Common musculoskeletal problems in different types:

- Hemiplegia:

“Hemiplegia” is the involvement of the arm and leg on one side of the body. The upper extremity is more severely involved than the lower. Spastic hemiplegia constitutes 20 % of cases with spastic CP. These children generally have very few associated problems. Communication is unimpaired most of the time; they may have seizures, learning and behavioral problems. Functional prognosis is good compared to other types because one side of the body is normal. All hemiplegic children learn to walk by the age of three years. They become independent in the activities of daily living. Seizures, mild mental retardation, learning difficulties and behavioral disturbances may complicate the management and integration into the society.

The shoulder is adducted and internally rotated, the elbow is flexed and pronated, the wrist and fingers are flexed and the thumb is in the palm. The hip is flexed and internally rotated, the knee is flexed or extended and the ankle is in plantar flexion. The foot is generally in varus although valgus deformity may also be seen. The hemiplegic side is short and atrophic, depending on the severity of involvement.

- Diplegia:

“Diplegia” is defined as gross motor involvement of the lower extremities and fine motor involvement of the upper ones. It constitutes 50 % of the spastic CP population. The main problem in spastic diplegia is walking difficulty. Balance disturbance, muscle weakness, spasticity and deformities result in abnormal gait pattern, typical for diplegic children.

Abnormal gait increases energy consumption, causing fatigue. Most diplegic children start cruising at 2 years of age and walk by the age of 4. Neuromotor function improves until the age of 7. Children who cannot walk by then in spite of appropriate treatment usually become limited walkers. Among all types of CP, diplegic children benefit most from treatment procedures. Unlike hemiplegic children, they cannot reach their potential if left untreated. Every effort is worth spending when treating a diplegic child.

 - Quadriplegia:

“Quadriplegia” is the involvement of the neck, trunk and all four extremities. Quadriplegics have severe motor impairment and other signs and symptoms of CNS dysfunction such as cognitive impairments, seizures, speech and swallowing difficulties. Some call this total body involvement (tetraplegia) because the trunk, neck and oro-facial muscles are affected as well as the extremities. Prognosis is the worse. The spectrum of severity is variable, from having no sitting ability or head control to being able to walk with extensive assistive devices.

The majority of quadriplegics cannot be independent and need lifelong, all day assistance in daily life. They are wheelchair bound; the survivors face the late complications related to hip instability and spinal deformity. Spinal and hip deformities such as hip instability, pelvic obliquity and scoliosis are very common and interfere with sitting balance.

- Dyskinesia:

“Athetosis, dystonia and chorea” are the main movement disorders seen in dyskinetic children. These children are initially hypotonic but as they get older, muscle tone begins to fluctuate. Involuntary movements occur when the child tries to move. Sometimes, involuntary movements may also occur at rest. When the child is totally relaxed in the supine position or asleep, there is full range of motion and decreased muscle tone. When the child wakes up or is excited, he becomes rigid. Lack of coordination is even more prominent during strenuous activities. The dyskinetic child spends excessive energy because of the continuous uncontrolled movements. Abnormal contractions of many muscles occurring with the slightest voluntary motion increase the energy demand considerably.
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