for a large number of children with cerebral palsy due to impaired postural
control, abnormal muscle tone, and pathological muscular coordination of the legs, especially in children with spastic diplegia (Liao,
1997). According to GMFCS, children in level Ill are dependent on assistive devices in order to walk (Andersson, 2001). Half of the
parents of children with cerebral palsy have reported that modifications have moderate to very large effect on the child's mobility.
These findings indicate the essential need to design and use of walking aids in these children (Ostensjg, 2005). In a study on adults
with CP, 35% reported decreased walking ability despite using walking aids, and 9% had stopped walking (Andersson, 2001).
Reduced endurance is the main factor in the decline in walking ability for individuals with CP (Gorter, 2009).

Gait trainers or supportive walking devices are the most aids for this population to influence different types of outcomes as
defined by the International Classification of Functioning, Disability and Health (ICF) (Darrah, 2008). But there is some confusion
about the term gait trainers as they are not always used to ‘train gait’ or develop independent, but as a means to enhance activity
and participation like simple walkers (Low, 2011). However, use of a gait trainer to increase ability of children with cerebral palsy to
take steps and increase walking distance is supported. But the lack of experimental evidence suggests that further research is
needed to explore the broad range of outcomes that may be influenced by gait trainer interventions (Paleg, 2015). So we designed a
new gait trainer according to Jansen mechanism (Nansai, 2013) to help children with cerebral palsy to increase their ability to walk
independently along with training them for promote their walking parameters gradually during therapy sessions. Gait Enhancer
Mechanism (GEM) is the name that we chose for this gait trainer.

2. MATERIALS AND METHODS

Participants

Four children with spastic diplegic cerebral palsy who are currently receiving conventional occupational therapy sessions as
outpatients were enrolled in this study (IR.USWR.REC.1396.286). Inclusion criteria were: Diagnosis of spastic diplegia; aged 6 to 10
years; able to walk independently with an assistive device; able to follow simple verbal instructions according to SPARCLE
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questionnaire (Colver, 2006); Gross Motor Function Classification System levels Ill, written consent from their parents; not treated

surgically or with botulinum toxin during the last 1-year. Exclusion criteria were: uncontrolled seizure; dislocation or subluxation of
hip joints; true shortness of one of the lower limbs more than 2 cm. The average age of the four participants was 7 year and 9
months and they were boys.

Design and Procedure

It was a single subject experimental study with an ABA design. Baseline or Phase (A1) lasted for 4 weeks, intervention phase (B) and
maintenance phase (A;) each lasted for 6 weeks. Single subject designs represent a powerful decision making tool for clinical
research. It is usually easier to incorporate this method into clinical treatment to provide systematic documentation of rehabilitation
outcomes (Reboussin, 1996). All the participants received conventional occupational therapy for 3 times per week during the study
period. In phase (B) they had 18 gait training sessions with Gait Enhancer Mechanism for 30 minutes after conventional therapy.

Outcome measurements

The participants were evaluated by pediatric balance scale (PBS) and 6-Minute walk test (6-MWT) before and after baseline Phase
(A1) and every week during intervention (B) and maintenance (A;) phases. The PBS, a modification of Berg's balance scale, is used to
determine the functional balancing abilities of children with cerebral palsy. It consists of 14 items evaluated on a 5-point scale (0-4).
The maximum score is 56. Total test administration and scoring time is 15 minutes. It is useful to monitor progress within a
therapeutic program. The inter-rater reliability is 0.99 that demonstrating excellent reliability of this instrument (Franjoine, 2003). The
6-Minute walk test has been widely used for measuring the response to therapeutic interventions. The 6-MWT is easier to
administer, better tolerated, and better reflects activities of daily living than other walk tests. It performed on a 20-meter long
corridor with poles at each end. The instruction and verbal encouragement of the child applied according to a standardized test
protocol (Enright, 2003). The 6-MWT demonstrated good to excellent reliability with narrow 95%Cls for children with cerebral palsy
(Thompson, 2008).

Intervention

This new gait trainer has been designed according to Theo Jansen mechanism. A schematic figure of the Jansen linkage mechanism
is shown in Fig.1. This mechanism is gaining wide spread popularity among legged robotics researchers due to its scalable design,
energy efficiency, bio-inspired locomotion, deterministic foot trajectory among others (Nansai, 2013).

How does Theo Jansen Mechanism Work?

& ﬂ “ ,l, | J 400 3 120 286 290 280 =N
(13117 =
BGR PD

Figure 1 Theo Jansen linkage mechanism

We utilized two separate Jansen linkages on both sides of the frame that are connected to the lower limb at the ankle joint by a
plate under foot. Both linkages are adjustable to create desirable step lengths. The mechanism operates only in sagittal plane and
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guides the lower limb to move in a normal pattern. Limited hip adduction and abduction during gait training with this device are
possible but it prevents scissoring gait. Both lower extremities are encouraged to move in the same normal pattern. Pelvic and thigh
harnesses help child to stand upright and prevent falling. Cables at the pelvic harness are used for power transmission to the

gearbox and from gearbox to the rear wheel (Fig. 2).

Figure 2 Gait Enhancer Mechanism

3. RESULTS

Traditionally, the interpretation of data from single subject studies is based on graphic presentation and visual analysis (Zhan,
2001).For each variable, visual graph and Nonoverlap indices between phases are presented. After that the effect size is measured by
Cohen’s d.

COhenlS d= (MZ _ M1) / SDpooIed

PBS results are presented in visual graphs for all participants in Fig.3. By visually inspecting graphed data for PBS a judgment can
be reached about the intervention effectiveness on functional balance. When intervention was compared to baseline, subject 1
demonstrated significantly higher scores in functional balance from 22 to 27. These progresses for subjects two, three and four were
4, 3 and 4 scores respectively. During maintenance phase, no significant alternations were observed in PBS compared with

intervention.
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Figure 3 Pediatric balance scale graph of participants.

Nonoverlap indices presented in Table 1 indicate significant effect of Gait training on balance score between baseline and

intervention phases.

Table 1 Nonoverlap indices of PBS between baseline and intervention phases

Subjects | PND PAND | NAP PEM IRD Phi Tau Tau-u SMD
1 0.67 0.87 0.92 100% 0.67 0.43 0.83 0.75 1.41

2 0.83 0.87 0.96 100% 0.67 0.67 0.92 0.83 242
3 0.83 0.87 0.96 100% 0.67 0.67 0.92 0.83 2.02
4 0.83 0.87 0.96 100% 0.67 0.67 0.92 0.83 2.42

Cohen'’s d values for subject 1, 2, 3 and 4 were 1.63, 1.97, 2.4 and 1.97 respectively. Cohen’s d, for measuring the effect size, was
greater than 0.8 which shows meaningful changes following intervention. Regarding 6-MWT, outcome values are illustrated in Fig. 4.
Visual analyses of these graphs indicate the effect of intervention. When intervention phase was compared to baseline, all subjects
show significant changes in 6-MWT. The covered distance for participant limproved from 144m to 164m, representing a 13.8%
increase. For subjects 2, 3 and 4 the covered distance in 6-MWT increased by 19.4%, 9.3% and 9.6% separately. The changes in 6-

MWT stopped after removal intervention in maintenance phase.
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Figure 4 6-Minute walk test graph of participants.

Nonoverlap indices presented in Table 2 indicate significant effect of Gait training on covered distance between baseline and

intervention phases.

Table 2 Nonoverlap indices of 6-MWT between baseline and intervention phases

Subjects PND PAND | NAP PEM IRD Phi Tau Tau-u SMD
1 100% 1 1 100% 100% 1 1 1 0
2 100% 1 1 100% 100% 1 1 1 0
3 100% 1 1 100% 100% 1 1 0.92 2.24
4 100% 1 1 100% 100% 1 1 0.92 2.20

The effect size, measured by Cohen'’s d, were 1.83, 2.34, 2.23 and 2.90 for subjects 1, 2, 3and 4 respectively. Cohen’s d, for
calculating the effect size, was greater than 0.8 which means meaningful changes after intervention.

4. DISCUSSION

Functional gait training consists of a range of diverse interventions with the same treatment goal. It can be defined as active walking
tasks to improve walking ability. There are two categories of gait training in children with cerebral palsy (Booth, 2018). These
interventions involve overground gait training (OGT) and treadmill-based gait training. Both methods of gait training are useful and
safe to target improvement of outcomes relating to walking ability (Gorter, 2009; Kurz, 2012).

Recently, gait rehabilitation methods in patients with neurological impairments have relied on technological devices like driven
gait orthosis or Lokomat (Hesse, 2001). Although robot-assisted gait training has become an established treatment option to
address gait impairments, evidence for its effectiveness is vague (Ammann-Reiffer, 2017). Some studies have shown that both over
ground and partial body weight supported treadmill training provide comparable functional improvements in mild to moderately
disabled children with cerebral palsy (Ammann-Reiffer, 2017; Swe, 2015). But other researches have indicated active gait training has
a trend towards increased distance of walking (Willoughby, 2010). Active gait training led to successful encoding accompanied by
characteristic changes in corticomotor excitability, while passive training did not (Kaelin-Lang, 2005), because there are some
biomechanical differences between over ground and treadmill walking (Jung, 2016). Furthermore, better interaction between patient
and therapist occurs in overground gait training and the opportunity for direct carryover of skills to overground walking
environment is provided (Patton, 2008).

This study has shown that overground gait training with Gait Enhancer Mechanism provide significant improvements in
functional balance and walking endurance in children with cerebral palsy. Our findings are similar to other recent studies (Paleg,
2015; Booth, 2018; Swe, 2015). Children with cerebral palsy have weaker muscles than healthy children (Wiley, 1998). Muscle
strength is related to gait and motor function (Damiano 1998). Applying a controlled swing resistance force to the leg during taking

© 2019 Discovery Publication. All Rights Reserved. www.discoveryjournals.org | OPEN ACCESS

disc@®very
"Catas tha wnsaiend

Page72 9



ARTICLE

steps in Gait Enhancer Mechanism induces significant improvements in walking function of child. Repeated exposure to resistance

during walking may induce a prolonged retention of increased stride length and more covered distance in walking (Wu, 2017).

5. CONCLUSION

The findings of this study suggest that Gait Enhancer Mechanism can be useful for children with cerebral palsy. Children using the
gait trainer and conventional therapy showed a significantly greater improvement in the investigated parameters compared with just
conventional occupational therapy. It was only a single subject study after designing a new gait trainer. Further studies like RCTs are
needed in order to investigate the impact of this new gait trainer in children with CP.

Authors Contribution Statement
Fatorehchy S. and Hosseini S.A. conceived and designed the study and collected the data. Fatorehchy S. and Haghgoo H.A.
performed the experiments. Fatorehchy S. wrote the paper. Hosseinzadeh S. performed the analysis.

Founding
This study was performed as a part of Ph.D. thesis by the corresponding author in the University of Social Welfare and Rehabilitation
Sciences.

Ethics approval
Ethical approval for this research has been obtained from Ethics Committee of the University of Social Welfare and Rehabilitation
Sciences, reference number IR.USWR.REC.1396.286. http://ethics.research.ac.ir

All participants were provided with verbal and written information about the study and written informed consent obtained prior
to enrolment into the study.

Conflict of Interest
The authors declare no conflict of interest.

REFERENCE

1. Ammann-Reiffer C, Bastiaenen CH, Meyer-Heim AD, Hedel American Academy for Cerebral Palsy and Developmental
HJ. Effectiveness of robot-assisted gait training in children Medicine. 2008.
with cerebral palsy: a bicenter, pragmatic, randomized cross- 7. Dodd KJ, Foley S. Partial body-weight-supported treadmill
over trial (PeLoGAIT). BMC Pediatr. 2017; 17:64. training can improve walking in children with cerebral palsy:

2. Andersson C, Mattsson E. Adults with cerebral palsy: a survey a clinical controlled trial. Dev Med Child Neurol. 2007;
describing problems, needs, and resources, with special 49:101-5.
emphasis on locomotion. . Dev Med Child Neurol. 2001; 8. Enright PL. The six-minute walk test. Respir Care. 2003;
43:76-82. 48:783-5.

3. Booth AT, Buizer Al, Meyns P, Oude Lansink IL, Steenbrink F, 9. Franjoine MR, Gunther JS, Taylor MJ. Pediatric balance scale:
van der Krogt MM. The efficacy of functional gait training in a modified version of the berg balance scale for the school-
children and young adults with cerebral palsy: a systematic age child with mild to moderate motor impairment. Pediater
review and meta-analysis. Dev Med Child Neurol. 2018. Phys Ther. 2003; 15:114-28.

4. Colver A. Study protocol: SPARCLE—-a multi-centre European  10. Gorter H, Holty L, Rameckers EE, Elvers HJ, Oostendorp RA.
study of the relationship of environment to participation and Changes in endurance and walking ability through functional
quality of life in children with cerebral palsy. BMC Public physical training in children with cerebral palsy. Pediater
Health. 2006; 6:105. Phys Ther. 2009; 21:31-7.

5. Damiano DL, Abel MF. Functional outcomes of strength  11.Hesse S. Locomotor therapy in neurorehabilitation.
training in spastic cerebral palsy. Arch Phys Med Rehabil. Neurorehabilitation. 2001; 16:133-9.

1998; 79:119-25. 12.Jung T, Kim Y, Kelly LE, Abel MF. Biomechanical and

6. Darrah J, Hickman R, O’donnell M, Vogtle L, Wiart L. perceived differences between overground and treadmill
AACPDM methodology to develop systematic reviews of walking in children with cerebral palsy. Gait & posture. 2016;
treatment interventions (Revision 1.2). Milwaukee, WI, USA: 45:1-6.

© 2019 Discovery Publication. All Rights Reserved. www.discoveryjournals.org | OPEN ACCESS

disc@®very
Cotas. thi wnssiunsd

Page73 0



ARTICLE

13.

14.

15.

16.
17.
18.

19.
20.
21.
22.

23.

24.
25.

26.

Kaelin-Lang A, Sawaki L, Cohen LG. Role of voluntary drive in
encoding an elementary motor memory. J Neurophysiol.
2005; 93:1099-103.

Kurz MJ, Wilson TW, Corr B, Volkman KG. Neuromagnetic
activity of the somatosensory cortices associated with body
weight-supported treadmill training in children with cerebral
palsy. J Neurol Phys Ther. 2012; 36:166-72.

Lancioni GE, Singh NN, O'Reilly MF, et al. Fostering
locomotor behavior of children with developmental
disabilities: An overview of studies using treadmills and
walkers with microswitches. Res Dev Disabil. 2009; 30:308-
22.

Liao HF, Jeny SF, Lai JS, Cheng CK, Hu MH. The relation
between standing balance and walking function in children
with spastic diplegic cerebral palsy. Dev Med Child Neurol.
1997; 39:106-12.

Low SA, McCoy SW, Beling J, Adams J. Pediatric physical
therapists' use of support walkers for children with
disabilities: a nationwide survey. Pediater Phys Ther. 2011;
23:381-9.

Mcewen IR. Assistive positioning as a control parameter of
social-communicative interactions between students with
profound multiple disabilities and classroom staff. Phys Ther.
1992; 72: 634-647.

Nansai S, Elara MR, lwase M. Dynamic analysis and modeling
of Jansen mechanism. Procedia Eng. 2013; 64:1562-71.
Ostensjg S, Carlberg EB, Vollestad NK. The use and impact of
assistive devices and other environmental modifications on
everyday activities and care in young children with cerebral
palsy. Disabil Rehabil. 2005; 27:849-61.

Paleg G, Livingstone R. Outcomes of gait trainer use in home
and school settings for children with motor impairments: a
systematic review. ClinRehabil. 2015; 29:1077-91.

Tieman BL, Walter SD, Effect of
environmental setting on mobility methods of children with
cerebral palsy. Dev Med Child Neurol. 2003; 45:113-20.
Patton J, Brown DA, Peshkin M, Santos-Munné JJ, Makhlin A,
Lewis E, Colgate EJ, Schwandt D. KineAssist: design and

Palisano RJ, et al

development of a robotic overground gait and balance
therapy device. Top Stroke Rehabil. 2008; 15:131-9.
Reboussin DM, Morgan TM. Statistical considerations in the
use and analysis of single subject designs. Med Sci Sports
Exerc. 1996; 28: 639-44

Rosenbaum P, Paneth N, Leviton A, et al. A report: the
definition and classification of cerebral palsy April 2006. Dev
Med Child Neurol Suppl. 2007; 109:8-14.

Rosenbaum PL, Walter SD, Hanna SE, et al. Prognosis for
Gross Motor Function in JAMA.
2002;288:1357-1363

Cerebral  Palsy.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

Scrutton D, Rosenbaum PL. The locomotor devel-opment of
children with cerebral palsy. In: Connolly K, Forssberg H,
eds.Neurophysiology and Neuropsy-chology of Motor
Development.London: Mac Keith Press; 1997:101-123.

Shepherd R. Cerebral palsy. In: Shepherd R, editor.
Physiotherapy in  paediatrics. Oxford:  Butterworth-
Heinemann; 1995; 110-44

Stanley FJ, Blair E, Alberman E. Cerebral palsies:

epidemiology and causal pathways. Cambridge US Press;
2000.

Styer-Acevedo J, Tecklin JS. Physical therapy for the child
with cerebral palsy. Pediater Phys Ther. Saunders: 1999:107-
62.

Swe NN, Sendhilnathan S, van Den Berg M, Barr C. Over
ground walking and body weight supported walking
improve mobility equally in cerebral palsy: a randomized
controlled trial. Clinical rehabilitation. 2015; 29:1108-16.
Thompson P, Beath T, Bell J, Jacobson G, Phair T, Salbach
NM, Wright FV. Test-retest reliability of the 10-metre fast
walk test and 6-minute walk test in ambulatory school-aged
children with cerebral palsy. Dev Med Child Neurol.2008;
50:3706.

Wiley ME, Damiano DL. Lower-extremity strength profiles in
spastic cerebral palsy. Dev Med Child Neurol. 1998; 40:100-
7.

Willoughby KL, Dodd KJ, Shields N, Foley S. Efficacy of partial
body weight-supported treadmill training compared with
overground walking practice for children with cerebral palsy:
a randomized controlled trial. AArch of physical medicine
and rehabilitation. 2010; 91:333-9.

Wood E,
classification system for cerebral palsy: a study of reliability
Dev Med Child Neurol. 2000;

Rosenbaum P. The gross motor function
and stability over time. .
42:292-6.

Wu M, Kim J, Gaebler-Spira DJ, Schmit BD, Arora P. Robotic
resistance treadmill training improves locomotor functions in
children with cerebral palsy: A randomized controlled pilot
study. Arch of physical medicine and rehabilitation. 2017;
98:2126-33.

Zhan S, Ottenbacher KJ. Single subject research designs for

disability research. Disabil Rehabil. 2001; 23:1-8.

© 2019 Discovery Publication. All Rights Reserved. www.discoveryjournals.org | OPEN ACCESS

disc@®very
Cotas. thi wnssiunsd

Page73 1



	5. CONCLUSION

