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Abstract
Introduction: Children with congenital hemiplegia often present with limitations in using their impaired upper limb
which impacts on independence in activities of daily living, societal participation and quality of life. Traditional therapy
has adopted a bimanual training approach (BIM) and more recently, modified constraint induced movement therapy
(mCIMT) has emerged as a promising unimanual approach. Evidence of enhanced neuroplasticity following mCIMT
suggests that the sequential application of mCIMT followed by bimanual training may optimise outcomes (Hybrid
CIMT). It remains unclear whether more intensely delivered group based interventions (hCIMT) are superior to
distributed models of individualised therapy. This study aims to determine the optimal density of upper limb training
for children with congenital hemiplegia.
Methods and analyses: A total of 50 children (25 in each group) with congenital hemiplegia will be recruited to
participate in this randomized comparison trial. Children will be matched in pairs at baseline and randomly allocated to
receive an intensive block group hybrid model of combined mCIMT followed by intensive bimanual training delivered
in a day camp model (COMBiT; total dose 45 hours direct, 10 hours of indirect therapy), or a distributed model of
standard occupational therapy and physiotherapy care (SC) over 12 weeks (total 45 hours direct and indirect therapy).
Outcomes will be assessed at 13 weeks after commencement, and retention of effects tested at 26 weeks. The primary
outcomes will be bimanual coordination and unimanual upper-limb capacity. Secondary outcomes will be
participation and quality of life. Advanced brain imaging will assess neurovascular changes in response to treatment.
Analysis will follow standard principles for RCTs, using two-group comparisons on all participants on an intentionto-treat basis. Comparisons will be between treatment groups using generalized linear models.
(Continued on next page)
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Background
Congenital hemiplegia occurs in over one million children under 21 years of age in the industrialised world
and is the most common type of cerebral palsy (CP), accounting for 36% diagnosed with this lifelong condition
[1,2]. These children have limitations in their capacity to
use their impaired upper limb and bimanual coordination deficits which impacts upon daily activities and
participation in home, school and community life [3].
There are currently two diverse intensive therapy approaches aimed at improving upper limb performance.
Traditional therapy has adopted a bimanual training approach (BIM) and more recently, constraint induced
movement therapy (CIMT) has emerged as a promising
unimanual approach.
Our 2009 published meta-analysis evaluating the efficacy of all non-surgical approaches to upper limb rehabilitation highlighted the absence of strong evidence
for any particular model of therapy for improving upper
limb outcomes in congenital hemiplegia [4]. There was
consistent evidence for a small supplementary benefit
for use of intramuscular Botulinum Toxin A (BoNT-A)
injections combined with various models of upper limb
training. No particular model of training, whether it was
Neurodevelopmental Therapy (NDT), CIMT or Intensive Hand Arm Bimanual Training (HABIT) demonstrated a superior effect on activity limitations [4]. In
the last three years, a significant number of additional
randomised controlled trials, particularly of CIMT have
been published [Sakzewski L, Ziviani J, Boyd RN: Efficacy of upper limb interventions for children with
unilateral cerebral palsy: systematic review and metaanalysis update, submitted].
Classic CIMT involves application of a full arm cast to
the unimpaired upper limb which is worn for 21 consecutive days and accompanied by six hours daily of
upper limb training (total dose 126 hours) [5]. This
model of therapy, initially used with adults post stroke,
demonstrated significant improvements in upper limb
function that were retained at 12 months post intervention [6]. The classic CIMT model has been used in a
small number of studies for children with congenital
hemiplegia demonstrating improved quality and amount
of use of the impaired upper limb and acquisition of
new upper limb motor skills [5,7]. A subsequent study

compared the full classic CIMT protocol to half dose
(60 hours) and demonstrated that for three to six year
old children with congenital hemiplegia, 63 hours of
training was sufficient to drive changes in upper limb
function [5,8].
Classic CIMT has been criticised for not being child
friendly or clinically feasible to implement. A significant
number of modified CIMT (mCIMT) models have been
developed. These have varied from intensive group based
interventions [9-12], intensive individual therapy [13,14],
distributed group or individual intervention [16-21] delivered either in the clinic [9,10], community [11], or in the
home [14,15,17,20,21]. Despite the different modes of
delivery and environmental context, findings consistently demonstrate mCIMT is superior to standard or
usual care of a lesser dosage to improve quality and
amount of use of the impaired upper limb [17,21], bimanual and unimanual efficiency of movement [17,21]
and bimanual performance [16].
In contrast, when mCIMT has been compared to an
equivalent dose of intensive bimanual training or goal
directed occupational therapy, minimal differences have
been found on most clinical measures, as both interventions yield similar improvements [10,11,13]. This highlights that the dose of therapy may be the critical
ingredient rather than the type of therapy (e.g. unimanual
versus bimanual).
Constraint induced movement therapy and modified
protocols have a significant limitation, that is, they do
not allow practice of bimanual tasks. Goals identified by
children and their caregivers tend to be bimanual in nature [11,19]. This has led to the development of hybrid
models of therapy that combine mCIMT and bimanual
training. Two studies have investigated differing hybrid
models of mCIMT followed by bimanual training. A
long duration, distributed model of therapy performed
over an eight week period (six weeks mCIMT 54 hours;
two weeks bimanual 18 hrs) found significant gains in
unimanual, bimanual and individualised outcomes compared to standard care for 2.5 to eight year old children
with congenital hemiplegia [22]. A short duration model
delivered over a three week period (two weeks mCIMT
30 hrs, one week bimanual 2.25 hrs), however was not
superior to usual care to improve movement efficiency
but did yield significant changes in self-care [23].

Boyd et al. BMC Neurology 2013, 13:68
http://www.biomedcentral.com/1471-2377/13/68

The differences in findings may reflect variations in
dosage, the choice of outcome measures, and intensity
or density of training. Recent classic CIMT studies have
also acknowledged the need for bimanual training to follow CIMT and have developed a “transfer package” to
address this requirement [7,24]. Further support for the
idea of sequential application of interventions was
obtained from examination of neuroplasticity findings
with Transcranial Magnetic Stimulation (TMS). Children receiving mCIMT had greater and earlier usedependent neuroplasticity than those receiving BIM (in
a masked comparison) immediately post intervention
which was sustained at six months [25]. This has important implications for the timing of interventions and
the potential for optimizing the strengths of both by sequential application.
There is currently little evidence to support traditional
standard care block models of upper limb therapy (e.g.
six to eight weekly one hour sessions), as these alone are
unlikely to provide an adequate dose to drive changes in
upper limb function. Occupational therapy home programs have been shown to be effective in a high quality
randomised controlled trial [26] and could allow an adequate dose of therapy to be achieved if accompanied
with a distributed block model of intervention. As little
as 15 minutes of home program practice four times per
week over an eight week block of therapy was shown to
be effective in improving functional goals and quality of
upper limb skills (Quality of Upper Extremity Skills
Test) [26]. It remains unclear whether a more intensive
model of upper limb training is superior to a distributed
standard care model augmented by a functionally focused home program to achieve a similar dosage of therapy to improve upper limb unimanual, bimanual and
individualized outcomes.
This current study proposes a hybrid model which will
sequentially combine modified constraint induced movement therapy (mCIMT) followed by intensive bimanual
training (called COMBiT) and compare this to a standard upper limb training model in a randomised trial. We
propose to compare the intensive group based COMBIT
model (one week of 30 hours of mCIMT followed by
one week of 30 hours of bimanual training of which 45
hours was direct and 10 hours of indirect upper limb
training) to standard care delivered in an individualised
and distributed model (standard occupational therapy
(OT); total dose 45 hours direct and indirect over 12
weeks) for improving outcomes as they pertain to activity and participation for children with congenital hemiplegia. Standard care for children with congenital
hemiplegia will be six weekly sessions of 1.5 hours of
OT provided in an individualised format (9 hours direct)
in combination with an individually designed home program delivered over a 12 week period (36 hours indirect
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training). Each approach, COMBiT or standard care may
follow intramuscular BoNT-A injections to the forearm
provided as part of standard clinical practice that is delivered to reduce forearm spasticity prior to upper limb
training.
We intend to determine if COMBiT is effective in providing a superior and lasting benefit, compared to standard therapy. As therapy programs are resource intensive
and time consuming it is important to determine if an
intensive program such as COMBiT is superior to standard distributed models of conventional therapy for improved and sustained outcomes. If the effects of COMBiT
are sustained and superior over a six month period this
could offer a cost effective, timely model of care. This
study has been funded by the National Health and Medical Research Council (NHMRC) of Australia (Project
Grant 1003887).

Methods and analyses
A matched pairs randomised comparison trial will be
conducted to evaluate whether a novel rehabilitation
model (COMBiT) will be more effective than conventional standard care (OT) for improving upper limb
function in children with congenital hemiplegia.
The primary hypothesis to be tested is:
H1 COMBiT will reduce activity limitations (improve
unimanual capacity and bimanual performance) to a
greater extent than standard care.
The secondary hypotheses are:
H2 Use dependent neuroplasticity and neurovascular
changes (fMRI) will be more extensive and retained for
a longer duration in children undertaking COMBiT
than those engaged in standard care.
H3 COMBiT will be more effective compared with
standard care to increase participation and enhance
quality of life.
Two broad aims will be addressed:
The primary aim of our study is to determine which
model of upper limb training leads to greater changes
in upper limb activity performance and whether
changes are maintained to six months post
intervention.
A secondary aim is to further our understanding of the
central neurovascular mechanisms underlying changes
in upper limb function according to the type of training
applied. Improving our understanding of the
mechanisms underpinning treatment efficacy is an
essential next step towards providing effective
treatment and sustained outcomes. In addition,

Boyd et al. BMC Neurology 2013, 13:68
http://www.biomedcentral.com/1471-2377/13/68

understanding the nature and timing of the brain lesion
and relationship to treatment response may assist with
effective allocation of resources.
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shunts, no uncontrolled epilepsy as the later would
be a confound.
Exclusion criteria

Ethical considerations

Full ethical approval has been obtained by the Medical
Ethics Committee of The University of Queensland
(2011000553), The Royal Children’s Hospital Brisbane
(HREC/11/QRCH/37) and The Cerebral Palsy League
Ethics Committee (CPL-2012-004). Trial registration has
been obtained with the Australian and New Zealand
Clinical Trials Registry: (ACTRN12613000181707). Informed, written consent will be obtained from all parents
or guardians and assent from participants (if 12 years of
age or older) before entering the trial.
Study sample and recruitment

Fifty children and youth with spastic hemiplegia aged 5–
16 years will be recruited across Queensland, Australia.
Potential study participants will be identified through a
population-based research database, which currently
comprises of over 1300 children with CP at the Queensland Cerebral Palsy and Rehabilitation Research Centre
(QCPRRC), the Queensland Cerebral Palsy Register
(QCPR), Queensland CP Health Service, Queensland
Cerebral Palsy League and advertising to Occupational
Therapists, Physiotherapists and Paediatricians at the
Royal Children’s Hospital, Brisbane and in the community. The recruitment process will target both publicly
funded services and private practitioners with the expectation that the sample will be representative of children with congenital hemiplegia.
Inclusion criteria

The study will include school aged children and youth:
(1) With a confirmed diagnosis of congenital
hemiplegia.
(2) Aged five to 16 years.
(3) Who have reduced upper limb function due to
predominant spasticity rather than dystonia.
(4) Who can provide sufficient co-operation and
cognitive understanding to participate in the
therapy activities.
For a subset of children performing the Advanced
Brain Imaging studies further inclusion criteria are:

i Sufficient co-operation to perform Advanced Brain
Imaging studies for 45 minutes.

ii No exclusions for 3 Tesla Magnetic Resonance
Imaging (3T MRI) including no metal implants, no

Participants will be excluded if they have:
(1) Fixed contracture or severe muscle spasticity in the
designated muscle groups.
(2) Previously undergone surgery in the upper limb
(UL).
(3) Received BoNT-A injections within six weeks prior
to baseline assessments.
Sample size

The primary basis for sample size calculation for this
study is adequate power for the primary hypothesis: H1
comparison between the functional effects of COMBiT
compared to standard care at 26 weeks. Based on data
from the previous study [25] a mean difference of 7
units (10% of the control group mean at baseline on the
Melbourne Assessment of Unilateral Upper Limb Function (MUUL) is proposed as the minimum difference
likely to have clinical implications [27,28]. We assume a
standard deviation of 9 units. Based on a comparison
with alpha = 0.05 and 80% power, 25 subjects in each
group (n=50) are required.
For H2, our previous upper limb has shown 90% success on 3 repeated fMRI scans [25]. Using 3T fMRI we
can see activation in the representative cortex for motor
studies with good signal to noise ratio. We allow for some
loss of information due to subject refusal (10%) and scans
where motion is a confounder (10%). With 40 participants
in an analysis of baseline to week 13 changes on fMRI, this
study will have 80% power to detect a difference between
groups of 0.9 SDs. If we consider the supplementary
motor area (SMA) given coefficients of variation (COV)
for control subjects performing motor tasks (COV of 11%
in PM1 and 35% in SMA) [29] and activation signal of
1.5%, we are able to detect differences in percentage activation levels over time as small as 0.47.
Randomisation

Following baseline assessments, children will be randomised within matched pairs to receive either COMBiT
or standard care. To maximise homogeneity of the sample and minimise group differences at baseline, matching
in pairs will be completed according to age (12 month
bands), gender, and Manual Ability Classification System (MACS) level [30]. Treatment allocation will be
recorded on a piece of folded paper inside a concealed
opaque envelope. Using a sequence of computergenerated random numbers the number “1” or “2” will
be allocated to each member of the pair. As each pair is
randomised, they will be allocated the next consecutive
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envelope, which will be opened by non-study personnel
who will read and record the treatment allocation. Study
personnel will be informed of group allocation.

Study procedure

Children will attend either the Royal Children’s Hospital
or The University of Queensland in Brisbane for baseline and follow up assessments. Children randomised to
COMBiT will participate in a two week day camp during school holidays commencing within one month of
baseline assessments. Participants randomised to standard care will be allocated a local therapist and individual
therapy sessions will commence within one month of
baseline assessments. The experimental design and outcome measures are depicted in Figure 1.

Study interventions

For the COMBiT day camp group, we plan to provide
treatment in groups of 10–15 children over ten days.
The initial five consecutive days will focus on mCIMT.
After a weekend, BIM will be provided for the next five
consecutive days. Therapy will comprise 45 hours direct
upper limb training and 10 hours of indirect training in
more general gross motor upper limb activities. COMBiT
will have a novel circus theme. This intensive COMBiT
therapy will be compared to standard care which involves
individually tailored therapy in a distributed model for 1.5
hours per week for six weeks. This involves six hours individual therapy with OT/PT and three hours of home program demonstration (nine hours direct UL therapy). The
home programs (completed by participants in their home/
community environment) will comprise 30 minutes daily

Eligible children: Children 5 to 16 years with congenital
hemiplegia and UL spasticity, not UL surgery prior to
baseline period. Recruited from the QCPRC/OCPRRC.
registers.
Expect to recruit
Not eligible or
30% of eligible
not interested.
No further
Screening Measures
contact.
Screening for eligibility criteria, goals
and upper limb function
Baseline (T1) Assessments (n=50)
Matched for age, gender, and UL
function
Randomisation
COMBiT (n=25)
Circus theme day camp in
groups 10-15 children
5.5hrs x 10 days = 45hrs
direct UL training & 10
hrs indirect.
5 consecutive days CIMT
(glove on unimpaired
hand) followed by 5
consecutive days BIM.
Total UL training hours =
45hrs

Standard Care (n=25)
Standard Occupational
Therapy and
Physiotherapy Care –
Individually tailored
therapy: 1.5hr week, 6
weeks & 3hrs home
program review = 9hrs
direct UL therapy
Home program: 30 mins
daily, 6 days/wk, 12
weeks = 36 hrs indirect
Total UL training hours =
45hrs

Primary endpoint (T2)
13 weeks

Follow up (T3)
26 weeks

Screening and Classification
Measures
PA
MACS
GMFCS
Baseline Measures (T1) 0 weeks
COPM
MUUL
AHA
JTTHF
BBT
LIFE-H
CPQoL – Parent
CPQoL – Child/Teen (9+ years)
CHEQ
DMQ - Parent
DMQ – Child/Teen
PSQ
Measures during intervention
PVQ
Motivation Likert Scales (therapist
completed)
Post camp interviews (COMBIT
only)
Post intervention outcomes (T2
and T3) 13 and 26 weeks
respectively
COPM
MUUL
AHA
JTTHF
BBT
LIFE-H
CPQoL – Parent
CPQoL – Child/Teen (9+ years)
CHEQ
DMQ - Parent
DMQ – Child/Teen

Key:AHA- Assisting Hand Assessment. BBT- Box and Blocks Test. CHEQ- Children’s Hand Use
Experience Questionnaire. CPQoL- Adult, Cerebral Palsy Quality of Life – Adult. CPQoL- Child,
Cerebral Palsy Quality of Life – Child. COPM- Canadian Occupational Performance Measure. DMQChild/Teen, Dimensions of Mastery Questionnaire – Child/Teen. DMQ– Parent, Dimensions of
Mastery Questionnaire – Parent. GMFCS – Gross Motor Function Classification System. JTTHFJebsen Taylor Test of Hand Function. LIFE-H- Assessment of Life Habits. MACS- Manual Ability
Classification System. MUUL- Melbourne Assessment of Unilateral Upper Limb Function. PAPhysical Upper Limb Assessment. SQ- Study Questionnaire. UL- Upper limb. PSQ- Triple P
Parenting Scale Questionnaire. PVQ- Pediatric Volitional Questionnaire

Figure 1 CONSORT flow chart for COMBiT trial.
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home practice six days/week for 12 weeks (36 hours indirect UL therapy). The COMBiT and the standard care programs will have the same dosages of upper limb therapy
(COMBIT: 45 hours direct UL training; Standard care
(SC): nine hours direct UL training and 36 hours indirect
UL therapy). They will differ by (i) delivery method (block,
group model versus distributed individualised model) (ii)
varied construct (mCIMT versus goal directed training)
and (iii) different environment.
(i) COMBIT: combined modified Constraint Induced
Movement Therapy & Bimanual training

In mCIMT, the unimpaired arm is constrained in an individually made glove and combined with intense practice of tasks to promote use of the impaired arm. In
BIM, equal use of both hands is trained by engaging in
bimanual tasks. During the mCIMT program, all therapeutic activities, circus activities, occupational tasks such
as preparation and cleaning up of activities and all mealtimes will be performed predominantly with the impaired
hand and the unimpaired hand will be constrained in a
glove. In situations where the task demands use of two
grasping hands, the participants will be required to cooperate with each other (in pairs) to complete the task
with their impaired hands. This will be followed in the
second week by an equal dose of BIM where bimanual use
of both hands during all therapeutic activities, circus activities and occupational tasks will be required.
COMBiT will be conducted over two weeks of the
school holidays in a “day camp model”. Participants will
attend a community facility “Flipside Circus” for six hours
a day, five days a week from 9am to 3pm. In total, 45
hours of the day camp program will directly target upper
limb training, and 10 hours will provide indirect use of the
UL in more general gross motor upper limb activities. For
both mCIMT and BIM training, the content will include
intensive activity based practice, circus activities as well as
self-care and recreational activities. The group will be led
and supervised closely by five to seven therapy staff to
achieve a ratio of one trainer to two children. Five core occupational therapists and one physiotherapist will plan
and lead all intervention groups. Daily grading of activities
and modification of tasks for the participants in each
group will be performed by the core therapists. Tasks and
activities will focus on reducing upper limb activity limitations identified at baseline assessment and target three occupational performance goals identified by the parents
and/or child. Planning activities for each group will require task analysis, and develop guidelines for grading to
challenge children with varying capabilities. Specific details of the content of the COMBiT weekly program contents are presented in Additional file 1: Table S1. Prior to
commencement of the daily program, staff will be briefed
and given specific tasks with written instructions outlining
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how each activity will be performed for the specific children they are supervising. Professional circus trainers will
lead the two hour circus workshops. The core therapy
team will meet with the circus trainers to design these
programs and at the end of each session to discuss and
modify the program as required and provide guidance to
grading of tasks for participants. A debriefing session for
the entire COMBiT group with staff members and separately for the staff and volunteers will be conducted at the
conclusion of each day. The core therapy team will also
meet daily to review individual participants’ goals and continually grade their program. A daily record of attendance
will be kept and anecdotal information from the day will
also be recorded.
(ii) Standard care upper limb rehabilitation

Standard care comprises an individualised and distributed model of occupational therapy upper limb training
which consists of six sessions of 1.5 hours of individual
direct therapy provided in a hospital or community setting over six weeks in combination with a 12 week home
program. The weekly 1.5 hour sessions comprise one hour
of direct therapy, and half an hour for home program development, demonstration and training with a total dose
of nine hours of direct therapy. Families will be provided
with a home program to practice goal areas for 12 weeks
from the commencement of individual therapy sessions
(30 minutes daily practice for six days/week for 12 weeks)
for a total dose 36 hours of indirect UL therapy for the
standard care group. The total anticipated therapy dose
for standard care including direct therapy and home program practice is 45 hours of training.
Concurrent therapies

During the study children will not be provided with any
additional concomitant upper limb treatments, such as
arm splinting, casting or additional upper limb training.
Children will return to their regular therapy programs at
the completion of the 13 week follow up assessments.
Documentation of concurrent therapy programs (ongoing,
additional therapy or interventions, change in spasticity
medications or lower limb interventions) will be recorded
at each follow up assessment as these would not be able
to be controlled over a six month period.
Study duration

Children will be recruited in blocks of 24 to 26 children
at six monthly intervals to enable sessional testing of fMRI
and training. The children will attend day camps during a
holiday period. Recruitment will take 12 months, as suitable candidates could be drawn from our QCPRRC register (n=180 potential children). Potential participants can
receive upper limb intramuscular BoNT-A injections prior
to study entry as part of clinical practice. Entry into the
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study will be delayed for six weeks post injection for those
whom have received intramuscular BoNT-A injections in
the forearm to reduce spasticity.
Measures
Classification measures

a) Manual Ability Classification system (MACs) The
MACS classifies the child’s ability to handle objects in
daily activities on one of five levels [30]. The MACs has
reported construct validity, and excellent inter-rater reliability (ICC=0.97 between therapists and 0.96 between
therapists and parents) [30]. Children in the study will
be MACS level I – III.
b) Gross Motor Function Classification System
(GMFCS) The GMFCS classifies the child’s ability to
carry out self-initiated movements related to sitting and
walking across five levels [31]. The GMFCS has strong
construct validity with the Gross Motor Function Measure (r=0.91) [32] and good inter observer reliability
between professionals and between professionals and
parents [33,34]. In this study sample of children with
hemiplegia, it is expected that all children in the sample
will be GMFCS level I or II.
c) Zancolli scale The Zancolli Scale [35] classifies severity of forearm alignment by measuring the contribution
of spasticity and muscle length in the wrist and finger
flexors in active wrist and finger extension. Three levels
range from I (minimal flexion spasticity, complete extension of fingers with wrist in neutral position or less than
twenty degrees of flexion) to III (severe flexion spasticity,
no extension of fingers even with maximal wrist flexion).
It is expected that participants will have either a Zancolli
score level I or II.
d) House functional classification scale The House
Functional Classification Scale [36] consists of nine
grades ranging from 0 (does not use) to 8 (full spontaneous use) to rate functional use of the impaired upper
limb.
e) Classification of the brain lesion The nature of the
brain lesion will be classified using Magnetic Resonance
Imaging (MRI) by a Child Neurologist. The classification
system to be used is based on the presumed timing and
nature of the insult that resulted in CP including both
genetic and non-genetic aetiologies such as cortical
malformations & hypoxic ischaemic injury [37,38]. Brain
lesion severity will be assessed using a structured scoring
proforma [39] based on the CH2 template [40], a highly
detailed single-subject T1 template in MNI space, which is
the international standard for brain mapping (International
Consortium of Brain Mapping - ICBM). Lesions will be
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transcribed onto the proforma and the following measures
obtained: number of (i) anatomical lobes involved, (ii)
number of slices on the template that were impaired and
(iii) size and distribution of the lesion measured by a total
lesion score.
Neurovascular measures

a) Whole-brain functional MRI studies We have previously used functional Magnetic Resonance Imaging
(fMRI) to examine functional reorganisation [41,42] and
have combined this with TMS to localise the (re)organisation of the motor cortex in children with CP [25]. Functional MRI or blood oxygen level dependent (BOLD)
contrast is a robust and non-invasive method of detection
of regional tissue changes in venous oxygenation in response to task related activation [43].
Functional imaging will be performed at 3 Tesla on a
Siemens MAGNETOM Trio MR scanner at the Centre
for Advanced Imaging (CAI), at the University of
Queensland. Use of 3T will reduce the time in the scanner for children and improve the resolution of data collected compared to 1.5T. To prepare for the real fMRI
scan all children will practice in a mock MRI scanner
using techniques that have achieved 90% compliance in
our earlier studies [25]. During scanning of their anatomical images, the children will be able to watch a
favourite video. Children will lie supine, with their head
immobilised with an immobilisation pad to minimise
head movement. In the scanner, children will perform
two motor tasks, simple active wrist extension at 2 Hz
and a complex motor task. These tasks are frequently
impaired in children with hemiplegia and most likely to
show a response to training. The motor paradigm will
consist of a 2-condition block design, visually cued via instructions projected on a screen. The baseline condition is
no movement. A recording of a metronome at 2 Hz will
provide an auditory cue for the rate of movement. Verbal
cues to commence and end the task will be given. The
task and rest periods are 30 seconds with the activation
cycle repeated four times.
Children with sufficient comprehension will also
complete an additional complex motor task in the scanner. This is a timing versus sequencing task performed
in a block design (two runs of six minutes each), where
the subject alternates between a block of single index
finger button pressing with a block of random sequences
of 3-finger button presses. For the sequence task, visual
cues of “123, 321, 213” numbers to denote a random sequence of pushing three buttons with their index, third
and fourth fingers with their dominant hand. This complex task is designed to differentiate activation in the
primary motor cortex and different aspects of the basal
ganglia circuit. The rationale behind the simple and
complex movement is based on previous studies that
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showed these movements are able to induce activation
of the motor cortex and basal ganglia circuits [44]. Notably increased complexity of finger movements increases activation of the basal ganglia circuit, and thus
provides an ideal model to utilise fMRI to locate function specific regions of the cortex associated with finger
movements.
An additional five minutes of resting-state fMRI will
also be collected for analysis of functional connectivity
immediately after the motor tasks. Tasks performed prior
to resting-state fMRI can influence functional connectivity
[45], so the resting-state data will be collected after the
motor paradigms have been completed to provide
consistency. The whole assessment will take no longer
than 50 minutes in the scanner. The actual movements
performed in the scanner will be rated for speed, the range
of motion actually performed, ability to isolate the movement and presence of mirror movements in the contralateral hand or general body movements for the active motor
task and the number and timing on correct button sequences in the complex motor task.
Functional MRI will be acquired using a BOLD acquisition sequence (Gradient-recalled-echo (GRE) echo-planar
imaging (EPI), Repetition Time (TR)=3.0s, Echo Time
(TE)=30 ms, Flip angle = 85°, Slice thickness=3 mm,
FOV=216 mm, 44 slices, 72 × 72 matrix yielding an inplane resolution of 3.0 mm × 3.0 mm). A single set of T2weighted anatomical, FLAIR and 3D T1 volumes will also
be collected. Functional MRI image processing, analysis
and visualisation will be performed using iBrain™ software
[41], SPM8 analysis software (Wellcome Department of
Imaging Neuroscience, London, UK) and the iBrain™ Analysis Toolbox for SPM [46].
Pre-processing of the fMRI images will include slicetiming correction using a temporal interpolation scheme
to estimate the response at the time of commencement
of each acquisition volume, motion correction (realignment) within session and nonlinear registration across
sessions for each participant, and spatial normalisation
to the standard Montreal Neurological Institute (MNI)
template supplied with SPM. In the realignment step,
images within a session will be aligned to a single target
image within that time series to minimise the effects of
participant motion between scans. The target selected by
iBrain™ is the image whose within-brain centre-of-mass
is located closest to the median of all images in that time
series. Target images from each session of a subject will
then be non-linearly spatially normalised to a subjectspecific space in an iterative fashion in a manner similar
to that described in Wilson & Abbott et al. [47] to ensure unbiased registration of images across sessions; this
step is designed to correct, as far as practicable, nonlinear image distortions that may differ from session to
session. The step will be undertaken within subject
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rather than directly to the standard template to maximise the fidelity of within-subject registration. The mean
of the within subject registered images will then be
spatially normalised to the standard MNI template. Because many participants have large lesions, spatial normalisation to the MNI template will be undertaken
using only an affine transform. In practice, the image
transformations derived in each step described above
will first be combined and then applied in one step to
minimise resampling artefact when writing the final images. The spatially normalised image data will be
smoothed with an isotropic Gaussian kernel at least
twice the voxel size to fulfill the assumptions of Gaussian random field theory (RFT). Using generalized linear
models (GLMs), statistical parametric maps will be
computed for each session of each subject. Temporal
autocorrelation will be modeled using a white noise
and autoregressive AR(1) model within SPM. Motion
correction parameters will be included as covariates of
no interest. Details regarding the specific implementation of the GLM and RFT by SPM are available elsewhere [48]. Gross motion will be removed using scannulling regressors that account for all the variance in
the motion-affected scan and the following three scans
(to avoid possible T1 effects) [49]. Gross motion will be
defined as motion exceeding 0.5 mm from one scan to
the next, as heuristically this appears to sufficiently
mitigate the confound in functional connectivity studies where the effect can be the most confounding [50].
Due to the heterogeneity in lesion location and size
across participants, group analysis of intra-participant
change in activation will be undertaken using a region
of interest approach with the assistance of iBrain™
software. Laterality of regions will be quantitatively
assessed using a method adapted from [51].
b) Diffusion imaging acquisition and white matter
fibre tracking In addition to a number of standard
radiological scans (T1, T2, FLAIR and 1 mm isotropic
MPRAGE structural scan), diffusion-weighted images suitable for tractography studies will be acquired using a fully
optimised single-shot, spin-echo echo-planar diffusion sequence. Diffusion weighted MRI data will be acquired to
probe microstructural changes in white matter tracts delineated using tractography. The diffusion weighted data
will be acquired using a 64-directional single-shot spinecho echo-planar imaging sequence with the following
imaging parameters: TR/TE 9500/116 ms; acquisition
matrix 128 × 128 with field of view 30 × 30 cm (resulting
in an in-plane resolution of 2.35 × 2.35 mm); 60 axial
slices of thickness 2.5 mm; 64 non-collinear diffusion encoding directions; b-value 3000 s/mm2. The total imaging
time for this sequence is 10 minutes. To reduce image distortions, an acceleration factor of 2 will be used, and a
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field map will be acquired to assist in the correction for
residual distortions.
White matter fibre orientation distributions will be estimated using constrained spherical deconvolution [52]
using MRtrix software [53], which allows the resolution
of crossing fibres which is critically important for fibretracking [54]. Whole brain probabilistic tractography will
be carried out using MRtrix. White matter pathways will
be extracted using cortical and subcortical target regions
identified in an automated fashion from high-resolution
structural images using freesurfer (http://surfer.nmr.mgh.
harvard.edu/). Alterations in white matter microstructure
within these pathways will be assessed using traditional
diffusion tensor imaging (DTI) metrics - including fractional anisotropy (FA) and mean diffusivity (MD) - as well
as the novel apparent fibre density (AFD) measure [55]
which takes into account the presence of crossing fibres.
Tractography will be used to delineate individual pathways
as described previously [56-58], and for connectivitybased parcellation [59,60]. Changes in white matter microstructure within delineated pathways following therapy
will be assessed.
Body functions and structures

The positive features of the upper motor neurone (UMN)
syndrome will be measured at baseline to grade the severity of impairment in each group and to compare severity
between the groups. Passive range of motion will be
assessed primarily for the impaired shoulder, elbow, forearm, wrist flexors, fingers and thumb adductors using
goniometry [61]. Spasticity will be measured using the
Modified Tardieu Scale [62] at fast velocity in the forearm
agonists and the Modified Ashworth Scale [63,64] in the
same muscle groups.
The negative features of the UMN syndrome will be
measured to describe the sample and to analyse their
impact on outcome as a co-variate. Each test will be
performed in both the impaired (hemiplegic limb) and unimpaired (hand writing limb) to compare sensory function
between limbs. The following aspects of sensory impairment will be measured:
(i.) Stereognosis. will be assessed on the impaired
and unimpaired limbs using the approach
originally described by Feys [65]. Stereognosis
was assessed according to a protocol using two
sets of nine common objects, three familiar
objects (key, spoon and peg) and six similar
paired objects (button/coin, paperclip/safety pin
and pen/pencil) [66]. With vision occluded,
children will be presented with each item. A
corresponding set of items will be used to allow
children to identify the object in order to
minimise any errors due to correct naming of the
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object. Scores ranged on a scale between 0–9,
where participants scoring below 9/9 were
considered to have impaired stereognosis [67].
(ii.) Moving two point discrimination (M2PD) will be
measured using the Disk-criminator® (Baltimore,
Maryland) on both the impaired and unimpaired
limbs. Either one or two points will be randomly
applied in continuous moving firm contact
longitudinally to the pulp of the index finger with
vision occluded [68]. The minimum distance
participants can usually distinguish between two
discrete points ranges from 2 mm (normal) to 15
mm (poor) [66,69].
(iii.) Texture Tactile Perception will be tested using the
AsTex perspex board that displays tactile gratings
of reducing tactile discrimination index [70].
Starting at the “rough” end of the board,
movement of the child’s index finger, then thumb,
then fifth finger will be guided by the examiner
along the board at a constant speed in a
standardized manner. Children will be instructed
to stop immediately when the board feels smooth
(gratings became too close together to determine
their separation). Each point will be recorded, with
the final outcome the average of three trials for
each digit. The averaged scores will be converted
to the tactile discrimination index for each finger
using the chart available with the test kit.
(iv.) Grip strength will be measured using a hand held
dynamometer (Smedley, Takei Scientific
Instruments Co Ltd). Grip strength will be
measured for the average of three attempts on the
impaired and unimpaired limbs (kilograms force,
Kgf ) [71].
(v.) Mirror movements will be assessed and scored in
each hand on the side of the body unintentionally
performing the movement during three unimanual
UL tasks: (i) rapid tapping of the index finger on
the distal thumb, (ii) alternating supination and
pronation of the forearm and (iii) repetitive
alternate touching of each fingertip to the tip of
the thumb of the same hand, in order.
Participants will be videotaped and scored on a
four point scale ranging from no clearly
imitative movements to movement equal to that
of the intended hand with a possible total score
ranging from 0-12 [72].

Primary outcomes

There will be a primary outcome measure for upper limb
bimanual co-ordination (the Assisting Hand Assessment)
and unimanual capacity (The Melbourne Assessment of
Unilateral Upper limb Function).
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a) Bimanual performance
(i) Assisting Hand Assessment (AHA)
The AHA is a Rasch analysed measure of
bimanual hand performance [73]. The AHA is a
performance measure and examines the
effectiveness with which a child with a unilateral
impairment spontaneously or typically uses their
impaired hand in bimanual activities [73]. The
test yields a range of scores between 22 and 88
which are subsequently scaled by transforming
the total raw score to a percentage and range
from 25 to 100. Conversion of these ordinal
scores into logits (log odds probability units) which
are equal interval measures is possible through
Rasch analysis. Inter-rater and intra rater reliability
is high for summed scores (ICC 0.98 and ICC 0.99
respectively). There are three versions of the AHA;
small kids, school kids and an adolescent version.
Test-retest reliability is high for small kids and
school kids (ICC 0.99 and 0.98 respectively.) The
AHA has demonstrated it is responsive to change
in many clinical studies [16,22,24,74,75]. Reliability
studies yielded a smallest detectable difference
(SDD) of 3.89 raw scores for the small kids and
3.65 raw scores for the school kids version [76].
For this study, the AHA will be scored by two
certified raters whom will be masked to group
allocation and order of assessment. Scores will be
transformed into logits for ease of interpretation.
b) Unimanual capacity
i. The Melbourne assessment of Unilateral Upper
Limb function (MUUL)
The MUUL measures both upper limb
impairment and quality of upper limb function
[77]. It is designed for children aged 5–15 years
with CP, and consists of sixteen criterionreferenced items measuring aspects of reach,
grasp, release and manipulation. A set of scoring
criteria for each item examines the quality of
range of motion, accuracy, fluency and dexterity.
The maximum possible raw score is 122, and raw
scores are computed into percentage scores.
Inter-rater and intra-rater reliability for the
MUUL is very high for total test scores (ICC 0.95
and 0.97 respectively) and moderate to high for
individual items (ICC 0.69 – 0.91). Test-retest
reliability is high for total test scores and
moderate to high for items [28]. The MUUL has
good internal consistency (Cronbach’s alpha
α=0.96) [28]. Construct and content validity for
the MUUL was established during test
development [77]. Previous results of a reliability
study found a change of 12% for intra-rater
reliability and 14% for inter-rater reliability was
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required to suggest a clinically significant effect
[77]. More recent studies investigating reliability
suggested the smallest detectible difference
ranged from 7.4% [78] to 8.7% [79]. The MUUL
has recently undergone Rasch analysis and
unidimensionality of the scale was not confirmed
[80]. Four distinct subscales were identified
however, with only preliminarily evidence; it
remains unclear whether any of the subscales will
be better able to detect change following UL
intervention [80]. Establishment of intra-rater
reliability for the COMBiT study will be
conducted to determine the SDD and define
children who achieve a significant clinical
response. The MUUL will be videotaped in
accordance with the manual guidelines and will
be later scored by an experienced occupational
therapist masked to group allocation and order of
assessment.
Secondary outcomes
Unimanual capacity

i. Jebsen Taylor Test of Hand Function (JTTHF)
The JTTHF measures unilateral speed and dexterity
on timed tasks [81]. The test measures speed and
accuracy of performance on various complexities of
grasp and release. The original test was designed and
validated in adults and typically developing children
and has been modified to exclude the writing task
and reduced the maximum allowable time of each of
the remaining six tasks to two minutes when utilised
in children with congenital hemiplegia [25,75,82,83].
The JTTHF has been shown to be responsive to
change due to an intervention [74]. There are
concerns regarding the stability of test-retest
performance in the unimpaired limb [74,75,82,83].
The test retest reliability and concurrent validity of
the JTTHF with the Box and Blocks Test in children
with congenital hemiplegia will be determined as
part of the COMBiT study.
ii. Box and Blocks Test (BBT)
The BBT is a measure of gross manual dexterity
[84]. It was initially developed specifically for use in
adults with cerebral palsy the test comprises of a
wooden box (53.7 cm × 25.4 cm) which is divided
by a 15.2 cm high partition to form two equal
compartments. 150 coloured wooden blocks all
2.5 cm in size are placed in one compartment. The
participant is required to transfer as many blacks
from one compartment to the other in 60 seconds.
The score is the number of wooden blocks
transferred in one minute [84,85]. Concurrent
validity of the BBT is supported by a good
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correlation with the Minnesota Rate of
Manipulation Test (r=0.91) and the General
Aptitude Test Battery, Part 10 (r=.86). Inter rater
reliability of the BBT was r = 1.00 and r = 0.999 for
the right and left hands respectively. The reported
test-retest reliability of the BBT (at six months) is
ρ = 0.976 and 0.937 for right and left hands
respectively [84]. Norms for 6–19 year olds are
available [84].
Bimanual performance

(i) Children’s Hand-Use Experience Questionnaire
(CHEQ)
The CHEQ is a Rasch analysed questionnaire for
children and youth (6 to 18 years) that examines
their experience of using their impaired hand during
bimanual activities [86]. Participants are required to
answer twenty nine questions related to bimanual
activities and identify their level of independence
and whether one or two hands are used to complete
the task. Three scales of perceived efficacy of grasp,
time taken to complete the activity and degree of
feeling of being bothered doing the activity are also
rated for each of the bimanual activities. Summary
scores for the questions can be generated, but for
participants in a research trial, raw data will be
transformed into logit scores by the test developers
[86]. The CHEQ has not yet been used in clinical
trials, and its sensitivity to change will be examined
as part of the COMBiT study.
Participation outcomes

(i) Assessment of Life Habits (LIFE-H for children
version 1.0)
The LIFE-H® [87] is designed for children aged 5 to
13 years and measures life habits in home, school
and neighbourhood environments [87]. It is a
questionnaire completed by the parent/caregiver
about the child. The long form consists of 197 items
divided into 12 categories and includes regular
activities (eating meals, communication, and
mobility) and social roles. A weighted score ranging
from 0 to 10 is generated for each category and
overall total. Construct validity was established
during test development [87] and criterion validity
with strong correlations between the LIFE-H and
PEDI and Functional Independence Measure for
Children (WeeFIM) are reported [88]. Adequate to
excellent internal consistency (Cronbach’s α = 0.73 –
0.90 for categories, 0.97 for daily activities and 0.90
for social roles), intra-rater (ICC = 0.83 – 0.95 for
daily activities), inter-rater (ICC = 0.8 – 0.91 for

Page 11 of 17

daily activities and 0.63 – 0.9 for social roles) and
test-retest reliability (ICC = 0.73 for total score)
have been established [89]. Four categories,
reflecting the particular areas of difficulty in hand
use and independence in daily life typically
experienced by children with hemiplegia, will be
evaluated in this study including nutrition
(eg. mealtime activities), personal care (eg. dressing),
education and recreation.
Quality of life outcomes

(i) The Cerebral Palsy Quality of Life questionnaire for
children (CPQOL-child)
The CPQOL will be used to investigate quality of life
from the perspectives of parents (CPQOL Primary
Caregiver Questionnaire) and from the children
themselves (children and youth of nine years or
older- the CPQOL Child Report Questionnaire) [90].
The CPQOL-Child is a condition specific measure
across seven broad domains of quality of life: social
wellbeing and acceptance, functioning, participation
and physical health, emotional wellbeing, access to
services, pain and impact of disability and family
health. Psychometric properties of the CPQOL are
excellent with Cronbach’s α ranges from 0.74-0.92
(parent proxy report) and 0.80-0.90 (child self
report) [91]. Adequate test re-test reliability (ICC =
0.76-0.89) is reported with moderate correlations
with the CHQ, KIDSCREEN, and GMFCS. The
CPQOL-teen version for youth 14–18 years has
adequate correlations with a generic QOL
instrument for both parent report (r = 0.40-0.46)
and teen self report (r = 0.58-0.68) [92,93].
Individualised occupational performance goals

(i) Canadian Occupational Performance Measure
(COPM):
The COPM is a standardised individualised, client
centred measure that evaluates client’s selfperception of occupational performance over time
[94]. Participants identify areas of difficulty in
everyday occupational performance across the
domains of self-care, leisure and productivity and
rate their performance and satisfaction for each
problem on a scale from one to 10 [94]. An average
score for performance and satisfaction is calculated.
There is good evidence of construct, content and
criterion validity [95-97]. The retest reliability of the
performance and satisfaction scores on the COPM is
high (ICC = 0.76-0.89) [98,99]. The COPM has
demonstrated responsiveness to change in paediatric
clinical trials [100,101] with a 2 point change on
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COPM performance reported as being clinically
significant [94]. In the present study, the COPM will
form the basis of goal setting for therapy. The
COPM will be administered by one of the study
occupational therapists. Children aged 8 years and
older will be encouraged to identify three to five
goals and rate their perceived level of performance
and satisfaction on the 10-point scale in
collaboration with their primary caregivers. For
younger children or those with intellectual
impairment, parent/caregivers will complete the
COPM with input from their child.
Environmental measures

(i) Study questionnaire
A study questionnaire has been developed to
capture demographic information that has been
shown in the literature to influence a child’s
outcomes. Information will be collected on child’s
age and gender, socio-economic status, family
structure and supports, family income and current
involvement in rehabilitation programs.

(ii)The Parenting Scale
The Parenting Scale [102] is a 30-item questionnaire
measuring three dysfunctional parenting styles:
laxness (permissive, inconsistent discipline); overreactivity (harsh, emotional, authoritarian discipline
and irritability); and verbosity (lengthy verbal
responses) [103]. All 30 items are scored on a seven
point scale, with low scores indicating good
parenting practices and high scores indicating
dysfunctional parenting. The Parenting Scale will be
completed by the primary caregiver during baseline
assessments and an overall measure of laxness, over
reactivity and verbosity will be calculated. The total
scaled score (the sum of all items divided by 30) will
be used as the primary measure of parenting style in
analyses. The Parenting Scale has demonstrated
adequate internal consistency (α’s for subscales
ranging from 0.78 to 0.85), good test-retest reliability
(r = 0.84 for the total score), an ability to
discriminate parents of clinic versus non-clinic
children, and correlations with observed parenting
style and child behaviour [102-104].
Motivation

(i) The Dimensions of Mastery Questionnaire (DMQ)
The DMQ provides a primary caregiver’s and child’s
self-perceptions of mastery motivation [105]. It
consists of 45 items across seven subscales and two
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aspects of mastery motivation. Instrumental mastery
focuses on persistence with tasks and includes the
subscales of object-oriented persistence, gross motor
persistence, social persistence with adults and social
persistence with peers. Expressive mastery comprises
subscales of negative reactions to failure and mastery
pleasure. The final subscale, competence, is
considered a separate construct which measures the
child’s ability to master tasks relative to peers [105].
The DMQ takes approximately 15 minutes to
complete and will be administered with both
children and their primary caregivers according to
standard administration procedures. This involves
rating each of the 45 items on a five point scale
ranging from 1=not at all typical to 5=very typical.
Three is considered to be average for a typically
developing child of the same age. Higher scores are
considered to represent higher levels of motivation
[105]. To assist with understanding in the younger
age group (5 to 7 years) children may be prompted
with ‘smiley faces’ representative of the scores 1=not
at all typical through to 5=very typical. Seven
individual subscale scores are calculated by
summation of items in the subscale and dividing by
the number of items to obtain an average score
between 1 and 5. A total persistence score between
1 and 5 can be calculated from the average of the
four instrumental subscales. A total mastery
motivation score between 1 and 5 can also be
calculated based on the average of the four
instrumental subscales and the mastery pleasure
subscale. The DMQ total motivation score (average
of the four instrumental subscales and mastery
pleasure) will be used as the primary measure of
motivation as the DMQ total motivation score is
representative of the child’s overall motivational
predisposition including both instrumental and
expressive mastery motivation. Individual DMQ
subscale scores will be examined in secondary
analyses. Test construction and clinical utility of the
DMQ is satisfactory. The DMQ has high item
internal consistency with Cronbach’s α‘s greater than
0.74 [105]. Test retest reliability for parents of
preschool aged children is reported as high with
ICC’s between 0.74 and 0.82 on instrumental
subscales. Total score ICC’s are 0.76 with a standard
error of measurement (SEM) of 7.31 [106].
Construct validity is strong with clear factorial
evidence for scales on principal component analysis
[106]. The psychometric properties and clinical
utility of this measure have recently been evaluated
as part of a systematic review of measures of
motivation in school aged children with a physical
disability or motor delay [107]. The test retest
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reliability of DMQ parent proxy report in school
aged children will be investigated as part of this
study.
(ii)The Pediatric Volitional Questionnaire (PVQ)
The PVQ is an observational assessment whereby
the child’s volition is scored according to motivation
and mastery behaviours observed during different
activities [108]. This requires therapy sessions to be
videotaped so that the child’s motivation and
mastery behaviours when faced with therapy tasks of
varying challenge can be observed. The PVQ has a
four point scoring system where 1=passive through
to 4=spontaneous. A mean level of volition ranging
between 1 and 4 is calculated by summing all scores
and dividing by the number of items (i.e. 14). The
methodological quality of psychometric studies for
the PVQ is poor based on very small samples sizes.
Within these studies, the PVQ demonstrated
adequate evidence for construct and criterion
validity with Rasch analysis identifying good item
spread (−0.96 to 1.34 logits) and no misfitting items
[109]. Mean difficulty of items (0.00±0.66) and mean
ability of participants (0.68±0.99) was well spread
[109]. Reliability of the PVQ was weak with evidence
of poor inter rater reliability (rater separation 4.11)
[109]. For this project, the PVQ will be rated by the
same rater. The psychometric properties and clinical
utility of the PVQ measure will be evaluated as part
of this study.
Therapist observations and evaluation

Therapist observations and evaluation of the child’s engagement, participation, persistence, task direction and
task pleasure will occur during therapy sessions. This requires therapists to complete two Likert scales on task
persistence and affect at the end of each therapy session.
To assist in completing these scales the therapist will observe the following behaviours during sessions:
a. Persistence with a challenging problem, skill or task.
Observation of the amount of task directed – is
important in evaluating persistence. Greater
persistence indicates greater mastery behaviour –
which includes trying successfully or unsuccessfully to
solve the problem or master the task motivation [110].
b. Embracing rather than avoiding challenge. Choosing
challenging tasks in preference to easy ones indicates
greater mastery motivation [110].
c. Displays of positive affect (smiling, pleasure, pride)
associated with persistence. Positive displays of
mastery (task) pleasure indicate higher levels of
motivation [110].
d. Prematurely requesting help and avoiding challenges
which indicate lower mastery motivation [110]
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e. Any negative reactions and emotional responses to
failure.
At the end of every therapy session therapists will evaluate the most common or predominant motivational behaviour observed. This will be measured on two scales:
i. The Task Directed and Persistence Scale: determines
on a scale of 1 to 9 how task directed, persistent,
goal focused and motivated a child was during the
therapy sessions
ii. The Child’s Affect Scale: determines on a scale of 1
to 9 the level of positive affect demonstrated by a
child during therapy sessions.
Post intervention interviews

The above measures will be supplemented with individual semi structured interviews post training to identify
experiences of children participating in COMBiT, to gain
insights into their experience of the day camp. Video
footage of training sessions will be presented to facilitate
interviews and discussions with children and their primary caregivers. Interviews will be videorecorded and
transcribed verbatim.
Blinding

Functional MRI data will be qualitatively analysed by
neurologists masked to group allocation. Paediatric neurologists with fMRI training will independently rate
scan quality (0–5), region of activation, change over
time and patterns of reorganisation. Data for AHA and
MUUL will be rated from videos masked to order and
group allocation.
Adverse events

Any minor and major events associated with intramuscular BoNT-A injections prior to the training study or
due to either training model will be screened at 2 weeks
by open-ended questions. If temporary weakness occurs
following intramuscular BoNT-A injections, this can be
addressed during the training programs. Any adverse
events or unintended effects detected will be reviewed
by a Rehabilitation Physician.
Statistical analyses

Analysis will follow standard principles for RCTs, using
two-group comparisons on all participants on an intentionto-treat basis. Primary analyses will include all evaluable
data. Sensitivity analyses will use imputation techniques to
account for potential bias as a consequence of nonignorable missing data during follow-up. The primary comparison H1 at 6 months will be based on the AHA and
MUUL scores and will be between treatment groups using
generalized linear models, with terms included to account
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for matching and, potentially, confounding variables such
as baseline unimanual capacity. Secondary analyses will use
similar methods to compare the outcomes between groups
for participation (domains of LIFE-H) and QOL (domains
of CP-QOL). Where continuous data exhibit skewness not
overcome by transformation, non-parametric methods
(e.g. Mann–Whitney U Test) will be used for simple
comparisons.
For H2: The magnitude of central neurovascular
changes between groups will be determined using quantitative analysis of fMRI statistical parametric maps will
be performed using iBrain™: regions of interest will be
delineated for each individual (primary motor cortex
PM1, supplementary motor area (SMA), and ipsilateral
motor cortex (PM1ipsi) and active voxels in those regions will be counted. These data will be compared for
each region over time using generalised estimating
equations approach. In subjects where mirror movements did not occur, lateralisation between ipsilateral
and contralateral PM1 will be assessed using an objective approachCIC#188 to determine the incidence and
magnitude of brain reorganisation. Statistical significance will be at p<0.05.

Discussion
This paper presents the background and design for a
matched pairs randomized trial comparing an intensive
block of combined mCIMT and BIM training (COMBIT)
to a distributed standard care model of upper limb rehabilitation for children with congenital hemiplegia. To
our knowledge this is the first study to directly compare
the density of upper limb training, a block of intense
COMBiT compared to an equal dose of a distributed
model of individualised training. Furthermore, we will
be evaluating the outcomes of the intervention program
across all domains of the ICF using valid and reliable
measurement tools.
Additional file
Additional file 1: Table S1. COMBIT weekly program example.

Abbreviations
CP: Cerebral palsy; CIMT: Constraint induced movement therapy;
BIM: training Bimanual training; UL: Upper limb; MUUL: Melbourne
Assessment of Unilateral Upper Limb Function; AHA: Assisting Hand
Assessment; JTTHF: Jebsen Taylor Test of Hand Function; COPM: Canadian
Occupational Performance Measure; LIFE-H: Assessment of Life Habits;
CPQOL: Child Cerebral Palsy Quality of Life Questionnaire for Children;
FMRI: Functional Magnetic Resonance Imaging; ICF: International
Classification of Functioning, Disability and Health.

Competing interests
The authors declare they have no competing interests.

Page 14 of 17

Authors’ contributions
RB is the chief investigator and together with JZ and LS designed and
established this research study. RB, LS and JZ were responsible for the
particular therapy contents. RB, LS, JZ and LM were responsible for ethics
applications and reporting. RB, LS, LM, and JB were responsible for
recruitment, data collection and implementation of the studies. DFA, RB, SR
were responsible for the design, implementation, data collection, analysis of
the Advanced Brain Imaging studies. RB, JZ, LS, will take lead roles on
preparation of publications on the clinical outcomes of the study and RB,
DFA, RC and SR will take lead roles on the neuroscience publications from
the study. All authors have read and approved the final manuscript.
Acknowledgements
National Health and Medical Research Council of Australia for Project grant:
NHMRC 1003887 (RB, JZ, DFA, RM, SR); NHMRC Scholarship (LM); UQRS (LM),
NHMRC Career Development Fellowship (RB, 1037220), NHMRC TRIP
Fellowship (LS, 1036183).
Funding statement
This work was supported by the National Health and Medical Research
Council for a Project Grant (NHMRC 1003887), a Career Development
Fellowship (RB, 1037220), TRIP Fellowship (LS, NHMRC 1036183), a post
graduate NHMRC scholarship (LM, 1039832), a University of Queensland
Research Scholarship (LM); and the Mayne Bequest and University of
Queensland Foundation for financial support.
Author details
1
Queensland Cerebral Palsy and Rehabilitation Research Centre, School of
Medicine, Faculty of Health Sciences, The University of Queensland, Brisbane,
Australia. 2Children’s Allied Health Research, Royal Children’s Hospital
Herston, Brisbane, Australia. 3School of Health and Rehabilitation Sciences,
The University of Queensland, Brisbane, Australia. 4School of Psychology &
Queensland Brain Institute, The University of Queensland, Brisbane, Australia.
5
CSIRO, ICT Australian e-Health Research Centre, Royal Brisbane and
Women's Hospital, Centre for Clinical Research, The University of Queensland,
Brisbane, Queensland, Australia. 6Brain Research Institute, Florey Institute of
Neuroscience and Mental Health (Melbourne Brain Centre, Austin Hospital),
Victoria, Australia. 7Queensland Children’s Medical Research Institute, The
University of Queensland, Brisbane, Queensland, Australia. 8School of
Population Health, The University of Queensland, Brisbane, Australia.
9
Department of Developmental Neuroscience, Stella Maris Scientific Institute,
Pisa, Italy. 10Department of Medicine, The University of Melbourne, Victoria,
Australia. 11Department of Neurology, Austin Health, Heidelberg, Victoria,
Australia. 12Department of Radiology, The University of Melbourne,
Victoria, Australia.
Received: 18 April 2013 Accepted: 19 June 2013
Published: 28 June 2013
References
1. Stanley F, Blair E, Alberman E: Cerebral palsies: Epidemiology and causal
pathways. London: Mac Keith; 2000.
2. Wiklund LM, Uvebrant P: Hemiplegic cerebral palsy. Correlation between
CT morphology and clinical findings. Dev. Med & Child Neurology 1991,
33:512–523.
3. Sakzewski L, Boyd R, Ziviani J: Clinimetric properties of participation
measures for 5- to 13-year-old children with cerebral palsy: a systematic
review. Dev. Med. & Child Neurology 2007, 49:232–240.
4. Sakzewski L, Ziviani J, Boyd R: Systematic review and meta-analysis of
therapeutic management of upper limb dysfunction in children with
congenital hemiplegia. Pediatrics 2009, 123:E1111–E1122.
5. Taub E, Ramey SL, DeLuca S, Echols K: Efficacy of constraint-induced
movement therapy for children with cerebral palsy with asymmetric
motor impairment. Pediatrics 2004, 113:305–312.
6. Wolf S, Winstein C, Miller J, Taub E, Uswatte G, Morris D, Giuliani C, Light K,
Nichols-Larsen D: Effect of constraint-induced movement therapy on
upper extremity function 3 to 9 months after stroke. JAMA 2006,
296:2095–2104.
7. Taub E, Griffin A, Uswatte G, Gammons K, Nick J, Law CR: Treatment of
congenital hemiparesis with pediatric constraint-induced movement
therapy. J Child Neurol 2011, 26:1163–1173.

Boyd et al. BMC Neurology 2013, 13:68
http://www.biomedcentral.com/1471-2377/13/68

8.

9.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

Deluca SC, Case-Smith J, Stevenson R, Ramey SL: Constraint-induced
movement therapy (CIMT) for young children with cerebral palsy: Effects
of therapeutic dosage. J Pediatr Rehabil Med 2012, 5:133–142.
Charles JC, Wolf SL, Schneider JA, Gordon AM: Efficacy of a child-friendly form
of constraint-induced movement therapy in hemiplegic cerebral palsy: a
randomized control trial. Dev Med & Child Neurology 2006, 48:635–642.
Gordon AM, Hung YC, Brandao M, Ferre CL, Kuo HC, Friel K, Petra E,
Chinnan A, Charles JR: Bimanual training and constraint-induced
movement therapy in children with hemiplegic cerebral palsy: a
randomized trial. Neurorehab and Neural Repair 2011, 25:692–702.
Sakzewski L, Ziviani J, Abbott DF, Macdonell RA, Jackson GD, Boyd RN:
Randomized trial of constraint-induced movement therapy and
bimanual training on activity outcomes for children with congenital
hemiplegia. Dev Med Child Neurol 2011, 53:313–320.
Xu K, Wang L, Mai J, He L: Efficacy of constraint-induced movement
therapy and electrical stimulation on hand function of children with
hemiplegic cerebral palsy: a controlled clinical trial. Disabil Rehabil 2012,
34:337–346.
Facchin P, Rosa-Rizzotto M, Visona Dalla Pozza L, Turconi AC, Pagliano E,
Signorini S, Tornetta L, Trabacca A, Fedrizzi E: Multisite trial comparing the
efficacy of constraint-induced movement therapy with that of bimanual
Intensive training in children with hemiplegic cerebral palsy: post
intervention results. Is J of Phys Med and Rehab 2011, 90:539–553.
Rostami HR, Malamiri RA: Effect of treatment environment on modified
constraint-induced movement therapy results in children with spastic
hemiplegic cerebral palsy: a randomized controlled trial. Disabil Rehabil
2012, 34:40–44.
Al-Oraibi S, Eliasson AC: Implementation of constraint-induced movement
therapy for young children with unilateral cerebral palsy in Jordan: a
home-based model. Disabil Rehabil 2011, 33:2006–2012.
Eliasson AC, Shaw K, Berg E, Krumlinde-Sundholm L: An ecological
approach of Constraint Induced Movement Therapy for 2-3-year-old
children: a randomized control trial. Research in Dev. Disabilities 2011,
32:2820–8.
Hsin YJ, Chen FC, Lin KC, Kang LJ, Chen CL, Chen CY: Efficacy of constraintinduced therapy on functional performance and health-related quality
of life for children with cerebral palsy: a randomized controlled trial.
J of Child Neurology 2012, 27:992–999.
Smania N, Aglioti SM, Cosentino A, Camin M, Gandolfi M, Tinazzi M, Fiaschi
A, Faccioli S: A modified constraint-induced movement therapy (CIT)
program improves paretic arm use and function in children with
cerebral palsy. Euro J Physical & Rehab Med 2009, 45:493–500.
Wallen M, Ziviani J, Naylor O, Evans R, Novak I, Herbert RD: Modified
constraint-induced therapy for children with hemiplegic cerebral palsy: a
randomized trial. Dev Med & Child Neuro 2011, 53:1091–1099.
Chen CL, Kang LJ, Hong WH, Chen FC, Chen HC, Wu CY: Effect of
therapist-based constraint-induced therapy at home on motor control,
motor performance and daily function in children with cerebral palsy: a
randomized controlled study. Clin Rehabil 2013, 27:236–245.
Lin KC, Wang TN, Wu CY, Chen CL, Chang KC, Lin YC, Chen YJ: Effects of
home-based constraint-induced therapy versus dose-matched control
intervention on functional outcomes and caregiver well-being in
children with cerebral palsy. Res Dev Disabil 2011, 32:1483–1491.
Aarts PB, Jongerius PH, Geerdink YA, van Limbeek J, Geurts AC:
Effectiveness of modified constraint-induced movement therapy in
children with unilateral spastic cerebral palsy: a randomized controlled
trial. Neurorehabil Neural Repair 2010, 24:509–518.
De Brandão Brito M, Mancini MC, Vaz DV, Pereira de Melo AP, Fonseca ST:
Adapted version of constraint-induced movement therapy promotes
functioning in children with cerebral palsy: a randomized controlled
trial. Clin Rehabil 2010, 24:639–647.
Case-Smith J, DeLuca SC, Stevenson R, Ramey SL: Multicenter randomized
controlled trial of pediatric constraint-induced movement therapy:
6-month follow-up. Am J Occup Ther 2012, 66:15–23.
Boyd R, Sakzewski L, Ziviani J, Abbott DF, Badawy R, Gilmore R, Provan K,
Tournier JD, Macdonell RA, Jackson GD: INCITE: a randomised trial
comparing constraint induced movement therapy and bimanual training
in children with congenital hemiplegia. BMC Neurol 2010, 10:4.
Novak I, Cusick A, Lannin N: Occupational therapy home programs for
cerebral palsy: double-blind, randomized, controlled trial. Pediatrics 2009,
124:e606–e614.

Page 15 of 17

27. Johnson LM, Randall MJ, Reddihough DS, Oke LE, Byrt TA, Bach TM:
Development of a clinical assessment of quality of movement for
unilateral upper-limb function. Dev Med Child Neurol 1994, 36:965–973.
28. Randall M, Carlin JB, Chondros P, Reddihough D: Reliability of the
Melbourne Assessment of Unilateral Upper Limb Function. Dev Med Child
Neurol 2001, 43:761–767.
29. Loubinoux I, Carel C, Alary F, Boulanouar K, Viallard G, Manelfe C, Rascol O,
Celsis P, Chollet F: Within-session and between-session reproducibility of
cerebral sensorimotor activation: a test-retest effect evidenced with
functional magnetic resonance imaging. J Cereb Blood Flow Metab 2001,
21:592–607.
30. Eliasson AC, Krumlinde-Sundholm L, Rosblad B, Beckung E, Arner M, Ohrvall
AM, Rosenbaum P: The Manual Ability Classification System (MACS) for
children with cerebral palsy: scale development and evidence of validity
and reliability. Dev Med Child Neurol 2006, 48:549–554.
31. Palisano RJ, Rosenbaum P, Walter S, Russell D, Wood EP, Galuppi BE:
Development and reliability of a system to classify gross motor function
in children with cerebral palsy. Dev Med Child Neurol 1997, 39:214–223.
32. Palisano RJ, Hanna SE, Rosenbaum PL, Russell DJ, Walter SD, Wood EP, Raina
PS, Galuppi BE: Validation of a model of gross motor function for children
with cerebral palsy. Phys Ther 2000, 80:974–985.
33. Morris C, Galuppi BE, Rosenbaum PL: Reliability of family report for the
gross motor function classification system. Dev Med Child Neurol 2004,
46:455–460.
34. Morris C, Kurinczuk JJ, Fitzpatrick RB, Rosenbaum PL: Reliability of the
manual ability classification system for children with cerebral palsy.
Dev Med Child Neurol 2006, 48:950–953.
35. Zancolli E: Surgical management of the hemiplegic spastic hand in
cerebral palsy. Surg Clin N Am 1981, 61:395–406.
36. House J, Gwathmey F, Fidler M: A dynamic approach to the thumb-in
palm deformity in cerebral palsy. Evaluation and results in fifty-six
patients. J of Bone & Jt Surgery 1981, 63:216–225.
37. Barkovich AJM, Kuzniecky RIM, Jackson GDM, Guerrini RM, Dobyns WBM:
Classification system for malformations of cortical development: update
2001. Neurology 2001, 57:2168–2178.
38. Krägeloh-Mann I, Helber A, Mader I, Staudt M, Wolff M, Groenendaal F,
DeVries L: Bilateral lesions of thalamus and basal ganglia: origin and
outcome. Dev Med & Child Neuro 2002, 44:477–484.
39. Guzzetta A, Sinclair K, Clarke D, Boyd RN: A novel semi-quantitative scale
for classification of brain MRI for children with cerebral palsy. Dev Med &
Child Neuro 2010, 52:74.
40. Holmes CJ, Hoge R, Collins L, Woods R, Toga AW, Evans AC: Enhancement
of MR Images Using Registration for Signal Averaging. J of Computer
Assisted Tomography 1998, 22:324–333. March/April.
41. Abbott D, Jackson G: iBrain™ — Software for analysis and visualisation of
functional MR images. Neuroimage 2001, 13:S59.
42. Briellmann RS, Abbott DF, Caflisch U, Archer JS, Jackson GD: Brain
reorganisation in cerebral palsy: a high-field functional MRI study.
Neuropediatrics 2002, 33:162–165.
43. Logothetis N, Pauls J, Augath M, Trinath T, Oeltermann A:
Neurophysiological investigation of the basis of the fMRI signal.
Nature 2001, 412:150–157.
44. Lehéricy S, Bardinet E, Tremblay L, Van de Moortele P-F, Pochon J-B, Dormont
D, Kim D-S, Yelnik J, Ugurbil K: Motor control in basal ganglia circuits using
fMRI and brain atlas approaches. Cereb Cortex 2006, 16:149–161.
45. Waites AB, Stanislavsky A, Abbott DF, Jackson GD: The effect of prior
cognitive state on resting state networks measured with functional
connectivity. Hum Brain Mapp 2005, 24:59–68.
46. Abbott DF, Masterton RAJ, Waites AB, Bhaganagarapu K, Pell GS, Harvey MR,
Sharma GJ, Jackson GD: The iBrain™ Analysis Toolbox for SPM. Canada: In
Proceedings of the 17th Annual Meeting of the Organisation for Human
Brain Mapping; Quebec City; 2011. 364 WTh. (available at www.brain.org.au/
software).
47. Wilson SJ, Abbott DF, Lusher D, Gentle EC, Jackson GD: Finding your voice:
a singing lesson from functional imaging. Hum Brain Mapp 2011,
32:2115–2130.
48. Frackowiak R, Friston K, Frith C, Dolan R, Price C, Zeki S, Ashburner J, Penny
W: Human Brain Function. 2nd edition. San Diego: Academic Press; 2003.
49. Lemieux L, Salek-Haddadi A, Lund TE, Laufs H, Carmichael D: Modelling
large motion events in fMRI studies of patients with epilepsy.
Magn Reson Imaging 2007, 25:894–901.

Boyd et al. BMC Neurology 2013, 13:68
http://www.biomedcentral.com/1471-2377/13/68

50. Power JD, Barnes KA, Snyder AZ, Schlaggar BL, Petersen SE: Spurious but
systematic conditions in functional connectivity MRI networks arise from
subject motion. Neuroimage 2012, 59:2141–2154.
51. Abbott DF, Waites AB, Lillywhite LM, Jackson GD: fMRI assessment of
language lateralization: an objective approach. Neuroimage 2010,
50:1446–1455.
52. Tournier J, Calamante F, Connelly A: Robust determination of the fibre
orientation distribution in diffusion MRI: non-negativity constrained
super-resolved spherical deconvolution. Neuroimage 2007, 35:1459–1472.
53. Tournier JD, Calamante F, Connelly A: MRtrix: Diffusion tractography in
crossing fiber regions. Int J Imaging Syst Technol 2012, 22:53–66.
54. Farquharson S, Tournier JD, Calamante F, Fabinyi G, Schneider-Kolsky M,
Jackson GD, Connelly A: White matter fiber tractography: why we need to
move beyond DTI. J Neurosurg 2013, 6:1367–1377.
55. Raffelt D, Tournier JD, Rose S, Ridgway GR, Henderson R, Crozier S, Salvado
O, Connelly A: Apparent Fibre Density: a novel measure for the analysis
of diffusion-weighted magnetic resonance images. Neuroimage 2012,
59:3976–3994.
56. Rose S, Guzzetta A, Pannek K, Boyd R: MRI structural connectivity,
disruption of primary sensorimotor pathways, and hand function in
cerebral palsy. Brain Connectivity 2011, 1:309–316.
57. Rose S, Pannek K, Bell C, Baumann F, Hutchinson N, Coulthard A,
McCombe P, Henderson R: Direct evidence of intra- and
interhemispheric corticomotor network degeneration in amyotrophic
lateral sclerosis: an automated MRI structural connectivity study.
Neuroimage 2012, 59:2661–2669.
58. Rose S, Rowland T, Pannek K, Baumann F, Coulthard A, McCombe P,
Henderson R: Structural hemispheric asymmetries in the human
precentral gyrus hand representation. Neuroscience 2012, 210:211–221.
59. Behrens TE, Johansen-Berg H, Woolrich MW, Smith SM, Wheeler-Kingshott
CA, Boulby PA, Barker GJ, Sillery EL, Sheehan K, Ciccarelli O, et al: Noninvasive mapping of connections between human thalamus and cortex
using diffusion imaging. Nat Neurosci 2003, 6:750–757.
60. Pannek K, Mathias JL, Bigler ED, Brown G, Taylor JD, Rose S: An automated
strategy for the delineation and parcellation of commissural pathways
suitable for clinical populations utilising high angular resolution
diffusion imaging tractography. Neuroimage 2010, 50:1044–1053.
61. Boyd RN: The central and peripheral effects of botulinum toxin A in children
with cerebral palsy. Melbourne, Australia: PhD Thesis, School of
Physiotherapy, Faculty of Health Sciences Library. La Trobe University; 2004.
62. Boyd R, Graham H: Objective measurement of clinical findings in the use
of botulinum toxin type A for the management of children with cerebral
palsy. Eur J Neurol 1999, 6:S23–S35.
63. Ashworth B: Preliminary trial of carisoprodol in multiple sclerosis.
Practitioner 1964, 192:540–542.
64. Bohannon R, Smith M: Interrater reliability of a modified Ashworth scale
of muscle spasticity. Phys Ther 1987, 67:206–207.
65. Feys H, Klingels K, Desloovere K, Huenaerts C, Eyssen M, Molenaers G, De
Cock P: Reliability of a clinical assessment of sensory function for the
upper limb in children with hemiplegic cerebral palsy. Dev Med & Child
Neuro 2005, 47:20.
66. Auld ML, Boyd RN, Moseley GL, Ware RS, Johnston LM: Impact of tactile
dysfunction on upper-limb motor performance in children with
unilateral cerebral palsy. Arch of Phys Med & Rehab 2012, 93:696–702.
67. Klingels K, De Cock P, Molenaers G, Desloovere K, Huenaerts C, Jaspers E,
Feys H: Upper limb motor and sensory impairments in children with
hemiplegic cerebral palsy. Can they be measured reliably? Disabil Rehabil
2010, 32:409–416.
68. Mackinnon S, Dellon A: Two-point discrimination tester. J of Hand Surgery
American 1985, 10A:906–907.
69. Gordon A: Relation between clinical measures and fine manipulative
control in children with hemiplegic cerebral palsy. Dev Med & Child Neuro
1999, 41:586–591.
70. Miller KJ, Phillips BA, Martin CL, Wheat HE, Goodwin AW, Galea MP: The
AsTex®: clinimetric properties of a new tool for evaluating hand
sensation following stroke. Clin Rehabil 2009, 23:1104–1115.
71. Mathiowetz V, Weber K, Volland G, Kashman N: Reliability and validity of
grip and pinch strength evaluations. J of Hand Surgery American 1984,
9:222–226.
72. Woods BT, Teuber HL: Mirror movements after childhood hemiparesis.
Neurology 1978, 28:1152–1158.

Page 16 of 17

73. Krumlinde-Sundholm L, Eliasson A: Development of the Assisting Hand
Assessment: a Rasch-built measure intended for children with unilateral
upper limb impairments. Scandanavian J of Occ Th 2003, 10:16–26.
74. Eliasson AC, Krumlinde-sundholm L, Shaw K, Wang C: Effects of constraintinduced movement therapy in young children with hemiplegic cerebral
palsy: an adapted model. Dev Med & Child Neuro 2005, 47:266–275.
75. Gordon AM, Schneider JA, Chinnan A, Charles JR: Efficacy of a hand-arm
bimanual intensive therapy (HABIT) in children with hemiplegic cerebral
palsy: a randomized control trial. Dev Med & Child Neuro 2007, 49:830–838.
76. Holmefur M, Aarts P, Hoare B, Krumlinde-Sundholm L: Retest and alternate
forms reliability of the Assisting Hand Assessment. Stockholm, Sweden: PhD
Thesis. Karolinska Univeristy; 2009.
77. Randall M, Johnson I, Reddihough D: The Test Administration Manual:
Melbourne Assessment of Unilateral Upper Limb Function. Melbourne: Royal
Childrens Hospital; 1999.
78. Sakzewski L, Ziviani J, Boyd RN: Best responders after intensive upper-limb
training for children with unilateral cerebral palsy. Arch of Phy Med &
Rehab 2011, 92:578–584.
79. Klingels K, De Cock P, Desloovere K, Huenaerts C, Molenaers G, Van Nuland
I, Huysmans A, Feys H: Comparison of the Melbourne Assessment of
Unilateral Upper Limb Function and the Quality of Upper Extremity Skills
Test in hemiplegic CP. Dev Med & Child Neuro 2008, 50:904–909.
80. Randall M, Imms C, Carey L: Further evidence of validity of the Modified
Melbourne Assessment for neurologically impaired children aged 2 to 4
years. Dev Med & Child Neuro 2012, 54:424–428.
81. Taylor N, Sand P, Jebsen R: Evaluation of hand function in children.
Arch of Phys Med & Rehab 1973, 54:129–135.
82. Charles JC, Gordon AM: Development of hand-arm bimanual intensive
training (HABIT) for improving bimanual coordination in children with
hemiplegic cerebral palsy. Dev Med & Child Neuro 2006, 48:931–936.
83. Eliasson A, Shaw K, Ponten E, Boyd R, Krumlinde-Sundholm L: Feasibility of
a day-camp model of modified constraint induced movement therapy
with and without Botulinum Toxin A injections for children with
hemiplegia. Phys & Occ Therapy in Pediatrics 2009, 29:311–333.
84. Mathiowetz V, Federman S, Wiemer D: Box and blocks test of manual
dexterity: Norms for 6–19 year olds. Can J Occup Ther 1985, 52:241–245.
85. Mathiowetz V, Volland G, Kashman N, Weber K: Adults norms for the box
and blocks test of manual dexterity. Am J Occup Ther 1985, 39:386–391.
86. SkÖLd A, Hermansson LN, Krumlinde-Sundholm L, Eliasson A-C: Development
and evidence of validity for the Children’s Hand-use Experience
Questionnaire (CHEQ). Dev Med & Child Neuro 2011, 53:436–442.
87. Fougeyrollas P, Noreau L, Lepage C: Assessment of Life, Habits Children Long
Form. Quebec, Canada: RIPPH/INDCP: Reseau international surr le Procenous
de production du handicap/ International Network on the Disability Creation
Process; 2002. http://www.indcp.qc.ca/assessment-tools/introduction/life-h.
88. Noreau L, Lepage C, Boissiere L, Picard R, Fougeyrollas P, Mathieu J,
Desmarais G, Nadeau L: Social participation in children with cerebral
palsy: measurement issues and applications. Dev Med & Child Neuro 2004,
45:43–44.
89. Noreau L, Lepage C, Boissiere L, Picard R, Fougeyrollas P, Mathieu J,
Desmarais G, Nadeau L: Measuring participation in children with
disabilities using the assessment of life habits. Dev Med & Child Neuro
2007, 49:666–671.
90. Waters E, Davis E, Boyd R, Reddihough D, Mackinnon A, Graham H, Lo S,
Wolfe R, Stevenson R, Bjornson K: Cerebral Palsy Quality of Life Questionnaire
for Children (CP QOL-Child) Manual. Melbourne, Australia: McCaughey Centre,
The University of Melbourne; 2006. http://www.cpqol.org.au.
91. Waters E, Davis E, Mackinnon A, Boyd R, Graham HK, Kai Lo S, Wolfe R,
Stevenson R, Bjornson K, Blair E, et al: Psychometric properties of the
quality of life questionnaire for children with CP. Dev Med & Child Neuro
2007, 49:49–55.
92. Davis E, Mackinnon A, Davern M, Boyd R, Bohanna I, Waters E, Graham HK,
Reid S, Reddihough D: Description and psychometric properties of the CP
QOL-Teen: A quality of life questionnaire for adolescents with cerebral
palsy. Res Dev Disabilities 2013, 34:344–352.
93. Davis E, Shelly A, Waters E, Davern M: Measuring the quality of life of
children with cerebral palsy: comparing the conceptual differences and
psychometric properties of three instruments. Dev Med & Child Neuro 2009.
94. Law M, Baptiste S, Carswell A: McColl M, Polatajko HJ, Pollock N: Canadian
Occupational Performance Measure. 3rd edition. Ottawa, Ontario: CAOT
Publications; 2005.

Boyd et al. BMC Neurology 2013, 13:68
http://www.biomedcentral.com/1471-2377/13/68

Page 17 of 17

95. Dedding C, Cardol M, Eyssen I, Dekker J, Beelen A: Validity of the Canadian
occupational performance measure: a client-centred outcome
measurement. Clin Rehabil 2004, 18:660–667.
96. Law M, Polatajko HJ, Pollock N, McColl M, Carswell A, Baptiste S: Pilot
testing of the Canadian Occupational Performance Measure: clinical and
measurement issues. Canadian J of Occ Therapy 1994, 61:191–197.
97. McColl M, Paterson M, Davies D, Doubt L, Law M: Validity and community
utility of the Canadian Occupational Performance Measure. Canadian J of
Occ Therapy 2000, 67:22–30.
98. Cup E, Reimer W, Thijssen M, van Kuyk-Minis M: Reliability and validity of
the Canadian Occupational Performance Measure in stroke patients.
Clin Rehabil 2003, 17:402–409.
99. Sewell L, Singh S: The Canadian Occupational Performance Measure: is it
a reliable measure in clients with chronic obstructive pulmonary
disease? British J of Occ Therapy 2001, 64:305–310.
100. Lowe K, Novak I, Cusick A: Low-dose/high-concentration localized
botulinum toxin A improves upper limb movement and function in
children with hemiplegic cerebral palsy. Dev Med & Child Neuro 2006,
48:170–175.
101. Wallen M, O' Flaherty SJ, Waugh MCA: Functional outcomes of
intramuscular botulinum toxin type A and occupational therapy in the
upper limbs of children with cerebral palsy: a randomized controlled
trial. Arch of Phys Med and Rehabilitation 2004, 88:1–10.
102. Arnold DS, O'Leary SG, Wolff LS, Acker MM: The Parenting Scale: a
measure of dysfunctional parenting in discipline situations. Psychol Assess
1993, 5:137–144.
103. Rhoades KA, O'Leary SG: Factor Structure and Validity of the Parenting
Scale. J of Clinical Child & Adolescent Psychology 2007, 36:137–146.
104. Freeman AR, Decourcey W: Further analysis of the discriminate vailidity of
the parenting scale. J of Psychopathology and Behavioural Assessment 2007,
29:169–176.
105. Morgan GA, Busch-Rossnagel NA, Barrett KC, Wang J: The Dimensions of
Mastery Questionnaire (DMQ): a manual about its development, psychometrics,
and use. USA: Colorado State University; 2009.
106. Igoe D, Peralta C, Jean L, Vo S, Yep LN, Zabjek K, Wright FV: A pilot
evaluation of the test-retest score reliability of the Dimensions of
Mastery Questionnaire in preschool-aged children. Infants & Young
Children 2011, 24(3):280–291. July-Sept.
107. Miller L, Ziviani J, Boyd RN: A systematic review of clinimetric properties
of measurements of motivation for children aged 5–16 years with a
physical disability or motor delay. Phys & Occ Therapy in Pediatrics 2013.
early online.
108. Basu S, Kafkes A, Schatz R, Kiraly A, Kielhofner G: A user's manual for the
Pediatric Volitional Questionnaire. 21st edition. Chicago: Model of Human
Occupation Clearinghouse, Department of Occupational Therapy, University
of Illinois of Chicago; 2008.
109. Andersen S, Kielhofner G, Lai J: An examination of the measurement
properties of the Pediatric Volitional Questionnaire. Phys Occup Ther
Pediatr 2005, 25:39–57.
110. Morgan GA, Busch-Rossnagel NA, Barrett KC, Wang J: The Dimensions of
Mastery Questionnaire (DMQ): a manual about its development, psychometrics,
and use. Fort Collins: Colorado State University; 2009:78. [cited 2011 Aug 10].
Available from: https://sites.google.com/a/rams.colostate.edu/
georgemorgan/mastery-motivation.
doi:10.1186/1471-2377-13-68
Cite this article as: Boyd et al.: COMBIT: protocol of a randomised
comparison trial of COMbined modified constraint induced movement
therapy and bimanual intensive training with distributed model of
standard upper limb rehabilitation in children with congenital
hemiplegia. BMC Neurology 2013 13:68.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

