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Abstract

The motor skills of patients with spinal muscular atrophy, type | (SMA-I) are very limited. It is
difficult to quantify the motor abilities of these patients and as a result there is currently no
validated measure of motor function that can be utilized as an outcome measure in clinical trials of
SMA-1. We have developed the Children’s Hospital of Philadelphia Infant Test of Neuromuscular
Disorders (“CHOP INTEND?”) to evaluate the motor skills of patients with SMA-1. The test was
developed following the evaluation of 26 infants with SMA-I mean age 11.5 months (1.4-37.9
months) with the Test of Infant Motor Performance and The Children’s Hospital of Philadelphia
Test of Strength in SMA, a newly devised motor assessment for SMA. Items for the CHOP
INTEND were selected by an expert panel based on item mean and standard deviation, item
frequency distribution, and Chronbach’s alpha. Intra-rater reliability of the resulting test was
established by test—retest of 9 infants with SMA-I over a 2 month period; Intraclass correlation
coefficient (ICC) (3,1) = 0.96. Interrater reliability was by video analysis of a mixed group of
infants with neuromuscular disease by 4 evaluators; ICC (3,4) = 0.98 and in a group of 8 typically
developing infants by 5 evaluators ICC (3,5) = 0.93. The face validity of the CHOP INTEND is
supported by the use of an expert panel in item selection; however, further validation is needed.

© 2009 Elsevier B.V. All rights reserved.
"Corresponding author. Tel.: +1 610 892 7768; fax: +1 215590 9162. glanzmana@email.chop.edu (A.M. Glanzman).
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The CHOP INTEND is a reliable measure of motor skills in patients with SMA-I and
neuromuscular disorders presenting in infancy.

Keywords

Outcome measure; SMA,; Spinal muscular atrophy; SMA type |; Assessment; Motor assessment;
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1. Introduction

Spinal Muscular Atrophy (SMA, OMIM 253300) is a neurodegenerative disorder of motor
neurons presenting usually in infancy and childhood, with an incidence of approximately 14
of every 100,000 live-born infants [1]. Homozygous deletion of the gene for this autosomal
recessive disorder, SMINL1, is responsible for the disease [2], while a near-identical
homologue copy, SMNZ2, rescues an otherwise lethal phenotype. The normal SMN1 gene
product, full length SMN protein, is important in RNA metabolism and is expressed in
peripheral nerve and muscle. Due to a critical difference in SMNZ2 at the exon 7 splice site, a
reduced amount of full length protein is translated [3]. The number of copies of SMN2
correlates in general with the functional status of SMA [4] and targeted treatment strategies
are focused on increasing the amount of the normal SMN protein [5].

The classification of clinical types of SMA is dependent upon age of onset and maximal
level of motor function achieved [6,7]. Patients with SMA type | (SMA-I) are infants
diagnosed usually by 6 months of age who never achieve independent sitting. Those with
SMA type Il (SMA-I1I) present usually between six and eighteen months of age and achieve
sitting but never walk independently. Those who achieve independent ambulation have
either SMA type 111 (SMA-III), presenting usually after eighteen months of age, or SMA
type IV (SMA-IV), which presents after age 30 years. Due to progressive muscle weakness,
loss of this maximal level of function occurs over time, for example, a SMA-II child who
loses the ability to sit can act functionally as an infant with SMA-I. This loss of function is
more rapid for SMA-1 and is more indolent for SMA-II and 111 and correlates also with
general morbidity and mortality [8,9]. In patients with SMA-I1I or -111, some gain of motor
function can be observed early after onset of the disease, a result of ongoing hormal motor
development in children of their age, although the disease is progressive later on
nevertheless SMA patients exhibit a wide range of motor function which from very weak
infants who are unable to sit to teenagers who are able to play sports. This creates a
significant challenge in designing quantitative motor assessments to evaluate these patients
and necessitates scales that are specific to their unique motor behaviors and age related
cognitive development. In particular, patients with SMA-I have posed significant obstacles
to motor testing because of their limited repertoire of motor behaviors, limited tolerance to
handling and fragile medical state [10]. Clinical trials in SMA-I requires such a scale for
demonstrating change in motor status. Our prior work in this area identified the absence of
an ideal motor scale for this population [10]. This lead us to develop a new motor function
scale for weak infants and young children, targeting SMA-1 and other similar neuromuscular
disorders.

In the initial stages of this project we reviewed existing motor scales for infants and selected
for evaluation those having a high proportion of items likely to be useful in patients with
SMA-I1. These included the Neurological Assessment of the Preterm and Full-term Newborn
Infant [11], the Alberta Infant Motor Scale [12], The Peabody Developmental Motor Scales
11 [13], the Bayley Scales of Infant Development [14], and the Test of Infant Motor
Performance (TIMP) [15]. From among these tests many items were not well tolerated and
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did not effectively capture the motor repertoire of SMA-I (unpublished observations, AMG
and RSF). The TIMP was selected as the best test measure among this group that would best
reflect motor skill in this population. While being examined in a pilot study, the TIMP was
selected as an outcome measure for the AMSMART riluzole trial for SMA-I[16]. As a part
of this trial the reliability of the TIMP was established [10]. Yet there were several limiting
issues, discussed below, which prompted us to explore a more ideal item set for this
population.

2. Methods

2.1. Test development

Development of the CHOP INTEND was performed in three parts. In the first part, we
designed several new test items to capture specific targeted motor skills that are clinically
significant for the SMA-I population and developmentally appropriate for infants, but where
no items existed in the TIMP or The Peabody Developmental Motor Scales 11 to reflect
those skills. These new items were combined with selected items from the TIMP. Both
observational and elicited motor activity is captured. Behavioral state of the infant was
captured using the Brazelton Neonatal Behavior Assessment Scale, to identify whether
response to specific test items was state-dependent [17]. We termed the pilot version of the
test The Children’s Hospital of Philadelphia Test of Strength in SMA (CHOP TOSS). In the
second part we administered the full TIMP, the fine motor section of the Peabody
Developmental Motor Scales 11 and the CHOP TOSS. Then, in the third part, each item from
the TIMP and CHOP TOSS was examined for its clinical utility in capturing a salient aspect
of motor activity; redundant items were eliminated and the items were reordered from least
to most difficult and stressful to the infant. Scoring for each item was revised to a uniform
0-4 scale: no response (0), minimal (1), partial (2), nearly full (3) and complete (4) level of
response. An approach for item selection, which combined descriptive statistics and an
expert panel, has been previously reported [18] and was used to identify which items best
met the objectives of motor assessment scale for very weak infants. This newer version was
designed to meet five main goals: (1) to be applicable for both weak infants and older
children having an infant’s repertoire of motor skills (2) to be useful in a broad variety of
neuromuscular disorders presenting in infancy or early childhood, in addition to SMA-1 (3)
to be administered in a short period of time and can be tolerated by weak infants (4) be
responsive to change over time and (5) capture both increase and decrease in motor function
without a ceiling or floor effect in the SMA-1 population. The development process was
designed to assure that the resulting test measure would contain items that are internally
consistent and reliable when used in the target population of SMA-I. This resulted in
construction of a new test measure, which we have named the “CHOP INTEND” to
represent The Children’s Hospital of Philadelphia Infant Test of Neuromuscular Disorders

(Fig. 1).

Population—A group of 26 infants with typical clinical features of SMA-I and genetic
confirmation were evaluated on the full TIMP and CHOP TOSS and a subset of these
patients were tested on the fine motor section of the Peabody Developmental Motor Scales
I. Mean age was 11.5 months (1.4-37.9 months). Four cases had missing age data.

Statistical analysis—The initial step in the data analysis from the assessment of 26
infants with SMA-1 used the Cronbach’s alpha test. This is a test of internal consistency
among grouped data where a value of greater than 0.70 generally demonstrates that items
relate well with one and other [19]. In this way, the items are identified that most reflect the
motor skills and strength that the tests were designed to evaluate. Items that showed lower
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alphas were interpreted to be independent of gross motor development and strength and this
was used as a guide for item selection.

The second step in the review process was to select items based on the potential that they
would contribute to the sensitivity of the final test in infants with SMA-I. The mean and
standard deviations were calculated for each of the items. The mean item score of each item
was used to determine which items were clearly too easy or too difficult for this population
and to assure that the range of items would reflect the skills demonstrated by the full range
of infants in our cross sectional sample. Many items had low means, with a large proportion
of subjects scoring the minimum score of 0, reflecting this set of subjects’ motor skills. The
frequency distribution was also used to assure that both difficult and easy items were
included, providing assurance that the final test would not have a floor or ceiling effect. In
addition items that demonstrated a primarily bimodal distribution and might not best
contribute to the sensitivity of the final test were identified and avoided. The standard
deviation was used with the frequency distribution to evaluate the potential sensitivity of
each item. Items with a high standard deviation demonstrate a larger spread of scores in our
cross sectional sample. These items, when included in the final test, provided greater
potential to differentiate among subjects with different levels of motor ability. In this way a
set of items that captured the entire range of skills in a representative cross-sectional
population had the best likelihood of being sensitive to change over time in the context of
illustrating disease progression or response to drug treatment. Cut scores were established as
a guide for item selection for each of the statistical measures and an expert panel (AMG,
RSF, EM, EB, MM, EM, SM) was established to select and edit the final item set based their
clinical experience and each items statistical profile.

The intraclass correlation coefficient (ICC) was used to assess the inter- and intra-rater
reliability of the CHOP INTEND scale. Three populations were used for this analysis the
first was a group of 10 SMA-I patients where intra-rater reliability was established. The
second was a group of 9 infants with a mixture of neuromuscular diagnoses including SMA-
I, myotubular myopathy, infant botulism, nemaline myopathy, and central core myopathy
where interrater reliability was established. The third group was a group of 8 typically
developing infants ranging in age from 36 weeks gestation to 8 months of age. These
subjects were evaluated by five evaluators.

3.1. Test development

The Cronbach’s alpha, standard deviation, item mean, and item frequency distribution were
used to guide item selecton. By using Cronbach’s alpha, the TIMP was narrowed from 42 to
27 items and the CHOP TOSS items were narrowed from 12 to 9 items. Next the standard
deviation was applied and the TIMP items were narrowed to 21 items and the CHOP TOSS
was narrowed to 8 items. The mean and the frequency distribution of each item was then
reviewed by our expert panel to assure that the full range of severity was covered in the final
item set so that both difficult and easy items were selected to minimize the chance that the
final test would suffer from a ceiling or floor effect. The items underwent a final editing
process. Some items were combined and the scoring reordered with the goal of decreasing
the stress on the subject (placing the least stressful items first), minimizing the impact of
developmental issues, and extending the range of each item to best reflect the range of
performance of our sample population of SMA-I. The first two observational items were
adaptations of several of the observational item on the TIMP and represent a combination of
the observational finger and ankle movement items and the kicking items. The handgrip
item was the result of combining the traction response item originally adapted from the
Neurological Assessment of the Preterm and Full-term Infant with the grasp item we had
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developed for the CHOP TOSS. Three of the TIMP items (#22, 23 and 24) captured
adjoining portions of the SMA sample population based on the frequency distribution and
were combined to form the “head in midline” item in the INTEND (#4). The four elicited
rolling items (#28-31) were kept largely intact from the TIMP with only minor adaptation.
The knee extension and the shoulder flexion in sitting (#10, 8) and sidelying (#7) items were
retained from the CHOP TOSS. The placing item (#9) was adapted to remove the reflexive/
developmental component. The head control item in the INTEND (#12) reflects a
combination of several of the head control and head rotation items from the TIMP (#15-17).
The scoring of the head control item was adapted and the criteria reordered to eliminate the
stress of placing the head in extension or flexion when the infants head control is limited.
Finally, the pull to sit, Landau and Galant items on the INTEND (#13-16) were adapted
from their descriptions on the Neurological Assessment of the Pre-term and Full-term Infant,
TIMP and the CHOP TOSS. Two of the items (INTEND #11, 16) were reworked to
diminish the impact of developmental and reflexive behaviors and allow the scoring of
active goal directed movement in the older patient. In this way the item set was narrowed
from the full 42 item TIMP and 12 item CHOP TOSS to the final 16 items. Two items from
the CHOP TOSS (#6, 12) were eliminated as they proved less informative and six items
from the TIMP were added (#15, 22, 28-31), These final 16 selected items were then
reordered to limit position change and to place the items most likely to cause irritability
toward the end of the final version of the CHOP INTEND.

By including items with both active and elicited reflexive movement we aimed to construct
a test that reflected the strength of the infant, which is the primary impairment in SMA-I,
and not biased, defined or limited by neurodevelopmental status. Each item is constructed to
capture the movement of one body segment against another or against gravity. It is the
strength of the related muscle groups and the ability to move the body segment that creates
the basis for this test. At each developmental level these movements might be reflexive,
spontaneous, or goal directed and in each instance reflects the presence of sufficient muscle
strength and endurance to fully, partially or minimally complete the item.

3.2. Reliability

Intra-rater reliability was established by test retest over a 2-month period by the same
evaluator (AMG) in a group of 9 infants with SMA-I. Interclass correlation coefficient
(ICC) (3,1) was 0.96. The interrater reliability was established by evaluating 10 infants with
a variety of neuromuscular diseases. Because of the fragility of our patient population and
the tendency toward fatigue we chose to have one evaluator administer the CHOP INTEND
on video and then have four evaluators score the INTEND by video tape without knowledge
of the other evaluators scores. Interclass correlation coefficient (3,4) of 0.98 used to
establish reliability. Finally we establish the interrater reliability in a group of 8 typically
developing subjects evaluated by five evaluators, ICC (3,5) was 0.93.

4. Discussion

Patients with neuromuscular disease present unique challenges in motor assessment. These
patients typically have limited tolerance to handling or positioning because of poor
respiratory reserve and difficulty in handling secretions. Infants with SMA-I often do not
tolerate the prone position due to respiratory compromise secondary to their reliance on
diaphragmatic breathing and abdominal expansion for inspiration. Patients that present in
infancy often have a severely limited repertoire of motor skills and as a result a limited set of
movements on which to base an assessment. Many current infant motor assessments rely
heavily on prone and head control items and, as a result, examination with many of these
existing standardized assessments is poorly tolerated. These evaluations are unsatisfactory
because of the respiratory demands of a lengthy assessment or the positioning requirements
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of the items. Additionally, many items designed to assess typical infant motor development
result in a floor effect due to the motor skill needed to achieve a minimal item score and as a
result have limited sensitivity in this population. Here we have presented the development of
a motor assessment designed to be tolerable and reliable in infants with neuromuscular
disease and a severe degree of weakness.

The test development process was designed to accommaodate the fragile nature of infants
with SMA-I. The statistical analysis utilized for evaluating the utility of each test item was
combined with an expert panel review of the selected items that spanned the range of skills
observed in our cross sectional sample and which were well tolerated. In this way the panel
was guided in item selection by the statistical characteristics of each item as well as their
clinical judgment about the item’s ability to quantify motor behavior in our sample of
patients with SMA-I and the observed tolerance to item administration in our population.
The items were then ordered in such a way as to position the least stressful items first and to
limit changes in position to optimize the patient’s tolerance of the testing process.

The reliability of the CHOP INTEND was established in a population of children with
SMA-I, in a mixed group of subjects with neuromuscular disease and weakness and in a
group of typically developing infants. Despite the test development process being directed
by our sample of 26 infants with SMA- | the resulting items reflect skills that might be
found in a wide range of weak infants. The high reliability found in both the SMA and
myopathy subjects presents the opportunity for the use of the CHOP INTEND in a wider
population of infants with neuromuscular diseases. The reliability in the typically
developing group of infants was least robust although still excellent. This is most likely due
to the ceiling effect that we saw in this group of subjects and the resulting limited variability
in the scores between subjects. This likely diminished the resulting ICC.

Validation of the CHOP INTEND is necessary for both infants with SMA and other
neuromuscular diseases. The face validity is supported by the use of an expert panel in the
development process, however, having concurrent, construct and convergent validity with
other measures of disease progression and motor skill in those populations would add to the
strength of the test as an outcome measure in this population. Additionally, it is necessary to
establish the predictive and discriminant validity of the CHOP INTEND if it is to effectively
measure the extent of motor impairment and function and serve as an outcome measure in a
clinical trial.

Several items from the TIMP were deleted because they proved too stressful or irritating for
the children, other items, felt to be developmentally sensitive were excluded if they did not
mesh effectively with our goal of creating an assessment of strength and motor function in a
broad age range of patients with SMA-I. For example, the two defensive reaction items
(#25, 26) are dependent on the development of object permanence, which typically develops
at the age of 8 months. Similarly, with the inhibition of neck righting items (#19, 20), the
immature response (rolling to the side) differs from the more mature response (to actively
resist rolling to realign the trunk with the head) [15]. In addition the Pea-body
Developmental Motor Scales Il fine motor items were not felt to be optimal for this
population because they were developmentally dependent and relied on a mix of fine motor
coordination and proximal strength for successful completion. As a result the Peabody
Developmental Motor Scales Il items were abandoned and no consistent data was collected
for analysis.

In conclusion, the CHOP INTEND is a reliable, easily administered and well tolerated motor
test measure for SMA-I and similarly weak infants with neuromuscular disease. The CHOP
INTEND can provide a useful measure of motor skill in this population both for clinical
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monitoring and for research trials. Further research is needed to establish the sensitivity of
the measure to change over time and to further establish its validity as a measure of motor
function in the target population.
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SMN 1 survival of motor neuron gene 1
SMN 2 survival of motor neuron gene 2
SMA-I spinal muscular atrophy type |
SMA-I11 spinal muscular atrophy type Il
SMA-I111 spinal muscular atrophy type 111
SMA-IV spinal muscular atrophy type IV
TIMP Test of Infant Motor Performance
CHOP INTEND The Children’s Hospital of Philadelphia Infant Test of Neuromuscular
Disorders
CHOP TOSS The Children’s Hospital of Philadelphia Test of Strength in SMA
ICC intraclass correlation coefficient
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The Children’s Hospital of Philadelphia Infant Test of Neuromuscular Disorders
CHOP INTEND
Name: Di G age: weeks
Record Date of Birth: Age
Date of Evaluation: __/__/. Time of evaluation: Time since last feeding:
Current health: Good health [] URI[] Other illness [_]: Recent surgery [_]:
Feeding support: None [] Nasogastric Tube [] Gastrostomy Tube []
Respiratory support: None [] BiPAP[] for hours/day. Time off BiPAP at testing
Position Towt Procedure Graded Response Score
1 Supine Observe throughout Antigravity shoulder movement 20 Bewtwde
testing (achicves clbow off surface)
Spontancous Antigravity clbow movement 3
movement May unweight limb or (achieves hand and forearm off surface)
Brasetion
(Upper stimulate infant to Wiist movement 3 Sue:
extremity) facilitate response R
Tinger movement 1
No movement of Timbs )
2 Supine Ohserve throughout Antigravity hip movement T st wde
testing (achieves foet and knees off surface)
Spontancous Antigravity hip adduction/internal rotation 3
movement May unweight limb or (knees off surface)
(Lower stimulate infant 0 [ Active gravity eTminated knee movement 3
emtcaminy) facilitate response R
“Ankic movement 1
No movement of Timbs )
3 Supine Grip strength: place Mamntains hand grip with shoulder offbed | 4 | L. et wae
mger in patim and 1 Maintains grip with clbow off surface
H fing pal it (shoulders on surface 3
land grip until shoulder comes Maintains grip with forearm off surface
il shoulde; ow supported on surface) 2 R Drazetion
off surface observe Maintains grip only with no traction 1 sae:
e it oo No aticmpt 1o maintain gravp )
grasp
May use toy of similar
diameter for older
children
a Supine head midiine | Visual stimulation s | Rotates from maximum rotation © midine | 4| LoR | Po e
siven with oy, Turns had part way back 0 midiine 3
Head in Maintains midiine for 3 or more seconds
I head is maintained 2
il th Maintains m e. less than 5 seconds. R>L
midline wid in midline for 5 i 1
Visual Lecomds: Place head i Flead Tl 1 5. o atempis o egain o
stimulation™ maximum available
rotation and provide
visual stimulation to
encourage midline
Supine, no diaper Tiips flexed and Reops knoe off surface o bed > 5 sec or Tis et ide
5 oo ot surface 4 |L
adducted Keeps knees off surface of bed 1-5 vec 2 azelon
Hipadductors et hip widh apart o attompt (o maintain knees off surface | O
and thighs parallel,
knces slightly apart
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1. Holding infant’s When traction is applied at the end of the
6 mancuver, ots o prone with imerat head | 4 | TOR | bessiae
Supine lower thigh, flex hip. ighti
Rolllag: (arms at side) and knee and adduct 3
elicited from | eep side tested up across midline 32 | ToL
legs* roll away from the | bringing pelvis vertical Bashon
Pelvis and trunk lift from support surface and | | e
head turns to side. A ins behind trunk
Side tested maintain traction and | Pelvis lified passively off support surface. | ()
Ppause in this position.
2.If infant rolls to side
apply traction at a 45°
diagonal 10 body and
pause to allow infant to
attempt to derotate
body
7 1. Hold infant at the Rolls (o prone with lateral head nighting | 4| To R | Pot e
Rolls into prone without Tateral head righting:
Supine elbow move toward | 1 e bearing arm compleicly t6. | 5
Rolling: . . finish roll
(arms at side) Rolls onto side, leg comes thru and adducts, | 2
elicited from . " bringing the pelvis vertical
R Keep side tested up. | maintain raction On | i to side and shoulder and tmank it | 7| 10 L | St
arms’ roll away from the limb and pause with from surface _
Tiead turns to side; body remains himp or | ()
Side tested the shoulders vertical shoulder lifts passively
allow infant to derotate
2.if the pelvis achieves
vertical continue to
provide traction
8 Side-lying with | Prompt reach for a toy | Clears hand from surface with antigravity arm | 4.
movement Bessides
upper arm at 30° of presented at arms "Able 10 flex shoulder (o 45 degrees, without | 3| Lo
Shoulder and antigravity arm movement
shoulder extension | length at shoulder level Flexes clbow afier arm comes off body 2 e
. on
elbow flexion |44 elbow flexion (may provide “Able 10 get arm off body 1R State:
" No ater
Andhorizontal | 414 supported on stimulation and e 0
abduction body (restrain observe spontaneous
lower arm if movement)
needed)
9 “Abducts or flexes shoulder (0 60 degrees | 4.
Sitting i lap oc on “Abducts or flexes shoulder (0 30 degrees | 3,
“Any shoulder flexion or abduction
Shoulder i 2
. mat with head and Fiexes elbow only 1 Bestside:
ion trunk support (20° No attempt to Tt arm o |L
& Elbow recline) Brazelion
flexion R S
10 Sitting in 1ap or I Extend e 7
over edge of mat of foot Extends knee 15 (0 45 degrees 2
with head and trunk | Or gently pinch toe Any visible knee extension 1 [
No visible knee extension 0 e
support (20° recline)
thigh horizontal to
ground
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Glanzman et al.

1 Hold inant sgains your Stroke the foot or Hip flexion or knee flexion > 30 4
body with legs free, facing . i i
pinch the e ‘Any hip flexion or knee flexion 3 B
Hip flexion and Cutward. Suppost st Ankle dorsiflexion only 2
abdomen withthe child's T s o
0 active hip, knee or ankle motion razelion
foot ‘head resting between your 0 State:
dorsiflexion arm and thorax
12 Place the infantin ring | Atains head upright from flexion and turms | 4
head side to side
Sitting with support | sit with head erect and Maintains head upright for >15 sec 3
Head coutrol* (for bobbing head control score a 2)
at the shoulders and | assistance given at the [~ Maintains head in midiin for >5 sec. with the head | Score:
tipped in up to 30° of forward flexion or extension
trunk erect shoulders (front and “Actively lifts or rotates head twice from flexion 1
within 15 seconds
ach (do not credit if movement is in time with breathing)
back).
No response, head hangs 0 grmllon
ate:
(may delay scoring a
grade of 1 and 4 until
end of test)
13 Supine Traction response: Flexes clbow 4
pull t0 it extend arms Visible biceps contraction without elbow | 2 Bestside
flexion
Elbow flexion 4145 degree angle, to No visible contraction 0 -
vith i State:
Score with item point of nearly lifting i
14
head off surface
14 Supine Traction response: hold Lifts head off bed 4
in neutral proximal to Visible muscle contraction of SCM 2 oo
Neck Fleaica wrist and shoulder at 45°, No muscle contraction 0 Braeton
N e State:
Score with item fo point of nearly lifting
13 ‘head off surface
15 Ventral suspension: | Stokealong thespine fom | Extends head fo horizontal plane or above | 4.
Prone, held in one neck to sacrum. The Extends head partially, but not to horizontal | Seore
Head/Neck coronal axis of the head No head extension 0
hand upper
w Brazelton
Extension domen hen paralll to the bed e
(Landau) surface = 0 degrees
(horizontal)
16 Stroke Right then Left “Twists pelvis towards stimulus off axis 4 Bestside:
throacolumbar paraspinals Visible paraspinal muscle contraction 2
Spinal Ventral suspension: | or tickle abdomen or foot No response 0 Brazclion
State:
Incurvation Prone, held in one or tiltin infaats with
integrated Galant
(Galant) hand upper raied Galan
For infant over 10 kg
abdomen

knees and head may touch

Total score, best score on each side for each item (maximum 64 points):

Fig. 1.
CHOP INTEND.
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