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Towards evidenced-based practice — A systematic review of methods and
tests used in the clinical assessment of hypotonia
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Background: There is much contention about the measures used for the assessment of hypotonia in children and in order to determine
what is available within the scientific literature, a systematic review to provide a critical appraisal of the studies describing the methods

and tests used in the clinical assessment of hypotonia in children was undertaken. Methods: A systematic process in searching
and identifying relevant literature was followed. An analysis and synthesis of the literature was undertaken by two reviewers, with a
specific review question, search strategy and inclusion criteria. Results: A hierarchy of the levels of evidence is reported in this paper.
Twelve studies met the inclusion criteria, and were evaluated according to the critical review form for quantitative studies developed
at McMaster University Occupational Therapy Evidence-Based Practice Research Group. A quality score was also provided in addition
to the important characteristics of the included studies. Conclusions and implications of key findings: There appeared to be a

paucity of scientific literature that documented the objective assessment of hypotonia in children. This review has thus identified the
need for more studies with greater methodological rigour in order to determine best practice with respect to the methods used in the
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assessment of low muscle tone in the paediatric population.
Key words: clinical assessment; hypotonia, low muscle tone, systematic review
BACKGROUND

A key competency in providing health care in any setting is the
appraisal of relevant research and the application of evidence into
practice. Evidence based practice (EBP) has gained momentum
over the last decade. Prior to its introduction, clinicians tended to
base their decisions on professional expertise and client information
with little attention being given to what the literature, specifically
the research literature, reported'. It thus seems imperative that the
evidence from the literature be located, appraised and interpreted
in order to assist the clinician to apply the evidence to practice.
Additionally, clinicians are challenged to apply evidence from the
scientific literature to help them determine, not only the appro-
priateness of selected methods and choices in client assessment,
but also appropriate methods of for the management of the client.
Drawing on research as a component of decision making, reduces
bias and empowers both the clinician and client in making informed
decisions based on strong evidence thereby ensuring good practice?.
The assessment of hypotonia has been a contentious issue over
the last few decades. Anecdotal evidence suggests that children
have been “labeled” with the diagnosis of hypotonia, without there
being objective evidence to support the findings. The author has
experienced this in clinical practice. A search of the scientific lit-
erature reflected a paucity of research to guide the assessment of
hypotonia in children. A systematic review thus seemed a logical
step not only to locate all relevant literature to guide practice in this
area, but also to identify possible gaps to inform future research.

OBJECTIVES

The objective of this study was to identify and appraise existing
assessments reported in the literature that could be used by clini-
cians (occupational therapists, physiotherapists and paediatricians)
to detect hypotonicity in children and to the identify any gaps that
would inform future research into the assessment of hypotonia in
children.

METHODS

Design: This study followed the design of a systematic review,
without meta-analysis. The author developed a systematic review
protocol which was peer-reviewed by a colleague trained in sys-
tematic reviews, prior to the data collection phase.

Instruments/Tools used in this Systematic Review
I. The Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA) Statement? was used to help

the author to ensure transparent and complete reporting of the
findings of the systematic review. The PRISMA Statement is an
evidenced-based minimum set of items for reporting systematic
reviews. It consists of a 27-item checklist and a four-phase flow
diagram, illustrating the flow of information through the different
phases of a systematic review. The checklist and flow diagram
were both used in reporting the findings in this review.

2. The Oxford Centre for Evidence-based Medicine (OCEBM)
Levels of Evidence* (2009 version): This hierarchy was used as
afirst step to classify the research articles into categories based
on the strength of the design for answering the review question
(refer to Table I). The 2009 version of the tool* was utilised
over the 201 | version® due to its more descriptive presentation
(i.e. a total of 5 sub-categories, within the description of the 5

Table I: Hierarchy of Evidence

LEVEL | TYPE OF STUDIES

Level la | Systematic Review (with homogeneity') of Level |
diagnostic studies
Systematic Review (with homogeneity') of prospective
cohort studies

Level Ib | Validating? cohort study with good reference standards?
Prospective cohort study with good follow-up

Level Ic | Absolute SpPins and SnNouts*

Level 2a | SR (with homogeneity) of retrospective cohort stud-
ies or untreated control groups in RCTs; SR (with
homogeneity) of 2b and better studies

Level 2b | Exploratory cohort study with good reference stan-
dards®
Retrospective cohort study, or poor follow-up

Level 2¢ | Ecological studies

Level 3a | SR (with homogeneity) of 3b and better studies

Level 3b | Non-consecutive study; or without consistently applied
reference standards®
Non-consecutive cohort study, or very limited population

Level 4 | Case-control study, poor or non-independent reference
standard®
Case-series or superseded reference standards?

Level 5 | Expert opinion without explicit critical appraisal, or
based on physiology or bench research
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levels). Whilst the levels of evidence approach to evaluation is
attractive in part because of its apparent simplicity, more careful
reading around levels of evidence shows that determining the
appropriate level of evidence represented by a given research
study requires both an assessment of the quality of the work
as well as the research design®’®. Hence a critical appraisal tool
was also utilized.

3. The Critical Review Form for Quantitative Studies de-
veloped by the McMaster University Occupational Therapy
Evidence-Based Practice Research Group® was used to assess
the methodological quality of each of the studies. It comprises
ten questions related to the methodological quality of each
study, related to the following components, viz. study purpose,
literature and justification, design,
sampling, outcomes, intervention,

I) Classifying the strength of the study designs: Studies were cat-
egorised based on the strength of the design according to the
OCEBM levels of evidence® (refer to Table I).

2) Determining the quality of the individual studies®: Each reviewer
then reviewed the ten criteria outlined in the Critical Review
Form for Quantitative Studies’ for assessing the methodological
quality of the studies, with yes/no responses. For every yes re-
sponse a score of one was allocated and a percentage calculated
at the end of scoring. This is in keeping with other studies that
used appraisal tools to determine a quality score''. The grading
of the quality assessment checklist score is described as follows;
0-40% (poor); 40%-70% (satisfactory) and 70-100% (good)
(refer to Table 2).

Table 2: Quality Score of Appraised Studies

results, conclusions and implications.

The reviewer commits to a yes/no
response for each of the questions

related to these components.

4. Assessment of Multiple Systematic

Reviews (AMSTAR)'® Tool:

This tool was developed to assess the
methodological quality of a systematic

review. It consists of || items and

has good face and content validity for

measuring the methodological quality

of systematic reviews'®. The author

uses this tool at the end of this paper

in an attempt to describe the strengths
and limitations of this review.

Criteria for considering studies

AUTHOR AND YEAR TYPE OF STUDY QUALITY % RATING
Birdi et al, 2005'¢ Retrospective Cohort 70% Good
Carboni et al, 2002?' Retrospective Cohort 60% Satisfactory
Cetin et al, 2009% Non-consecutive 70% Good
Laugel et al, 2008'7 Retrospective Cohort 80% Good
Leyenaar et al, 2005% Single Case 70% Good
Martin et al, 2005* Cross-sectional 80% Good
Martin et al, 20072 Cross-sectional 80% Good
Pilon et al, 20002 Retrospective Cohort 70% Good
Paine, 1963'® Retrospective Cohort 60% Satisfactory
Paro-Panjan and Neubauer, 2004 Retrospective Cohort 70% Good
Richter et al, 2001% Retrospective Cohort 80% Good
Van der Meche’ and van Gijn, 1986% Case Control 70% Good

for this review

Types of studies: All studies that described the process, methods,
and tests/assessments used to detect/diagnose low muscle tone (hy-
potonia) were included as the clinical assessment of low muscle tone
is not diagnosis- dependent. All studies that were classified between
levels 1-4 on the OCEBM Levels of evidence* will be considered for
the critical appraisal. Level 5 was excluded as these included stud-
ies that were expert opinion and not based on empirical research.
Studies describing or determining the effectiveness of therapy or
intervention strategies for treating hypotonia were excluded.

Types of participants: Studies that included children (0-12
years) who presented with low muscle tone were included, irre-
spective of the underlying diagnosis. Studies had to include clinicians
within the disciplines of occupational therapy, physiotherapy (physical
therapy) and paediatrics (paediatricians and paediatric neurologists).

Types of Intervention: Studies in which methods and/or tests
were used in the assessment and diagnosis of low muscle tone in the
paediatric population by clinicians as well as the most valid clinical
criteria or characteristics that were used in the diagnosis of low
muscle tone in the paediatric population were included.

Search methods for identifying studies: The following
electronic databases were searched from their inception until
January 2013: MEDLINE, CINAHL, ERIC, ScienceDirect, Google
Scholar, Physiotherapy Evidence Database (PEDro), Health Source:
Nursing and Academic Edition and Academic Search Complete
(EBSCo). The following limits were set: articles had to be full text
and in English. The following search strings were utilised: (defin*
OR assess* OR test OR evaluat*) and (hypotonia OR low muscle tone)
and (children).

Data collection process: Each study was assessed and rated
independently by two reviewers, one of which was the author
(primary reviewer), and a secondary reviewer, for their quality
and suitability. Titles and abstracts were screened independently
by each reviewer and those that were not relevant were removed.
The full text of the remaining articles, were then examined and the
inclusion criteria used to identify relevant articles.

Synthesis of results: Studies were individually rated by each
reviewer, with the following process:

3) Identification of important characteristics of individual studies®:
Each reviewer extracted characteristics of the included articles,
which outlined the year of the study, study design, participants/
subjects, intervention and outcomes of the studies. These are
described in Table 3 on pages 4 and 5.

The reviewers then collated their findings. Disagreements were
discussed until consensus was reached.

RESULTS

A total of 592 citations were initially identified (Figure | on page
6). After removing duplicates, there were 586 potentially relevant
articles. An additional 125 articles were excluded from the title
and abstract due to the fact that these studies focussed on inter-
vention for children with hypotonia'?'3, developmental outcomes
for infants with hypotonia'* and assessment of the spectrum of
muscle tone.'> Of the remaining 46 | articles only 27 articles fulfilled
the inclusion criteria, as outlined above. Of these 27 articles, |5
were classified as Level 5 on the OCEBM levels of evidence, based
on reading of the full text article, and were excluded from the
critical appraisal process, as these articles were based on expert
opinion. The remaining 12 articles were exposed to the critical
appraisal process. Full texts of these articles '*¥ were re-read
by the reviewers, to determine once more if the studies met the
inclusion criteria. Discrepancies were discussed until consensus
was reached.

Quality score and important characteristics of included
studies: Following extraction, each included article was appraised
and a quality score calculated. These quality scores based on the
critical review form for quantitative studies’® is described in Table 2.
Ten out of the 12 included studies achieved a good rating. Ad-
ditionally, the important characteristics of the included studies
as suggested by Dombholdt®, were extracted (refer to Table 3).
No systematic reviews were identified. Five retrospective cohort
studies'*'8, two longitudinal studies'*?, two exploratory studies?"??,
one case control study?®, one case study?* and one non—consecutive
cohort study?® were accessed.

© SA Journal of Occupational Therapy g w
; /



G 93ed uo panupuod-**

21U 2107 dAISUdU| [DIDUOBN = MDIN ‘AydpiSoAwioinauoiidafe =9WNT ‘SaIpnIs UondNPUOd BN = SON ‘AydpiSodwondspe =93

paulwLIIap aq 03 394 aAeY eluojodAy jo uonedyiuenb pue sysidesay |
sisou3elp ay3 4o} sauldpIng [ed1ul]d Jedd ‘Juswaroidui 1oy eluojodAy jo sonsLILIdeIRYD [BDIUlD [ed1sAyd pue
[enuslod pue eluojodAy jo sonsiisideseyd uo sisidessyy | g BuiApauapl s8uipuly saipnis snolasud ay) wujuod Apnig [euonednodQ vsn (q7) Apnas
[euonrednodo pue [edisAyd 3sBuowe juswesue s3dssg | o1 uidaq pue dojaasp Jayiuny o1 sem asodand Aiojeaojdx3 897 ‘sijodeuelpuj AiojeJo|dx3 |8 39 unJe
uoneAiow g uonusie Jood g Ajiq!
-xa|} pasea.oul ‘syuiol sjiqowuadAy ‘syoddns ojuo Sulues) eluojodAy Suluysp A|e sisidesay |
‘aan3sod Jap|noys papuno. ‘s||bjs J0Jow pakeop ‘@due.s|o) | -uone.ado jo ssadoud sy uiSaq o3 eluojodAy yum Apmg [ed1sAyd pue vsn (q7) Apmas
ANAnoe ‘yaduauys paseatdap aaey eluojodAy Yim usup(iyD) | UJp|Iyd Jo SD1ISLISIdBIRYD A}IUSpI 03 sem asodang Aiojesoldxg | [euonednddQ 98 ‘sijodeuelpuj Auojeaoldx3 47|B 39 UJel
a.3uad Yi[eay
AMI Byl
0} pa.jaul
eluojodAy jo sisoudelp & 03 san|> ay3 Jo Isowl Adueyur ui eluojodAy o3 yoeoudde Juejul pjo ©1J0dG BAON (y) Apmag
apiro.d o} pres s uoneujwexa [edisAyd pue Aolsiy |njeJedy | dnsouelp ajeandde g ajdwis ‘feuoned ejuasaud of Apnig ased Yauow -aAl ‘xejileH aseD) 9|3uIS | 4l 10 JeRUSAST
papuswiwodaJ si sudis [ea1ul]d di1>ads
[eanau Aew yoiym dn mojjoj 4a8uo) B ‘sased paulwIslispun
404 "s3533 dUI| pPUT 3q PINOYs DINT B SON “sdoiq appsnyy
'sJs9] aul| 35| Se pawoyiad aq 03 aJe s1s9) paseq YN
‘eluojodAy adAs jessydiuad uj 's3s91 sul| 35| SB pash aq 01 S|
95338 SuiBewioanau ‘eluojodAy adAj [esjuad jo dnoud ayy uj
S9SED PaIEpIdN|d A|[BNIUSAS ejuojodAy
ua1 Jo 1no 1y3ie ul eluolodAy jo adAy sy3 Ajauspi Apoas | Suisoudelp ul (S91pNIs UOIIDNPUOD SAJISU puB DT
-J0D p|nod ‘uoneuiwexa [edisAyd [eniul ay3 Jeyy pajedipur | ‘Sujuasuds dljoqelaw ‘Suidewioanau 3:9) sisa) (9
synsadJ ay | ‘pasodoud aue s3s93 33 swyiio3[e dsouselp Jo | dnsoudelp pJepuels Jo UOIINGLIIUOD dU3 SE |[9M SE Apmg Qdue.4 ‘X9pa) Apnig 1404yoD
UOIBUIqUIOY) "SISBD (7| Ul paydead sem sisouselp [euly yy | uoieulwexs [edisAyd 3siiy syl jo Aljiqeljad passassy | dAndadsoulsy S9JBUOSN| p | 8anogsens aAnoadsoulsy B39 [93ne
(q¢) uonejndod
(900T-¥661) pal| AsoA
Apnis | syjuow 47 pue JApn3s 11040
Aysedounau [esaydiiad jo sisoulelp | uiSlio Jejnasnwo.anau jo eluojodAy jo sisoudeip [ed | 243uad-9j3ulg u2aM3aq pase SAIIND3SUOD
ay1 ul [nyasn s1 HNT ‘BluolodAy yum unuasaad syuejur uj | -13ojonse ay3 ul HNT JO ANARISUSS DY) Passassy |  dAIdadso.IIY usJp|iyd /€ adueuy ‘9| -uoN ;Z[B 39 uns)
AnxeaadAy jurof spa.pun| g€
pue ejluojodAy usamiaq uolIe[a1I0d B punoj pue saisdoiq pue (siA 7|
3asnwi a|paau yum AixelsadAy Juiof pue swodIno a|qe.oAe} 0} syjuouw g) (q7) Apmas
yam eluojodAy [e3iuaduod usamiaq Uoile|a..40d syl paipnig saisdoiq ajasnw 3|pasau Yum AxejuadAy juiof (000Z-5861) uaJpiyd |4 Ae3] ‘swoy [euipnyiBuoT] 1z[& 39 luoq.ae)
spunoJg [eoluld [endsoH
uo AjpJund pasouSelp a4am sased ay3 JO 9%0p ‘09 Y3 JO s ua.pliyD
pue ‘Sjuejul 09 Ul Paysi|qeIsd sem sisouSelp SARIULRP aseD) AJeius| (q0)
'SuoijeSIISAAUI JO UOIIDI[S |njaJed AQ Pamoj|o} aq Jueyul eluojodAy pasijesusd yam Sunussaud syuepul ul UpNY 1eYD ® JB sjuejul epeue) Apnig 104oD
Addoj} ® jo uonenfeas dnewlsAs e Jeyy 3sa83ns suaoyny | suonesisaAul d13souselp JO SN[BA BYI SUIWLISISP O] |  dAINdadsou1ay JO spJodau g8 ‘Sadiuuipp aAlDadsoley 5B 39 1paig
syueddnied Anunop A2U3PIAD
awodInQ UOIUIAIRIU| usisag /s39lqng | Buniag Apmg JO [9A1 ?24nog

pasreadde saipnig ayj jo sopsialdeIRYD iE d|qEL

© SA Journal of Occupational Therapy



£

B

12U 3407 dAIsudU| [DIPUOIN = NDIN ‘AydpiSoAwoinauoi1dsfe =9WN3T Saipnas uondNpuod ardN = SHN ‘AydpiSofwodspp =ow3

2
(sih |18 2
£
-9| usamiaq) 3
=
‘Aup1314 Jo Aypiseds 10939p 03 Ajuo Inq ‘onjeaA jesud 90UB)SISDJ 03 PINGLIIUOD AJIAIDE AJe) s[enplAlpul W
JO 2Je UoIEUIWEXS [EJIUID Y3 SUlINP SJUSWDAOW AISSed | -UN|OA JI A]3SB| pue 3|9} ddUB)SISaU 03 PaINqLIIUOD I suojodAy g| 3
JBY) puUe _9UO] [BWIOU,, JO JUSLUSSISSE [BDIUI[D SYJ Ul S[OJ | JSYIDYM PUE AJIAIIDE X392 SBM SIU3 JI SUILLISISP 0} (JoauoD) spuelRYIaN M
ou Aejd soxajjad Y1943 Adouaie|-SUo| JBY) PUNO) SJoyiny | pawie Asy3 ‘quasaid sem ANANDE JI ‘yd3aais sAIssed | Apnig [oJluoD) s|enplAipul ayy (y) Apmig sullo uea pue £
‘possasse aJam s39] d1uojodAy g¢ (s89] jo43uod 77 | Sulinp ANANDE 5|3 Aue sem aJay) jI patediIsaAu| aseD [ewJou 9¢ ‘wep.aaljoy |oJ3uoD) aseD) | 9Yddl J9p UeA AJM
7]
[endsoH °
suaJpiiyd
"JUSIDIYS ISOD puB SWI} [esJ3uoly
auow 3ulaq se pa3sa33ns s UOHEN[BAS [BDIUI[D Y) UO paseq ayr 38 ND)|
$359) D139US3 PUE IB|ND|OW JO BSN DAIIID[SS dY | "USJIP|IYD [eyeuoa| a3
9say) Jo uonenjeAs Jadoud ay3 03 [B211ID S| UOITBAISS]O [BD sJadewW [edluld 0} paniwpe (C14)
-luIp |njaJe)) 's3ulpuly uo paseq pajsad3ns sem eluojodAy | Jo Ajin ay3 jo uonenjeAs pue NN O3 paRiwpe | Apnig 3oyoD) sajeuoaU epeue) Apnig 34040D
YIIM SJBUOSU B JO UOIIEN[EAD 3Y) 0) Ydoeoidde asimdels yy | sojeuosu jo ajjoud disouselp syl sulwILIap O] | dAldadsoslay JO spJaodau 0§ 99qan®d aA1Idadso.3ay ozl® 39 J2ydry
"pa3NqLIuod osje
Asdoiq sppsnw pue 3uisay Jendsjow ‘diojoisAydoinau
‘[ea1wayd01q ‘onsusd ‘BuiSewl-oanau JO SN SA11I9]9S spJodau
'sased jo Ajiofew jo sisoudelp ur pajsisse (potsad sulogmau (99)
saseqelep ASojoyduowsAp jo asn pue uoneulwexs d130|o. eluojodAy jo sisoudelp [euly ay) o3 suonedisaAul | Jeak |) Apmsg ojuojodAy eIUSAOIS Apnig 110yoD | (,Jeneqnap pue
-Nau pue uoneAIasqo [edlul]d Jadoud Auo3siy [edipswi poon) | pue BIEp [EDIUl]D JO UOoINGLIIUOD a3 paledinsaAu| | dAndadsoulsy g€ ‘eueliqnfq aAnDadsoaiay uelued-oued
*S)I21Jop [e2130]04NdU BUI|JSPIO] JO JUSA0 YIM SJuslIed €
'salIoIsIy
Ajiwey aAnisod 3noynm ing (| ) 03 Jejiwus Ajfeniul syusneq ‘g
S9UO0)S3|IW Jojow pakeap wouj Jede
‘udiuaq si sisoudo.ud asoym pue sanijewouqe [ed130|o.
-Nau oYM Sjjem o3 Suiues| ul Aejap Jo eluolodAy (3)2114p 3Y3 Ul paquidsap Ajiood uonuanidluf) (saeahk
‘ssaupajulof-a|qnop Jo SLIOISIY AJiLie) YUM Ssjudied | 0} sypuow 9)
:sdnous ¢ jo sisisuod A|qeqoud uoeujwexa uo uenisAyd ayy Aq pasiudodau syuaned (90
eluojodAy [e3uaduod jo Aio3a3ed onsoudelp Jey) pa3sad3ng | Buiaq eluojodAy ayl ‘3uswdojaAsp Jojow Mo[s | Apnig 1uoyoD) €€ ©jo salpnis vsn ‘Oa Apnig 3404yoD
"UOISN[DX® JO BUO S| SISOUSeIp Jey) PAPN|PUOY) | JO BSNEID] PaJIdJad 4. OYM UIIP|IYD MIIAL O] | dAdadsoaloy dn mojjo} 71 | uojSuiysep | 2Andadsoaoy /Ul
sAejop Jojow
u; pajedijdu Ajfesned jou s| eluojodAy ey aAdadsaad
ay3 uoddns syjnsay Juswdojaasp Jojow 03 Aixe| Juiol Jo juswdojaAsp Jojow AlJes o3 Ayixe| Juiof Apnig epeue) (q7) Apmis
eluojodAy usamiaq diysuoire[a. e 30939p Jou pip Apnisay| | pue eluojodAy usamiaq diysuolie[al aujwLIRIap o] [euipniiuoT] SjuBl || ‘orieIUQ [euipnyi8uoT] I 39 uojid
syuedpiyued Anunop 32UdPIAD
awod3InQ UOoIJUBAIRIU] usiseg /s33lqnsg | Bunyas Apmis JO [9A9T] 924nog

¢ @8ed wouy panupuod - pasieadde saipnig ayj3 jo sansiBIdRIRYD) if d|qe]




“normal tone” and that passive movements

-.
)

Records identified through
database searching

(n=592) (n=0)

Additional records identified
through other sources

during the clinical examination are of great
value, but only to detect spasticity or rigid-
ity. Whilst a number of opinion papers have
highlighted the importance of the physical

r— Identification =)

4 r

Records after duplicates removed
(n = 586)

or clinical examination in the evaluation of
hypotonia’**-42 only a few research studies,
most of which were retrospective, were
found to provide scientific evidence that
supported this'é!7:1920,

In summary, the following were high-
lighted from this review as being useful in

h

Records screened
(n = 586)

v

Records excluded by
title and abstract(n =

the assessment of hypotonia in children; a
good medical history and proper initial clini-
cal observation, a neurologic examination,
decreased strength, decreased activity tol-

434)

¥

erance, delayed motor skills development,
rounded shoulder posture, leaning onto

Full-text articles
assessed for eligibility
(n=152)

; “J r Screening .__J

v

supports, hypermobile joints, increased
flexibility and poor attention and motiva-
tion. Albeit limited, these indicators have
contributed to describing the value of clinical

Full-text articles
excluded
(n=125)

Eligibility

assessment in the diagnosis of hypotonia as
l well as related characteristics.

Relevant studies
(n=27)

STRENGTHS AND
LIMITATIONS OF THE
REVIEW

I

v

The author used the AMSTAR tool'®in an

Opinion Reports were excluded

attempt to critically appraise and identify the
strengths and limitations of this systematic
review.

Articles included in
the Review
(n=12)

f—? (n=15)
] I
3
£

The strengths of this review can be sum-
marized as follows:

< An a priori design was developed and
peer reviewed prior to the initiation of
the study

4 The author followed a clearly defined
process for searching and identification

Figure |: Study Selection

DISCUSSION

With respect to the clinical examination and tests and methods used
in the assessment of low muscle tone, in four of the retrospective
studies'®!”'*20 authors aimed at assessing the reliability of the first
physical examination and the contribution of different procedures
in the assessment process used to diagnose hypotonia. Findings
indicated that a good medical history and proper clinical observation
including, a neurologic examination, enabled health practitioners to
detect hypotonicity in the majority of children. Clinical observation
was found to be critical to the accurate evaluation of these children.
They further added that the selective use of specific molecular and
genetic tests that is based on the initial clinical evaluation, is likely
to be more time and cost effective. With respect to clinical charac-
teristics, Carboni et al?', identified a positive correlation between
hypotonia and joint laxity, whilst Martin et al**, gained consensus
amongst paediatric therapists on the clinical characteristics such as
decreased strength, decreased activity tolerance, delayed motor
skills development, rounded shoulder posture, leaning onto sup-
ports, hypermobile joints, increased flexibility and poor attention
and motivation which contributed towards a diagnosis of hypotonia.
No statistically significant or clinically meaningful relationships be-
tween hypotonia and motor development were found in the study
by Pilon et al??. Leyenaar et al?, used a case study of a 5-month old
child to describe an approach to diagnosis of hypotonia in infancy.
Authors of a paper on hypotonia and reflexes?, based their judge-
ments on a case control study in which they determined that that
long-latency stretch reflexes play no role in the clinical assessment of

of relevant articles
4+ There were duplicate study selection
and data extraction. Two independent
reviewers were involved in the rating of the studies
A consensus procedure for disagreements was in place
The types of participants and interventions were clearly defined
The data collection process and methods had been systemati-
cally indicated
The studies were critically appraised with a quality score being
allocated
Pertinent information was extracted and tabulated (character-
istics of included studies) in an attempt to further describe the
appraised studies

de b e

A limitation within this review was that the review question was
specifically targeted at assessment methods, tests and clinical char-
acteristics that are used to detect hypotonia. However, given that
the words “methods” and “tests” were used without clarity on this
being clinical “tests” and “methods”, the search revealed studies
that utilised neuro-imaging, genetics, metabolic screening tests etc.
This may also be an indication of the paucity of literature and lack of
scientific evidence on assessments with high sensitivity and specific-
ity, or limitations in the search strategy. Notwithstanding this, these
tests and methods should have perhaps been included as part of the
exclusion criteria for this review. Given that there were no RCT’s
available, a meta-analysis was not conducted, but the identified studies
were still exposed to a critical appraisal as described in this review.

AUTHOR’S CONCLUSIONS

This systematic review aimed to determine the methods, tests and
clinical criteria that are used in the assessment and diagnosis of
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hypotonia in the paediatric population by occupational therapists,
physiotherapists, paediatricians and paediatric neurologists. The
major conclusion from this systematic review is that there is limited
scientific evidence to indicate the most valid and reliable methods
and tests that assist in the clinical evaluation of hypotonia in the
paediatric population. Only two studies investigated characteristics
or criteria that may be used in drawing conclusions about a child’s
hypotonic status, one of which was a follow-up study of the original
one that attempted to highlight characteristics associated with low
muscle tone. These results may be clinically important when looking
at cost and the associated risk of invasive and unnecessary testing
with diagnostic tools?**3*as indicated in the literature. Whilst the
review does indicate the gains made in the last decade, especially
with regard to the retrospective studies mentioned here, there
remains insufficient scientific evidence, in the form of systematic
reviews and randomised control trials in answering the clinical
question adequately.

Implications for Practice and Research

This review highlights the gaps in the literature related to the
evidence for assessment of hypotonia in the paediatric popula-
tion. Objective assessment instruments that are both sensitive
and specific in detecting hypotonicity in children are needed.
This review may assist a multi-disciplinary team by providing
information on the available evidence in assessing hypotonia
in children. This review provides initial data and evidence on
the gaps so that the scientific community may move towards
conducting studies with greater methodological rigor in order
to determine best practice with respect to assessment methods
and in identifying criteria in the assessment of low muscle tone
in the paediatric population.
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Although quality management is used in occupational therapy in South Africa, no comprehensive description or standardisation of it

exists and literature in the context of this topic is scarce. As a consequence of this, the purpose of this study was to describe the extent

A quantitative study in the form of a survey was carried out. A convenience sample of 80 occupational therapists was surveyed, using a
structured questionnaire. Results of the study indicated that most occupational therapists have some knowledge of quality frameworks.
Standardisation of documentation and its auditing appear to be one of a number of problems. Another challenge is that occupational
therapists may work in relative professional isolation making it problematic to implement quality management.

Recommendations were made for occupational therapy practice and further research, as well as a proposed quality management

Key words: Quality management, occupational therapy, audit, minimum standards, professional development

5 of occupational therapists’ involvement in quality management.
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framework for occupational therapy in South Africa.
INTRODUCTION

Historically, quality in healthcare has been of concern for almost as
long as humans have been promoting health and healing the sick.

Increasing litigation, an emphasis on the consumer in healthcare
and the need for fiscal restraint makes quality management an es-
sential component of practice for healthcare professionals'. Spiral-
ling healthcare costs globally and locally have highlighted the need
to manage the inefficiencies in health services that drain resources.
Costly and inefficient health services mean that fewer individuals
are able to benefit from them?. Assessing the quality of care has
become progressively more important to providers, regulators
and purchasers of care, with a greater focus on evidence-based
medicine and cost-effectiveness’.

Allied health professionals, including occupational therapists
(OTs) are becoming more exposed to the necessity of explaining
and demonstrating the value they bring as experts and profession-
als. This means that the interventions that therapy professionals
provide must have a strong base of evidence of their effective-
ness, and outcomes should be measurable*. In South Africa the
re-structuring of the entire health system is impending in the form
of a National Health Insurance scheme, priority aims of which
include access to quality healthcare and the minimising of financial
risk®. In such a climate it is more important than ever before that
therapy and rehabilitation services are of a suitably high quality,
are cost-effective and provide discernible positive outcomes for
those receiving them. Quality activity will continue to grow, not
only being profession-specific with the focus on clinical care, but
also as a management concept in healthcare, critical to evaluating
and maintaining efficacy and efficiency®’.

There is a general lack of research evidence as to which frame-
works and quality methods are most effective®’. Additionally there
is a paucity of valid and reliable measurement techniques, a lack

of definition of key indicators for quality in occupational therapy
(OT) both locally and internationally and very few guidelines on the
methods used for quality management.

Measuring the outcome of treatment and health services is
challenging. In occupational therapy, quality of life through improved
function and adaptive responses is a key aim of treatment. How-
ever, it is not always straightforward to achieve consensus as to
what the desired outcomes are and there are often difficulties with
confounding influences — factors outside of treatment which might
influence the patients’ progress'. This means that structure- and
process-orientated aspects of service delivery, such as treatment
planning and assessment, environment/equipment, timeframes,
patient satisfaction and throughput of patient numbers, risk being
prioritised over the actual outcome of treatment. Conversely, in
some circumstances a high standard for such processes is actually
associated with a better outcome for the patient', meaning that
if service delivery processes are being carried out well, it is more
likely that the patient is gaining from their actual treatment, even
if it is difficult to measure the outcome directly. One example of a
locally developed quality initiative that looks at structure (such as
treatment environment and facilities), process (such as assessment,
treatment planning and implementation) and outcome is Beukes’
work, which provides research-based consensus for developing
and measuring standards for vocational assessment''.

This structure—process—outcome framework for quality in
healthcare, originally developed by Donabedian, is largely inter-
preted as an inspection-based or standards-based approach to
quality evaluation'?, other examples in South Africa are that of the
Council for the Accreditation of Health Services in South Africa
(COHSASA) and the National Department of Health’s National
Core Standards initiative. However, other frameworks for qual-
ity management exist and include industry-derived models, such

on Sy
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