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Gait Analysis for Ambulatory Patients with Spina Bifida

Taiichiro Yanagizono, M. D,, et al.
Department of Orthopaedic Surgery, Miyazaki Prefectural Center for Handicapped Children

Spina bifida results from disturbance in the neural tube in which the tube has become closed. The
resulting neurological deficit depends on the level or extent of the anatomical closure. Five
ambulatory patients with spina bifida underwent three-dimensional gait analysis using the Anima
system. Their agesranged from 14 years 7 months to 22 years 11 months. There were 3 males and
2 females. The neurological level was decided according to Sharrard's classification. One patient
was at L4, 2 were at L5, and 2 were at Sl. Gait parameters and pelvic tilt, pelvic obliquity, pelvic
rotation, and kinematic and kinetic data on the hip, knee and ankle joint were evaluated. We found
some characteristic differences according to the neurosegmental level compared to our normal
data. These were increasing pelvic tilt in the stance phase, pelvic elevation in the swing phase,
increasing pelvic rotation range of motion, and moment of knee extension. It is important to
understand the compensatory movement due to the muscle insufficiency in spina bifida patients.
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