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Fourteen children aged 4 to 14 years with hip subluxation due
to cerebral palsy (CP) were considered for a trial in a lying hip
abduction system (Jenx Dreama, Jenx Limited, Sheffield, UK).
Baseline data were recorded for 6 months, then assessments of
the system were made for one year at 6 and 12 months.
Assessments consisted of hip radiographs in the standard
position, a parental questionnaire, and a sleep chart, which was
completed by parents every Friday night during the trial. Three
children could not enter the trial because of general sleep
problems, and three could not complete it because they were
unable to sleep with the system. One further child withdrew
from the study just before the end because of unacceptable
deterioration for which surgery was needed. The remaining
seven children completed the trial and there was an overall
improvement in rate of hip migration percentage on the right
from 7% per annum in the baseline period to 4% with the
system (<0.05). On the left, changes were -3% and 0%
respectively (72s). Average sleep at night changed from 9 to 9.4
hours (ns) and wakenings/night from 1 to 1.3 (#s). On the
parental questionnaire, there were significant improvements
noted with the system in position for seating and sleeping, ease
of hip abduction for washing, and with pain reduction. This
pilot study supports the use of this type of lying system but
further studies are needed to establish the acceptability and
efficacy of these systems, particularly in children aged 2 to 5
years when irreversible bony deformities of the hip tend to
oceur.

Hip dislocation in children with cerebral palsy (CP) is a
major disability, which causes difficulties in sitting and posi-
tioning, maintenance of hygiene, and may lead to scoliosis
(Kalen and Bleck 1985). It may also produce pain which can
persist into adult life (Cooperman et al. 1987). Once it
occurs, the dislocated hip is difficult to treat. It has been esti-
mated that 0.68 per 1000 children have significant hip sub-
luxation due to CP by the age of 5 years (Scrutton and Baird
1997). Recently there have been major advances in the iden-
tification of subluxing hips and in strategy to try and prevent
against dislocation (Cornell 1995).

Although hip dislocation is most common in children
with severe spastic quadriplegia who cannot walk at all
(Cooke etal. 1989), italso occurs in those with diplegia, usu-
ally at a later age (Metaxiotis et al. 1989). Delayed locomotor
milestones in both types of bilateral CP may be used as a
marker for hip problems; for example, Scrutton (1989)
found that inability to pull to stand by the age of 3 years is
highly correlated with hip subluxation. He indicated that the
main factors causing progressive subluxation appear to be
hip adductor spasticity and shortening, together with lack of
normal weight bearing (1989). Hip flexor tightness due to
ileopsoas spasticity may also contribute (Bleck 1987). These
factors lead to deformity of the hip joint (acetabular dyspla-
sia), which is unable to contain the excessive lateral forces on
the head of the femur. Once the hip is over 50% subluxed,
progress to dislocation is rapid (Scrutton 1989).

To reduce hip subluxation, correct positioning is needed
in sitting, standing, and lying. In non-ambulant children this
consists of the following: (1) appropriate seating, keeping
the hips abducted, which can best be achieved in children
with severe spasticity by using a hip abduction brace; (2) use
ofastanding frame foraround 1 hour a day; (3) use of a night
hip abduction system. In a recent retrospective study, it was
found that children receiving all three treatments main-
tained better hip integrity on X-ray than those using only a
day hip brace and standing frame (Pountney et al. 2001).

Lying systems aim to provide hip abduction over long
periods during sleep. Muscle stretching is provided and
asymmetrical positions are discouraged as this often leads to
unilateral hip dislocation. It remains unclear just how effec-
tive these devices are at relieving hip subluxation, and to date
they have generally proved uncomfortable and consequently
unpopular. We have investigated the use of a new lying sys-
tem (Fig. 1), which consists of a modular mattress, altered
according to specific body contours, and which incorporates
padded supports to maintain correct positioning of the
trunk, hips, and legs (Jenx Dreama, Jenx Limited, Sheffield,
UK). We chose to evaluate the Dreama because it has certain
advantages, including a rigid structure, that provides good
positional control, and can be adjusted easily while the child
is in it. It contains the legs in abduction while allowing some
hip flexion, allows side lying, and enables individual con-
touring for back support in supine lying.

In this pilot prospective trial we evaluated the effecton hip
stability on X-ray (acetabular index and hip migration per-
centage [MP]), sleep, and ease of positioning. We recruited
mainly children with spastic quadriplegia, butincluded some
participants with diplegia who were ambulant with aids, all of
whom were thought to be at risk of hip dislocation. In order
to use those with more established sleep routines, we chose
children over the age of 4 years. Nevertheless, many of the
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