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Abstract

Aim

Cerebral palsy (CP) is associated with dysfunction of the upper motor neuron and results in

balance problems and asymmetry during locomotion. Selective dorsal rhizotomy (SDR) is a

surgical procedure that results in reduced afferent neuromotor signals from the lower

extremities with the aim of improving gait. Its influence on balance and symmetry has not

been assessed. The aim of this prospective cohort study was to evaluate the impact of SDR

on balance and symmetry during walking.

Methods

18 children (10 girls, 8 boys; age 6 years (y) 3 months (m), SD 1y 8m) with bilateral spastic

CP and Gross Motor Function Classification System levels I to II underwent gait analysis

before and 6 to 12 months after SDR. Results were compared to 11 typically developing

children (TDC; 6 girls, 5 boys; age 6y 6m, SD 1y 11m). To analyse balance, sway velocity,

radial displacement and frequency were calculated. Symmetry ratios were calculated for

balance measures and spatio-temporal parameters during walking.

Results

Most spatio-temporal parameters of gait, as well as all parameters of balance, improved sig-

nificantly after SDR. Preoperative values of symmetry did not vary considerably between

CP and TDC group and significant postoperative improvement did not occur.

Interpretation

The reduction of afferent signalling through SDR improves gait by reducing balance prob-

lems rather than enhancing movement symmetry.
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Introduction
Muscle tone abnormalities in children with cerebral palsy (CP) lead to deficits in selective
motor control resulting in difficulties with coordination, gait efficiency and symmetry, as well
as posture and balance [1,2]. About 90% of muscle tone abnormalities in children with CP are
spastically induced [3]. Spasticity, together with muscular imbalance and reduced neuromus-
cular control during targeted task performance, leads to weakness despite high muscle tone.
The complex motor impairments in CP children are thought to originate from the hyper-excit-
ability of reflexes–related to excessive afferent signalling–that results in a consecutive loss of
inhibitory impulses [4]. The human brain normally counterbalances excitatory signals from
the sensory nerves with inhibitory electric signals [5]. In cases of cerebral or spinal damage,
this balance mechanism is perturbed and the excessive sensory signals are thought to lead to
spasticity [6]. Spasticity and weakness, as positive and negative features of the upper motor
neuron syndrome respectively [5], are both thought to affect postural control and thus both
balance and symmetry in subjects with CP [7]. Due to an impaired neuromuscular response,
together with delayed onset of contraction in CP, an increased co-contraction is observed dur-
ing balance, resulting in slower and less organized muscular coordination [8]. In order to assess
the extent of this condition, impaired balance in children with CP has been evaluated during
standing [7–11] but also more recently during gait [12–14].

The maturation of balance skills in children with cerebral palsy is also known to be delayed
or diminished when compared to typically developing children [15]. These deficits have been
demonstrated through the longer time to recover from a stability disturbance and an increased
centre of pressure (CoP) movement after perturbation [8,16]. Asymmetry of gait patterns may
also lead to further functional impairment in ambulatory CP children [17,18] since increas-
ingly symmetric gait improves walking efficiency, provides easier dynamic balance control and
decreases unilateral strain on the joints of the lower limbs [19].

With the goal of permanently diminishing spasticity and improving motor function of the
lower limbs, a selective dorsal rhizotomy (SDR) may be performed in selected patients,
whereby lumbosacral sensory nerve rootlets are partially severed to reduce their exaggerated
excitatory afferent signalling. Although the reduction of spasticity and improvement of motor
function after SDR have been described by several authors, the relevance and longevity of the
positive results are still discussed controversially [20–29]. Data concerning changes in gait pat-
terns and function are less available after SDR, although the subjective improvement is known
to be immense [29–33]. As a consequence, the aim of this study was to evaluate the changes
that occur to balance and gait symmetry after SDR using accurate and objective methods.

Methods

Patients
Eighteen children with bilateral spastic cerebral palsy and a Gross Motor Function Classification
System (GMFCS) level I and II who underwent selective dorsal rhizotomy (L1 to S2) as a stan-
dard of care procedure for reducing spasticity using a single-level laminoplasty approach as
described by Funk and Haberl [34] (a modification of Park’s method [35]) were included in this
single-arm study (Table 1). The percentage of rootlets cut was between 50 and 60 per cent for
each level and each side. The decision which rootlets to cut was taken based on evaluation of the
electromyography (EMG) signals according to Philipps and Park [36]. Functional movements
and kinematic patterns were not taken into account when cutting the rootlets. All of the children
had multilevel spasticity of the lower limbs prior to surgery and only patients who were able to
complete an instrumented 3D gait analysis preoperatively were recruited into this study (S1 Fig).
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To be considered for SDR, strict selection criteria were applied [37]. Children with
impairment of the extrapyramidal system or skeletal deformities were excluded. The final
study cohort included subjects with a mixture of bilateral spastic walking types according to
the classification of Rodda and co-workers [38]. Between March 2010 and May 2012 the chil-
dren were recruited for this study. Kinematic and kinetic data was recorded during barefoot
walking, collected between 6 and 12 months postoperatively so that the time of follow-up lasted
until May 2013. The mean age of the CP children at the day of surgery was 6 years 3 months
with a standard deviation (SD) of 1 year 8 months. The treatment included a minimum of 3
week’s rehabilitation with the aim to retrain walking so that at least short distances could be
covered after discharge from the rehabilitation centre [28]. After SDR, all eighteen children
returned for post-op follow-up gait analysis, with an average follow-up of 8.6 (6–12) months
postoperatively. Between SDR and the follow-up gait analysis no further intervention was per-
formed other than each child’s individual therapy programme, including orthotic treatment. In
addition, a cohort of 11 asymptomatic typically developing children (TDC) with a mean age of
6 years 6 months (SD 1 year 11 months) was recruited to act as a control. Informed written
consent was obtained from the children’s parents for all procedures, and the study was
approved by the ethics committee of the Charité - Universitätsmedizin Berlin (EA1/138/11, S1
File). The study was not registered primarily in a trial registry as it is part of an ongoing clinical
evaluation which was not required to be registered according local guidelines. The authors con-
firm that it was retrospectively registered at DRKS—German Clinical Trials Register—for all
ongoing and related trials for this intervention (DRKS00004798; S2 File). All measurements
were post-processed non-blinded.

Balance
Ground reaction forces were recorded using two triaxial force plates at 960Hz (AMTI OR6-7-
1000, Watertown, MA, USA). Trials were recorded with both feet approximately parallel and
at shoulder width apart, standing with both feet on one force plate and afterwards with one
foot on each force plate. The children were instructed to stand as still as possible with their
arms in a relaxed standing position, without making macro-movements with their feet or
upper body, and while focussing on a cross on the wall at a distance of approximately 3 m.

Table 1. CP children’s and TDC characteristics.

TDC (n = 11) CP pre SDR (n = 18) CP post SDR (n = 18)

Value SD Value SD Value SD

Age at SDR 6y 6m 1y 11m 6y 3m 1y 8m 7y 1m 1y 6m

Gender (male/female) 5/6 8/10 8/10

Height (cm) 122.6 13.1 114.7 11.4 123.3 6.3

Weight (kg) 22.6 5.7 20.4 6.4 22.0 3.0

Leg length (cm) 62.6 10.1 56.5 5.7 61.1 4.7

GMFM not tested 89.2 6.0 91.1 7.9

MASa 0 0 1.4 0.3 0.7 0.4

Strengthb 5.0 0 3.2 0.6 3.6 0.6

TDC = typically developing children, CP = cerebral palsy, SDR = selective dorsal rhizotomy, SD = standard deviation, y = year, m = months,

GMFM = Gross Motor Function Measure, MAS = Modified Ashworth Scale.
a Averaged measurements of spasticity of hip adductors, knee flexors, and ankle plantar flexors.
b Averaged measurements on a 5 point scale of hip extension, abduction, knee extension, ankle dorsiflexion and plantarflexion.

doi:10.1371/journal.pone.0152930.t001
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Data was filtered for high-frequency noise with a low-pass fifth-order Butterworth digital filter
with a cut off frequency of 10 Hz according to Rose and Wolf [9,39].

Total sway path velocity (mm/s), its bidirectional components anterior-posterior (A-P) and
medio-lateral (M-L) sway (mm/s) as well as the mean radial sway frequency (MRF; Hz) and
the average radial displacement (ARD; mm) were calculated using the CoP according to Rose
and co-workers [9]. Sway path velocity can be considered the rate of movement of the CoP
across the force plate, and hence be representative of the velocity of the sway of the body centre
of mass (CoM) while standing still. ARD describes the average displacement of the CoP from
the centre of balance of the trial, hence describing the average distance the body moves from its
calculated middle. The MRF provides a measure of the rate at which the CoP revolves around
the centroid with the defined radial displacement at the given sway path velocity.

Symmetry
Instrumented gait analysis was performed using a 10 camera three-dimensional motion capture
system (Vicon, Oxford Metrics Group, Oxford, UK) at 120 Hz. A retro-reflective marker set
(marker diameter 14mm) was placed on the participant’s skin by an experienced observer follow-
ing a standardized protocol [40]. Gait analysis was performed while the subjects walked barefoot
along a 10 meter straight and level walkway at a self-selected speed. At least five undisturbed trials
with 5 strides each were recorded and analysed for each child at each session [32]. The data were
processed using Vicon Nexus 1.7. (Vicon, Oxford Metrics Group, Oxford, UK). Gait events,
including initial contact and toe-off were detected via an adapted version of the foot velocity algo-
rithm [41], which used the heel markers of each foot to enable a reliable definition of the gait
cycle, even in cases of toe-first contact [42]. Stride, step, stance and swing phases, as well as dou-
ble limb support were computed on the basis of those two events [43]. Foot progression angle
(FPA) was measured as the angle of the longitudinal foot axis to the movement direction at mid-
stance. Walking base was determined as the sum of the M-L distances of the right and left feet
from the line of progression, where the line of progression was defined by the direction of the
anterior-posterior axis of motion over each complete gait cycle. Cadence was defined as the num-
ber of strides per second. Stride height described the maximum of the vertical component of the
heel. The spatial parameters were normalised for leg length according to the method of Hof to
account for growth of the children between the measurements [44], and are thus presented as
dimensionless parameters. On the basis of the absolute spatio-temporal parameters and the pre-
viously described balance measures (X), the symmetry ratios (SR) were calculated as: SR = Xhigher

value/ Xlower value as described by Patterson [19].

Statistical analysis
As the aim of this study was to analyse the effect of SDR on motor function, only the CP chil-
dren’s results were evaluated statistically. The results of the TDC group were presented descrip-
tively as means and standard deviations for comparison. An a priori power analysis was
performed on the basis of the data of Rose et al. [9]. At least 14 participants would be required
to reach an alpha of 0.05 and a power of 0.80. Statistical data analysis was performed using
SPSS version 20 (v20, IBM, Champaign, IL, USA). The level of significance was set at p<0.05.
All parameters were tested for normal distribution with the Kolmogorov-Smirnov-test. Nor-
mally distributed variables were then compared using the Student-t-test for paired variables.

Results
Preoperatively, all evaluated absolute parameters of CP children’s gait, except cadence, differed
considerably from those observed in TDC (Table 2). After SDR most absolute spatiotemporal
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parameters improved significantly (p = 0.004–0.047) and aligned partially with the parameters
of the TDC group.

Balance
Similar to the changes observed in gait patterns, SDR led to a significant improvement in all
evaluated balance parameters (Table 2 and Fig 1). Both sway path velocity (p = 0.000–0.007)
and bidirectional (A-P and M-L) sway (p = 0.000–0.006) decreased significantly after SDR in
all measurements while it was observed that all children including TDC swayed more in the
M-L direction than in the A-P direction (Fig 1). In addition, the MRF of sway increased signifi-
cantly (p = 0.000–0.006) and the ARD decreased significantly (p = 0.00–0.002), also approach-
ing the values of the typically developing children (Table 2).

Symmetry
The results of the symmetry evaluation showed that most spatiotemporal parameters were
close to perfect symmetry (SR = 1), even in the preoperative state. As a result, no significant
changes were found between conditions (Table 3). Although the asymmetry of the postural
sway parameters (sway path velocity, A-P and M-L sway, ARD and MRF) and the foot progres-
sion angles (FPA) were found to be more pronounced in all evaluated groups, a significant
improvement after SDR was not detected.

Discussion
Cerebral Palsy is the most common disorder inducing motor impairment in early childhood,
and often results in the delayed onset of gait and impaired motor control [1,2]. Locomotion

Table 2. Absolute spatiotemporal values and radial balance parameters.

TDC CP pre-SDR CP post-SDR p-value

Mean SD 95% CI Mean SD 95% CI Mean SD 95% CI

Duration of Gait cycle (N) 3.55 0.41 3.28–3.83 4.15 1.37 3.46–4.83 3.79 0.66 3.46–4.12 0.177

Duration of Stance Phase (%) 54.6 5.3 51.0–58.1 64.6 6.7 61.3–67.9 61.9 3.1 60.4–63.5 0.031

Duration of Swing Phase (%) 34.6 3.2 32.5–36.8 35.4 6.7 32.1–38.7 38.1 3.1 38.1–39.6 0.031

Duration of Double limb support (%) 10.0 1.5 8.9–10.9 14.6 6.5 11.4–17.9 11.9 3.2 10.4–13.5 0.025

Stride length (N) 1.52 0.17 1.40–1.63 1.14 0.26 1.01–1.27 1.33 0.21 1.23–1.44 0.009

Stride height (N) 0.32 0.02 0.30–0.33 0.30 0.02 0.29–0.30 0.31 0.02 0.30–0.32 0.005

Step length (N) 0.78 0.07 0.73–0.83 0.69 0.12 0.63–0.75 0.74 0.10 0.70–0.79 0.047

Walking Base (N) 0.15 0.07 0.10–0.19 0.36 0.09 0.31–0.40 0.30 0.09 0.25–0.34 0.004

FPA at mid-stance (deg) 16.8 5.5 13.1–20.5 -8.7 18.0 (-17.9)-0.6 4.7 16.2 (-3.4)-12.8 0.010

Velocity (N) 0.45 0.09 0.39–0.50 0.32 0.11 0.26–0.37 0.37 0.09 0.33–0.42 0.027

Cadence (N) 0.59 0.07 0.53–0.62 0.53 0.12 0.47–0.59 0.55 0.08 0.51–0.59 0.563

ARD BL (mm) 7.0 1.6 5.9–8.0 12.0 3.5 10.1–13.9 8.0 3.1 6.3–9.8 0.001

ARD UL-R (mm) 7.3 2.5 5.6–8.9 10.3 3.0 8.6–12.0 6.9 2.4 5.5–8.3 0.002

ARD UL -L (mm) 6.0 2.7 4.2–7.8 9.6 4.4 7.2–12.1 6.2 2.8 4.7–7.8 0.000

MRF BL (Hz) 0.55 0.12 0.47–0.63 0.37 0.11 0.31–0.43 0.50 0.11 0.44–0.57 0.000

MRF UL-R (Hz) 0.55 0.14 0.46–0.64 0.39 0.13 0.33–0.46 0.52 0.15 0.44–0.59 0.006

MRF UL-L (Hz) 0.61 0.14 0.52–0.70 0.41 0.16 0.33–0.49 0.59 0.18 0.50–0.68 0.000

Paired samples t-test for normally distributed data; TDC = typically developing children, CP = cerebral palsy, SDR = selective dorsal rhizotomy,

SD = standard deviation, CI = confidence interval, N = normalised for leg length, % = percentage of stride time or percentage of related gait cycle phase,

FPA = foot progression angle, deg = degree (negative values describe in-toeing, positive values out-toeing), ARD = average radial displacement,

MRF = mean radial frequency of sway, BL = bilateral, UL = unilateral, R = right, L = left.

doi:10.1371/journal.pone.0152930.t002
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including standing without support is a task that requires a high level of coordination between
spinal reflexes, positioning and movement control. Typical CP gait shows a co-activation and
synchronisation of muscle groups rather than a gait cycle adapted temporally coordinated acti-
vation of agonist and antagonist muscles of the lower limb [45]. In addition, CP children show

Fig 1. Changes of velocity related balance parameters. Paired samples t-test for normally distributed data; TDC = typically developing children,
CP = cerebral palsy, SDR = selective dorsal rhizotomy, BL = bilateral, UL = unilateral, R = right, L = left, * p = 0.000, † p = 0.001, ‡ p = 0.002, # p = 0.004, £
p = 0.006, ¥ p = 0.007.

doi:10.1371/journal.pone.0152930.g001

Table 3. Symmetry ratio of spatiotemporal and postural balance parameters.

TDC CP pre-SDR CP post-SDR p-value

Mean SD 95% CI Mean SD 95% CI Mean SD 95% CI

Gait cycle 1.01 0.01 1.00–1.01 1.01 0.01 1.01–1.01 1.01 0.01 1.01–1.01 0.696

Stance Phase 1.02 0.01 1.01–1.03 1.03 0.04 1.01–1.05 1.04 0.03 1.03–1.05 0.525

Swing Phase 1.02 0.02 1.01–1.03 1.07 0.07 1.03–1.11 1.06 0.04 1.04–1.08 0.678

Double limb support 1.11 0.08 1.06–1.16 1.16 0.18 1.07–1.25 1.20 0.33 1.03–1.36 0.702

Stride length 1.01 0.01 1.00–1.01 1.01 0.01 1.00–1.01 1.01 0.01 1.00–1.01 1.000

Stride height 1.03 0.03 1.01–1.05 1.07 0.05 1.04–1.09 1.06 0.06 1.03–1.09 0.585

Step length 1.03 0.02 1.01–1.04 1.08 0.07 1.04–1.11 1.06 0.06 1.03–1.10 0.503

Walking Base 1.06 0.08 1.01–1.12 1.02 0.05 1.00–1.05 1.03 0.02 1.02–1.04 0.761

FPA at mid-stance 2.38 1.51 1.36–3.39 4.51 7.31 0.75–8.26 11.27 29.59 -3.45–25.98 0.358

FPA at initial contact 1.20 0.35 0.96–1.44 3.33 3.99 1.35–5.31 2.27 2.10 1.22–3.31 0.265

Sway path velocity 1.14 0.09 1.08–1.20 1.30 0.32 1.15–1.45 1.33 0.32 1.18–1.48 0.548

Average radial displacement (ARD) 1.62 0.62 1.21–2.04 1.63 0.77 1.27–2.00 1.50 0.47 1.28–1.72 0.527

A-P sway 1.28 0.26 1.10–1.45 1.89 1.08 1.38–2.39 1.87 0.69 1.55–2.20 0.665

M-L sway 1.63 0.50 1.29–1.96 1.60 0.78 1.24–1.96 1.54 0.51 1.30–1.78 0.804

Mean radial frequency (MRF) 1.61 0.45 1.31–1.91 1.37 0.62 1.08–1.66 1.19 0.16 1.11–1.26 0.213

Paired samples t-test for normally distributed data; TDC = typically developing children, CP = cerebral palsy, SDR = selective dorsal rhizotomy,

SD = standard deviation, CI = confidence interval, FPA = foot progression angle, A-P sway = Anterior-posterior sway, M-L sway = medio-lateral sway.

doi:10.1371/journal.pone.0152930.t003
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a lack of selective control mechanisms, velocity dependent muscle recruitment (spasticity), and
various muscle-tendon-unit mal-alignments [7,45]. These motor constraints lead to decreased
gait velocity, cadence, and step length, asymmetrical gait patterns and impaired postural stabil-
ity [7]. Hence, quantification and comparison of these parameters provides a logical and criti-
cal basis for evaluating the efficacy of interventions that are performed with the intention to
improve locomotion patterns.

Numerous studies have described the effects of SDR with regard to spasticity, gait and func-
tion [21,22,24,25,33,37,46–53]. Although our results are in general agreement with the spatio-
temporal parameters described in these studies, this is the first investigation exploring the
impact of SDR on balance and symmetry of gait in children with CP. Interestingly, key metrics
of gait and balance were improved through SDR, but symmetry was not, possibly due to the
highly symmetrical preoperative gait patterns of the children. SDR intervenes with controlling
mechanisms on the spinal level and is therefore likely to have an impact on the basic, alternat-
ing activation of flexors and extensors generated at the spinal level. In addition, exact task con-
trol, fine motor skills and postural control, which are all influenced by both afferent signalling
and cerebral entities, are almost certain to be affected. Due to the known mechanisms of mono-
synaptic reflexes and corticospinal tract control [6], as well as the variable distribution of the
efferent innervation, a general lumbosacral reduction of spasticity seems to be more likely to
change the motor control and functioning than a sectioning of the afferences with regard to
clinical tests of spasticity or typical patterns in gait analysis. Our study is the first to demon-
strate that the reduction of afferent input through SDR reduces balance impairments in chil-
dren with CP GMFCS levels I and II. As this effect was observed as soon as the children were
mobile again after surgery, the relatively short follow-up of our study group clearly demon-
strates the efficacy of the therapy at an early time point. However, the longevity of the effects
has to be confirmed in investigations with a long-term follow-up. As the children in this study
did not have significant contractures or lever-arm disease it was assumed that the changes in
balance and movement patterns observed were induced by the surgically altered neurological
pathways and not by mechanical alteration.

In contrast to TDC, where postural control normally improves with age, CP children do not
show this functional improvement [39] without treatment [9]. With improved balance, as indi-
cated by significantly lower A-P and M-L sway values in the SDR cohort, it is possible that CP
children might develop higher motor skills during walking [14,54] and recover more easily
from unexpected perturbations [7]. Thus, as a major finding of this study, SDR, which appears
to enhance balance skills, might be a surgical option to enable CP children to participate in
more demanding activities. Whether this improvement is able to affect children with different
levels of motor function or different gait patterns in the same way could not be shown in this
study due to the small number of patients, but there is certainly cause for optimism due to the
improvement observed for every child in this study group. Energy efficiency while moving is a
common underlying principle in nature that requires a high degree of inter-limb symmetry
during gait. Its existence is often overlooked or even taken for granted in many clinical and
research settings [55]. Improved balance is thought to contribute to more efficient movement,
as it is known that a reduction in the lateral and vertical deviation of the centre of mass (CoM)
acts to reduce energy costs [56].

The energy cost of a healthy individual’s gait is known to be reduced through a reduction of
sway of the CoM and associated symmetrical gait patterns [57]. These postural control mecha-
nisms are impaired in children with CP and might constitute a major component of gait disor-
ders in CP [58,59]. Additionally, CP children show an increased background muscle activity
during static stance, take longer to recover stability, and move their CoM significantly more
when recovering balance [8,60]. Thomas and co-workers [33] found higher levels of subjective
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endurance after SDR, but did not associate this with improved balance, which might be a sig-
nificant contributor to energy efficient locomotion. Here, the improvement of cost efficiency
and endurance might not be visible in spatio-temporal gait parameters in the confined sur-
roundings of a gait laboratory.

The lack of significant improvement in gait symmetry through SDR in our study cohort is
thought to at least partly result from the patient selection procedure, as surgery was indicated
by our interdisciplinary team only in children with bilateral spastic CP, without musculoskele-
tal deformities, with good postural trunk control, and rather consistent preoperative gait pat-
terns [35,37]. Therefore, our patient cohort walked reasonably symmetrically, even at the
preoperative time point. Although symmetry of movement as one prerequisite for efficient
motor task performance has been evaluated in disorders such as stroke or CP [55,57,61–65],
information on the impact of surgical interventions on gait symmetry in CP children does not
exist to date. However, the question to what extent symmetry is centrally controlled, but also
what impact contractures and mechanical impairments have on gait symmetry and postural
control, cannot be answered within this study.

If interventions are expected to influence gait performance, parameters describing intrinsic
factors of cost efficiency such as balance, symmetry, and variability [32] are likely to provide
valuable additional information on the achieved alterations of the underlying central process-
ing. For the selection of optimal treatment options in ambulatory CP children, these parame-
ters might help to differentiate between spasticity, weakness, and poor motor control [53].

Conclusions
The extent of the impact of balance and symmetry control on locomotion in ambulatory
patients with motor disorders has not yet been thoroughly studied. However, the clear and sig-
nificant impact of SDR on balance and gait in CP shown in our study demonstrates the critical
importance that a full understanding and characterisation of these parameters should be
gained. The findings should be taken into account when planning interventions for ambulatory
children with motor impairments. Especially for patients with a high functional level, as in this
study, changes in functional outcome might be more thoroughly described—but further inves-
tigation in less functional cohorts is clearly still required. Our study provides strong evidence
of a positive impact of SDR on motor skills and gait performance in children with CP and
therefore an improvement of their quality of movement. The efficacy of this procedure for long
term benefits, however, remains to be demonstrated.

Supporting Information
S1 Fig. CONSORT 2010 Flow Diagram for the Recruitment of Children.
(PDF)

S1 File. Study protocol.
(DOCX)

S2 File. TREND Statement Checklist.
(PDF)

Acknowledgments
The authors would like to thank all participating children and their parents for their time and
patience. The authors further thank the physiotherapists of our social paediatric centre who
helped to conduct the gait analysis.

Effects of Selective Dorsal Rhizotomy on Balance and Symmetry in Cerebral Palsy

PLOS ONE | DOI:10.1371/journal.pone.0152930 April 4, 2016 8 / 11

http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0152930.s001
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0152930.s002
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0152930.s003


Author Contributions
Conceived and designed the experiments: FR MSBWRT HH SL JFF. Performed the experi-
ments: FR MSB AS SL JFF. Analyzed the data: FR MSBWRT IS JFF. Contributed reagents/
materials/analysis tools: WRT HH AS IS SL JFF. Wrote the paper: FR MSBWRT HH AS IS SL
JFF.

References
1. Bax M, Goldstein M, Rosenbaum P, Leviton A, Paneth N, Dan B, et al. Proposed definition and classifi-

cation of cerebral palsy, April 2005. Dev Med Child Neurol. 2005; 47(8): 571–6. PMID: 16108461

2. Rosenbaum P, Paneth N, Leviton A, Goldstein M, Bax M, Damiano D, et al. A report: the definition and
classification of cerebral palsy April 2006. Dev Med Child Neurol. 2007; 109 (Suppl): 8–14.

3. Krägeloh-Mann I, Horber V. The role of magnetic resonance imaging in elucidating the pathogenesis of
cerebral palsy: a systematic review. Dev Med Child Neurol. 2007; 49(2): 144–51. PMID: 17254004

4. Thilmann AF, Fellows SJ, Garms E. The mechanism of spastic muscle hypertonus. Variation in reflex
gain over the time course of spasticity. Brain. 1991; 114(Pt1A): 233– 44.

5. Sheean G. The pathophysiology of spasticity. Eur J Neurol. 2002; 9 (Suppl 1): 3–9; discussion 53–61.
PMID: 11918643

6. Eyre JA. Corticospinal tract development and its plasticity after perinatal injury. Neurosci Biobehav
Rev. 2007; 31(8): 1136–49. PMID: 18053875

7. Woollacott MH, Shumway-Cook A. Postural dysfunction during standing and walking in children with
cerebral palsy: what are the underlying problems and what new therapies might improve balance? Neu-
ral Plast. 2005; 12(2–3): 211–9; discussion 63–72. PMID: 16097489

8. Nashner LM, Shumway-Cook A, Marin O. Stance posture control in select groups of children with cere-
bral palsy: deficits in sensory organization and muscular coordination. Exp Brain Res. 1983; 49(3):
393–409. PMID: 6641837

9. Rose J, Wolff DR, Jones VK, Bloch DA, Oehlert JW, Gamble JG. Postural balance in children with cere-
bral palsy. Dev Med Child Neurol. 2002; 44(1): 58–63. PMID: 11811652

10. Donker SF, Ledebt A, Roerdink M, Savelsbergh GJ, Beek PJ. Children with cerebral palsy exhibit
greater and more regular postural sway than typically developing children. Exp Brain Res. 2008; 184
(3): 363–70. PMID: 17909773

11. Pavao SL, dos Santos AN, Woollacott MH, Rocha NA. Assessment of postural control in children with
cerebral palsy: a review. Res Dev Disabil. 2013; 34(5): 1367–75. doi: 10.1016/j.ridd.2013.01.034
PMID: 23466474

12. Hsue BJ, Miller F, Su FC. The dynamic balance of the children with cerebral palsy and typical develop-
ing during gait. Part I: Spatial relationship between COM and COP trajectories. Gait Posture. 2009; 29
(3): 465–70. doi: 10.1016/j.gaitpost.2008.11.007 PMID: 19111469

13. Hsue BJ, Miller F, Su FC. The dynamic balance of the children with cerebral palsy and typical develop-
ing during gait Part II: Instantaneous velocity and acceleration of COM and COP and their relationship.
Gait Posture. 2009; 29(3): 471–6. doi: 10.1016/j.gaitpost.2008.11.008 PMID: 19111468

14. Wallard L, Dietrich G, Kerlirzin Y, Bredin J. Balance control in gait children with cerebral palsy. Gait Pos-
ture. 2014; 40(1): 43–7. doi: 10.1016/j.gaitpost.2014.02.009 PMID: 24656683

15. Burtner PA, Qualls C, Woollacott MH. Muscle activation characteristics of stance balance control in chil-
dren with spastic cerebral palsy. Gait Posture. 1998; 8(3): 163–74. PMID: 10200406

16. Shumway-Cook A, Hutchinson S, Kartin D, Price R, Woollacott M. Effect of balance training on recov-
ery of stability in children with cerebral palsy. Dev Med Child Neurol. 2003; 45(9): 591–602. PMID:
12948326

17. Hannah RE, Morrison JB, Chapman AE. Kinematic symmetry of the lower limbs. Arch Phys Med Reha-
bil. 1984; 65(4): 155–8. PMID: 6712430

18. Stolze H, Kuhtz-Buschbeck JP, Mondwurf C, Johnk K, Friege L. Retest reliability of spatiotemporal gait
parameters in children and adults. Gait Posture. 1998; 7(2): 125–30. PMID: 10200382

19. Patterson KK, GageWH, Brooks D, Black SE, McIlroyWE. Evaluation of gait symmetry after stroke: a
comparison of current methods and recommendations for standardization. Gait Posture. 2010; 31(2):
241–6. doi: 10.1016/j.gaitpost.2009.10.014 PMID: 19932621

20. Mittal S, Farmer JP, Al-Atassi B, Gibis J, Kennedy E, Galli C, et al. Long-term functional outcome after
selective posterior rhizotomy. J Neurosurg. 2002; 97(2): 315–25. PMID: 12186459

Effects of Selective Dorsal Rhizotomy on Balance and Symmetry in Cerebral Palsy

PLOS ONE | DOI:10.1371/journal.pone.0152930 April 4, 2016 9 / 11

http://www.ncbi.nlm.nih.gov/pubmed/16108461
http://www.ncbi.nlm.nih.gov/pubmed/17254004
http://www.ncbi.nlm.nih.gov/pubmed/11918643
http://www.ncbi.nlm.nih.gov/pubmed/18053875
http://www.ncbi.nlm.nih.gov/pubmed/16097489
http://www.ncbi.nlm.nih.gov/pubmed/6641837
http://www.ncbi.nlm.nih.gov/pubmed/11811652
http://www.ncbi.nlm.nih.gov/pubmed/17909773
http://dx.doi.org/10.1016/j.ridd.2013.01.034
http://www.ncbi.nlm.nih.gov/pubmed/23466474
http://dx.doi.org/10.1016/j.gaitpost.2008.11.007
http://www.ncbi.nlm.nih.gov/pubmed/19111469
http://dx.doi.org/10.1016/j.gaitpost.2008.11.008
http://www.ncbi.nlm.nih.gov/pubmed/19111468
http://dx.doi.org/10.1016/j.gaitpost.2014.02.009
http://www.ncbi.nlm.nih.gov/pubmed/24656683
http://www.ncbi.nlm.nih.gov/pubmed/10200406
http://www.ncbi.nlm.nih.gov/pubmed/12948326
http://www.ncbi.nlm.nih.gov/pubmed/6712430
http://www.ncbi.nlm.nih.gov/pubmed/10200382
http://dx.doi.org/10.1016/j.gaitpost.2009.10.014
http://www.ncbi.nlm.nih.gov/pubmed/19932621
http://www.ncbi.nlm.nih.gov/pubmed/12186459


21. Chan SH, Yam KY, Yiu-Lau BP, Poon CY, Chan NN, Cheung HM, et al. Selective dorsal rhizotomy in
Hong Kong: multidimensional outcomemeasures. Pediatr Neurol. 2008; 39(1): 22–32. doi: 10.1016/j.
pediatrneurol.2008.03.017 PMID: 18555169

22. Nordmark E, Josenby AL, Lagergren J, Andersson G, Stromblad LG, Westbom L. Long-term outcomes
five years after selective dorsal rhizotomy. BMC Pediatr. 2008; 8: 54. doi: 10.1186/1471-2431-8-54
PMID: 19077294

23. Van Schie PE, Schothorst M, Dallmeijer AJ, Vermeulen RJ, van Ouwerkerk WJ, Strijers RL, et al.
Short- and long-term effects of selective dorsal rhizotomy on gross motor function in ambulatory chil-
dren with spastic diplegia. J Neurosurg Pediatrics. 2011; 7: 557–562.

24. Tedroff K, Lowing K, Jacobson DN, Astrom E. Does loss of spasticity matter? A 10-year follow-up after
selective dorsal rhizotomy in cerebral palsy. Dev Med Child Neurol. 2011; 53(8): 724–9. doi: 10.1111/j.
1469-8749.2011.03969.x PMID: 21585367

25. Josenby AL, Wagner P, Jarnlo GB, Westbom L, Nordmark E. Motor function after selective dorsal rhi-
zotomy: a 10-year practice-based follow-up study. Dev Med Child Neurol. 2012; 54(5): 429–35. doi: 10.
1111/j.1469-8749.2012.04258.x PMID: 22435543

26. Bolster EA, van Schie PE, Becher JG, van OuwerkerkWJ, Strijers RL, Vermeulen RJ. Long-term effect
of selective dorsal rhizotomy on gross motor function in ambulant children with spastic bilateral cerebral
palsy, compared with reference centiles. Dev Med Child Neurol. 2013; 55(7): 610–616. doi: 10.1111/
dmcn.12148 PMID: 23557106

27. Dudley RW, Parolin M, Gagnon B, Saluja R, Yap R, Montpetit K, et al. Long-term functional benefits of
selective dorsal rhizotomy for spastic cerebral palsy. J Neurosurg Pediatr. 2013; 12(2): 142–50. doi: 10.
3171/2013.4.PEDS12539 PMID: 23713680

28. Funk JF, Panthen A, Bakir MS, Gruschke F, Sarpong A, Wagner C, et al. Predictors for the benefit of
selective dorsal rhizotomy. Res Dev Disabil. 2014; 37C: 127–134.

29. Roberts A, Stewart C, Freeman R. Gait analysis to guide a selective dorsal rhizotomy program. Gait
Posture. 2015; 42(1): 16–22. doi: 10.1016/j.gaitpost.2015.04.004 PMID: 25979183

30. Grunt S, HennemanWJ, Bakker MJ, Harlaar J, van der Ouwerkerk WJ, van Schie P, et al. Effect of
selective dorsal rhizotomy on gait in children with bilateral spastic paresis: kinematic and EMG-pattern
changes. Neuropediatrics. 2010; 41: 209–16. doi: 10.1055/s-0030-1267983 PMID: 21210336

31. Langerak NG, Tam N, Vaughan CL, Fieggen AG, Schwartz MH. Gait status 17–26 years after selective
dorsal rhizotomy. Gait Posture. 2012; 35(2): 244–9. doi: 10.1016/j.gaitpost.2011.09.014 PMID:
22050972

32. Bakir MS, Gruschke F, Taylor WR, Haberl EJ, Sharankou I, Perka C, et al. Temporal but not spatial var-
iability during gait is reduced after selective dorsal rhizotomy in children with cerebral palsy. PLoS One.
2013; 8(7): e69500. doi: 10.1371/journal.pone.0069500 PMID: 23922724

33. Thomas SS, Aiona MD, Pierce R, Piatt JH 2nd. Gait changes in children with spastic diplegia after
selective dorsal rhizotomy. J Pediatr Orthop. 1996; 16: 747–52. PMID: 8906646

34. Funk JF, Haberl H. Monosegmental laminoplasty for selective dorsal rhizotomy—operative technique
and influence on the development of scoliosis in ambulatory children with cerebral palsy. Childs Nerv
Syst. 2016 Jan 13 [Epub ahead of print]. doi: 10.1007/s00381-016-3016-3

35. Park TS, Johnston JM. Surgical techniques of selective dorsal rhizotomy for spastic cerebral palsy.
Technical note. Neurosurg Focus. 2006; 21(2): e7. PMID: 16918228

36. Phillips LH, Park TS. Electrophysiologic studies of selective posterior rhizotomy patients. In: Park TS,
Phillips LH, PeacockWJ (eds) Neurosurgery: state of the Art reviews: management of spasticity in
cerebral palsy and spinal cord injury. Hanley & Belfus, Philadelphia 1989. pp. 459–469.

37. PeacockWJ, Staudt LA. Functional outcomes following selective posterior rhizotomy in children with
cerebral palsy. J Neurosurg. 1991; 74(3): 380–5. PMID: 1993902

38. Rodda JM, Graham HK, Carson L, Galea MP, Wolfe R. Sagittal gait patterns in spastic diplegia. J J
Bone Joint Surg Br. 2004; 86(2): 251–8. PMID: 15046442

39. Wolff DR, Rose J, Jones VK, Bloch DA, Oehlert JW, Gamble JG. Postural balance measurements for
children and adolescents. J Orthop Res. 1998; 16(2): 271–5. PMID: 9621902

40. Taylor WR, Kornaropoulos EI, Duda GN, Kratzenstein S, Ehrig RM, Arampatzis A, et al. Repeatability
and reproducibility of OSSCA, a functional approach for assessing the kinematics of the lower limb.
Gait Posture. 2010; 32(2): 231–6. doi: 10.1016/j.gaitpost.2010.05.005 PMID: 20547061

41. O'Connor CM, Thorpe SK, O'Malley MJ, Vaughan CL. Automatic detection of gait events using kine-
matic data. Gait Posture. 2007; 25(3): 469–74. PMID: 16876414

42. Sharenkov A, Agres AN, Funk JF, Duda GN, Boeth H. Automatic initial contact detection during over-
ground walking for clinical use. Gait Posture. 2014; 40(4): 730–4. doi: 10.1016/j.gaitpost.2014.07.025
PMID: 25161008

Effects of Selective Dorsal Rhizotomy on Balance and Symmetry in Cerebral Palsy

PLOS ONE | DOI:10.1371/journal.pone.0152930 April 4, 2016 10 / 11

http://dx.doi.org/10.1016/j.pediatrneurol.2008.03.017
http://dx.doi.org/10.1016/j.pediatrneurol.2008.03.017
http://www.ncbi.nlm.nih.gov/pubmed/18555169
http://dx.doi.org/10.1186/1471-2431-8-54
http://www.ncbi.nlm.nih.gov/pubmed/19077294
http://dx.doi.org/10.1111/j.1469-8749.2011.03969.x
http://dx.doi.org/10.1111/j.1469-8749.2011.03969.x
http://www.ncbi.nlm.nih.gov/pubmed/21585367
http://dx.doi.org/10.1111/j.1469-8749.2012.04258.x
http://dx.doi.org/10.1111/j.1469-8749.2012.04258.x
http://www.ncbi.nlm.nih.gov/pubmed/22435543
http://dx.doi.org/10.1111/dmcn.12148
http://dx.doi.org/10.1111/dmcn.12148
http://www.ncbi.nlm.nih.gov/pubmed/23557106
http://dx.doi.org/10.3171/2013.4.PEDS12539
http://dx.doi.org/10.3171/2013.4.PEDS12539
http://www.ncbi.nlm.nih.gov/pubmed/23713680
http://dx.doi.org/10.1016/j.gaitpost.2015.04.004
http://www.ncbi.nlm.nih.gov/pubmed/25979183
http://dx.doi.org/10.1055/s-0030-1267983
http://www.ncbi.nlm.nih.gov/pubmed/21210336
http://dx.doi.org/10.1016/j.gaitpost.2011.09.014
http://www.ncbi.nlm.nih.gov/pubmed/22050972
http://dx.doi.org/10.1371/journal.pone.0069500
http://www.ncbi.nlm.nih.gov/pubmed/23922724
http://www.ncbi.nlm.nih.gov/pubmed/8906646
http://dx.doi.org/10.1007/s00381-016-3016-3
http://www.ncbi.nlm.nih.gov/pubmed/16918228
http://www.ncbi.nlm.nih.gov/pubmed/1993902
http://www.ncbi.nlm.nih.gov/pubmed/15046442
http://www.ncbi.nlm.nih.gov/pubmed/9621902
http://dx.doi.org/10.1016/j.gaitpost.2010.05.005
http://www.ncbi.nlm.nih.gov/pubmed/20547061
http://www.ncbi.nlm.nih.gov/pubmed/16876414
http://dx.doi.org/10.1016/j.gaitpost.2014.07.025
http://www.ncbi.nlm.nih.gov/pubmed/25161008


43. Murray MP, Drought AB, Kory RC. Walking patterns of normal men. J Bone Joint Surgery. 1964; 46:
335–360

44. Hof AL. Scaling gait data to body size. Gait Posture. 1996; 4(3): 222–223.

45. Crenna P. Spasticity and 'spastic' gait in children with cerebral palsy. Neurosci Biobehav Rev. 1998; 22
(4): 571–8. PMID: 9595571

46. Buckon CE, Thomas SS, Piatt JH Jr, Aiona MD, Sussman MD. Selective dorsal rhizotomy versus ortho-
pedic surgery: a multidimensional assessment of outcome efficacy. Arch Phys Med Rehabil. 2004; 85
(3): 457–65. PMID: 15031833

47. Cole GF, Farmer SE, Roberts A, Stewart C, Patrick JH. Selective dorsal rhizotomy for children with
cerebral palsy: the Oswestry experience. Arch Dis Child. 2007; 92(9): 781–5. PMID: 17475694

48. Engsberg JR, Olree KS, Ross SA, Park TS. Spasticity and strength changes as a function of selective
dorsal rhizotomy. Neurosurg Focus. 1998; 4(1): e4. PMID: 17206774

49. Engsberg JR, Ross SA, Collins DR, Park TS. Effect of selective dorsal rhizotomy in the treatment of
children with cerebral palsy. J Neurosurg. 2006; 105(1 Suppl): 8–15. PMID: 16871864

50. Lundkvist A, Hagglund G. Orthopaedic surgery after selective dorsal rhizotomy. J Pediatr Orthop B.
2006; 15(4): 244–6. PMID: 16751731

51. MacWilliams BA, Johnson BA, Shuckra AL, D'Astous JL. Functional decline in children undergoing
selective dorsal rhizotomy after age 10. Dev Med Child Neurol. 2011; 53(8): 717–23. doi: 10.1111/j.
1469-8749.2011.04010.x PMID: 21679359

52. McLaughlin J, Bjornson K, Temkin N, Steinbok P, Wright V, Reiner A, et al. Selective dorsal rhizotomy:
meta-analysis of three randomized controlled trials. Dev Med Child Neurol. 2002; 44(1): 17–25. PMID:
11811645

53. Trost JP, Schwartz MH, Krach LE, Dunn ME, Novacheck TF. Comprehensive short-term outcome
assessment of selective dorsal rhizotomy. Dev Med Child Neurol. 2008; 50(10): 765–71. doi: 10.1111/j.
1469-8749.2008.03031.x PMID: 18834390

54. Liao HF, Jeng SF, Lai JS, Cheng CK, Hu MH. The relation between standing balance and walking func-
tion in children with spastic diplegic cerebral palsy. Dev Med Child Neurol. 1997; 39(2): 106–12. PMID:
9062425

55. Goble DJ, Marino GW, Potvin JR. The influence of horizontal velocity on interlimb symmetry in normal
walking. HumMov Sci. 2003; 22(3):271–83. PMID: 12967758

56. Saunders JB, Inman VT, Eberhart HD. The major determinants in normal and pathological gait. J Bone
Joint Surg Am. 1953; 35-A(3): 543–58. PMID: 13069544

57. Prosser LA, Lauer RT, VanSant AF, Barbe MF, Lee SC. Variability and symmetry of gait in early walk-
ers with and without bilateral cerebral palsy. Gait Posture. 2010; 31(4): 522–6. doi: 10.1016/j.gaitpost.
2010.03.001 PMID: 20338763

58. Berger W, Altenmueller E, Dietz V. Normal and impaired development of children's gait. Hum Neuro-
biol. 1984; 3(3): 163–70. PMID: 6480437

59. Bleck EE. The Sense Of Balance. Dev Med Child Neurol, 1994; 36: 377–378. PMID: 8168655

60. Chen J, Woollacott MH. Lower extremity kinetics for balance control in children with cerebral palsy. J
Mot Behav. 2007; 39(4): 306–16. PMID: 17664172

61. Sadeghi H, Allard P, Prince F, Labelle H. Symmetry and limb dominance in able-bodied gait: a review.
Gait Posture. 2000; 12(1): 34–45. PMID: 10996295

62. Kim CM, Eng JJ. Symmetry in vertical ground reaction force is accompanied by symmetry in temporal
but not distance variables of gait in persons with stroke. Gait Posture. 2003; 18(1): 23–8. PMID:
12855297

63. Lythgo N, Wilson C, Galea M. Basic gait and symmetry measures for primary school-aged children and
young adults whilst walking barefoot and with shoes. Gait Posture. 2009; 30(4):502–6. doi: 10.1016/j.
gaitpost.2009.07.119 PMID: 19692245

64. Lythgo N, Wilson C, Galea M. Basic gait and symmetry measures for primary school-aged children and
young adults. II: walking at slow, free and fast speed. Gait Posture. 2011; 33(1):29–35. doi: 10.1016/j.
gaitpost.2010.09.017 PMID: 20971013

65. Patterson KK, GageWH, Brooks D, Black SE, McIlroyWE. Evaluation of gait symmetry after stroke: a
comparison of current methods and recommendations for standardization. Gait Posture. 2010; 31(2):
241–6. doi: 10.1016/j.gaitpost.2009.10.014 PMID: 19932621

Effects of Selective Dorsal Rhizotomy on Balance and Symmetry in Cerebral Palsy

PLOS ONE | DOI:10.1371/journal.pone.0152930 April 4, 2016 11 / 11

http://www.ncbi.nlm.nih.gov/pubmed/9595571
http://www.ncbi.nlm.nih.gov/pubmed/15031833
http://www.ncbi.nlm.nih.gov/pubmed/17475694
http://www.ncbi.nlm.nih.gov/pubmed/17206774
http://www.ncbi.nlm.nih.gov/pubmed/16871864
http://www.ncbi.nlm.nih.gov/pubmed/16751731
http://dx.doi.org/10.1111/j.1469-8749.2011.04010.x
http://dx.doi.org/10.1111/j.1469-8749.2011.04010.x
http://www.ncbi.nlm.nih.gov/pubmed/21679359
http://www.ncbi.nlm.nih.gov/pubmed/11811645
http://dx.doi.org/10.1111/j.1469-8749.2008.03031.x
http://dx.doi.org/10.1111/j.1469-8749.2008.03031.x
http://www.ncbi.nlm.nih.gov/pubmed/18834390
http://www.ncbi.nlm.nih.gov/pubmed/9062425
http://www.ncbi.nlm.nih.gov/pubmed/12967758
http://www.ncbi.nlm.nih.gov/pubmed/13069544
http://dx.doi.org/10.1016/j.gaitpost.2010.03.001
http://dx.doi.org/10.1016/j.gaitpost.2010.03.001
http://www.ncbi.nlm.nih.gov/pubmed/20338763
http://www.ncbi.nlm.nih.gov/pubmed/6480437
http://www.ncbi.nlm.nih.gov/pubmed/8168655
http://www.ncbi.nlm.nih.gov/pubmed/17664172
http://www.ncbi.nlm.nih.gov/pubmed/10996295
http://www.ncbi.nlm.nih.gov/pubmed/12855297
http://dx.doi.org/10.1016/j.gaitpost.2009.07.119
http://dx.doi.org/10.1016/j.gaitpost.2009.07.119
http://www.ncbi.nlm.nih.gov/pubmed/19692245
http://dx.doi.org/10.1016/j.gaitpost.2010.09.017
http://dx.doi.org/10.1016/j.gaitpost.2010.09.017
http://www.ncbi.nlm.nih.gov/pubmed/20971013
http://dx.doi.org/10.1016/j.gaitpost.2009.10.014
http://www.ncbi.nlm.nih.gov/pubmed/19932621

