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[ Abstract]

and explore its correlation with oral dyskinesia, dysphagia and gross motor function. Methods

Objective  To analyze the incidence and severity of drooling in children with cerebral palsy
A hundred chil-
dren with cerebral palsy treated in Qingdao Women's and Children’s Hospital between July 2013 and 2016 and 50
healthy children examined in the health examination center were assessed using the drooling severity scale, oral mo-
tor assessment, a dysphagia disorders survey ( DDS) and the gross motor function classification system ( GMFCS).
The relationship between drooling severity, oral dyskinesia, dysphagia and their gross motor function was analyzed.
Results  Of the 100 children with cerebral palsy, 32% displayed drooling ( at levels II through V), which was
significantly higher than among the healthy controls. Another sixty-eight displayed level 1 drooling. The severity of
drooling was significantly different among children with different cerebral palsies. The drooling of children with spas-
tic quadriplegia, dyskinesia or mixed-type cerebral palsy was the most severe, followed by those with ataxia and
spastic diplegia whose drooling was often mild. No hemiplegic child drooled at level II. Drooling severity was nega-
tively correlated with the oral motor score, but positively correlated with the average DDS and GMFCS scores.
Conclusions About one third of cerebral palsy children suffer from drooling. Their drooling severity is closely asso-
ciated with the type of the cerebral palsy, oral dyskinesia, dysphagia and GMFCS levels.
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Achilles tendon rupture treated with and without surgery

BACKGROUND AND OBJECTIVE After Achilles tendon rupture, the optimal management remains unclear. Studies comparing op-
erative and nonoperative treatment have failed to show a clinically significant difference in outcome. This study was designed to better under-
stand these treatment options.

METHODS This cohort study included 200 patients presenting for treatment of an Achilles tendon rupture. The treatment decisions
were individualized based upon patient factors including age, activity level, comorbidities and surgeon’s preference. Of those presenting, 99
were treated surgically, and 101 nonsurgically. Both groups were kept nonweightbearing in a cast for four weeks, and then placed in a con-
trolled ankle movement walker boot at 20° equinus. Physical therapy was initiated, with the equinus progressively decreased to neutral by
weeks six to eight. Weightbearing progressed from partial to full as patient tolerance and range of motion allowed. The orthotic was removed at
week eight, with therapy continuing until week 12. The primary outcome variable was patient reported functional outcome, assessed with the
Achilles Tendon Total Rupture Score ( ATRS).

RESULTS No significant difference was found between the groups in the rate of rerupture. There was also no significant difference be-
tween the groups in ATRS functional scores (P=0.55). A logistic regression analysis did not reveal significant effects of age at rupture, gen-
der or mode of treatment on ATRS scores.

CONCLUSION This non-randomized study of patients with Achilles tendon rupture failed to demonstrate a better outcome for those
treated surgically compared to those treated nonsurgically.

[ H :Lim CS, Lees D, Gwynne-Jones DP. Functional outcome of acute achilles tendon rupture with and without operative treatment u-
sing identical functional bracing protocol. Foot Ankle Int, 2017, 38(12): 1331-1336.]



