














7) financing standard bracing is burdensome for the family or agency involved
because of frequent replacement during the growing years

Gait training with the Verlo brace is done by a regular physical therapist,
either in the hospital or at a special education center, using standard pro-
tocol. Training sessions are started in the parallel bars with the patient
attempting to achieve independent standing balance. The patients then learn
to pull themselves along the bars, using a pivot gait. Finally, if the child's
upper extremities are strong and coordinated enough, he is taught to walk in
the bars using a swing through gait., After the child has accomplished these
events in the parallel bars, the same series of activities is repeated outside
of the bars, using a walkerette.

"No attempt is made to train formally children less than thirty months of
age to walk in the Verlo. For these children, the brace is used only as a
standing device to get them accustomed to the upright position while, at the
same time, maintaining proper body alignment. The parents are encouraged to
have the child stand at a table and wirk with activities which would develop
hand-eye coordination."26

A unique feature of the Verlo is the ability to vary the verticality of
the child be adjusting the angle the upright protion of the brace makes with
the baseplate. For maximum standing stability, the Verlo is adjusted so that
the center of gravity of the child is over the center of the baseplate, When
using the Verlo for locomotion, it is adjusted with the center of gravity of
the child over the anterior portion of the baseplate. This slight anterior
instability makes it easier for the child to move in the brace. It also pro-
vides a safety feature such that if the child falls, he will have a tendency
to fall forward enabling him to use his hands for protection. When the child
graduates from the parallel bars to the walkerette, hé is trained to fall safely
in the Verlo.

While the Verlo is stable, the child can still pull or push against a

solid object and topple himself. If the child is to be left unattended in the
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Verlo, such as working at a table, a gluteal support strap attached to the
table should be used as a safety precaution., While it 1s possible to fit

children with severe structural abnormalities in the Verlo, it is desirabls to

i

)

have surgical correction of the siructural azbuormalities if at ell possitle.

{r

Dody image changes experienced with the Verlo appear to be satisfactory.
The children often show considerable delight and increased social responsive=-
ness to activity when assuming their new upright position. "Investigation is
in progress at the present time to determine at which developmental level trainin:
for ambulation in the Verlo is practical. Obviously, if twenty or more physical
therapy sessiona are required to achleve limited ambulation siills, the cost

. irsas . ] Y
woulcG be prohibitive in most cases.

The main disadvantage of the Verlo is the lack of provision for knee and
hip flexion. Where cost is not a factor, children of school~age should pro-
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bavly b
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fitted with the standard types of bracing so that they can sit. How-

ever, the Verlo is an effective and economical way to achieve and maintain

6

[

ambulation:

1) it is technically not difficult to fabriceste

2} skeletal and structural abnormalities can be sccomodated
3) easy to pub on and remove
L} chiid achieves immediate free standing balance with the opportunity for

progression to walkerette ambulation
5) initial cost about one fourth that of standard braces

€) when the child outgrows the Verlo, it can be used with minimal modifications
for other children
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Yerlo, vertical loading orthosis, a simplified standing
device.

"Iraycott-Oswestry Splint has been used successfully in the Zobert Jones
and Agnes Hunt Hospital in Zngland for about seven to elght years now.
It is used for maintaining the required position of the legs after
operations on children with myelomeningocele., It can be made cheaply
from Standard National Servicg9sheepskin and alleviates the pressure

problems of Paris Splinting,"

The splint in position shows that the Velcro bands are not in contact with the
patient's skin and that those holding the legs pass through the sheepskin,
The sheepskin is tailored to fit from the nipple line to feet, allowing for

extensions for covering the soles of the feet to the end of the big toe.

The width at the nipple line around the pelvis at greater trochanter level




should allow for one inch overlap.

In the hospital of this article, "the splint is kept continually in po-
sition, except for diaper changes and washing, until the wound is healed.
Then, the splint is applied only at night."BO

Incontinence is no problem because waterproof pants can be worn. The wool
side of the sheepskin can easily be rubbed dry.

Pathological fracture of the femur can be effectively treated with the
splint. It prevents external rotation, and shortening can be overcome by in-

corporating a Ventifoam extension.

Sowel Regulation

"Stool incontinence depends on a normal anorectal function which requires
an appreciation of rectal fullness, satisfactory peristalsis and properly ba-
lanced tone of the anal rectal sphincter mechanism."B] The therapeutic re-
gimens used in a spina bifida are emptying the rectum electively and regularly
prior to the initiation of spontaneous defecation. This is done by setting
aside regular periods for defecation, taking advantage of the gastrocolic reflex,
diets and natural laxatives and foods with high fiber content. Also, the use
of suppositories, enemas and oral purgatives can be a way of management.

Treatment of the neuropathic bowel can also take place with electrical
stimulation of the rectum, The bladder and rectum are stimulated by the
Viscero stimulator which produces a direct current stimulus. Treatment is
performed through a urethral catheter and rectal tube, each of which is fitted
with a silver elecirode tip which is connected through a silver wire Lo tic

stimulator. Tie neural -l.cu cue L= placed on the upper Limb to avoid ihe po

[}

eibility o burnling wnica could occur 1f it were placed on anesthetic skin.
Treatment is carried out daily for between one and one ancd a half hours
and 1s continued for periods of between one and three months. "The current
{lows from the active rectal electrode through the body to the indifferent
. Li w38
electrode on innervated skin,"

The electrical stimulation in no way resembles the electrical stimulation

B N [ — [N
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of the sphincter muscle; it is aimed at the end organs in the bladder and
rectum. As far as the rectum is concerned, "the stimulus sets up reflex
contractions of the smooth muscle of the bowel wall. The stimulation has as

indirect effect (regulatory) on the sphincter mechanism."33

"Seven children with myelomeningocele, neuropathic bladder and neuro-

pathic bowel were included in the initial trials of this method of

treatment,

less complete flaccid paralysis of the legs, but all had normal
urinery tracts on radiological investigation.
treatment, all seven patients had remarkable improvement in bowel

function.

tic Rectal pressure studies suggest that there has been a
great improvement in the tone of the rectal musculature and some
of the patients had developed a sense of rectal fullness.

One

seven year old boy had an inactive, paralyzed sphincter and the
He had never had

stool had been removed from the rectum manually.
an urge to pass a stool.

taneous urges to defecate and was also able to pass the stool

by himself without

of bowel opening."

ARy aid.

He also achieved normal inhibition

All the children had lumbo-sacral lesions, with more or

Within eight weeks of

After treatment, he regularly had spon-

i }
Level of spinal Neurological Type of Type of ) Number of
Patient lesion status bowel function rectal function Sensation | treatments Results
- ]

Boy, 7 years Lumbo-sacral Paraplegia Chronic No expression, None 27 Complete recovery,
constipation, manual evacuation stools 4-7 times
laxatives, per week, expressed
stool 1 per by himself. Had
week sensations.

Boy, 4 years Lumbo-sacral Paraplegia Chronic Stool expressed only Occasional 15 Complete recovery,
constipation, occasionally regular urges, 6-8
laxatives, stools weekly,
stools 1--3 expressed by himself
per week

. | . .
Girl, 14 years Lumbo-sacral | Paraplegia Chronic Stool expressed by None 19 i Complete recovery,
! constipation, herself : 4-10 stools weekly.
i laxatives, ‘[ Sensations.
stools 1-2 g
per week |
I
Boy, 6 years Lumbo-sacral ;| Moderate Chronic Stoo! expressed Qccasional 35 ! Complete recovery,
! paraparesis constipation, | 5-8 stools weekly,

: laxatives, i expressed by himselt
: stools 1--2 i Regular sensations.
per week :

{
Gizl, 6 vears Lumbo-sacral Moderate Constipation Normal Occasional | 11 Y Complete recovery,
paraparesis ! i 5-8 stools weekly.
; Regular sensations.
Girl, 7 veaars Lumbo-sacral Moderate Constipation Loose sphincter None 23 . Complete recovery of
paraparesis bowel function.
“Girl, 13 years Lumbo-sacral Paraplegia Constipation Loose sphincter None 22 Complete recovery of
bowel function.

Experimental Results of

Electrical Bowel Stimulation
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Bowel Eag

"A simple, easily available method can simultaneously protect against
heat loss, drying and bacterial contamination in newly born infants with skin
defects. This method applies to infants with meningomyelocele."35

Typically, in the past, the child with this defect was packed in saline-
sosked gauze in an effort to prevent drying. Because of this practice, the
infant usually became seriously chilled and was always difficult to observe
colorwise and temperature-wise because he was completely wrapped in gauze. The
child frecguently developed surface infections because of the open nature of the
wel pack and its frequent manipulation.

The bowel bag, a commonly used device for omphaceles, gastrochisis, in
the abdominal surgery suite, fits the average neonate quite well., The pre-
term infant could be enclosed up to the neck.

Since the bag is impervious to water, a small amount of warm saline and
a slight head-up position will keep the tissues moist for hours. There can
be no evaporetion; thus there is not evaporative heat loss. Although ra-
diational heat losses occur, infrared heating devices can penetrate plastic
film, allowing easy temperature control during the diagnostic and pre-op pe-
riocds. YA second bag over the first could provide a dead air space to pre=-
vent convection losses. Conductiorn lossesz must be prevented by the use of insu-
lation (a blanket) between the infant and the cold surface."36

The bag 15 also sterile and impervious to bacteria, thus supplying an
effective barrier to infection, while its transparency eliminates the prac-
dce of 1lifting the dressing in order to see the child.

Since the bag is small, it can be kept in the delivery room and can be
applied immediately. It provides an ideal means of protecting those infants

during the transportation to the surgical area.




The Bowel Bag in Use.

Control of Normal rressure Hydrocephalus

As mentioned before, hydrocephalus is a problem because with increased
intracranial pressure, mental retardation can occur. Treatment of IPH is not
controversisl; 1t 1s clear cubt and well defined if the patient has been disg-
nosed correctly. Repeated lumbar punctures with removal of fluids have a

very slight success rate.

37

-

"he majority of tne cases are treated with a ventriculovenous shunt."

3]

Py,

irst of &all, a irontal burrhole is placed just behind the anterior hairline.
A catheter is inserted into the anterlor horn of the right lateral ventricle
of the brain.

A second incision is made in the post auricular region where a reservoir
and low or medium pressure valve are placed and attached to the ventricular
catheter which has been tunneled under the scalp.

A third incision is made in line with the skin crease over the upper portion
of the sternocleidomastoid muscle. A radiopaque catheter is inserted through
this incision into the common facial vein and threaded into the jugular vein.
The cardiac end of the catheter is positioned about the level of the sixth
thoracic vertebrae, with the proximal end brought through a subcutaneous tun-

nel to the post auricular incision where it is attached to the vein., Correct

position of the cardiac or distal end of the catheter is determined by chest
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X=ray.
Mhen the cardiac end of the catheter is threaded throught the external

jugular vein and the superior vene cava into the right atrium, the process is

referred to as a ventriculoatrial shunt."38

There are three other types of shunts which are used in the treatment of

hydrocephalus. "They are:"39

1) lumboperitoneal shunt: lumbar subarachnoid space to peritoneal cavity.
increased incidence of permanent shunt failure

2) ventriculoperitoneal shunt: ventricle to peritoneal cavity. technical
difficulty in threading and placement of shunt.

3) ventriculoureteral: ventricle to ureter. Salt loss and electrolyte im=-
balance.

There are common complications of all shunts-"obstruction of the ventricular
catheter, thrombosis of the jugular vein, septicemia, meningitis, subdural
hematoma, thrombophlebitis, pulmonary emboli and pneumonia."ho

After the operation, improvement 1s seen in some patients immediately.

In others, the change may not be so dramatic-occurs gradually over several
weeks or months. If a patient improves initially, then shows signs of deterior=-
ation, shunt failure must be considered.

Following a shunt, the most rapid improvement is usually seen in the pa-
tient's mental status. Incontinence usually clears up rapidly, also. Gait
differences are usually slowest to improve and some patients are left with a
residual deficit,

Urinary Control in Children with Myelodysplasia

Difficulvies have been encountered in the treatment of urinary tract in-
fections (UTI) in children with spina bifida cystica because of organic and
functicnal sbnormalitie: ol the renal tract and of resi: aice Lo antibiotics,
LU0 Grugs, co-.rimaxozole and cephnalexing are e.Tective in vitro against & wide
range of gram negative urinary pathogens, even those with multiple antitiotic
resistance. Doth are bacteriocidal and are reacdily absorbed from the gastro-

L1

intestinal tract."
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"Tn a comparative study (1L day trial), cephalexin and co-trimoxszole were
used to treat UTI in forty-seven children with spina bifida. It was found
that co-trimoxazole was more effective in achieving sterility of the urine,
but that neither drug was able to maintain sterility in the majority of the
cases, when treatment stopped. DMore side effects, such as, abdominal pain and
diarrhea, irritating skin rashes, were noted in the children with cephalexin."')'12

This study has shown that short courses are ineffective in maintaining
urine sterility. Long-term treatment will be needed in the majority of these
¢hildren with bacteriuria and any child whose bacteriuria recurs shoulcd be
given a more prolonged course of the appropriate antibiotic,

So, what long term drug could we use? TMP-SMZ (trimethoprim-sulfameth-
orazole) was continued for eight to twentiy-two months in four girls with re-
current UTI, meningomyeloceles and neurogenic bladder after the usual chemo-
therapeutic agents proved ineffective. Urine remained sterile in all chil-
dren while on therapy. TGgb, red cell morphology and WBC count and serum
folate levels remained normal. No undesirable side effects of therapy were

encountered., "Long term use of TMP-SMZ was effective in meintaining sterile

L3

urine in children with repeated UTI, meningomyeloceles and neurogenic bladders."

Lk

As an example, let me cite a case study.

"This patient (A.H.) was born with a meningomyelocele and spina bifida
involving L5 and sacrum. When assessed at age L 2/3 years, she gave a
history of having had recurrent problems for several years with UTI due
to E. coli., Her urine cultures grew greater than 100,000 E.coli and she
was started on ampicillin. A4 urine culture five days later grew a
coliform resistant to ampicillin, so that she was placed on chloram-
phenical for ten days. A urine culture 1 1/2 months later again grew

a coliform reported sensitive to ampicillin, so that TMP-SMZ was com-
menced in twice daily dosages. Since TMP-3MZ has been used, 211 urine
cultures have grown no pathogens. She has been on it continuously for
twenty-one months without difficulty. A repeat excretory urogram and
cystourethrogram in rebruary, 1972, were unchanged from those when she
was first assessed in December, 1370. Satisfactory renal growth has
occurred over this interval, Her Hgb and WBC count have remained within
the normal range as has her serum folate. Morphology of red cells is
normal. Ability to concentrate urine remains normal with fregquent
random urinary samples showing specific gravities above 1.020.

tre

The ideal urclogic management involves a minimum ol therapeutic intere-




vention. ouch conservalive therszpy must insurc the preservation of renal

function, conitrol of urinary infeciion, anc be age appropriave with regards
to urinary continence; e.g. use of diapers in infants and timed voiding 1in
clder children. Vvarious chemical agents can be used to increzse the percen-

L5

tage of children who can be managed by these simple measurecs.®
"Clean intermittent catheterization was introduced in 197h.nhé Results

would indicate this to be an excellent method of bladder drainage. Urinary

infection and functional deterioration of the kidney can be treated, con-

trolled or prevented in most cases by this means, C.I.C. can be started in

the neonatal_ period and continued for prescribed periods of time or indefinitely.

(o

C.I1.C. is advocated in all girls and is the method of choice for boys.

"4 penile urethrostomy provides easy hladder access in boys when the penile
L7
urethra is very narrow or when catheterizetion is difficult,”

C.1.C. in infancy must be carriec out by an adult, but with normal in-
telligence most children are able to self-catheterize from approximately six
to seven years oi age, sometlmes even earlier. M"Continence can be achieved
in more children on C.I.C. by use of drugs acting on the neuromuscular sys-

e : e gl8 . .
tem, such as oxybutinin, imipramine and ephedrine. Adjunctive surgery
has alsc been used to increase bladder outflow resistance and bladder ca-
pacivy, thereby improving continence.
s . . . L3 :
Rhizotomy (cutting of a section of a nerve root™”) may be indicated in
some children and may change the dynamics of small spastic bladders. ZFunctional
bladder capacity can sometimes te increased by rhizotomy, making management by
C.I1.C. possible and obviating the need for urinary diversion.

Asymptomatic bacilluria is frequently present with C,I.C.; it is pro-
bably of less clinical significance than bacteriuria present in catheter spe=~
cimens of urine from normal children. Antibody-coated bacteria tests are usu-
ally negative, suggesting that cacilluria is confined to the lower urinary

tract. This tends to be confirmed by the absence of pylonephritis.

"Suprapubic expression (crede) is useful in selected patients; however,




ss a routine method of bladder emptying, it should be viewed with caution.
Suprapubic expression is indicated only when the bladder can be easily emptied,
when post crede residual is negligible, and in the absence of vesicoureteral

50

reflux." It is definitely dangerous in the presence of vesicoureteral re-
flux when high intravesical pressures are transmitted directly to the kidney
during bladder expression.

No suitable external collecting device has been developed for females.

In larger boys, a condom=-type appliance attached to a leg bag affords urinary
control if the penis is of adequate size.

A temporary new opening from the bladder may be needed in children with
bladder outflow obstruction in whom C.I.C. cannot be carried out or in the pre-
sence of massive reflux with a relatively small bladder because M"anti-reflux
surgery is technically difficult in these patients."sl

Supravesical (above the bladder) intestinal diversions still appear to
be indicated in "patients with a very small bladder, vesicoureteral reflux
and a gaping bladder outflow, or in patients in whom C.I.C. or implantation
of an artificial sphincter is not feasible."52 A non-refluxing conduit is
the diversion of cheice~either a non-refluxing cclon conduit or an ileocecal
concduit-because long term resulis of refluxing ureteroileal cutaneous con-
duits at ten and fif .een years are discouraging. "IThe problems associaled

with reflwdn, lntestinsl Loncalils include pyelonephr.iis, caloulous disease,

07
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progressive rensl failure, and hypertension.”™” The incidence and severity

of these problems increasse with the passage of time., Almost all patients
have problems with odor, and meny have psychological problems related to the
stoma cr urinary diversion.

Development of an implantable urinary sphincter has introduced a new
dimension in the management of neurogenic bladder dysfunction. An essential

reqguirement for implantation of an artificial sphincter is complete bladder

emptyirg. Patients with significant post-void or post-emptying residual are



not candidates unless they are rencdered totally incontinent. MArtificial
sphincter implantation, therefore, is sultable for patients with an adequate
bladder capacity, an incompetent bladder outflow, and completle emptying.."SLL

The artificial sphincter is an apparently simple solution to a complex
problem, However, caution and restraint should be exercised when recommending
it for very young children who have to manipulate the device regularly.
Growth of the child and damage to the prosthesis may necessitate revision or
replacement of various components. The complication and failure rate in many
centers 1is high and, apparently, increases with the passage of time.

"Pesults with the electronic pelvic floor or bladder neck stimulators
continue to be disappointing and should be considered entirely experimental.

Such devices should be restricted to a few designated centers where carefully

controlled studies can be carried out."SS
New diagnostic procedures have been discovered in the past ten years.
The field of urodynamics has proliferated, especially in the past five years.
The studies include electromyography of the anal sphincter and the external
urinary sphincter either via the perineum or the urethra, urethral pressure
profiles, cystometry and uroflowmetry. Studies in children under four or five
years is still technically difficult, especially in the uncooperative patient.
Urodynamic evaluation is helpful during pharmacologic manipulation of
bladder and sphincter function. Urodynamic evaluation i1s indispensable when
implantation of the artificiel sphincter is being considered or prior to
urinary tract reconstruction.,
Intravenous urography is mandatory, and cystography may be indicsted
prior to initial discharge of the child from the hospital as a neonate. 4
ten to twenty percent incidence of bladder outflow obstruction has been found
and may require treatment prior to discharge from the hospital. "Such ap-
parent outflcw obstruction may be a temporary urinary retention following

56

neurological repair of the myelomeningocele." Cystography will demonstrate




the presence or absence of vesicoureteral reflux, which if present, demands
closer monitoring of the child. The child with this condition is more prone
to pyelonephritis and other types of UTI infections,

Radioisotopes tracing appears to be particular useful in following

ding that no changes in the perlusion

-
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children a’ter urinary diversion. FProv
and clearance oi the redioisotopes from the kidney zre detecled, repeated
intravenous pyelograms are zvoided. "ladioisotopes studies, which are usually
more expensive, will never entirely replace either intravenous urography or

. e . , . -l
cystogrephy as these latter studies yield greater anatomical detail.™"

The antibody-coated bacteria tes., which is not yet generally available,
may prove useful in accurately localizing the source of bacilluria. This may
be of particular use in evaluating the significance of bacilluria in the pre-
sence of urinary diversion. =sxperience to date, however, is too limited for
the value c¢r accuracy of this investigation to be definitely substantiated.

VWhen possible, children with myelodysplasia should be treated by a multi-
c¢isciplinary team. Myelodysplasia is a complicated coundition affecting many

organ systems so that management should be coordinatec wh

i1 possible by doc-
tors and alliea health professionals whic have an understancing oi the bvasic
goals and opjectives outside and inside their specialty. When many specialists
in isolation manage problems relating only to their field, fragmented and
therefore, suboptimal care is likely to result,

"Lrugs may be used to improve bladder emptying or urinary control. The
required sites of action of such drugs are primarily the detrusor mus-
cle and the muscles contributing toward the bladder outflow resistance.
Drugs used to decrease detrusor muscle tone or eliminate hyperreflexia
include propantheline (Probanthine), imipremine (Tofranil), and oxy-
butynin (Ditropan). Bethanechol (Urecholine) increases detrusor mus-
cle tone and helps to reduce residual bladder urine volumes, Bledder
outflow resistance can be increased by the use of ephedrine and/or
imipremine by increasing muscle tone at the bladder neck. ISladder
outflow resistance may be reduced at the bladder neck by the use of
phenoxybenzamine or at the level of the extggnal striated muscle
spaincter by the use of diazepam (Valium)."

The introduction of C.I.C. 2nd the artificial urinary sphincter have




radically altered the management of the urimary tract in children with myelo-
dysplasia. Supravesical urinary diversion is less often needed, although
there is still a place for this type of treatment. When diversion is indi-
cated, non-refluxing intestinal conduits are suggested. The routine use of
suprapubic bladder expression has only limited applicability. When possible,
the child should undergo urcdynamic study, and the family should be made
aware of the treatment modalities at the present time, Before proposing a
urinary diversion or implantation of an artificial sphincter, detailed ex-
planation of the procedure and the alternatives must be given to parents and
patients.

To Treat or Not to Treat?

Life or death in the nursery? Q(uality of life versus sanctity of life,
Spina bifida presents a staggering dilemna: operate quickly and the child
will probably live. DEut, even doctors who have operated on scores of chil-
dren born with open spine admit they cannot accurately predict how severe the
inevitable physical handicaps will be. WNor can they rule out possible mental
retardation. Withhold the treatment and the child will probably soon die of
an infection carried through the defective spine. 3But, not always. "Some
ten to twenty percent of those left unireated do not die, but ususlly de-
teriorate to little better than a vegetable existence."sg

It has been proposed that inlants who have any one of the following should
not be given aclive treatment, Lutv should te 1l..n normel nursing care, to-
cether with symptomatic itreatment to avold pain, discomfort or rits. These
criteria ares

1) gross paralysis of the legs (paralysis below third lumbar segmental level
with at most hip flexors, adductors and quadriceps being active)

2) thoracolumbar or thoracolumbosacral lesions related to vertebral levels
3) kyphosis or scoliosis

LY grossly enlarged head, with maximal circumference of two centimeters or
more above the ninetieth percentile related to birth weight
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(US)

5) intracerebral birth injury

6) other gross congenital defects=-cyanotic heart disease, ectopia of the
bladder, mongolism

Further, no active treatment is advised for those children who after closure
develop meningitis, or ventriculitis and who already have a serious neurolo-
gical handicap and hydrocephalus, or later, if any life threatening episode
occurs in = child who is severely handicapped by gross mental and neurological
defects.

Nevertheless, such policy does not solve the prblems and occasionally,
leads to disaster. If the object of the selective non-treatment is the early
painless death of the infant, then one must do nothing to prolong life. This
means no antibiotic therapy for infections, no intensive care, no oxygen or
tube feedings and infants should be fed on demand and no more. Active euthanasia
is not only illegal, but alsoc could be an extremely dangerous weapon in the
hands of the wrong individual,

The natural worry is that in spite of scrupulous adherence to the criteria,
some children might live long and with more handicaps than if they had been
treated. However, experience in several large hospitals indicate that only a
very small minority of such untreated infants would live very long. If they
do survive for about six months and appear likely to survive indefinitely,
such infants must be taken back into the fold and all their problems treated
as if they had been treated from birth. Occasional "hard" cases should not
sway the doctor to do what he considers best for the patient and the patieni's
family.

Like every medical system in the world, Britian's government-run National
Health Service faces a chronic dilemna=-whether to use new, life-saving tech-
niques for every patient, regardless of the quality of life that can be saved
and the cost.

A decade age, for example, British doctors applied new techniques to




save babies born with spina bifida. The operations were extremely successful,
but the surviving infants were deformed and needed continual attention. Thus,
scientific innovation contributed to fresh medical and social problems. Today,
in contrast, most physicians in London have zbandoned the imperative to save
every life. Infants with irremediable abnormalities are left untreated, to die,
usually within nine months or so arfter birth.

"L doctor must always ask himself whether he has the right to inllict

. . s s €1
suffering on ancther human Leing and his family." Ir other words, the

doctors determined, consideration must be given to the burden imposed on
others by merely keeping an infant alive, since an incurably handicapped child
can destroy a femily. The National Eealth Service in Eritain operates with
a fixed budget end without any open-ended committment to offer the maximum
feasible treatment at all. Doctors rscognize, consequently, that cdoing too
much for one patient may deprive ancther.

"iyiven the rising cost as well as the scope of technology, a policy ol

' .

striving to prolong life could cheat others of the opportunity to improve
their chances for an active existence."r
S0, is euthanasia the new and only "treatmentv" for spins bifida? It is
a Tact thet no one in this country has ever been prosecuted for withholding
treatment for a child with spina bifida. However, this hardly makes the
practice right. It may orly mean that local prosecutors are unaware or un-
interested in facing such a volatile issue.

Many legal experts feel prosecutions are justilied. In the opinion of

John ucbertson, professor of Law at the University of lisconsin, "withdrewing
care would zppear to be a serious infringement of a basic right-the right to
1163 Ta

life, He concludes that parents, physicians and even hospital stafi mem-

bers who permit the involuntary euthanasia of a child may be guilty of crimes

ranging from homicide and manslaughter to conspiracy, child abuse and neglect
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Four years ago, a Superior Court in lMaine answered the very serious ques-
tion when it ruled on the case of a newborn with birth defects other than
spina vifida..."The issue before the court is not the prospective quality of
life to be preserved, but the medical feasibility of the proposed treatment
compared with the almost certain risk of death should treatment be withheld."6h
That court also cast aside family considerations and emphasized the right to
life of the child. This case supplies an answer, but not necessarily the
answer for the lawyers, doctors and especially, the parents involved.

This thesis attempts to point out some of the new and upcoming treat-
ments cr lack of treatment with regard to spina bifids. Is more research
into the treatments needed or is not saving the child the right method of
care? I cannot even begin to attempt to answer that question, however, I do

feel that the research that is done about the disease known as spina bifida

should e geared toward finding the cause and then prevention.
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