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LETIERS TO THE EDITOR
I have asked colleagues why a certain stretch is done with a child and
they have not been able to say. Parents do not seem to be involved in
doing exercises with their children and I have heard colleagues say that.
after, a holiday. gross mot0r programmes should be delivered with extra
vigour because of the break. I am woefully ignorant and would be happy
to have my instinctive concerns settled. These are:
a) Is it likely that some-one who is not a physiotherapist wiU know
how much pressure to exe11 in giving a passive stretch?
b) After a break should not exercise and manipulation be built up
gradually?
c) Great emphasis is placed on the childrens · need for physiotherapy
- would it not be appropriate for parents to be trained in the
necessary skills for their own child so delivery would be consistent
and regular all the year round?
ft seems to me that untrained people can unwittingly do damage. More
children are coming into schools with complex physical needs. ls there
not a case for much more physiotherapy support to be provided to enable
them to get the maximum benefit from their education?
Yours faithfully

Gillian Ferguson
Senior Physiotherapist
Community Child Health
Services
Balvicar Centre
46 Balvicar Street
Glasgow G42 8QU
Tel: 0141-201 0901/0912/0922

Dear Lin
We are currently in the process or devising a new information leanet on
the Glasgow Paediatric Service to give to our new parents prior to their
first visit.
We have the excellent APCP leaflet but I wondered if anyone out there
would be willing to send us a copy of their own leaflets. Vve need more
ideas on type of infonnation to include, layout and design before we go
ahead and print our own.
All responses would be much appreciated.
Yours sincerely
Gillian Ferguson
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MANAGEMENT OF HEAD INJURY IN THE ACUTE STAGE
MAUREEN FORWARD

MCSP
Atkinson Morley's Hospital
(AMH)

From Lhe moment the therapist meets the head injured child, often i.n
ITU, it is important to realize Lhat it is the start of a rehabilitation process
lhat may well last months, usually years. It wiJJ involve many different
health care professionals and perhaps most importantly revolve around
the needs of the child and their family.
At all stages in this process as therapists we will be aiming to maximise
potential for recovery of normal function in its fullest sense. To do this
we must adopt an holistic approach. treating the whole child and involving
their family.
A severe head injury is a major life threatening event and is devastating
for all concerned. The child will be critically ill. The family will be
severely traumatised and will need support, understanding and assistance
as they come to terms with what is happening. The child or teenager will
also have to come to terms with an event Lhat will have changed their
life. It is in this scenario lhat we as therapists have to work right from
Day l as we assist the first few steps on the long road to rehabilitation.
The primary aim of physiotherapy in the acute phase i.s to achieve maximal
potential for recovery. To achieve this we wiII need to consider two main
types of intervention. prevention of secondary complications and
facilitation of the normal.

Prevention of secondary
complications

It has already been stated that the initial brain damage is irreversible.
The primary aims of admission to a neurosurgery unit is to minimise
secondary brain damage occurring through raised inu·a-cranial pressure.
()CP) The standard treatment at this time is to paralyse and sedate the
chiId. necessitating ventilation.
This will immediately put the child at an increased 1isk of developing
secondruy respiratory complications.
A number of factors predispose secondru·y respiratory complications

Secondary Respiratory
Complications

Aspiration/other trauma
Intubation. J ncrcascd mucous production/inadequate humidification
Paralysed. Decreased effect of lung cilia. No cough
Colonisation of lower respiratory tract with upper respiratory tract
organisms
Positioning for ICP
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At AMH it is standard polie)' to plaster any foot as soon as it begins to be
difficult to gain plantargrade. Other units plaster all patients
prophylatically, some don't plaster at all. All l can say from personal
experience is that I know there are patients where I have lost TA range
from not plastering quickly enough and certainly my experience at the
Wolfson Rehab Centre leadi. me to conclude this is a common problem
elsewhere.
We also plaster elbows when it is beginning to be difficult to gain
extension again as it is relatively easy lo do and often prevents or
minimises elbow contracture.
It is important to understand that plastering or splinting will lead to
abnormal sensory input but so too will abnormal posturing and conrracture
and so it is necessary for the balance between the two to be weighed up
bef ore making a decision to plaster or not. Obviously other factors also
need to be taken into consideration before plastering and again a team
approach is needed especially as it will be the nurses who have to nurse
the child with plasters on. Also parents need to be consulted and helped
to understand the reasons for plastering.
Positioning is also a potent weapon in our light against contractures and
this again needs to be assessed and reassessed as what helps one day
may not help so much the nexl. Positioning may help to alter the abnormal
tone which is causing the shortening or the actual position may stretch
soft tissue and minimize likely shortening.
Early mobilisation is a third weapon we will use bearing in mind that
this will also help respiratory function. lt is our practise to mobilise our
patients a.<. soon as their ICP and general medical condition allows. This
often means before they are extubated we will be standing and sitting
out the head injured child even if we are gening very little active response.
I would like to conclude tins section by pointing out the importance of
assessment and of daily prioritisation of the needs of the patient, as in
the acute stages they will be changing rapidly. As physiotherapists we
should be amicipating change and making effective intervention to reduce
the risk of secondary complications.

Facilitation of the
normal

NOVEMBER 1996

Our main interest, as physiotherapist. is in normal movement but to get
normal movement we need to experience normality of sen'.'>ory input. A
phrase commonly quoted about computers is:·'Rubbish in - Rubbish out''
In other words what you feed into a computer is what you get back. The
input affects the output and this is what l would like to consider as we
begin to think about how to facilitate the normal.
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be very few matured functional pathways lo tap into and this may well
put the child at a disadvantage when compared to an older cluld who wi11
have existing pathways for functional movement. The view that very
young children always do betler is not always the case and in my own
experience I have found this to be often the case with older children and
teenagers able to relearn functional activity more quickly.
lt is wonhwhile to note that lhe physiologist. Bishop, Craink and Kidd
have all identified the same 3 neuroplaslic phenomena follov. ing Central
Nervous System lesions.

Oenervation supersensitivity

Sprouting

Unmasking of latent synapses

Denervation supersensitivity
Sprouting
Unmasking of latent synapses

Denervation supersensitivity is a heightened response to stimulation. A
lowering of threshold of motor end plate occurs and in rats this has been
shown to increase reflex activity and produce resistance to passive
movement. This research is curTently aiding understanding of increased
tone and reflex activity after brain damage.

Collateral dendrites grow in cells around the lesion and make connections
with the synapses lost by cell necrosis. lt is thought that these connections
can by-pass the influence of the lesion. The potential for re�toration of
function by use of new pathways is a high possibility.

Kidd stated in 1992 lhat the brain contains 1,000 trillion apparently unused
synapses. Physiologists are postulating that these can be used to generate
new pathways. Research has largely been limited to animals with
experiments like the one on chickens which showed that following
destruction of the visual cortex. new visual areas can be established in
the brain. Held offered clinical evidence in 1993 to suggest that post
CVA a new speech area can establish in the opposite hemisphere.
Research is still in the early days but an article by Stephenson, published
in Physiotherapy in Oct 93 entitled ·'A review of neuroplasticity'' states
in conclusion.

'The role of physiotherapists is, as Kidd et al 1992, suggested, to utilise
techniques that might strengthen synpatic chains, guide axonal sprouting
and facilitate function by the unmasking of latent sypnapses.

Techniques
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If this is so What techniques should we use?

Pat Davies in 1990 suggests that recovery should be based around lhe
14
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REHABILITATION AFTER A HEAD INJURY
PAT WILCOX MCSP

Chailey Heritage

Although the number of children and young people who suffer a severe
head injury may be fairly small, for those to whom it happens it is
devastating not only to the young person but of course also to their
families. As physios we are in the front line. we are the therapy that is
there at the beginning in the acute stage and we are often the last discipline
to withdraw from the situation.
I am not saying that therefore we are the most important therapy. but we
are often the most consistent. We arc also the most visual discipline and
possibly the most understandable by child and parents. The ability lo sit.
stand, walk etc is obvious to everyone and therefore we arc also in the
front line in that respect.
I have divided my talk into two sections:(I) The what, why, where, etc of rehabiIitation and ho\\i it works at
Chailey Heritage.
(2) The problems that we need to address in the different stages of
rehabilitation from admission to a rehabilitation unit to
reintegration.

THE WHAT, WHY, WHERE ETC OF REHABCLITATION
What?

There are many different definitions and our aims at Chailey Heritage
are evolved from these definitions. They arc:
a) To enable reintegration into the community by providing intensive
therapy and management for children and young people with
acquired disabilities discharged from acute care.
b) To restore, as far as possible. the young person's original quality
of life or to establish an acceptable alternative life plan.
c) To provide assessment and intervention in order to maintain young
people with disabilities within the community, either by direct
support or in conjunction with their local services.
lfwe look at b) to restore a'> far as possible the young person·s original
quality of life - of course you first need to know what that was - a
surprising number of young people who suffer a severe head injury have
bad problems prior to the trauma, physical, cognitive or social problems.
If complete restoration is not possible. and in the vast majority when
someone has had a severe head injury il isn't possible, there is a need Lo
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establish an alternative life plan lhat is acceptable to lhe young person
and their family. This can be a lengtl1y process which involves an
acceptance of the .loss of lhe previous life plan.

Why?

Most of the young people who have suffered a head injury have been
reasonably physically independent. they were in mainstream schools
getting themselves there and back, making their own decisions about
what to wear, eat etc. If someone has had a head injury that is so severe
that it is obvious that they cannot go straight back home and into full
time education, it is also obvious that something after an acute care bed
in hospital is necessary and therefore rehabilitation is a good option. but
I expect a lot of us can think of young people who have returned to
school with insufficient preparation and failed.
Once a situation has broken down it is much harder to turn it into a
successful reintegration than if problems were identified and dealt with
prior to reintegration. Physio is the most widely available therapy in the
acute setting and therefore it may be down to the physio to push for
rehabilitation and whilst our main role is to look at the gross motor aspect
of the young person, we also need to be aware of any behavioural or
cognitive problems and how those can affect successful reintegration. It
is often down to the physio to be aware that the approach of ''if they can
walk and talk they don' t need rehabilitation" isn't necessarily true.

Who?

The service at Chailey Heritage is designed for children and young people
who have experienced an acute neurological trauma who are medically
stable and would benefit from an integrated rehabilitation service. They
f
need to be of a central venous line and life support monitoring system.
They can have a Lracheostomy. nasogastric or gastrostomy feeding tube.
be on long term ventilation, be apparently deaf or blind and be unable to
speak or indicate their needs.
The age group we will admit is from zero to the end of secondary
education. but those are the extremes. We would be concerned about a
very young child becoming a resident unless a parent or guardian moved
in with them, or there was no alternative, or in the case of the top end of
the age range we have more expertise in reintegrating a young person to
an educational system than to employment.
It is a case of deciding with all concerned what is in the best interest of
the young person.

Where?
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The simple answer is at ao appropriate rehabilitation centre which can
meet thei1· needs. So what are their needs? As near home as possible to
keep links wilh school. friends and of course family. This is the area, the
situation to which they are hopefully going to be reintegrated.

19

NOVEMBER 1996

CONFERENCE 1996
Joint Ranges

You cannol stand unless you have two flat feet. and you cannot expecl
hand function if your hands are fisted. Therefore my primary concern
when someone is admitted is lo obtain full passive range of movement
and to ensure that it is maintained. I believe that if serial plastering is
necessary the sooner it is done the better. lt is much less disruptive and
much more effective if undertaken early on.
If the reduction in joint range is fairly recent serial plasters can often be
changed twice weekly and an improved position achieved and this gets
the process over with quickly.
ff however it is a more long-standing problem then it needs lo be taken
more slowly. I will always try a twice a week change initially and then
reven to leaving the plasters on longer if l don't gain any improvement.
If muscle tone remains high for a long period and a contracture is
established surgery may be the only answer. and this can become a lengthy
process as no orthopaedic surgeon is, understandably, anxious lo operate
on a young person until the situation has definitely stabilised.

Posture and Positioning

We need lo avoid abnormal postures in all positions lest they become
accepted as nom1al. We need lo use as much equipment to support as is
necessary to achieve a rea<;onably symmetrical and normal posture. If
we cannot achieve a 'good· sitting position are we trying sitting at too
early a stage. Some compromises may be necessary, we cannot expect
perfection but we do need to use our professional judgements as to what
i1; acceptable. We do however need to use different positions but we
always need lo look carefully at the therapeutic value of what we are
doing and be prepared to adapt our short term goals. There 1s a need to
challenge the young person's ability but this can be done for short periods
and in a controlled situation with hands on used to give good feedback.
I always use a minor to give visual feedback for sitting and standing
posture and often have to ru·gue the poim and have on occasions been
reduced to drawing a straight line down the mi1TOr as a reference point

Movement

These are young people who have experienced normal movement so
they are relearning or rediscovering it. In some ways thi:. i5 a positi,e
thing but the fact that they know what they have lo:,t can be difficult.
The two main gross motor problems that affect function are spasticity
and ataxia.
Most young people who suffer a head injury have diffuse damage which
results in a mixed pattern of gross motor problems. It is worth
remembering that the cerebral hemispheres control the opposite side of
the body and the cerebellum controls the same side so if there is spasticity
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HERE AND THERE

SLCP HOME PAGE

Comite Permanent de Liaison des Kinesitherapeutes de la UE
Standing Liaison Committee of Physiotherapists of the EU.

The WEB site of PHYSIOTHERAPISTS in EUROPEAN UNION -EU
Call to the INTERNET

http://slcphysio-eu.org
A NEW PHYSIOTHERAPY SITE ON THE WEB!
SLCP HOME PAGE
KNOW MORE ABOUT:
HISTORICAL ASPECTS AND OBJECTIVES
EXECUTIVE COMMITIEE
MEMBER ORGANISATIONS
PUBLICATIONS AVAILABLE
INFORMATION ABOUT MIGRATION
SLCP ACTIVITIES
PHYSIOTHERAPY WORLD NAVIGATOR

The General Secretary SLCP,
24 High Street, Henley-in-Arden, West Midlands 895 5AN
United Kingdom
Tel. (01564) 792751
Facsimile. (01564) 795008
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OBITUARY
KAREN FARRER (Nee SHARPLES)
July 1958 to July 1996

Karen was born on 12 July 1958 in Kaduna, Nigeria .
Her father was working in Nigeria as an Colonial Educational Officer and she
lived there for the first few years, then she moved to Halesowen with her mother
and two brothers.
Karen started her career in 1979 in Barnsley as a Junior Physiotherapist for J 4
months, then she moved to Sheffield for approximately one year, she then
returned to Barnsley until the present day.
Karen worked totally in Paediatrics, initially covering in-patients and community
mainstream work, but then worked totally in the community and mainstream
education setting as the service developed. She completed the Paediatric Bobath
Course and was a member of B.A.B.T.T. and A.P.C.P.
Karen was a dedicated, conscientious children's physiotherapist who will be
sadly missed by ber family, colleagues and friends, as well as all the thousands
of famjJies she has been involved with over her career.
She leaves a husband and two beautiful children.

r-------------------------------,
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A USEFUL ADDRESS
FOR CAR SEAT S AND HARNESSES
John Lyus, In Car Safety, Unit 5, 37 Erica Road, The Autocentre,
Stacey Bushes, Milton Keynes. MK12 6HS. Tel. 01908 220909.
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FORMER APCP MEMBER RECEIVES
ACCOLADE
APCP were delighted to hear that an ex-member
of the Association has been honoured by the
Association of Chartered Physiotherapists for
People with Leaming Disabilities (ACPPLD).
Lyn Weekes hfil- been presented with the Anne
Russell Memorial Award for her outstanding
work for people with Leaming Disabilities.
Lyn was a founder member of the East Anglia
Region and was Chairman when the Region
organised the 1992 APCP Conference in
Norwich. She also served on the National
Committee and was Treasurer for 4 years.

It was during her time as a Paediatric Physiotherapist that Lyn started working
with children with learning disabilities and first became interested in girls with
Retfs Syndrome. She is now an international expert in advising and treating
Retts and has lectured in this country and in Europe and has run workshops for
therapists and Rett's sufferers and their families in Spain and Bulga1ia.
Lyn also helped introduce Vibroacoustic Therapy, working alongside her Music
Therapy Colleagues at Harperbury Hospital where she was based. She has
done a lot of research into the effects of this therapy in conjunction with a
similar group of colleagues in Scandinavia and has visited their country several
times to give lectures and exchange information.

As her work became more involved with people of all ages with learning
disabilities (she is Manager of Physiotherapy Services for Ho1izon NHS Trust)
Lyn felt it would be more appropriate to join ACPPLD and resigned from
APCP where she was much appreciated for her commitment and hard work on
behalf of the Association.
APCP are very proud that one of their fo,mcr members has been a recipi�nt of
this award and should like to congratulate her for that and for all the work she
does.
46
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APCP MATTERS

LIST OF PUBLICATIONS
BOOKfflTLE

QUANTITY PRICE LIST

SERIAL SPLINTING IN HEMIP LEGIC
"CEREBRAL PALSY"
by Margaret Jones (2nd Edition)

£3.50

THE CHILDREN ACT 1989
'A Synopsis for Paediatric Physfotherapists'

£2.50

DYSP RAXIA - A HANDBOOK FOR THERAPISTS
by Michele Lee and Jenny French

£5.50

£2.50

PAEDIATRIC PHYSIOTHERAPY
Guidelines for Good Practice

GUIDELINES FOR CALCULATING PAEDIATRIC
PHYSIOTHERAPY CASELOADES - FACTSHEET

BABY MASSAGE - AN INTRODUCTION
FOR PAR ENTS-FACTSHEET

STANDARDS OF P RACTICE - PAEDIATRIC
PHYSIOTHERAPY

£1.00
£2.50
£2.50

£0.50
£1.00
£2.50
Charged according to weight.

Single copies
2-5 copies
6-10 copies
Over 10 copies
Terms: Strictly cash with order
Post & Packing

Cheques and postal orders should be made out to ·'A.P.C.P. Publications'' and included with order.
International Money orders accepted.
SEND ORDERS WITH PAYMENT TO:
Carol F. Foster, A.P.C.P. Publications
Birmingham Childrens Hospital
Physiotherapy Department, Ladywood Middleway, Ladywood, Birmingham, 816 SET
Please supply Name and Address for delivery
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REGIONAL REPORTS
NORTHEAST
Mrs Teleri Robinson
Physiotherapy Department
Pindcrfields General Hospital
Aberford Road
Wakefield
WFl 4DG

EAST ANGLIA
Sue Whitby.
3 Manor Way,
Hail Weston,
Huntingdon,
PE19 4LG
Tel. 01480 214718 (home)
01480 415203 (work)

N.IRELAND
Adare Brady
8 Ballyloughlan Avenue
Ballymena
BT43 5HN

We have not had a Study Day since the last report but we have one planned
for the 16th November on Gait Analysis so if you have not booked a
place. apply now. It will probably be the last time we can get together
before the National Conference. You should have received a flyer in the
last journal.
Make sure you renew your membersl1ip this year as soon as possible.
How about photocopying the application form to distribute to your
colleagues who are not members to boost our numbers.
It may be a little early but we wish all our members a very happy Christmas
and every best wish for the New Year.
We finally made our 150 members for East Anglia. Let's go for 200+ in
1997 ! ff you all lill in your direct debit forms in good time (if you
haven't already), it will make it so easy for everyone and then we can
use all our energies recruiting new members.
Now we are all getting more involved with Continuing Professional
Development (CPD) we can really help ourselves by planning courses,
study days, seminars etc. to improve and consolidate all that knowledge.
We, as a large group of paediatric physios., are ideally placed to organise
just what we want.
PLEASE LET YOUR COMMilTEE KNOW WHAT YOU WANT TO
LEARN ABOUT.
We need lots of ideas to plan next year's programme. We would like to
organise study days/meetings in all areas of U1e region Please talk
amongst yourselves. then let us know what and where we can hold events
and come along and enjoy yourselves.
We have Lried weekends and weekdays but so far neither seem to suit
many people. Do you think more localised "in service" type training
would work? with some ··away clays".
I hope to meet lots of you at Conference in April 1997. Wakefield is
easy to get to and the setting is reaJly good.
Date for your diary - AGM on Saturday. I March 1997 at Cambridge.
The Northern Ireland Branch has almost fifty paid-up members reminders have been sent out to those who have lapsed theiJ membership.
Our evening programme for I 996/97 is already under wa:,.
Mr. Trevor Taylor (Consultant Orthopaedic Surgeon in Paediatrics), gave
a very interesting talk on Paedi,mic Orthopaedics - he explained very
clearly the procedures involved in surgery in the CP Child ( I 6.09.96).
The rest of the programme is as follow:Monday 11th November The Griffiths Development Assessment
Speaker: Dr. Claire Bailie, SCMO.
Physiotherapy Department,
Venue :
Antrim Hospital
7.30 p.m.
Time:
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COURSES

THE BOBATH CENTRE
for Children with Cerebral Palsy

Courses being run by The Bo bath Centre between 1996-97.
Advanced Course on Perception will be held at The Bobath Centre from 2nd-6th December
1996. The course fee is £375.
Refresher Course will be held at The Bobalh Centre fom 9th-13th December 1996. The
course fee is£265.
Introductory Courses to The Bobath Approach to the treatment of children with cerebral
palsy will be held at The Bobath Centre, in June and October 1997, cost for 3 days£165.
Bobath Scotland will hold a 3 day introductory course in May 1997 and Bobath Cymru
will hold a 3 day introductory course in November 1997, both courses will cost£ 165. We
will also hold 2 day courses at various venues in the UK. cost£110.
8 Week Paediatric Courses will be held at The Bobath Centre in London in the Winter,
Spring, Summer and Autumn. The course fee is £2250.
Proposed Doctors Course will be held at The Bobath Centre from 17th- I 9th March L 997.
The course fee is £300.
Teachers Course will be held at The Centre from 2nd-3rd June 1997. The course fee is
£110.
Baby Course will be held at The Bobath Centre from 8th-9th September 1997. The course
fee is£750.
Advanced Course - (Case Discussion) will be held at The Bobath Centre from 8th-12th
December 1997. The course fee is£375.
Application forms and further information on all the above course are available
from RACHEL WOOLFSON,
Course Organiser, The Bobath Centre, 25 0 East End Road, London N2 SAU.
Tel. 018.14443355, Fax 01814443399.
E-MATLADDRESS - 101527.1440@compuserve.com
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COURSES

CONTINUING EDUCATION OFFICE
INSTITUTE OF CHILD HEALTH
30 Guilford Street, London WClN lEH

96:22
20-22 Jan 97
£L95

PHYSICAL DISABILITIES
Course Director: Dr Lucinda Carr
The course is intended for clinicians working with disabled
children and their families and presents relevant new
information at an advanced level. The programme includes
aspects of juvenile arthritis, spina bifida/neuropathic bladder.
the cerebral palsies. neuromuscular disease. orthopaedic
management, osteogenesis imperfecta and genetics.
Intended participallts: Consultant paediatricians and senior
registrars, paediatric neurologis1s, community paediatricians.
disability physicians, therapists and orthopaedic surgeons.

96:23
27-31 Jan 97
£200 or
£45 per day

UPDATE IN PAEDIATRIC PHYSIOTHER APY
Course Directors: Sue Chillingworth, Nikki Siwek and
Jeane Hartley
The purpose of this course is to provide an update in a range of
specialist paediatric subjects for physiotherapists c:-.tablished
in paediatrics. The programme is divided into topics, to
facilitate attendance on a daily basis.
llltellded participants: Physiotherapists established i11
paediatrics.

96:27
20-21 Feb 97
£130 (doctors)
£65 (paramedics)

PAEDIATRIC RHEUMATOLOGY
Course Director: Professor Pat Woo
This course provides an unpdate on the latest science and
practice of paediatric rheumatology. The programme will
include a mixture of lectures. case demonstrations anti practical
workshops.
llltended participants: Paedia1ricia11s, GPs, rhew11a1ologists.
physiotherapists, occupatio11al therapists, nurses and other
paramedics and allied professionals dealing will, children with
rheumalic disorders.
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