SURGICAL OPTIONS

Neurosurgical options may be considered in situations where
first-line treatments have failed and hypertonia continues to
affect a child’s functional abilities or quality of life. Because
children and youth with CP require specialized management by
a multidisciplinary team, referral to a tertiary centre is often re-
quired.

Selective dorsal rhizotomy (SDR) is a procedure where
selected nerve rootlets are severed to modify sensory inputs in
the reflex arc, reducing spasticity. Individuals can be considered
for SDR if they:

o Were born preterm, with characteristic white matter injuries
such as periventricular leukomalacia,

« Do not have a co-occurring dyskinetic movement disorder,

« Do not experience musculoskeletal contracture,

o Possess antigravity muscle strength, or

« Live with positive psychosocial factors (e.g., they can access
and participate in a therapy program) (9,10).

Benefits of SDR appear to be greatest in individuals with CP
GMECS levels II and III. While SDR as an option is controver-
sial for children functioning at GMFCS levels IV and V, some
children who have had this surgery experienced improvement
in gross motor tasks and have exceeded their expected natural
history (9).

Intrathecal baclofen (ITB) treatment involves surgically
implanting a reservoir pump and catheter to deliver baclofen
to the intrathecal space. ITB can treat dystonia and spasticity
in individuals with CP who are functioning at GMFCS levels
IV and V (11). Indications for ITB include failure of oral
medications (e.g., baclofen) to treat hypertonia causing pain or
interfering with quality of life or activities of daily living (11).
Complication rates are high, and catheter dislodgment or pump
malfunction can lead to severe baclofen withdrawal. Individuals
treated with ITB must have access to specialized emergency care.

Deep brain stimulation (DBS) is a form of neuromodulation
that is reserved for children with severe, refractory dystonia and
significant functional impairment despite appropriate medical
management and when other treatment options are not possible
(12). Studies to date of DBS in children with CP are small but
have shown significant reductions in pain-related symptoms and
analgesia requirements (13).

BEST PRACTICE POINTS

Children and youth with CP GMFCS levels I1I to V should have
a developmental and rehabilitative “home” that provides reg-
ular surveillance and monitoring for common health issues and
conditions in this population. Paediatricians are ideally situated
to follow up, support wellness, and guide children and families
living with CP to be as independent and healthy as possible.
They also provide a nexus for communication with health team
members, school authorities, hospital-based care providers, and
community services.

Paediatricians and other primary care providers should
endeavour to:
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1. Support early diagnosis by using evidence-based tools such
as the Hammersmith Infant Neurological Examination
(HINE) and MRI to facilitate referrals for timely inter-
vention and access to supportive services.

2. Explore goal-directed and active rehabilitation with children
and families, with focus on fun, fitness, and friendship.

3. Provide ongoing health surveillance and support by
maintaining a comprehensive health and wellness record.
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