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similar explanation, in that what is acceptable terminology
to the legal and medical professions has distressing
practical consequences for parents which a pathologist
must steel himself to ignore if he wishes to maintain his
scientific honesty. Such honesty is, however, an essential
prerequisite to any progresss being made in this field. The
difficulty hinges on defining an observation or measure-
ment which can be made at necropsy and which is peculiar
to the fatal condition. The nearest to this ideal in the
sudden infant death syndrome is the biochemical abnor-
mality in the composition of lung surfactant which can be
shown by analysis of saline washes of the respiratory tract
taken after death.3 4 The age distribution of 'true sudden
infant death syndrome' might be more clear if this
investigation were done routinely for all sudden infant and
childhood deaths.

'Fever,' 'apoplexy,' and 'old age' were acceptable causes
of death in an age when morbid anatomy was less
sophisticated than it has since become. The terms served a
valuable purpose in their time as no doubt 'sudden infant
death syndrome' will be seen to have done when its
pathology has been elucidated. In the meantime perhaps
there is a role for a new word to cover unexplained
childhood deaths (? pseudo sudden infant death syn-
drome). I have no doubt that were such a term to be
adopted the subsequent apparent rise in the incidence of
the disease would cause alarm and astonishment. What
disease would necessarily decline as a consequence is
something of an imponderable.

References

'Southall DP, Stebbons V, Shinebourne EA. Sudden and
unexpected death between 1 and 5 years. Arch Dis Child
1987;62:700-5.

2 Office of Population Censuses and Surveys. Trends in respira-
tory mortality 1951-1975, England and Wales. Series DH1, No
7. London: HMSO, 1981.

3Morley CJ, Hill CM, Brown BD, Barson AJ, Davis JA.
Surfactant abnormalities in babies dying from sudden infant
death syndrome. Lancet 1982;i:1320-3.

4Hill CM, Brown BD, Morley CJ, Davis JA, Barson AJ.
Pulmonary Surfactant II. Sudden infant death syndrome and
abnormal surfactant. Early Hum Dev (in press).

A J BARSON
St Mary's Hospital,

Manchester M13 OJH

Lower limb deformity and prevention
of scoliosis in cerebral palsy
Sir,
We should like to comment on your interesting annota-
tion.' Selective posterior lumbar rhizotomy reduces tone in
spastic cerebral palsy. This operation, based on the
technique described by Fasano et alP was first carried out in
Cape Town in 1981 by Peacock.3 The operation is now
being performed by one of us (JP) and our total experience
is 131 cases.

Selection is of the utmost importance;' the most striking
results are observed in the spastic diplegic who walks
independently with a typical diplegic gait. In these cases
the walking pattern has markedly improved. The operation
is also of value in more severely handicapped children. A
number who could not walk are now walking indepen-
dently or with walking aids, others have improved posture
and mobility, and even those who have no independent
mobility or voluntary function can benefit by reduction of
tone in the legs. Care must be taken with those children
who use spasm for supported standing and walking and
have poor underlying power.
Good physiotherapy is necessary before and for a

prolonged period after rhizotomy. Although the benefits
can be seen immediately, it is apparent from a long term
follow up study currently in progress, that the re-education
of abnormal motor patterns is of the utmost importance, as
is the building up of strength in weak muscles. Improve-
ment has continued up to six years after the procedure.
Some of the children in our series had had orthopaedic

surgery before rhizotomy, others had apparent fixed joint
contractures. Many patients were less contracted or their
'contractures' had disappeared after rhizotomy, but
appliances or orthopaedic surgery, or both, are still
necessary in some cases. The reduced tone plus weak ankle
musculature may produce valgus foot deformities and
appliances (usually ankle foot orthoses) may be necessary.
We know of no child who has had subluxation or

dislocation of hip after reduction in tone, and there has
been no deterioration in those cases that had such
problems before rhizotomy. No case of scoliosis or other
back problem has developed. One quadriplegic without
voluntary function or mobility who received only early
intermittent physiotherapy and subsequently was left lying
in one position has become windswept.
Though rhizotomy only deals with one aspect of a

complex disorder, we are impressed by its usefulness in
relieving spasticity. Physiotherapists, parents, and those
children old enough to remember what their limbs felt like
before rhizotomy, are enthusiastic about the results of the
operation.

References

'Robson P. Lower limb deformity and prevention of scoliosis in
cerebral palsy. Arch Dis Child 1987;62:547-8.

2 Fasano VA, Broggi G, Bardat-Romana G, Squazzi A. Surgical
treatment of spasticity in cerebral palsy. Childs Brain 1978;4:
289-305.

3Peacock WJ, Arens LJ. Selective posterior rhizotomy for the
relief of spasticity in cerebral palsy. S Afr Med J 1982;62:119-24.

4Peacock WJ, Arens LJ, Berman B. Cerebral palsy spasticity
selective posterior rhizotomy. Journal of Pediatric Neuroscience
(in press).

L J ARENS, M A KIBEL, and J PErER
Departments of Paediatrics, Child Health,

and Neurosurgery,
University of Cape Town,
Cape Town, South Africa

 on M
ay 15, 2023 by guest. P

rotected by copyright.
http://adc.bm

j.com
/

A
rch D

is C
hild: first published as 10.1136/adc.63.1.109 on 1 January 1988. D

ow
nloaded from

 

http://adc.bmj.com/

