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RECOMMENDED TECHNIQUE FOR
DETERMINATION OF THE ELEMENTS THAT
CONTRIBUTE TO HYPERTONIA

If there is variation in hypertonia with the speed of
externally imposed movement or if a catch occurs
above a threshold velocity, then spastic hypertonia is
present. If the affected limb returns to a specific
posture, there is muscle activity at rest in the absence
of imposed movement, and the severity of hyperto-
nia varies significantly with the child’s movement,
position, or behavioral state, then dystonic hyperto-
nia is present. If muscle activity increases with exter-
nally imposed movement, the same amount of resis-
tance to movement occurs at any speed of stretch,
resistance to movement occurs at arbitrarily low
speeds, and there is no consistent abnormal posture,
then rigid hypertonia is present.

Spastic hypertonia is distinguished from dystonic
or rigid hypertonia by the increase in resistance at
high imposed speeds of movement. Dystonic hyper-
tonia may be distinguished from rigid hypertonia by
the presence or absence of muscle contraction at rest,
although this finding has not been consistently ver-
ified. When dystonic and rigid hypertonia are simul-
taneously present, the rigid component can be mea-
sured when there is an initial posture In which the
muscles are at rest so that the dystonic component is
eliminated. When spastic hypertonia is also present,
dystonic or rigid components are distinguished from
spasticity by the resistance to slow imposed speeds
of movement,
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