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ABBREVIATIONS

BBT Box and Block Test

ICC Intraclass correlation coefficient

JTTHF Jebsen-Taylor Test of Hand

Function

MACS Manual Ability Classification

System

MCID Minimal clinically important

difference

AIM To assess the reliability and to evaluate the responsiveness of both the Jebsen-Taylor

Test of Hand Function (JTTHF) and the Box and Block Test (BBT) in children with cerebral

palsy (CP).

METHOD In this retrospective study, the reliability analyses were conducted with paired

t-tests considering a short (mean 14d) and a long (mean 120d) time in between two

assessment periods. In addition, an intraclass correlation coefficient (ICC) was used to assess

the level of congruency. The responsiveness to therapy was conducted with a paired t-test in

the whole sample regarding the age, the manual ability level as classified with the Manual

Ability Classification System (MACS), and the topography.

RESULTS Our main results confirmed the tests’ reliability in a short time period for the JTTHF

in both hands and for the BBT on the less affected hand. These results were consistent with

the ICC. The responsiveness was confirmed, except on the less affected hand for the JTTHF,

with similar results for age, MACS, and topography approach.

INTERPRETATION This study supports the use of the JTTHF and the BBT to examine changes

after short-term interventions for children with CP. These results should be interpreted with

association to normative values or with a control group when used over long assessment

periods.

Cerebral palsy (CP) is defined as a group of disorders of
movement and posture secondary to early/congenital brain
injury.1 CP is the most common cause of pediatric motor def-
icits with a prevalence of these disorders ranging from 2 to
2.5 out of 1000 children.2,3 Depending on brain lesion loca-
tion, either bilateral or unilateral CP may be observed. Gross
motor function impairments and manual dexterity deficits
are frequently observed in these children, having a major
impact on their activity level and autonomy.4–6 Improving
manual dexterity and activity level of children with CP is
often a main focus in rehabilitation. Over the last decade,
intensive interventions based on motor skill learning princi-
ples have demonstrated efficacy, inducing motor changes and
improving activities of daily life in children with CP.6,7

The efficacy of such interventions on manual ability is
notably observed through changes in test scores assessing
manipulative skills. These skills in children with CP, both
in research and clinical practice, are frequently assessed
using the Box and Block Test (BBT)8 and the Jebsen-
Taylor Test of Hand Function (JTTHF).9 The BBT was
originally developed for adult patients in order to assess

gross manual dexterity.8 This test has an excellent test–retest
reliability, inter/intrarater reliability, high responsiveness,
and criterion and construct validity in typically developing
children and adults for various pathologies.10–15 The
JTTHF assesses a battery of seven items of unimanual
hand functions simulating activities of daily living. In
adults and typically developing children, this test has an
excellent test–retest reliability16–18 and an excellent inter/
intrarater reliability.19 However, criterion validity is quite
poor in adults and typically developing children.19,20

Hence, these tests could represent two approaches to eval-
uate hand function in children with CP, with different
levels of psychometric qualities.

The intrinsic psychometric qualities of a test are essential
to highlight modifications produced by an intervention;
hence, the test used should be valid, reliable, and sensitive to
changes.21 In addition, in clinical practice it is also important
to determine whether changes as a result of an intervention
are clinically meaningful. Despite the wide use of the BBT
and JTTHF in children with CP, the stability of the measure
over time, and the responsiveness, defined as the power of the
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measure to reveal changes over time, have not been suffi-
ciently studied in this population. The reliability of the
JTTHF was tested by Taylor et al.18 in a small group of chil-
dren with different disorders. This sample included children
with CP. Even though Taylor et al. demonstrated the relia-
bility, results cannot be generalized because of the size and
heterogeneity (many different disorders) of their sample.

The objectives of this retrospective study were, first, to
assess the reliability of the BBT and the JTTHF in chil-
dren with CP; and second, to evaluate the responsiveness
of both tests to bimanual intensive interventions. Lastly,
we aimed to evaluate the clinical significance of this
change. We hypothesized that the JTTHF and the BBT
would be sensitive enough to detect dexterity changes
occurring after intensive upper extremity interventions.

METHOD
Participants
Participants included 154 children with unilateral (n=108) or
bilateral (n=46) CP aged from 5 to 17 years (mean age 9y
10mo; SD 3y 4mo). The characteristics of the children are
displayed in Table I. Briefly, 67 children were considered to
assess the stability of the measures and 87 were considered to
assess the responsiveness of the measures. Data were col-
lected in two different research projects (2011–2017), one at
Columbia University in the USA (n=56), and one at the
Universit�e catholique de Louvain in Belgium (n=98). Inclu-
sion/exclusion criteria were the same as previous studies7,22

(more details in Appendix S1, online supporting informa-
tion).

All parents and children gave their written informed
consent. The ethical review boards of the respective uni-
versities approved these studies.

Study design
This study assessed the reliability and sensitivity to change
of the measures (BBT and JTTHF). Both assessments
required two testing times, with or without intensive ther-
apy in between (see Fig. S1, online supporting

information). The assessments were performed by the same
rater at each assessment time to avoid intrarater bias.

The reliability, defined as the stability of the measures,
was tested between two assessment times, named A1 and
A2, without intensive intervention in between. From the
67 children enrolled in this part, 38 had a test–retest
within a brief period (mean [SD] 14d, [1]; range 13–14d)
and 29 had a test–retest within a longer period (mean [SD]
120d, [2]; range 30–210d).

The sensitivity to changes of the measures was assessed
before and after two intensive interventions: hand and arm
bimanual intensive therapy22 (n=41, USA) or hand and arm
bimanual intensive therapy including lower extremity7,23

(n=46, Belgium; Fig. S1). Both interventions were con-
ducted in a day camp setting with a total of 90 hours of
treatment. Both therapies promote more accurate move-
ments and the appearance of new strategies using princi-
ples of motor skill learning. T1 was performed within the
week just before the intervention; T2 was performed
within the week just after the intervention.

Assessments
The BBT was performed according to the description of
Mathiowetz et al.8 The child sat on an adjusted chair in
front of a two-compartment box placed on a table, one com-
partment containing a total of 150 blocks. The goal was to
transport as many blocks as possible, one at a time, from one
compartment to the other with the same hand. The score is
the number of blocks transported within a minute.8

To perform the JTTHF, the child sat in front of a table
where the test was performed. As first described by Jebsen
et al.,24 the test consists of seven items including writing a
24-letter sentence, turning over five cards, picking up small
common objects (two pennies, two bottle caps, and two
paperclips), simulated feeding using a teaspoon and five kid-
ney beans, stacking four checkers, picking up and moving five
large empty tin cans and then five large full cans. In this
study, all items were tested except the writing.18 The time
needed to complete each item with each hand was recorded
with a maximum time of 3 minutes. The total score was
obtained for each hand as the sum of each item time.

In both tests the less affected hand was first evaluated,
followed by the more affected hand.

Statistical analysis
Reliability
A whole sample and a group approach were used to assess
the stability of both measures. In all children without

Table I: Characteristics of the participants

All
participants Reliability Responsiveness

Age, y:mo
Mean (SD) 9:6 (3:4) 9:6 (2:11) 9:6 (3:6)

Sex
Females (%) 78 (51) 41 (61) 37 (43)
Males (%) 76 (49) 26 (39) 50 (57)

Form of cerebral palsy
Unilateral (%) 108 (70) 38 (57) 70 (81)
Bilateral (%) 46 (30) 29 (43) 17 (19)

More affected hemibody
Right side (%) 73 (47) 33 (49) 40 (46)
Left side (%) 81 (53) 34 (51) 47 (54)

Manual Ability Classification System
Level I (%) 25 (16) 8 (12) 17 (19)
Level II (%) 90 (58) 38 (57) 52 (60)
Level III (%) 39 (26) 21 (31) 18 (21)

Total 154 67 87

What this paper adds
• The Box and Block Test (BBT) is reliable in a brief period of assessment in

children with cerebral palsy (CP).

• The Jebsen-Taylor Test of Hand Function (JTTHF) is reliable in a brief period
of assessment in children with CP.

• The JTTHF and BBT are responsive to changes in a brief period of intensive
therapy in children with CP.

• The reliability and responsiveness of the JTTHF and BBT are weak over long
assessment periods.

JTTHF and BBT for Children with CP Rodrigo Araneda et al. 1183



intervention (n=67) the whole sample approach consisted
of evaluating a possible difference between A1 and A2 (trial
effect) using a paired t-test or Wilcoxon test when the
Shapiro–Wilk normality test failed. In addition, the degree
of association between A1 and A2 was observed using the
intraclass correlation coefficient (ICC). We used these
methods to assess the intrinsic stability of each child’s
score. Since reproducibility may differ in time, we also per-
formed a group approach, where the same analyses were
performed within two assessment periods (i.e. short period
of time or long period of time, see details in ‘Study
design’).

Thus, no significant differences between A1 and A2,
with high values of ICC, confirm the reliability of the
tools.

Responsiveness
For the study of responsiveness, a whole sample and a
group approach were also used. For both approaches, com-
parisons between T1 and T2 were performed using paired
t-test or Wilcoxon test when Shapiro–Wilk normality test
failed. In the whole sample approach (n=87) we evaluated
all children together. In the group approach we considered
children regarding their age, their Manual Ability Classifi-
cation System (MACS)25 level, and their topography sepa-
rately. The group approach allowed us to determine
whether a specific (sub)group demonstrates a higher
responsiveness. In addition, the effect size was used as an
index of responsiveness in both the whole sample and
group approaches.26 The effect size gauges the amount of
changes of a scale to amounts considered to be clinically
meaningful. It is calculated by dividing the mean change of
T1 and T2 by the standard deviation of the change scores.
The effect size was interpreted regarding Cohen’s
guidelines:27 results under 0.2 are considered as non-signif-
icant changes; results between 0.2 and 0.49 are considered
as small changes; results between 0.5 and 0.79 are consid-
ered as moderate changes; and large changes are consid-
ered when results are over 0.8. Thus, significant
differences between T1 and T2, with significant changes in
the effect size, confirm the responsiveness of the tools.

Clinical significance of changes
We evaluated the clinical significance of changes between
T1 and T2 using the minimal clinically important differ-
ence (MCID),28 to detect if the difference measured by a
tool is sufficient to be considered as clinically important
for each child in a treatment outcome.29 It is calculated as
half the standard deviation of the changes,30 considered as
clinically significant when the observed change is above the
MCID value.

RESULTS
Reliability
Whole sample approach
A significant difference was observed between A1 and A2
for the BBT on the more affected hand (p<0.001) and less

affected hand (p=0.002), as well as on the more affected
hand for the JTTHF (p=0.002), showing an improvement
over time in the measures. In addition, an excellent ICC
(test–retest) was observed for both tests in the more
affected hand and in the less affected hand (all ICC>0.849;
Table IIa).

Group approach
When we compared A1 and A2 over a short period of time
(2wks), a significant difference was detected only for the
BBT on the more affected hand (p=0.006). Within
2 weeks, an excellent ICC was observed for both tests in
both hands (all ICC>0.932; Table IIb). These results indi-
cate a reliability for the BBT on the less affected hand and
for the JTTHF in both hands while performed over a
short period of time.

When we compared A1 and A2 over a longer period of
time (mean 120d), a significant difference was detected for
the BBT on the more affected hand (p=0.003) and less
affected hand (p=0.002) hands as well as for the JTTHF
on the more affected hand (p=0.006). During this longer
time interval, we observed levels of ICC between weak and
good (from 0.284 to 0.784; Table IIb). These results indi-
cate no reliability for either tests in either hands when per-
formed over a longer period of time.

Responsiveness
Whole sample approach
In this approach, a significant difference was observed
between T1 and T2 in the BBT for both hands
(p<0.001). In the JTTHF the comparison showed a dif-
ference for the more affected hand (p<0.001). In addi-
tion, the effect size indicated moderate changes on the
more affected hand (effect size=0.754) and the less
affected hand (effect size=0.511) for the BBT, and small
changes on the more affected hand for the JTTHF (ef-
fect size=0.472; see Table SI, online supporting informa-
tion).

Group approach
Group analysis by age. To perform the group analysis
regarding the age, children included in this part of the
study (n=87) were separate into two groups: a younger
group (n=56) with ages between 5 years and 10 years and
an older group (n=31) with ages between 11 years and 17
years (Table SI).

The younger group showed significant changes for the
BBT on the more affected hand (p=0.003) and the less
affected hand (p=0.001) as well as for the JTTHF on the
more affected hand (p<0.001). The effect size showed mod-
erate changes in both hands for the BBT (more affected
hand, effect size=0.567; less affected hand, effect
size=0.516) as well as in the more affected hand for the
JTTHF (effect size=0.502).

In the older group, we observed significant changes for the
BBT on both hands (less affected hand, p=0.003; more
affected hand, p<0.001) and for the JTTHF in the more
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affected hand (p=0.002). In addition, the effect size showed
large changes for the BBT on the more affected hand (effect
size=0.936) and moderate changes on the less affected hand
(effect size=0.581) as well as small changes for the JTTHF on
the more affected hand (effect size=0.432).
Group analysis by MACS level. To perform a group analysis
regarding the level of MACS, we separated all children
(n=87) in three groups: MACS level I (n=17), MACS level
II (n=52), and MACS level III (n=18; Table SI).

The MACS level I group showed significant changes for
both tests on the more affected hand only (BBT, p<0.001;
JTTHF, p=0.049). The effect size showed a large change
for the BBT in the more affected hand (effect size=0.814)
and a moderate change for the JTTHF on the more
affected hand (effect size=0.518).

The MACS level II group showed significant changes for
the BBT on both hands (p<0.001) and for the JTTHF on the
more affected hand (p<0.001). The effect size showed moder-
ate changes for the BBT (more affected hand, effect
size=0.612; less affected hand, effect size=0.520) and a small
change for the JTTHF on the more affected hand (effect
size=0.485).

The MACS level III group showed significant changes
for the BBT in both hands (more affected hand,
p=0.014; less affected hand, p=0.003) and on the more
affected hand (p=0.014) for the JTTHF. The effect size
showed a large change for the BBT in the less affected
hand (effect size=0.829) and a moderate change on the
more affected hand (effect size=0.639) as well as small
change in the JTTHF on the more affected hand (effect
size=0.484).

Group analysis by topography. To perform the group analy-
sis regarding the topography, children (n=87) were divided
in two groups: unilateral impairments (n=70) and bilateral
impairments (n=17; Table SI).

The unilateral group showed significant changes for the
BBT on the more affected hand (p<0.001) and the less
affected hand (p<0.001) as well as for the JTTHF on the
more affected hand (p<0.001). The effect size showed moder-
ate changes in both hands for the BBT (more affected hand,
effect size=0.678; less affected hand, effect size=0.514) as well
as a small change in the more affected hand for the JTTHF
(effect size=0.489).

In the bilateral group, we observed significant changes
for the BBT on the more affected hand (p=0.010) and a
clear trend on the less affected hand (p=0.052). The
JTTHF showed significant changes in the more affected
hand (p=0.005). The effect size showed large changes for
the BBT on the more affected hand (effect size=0.936) and
moderate changes in the less affected hand (effect
size=0.496) as well as moderate changes on the more
affected hand for the JTTHF (effect size=0.594).

Clinical significance of change
In the whole sample approach, the clinical significant dif-
ference for the BBT was 1.9 (blocks) on the more affected
hand and 3.0 (blocks) on the less affected hand. For the
JTTHF the MCID was 54.7 seconds on the more affected
hand and 20.9 seconds on the less affected hand
(Table SI). In the group approach we compared whether
these values were larger than the mean of change to deter-
mine if the changes were clinically significant (Table SI).

Table II: Test–retest reliability indices of the Box and Block Test (BBT) and Jebsen-Taylor Test of Hand Function (JTTHF)

Mean (SD) or median [P25–P75] Paired t-test or Wilcoxon Intraclass correlation coefficient

A1 A2
Mean of
change (SD) t (or z) p [Lower–higher bound] p

(a) Whole sample approach (n=67)
BBT

MA 20.00 [14.00–31.00] 23.00 [15.00–34.00] 3.804 <0.001 0.944 [0.910–0.965] <0.001
LA 43.00 [31.00–51.00] 46.00 [35.00–55.00] 3.109 0.002 0.849 [0.765–0.904] <0.001

JTTHF
MA 281.09 [99.92–623.89] 204.37 [83.32–498.81] �3.132 0.002 0.888 [0.817–0.933] <0.001
LA 55.76 [41.16–102.81] 51.32 [41.22–88.15] �1.507 0.133 0.884 [0.810–0.930] <0.001

(b) Group approach
Within 14d (n=38)

BBT
MA 24.71 (14.41) 26.06 (15.14) 1.553 (3.244) �2.950 0.006 0.971 [0.945–0.985] <0.001
LA 35.84 (14.57) 37.18 (14.81) 1.342 (5.085) �1.627 0.112 0.938 [0.884–0.967] <0.001

JTTHF
MA 284.65 (266.36) 257.34 (257.92) 23.246 (95.302) 1.484 0.147 0.932 [0.874–0.965] <0.001
LA 73.24 [47.30–121.19] 58.56 [45.34–117.56] 2.281 (44.046) �0.911 0.366 0.939 [0.886–0.968] <0.001

Within 120d (n=29)
BBT
MA 20.00 [14.00–27.50] 24.00 [16.50–32.00] 4.379 (9.458) 2.979 0.003 0.622 [0.340–0.802] <0.001
LA 50.00 [44.50–53.50] 54.00 [50.50–59.00] 5.207 (9.466) 3.137 0.002 0.295 [–0.069 to 0.592] 0.054

JTTHF
MA 507.48 [275.35–804.91] 460.32 [188.49–766.04] 114.567 (162.633) �2.656 0.006 0.784 [0.529–0.910] <0.001
LA 44.10 [36.81–57.13] 43.45 [36.71–50.96] 21.907 (65.389) �1.241 0.229 0.284 [–0.173 to 0.644] 0.108

LA, less affected hand; MA, more affected hand.
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DISCUSSION
The aim of the present study was to test the reproducibil-
ity and the responsiveness of the BBT and JTTHF in chil-
dren with CP. Our results confirmed the reliability of the
tests when the assessments were performed within 2 weeks
for the JTTHF, regardless of the hand, and for the BBT
on the less affected hand. These results were consistent
with the ICC. While assessing the responsiveness, both
tests showed differences during intensive interventions,
except for the JTTHF on the less affected hand.

The data of this study, notably observed in the whole sam-
ple analysis, confirm an impairment in dexterity of the chil-
dren with CP, regardless of the time of assessment and the
presence or absence of intervention. This is obvious when
comparing our data to the norms described for typically
developing children by Mathiowetz et al.31 for the BBT, and
Taylor et al.18 and Reedman et al.16 for the JTTHF.

Reliability
When observing the reliability, the whole sample
approach showed significant differences between the two
assessments time for both tests. In the group approach,
when measured in a brief period (2wks) the stability was
present in both tests except for the BBT on the more
affected hand. However, if we observe our main results,
the mean change calculated over this brief period without
intervention (Table IIb) was below the MCID calculated
in between intervention (Table SI) for both tests in both
hands. This could indicate that, despite the trial effect
highlighted by the reliability study, the change observed
did not reach a clinically meaningful difference. There-
fore, this measure could be used to show an intervention
effect over a brief period provided the MCID is taken
into account. Conversely, the stability of the data was
present only in the less affected hand for the JTTHF
when assessed within a longer period. Moreover, the
mean of change for a longer period (without intervention
[Table IIb]) exceeds the MCID in all measures
(Table SI). These results over a longer period could be
explained by the physiological development of children
with CP in between the two assessments.

High coefficients of ICC between A1 and A2 suggest
that both tests have good test–retest reliability when
assessed within a brief period. These results are congruent
with those of Jongbloed-Pereboom et al.15 that provided
normative values of the BBT for typically developing chil-
dren aged 3 to 10 years in a sample of 215 children.15

Their results for the ICC test–retest and interrater reliabil-
ity showed very good reproducibility. In the same way, the
test–retest reliability of JTTHF has been tested by Reed-
man et al.16 using ICC and the standard error of measure-
ment, within a sample of 87 typically developing children
aged between 5 years and 10 years considering all items of
the test except the writing item. Their findings indicated a
good test–retest reliability (within 12d, [SD 13]) for the
JTTHF.16

Responsiveness
When observing the responsiveness, the same results
were observed in the whole sample and the group
approach regarding the age, MACS level, and topogra-
phy. As expected, these results show an improvement in
the dexterity of both hands in the BBT. This may be
explained by the characteristics of hand and arm biman-
ual intensive therapy and hand and arm bimanual inten-
sive therapy including lower extremity, intensive
therapies based on motor skill learning principles using
the constant engagement of both hands through biman-
ual activities.2,23 Thus, the BBT, which assess a single
task commonly performed in daily life activities either
with one hand or the other, is sensitive to changes in
both hands produced by bilateral intensive interventions.
Conversely, the JTTHF, which assesses several tasks
simulating some activities of daily living usually per-
formed with the dominant hand, showed improvements
only on the more affected hand, probably because the
more affected hand has a larger potential for improve-
ment (not usually used for precise tasks).

In the group approach regarding the MACS level, the
effect size showed changes in both hands for the BBT.
However, the MACS level I group presented a large
change on the more affected hand when compared with
the other MACS levels, while the MACS level III group
presented a large difference on the less affected hand for
this test when compared with the other MACS levels. We
can speculate that children in MACS level I usually present
a less affected hand with important manual abilities in
function of the capacity of each child, hence bimanual
training mostly induces changes on the more affected
hand. This is in agreement with studies showing that
young children in MACS level I have a rapid development
of bimanual performance. Moreover, these children reach
the maximal predicted improvement of bimanual perfor-
mance faster than children classified in MACS levels II and
III.32,33 Children in MACS level III may have a lower per-
formance in these tests on both hands, therefore improve-
ments in both hands can be targeted. These results are
congruent with those of MCIDs. Hence, our results may
be related with the bimanual aspect of the therapy promot-
ing the use of both hands and so allowing both to improve
their performance.

In the group approach regarding the topography, we
observed similar results in children with unilateral and
bilateral impairments confirming the responsiveness for
the BBT in both hands and for the JTTHF on the more
affected hand. Although our results on the responsiveness
are similar between both groups (improvement after
intervention), the mean values at each assessment differed
between groups, showing the specificity of each topogra-
phy. Such differences between children with unilateral
and bilateral CP have been also observed when children
with CP where classified with the Bimanual Fine Motor
Function.34 Conversely, two studies observing outcomes
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in bimanual performance in children with unilateral and
bilateral impairments assessed with the Assisting Hand
Assessment and the Both Hands Assessment32,35 showed
similar results in both groups.

Both tests included in this study have been widely used
in clinical and research contexts. Despite their wide use in
testing manual abilities in children with CP, their psycho-
metric properties have been tested mainly in adults and
typically developing children.8,9,11,12,15,16,24,31 Our results
demonstrate the reliability and responsiveness of both tests
in children with CP in a short period of intervention. We
suggest that a control group or normative values are
needed when the assessment is performed in a longer per-
iod to disentangle the effect of an intervention from the
physiological evolution of the participant.

A limitation of this study was the difference in the sam-
ple of children presenting with a unilateral and a bilateral
form of CP. Indeed, most children presented with a uni-
lateral form which may influence the results obtained for
the more and less affected hand. However, when perform-
ing the analyses by topography separately, the results are
similar in both groups. Despite similar demographic fea-
tures (sex, age, and affected side) between both groups,
there is an over-representation of children in MACS level
II in comparison with other levels. However, when per-
forming the analyses by MACS separately, comparable
results were obtained, thus we expect that increasing the
sample should lead to similar outcomes. Finally, in this
study, the MCID is based on a numerical approach and
not on a patient/therapist approach which may be a limi-
tation to this measure.

CONCLUSION
In conclusion, reliability has been demonstrated when
assessments are performed within a brief period of time for
the JTTHF and the BBT. These outcomes confirm our
hypothesis where both tests are sufficiently responsive to
highlight the effects of an intensive intervention over a
short period of time. Therefore, we suggest keeping both
tests in the assessment battery for measuring changes in
studies focusing on dexterity and hand function improve-
ment in children with CP. Conversely, we suggest a cau-
tious interpretation of results for interventions over longer
periods since intervention results might be contaminated
by spontaneous developmental changes in dexterity of chil-
dren with CP.
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RESUMEN

CONFIABILIDAD Y SENSIBILIDAD DE LA PRUEBA JEBSEN-TAYLOR TEST OF HAND FUNCTI�ON Y LA PRUEBA BOX AND BLOCK TEST
EN NI~NOS CON PAR�ALISIS CEREBRAL

OBJETIVO Evaluar la confiabilidad y la sensibilidad de las pruebas Jebsen-Taylor Test of Hand Function (JTTHF) y Box and Block

Test (BBT) en ni~nos con par�alisis cerebral (PC).

M�ETODO En este estudio retrospectivo, los an�alisis de confiabilidad fueron realizados con pruebas t para muestras relacionadas,

considerando un tiempo corto (media de 14 d�ıas) y largo (media de 120 d�ıas) entre dos per�ıodos de evaluaci�on. Adem�as, se utiliz�o

el coeficiente de correlaci�on intraclase (CCI) para evaluar el grado de congruencia. La sensibilidad de la terapia fue evaluada con

prueba t en toda la muestra, respecto a la edad, nivel de habilidad manual, seg�un el sistema de clasificaci�on de la habilidad

manual (MACS), y la topograf�ıa.

RESULTADOS Nuestros principales resultados confirman la confiabilidad a corto plazo para la prueba JTTHF en ambas manos y

para la prueba BBT en la mano menos afectada. Estos resultados fueron consistentes, de acuerdo con el CCI. La sensibilidad fue

confirmada, excepto en la mano menos afectada para la prueba JTTHF, con resultados similares respecto a la edad, MACS y

topograf�ıa.

INTERPRETACI�ON Este estudio sustenta el uso de las pruebas JTTFH y BBT para evaluar cambios luego de intervenciones de corto

plazo para ni~nos con PC. Estos resultados debieran ser interpretados en asociaci�on a valores de normalidad o con un grupo

control cuando sean utilizados para evaluar per�ıodos de intervenci�on de largo plazo.

RESUMO

CONFIABILIDADE E RESPONSIVIDADE DO TESTE DA FUNC�~AO MANUAL DE JEBSEN-TAYLOR E DO TESTE DA CAIXA E BLOCOS PARA
CRIANC�AS COM PARALISIA CEREBRAL

OBJETIVO Avaliar a confiabilidade e a responsividade do Teste da Func�~ao Manual de Jebsen-Taylor (TFMJT) e do Teste da Caixa

e Blocos (TCB) para crianc�as com paralisia cerebral (PC).

M�ETODO Neste estudo retrospectivo, an�alises de confiabilidade foram realizadas com testes t pareados considerando um tempo

curto (m�edia 14d) e longo (m�edia 120d) entre dois per�ıodos de avaliac�~ao. Adicionalmente, coeficiente de correlac~ao intraclasse

(CCI) foi usado para avaliar o n�ıvel de conguência. A responsividade a terapia foi conduzida com um teste t pareado em uma

amostra considerando a idade, o n�ıvel de habilidade manual classificado pelo Sistema de Classificac�~ao da Habilidade Manual

(MACS), e a topografia.

RESULTADOS Nossos principais resultados confirmaram a confiabilidade dos testes em um curto per�ıodo de tempo para o TFMJT

em ambas as m~aos e para o TCB na m~ao menos afetada. Estes resultados foram consistentes com o CCI. A responsividade foi

confirmada, exceto na m~ao menos afetada para o TFMJT, com resultados similares para a abordagem por idade, MACS e

topografia.

INTERPRETAC�~AO Este estudo ap�oia o uso do TFMJT e do TCB para examinar mudanc�as ap�os intervenc�~oes de curto prazo em

crianc�as com PC. Estes resultados devem ser interpretados em associac�~ao com valores normativos ou um grupo controle quando

usados em longos per�ıodos de avaliac�~ao.


