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CASE REPORT

Fourteen‑year change in activities of daily 
living of a quadriplegic, ventilator‑managed 
patient injured by high cervical spinal cord 
injury during infancy: a case report
Yoshinori Yasuoka1,2, Yukihide Nishimura3*   , Tokio Kinoshita1,2, Yumi Koike1,2, Yasunori Umemoto1,2 and 
Fumihiro Tajima1,2 

Abstract 

Background:  Rehabilitation of patients with high cervical spinal cord injury (CSCI) to improve activities of daily living 
(ADL) is challenging due to severe paralysis. In addition, pediatric patients with CSCI are rare, and literature describing 
ADL changes as the patient grows are limited. In this case report, we present the long-term change in ADL over time 
in a girl with severe high CSCI from an injury during infancy.

Case presentation:  A 2 years and 6 months old girl, who was injured in a traffic accident, was diagnosed with C3 
CSCI, resulting in complete quadriplegia and respiratory paralysis below C3. Thus, she was managed with a ventilator. 
Rehabilitation for quadriplegia, respiratory dysfunction, and autonomic neuropathy was started on the fifth day after 
the injury while she was in the intensive care unit. Six months after the injury, the patient was transferred to a hospital. 
Thereafter, she was discharged with nursing and care guidance provided to her family and environmental changes 
at home. Afterwards, she continued to acquire skills through writing training using a mouse stick, computer opera-
tion training, and electric wheelchair operation training, which enabled her to improve her ADL despite her severe 
disability. In terms of education, she was able to go through a regular elementary school, a regular junior high school, 
and then to a senior high school of a support school.

Conclusions:  We believe that training that utilizes current technology and changes in the environment that are 
appropriate for daily life are important for improving the ADL of children with severe CSCI.
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Background
Spinal cord injury (SCI) in pediatric patients is rare, rep-
resenting less than 10% of all cases [1]. Although train-
ing for activities of daily living (ADL) should naturally be 
based on the developmental level for children with SCI 

[2], literature on ADL changes with growth over time 
are limited. It has also been reported that cervical spi-
nal cord injury (CSCI) in early childhood involves the 
C2-3 levels due to the greater range of motion of the 
higher cervical spine [3]. Patients with C2-3 CSCI may 
develop respiratory muscle paralysis and require a venti-
lator, making rehabilitation difficult. CSCI also results in 
a catastrophic loss of upper extremity function [4]. The 
degree of quadriplegia affects independence and quality 
of life (QOL) [5], and more severe disability can decrease 
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life satisfaction [6]. In general, rehabilitation for patients 
with CSCI is based on the level of injury as defined by 
the International Standard for Neurological Classifica-
tion of Spinal Cord Injury (ISNCSCI) [7]. Treatment 
sessions are planned and implemented with the goal of 
improving mobility and participation to the greatest 
extent possible, taking into account the remaining motor 
and sensory function while minimizing secondary com-
plications [8, 9]. Independent activities are more limited 
at higher levels of injury. For example, patients with C8 
CSCI can use a manual wheelchair and perform ADL 
independently, whereas patients with C5 CSCI require 
assistance in operating a manual wheelchair [10, 11]. In 
addition, all ADL require full assistance at higher injury 
levels. Patients with higher levels of CSCI require special 
environmental changes, such as a motorized wheelchair 
to gain mobility, and it is important that these changes 
be appropriate for each patient [12–14]. Environmen-
tal changes are not only limited to equipment but also 
include various aspects such as work or school environ-
ment and the understanding of the people involved [15]. 
This case report describes the changes in ADL and reha-
bilitation of a girl with severe high CSCI who was injured 
in early childhood.

Case presentation
Medical history
The patient was 2 years and 6 months old when she was 
injured in a traffic accident between a private car and a 
truck. She underwent cardiopulmonary arrest and was 
rushed to an acute care hospital where she was resus-
citated. She was diagnosed with C3 CSCI and tibial 
fracture (Fig.  1). Acute physical findings revealed left 
conjugate deviation of the eyes, complete quadriplegia 
below C3, and respiratory paralysis. Thus, she was man-
aged on a ventilator. Treatment consisted of posterior 
fusion and halo vest for C3 CSCI and fixed seine for her 

tibial fracture. Rehabilitation was started in the ICU on 
the fifth day after the injury. During the acute phase, 
rehabilitation focused on respiratory rehabilitation and 
early mobilization for complete quadriplegia below C3, 
respiratory dysfunction, and orthostatic hypotension. 
Training was conducted through play using toys such as 
soap bubbles and whistles to increase ventilation and, 
as appropriate, with the use of assistive devices such as 
sit-to-stand and standing tables. (Fig.  2). Her general 
condition gradually improved and she was discharged 
from the ICU 46 days after the injury. Six months after 
the injury, she was transferred to a local hospital for 
environmental adjustment for home discharge under 
ventilator control with ADL requiring full assistance. 
The American Spinal Injury Association (ASIA) motor 
score was 0. Her ADL status at the time of discharge 
is shown in Fig.  3 using the Functional Independence 
measure (FIM). The total FIM score was 35 points, and 
all items such as selfcare and locomotion required full 
assistance.

The FIM is one of the most reliable and widely used 
methods in assessing the basic quality of ADLs for people 
with disabilities [16]. The FIM is designed to assess the 
amount of assistance needed for a person with a disability 
to safely and effectively perform basic ADLs and consists 
of 18 items. These activities include minimal skills related 
to self-care, sphincter control, transfer, locomotion, com-
munication, and social cognition. Each item was rated 
on a 7-point scale and graded according to common cri-
teria. Patients are classified as "7: Complete independ-
ence" if they are able to perform activities in a completely 
normal manner, and "6: Modified independence" if they 
need tools to assist with activities or need more time to 
perform them. The FIM is also graded according to the 
degree of assistance: "5: Supervision," "4: Minimal Assis-
tance," "3: Moderate Assistance," "2: Maximal assistance," 
and "1: Total Assistance” [17]. In this case report, the 

Fig. 1  X-ray and CT images at the time of injury
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same experienced physiotherapist in charge of the patient 
calculated the total, motor, and cognitive scores.

Rehabilitation for school readiness
Rehabilitation until school age was conducted for devel-
opmental and mobility impairments. Specific examples 
include the assembly of a mouse stick and an electric 
wheelchair. Figure 4 shows the actual mouse stick and the 
training scene. Using the mouse stick, the child under-
went repeated training to write through games and to 
operate a computer until she entered school. Figure  5 
shows the electric wheelchair. The wheelchair was made 

when she was 4  years and 6  months old. Since she still 
had quadriplegia, she was repeatedly trained to safely 
maneuver the wheelchair with chin control. As a result, 
at 6 years of age, she was able to go to the local elemen-
tary school like most children.

Progress in schooling
As for her education, she entered a local regular ele-
mentary school at the age of 6  years, a regular junior 
high school at 12  years, and a support high school at 
15 years. During her elementary school life, she was able 
to participate in field trips and sports events with her 

Fig. 2  Toys used for respiratory rehabilitation (a) and rehabilitation training using the fabricated sit-to-stand device and standing table (b)

Fig. 3  Changes in Functional Independence measure (FIM) over time
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classmates using an electric wheelchair. She attended 
regular lectures as much as possible by using a mouse 
stick to write and operate a computer. In addition, lec-
tures were held with one teacher accompanying the stu-
dents to assist them depending on the content of the 

lecture. Figure  6 shows her actually attending the lec-
ture using the mouse stick and the pictures and letters 
she drew. In addition, Fig. 3 shows her FIM score at the 
end of elementary school over time. The total FIM score 
increased to 46 points, with improvement in locomotion, 

Fig. 4  Mouse stick assembly and training scene

Fig. 5  Electric wheelchair operated by chin control

Fig. 6  Patient attending a lecture using a mouse stick and the pictures and text she drew
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communication, and social cognition. The improvement 
was attributed to the fact that she was able to operate a 
power wheelchair and move around while supervised. 
She was also able to interact with others at her own will. 
There was no change in the ASIA motor score.

During her middle school years, she experienced travel 
by air. In her life up to junior high school, her only means 
of transportation was a motorized wheelchair and full-
assistance private car transportation. Therefore, the first 
time she flew, a rehabilitation physician and a physical 
therapist boarded the plane with her to check her board-
ing and vitals (Fig. 7). This experience enabled the family 
to travel alone thereafter. As she grew older, her knowl-
edge further improved, and she was able to use a com-
puter to conduct research. This led to an improvement in 
the locomotion and social cognition items in the FIM at 
the end of middle school, with a total score of 48 (Fig. 3).

After entering a special support high school, rehabilita-
tion using a robot was started to improve self-care skills. 
As a result, she was able to use the assistive robot to per-
form eating movements (Fig. 8). By placing food in a con-
tainer and operating a chin controller, it became possible 
for the patient to eat what she wants to, eat in the order 

she wants to, and choose the timing of her feedings. In 
addition, her physical education lectures enabled her to 
participate and play in local sports tournaments (Fig. 9). 
As a result, her total FIM score has increased to 54 points 
in her second year of support school. Her self care and 
social cognition items have improved. There was no 
change in the ASIA motor score. Details of her current 
total FIM score are shown in Table 1.

In addition, the chronological progression of this long 
period of time is summarized in Fig. 10.

Medical progress
She had quadriplegia and respiratory paralysis as seque-
lae of her CSCI. In addition, her ASIA score did not 
change over time, and weaning from the ventilator was 
difficult. The ventilator mode was controlled mechanical 
ventilation (CMV) at the time of injury, and was changed 
to synchronized intermittent mandatory ventilation 
(SIMV) as her level of consciousness improved and her 
respiratory status changed. After discharge from the ICU 
and transfer to the general pediatric ward, the ventilator 
setting was gradually changed from SIMV to continuous 

Fig. 7  Boarding the plane and checking vitals

Fig. 8  Eating motion with the use of the robot “My Spoon”

Fig. 9  Participation in sports for the disabled
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positive airway pressure (CPAP) mode, and she was dis-
charged home on a portable ventilator. During the fol-
lowing period until schooling, she felt better with the 
respiratory frequency (f ) set at 3 breaths rather than 0. 
During schooling, the ventilator was set to pressure sup-
port (PS); 12 mmH2O, positive end-expiratory pressure 
(PEEP); 4 mmH2O, f; 3 times (6 times at bedtime) and 
has remained at the same settings to date. Furthermore, 
during the course of the disease, paralysis and spasticity 
resulted in spasticity of the lower extremities and scoli-
osis of the spine. Physical therapy, orthotics, and botox 
injections were administered as needed for the lower 
limb. Functional scoliosis was detected when she was 

8 years old, and a trunk brace was prescribed. By 12 years 
of age, her scoliosis progressed to a Cobb angle of 43° in 
T7-L3 and 45 degrees in C5-T7. By the age of 13  years 
and 10  months, the Cobb angle progressed to 70° in 
T6-L4 and 49° in T6-C5. This resulted in difficulty sitting 
and lying on the left side; hence, a posterior spinal instru-
mentation and fusion of Th2-S2 (PSIF) was performed 
(Fig. 11). Postoperatively, pleural effusion and pneumonia 
were observed. With appropriate medical treatment and 
rehabilitation, the patient was discharged 14  days after 
surgery with the same respiratory setup as preoperatively.

Informed consent
Data collection was carried out according to the interna-
tional ethical standards with humans of the Declaration 
of Helsinki. Written informed consent was obtained from 
the patient and her family to publish any potentially iden-
tifiable images or data included in this article. This study 
conforms to all case report guidelines and reports the 
required information accordingly.

Discussion and conclusions
This case report describes the rehabilitation of a child 
with severe high CSCI sustained in infancy. Despite the 
fact that the child required a ventilator and was severely 
disabled with C3 complete quadriplegia, she was able 
to improve her ADL by continuing rehabilitation as she 
grew. We also believe that this improvement in ADL 
capacity has improved the QOL of the patient and her 
family. This case report is the first long-term demonstra-
tion that appropriate rehabilitation techniques using the 
latest technology can improve the QOL of patients with 
high CSCI.

Her motor paralysis and respiratory function did 
not change with age after the injury. However, the FIM 
results showed an increase of 8 points in locomotion 
and social cognition from age 4 to 12  years when she 

Table 1  All domains of FIM score at present (2nd year of support 
school)

Category Task Type ♯ Task Score

Motor Self-care 1 Eating 5

2 Grooming 1

3 Bathing 1

4 Upper body dressing 1

5 Lower body dressing 1

6 Toileting 1

Sphincter control 7 Bladder management 1

8 Bowel management 1

Transfers 9 Bed to chair transfer 1

10 Toilet transfer 1

11 Tub/shower transfer 1

Locomotion 12 Walk/wheelchair 6

13 Stairs 1

Cognitive Communication 14 Comprehension 7

15 Expression 7

Social cognition 16 Social interaction 7

17 Problem solving 4

18 Memory 7

Fig. 10  Summary of her progress shown in chronological order
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graduated from elementary school. This may have been 
mainly caused by the introduction of an electric wheel-
chair at the age of 4 years and 6 months. A previous study 
reported that the early introduction of a wheelchair and 
self-mobility for children with SCI had a positive impact 
on the children’s ability to learn, participate with peers, 
increase self-confidence, and reduce depression [18–20]. 
Normally, 4-year-olds grow up walking on their own 
feet and exploring their surroundings [13]. She was able 
to maneuver her electric wheelchair, which enabled her 
to move herself to the person she wanted to talk to and 
interact with others. We believe that this has had a posi-
tive effect on her mental growth and learning ability. In 
addition, we believe that the assembly of a mouse stick, 
which enabled her to write and operate a computer, also 
contributed significantly to the improvement of her ADL. 
Even for children without physical disabilities, early mas-
tery of reading and writing affects all other facets. Thus, 
supporting reading and writing has been one of the most 
important issues to be considered [21, 22]. She was able 
to draw and write using a mouse stick, and further-
more, she was able to compensate for her writing speed 
by becoming more proficient at operating a computer. 
As a result, she was able to enroll in the regular schools 
that most children attend in elementary and junior high 
school.

The FIM scores improved in the locomotion and 
social cognition items at the end of middle school. Spe-
cifically, the scores increased in wheelchair mobility 

and problem solving. However, no new equipment was 
introduced during her middle school life. The factors 
that contributed to the increase in FIM scores were 
her daily learning and experience. These enabled her to 
understand traffic rules and behave safely according to 
her surroundings. Her ability to gather information also 
improved using a computer. In addition, it is important 
to note that her experience in the airplane boarding 
process has enabled her to use public transportation. 
She and her family were able to travel without medical 
support after experiencing the plane boarding process. 
A review by Lindsay et al. concluded that being able to 
use public transportation and travel independently is 
an important factor in maintaining quality of life and 
community participation [23]. In addition, a study on 
the use of public transportation among people with 
cerebrovascular disorders reported that a lack of con-
fidence a factor that prevents people with physical dis-
abilities from using public transportation [24]. One way 
to remove this barrier is to provide patients with suc-
cessful experiences [25]. The first time that the patient 
boarded the plane, she was accompanied by a physia-
trist and a physical therapist. We believe that this kind 
of involvement in real-life situations contributed to the 
improvement of her ADL. Although the improvement 
in the total FIM score was only 2 points higher than 
when she graduated from elementary school, the QOL 
of the patient and her family was considered to have 
improved significantly.

The improvement in her FIM score after entering a 
support school can be attributed to the introduction of 
a robot [26] that assisted her in eating. She was also able 
to engage in sports under the disability-oriented educa-
tional environment of the support school. Previous stud-
ies have shown that involvement in sports brings about 
social interaction, contributing to psychological benefits 
and life satisfaction [27–29]. In addition, the benefits of 
meal-assist robots include the ability to enjoy meals with 
family members who used to be caregivers and the elimi-
nation of reservation felt by patients toward caregivers 
by being able to perform meal movements by themselves 
[30]. Consistent with these reports, we believe that the 
improvement in her ADL improved her QOL.

With regard to the course of the sequelae of her CSCI, 
her neurological deficits did not improve as she grew 
older and her ASIA score did not change. She developed 
quadriplegia at a young age and was forced to lead a sed-
entary life because of her immobility. Her medical history 
was consistent with the expected outcome [31] for a child 
injured at less than 5 years of age. The review indicated, 
for example, that 96% of patients would develop scoliosis 
and 61% would experience spasticity.

Fig. 11  Pre- and postoperative X-rays of posterior spinal 
instrumentation and fusion (PSIF) for scoliosis
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In this case, rehabilitation using the current technology 
enabled improvement in ADL over time, even if improve-
ments in physical functions did not occur. Through our 
experience with her rehabilitation, we have realized the 
importance of national and local government support 
for people with disabilities. For example, the patient 
was given an electric wheelchair at the age of 4  years 
and 6 months. However, there is no support for the pur-
chase of electric wheelchairs for 4-year-old children 
in Japan. Furthermore, disability is strongly associated 
with poverty globally. In resource-poor settings, most 
people who need a wheelchair cannot afford to buy one 
on their own [32]. We hope that systems will be revised 
and implemented in various countries in the future so 
that appropriate support will be provided to those who 
need assistance. On the other hand, the daily evolution 
of technology is astonishing, and techniques using robots 
are advancing rapidly. Because this is a case report, it is 
difficult to generalize the progress of this patient to oth-
ers with this condition. However, we hope to increase the 
number of positive case reports and data such as those 
presented here, which will lead to further development.

Abbreviations
SCI: Spinal cord injury; ADL: Activities of daily living; CSCI: Cervical spinal cord 
injury; QOL: Quality of life; FIM: Functional Independence measure; ASIA: 
American Spinal Injury Association; CMV: Controlled mechanical ventilation; 
SIMV: Synchronized intermittent mandatory ventilation; CPAP: Continuous 
positive airway pressure; f: Respiratory frequency; PS: Pressure support; PEEP: 
Positive end-expiratory pressur; PSIF: Posterior spinal instrumentation and 
fusion.

Acknowledgements
The authors thank Ken Kouda, Yuki Sakata, and Rikito Zaiki for the clinical 
assistance. We also thank Editage (http://​www.​edita​ge.​com) for the English 
language editing.

Authors’ contributions
Mr. YY and Prof. YN conceptualized and designed the study, drafted the initial 
manuscript, and reviewed and revised the manuscript. Dr. YU, Dr. TK and Dr. 
YK designed the data collection instruments, collected data, carried out the 
initial analyses, and reviewed and revised the manuscript. Prof. FT designed 
the data collection instruments, coordinated and supervised data collection, 
and critically reviewed the manuscript. All authors read and approved the final 
manuscript and agreed to be accountable for all aspects of the work.

Funding
This research received no specific grant from any funding agency in the pub-
lic, commercial, or not-for-profit sectors.

Availability of data and materials
All data generated or analyzed during this study are included in this published 
article.

Declarations

Ethics approval and consent to participate
Ethical review and approval was not required for the case report in accord-
ance with local legislation and institutional requirements. Written informed 
consent to participate in this study was provided by the participants’ legal 
guardian/next of kin. In addition, written informed consent was obtained from 

the minor(s)’ legal guardian/next of kin for the publication of any potentially 
identifiable images or data included in this article.

Consent for publication
Written informed consent was obtained from the patient’s parent for publica-
tion of this case report and any accompanying images.

Competing interests
The authors declare that there is no conflict of interest.

Author details
1 Division of Rehabilitation, Wakayama Medical University Hospital, 811‑1 Kimi-
idera, Wakayama 641‑8510, Japan. 2 Department of Rehabilitation Medicine, 
Wakayama Medical University, 811‑1 Kimiidera, Wakayama 641‑8509, Japan. 
3 Department of Rehabilitation Medicine, Iwate Medical University, 2‑1‑1 Idaid-
ouri, Yahaba‑cho, Shiwa‑gun, Iwate 028‑3694, Japan. 

Received: 6 May 2022   Accepted: 22 August 2022

References
	1.	 Dias MS. Traumatic brain and spinal cord injury. Pediatr Clin North Am. 

2004;51:271–303. https://​doi.​org/​10.​1016/​S0031-​3955(03)​00211-6.
	2.	 Zidek K, Srinivasan R. Rehabilitation of a child with a spinal cord injury. 

Semin Pediatr Neurol. 2003;10:140–50. https://​doi.​org/​10.​1016/​s1071-​
9091(03)​00022-6.

	3.	 Massagli TL. Medical and rehabilitation issues in the care of children with 
spinal cord injury. Phys Med Rehabil Clin N Am. 2000;11:169–82.

	4.	 Senjaya F, Midha R. Nerve transfer strategies for spinal cord injury. World 
Neurosurg. 2013;80:e319–26. https://​doi.​org/​10.​1016/j.​wneu.​2012.​10.​001.

	5.	 Snoek GJ, IJzerman MJ, Hermens HJ, Maxwell D, Biering-Sorensen F. 
Survey of the needs of patients with spinal cord injury: impact and 
priority for improvement in hand function in tetraplegics. Spinal Cord. 
2004;42:526–32. https://​doi.​org/​10.​1038/​sj.​sc.​31016​38.

	6.	 Rivers CS, Fallah N, Noonan VK, Whitehurst DG, Schwartz CE, Finkelstein 
JA, et al. Health conditions: effect on function, health-related quality of 
life, and life satisfaction after traumatic spinal cord injury. A prospective 
observational registry cohort study. Arch Phys Med Rehabil. 2018;99:443–
51. https://​doi.​org/​10.​1016/j.​apmr.​2017.​06.​012.

	7.	 Kirshblum SC, Waring W, Biering-Sorensen F, Burns SP, Johansen M, 
Schmidt-Read M, et al. Reference for the 2011 revision of the Interna-
tional Standards for Neurological Classification of Spinal Cord Injury. J 
Spinal Cord Med. 2011;34:547–54. https://​doi.​org/​10.​1179/​10790​2611X​
13186​00042​0242.

	8.	 Atkinson H, Spearing EM. Traumatic and atraumatic spinal cord injuries 
in pediatrics. In: Tecklin J, editor. Pediatric physical therapy. 5th ed. MD: 
Lippincott Williams & Wilkins; 2015. p. 329–50.

	9.	 Vogel LC, Zebracki K, Betz R, Mulcahey MJ, editors. Spinal cord injury in 
the child and young adult. London: Mac Keith Press; 2014.

	10.	 Katoh S, Sato N. Comprehensive management of spinal cord injury. Jpn J 
Rehabil Med. 2018;55:597–604. https://​doi.​org/​10.​2490/​jjrmc.​55.​597.

	11.	 Tajima F, Kamijo Y-i, Nishimura Y. Basis of rehabilitation in patients with 
spinal cord injury. Spinal Surg. 2016;30:58–67. https://​doi.​org/​10.​2531/​
spina​lsurg.​30.​58.

	12.	 Chow JW, Levy CE. Wheelchair propulsion biomechanics and wheel-
ers’ quality of life: an exploratory review. Disabil Rehabil Assist Technol. 
2011;6:365–77. https://​doi.​org/​10.​3109/​17483​107.​2010.​525290.

	13.	 Calhoun CL, Schottler J, Vogel LC. Recommendations for mobility in chil-
dren with spinal cord injury. Top Spinal Cord Inj Rehabil. 2013;19:142–51. 
https://​doi.​org/​10.​1310/​sci19​02-​142.

	14.	 Thorp EB, Abdollahi F, Chen D, Farshchiansadegh A, Lee MH, Pedersen JP, 
et al. Upper body-based power wheelchair control interface for individu-
als With tetraplegia. IEEE Trans Neural Syst Rehabil Eng. 2016;24:249–60. 
https://​doi.​org/​10.​1109/​TNSRE.​2015.​24392​40.

	15.	 Flett PJ. The rehabilitation of children with spinal cord injury. J Paediatr 
Child Health. 1992;28:141–6. https://​doi.​org/​10.​1111/j.​1440-​1754.​1992.​
tb026​29.x.

	16.	 Ottenbacher KJ, Hsu Y, Granger CV, Fiedler RC. The reliability of the 
functional independence measure: a quantitative review. Arch Phys Med 

http://www.editage.com
https://doi.org/10.1016/S0031-3955(03)00211-6
https://doi.org/10.1016/s1071-9091(03)00022-6
https://doi.org/10.1016/s1071-9091(03)00022-6
https://doi.org/10.1016/j.wneu.2012.10.001
https://doi.org/10.1038/sj.sc.3101638
https://doi.org/10.1016/j.apmr.2017.06.012
https://doi.org/10.1179/107902611X13186000420242
https://doi.org/10.1179/107902611X13186000420242
https://doi.org/10.2490/jjrmc.55.597
https://doi.org/10.2531/spinalsurg.30.58
https://doi.org/10.2531/spinalsurg.30.58
https://doi.org/10.3109/17483107.2010.525290
https://doi.org/10.1310/sci1902-142
https://doi.org/10.1109/TNSRE.2015.2439240
https://doi.org/10.1111/j.1440-1754.1992.tb02629.x
https://doi.org/10.1111/j.1440-1754.1992.tb02629.x


Page 9 of 9Yasuoka et al. BMC Pediatrics          (2022) 22:507 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Rehabil. 1996;77(12):1226–32. https://​doi.​org/​10.​1016/​s0003-​9993(96)​
90184-7.

	17.	 Kidd D, Stewart G, Baldry J, et al. The functional independence measure: a 
comparative validity and reliability study. Disabil Rehabil. 1995;17(1):10–4. 
https://​doi.​org/​10.​3109/​09638​28950​91666​22.

	18.	 Biringen Z, Emde RN, Campos JJ, Appelbaum MI. Affective reorganization 
in the infant, the mother, and the dyad: the role of upright locomotion 
and its timing. Child Dev. 1995;66:499–514.

	19.	 Butler C. Augmentative mobility? Phys Med Rehabil Clin N Am. 
1991;2:801–15. https://​doi.​org/​10.​1016/​S1047-​9651(18)​30683-1.

	20.	 Rosen L, Arva J, Furumasu J, Harris M, Lange ML, McCarthy E, et al. RESNA 
position on the application of power wheelchairs for pediatric users. 
Assist Technol. 2009;21:218–25. https://​doi.​org/​10.​1080/​10400​43090​
32460​76 quiz 228.

	21.	 Shigeji O. Problem of teaching of handwriting in regular class. Bull Joetsu 
Univ Educ. 1994;14:131–40 (http://​hdl.​handle.​net/​10513/​400).

	22.	 Ohba S. Problems and improvement of teaching handwriting in a regular 
class to children with writing difficulties. Jpn J Spec Educ. 1996;33:15–24. 
https://​doi.​org/​10.​6033/​tokky​ou.​33.​15_1.

	23.	 Lindsay S, Lamptey DL. Pedestrian navigation and public transit training 
interventions for youth with disabilities: a systematic review. Disabil 
Rehabil. 2019;41:2607–21. https://​doi.​org/​10.​1080/​09638​288.​2018.​14711​
65.

	24.	 Logan PA, Dyas J, Gladman JR. Using an interview study of transport use 
by people who have had a stroke to inform rehabilitation. Clin Rehabil. 
2004;18:703–8. https://​doi.​org/​10.​1191/​02692​15504​cr742​oa.

	25.	 Bandura A, Freeman WH, Lightsey R. Self-efficacy: the exercise of control. 
J Cogn Psychother. 1999;13:158–66. https://​doi.​org/​10.​1891/​0889-​8391.​
13.2.​158.

	26.	 Ishii S. Meal-assistance robot “my spoon.” J Robot Soc Jpn. 2003;21:378–
81. https://​doi.​org/​10.​7210/​jrsj.​21.​378.

	27.	 Tasiemski T, Kennedy P, Gardner BP, Taylor N. The association of sports and 
physical recreation with life satisfaction in a community sample of people 
with spinal cord injuries. NeuroRehabilitation. 2005;20:253–65.

	28.	 Muraki S, Tsunawake N, Hiramatsu S, Yamasaki M. The effect of frequency 
and mode of sports activity on the psychological status in tetraplegics 
and paraplegics. Spinal Cord. 2000;38:309–14. https://​doi.​org/​10.​1038/​sj.​
sc.​31010​02.

	29.	 Gioia MC, Cerasa A, Di Lucente L, Brunelli S, Castellano V, Traballesi M. Psy-
chological impact of sports activity in spinal cord injury patients. Scand J 
Med Sci Sports. 2006;16:412–6. https://​doi.​org/​10.​1111/j.​1600-​0838.​2005.​
00518.x.

	30.	 Fukase A. Safety measures of meal-assistance robot “my spoon.” J Robot 
Soc Jpn. 2007;25:1165–7. https://​doi.​org/​10.​7210/​jrsj.​25.​1165.

	31.	 Schottler J, Vogel LC, Sturm P. Spinal cord injuries in young children: a 
review of children injured at 5 years of age and younger. Dev Med Child 
Neurol. 2012;54:1138–43. https://​doi.​org/​10.​1111/j.​1469-​8749.​2012.​
04411.x.

	32.	 World Report on Disability 2011. Geneva: World Health Organization; 
2011. ISBN-13: 978-92-4-156418-2.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1016/s0003-9993(96)90184-7
https://doi.org/10.1016/s0003-9993(96)90184-7
https://doi.org/10.3109/09638289509166622
https://doi.org/10.1016/S1047-9651(18)30683-1
https://doi.org/10.1080/10400430903246076
https://doi.org/10.1080/10400430903246076
http://hdl.handle.net/10513/400
https://doi.org/10.6033/tokkyou.33.15_1
https://doi.org/10.1080/09638288.2018.1471165
https://doi.org/10.1080/09638288.2018.1471165
https://doi.org/10.1191/0269215504cr742oa
https://doi.org/10.1891/0889-8391.13.2.158
https://doi.org/10.1891/0889-8391.13.2.158
https://doi.org/10.7210/jrsj.21.378
https://doi.org/10.1038/sj.sc.3101002
https://doi.org/10.1038/sj.sc.3101002
https://doi.org/10.1111/j.1600-0838.2005.00518.x
https://doi.org/10.1111/j.1600-0838.2005.00518.x
https://doi.org/10.7210/jrsj.25.1165
https://doi.org/10.1111/j.1469-8749.2012.04411.x
https://doi.org/10.1111/j.1469-8749.2012.04411.x

	Fourteen-year change in activities of daily living of a quadriplegic, ventilator-managed patient injured by high cervical spinal cord injury during infancy: a case report
	Abstract 
	Background: 
	Case presentation: 
	Conclusions: 

	Background
	Case presentation
	Medical history
	Rehabilitation for school readiness
	Progress in schooling
	Medical progress
	Informed consent

	Discussion and conclusions
	Acknowledgements
	References


