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Abstract 

Background Arthrogryposis multiplex congenita (AMC) is a group of rare disorders characterized by multiple joint 
contractures present at birth. Early rehabilitation is essential to minimize joint contractures and maximize autonomy 
and participation among individuals with AMC. However, there is little robust scientific evidence to inform best prac‑
tice. This project aimed to develop consensus‑based recommendations for the rehabilitation management of chil‑
dren with AMC in the following priority areas: early intervention and motor development, muscle and joint function, 
orthotics, mobility, participation in areas of life, pain, psychosocial wellbeing, and perioperative rehabilitation.

Results This multi‑phase project used an integrated knowledge translation approach. Based on the results 
from scoping reviews on the priority areas identified for the rehabilitation of children with AMC, and a clinician 
survey describing current practices in AMC rehabilitation, three panels of expert clinicians in occupational therapy, 
physical therapy, orthopedics, physiatry, and social work, as well as people with lived experience and researchers 
from 10 countries developed consensus‑based recommendations for rehabilitation, in concordance with the Grad‑
ing of Recommendations, Assessment, Development and Evaluations framework (GRADE) criteria. A modified Delphi 
process was completed with a wider group of international AMC experts to revise and validate the recommendations 
(Round 1 = 41 and Round 2 = 37 experts). A five‑member external review panel appraised the recommendations 
using the Appraisal of Guidelines for Research and Evaluation II (AGREE II) tool. The final 16 recommendations reached 
a mean agreement rate of 96.6% after two Delphi rounds. The overall quality was rated at 96.6% on the AGREE II tool. 
Interviews with clinicians and managers identified facilitators and barriers to implementation of the recommenda‑
tions in practice using the Theoretical Domain Framework.

Conclusion Consensus‑based, expert validated recommendations for the rehabilitation of children with AMC were 
developed by a wide range of stakeholders, healthcare users and providers. The proposed recommendations are 
expected to contribute to improving child‑ and family‑centered practice and health outcomes. Future work includes 
a knowledge translation strategy to promote sharing and implementation of the recommendations in practice.
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Background
Arthrogryposis Multiplex Congenita (AMC) is a group 
of conditions that present with joint contractures in 
two or more body areas, affecting 1/3000 to 1/56,000 
live births depending on the region surveyed, classifica-
tion and coding used [1]. Causes are variable and may 
include genetic, parental, and environmental factors, as 
well as abnormalities during fetal development [2, 3]. 
Individuals with AMC may have limitations in range 
of motion in different body areas, affecting mobility, 
participation in daily activities and leisure, as well as 
effects on psychosocial wellbeing [4, 5]. Depending on 
the underlying diagnosis, other body systems such as 
the central nervous system and respiratory system may 
be affected [6]. Children with AMC frequently need 
several orthopedic surgeries to correct deformities and 
early intensive rehabilitation is crucial to minimize the 
extent of joint contractures and maximize function [7].

Throughout their career, rehabilitation practition-
ers may encounter only a few individuals with AMC 
who may significantly differ in their clinical presenta-
tion and needs. Our preliminary work with rehabilita-
tion practitioners and youth with AMC has identified 
a need for the development of rehabilitation guidelines 
for the care of children with AMC and identified prior-
ity areas for rehabilitation [8]. Stakeholders (i.e., youth 
with AMC, parents, and clinicians) further validated 
these rehabilitation needs and priorities at the July 
2017 annual AMC support group (AMCSI) meeting 
in Las Vegas by ranking and rating their importance. 
Those priorities included muscle and joint function, 
pain, mobility, self-care, participation and psychoso-
cial wellbeing. Our team also undertook a knowledge 
synthesis consisting of a series of scoping reviews on 
the identified priority areas for rehabilitation [9–12]. 
The results from these scoping reviews revealed a lack 
of high-quality studies to support clinicians’ decision 
when choosing suitable measures and best rehabilita-
tion care. These findings are supported by our French 
colleagues’ extensive 2021 review of the literature on 
the diagnosis and management of AMC [13].

When high-quality evidence is lacking to guide clini-
cal decisions, clinician expertise and lived experience 
are important to inform best practice [14]. The role 
of people with lived experience in research, includ-
ing those with AMC and/or family representatives, 
is important to facilitate the research process, help in 
sharing and applying the results, create partnerships, 

and ensures client-centeredness [15, 16], making them 
a valuable research partner.

The objective of this project was to develop consensus-
based recommendations using a comprehensive review 
of the scientific literature and a consensus approach to 
inform rehabilitation practitioners on the management of 
children with AMC [17]. These consensus-based recom-
mendations target rehabilitation practitioners—physical 
therapists, occupational therapists, kinesiologists, social 
workers, clinical specialists, public and private health 
practitioners, in all care settings that aim to provide 
rehabilitation for children with AMC, as well as program 
managers, policymakers (i.e., individuals at a level of gov-
ernment or decision-making institutions), and children 
with AMC, youth and their families.

Methods
The consensus-based recommendations on the reha-
bilitation of children with AMC were developed using 
an integrated knowledge translation (iKT) multi-phase 
approach, involving clinicians from rehabilitation, social 
work, physiatry, orthopedic surgery, and individuals with 
lived experience. iKT is a collaborative model of research 
that includes knowledge users, such as care providers, 
patient and family representatives, and decision and pol-
icy makers, as research partners helping provide a better 
understanding of the problem, the environment and con-
text where the research will be used, as well as potential 
barriers to dissemination and implementation, ensuring 
the outcomes are in line with priorities of end users [18]. 
We obtained site approval from the Shriners Hospitals 
for Children (CAN2004) and ethics approval from the 
institutional review board of the Faculty of Medicine of 
McGill University (A03- E51-20B).

In 2019, an advisory group composed of experts in 
rehabilitation, research, and lived experience (ND-O, SC, 
AF, FL, AS, AB) was created to inform the methodology 
for the development of rehabilitation recommendations. 
The advisory group identified its objectives, synthesized 
the evidence (Supplementary file 1) and facilitated the 
development of recommendations. The key question 
guiding this work was: “What are the best practices on 
the rehabilitation management of children with AMC 
in the following priority areas: early intervention and 
motor development, muscle and joint function, orthotics, 
mobility, participation in areas of life, pain, psychosocial 
wellbeing, and perioperative rehabilitation?”.

To address this key question, we used a five-phase 
approach: Phase 1. Clinician survey on current practice; 
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Phase 2. Developing recommendations; Phase 3. Con-
sensus building; Phase 4. External appraisal; Phase 5. 
Facilitators and barriers to uptake of recommendations 
(Fig. 1). This methodology was developed in concordance 
with the Grading of Recommendations, Assessment, 
Development and Evaluations framework (GRADE) cri-
teria [17, 19]. GRADE is a systematic, transparent and 
explicit approach used to develop statements that can 
help with decision making regarding a treatment for a 
specific population. GRADE served to guide the process 
for the development of the recommendations based on 
research evidence, values and preferences of end users, 
to facilitate implementation, adaptation to different con-
texts and updating of statements over time [19].

Phase 1. Clinician survey: describing current clinical 
practice
The advisory group conducted an electronic survey to 
describe the current clinical practice of rehabilitation 
practitioners across different countries on the evaluation 
and treatment of children with AMC. The details of the 
methodology used in this study are described elsewhere 
[20]. The findings from this survey along with the scoping 
reviews informed the next phase.

Phase 2. Developing recommendations
The advisory group established three panels to address 
different topic areas selected from the priorities previ-
ously established: “lower limbs and mobility”, “upper 
limbs and self-care”, and “pain, participation and psycho-
social wellbeing”. Researchers, experts in rehabilitation, 

orthopedics, physiatry and social work with at least 
5  years of experience working with children with AMC 
identified from Phase 1, as well as people with lived expe-
rience were invited to participate in the panels (Table 1). 
All panel meetings were led by a guideline development 
expert (AB) together with the project leads (SC, ND-O) 
who coordinated the meetings and prepared the con-
tent for discussions. Each panel met weekly for a 90-min 
meeting on Microsoft Teams®, over a 5–6 weeks period 
in 2021.

Team members received preparatory documents one 
week before the first meeting, including a summary of 
the literature from the scoping reviews [9–12] and a sum-
mary of the results of the clinician survey [20]. The sum-
mary of the literature included levels of evidence of the 
included studies in the scoping reviews [9–12]. Levels of 
evidence were determined using the Levels of Evidence 
for Primary Research guidelines by the Center for Evi-
dence-based medicine [21]. The research evidence con-
sisted of observational studies (i.e., cohort, case series, 
case studies) and was considered low quality (Supple-
mentary file 1). This excluded the possibility of quantify-
ing the effect of the different interventions. As such, the 
GRADE approach was adapted to consider the experi-
ence and expertise of the panel members, in addition 
to the research evidence. When little research evidence 
pertaining to a specific topic was available, review arti-
cles were considered and indirect evidence was sought to 
support discussions and inform recommendations.

The panels first discussed whether the problem at 
hand was urgent and important. Then, they identified 

Fig. 1 Integrated knowledge translation (iKT) multi‑phase project for the development of rehabilitation recommendations for children with AMC 
[17]. Legend: IKT approach involving individuals with lived experience, health care practitioners and researchers, in all phases of the research 
process
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pertinent outcomes, related importance and level of pri-
ority. The panels then discussed interventions targeting 
the identified outcomes, weighting the balance of desir-
able (e.g., improved muscle and joint function, mobility, 
autonomy) and undesirable effects (e.g., fatigue, pain), as 
well as aspects of suitability, feasibility, clinical relevance 
and costs of treatment interventions.

The panel members drafted the recommendations 
using an iterative approach, extensively discussing them 
until panel members reached consensus on content, and 
wording, leading to the 16 recommendations. For each 
recommendation, details and information supplementing 
the statements were summarized in a paragraph accom-
panying each recommendation statement.

Phase 3. Consensus building
To ensure the generalizability and acceptance of recom-
mendations, and to improve the likelihood of uptake 
in clinical practice, we sought input from people with 
lived experience and from a wide range of expert clini-
cians from different countries, across different health 
disciplines and working in different settings. A modi-
fied Delphi process was used as this method overcomes 
geographical barriers and allows participants to remain 
anonymous and have equal opportunity to share with-
out bias [22]. Those who completed the clinician sur-
vey (Phase 1) and expressed an interest in participating 
in subsequent phases of the project were invited. Other 
potential participants were identified through contacts 
previously established by the research team. The modi-
fied Delphi process consisted of an online survey sent 

through email with a link to the Qualtrics platform, 
where the survey was housed. The survey presented the 
different recommendations, with a summary of the addi-
tional information supplementing each recommendation 
or group of recommendations.

For each statement, participants were asked to rate 
their level of agreement on a slider scale from 0 (strongly 
disagree) to 100 (strongly agree). A free text space was 
provided for comments regarding the statement content, 
wording, and the additional information provided. The 
two rounds of survey took place between April and Octo-
ber 2022. A statement was kept if it met ≥ 80% agreement 
and could be slightly modified based on participants’ 
comments. For the second round of survey, those who 
participated in round 1 were invited and a summary of 
round 1 results (average agreement and standard devia-
tion for each recommendation) was provided. In all 
rounds, demographic data of participants (e.g., profes-
sion, country, and years of experience and, workplace) 
were collected.

Phase 4. External appraisal
In order to ensure a complete and rigorous appraisal 
process, the Appraisal of Guidelines for Research & 
Evaluation II (AGREE-II) instrument was used to 
appraise the rehabilitation recommendations [23]. First, 
the Reporting Items for practice Guidelines in HealTh-
care—RIGHT checklist [24, 25] was used to organize 
the presentation of the recommendations document 
and to report on its quality. Then, five independent 
experts not involved in the previous phases were invited 

Table 1 Panel group meetings held in 2021

PT physiotherapist, OT occupational therapist, USA United States of America

Topic area Stakeholders (n) Countries Meetings (n)  Dates in 2021

Lower limbs and mobility 3 PTs USA 6 February 15, 22
March 1, 8, 15, 221 OT Poland

1 Orthopedic surgeon Australia

2 People with lived experience Canada

2 Researchers

Upper limbs and self‑care 3 OTs Canada 5 May 13, 20, 27
June 10, 171 PT USA

1 Orthopedic surgeon Poland

2 People with lived experience Norway

2 Researchers Spain

Pain, participation and psychosocial 
well‑being

2 PTs Canada 5 October 4, 12, 19, 24
November 21 OT USA

2 Social Workers Poland

2 People with lived experience Peru

1 Physiatrist

2 Researchers
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to appraise the rehabilitation recommendations using 
the AGREE-II instrument. Individuals with expertise in 
pediatric rehabilitation, knowledge translation, and/or 
lived experience were identified from contacts known 
to the advisory group. The reviews took place between 
June and August 2023. Reviewers received the AGREE 
II manual, the complete recommendations document 
and accompanying materials (scoping reviews) and 
were asked to complete the online training tools rec-
ommended by the AGREE collaboration/consortium 
before conducting appraisals. They received a link to 
access the Qualtrics Platform which housed all 23 items 
of the AGREE-II instrument divided into its 6 domains: 
score and purpose; stakeholder involvement; rigour 
of development; clarity of presentation; applicability; 
editorial independence. The items were scored on a 
1–7 scale (1 = strongly disagree to 7 = strongly agree). 
AGREE-II percentage scores for each domain were cal-
culated with a formula provided in the manual. Based 
on the literature and the AGREE-II manual, high qual-
ity guidelines are those with domain scores that have a 
percentage score higher than 70%. Items scoring below 
three (i.e., disagree) were reviewed; suggestions were 
taken into consideration and changes were made when 
applicable.

Phase 5. Facilitators and barriers to uptake 
of recommendations
To identify the facilitators and barriers among clinicians 
and managers about the uptake of the recommenda-
tions for rehabilitation of children with AMC in practice, 
individual interviews were conducted with a conveni-
ence sample of 15 clinicians working with children with 
AMC and four pediatric clinical managers. The Theo-
retical Domains Framework (TDF) was used to frame 
the interview guide for data collection, as well as to guide 
the analysis process. Interviews were transcribed verba-
tim and analyzed by four independent reviewers using a 
deductive thematic analysis using the TDF, followed by 
inductive coding. The details of the methodology used 
and the findings of this study are described elsewhere 
[26]. Identifying facilitators and barriers to knowledge 
uptake will help to inform a KT strategy to promote the 
implementation of the consensus-based recommenda-
tions for rehabilitation in practice.

Results
This section focuses on the development of the rehabili-
tation recommendations using the panels of experts, con-
sensus-building with two Delphi rounds and the external 
appraisal using the AGREE-II, which are detailed below.

Phase 1. Clinician survey: describing current clinical 
practice
Sixty-five participants with ≥ 2  years working with chil-
dren with AMC (28 occupational therapists, 37 physical 
therapists) from nine countries reported on the preferred 
assessments and interventions used within the areas 
applicable to their practice. Stretching of upper and lower 
limbs was the most used intervention. Other frequently 
used intervention approaches included strengthening, 
the use of orthotics, positioning, activity-based training, 
and assistive devices for self-care and mobility. Detailed 
results are reported by Cachecho and colleagues [20].

Phase 2. Developing recommendations
Sixteen recommendations on early intervention and 
motor development, interventions targeting muscle and 
joint function, orthotics, mobility training and assistive 
equipment, participation in areas of life (self-care, school, 
work, leisure, domestic and social), pain management, 
psychosocial wellbeing, and perioperative rehabilitation 
were developed. The final version of these recommenda-
tions is found in Table 3 and detailed in the Supplemen-
tary file 2.

Phase 3. Consensus building
Forty-one responses were recorded in round 1 and 37 
in round 2. Demographic information of participants in 
both rounds are summarized in Table  2. Of the 41 par-
ticipants in round 1, seven were individuals with lived 
experience, 32 were health care professionals and two 
were researchers. Health care professionals and research-
ers in round 1 reported they work in hospitals (n = 21), 
rehabilitation centers (n = 11), private centers (n = 3) and 
other sites (n = 6) (clinical research department, commu-
nity school, university, national resource center, motion 
analysis center), some of them working in more than 
one setting. Of the 32 health care professionals, 27 had 
over 10 years of experience. Distribution in round 2 was 
similar.

Consensus on the 16 recommendations was achieved 
after two Delphi rounds. All recommendations achieved 
high level of agreement (mean = 96.6%) in round 1. How-
ever, due to the large variability in the level of agreement 
for seven of the recommendations and based on the 
comments provided, these were modified and sent for a 
second round of validation. Table 3 lists the final 16 rec-
ommendations, the percent agreement obtained, and the 
supporting evidence considered to develop the recom-
mendations with their level of evidence. Additional infor-
mation providing further important details for each set 
of recommendations, as well as a summary of the studies 
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considered, are provided in a supplementary document 
(Supplementary file 2). Table  4 provides a summary of 
rehabilitation goals based on developmental stage.

Phase 4. External appraisal
The five experts were from Brazil (n = 2; Occupational 
Therapy/Rehabilitation Sciences and Physical Therapy/
Pediatrics), Canada (n = 1; Knowledge Translation) and 
the United States (n = 2; Occupational Therapy and lived 
experience), and had between 12 and 28  years of expe-
rience in these fields. As per the external review using 
the AGREE-II tool, the overall quality of the rehabilita-
tion recommendations was rated at 96.6%, ranging from 
82.5% (Domain 5, applicability) to 97.8% (Domain 1, 
score and purpose). Only domain 5 scored below 92.1%. 
One expert scored two out of the 23 items below 3 out 
of 7; item 14 “procedure for updating the guideline is pro-
vided” (Domain 3, rigour of development) was scored a 
2, and item 21 “the guideline presents monitoring and/
or auditing criteria” (Domain 5, applicability) was scored 
1. The research team considered the comments provided 
from the external appraisers and incorporated all the sug-
gestions to ensure that the required procedures would 
apply.

Phase 5. Facilitators and barriers to uptake 
of recommendations
Rehabilitation professionals reported that training, regu-
lar team encounters, and a knowledge broker could sup-
port the implementation of the recommendations in 
practice. Other facilitators included the collaboration of 
managers and professionals in the development of the 
recommendations and the presentation of the recom-
mendations in a visually appealing and easily accessible 
format. Some barriers included lack of time and clinical 
resources and difficulty adapting the recommendations. 
Detailed results of this phase are reported in a recent 
publication by McBain and colleagues [26].

Discussion
This multiphase project embedded in an iKT approach 
led to the development of 16 consensus-based recom-
mendations for the rehabilitation management of chil-
dren with AMC. Clinicians across several disciplines, 
individuals with lived experience and their families from 
10 countries contributed to this effort. Similar to other 
rare disorders such as juvenile dermatomyositis [114] 
and osteogenesis imperfecta [115], we used an evidence-
informed consensus process with experts across several 
countries to develop recommendations. More recently, 
individuals with lived experience in spinal muscular 
atrophy have also been involved in the development of 
consensus-based recommendations [116]. The use of the 
GRADE approach allowed consideration of the experi-
ence and expertise of the panel members, their values 
and preferences, and ascertained stakeholder’s perspec-
tives about the advantages and disadvantages of proposed 
interventions while considering the available research 
evidence.

In order to promote the adoption of the consensus-
based recommendations widely, the 16 recommendations 
will be translated and forwarded to patient advocacy 
groups as proposed by Mercuri and colleagues [116], 
and to rehabilitation practitioners and other potential 
end-users, using professional networks and publications, 
conferences, the internet and social media channels. 
Implementation of clinical recommendations, monitor-
ing and evaluation, are essential to promote their use. 
Future studies should evaluate the effectiveness of the 
proposed recommendations to improve service delivery 
and patient health using appropriate designs, while con-
sidering perceived facilitators and barriers to guideline 
uptake in rehabilitation [26]. To this end, online learning 
modules pertaining to the content of the rehabilitation 
recommendations will be pilot-tested using a multisite 
cluster randomized controlled trial measuring service 
and patient health outcomes.

Table 2 Participants of phase 3. Consensus building

Participants Round 1 (n = 41) Round 
2 
(n = 37)

Expertise

Occupational therapist 11 11

Physical therapist 10 9

Kinesiologist 1 1

Social worker 1 1

Orthopedic surgeon 6 5

Plastic surgeon 1 1

Physiatrist 1 1

Pediatric neurologist 1 1

Lived experience 7 7

Researcher 2 –

Country

USA 17 16

Canada 11 9

Spain 4 3

Israel 2 2

Sweden 2 2

Australia 1 1

France 1 1

Norway 1 1

Poland 1 1

United Kingdom 1 1
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Although there is limited or low quality evidence 
regarding rehabilitation treatment effectiveness of indi-
viduals with AMC, the use of the AGREE II ensured a 
rigorous evaluation process of the consensus-based rec-
ommendations. Therefore, the application of the AGREE 
II using external experts in rehabilitation, knowledge 
translation and lived experience ensured that the devel-
opment process was transparent, well documented and 
replicable. While low-quality evidence may not provide 
strong support for recommendations, the methodology 
used including knowledge synthesis, consensus-based 
methodology and the GRADE approach supports the 
rigor and relevance of the project. Limitations of this pro-
ject include the representation from only two low-middle 
income countries (i.e., Peru, Poland). The applicability of 
the recommendations may be limited by regional, cul-
tural, and socio-economic factors. The overall quality 
of the evidence of the rehabilitation interventions with 
children with AMC is weak at this time, and the strength 
of the recommendations is low, implying that desirable 

effects probably outweigh the undesirable effects, but 
appreciable uncertainty exists. This work highlights the 
need for more robust evidence in the field of rehabilita-
tion in AMC. Multicenter collaborations can enable the 
design of rigorous studies with large samples to produce 
stronger evidence in this field. Further, knowledge trans-
lation products for rare diseases such as the Rare Knowl-
edge Mining Methodological Framework that includes 
other sources of evidence such as registry information, 
qualitative studies as well as the involvement of expert 
patients may be considered [117]. As research evidence 
continues to grow, the recommendations will be updated 
over time while considering topics that were not or only 
briefly addressed in this version. Such topics may include, 
but are not limited to, the role of rehabilitation in prena-
tal counselling and in the transition to adulthood, includ-
ing aspects of intimacy and relationships. Finally, these 
recommendations pertain to rehabilitation practices 
specifically. Recommendations to guide best practice for 
the multidisciplinary management of AMC (i.e., prenatal, 

Table 4 Rehabilitation goals based on developmental stage

Adapted from Wagner and colleagues [43]

A/PROM active/passive range of motion, ADL activities of daily living

Infant Toddler School age Teenager/adult

Therapy Multiple environments Multiple environments School environment Multiple environments

High intensity High intensity Episodic care Needs‑based services

Episodic care

Body function A/PROM A/PROM A/PROM A/PROM and strengthening 
through activities

Activation of movements Activation of movements Strengthening Healthy lifestyle‑exercise, 
cardiovascular, minimizing 
weight gain

Strengthening Strengthening Orthotics Pain management

Orthotics/taping Orthotics/taping Pain management Post‑operative rehabilitation

Casting Casting Post‑operative rehabilitation

Pain management Pain management

Post‑operative rehabilitation Post‑operative rehabilitation

Activity/participation Floor Mobility‑transitional move‑
ments; standing/gait; 
wheeled mobility

Mobility‑school accessibility Mobility‑full accessibility 
within environment/com‑
munity

Mobility‑transitional move‑
ments; rolling, sitting

Fine motor‑explorative play Transfers

Fine motor‑exploratory play, 
reaching, grasping, holding

ADL‑emerging acquisition Fine motor‑school related Fine motor‑job related

Emerging community par‑
ticipation

Assistive technology Assistive technology

ADL‑autonomy from home 
caregiver

Community participation‑
education, leisure and social 
activities, work

Increased community partici‑
pation

Transition to adult life

Personal factors Psychosocial wellbeing‑
caregivers/family

Psychosocial wellbeing‑ child, 
caregivers/family

Psychosocial wellbeing‑ child, 
caregivers/family

Psychosocial wellbeing‑ youth, 
caregivers/family
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medical, genetic, nursing, etc.) would complement this 
project and should be considered in future work.

Conclusions
The development of the consensus-based recommenda-
tions for the rehabilitation of children with AMC used an 
iKT approach and involved clinicians from several health 
disciplines, researchers, and people with lived experience 
across 10 countries. In total, 16 recommendations were 
formulated to guide clinical decision-making. Due to the 
limited research evidence pertaining to rehabilitation in 
AMC, the expertise of clinicians and individuals with 
lived experience was key to this endeavor. This highlights 
the need for more empirical evidence through multicen-
tric prospective studies evaluating outcomes of specific 
rehabilitation interventions. Results from this study will 
be formally disseminated to healthcare users and provid-
ers to promote implementation of the recommendations 
in practice by addressing identified facilitators and barri-
ers to implementation, thereby contributing to child- and 
family-centered care in AMC.

Abbreviations
A/PROM  Active/passive range of motion
ADL  Activities of daily living
AGREE II  Appraisal of Guidelines for Research and Evaluation II
AMC  Arthrogryposis multiplex congenita
GRADE  Grading of recommendations, assessment, development and eval‑

uations framework
iKT  Integrated knowledge translation
OT  Occupational therapist
PT  Physical therapist
TDF  Theoretical domains framework

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s13023‑ 025‑ 03671‑x.

 Additional file 1. 

Additional file 2.

Acknowledgements
The authors would like to acknowledge the contribution of youth and their 
families for their input during conferences and exchanges. We would also like 
to acknowledge the following participants for their contribution to the valida‑
tion of the recommendations through the modified Delphi process (phase 3): 
Orit Bartov, Nathalie Bilodeau, Suzanne Bratkovich, Cathleen E Buckon, Sharon 
Eylon, David S. Feldman, Alyse Hogan, Deborah Humpl, Ame Hutchison, 
Michelle A. James, Chantal Janelle, Claire Lastère, Julita Medina Cantillo, Kath‑
leen Montpetit, Daniel Natera‑de Benito, Anais Peyre, Sandra Sanchez Moali, 
Bonita Sawatzky, Tracey Schalk, Susan Sienko, Harold JP van Bosse, Lindley 
Wall, and Johanna Weichbrodt. We thank the following trainees for their 
work and contributions to this project: Ellen Habke, Julia Lampasona, Raquel 
Lazarowitz, Cassandra Lee, Annisa Maulidina, Mariam Morgan, and Doaa Taqi. 
Finally, we acknowledge Guylaine Bedard for the graphic illustration.

Author contributions
The advisory group composed of ND‑O, SC, AF, FL, AS and AB collaborated to 
develop the protocol and obtained funding. The group collaborated in creat‑
ing the phase 1 survey and SC analyzed the results. In phase 2, AB facilitated 
the meetings and guided the panels through the GRADE approach, together 

with SC and ND‑O who coordinated the meetings and prepared the content 
for discussions. The advisory group took part in all three panels in phase 2, and 
alongside CC, MD, AF, BK, CK, LW, CN, VP, US, MW and TW, drafted the recom‑
mendations and additional information paragraphs accompanying each set 
of recommendations. Studies considered were summarized by SC and ND‑O. 
SC and ND‑O led phase 3, SC and CA analyzed the results. CA and ND‑O led 
phase 4, and ND‑O led phase 5. ND‑O, SC and CA drafted the manuscript and 
all co‑authors revised it. All authors read and approved the final version of this 
paper.

Funding
The advisory group (ND‑O, SC, AF, FL, AS, AB) was funded for this project by 
a Knowledge Translation Grant from the Edith Strauss Foundation (#253636). 
Dr. Dahan‑Oliel holds a clinical research scholar award (#250846) and 
acknowledges the support for the establishment of young clinical researchers 
(#251331) from the Fonds de la recherche en Santé‑Québec.

Availability of data and materials
The data supporting the recommendations are available in this paper, the 
Supplementary file 1 and in the original reference describing the outcomes of 
phase 1 (clinician survey) https:// doi. org/ 10. 1080/ 09638 288. 2022. 21616 44.

Declarations

Ethics approval and consent to participate
We obtained site approval from the Shriners Hospitals for Children (CAN2004) 
and ethics approval from the institutional review board of the Faculty of 
Medicine of McGill University (A03‑ E51‑20B). Electronic consent was obtained 
prior to participation in Phases 1 and 3.

Consent for publication
All authors provided consent for publication.

Competing interests
No competing interest to declare.

Author details
1 Shriners Hospital for Children‑Canada, 1003, Boulevard Décarie, Montréal, 
QC H4A 0A9, Canada. 2 School of Physical and Occupational Therapy, Faculty 
of Medicine and Health Sciences, McGill University, Montréal, QC, Canada. 
3 Institute of Physiotherapy, Jagiellonian University Medical College, Kraków, 
Poland. 4 Centre de Réadaptation Lucie‑Bruneau, Montréal, Canada. 5 AMCSup‑
port Inc, Spartanburg, SC, USA. 6 School of Rehabilitation, Université de Mon‑
tréal, Montréal, QC, Canada. 7 Nemours/Alfred I duPont Hospital for Children, 
Delaware, USA. 8 Shriners Children’s‑ Chicago, Chicago, USA. 9 Department 
of Orthopedics, University Children’s Hospital, Kraków, Poland. 10 Shriners 
Children’s‑Northern California, Sacramento, USA. 11 Shriners Children’s‑Green‑
ville, Greenville, USA. 12 Asociación Artrogriposis Múltiple Congénita España, 
Madrid, Spain. 13 Faculty of Medicine, Health and Human Sciences, Macquarie 
University, Sydney, Australia. 14 TRS National Resource Centre for Rare Disor‑
ders, Sunnaas Rehabilitation Hospital, Alværn, Norway. 15 The Dream Walker 
Project, Lima, Peru. 16 Département de Chiropratique, Université du Québec à 
Trois‑Rivières, Trois‑Rivières, QC, Canada. 

Received: 3 June 2024   Accepted: 17 March 2025

References
 1. Lowry RB, Sibbald B, Bedard T, Hall JG. Prevalence of multiple congenital 

contractures including arthrogryposis multiplex congenita in Alberta, 
Canada, and a strategy for classification and coding. Birth Defects Res A. 
2010;88(12):1057–61.

 2. Dahan‑Oliel N, Cachecho S, Barnes D, Bedard T, Davison AM, Dieterich K, 
Donohoe M, Fąfara A, Hamdy R, Hjartarson HTS, Hoffman N. Interna‑
tional multidisciplinary collaboration toward an annotated definition of 
arthrogryposis multiplex congenita. Am J Med Genet Part C Semin Med 
Genet. 2019;181(3):288–99.

https://doi.org/10.1186/s13023-025-03671-x
https://doi.org/10.1186/s13023-025-03671-x
https://doi.org/10.1080/09638288.2022.2161644


Page 12 of 14Dahan‑Oliel et al. Orphanet Journal of Rare Diseases          (2025) 20:168 

 3. Cachecho S, Elfassy C, Hamdy R, Rosenbaum P, Dahan‑Oliel N. Arthro‑
gryposis multiplex congenita definition: update using an international 
consensus‑based approach. Am J Med Genet Part C Semin Med Genet. 
2019;181(3):280–7.

 4. Hyer LC, Carson LT, Carpenter AM, Westberry DE. Patient‑reported out‑
come measurement information system (PROMIS) scores in pediatric 
patients with arthrogryposis. J Pediatr Orthop. 2021;41(9):e727–32.

 5. Amor CJ, Spaeth MC, Chafey DH, Gogola GR. Use of the pediatric 
outcomes data collection instrument to evaluate functional outcomes 
in arthrogryposis. J Pediatr Orthop. 2011;31(3):293–6.

 6. Dieterich K, Kimber E, Hall JG. Central nervous system involvement in 
arthrogryposis multiplex congenita: overview of causes, diagnosis, and 
care. Am J Med Genet Part C Semin Med Genet. 2019;181(3):345–53.

 7. Hansen‑Jaumard D, Elfassy C, Montpetit K, Ghalimah B, Hamdy R, 
Dahan‑Oliel N. A review of the orthopedic interventions and functional 
outcomes among a cohort of 114 children with arthrogryposis multi‑
plex congenita. J Pediatr Rehabil Med. 2020;13(3):263–71.

 8. Elfassy C, Darsaklis VB, Snider L, Gagnon C, Hamdy R, Dahan‑Oliel 
N. Rehabilitation needs of youth with arthrogryposis multiplex 
congenita: Perspectives from key stakeholders. Disabil Rehabil. 
2020;42(16):2318–24.

 9. Gagnon M, Caporuscio K, Veilleux LN, Hamdy R, Dahan‑Oliel N. Muscle 
and joint function in children living with arthrogryposis multiplex 
congenita: a scoping review. Am J Med Genet Part C Semin Med Genet. 
2019;181(3):410–26.

 10. Cirillo A, Collins J, Sawatzky B, Hamdy R, Dahan‑Oliel N. Pain among 
children and adults living with arthrogryposis multiplex congen‑
ita: a scoping review. Am J Med Genet Part C Semin Med Genet. 
2019;181(3):436–53.

 11. Elfassy C, Cachecho S, Snider L, Dahan‑Oliel N. Participation among 
children with arthrogryposis multiplex congenita: a scoping review. 
Phys Occup Ther Pediatr. 2020;40(6):610–36.

 12. Cachecho S, Boruff J, Wong T, Lacombe F, Dahan‑Oliel N. Psychosocial 
wellbeing among children and adults with arthrogryposis: a scoping 
review. Health Qual Life Outcomes. 2021;19:1–8.

 13. Protocole National de Diagnostic et de Soins (PNDS). Arthrogryposes 
Multiples Congénitales. Argumentaire. [Internet]. [updated 2021 Sep‑
tember; cited 2024 May 24]. Available from https:// www. has‑ sante. fr/ 
upload/ docs/ appli cation/ pdf/ 2021‑ 10/ argum entai re_ pnds_ arthr ogryp 
osesm ultip lesco ngeni tales. pdf

 14. Tonelli MR, Shapiro D. Experiential knowledge in clinical medicine: use 
and justification. Theor Med Bioeth. 2020;41:67–82.

 15. Camden C, Shikako‑Thomas K, Nguyen T, Graham E, Thomas A, Sprung 
J, Morris C, Russell DJ. Engaging stakeholders in rehabilitation research: 
a scoping review of strategies used in partnerships and evaluation of 
impacts. Disabil Rehabil. 2015;37(15):1390–400.

 16. Domecq JP, Prutsky G, Elraiyah T, Wang Z, Nabhan M, Shippee N, Brito 
JP, Boehmer K, Hasan R, Firwana B, Erwin P. Patient engagement in 
research: a systematic review. BMC Health Serv Res. 2014;14:1–9.

 17. Dahan‑Oliel N, Cachecho S, Fąfara A, Lacombe F, Samargian A, Bussières 
A. Expert guidance for the rehabilitation of children with arthrogrypo‑
sis: protocol using an integrated knowledge translation approach. Res 
Involv Engag. 2022;8(1):1–8.

 18. Banner D, Bains M, Carroll S, Kandola DK, Rolfe DE, Wong C, Graham ID. 
Patient and public engagement in integrated knowledge translation 
research: are we there yet? Res Involv Engag. 2019;5(1):1–4.

 19. Brożek JL, Akl EA, Alonso‑Coello P, Lang D, Jaeschke R, Williams JW, Phil‑
lips B, Lelgemann M, Lethaby A, Bousquet J, Guyatt GH. Grading quality 
of evidence and strength of recommendations in clinical practice 
guidelines: part 1 of 3: an overview of the GRADE approach and grad‑
ing quality of evidence about interventions. Allergy. 2009;64(5):669–77.

 20. Cachecho S, Fąfara A, Lacombe F, Bussières A, Dahan‑Oliel N. Current 
rehabilitation practice for the evaluation and treatment of chil‑
dren with arthrogryposis: an international survey. Disabil Rehabil. 
2024;46(1):96–104.

 21. Wright JG, Swiontkowski MF, Heckman JD. Introducing levels of evi‑
dence to the journal. JBJS. 2003;85(1):1–3.

 22. Black N, Murphy M, Lamping D, McKee M, Sanderson C, Askham J, 
Marteau T. Consensus development methods: a review of best practice 
in creating clinical guidelines. J Health Serv Res Policy. 1999;4(4):236–48.

 23. AGREE Next Steps Consortium. The AGREE II Instrument. [Internet]. 
[updated 2017 December; cited 2023 May 18]. Available from http:// 
www. agree trust. org

 24. Chen Y, Yang K, Marušić A, Qaseem A, Meerpohl JJ, Flottorp S, Akl EA, 
Schünemann HJ, Chan ES, Falck‑Ytter Y, Ahmed F. A reporting tool for 
practice guidelines in health care: the RIGHT statement. Ann Intern 
Med. 2017;166(2):128–32.

 25. Dijkers MP, Ward I, Annaswamy T, Dedrick D, Feldpausch J, Moul A, 
Hoffecker L. Quality of rehabilitation clinical practice guidelines: 
an overview study of AGREE II appraisals. Arch Phys Med Rehabil. 
2020;101(9):1643–55.

 26. McBain K, Dinh C, Haffar M, Steinberg E, Cachecho S, Bussières A, 
Dahan‑Oliel N. Perspectives from clinicians and managers: facilitators 
and barriers to the uptake of rehabilitation guidance for children with 
arthrogryposis. Disabil Rehabil. 2023;30:1–7.

 27. Azbell K, Dannemiller L. A case report of an infant with arthrogryposis. 
Pediatr Phys Ther. 2015;27(3):293–301.

 28. Binkiewicz‑Glinska A, Sobierajska‑Rek A, Bakula S, Wierzba J, Drewek K, 
Kowalski IM, Zaborowska‑Sapeta K. Arthrogryposis in infancy, multidis‑
ciplinary approach: case report. BMC Pediatr. 2013;13(1):1–6.

 29. Gür G, Erel S, Yakut Y, Aksoy C, Uygur F. One‑year follow‑up study of 
serial orthotic treatment in two cases with arthrogrypotic syndromes 
who have bilateral knee flexion contractures. Prosthet Orthot Int. 
2016;40(3):388–93.

 30. Kamil NI, Correia AM. A dynamic elbow flexion splint for an infant with 
arthrogryposis. Am J Occup Ther. 1990;44(5):460–1.

 31. Palmer PM, Macewen GD, Bowen JR, Mathews PA. Passive motion 
therapy for infants with arthrogryposis. Clin Orthop Relat Res. 
1985;194:54–9.

 32. Sala DA, Rosenthal DL, Grant AD. Early treatment of an infant with sever 
arthrogryposis. Phys Occup Ther Pediatr. 1996;16(3):73–90.

 33. Bernstein RM. Arthrogryposis and amyoplasia. JAAOS J Am Acad 
Orthop Surg. 2002;10(6):417–24.

 34. Binkiewicz‑Glińska A, Wierzba J, Szurowska E, Ruckeman‑Dziurdzińska 
K, Bakuła S, Sokołów M, Reńska A. Arthrogryposis multiplex congenital‑
multidisciplinary care‑including own experience. Dev Period Med. 
2016;20(3):191–6.

 35. Hamdy R, Dahan‑Oliel N. Arthrogryposis. Pediatric lower limb deformi‑
ties: Principles and techniques of management. 2016:297–311.

 36. Hamdy RC, van Bosse H, Altiok H, Abu‑Dalu K, Kotlarsky P, Fafara 
A, Eidelman M. Treatment and outcomes of arthrogryposis in 
the lower extremity. Am J Med Genet Part C Semin Med Genet. 
2019;181(3):372–84.

 37. Kowalczyk B, Feluś J. Treatment of foot deformities in arthrogryposis 
multiplex congenita. JBJS Rev. 2015;3(6):e4.

 38. Kowalczyk B, Feluś J. Arthrogryposis: an update on clinical aspects, 
etiology, and treatment strategies. Arch Med Sci. 2016;12(1):10–24.

 39. Sells JM, Jaffe KM, Hall JG. Amyoplasia, the most common type 
of arthrogryposis: the potential for good outcome. Pediatrics. 
1996;97(2):225–31.

 40. Song K. Lower extremity deformity management in amyoplasia: When 
and how. J Pediatr Orthop. 2017;1(37):S42–7.

 41. van Bosse HJ. Syndromic feet: arthrogryposis and myelomeningocele. 
Foot Ankle Clin. 2015;20(4):619–44.

 42. van Bosse HJ, Pontén E, Wada A, Agranovich OE, Kowalczyk B, Lebel E, 
Senaran H, Derevianko DV, Vavilov MA, Petrova EV, Barsukov DB. Treat‑
ment of the lower extremity contracture/deformities. J Pediatr Orthop. 
2017;1(37):S16‑23.

 43. Wagner LV, Cherry JS, Sawatzky BJ, Fąfara A, Elfassy C, Eriksson M, 
Montpetit K, Bucci T, Donohoe M. Rehabilitation across the lifespan for 
individuals with arthrogryposis. Am J Med Genet Part C Semin Med 
Genet. 2019;181(3):385–92.

 44. Hadders‑Algra M, Boxum AG, Hielkema T, Hamer EG. Effect of early 
intervention in infants at very high risk of cerebral palsy: a systematic 
review. Dev Med Child Neurol. 2017;59(3):246–58.

 45. Schwering L. Surgical correction of the true vertical talus deformity. 
Oper Orthop Traumatol. 2005;17:211–31.

 46. Fucs PM, Svartman C, de Assumpcao RM, Verde SR. Quadricepsplasty in 
arthrogryposis (amyoplasia): long‑term follow‑up. J Pediatr Orthop B. 
2005;14(3):219–24.

https://www.has-sante.fr/upload/docs/application/pdf/2021-10/argumentaire_pnds_arthrogryposesmultiplescongenitales.pdf
https://www.has-sante.fr/upload/docs/application/pdf/2021-10/argumentaire_pnds_arthrogryposesmultiplescongenitales.pdf
https://www.has-sante.fr/upload/docs/application/pdf/2021-10/argumentaire_pnds_arthrogryposesmultiplescongenitales.pdf
http://www.agreetrust.org
http://www.agreetrust.org


Page 13 of 14Dahan‑Oliel et al. Orphanet Journal of Rare Diseases          (2025) 20:168  

 47. Leonchuk SS, Novikov KI, Subramanyam KN, Shikhaleva NG, Pliev MK, 
Mundargi AV. Management of severe congenital flexion deformity of 
the knee using Ilizarov method. J Pediatr Orthop B. 2020;29(1):47–52.

 48. Moghadam MH, Birjandi‑Nejad A, Ghoreishi SA. Assessment of 
outcome of Quadricepsplasty in Knee contractures of patients with 
arthrogryposis. Bangladesh J Med Sci. 2015;14(4):331.

 49. Moore P, Major R, Stallard J, Butler PB. Contracture correction device 
for arthrogryposis. Physiotherapy. 1990;76(5):303–5.

 50. Baydogan SN, Tarakci E, Kasapcopur O. Effect of strengthening versus 
balance‑proprioceptive exercises on lower extremity function in 
patients with juvenile idiopathic arthritis: a randomized, single‑blind 
clinical trial. Am J Phys Med Rehabil. 2015;94(6):417–28.

 51. Elnaggar RK, Elshafey MA. Effects of combined resistive underwater 
exercises and interferential current therapy in patients with juvenile 
idiopathic arthritis: a randomized controlled trial. Am J Phys Med 
Rehabil. 2016;95(2):96–102.

 52. Gannotti ME, Fuchs RK, Roberts DE, Hobbs N, Cannon IM. Health ben‑
efits of seated speed, resistance, and power training for an individual 
with spastic quadriplegic cerebral palsy: a case report. J Pediatr 
Rehabil Med. 2015;8(3):251–7.

 53. Kemp S, Roberts I, Gamble C, Wilkinson S, Davidson JE, Baildam EM, 
Cleary AG, McCann LJ, Beresford MW. A randomized comparative 
trial of generalized vs targeted physiotherapy in the management of 
childhood hypermobility. Rheumatology. 2010;49(2):315–25.

 54. Kristensen J, Franklyn‑Miller A. Resistance training in muscu‑
loskeletal rehabilitation: a systematic review. Br J Sports Med. 
2012;46(10):719–26.

 55. Legerlotz K. The effects of resistance training on health of chil‑
dren and adolescents with disabilities. Am J Lifestyle Med. 
2020;14(4):382–96.

 56. Haumont T, Rahman T, Sample W, King MM, Church C, Henley J, Jayaku‑
mar S. Wilmington robotic exoskeleton: a novel device to maintain arm 
improvement in muscular disease. J Pediatr Orthop. 2011;31(5):e44–9.

 57. Babik I, Cunha AB, Lobo MA. Play with objects in children with arthro‑
gryposis: effects of intervention with the Playskin Lift™ exoskeletal gar‑
ment. Am J Med Genet Part C Semin Med Genet. 2019;181(3):393–403.

 58. Babik I, Kokkoni E, Cunha AB, Galloway JC, Rahman T, Lobo MA. Feasibil‑
ity and effectiveness of a novel exoskeleton for an infant with arm 
movement impairments. Pediatr Phys Ther Offic Publ Sect Pediatr Am 
Phys Therapy Assoc. 2016;28(3):338.

 59. Bartonek Å. Effects of carbon fibre spring orthoses on gait in ambula‑
tory children with motor disorders and plantarflexor weakness. Dev 
Med Child Neurol. 2007;49(8):615–20.

 60. Bennett JB, Hansen PE, Granberry WM, Cain TE. Surgical manage‑
ment of arthrogryposis in the upper extremity. J Pediatr Orthop. 
1985;5(3):281–6.

 61. Eriksson M, Bartonek Å, Pontén E, Gutierrez‑Farewik EM. Gait dynamics 
in the wide spectrum of children with arthrogryposis: a descriptive 
study. BMC Musculoskelet Disord. 2015;16(1):1–4.

 62. Eriksson M, Jylli L, Villard L, Kroksmark AK, Bartonek Å. Health‑related 
quality of life and orthosis use in a Swedish population with arthro‑
gryposis. Prosthet Orthot Int. 2018;42(4):402–9.

 63. Lobo MA, Koshy J, Hall ML, Erol O, Cao H, Buckley JM, Galloway JC, Hig‑
ginson J. Playskin Lift: development and initial testing of an exoskeletal 
garment to assist upper extremity mobility and function. Phys Ther. 
2016;96(3):390–9.

 64. Smith DW, Drennan JC. Arthrogryposis wrist deformities: results of 
infantile serial casting. J Pediatr Orthop. 2002;22(1):44–7.

 65. Tsuyuguchi Y, Masada K, Kawabata H, Kawai H, Ono K. Con‑
genital clasped thumb: a review of forty‑three cases. J Hand Surg. 
1985;10(5):613–8.

 66. Wee J, Shank TM, Castro MN, Ryan LE, Costa J, Rahman T. Elbow flexion 
assist orthosis for arthrogryposis. In2019 IEEE 16th International confer‑
ence on rehabilitation robotics (ICORR) 2019 Jun 24 (pp. 494–498). IEEE.

 67. Rahman T, Sample W, Jayakumar S, King MM, Wee JY, Seliktar R, Clark A. 
Passive exoskeletons for assisting limb movement. J Rehabil Res Dev. 
2006;43(5):583.

 68. Rahman T, Sample W, Seliktar R, Scavina MT, Clark AL, Moran K, Alex‑
ander MA. Design and testing of a functional arm orthosis in patients 
with neuromuscular diseases. IEEE Trans Neural Syst Rehabil Eng. 
2007;15(2):244–51.

 69. Wolf SI, Alimusaj M, Rettig O, Döderlein L. Dynamic assist by carbon 
fiber spring AFOs for patients with myelomeningocele. Gait Posture. 
2008;28(1):175–7.

 70. Pritchard‑Wiart L, Bragg E, Thompson‑Hodgetts S. The Young Movers 
Project: a case series describing modified toy car use as an early move‑
ment option for young children with mobility limitations. Phys Occup 
Ther Pediatr. 2019;39(6):598–613.

 71. Böhm H, Dussa CU, Multerer C, Döderlein L. Pathological trunk motion 
during walking in children with Amyoplasia: Is it caused by muscular 
weakness or joint contractures? Res Dev Disabil. 2013;34(11):4286–92.

 72. Stief F, Böhm H, Ebert C, Döderlein L, Meurer A. Effect of compensatory 
trunk movements on knee and hip joint loading during gait in children 
with different orthopedic pathologies. Gait Posture. 2014;39(3):859–64.

 73. Dalton C, Hoyt‑Hallett G. Enablement through provision of assistive 
technology: case reports of two children with physical disabilities. Br J 
Occup Ther. 2013;76(2):108–11.

 74. Hall KW, Hammock M. Feeding and toileting devices for a child with 
arthrogryposis. Am J Occup Therapy Offic Publ Am Occup Therapy 
Assoc. 1979;33(10):644–7.

 75. Orr K. Youth sport participation and peer support in the context of 
physical disability: a qualitative perspective. University of Toronto; 2016.

 76. Staheli LT. Arthrogryposis: a text atlas. Cambridge University Press; 1998.
 77. Novak I, Morgan C, Fahey M, Finch‑Edmondson M, Galea C, Hines A, 

Langdon K, Namara MM, Paton MC, Popat H, Shore B. State of the 
evidence traffic lights 2019: systematic review of interventions for pre‑
venting and treating children with cerebral palsy. Curr Neurol Neurosci 
Rep. 2020;20:1–21.

 78. Campbell C. Hydrotherapy: a way for exceptional children to swim 
toward success: a young boy with special needs learns confidence and 
independence through a special swimming program. Except Parent. 
2005;35(6):26.

 79. Dahan‑Oliel N, Shikako‑Thomas K, Majnemer A. Quality of life and 
leisure participation in children with neurodevelopmental disabilities: a 
thematic analysis of the literature. Qual Life Res. 2012;21:427–39.

 80. Shikako‑Thomas K, Dahan‑Oliel N, Shevell M, Law M, Birnbaum R, 
Rosenbaum P, Poulin C, Majnemer A. Play and be happy? Leisure par‑
ticipation and quality of life in school‑aged children with cerebral palsy. 
Int J Pediatr. 2012. https:// doi. org/ 10. 1155/ 2012/ 387280.

 81. Petrenchik TM, King GA. Pathways to positive development: Childhood 
participation in everyday places and activities. Mental health promo‑
tion, prevention, and intervention in children and youth: A guiding 
framework for occupational therapy. 2011:71–94.

 82. Niki H, Staheli LT, Mosca VS. Management of clubfoot deformity in 
amyoplasia. J Pediatr Orthop. 1997;17(6):803–7.

 83. Sochol KM, Edwards G, Stevanovic M. Restoration of elbow flexion with 
a free functional gracilis muscle transfer in an arthrogrypotic patient 
using a motor nerve to pectoralis major. HAND. 2020;15(5):NP80–4.

 84. Banugo P, Amoako D. Prehabilitation. BJA Edu. 2017;17(12):401–5.
 85. Blair SN, Morris JN. Healthy hearts—and the universal benefits of 

being physically active: physical activity and health. Ann Epidemiol. 
2009;19(4):253–6.

 86. Burgess LC, Arundel J, Wainwright TW. The effect of preoperative educa‑
tion on psychological, clinical and economic outcomes in elective 
spinal surgery: a systematic review. Healthcare. 2019;7(1):48.

 87. Calatayud J, Casaña J, Ezzatvar Y, Jakobsen MD, Sundstrup E, Andersen 
LL. High‑intensity preoperative training improves physical and 
functional recovery in the early post‑operative periods after total knee 
arthroplasty: a randomized controlled trial. Knee Surg Sports Traumatol 
Arthrosc. 2017;25:2864–72.

 88. Celestin J, Edwards RR, Jamison RN. Pretreatment psychosocial variables 
as predictors of outcomes following lumbar surgery and spinal cord 
stimulation: a systematic review and literature synthesis. Pain Med. 
2009;10(4):639–53.

 89. Desmeules F, Hall J, Woodhouse LJ. Prehabilitation improves physical 
function of individuals with severe disability from hip or knee osteoar‑
thritis. Physiother Can. 2013;65(2):116–24.

 90. Ditmyer MM, Topp R, Pifer M. Prehabilitation in preparation for ortho‑
paedic surgery. Orthop Nurs. 2002;21(5):43–54.

 91. Marmelo F, Rocha V, Moreira‑Gonçalves D. The impact of prehabilita‑
tion on post‑surgical complications in patients undergoing non‑urgent 

https://doi.org/10.1155/2012/387280


Page 14 of 14Dahan‑Oliel et al. Orphanet Journal of Rare Diseases          (2025) 20:168 

cardiovascular surgical intervention: systematic review and meta‑analy‑
sis. Eur J Prev Cardiol. 2018;25(4):404–17.

 92. Moran J, Guinan E, McCormick P, Larkin J, Mockler D, Hussey J, Moriarty 
J, Wilson F. The ability of prehabilitation to influence postoperative 
outcome after intra‑abdominal operation: a systematic review and 
meta‑analysis. Surgery. 2016;160(5):1189–201.

 93. Rooks DS, Huang JI, Bierbaum BE, Bolus SA, Rubano J, Connolly CE, Alp‑
ert S, Iversen MD, Katz JN. Effect of preoperative exercise on measures 
of functional status in men and women undergoing total hip and knee 
arthroplasty. Arth Care Res Offic J Am Coll Rheumatol. 2006;55(5):700–8.

 94. Santa Mina D, Clarke H, Ritvo P, Leung YW, Matthew AG, Katz J, 
Trachtenberg J, Alibhai SM. Effect of total‑body prehabilitation on 
postoperative outcomes: a systematic review and meta‑analysis. Physi‑
otherapy. 2014;100(3):196–207.

 95. Sebio Garcia R, Yanez Brage MI, Gimenez Moolhuyzen E, Granger CL, 
Denehy L. Functional and postoperative outcomes after preoperative 
exercise training in patients with lung cancer: a systematic review and 
meta‑analysis. Interact Cardiovasc Thorac Surg. 2016;23(3):486–97.

 96. Wynter‑Blyth V, Moorthy K. Prehabilitation: preparing patients for 
surgery. BMJ Br Med J. 2017. https:// doi. org/ 10. 1136/ bmj. j3702.

 97. Church C, McGowan A, Henley J, Donohoe M, Niiler T, Shrader MW, 
Nichols LR. The 5‑year outcome of the Ponseti method in children 
with idiopathic clubfoot and arthrogryposis. J Pediatr Orthop. 
2020;40(7):e641–6.

 98. Asif S, Umer M, Beg R, Umar M. Operative treatment of bilateral hip dis‑
location in children with arthrogryposis multiplex congenita. J Orthop 
Surg. 2004;12(1):4–9.

 99. Aydin BK, Yilmaz G, Senaran H, Durgut F. Short‑term results of early 
(before 6 months) open reduction of dislocated hips in arthrogryposis 
multiplex congenita. J Pediatr Orthop B. 2016;25(6):509–13.

 100. Carroll RE, Hill NA. Triceps transfer to restore elbow flexion: a study 
of fifteen patients with paralytic lesions and arthrogryposis. JBJS. 
1970;52(2):239–44.

 101. Chomiak J, Dungl P, Vcelák J. Reconstruction of elbow flexion in arthro‑
gryposis multiplex congenita type I: results of transfer of pectoralis 
major muscle with follow‑up at skeletal maturity. J Pediatr Orthop. 
2014;34(8):799–807.

 102. Dangles CJ, Bilos ZJ. Surgical correction of thumb deformity in arthro‑
gryposis multiplex congenita. Hand. 1981;1:55–8.

 103. Frizzell K, Kozin SH, Zlotolow DA. Bipolar latissimus dorsi transfer for 
arthrogryposis multiplex congenita: minimum 10‑month follow‑up. J 
Hand Surg. 2020;45(11):1084‑e1.

 104. Hagemann C, Stücker R, Breyer S, Kunkel PO. Nerve transfer from the 
median to musculocutaneous nerve to induce active elbow flexion in 
selected cases of arthrogryposis multiplex congenita. Microsurgery. 
2019;39(8):710–4.

 105. Ho CA, Karol LA. The utility of knee releases in arthrogryposis. J Pediatr 
Orthop. 2008;28(3):307–13.

 106. Ramirez RN, Richards CJ, Kozin SH, Zlotolow DA. Combined elbow 
release and humeral rotational osteotomy in arthrogryposis. J Hand 
Surg. 2017;42(11):926‑e1.

 107. van Bosse HJ, Feldman DS, Anavian J, Sala DA. Treatment of knee 
flexion contractures in patients with arthrogryposis. J Pediatr Orthop. 
2007;27(8):930–7.

 108. Van Heest A, Waters PM, Simmons BP. Surgical treatment of arthro‑
gryposis of the elbow. J Hand Surg. 1998;23(6):1063–70.

 109. Van Heest A, James MA, Lewica A, Anderson KA. Posterior elbow capsul‑
otomy with triceps lengthening for treatment of elbow extension 
contracture in children with arthrogryposis. JBJS. 2008;90(7):1517–23.

 110. Wall LB, Calhoun V, Roberts S, Goldfarb CA. Distal humerus external 
rotation osteotomy for hand position in arthrogryposis. J Hand Surg. 
2017;42(6):473‑e1.

 111. Zargarbashi R, Nabian MH, Werthel JD, Valenti P. Is bipolar latissimus 
dorsi transfer a reliable option to restore elbow flexion in children with 
arthrogryposis? A review of 13 tendon transfers. J Shoulder Elbow Surg. 
2017;26(11):2004–9.

 112. Szöke G, Staheli LT, Jaffe K, Hall JG. Medial‑approach open reduction 
of hip dislocation in amyoplasia‑type arthrogryposis. J Pediatr Orthop. 
1996;16(1):127–30.

 113. Taricco LD, Aoki SS. Rehabilitation of an adult patient with arthrogrypo‑
sis multiplex congenita treated with an external fixator. Am J Phys Med 
Rehabil. 2009;88(5):431–4.

 114. Bellutti Enders F, Bader‑Meunier B, Baildam E, Constantin T, Dolezalova 
P, Feldman BM, Lahdenne P, Magnusson B, Nistala K, Ozen S, Pilkington 
C, Ravelli A, Russo R, Uziel Y, van Brussel M, van der Net J, Vastert S, Wed‑
derburn LR, Wulffraat N, McCann LJ, van Royen‑Kerkhof A. Consensus‑
based recommendations for the management of juvenile dermato‑
myositis. Ann Rheum Dis. 2017;76(2):329–40. https:// doi. org/ 10. 1136/ 
annrh eumdis‑ 2016‑ 209247.

 115. Mueller B, Engelbert R, Baratta‑Ziska F, Bartels B, Blanc N, Brizola E, 
Fraschini P, Hill C, Marr C, Mills L, Montpetit K. Consensus statement on 
physical rehabilitation in children and adolescents with osteogenesis 
imperfecta. Orphanet J Rare Dis. 2018;13:1–4.

 116. Mercuri E, Finkel RS, Muntoni F, Wirth B, Montes J, Main M, Mazzone 
ES, Vitale M, Snyder B, Quijano‑Roy S, Bertini E, Davis RH, Meyer OH, 
Simonds AK, Schroth MK, Graham RJ, Kirschner J, Iannaccone ST, Craw‑
ford TO, Woods S, Qian Y, Sejersen T, SMA Care Group. Diagnosis and 
management of spinal muscular atrophy: part 1: recommendations for 
diagnosis, rehabilitation, orthopedic and nutritional care. Neuromuscul 
Disord. 2018;28(2):103–15. https:// doi. org/ 10. 1016/j. nmd. 2017. 11. 005.

 117. Gagnon C, Fortin J, Lamontagne ME, Plourde A. The rare knowledge 
mining methodological framework for the development of practice 
guidelines and knowledge translation tools for rare diseases. J Neuro‑
muscul Dis. 2021;8(6):1017–29. https:// doi. org/ 10. 3233/ JND‑ 200536.

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

https://doi.org/10.1136/bmj.j3702
https://doi.org/10.1136/annrheumdis-2016-209247
https://doi.org/10.1136/annrheumdis-2016-209247
https://doi.org/10.1016/j.nmd.2017.11.005
https://doi.org/10.3233/JND-200536

	Consensus-based recommendations for the rehabilitation of children with arthrogryposis multiplex congenita: an integrated knowledge translation approach
	Abstract 
	Background 
	Results 
	Conclusion 

	Background
	Methods
	Phase 1. Clinician survey: describing current clinical practice
	Phase 2. Developing recommendations
	Phase 3. Consensus building
	Phase 4. External appraisal
	Phase 5. Facilitators and barriers to uptake of recommendations

	Results
	Phase 1. Clinician survey: describing current clinical practice
	Phase 2. Developing recommendations
	Phase 3. Consensus building
	Phase 4. External appraisal
	Phase 5. Facilitators and barriers to uptake of recommendations

	Discussion
	Conclusions
	Acknowledgements
	References


