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Background. Evidence for effectiveness of pediatric physical therapy in infants at high risk for
developmental motor disorders is limited. Therefore, “Coping With and Caring for Infants With Special
Needs” (COPCA), a family-centered, early intervention program, was developed. The COPCA program
is based on 2 components: (1) family involvement and educational parenting and (2) the neuromotor
principles of the neuronal group selection theory. The COPCA coach uses principles of coaching to
encourage the family’s own capacities for solving problems of daily care and incorporating variation,
along with trial and error in daily activities.

Objective. The purpose of this study was to evaluate whether the content of sessions of the home-based,
early intervention COPCA program differs from that of traditional infant physical therapy (TIP) sessions,
which in the Netherlands are largely based on neurodevelopmental treatment.

Design. A quantitative video analysis of therapy sessions was conducted with infants participating in a 2-
arm randomized trial.

Patients and Intervention. Forty-six infants at high risk for developmental motor disorders were
randomly assigned fo receive COPCA (n=21) or TIP (n=25) between 3 and 6 months corrected age.
Intervention sessions were videotaped at 4 and 6 months corrected age and analyzed with a standardized
observation protocol for the classification of physical therapy actions, Outcome parameters were relative
amounts of time spent on specific physical therapy actions.

Results. The content of COPCA and TIP differed substantially. For instance, in TIP sessions, more time
was spent on facilitation techniques, including handling, than in COPCA sessions (29% versus 3%,
respectively). During COPCA, more time was spent on family coaching and education than during TIP
(16% versus 4%, respectively).

Conclusion. The COPCA program differs broadly from TIP as applied in the Netherlands. Studies on the
effectiveness of this family-centered program are needed.

UTRGEE-BAMN RS2 L RMMEA LT &4 0 58 Constraint-induced movement therapy #9
HH AR > Table 2a 2 8, M 4876 % % 5 (Kid-CIMT vs. IBT) £ T £ 1R E 64 &5 2 - MERFHEEELEMN
F #9818 24 5E (Melbourne Assessment) ~ & {8l &9 £ #4% A #& 77 (Assisting Hand Assessment) » L& 8 % 4
&6 B S AURAE 77 (PEDI) - Post-treatment gain 4%, & 76 5 AT 8256 7%+ /B4 5 $(raw score) B H -4 4
He(percent score) &y 3 o » 3 oAk B K A b R R AALLE 0 ILETR S B thBLA 41 5B AT S5 08 el TR
W MBS R T e M £ R  pvalue<0.05 AmEE S LWBEER o BALHEM
ERERCBE LT A [AM45 15%]




1 162 BB AE 104 LEEBIHFEAFRRA
P REME GRS sk 162
T4 #£ 3 Az% 2 1

(a) H# i Table2a gy T EM XL K0 H)
(b) RREEEREHEEQRRA? (S )

Abstract

Objective: To clarify whether modified constraint-induced movement therapy provides greater improvement
than intensive bimanual training both for motor functions and spontaneous use of the paretic arm and hand in
everyday life activities,

Design: Randomized controlled, single-blind trial.

Setting: Inpatient pediatric rehabilitation clinic.

Subjects: Forty-seven children with unilateral spastic cerebral palsy (aged 3.3~11.4 years) were randomly
assigned to either a modified constraint-induced movement program (kid-CIMT) or intensive bimanual training
(IBT).

Interventions: Patients in the kid-CIMT group received 60 hours of unilateral constraint-induced and 20 hours
of bimanual training over four weeks. Patients in the IBT group received 80 hours of bimanual training over
four weeks. .

Main outcome measures: Melbourne Assessment of Unilateral Upper Limb Function, Assisting Hand
Assessment, and Pediatric Evaluation of Disability Inventory (PEDI).

Table 2a. Comparison of treaument outcome for modified constraint-induced movement therapy and intensive
bimanual training (all aetiologies).

Kid-CiMT (N = 24) IBT (N=18) Group effect
Mean £ SO 95% CI Pvalue MeanzSD 95%Cl Pwvalue F df  P-value

Melbourne Assessment

Posttreatment raw  74.2 £ 20.5 82.1 +223

score

Posttreatment gain =~ 7.7 £ 7.1 47-10.7  <0.00! 28+50 03-53 0028 5271 | 0.027%

Posttreatment 61.1 £17.0 674+ 183

percent score

Posttreatment gain 6.6 + 6.6 18-94  <0.00! 23+41 0343 0027 4905 | 0.033*
Assisting Hand Assessment

Posttreatment raw 584 £ 9.1 623 + 135

score

Posttreatmment gain =~ 3.8 £ 4.5 19-57  <0.001 3.1 £23 1.9-42 <0.001 0038 1 0846

Posttreatment 56.1 £ 129 61.0+£20.5

percent scare

Posttreatment gain -~ 62 £ 6.2 36-88  <0.001 46%34 29-63 <0001 0313 [ 0579
PEDI self-care

Posttreatment raw 622 £ 8.1 632183

score

Posttreatment gain 25+ 40  0.7-44 0.010 25249 03-53 0078 0004 | 0951

Cl, confidence interval; df, degrees of freedom; kid-CIMT, child-friendly modified constraint-induced movement therapy: BT,
intensive bimanual training; MACS, Manual Ability Classification System; PEDI, Pediatric Evaluation of Disability Inventory; SD,
standard deviation.
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