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Introduction

• In the past two decades, interest in CP has increased remarkably particularly for
spastic CP

• Assessment and treatment of patients with dystonic CP is still underreported
compared with spastic CP

• To gain insight into severity and distribution of dystonia and to guide an d delineate
therapeutic interventions, reliable and valide assess ments are indispensable

• Currently, three rating scales are used : the Barry-Albright Dystonia Scale (BADS), 
the Burke-Fahn -Marsden Scale (BFMS) and the Unified Dystonia Rating Scale
(UDRS)

Aims
• To investigate the reliability of the BADS, BFMS and UDRS in patients with bilateral

dystonic CP

• To assess the validity of the BADS, BFMS and UDRS in patients with bilateral
dystonic CP

Methods
Participants

• 10 dystonic CP patients (5-22years)

• One patient each was classified as level I-IV in the Gross Motor Function
Classification System and six were classified as level V

Procedure

• All patients were videotaped based on the videotaping protocol of the Dystonia 
Study Group (1997)

• Two child neurologist and one physical therapist independently sco red the 
videotapes  in a randomized order

• All raters had several years of clinical experience and were trained in scoring the 
three scales. 

• Raters applied definitions of dystonia as described , according to each of the 3 
investigated scales

Statistics

Reliability analysis

• Interrater reliability: intra class correlation coefficient (ICC)

• Standard error of measurement (SEM) and smallest detec table difference (SDD)

• Internal consistency: Cronbach ’s αααα

Validity Analysis

• Concurrent validity: Pearson ’s correlation coefficient

• Content analysis
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Results
Barry-Albright Dystonia Scale (BADS)

Burke-Fahn -Marshden Scale (BFMS)

Unified Dystonia Rating Scale (UDRS)

Concurrent validity

• Pearson ’s correlation revealed high associtions between the total scores of the BADS, BFMS and the UDRS: ran ge 0.86 - 0.95  (p<0.001)

Content analysis

• Limitations in sensitivity: less or no distinction between (1) rest/activity, (2) severity in time/amplitude, ( 3) prox/distal limbs

• Dystonia and choreoathetosis are simultaneously pres ent in most of the dyskinetic CP patients

Conclusions
• High SDD % makes the scales insufficiently useful for intervention studies and longitudinal follow -up
• Content analysis revealed limitations in sensitivity of the scale construction
• This study suggests to develop a new scale that evaluates dystonia and choreoathetosis separately in CP
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� High SEM (BADS) = 6.36%
� High SDD (BADS) = 17.72%
� Good Internal consistency: 

Cronbach’s ranged from 0.87 to 
0.91

Interrater reliability BADS
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Interrater reliability BFMS
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Interrater reliability UDRS

0.52 – 0.940.790.51 – 0.940.790.43 – 0.920.74Total
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� High SEM (BFMS) = 9.88%
� High SDD (BFMS) = 27.39%
� Good Internal consistency: 

Cronbach’s ranged from 0.92 to 
0.94

� High SEM (UDRS) = 8.89%
� High SDD (UDRS) = 24.63%
� Good Internal consistency: 

Cronbach’s ranged from 0.93 to 
0.95


