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Share	—	copy	and	redistribute	the	material	in	any	medium	or	format	for	any	purpose,	even	commercially.	Adapt	—	remix,	transform,	and	build	upon	the	material	for	any	purpose,	even	commercially.	The	licensor	cannot	revoke	these	freedoms	as	long	as	you	follow	the	license	terms.	Attribution	—	You	must	give	appropriate	credit	,	provide	a	link	to	the
license,	and	indicate	if	changes	were	made	.	You	may	do	so	in	any	reasonable	manner,	but	not	in	any	way	that	suggests	the	licensor	endorses	you	or	your	use.	ShareAlike	—	If	you	remix,	transform,	or	build	upon	the	material,	you	must	distribute	your	contributions	under	the	same	license	as	the	original.	No	additional	restrictions	—	You	may	not	apply
legal	terms	or	technological	measures	that	legally	restrict	others	from	doing	anything	the	license	permits.	You	do	not	have	to	comply	with	the	license	for	elements	of	the	material	in	the	public	domain	or	where	your	use	is	permitted	by	an	applicable	exception	or	limitation	.	No	warranties	are	given.	The	license	may	not	give	you	all	of	the	permissions
necessary	for	your	intended	use.	For	example,	other	rights	such	as	publicity,	privacy,	or	moral	rights	may	limit	how	you	use	the	material.	Spastic	cerebral	palsy	occurs	when	brain	damage	or	abnormal	development	affects	the	areas	of	the	brain	responsible	for	controlling	muscle	movement.	Cerebral	palsy	is	the	most	common	motor	disability	in
childhood.	It	leads	to	muscle	stiffness,	tightness,	and	jerky,	uncontrolled	movements.	These	symptoms	can	impact	a	child’s	ability	to	move	smoothly	and	perform	everyday	tasks,	like	walking	or	picking	up	objects.	Some	children	may	experience	stiffness	in	just	one	arm	or	leg,	while	others	may	have	difficulty	moving	multiple	parts	of	their	body.	In
severe	cases,	it	can	also	impact	speech,	swallowing,	and	fine	motor	skills.	CP	is	typically	diagnosed	in	early	childhood	as	children	begin	to	miss	important	developmental	milestones.	In	many	cases,	spastic	CP	is	caused	by	brain	injury	during	pregnancy,	birth,	or	shortly	after	birth.	Premature	birth,	a	lack	of	oxygen	to	the	brain,	and	infections	are
common	risk	factors.	If	your	child’s	spastic	cerebral	palsy	was	caused	by	a	preventable	birth	injury,	you	may	be	eligible	for	financial	support	to	help	with	the	cost	of	treatment	and	other	needs.	Cerebral	Palsy	Guide	works	with	a	network	of	top	birth	injury	lawyers	across	the	country.	Our	legal	partners	have	recovered	over	$1	billion	for	families
affected	by	birth	injuries,	like	spastic	cerebral	palsy.	We	may	be	able	to	help	your	family,	too.	Get	a	free	case	review	right	now	to	see	if	you	could	be	eligible	for	financial	compensation.	Types	of	spastic	cerebral	palsy	Spastic	cerebral	palsy	can	be	classified	into	3	main	subtypes	based	on	the	parts	of	the	body	that	are	affected	by	muscle	stiffness	and
movement	problems.	Learn	more	about	the	types	of	spastic	cerebral	palsy	below.	This	type	of	CP	primarily	affects	the	legs,	with	the	arms	being	less	commonly	impacted.	Children	with	spastic	diplegia	cerebral	palsy	often	experience	tightness	in	the	hip	and	leg	muscles.	The	tightness	can	lead	to	a	condition	known	as	"scissoring,"	which	is	when	the
legs	pull	together	and	cross	at	the	knees.	This	makes	walking	difficult,	and	children	may	need	assistive	devices	like	leg	braces	or	a	walker.	Although	the	legs	are	most	affected,	some	children	may	have	mild	stiffness	in	the	arms	or	face	as	well.	Intelligence	and	language	skills	are	typically	normal	for	children	with	cerebral	palsy	spastic	diplegia.	This
subtype	affects	one	side	of	the	body,	usually	involving	the	arms	more	than	the	legs.	The	affected	arm	may	appear	more	rigid	and	smaller	compared	to	the	other	arm.	In	severe	cases,	the	child	may	experience	difficulty	with	fine	motor	skills,	like	gripping	objects	or	using	their	hand.	Walking	may	be	delayed,	and	children	may	walk	on	tiptoe.	Some
children	with	spastic	hemiplegia	may	also	develop	scoliosis	(curvature	of	the	spine)	as	they	grow.	Despite	the	movement	challenges,	intelligence	is	generally	unaffected	in	children	with	spastic	hemiplegia.	Cerebral	palsy	spastic	quadriplegia	is	the	most	severe	form	of	the	subtypes	and	affects	all	four	limbs,	as	well	as	the	trunk	and	face.	Spastic
quadriplegic	cerebral	palsy	symptoms	include	severe	stiffness	in	the	muscles,	especially	in	the	arms	and	legs,	which	can	limit	mobility.	Many	children	with	spastic	quadriplegia	have	difficulty	speaking,	and	some	may	experience	seizures.	Cognitive	development	can	also	be	affected,	and	children	may	experience	moderate	to	severe	intellectual
disabilities.	Walking	is	often	not	possible	for	children	with	spastic	quadriplegia,	and	they	may	rely	on	wheelchairs	or	other	assistive	devices	for	mobility.	If	you	have	questions	about	your	child’s	condition,	our	registered	nurses	are	here	to	help.	Connect	with	one	of	our	nurses	right	now	—	at	no	cost	to	you.	Causes	of	spastic	CP	Cerebral	palsy	is	a	broad
term	for	developmental	movement	disorders	caused	by	brain	injury	or	abnormal	brain	development.	Each	type	of	cerebral	palsy	results	from	damage	to	specific	parts	of	the	brain.	Spastic	cerebral	palsy	occurs	when	the	motor	cortex	and	pyramidal	tracts	of	the	brain	are	damaged.	The	motor	cortex	is	responsible	for	controlling	voluntary	muscle
movements,	and	the	pyramidal	tracts	act	as	pathways	that	send	signals	from	the	motor	cortex	to	the	spinal	cord.	Damage	to	the	motor	cortex	The	motor	cortex	is	located	in	the	cerebral	cortex,	the	largest	part	of	the	brain.	It	contains	areas	responsible	for	directing	voluntary	movements.	Brain	damage	to	the	motor	cortex	disrupts	the	ability	to	control
movements,	causing	them	to	become	stiff,	jerky,	or	"spastic."	This	results	in	the	characteristic	muscle	stiffness	and	movement	difficulties	seen	in	individuals	with	spastic	CP.	Damage	to	the	pyramidal	tracts	The	pyramidal	tracts	are	pathways	that	transmit	movement	signals	from	the	motor	cortex	to	the	spinal	cord.	If	the	pyramidal	tracts	are	damaged,
the	brain	cannot	properly	communicate	with	the	spinal	cord,	which	impairs	motor	control.	The	spinal	cord,	along	with	the	brain	and	brainstem,	makes	up	the	central	nervous	system.	This	system	is	essential	for	functions	like	movement,	touch,	and	sight.	Damage	to	the	pyramidal	tracts	interferes	with	these	processes,	causing	the	motor	control	issues
observed	in	spastic	cerebral	palsy.	Risk	factors	of	spastic	cerebral	palsy	Certain	cerebral	palsy	risk	factors	can	increase	the	odds	of	a	child	developing	spastic	CP.	Although	the	exact	cause	of	brain	damage	is	not	always	known,	some	complications	are	more	commonly	linked	to	the	condition.	Here	are	5	known	risk	factors	for	spastic	cerebral	palsy:
Premature	birth:	Babies	born	before	37	weeks	are	more	likely	to	experience	brain	injuries	that	may	lead	to	cerebral	palsy,	especially	if	born	very	early.	Low	birth	weight:	Infants	weighing	less	than	5	pounds	at	birth	have	a	higher	risk,	particularly	those	born	with	extremely	low	birth	weight.	Pregnancy	complications:	Infections,	poor	maternal	health,
or	problems	with	the	placenta	can	disrupt	normal	brain	development.	Lack	of	oxygen	during	delivery:	Difficult	or	prolonged	labor,	umbilical	cord	problems,	or	blocked	airways	can	limit	oxygen	to	the	baby’s	brain	during	birth.	Infections	or	head	injuries	after	birth:	Conditions	like	meningitis	(brain	infection)	or	trauma	in	the	first	months	or	years	of	life
can	damage	the	parts	of	the	brain	that	control	movement.	Health	care	providers	are	responsible	for	recognizing	and	managing	these	risk	factors	before,	during,	and	after	birth.	If	they	fail	to	do	so,	it	could	mean	that	medical	malpractice	is	involved.	By	closely	monitoring	high-risk	pregnancies,	responding	quickly	to	complications,	and	treating
infections	early,	doctors	may	be	able	to	prevent	the	brain	injuries	that	lead	to	spastic	cerebral	palsy.	When	medical	professionals	fail	to	manage	these	risks,	the	results	can	be	catastrophic.	If	you	believe	your	child’s	spastic	cerebral	palsy	could	have	been	prevented,	your	family	may	be	eligible	for	financial	compensation.	Get	a	free	case	review	right
now	to	see	if	you	may	qualify.	Signs	and	symptoms	of	spastic	cerebral	palsy	Spastic	cerebral	palsy	symptoms	are	different	for	every	child.	The	variations	in	CP	symptoms	depend	on	the	severity	of	the	child’s	brain	injury	and	any	co-occurring	disorders	that	may	be	present.	Some	common	signs	of	spastic	cerebral	palsy	are:	Abnormal	reflexes
Contractures	(permanently	shortened	muscles	or	tendons)	Crossed	knees	Exaggerated	movements	Joints	don't	fully	extend	Limited	mobility	Stiff,	tight	muscles	(hypertonia)	on	one	or	both	sides	of	the	body	Unusual	gait	(manner	of	walking)	Walking	on	tiptoes	Co-occurring	conditions	may	also	arise,	such	as	hearing	and	vision	impairment.	These	are
not	caused	by	cerebral	palsy	itself	but	by	the	same	brain	damage	or	injury	that	led	to	the	condition.	Signs	of	cerebral	palsy	can	be	hard	to	recognize	in	early	childhood.	Symptoms	often	don’t	appear	until	a	child	starts	missing	developmental	milestones.	Jerky	reflexes	are	common	in	toddlerhood,	and	a	full	diagnosis	may	not	be	made	until	age	5,	when
delays	become	more	noticeable.	Diagnosing	spastic	cerebral	palsy	Spastic	cerebral	palsy	is	usually	diagnosed	in	early	childhood,	though	signs	may	be	present	as	early	as	infancy.	Diagnosis	often	begins	when	parents	or	doctors	notice	developmental	delays,	such	as	difficulty	with	muscle	control,	stiff	movements,	or	trouble	reaching	milestones	like
crawling	or	walking.	There	is	no	single	test	for	diagnosing	spastic	cerebral	palsy.	Instead,	health	care	providers	use	a	combination	of	physical	exams,	developmental	screenings,	and	imaging	tests	to	assess	a	child’s	muscle	tone,	reflexes,	coordination,	and	motor	skills.	Common	tools	and	evaluations	used	to	diagnose	cerebral	palsy	include:	Blood	tests
or	metabolic	screenings	to	rule	out	other	conditions	with	similar	symptoms	Developmental	monitoring	and	screening	to	track	physical	and	motor	milestones	Imaging	tests,	like	an	MRI	or	CT	scan,	to	look	for	signs	of	brain	damage	Neurological	exams	to	check	muscle	tone,	strength,	posture,	and	reflexes	Spastic	cerebral	palsy	is	not	a	progressive
condition,	but	it	may	take	time	to	reach	a	diagnosis,	especially	if	symptoms	are	mild.	In	some	cases,	it	can	take	months	or	years	of	observation	before	a	clear	diagnosis	is	made.	If	you	think	your	child	may	be	showing	signs	of	cerebral	palsy,	connect	with	one	of	our	nurses	for	free.	They’re	here	to	listen	to	your	story	and	help	you	figure	out	what	to	do
next.	Treatment	for	spastic	cerebral	palsy	Spastic	cerebral	palsy	treatment	options	vary	with	each	case.	The	severity	of	symptoms,	the	location	of	movement	problems,	and	any	secondary	conditions	are	the	biggest	factors	in	developing	a	treatment	plan.	However,	there	are	5	main	routes	of	treatment	for	CP:	medication,	surgery,	and	physical,
occupational,	and	speech	therapy.	The	first	type	of	treatment	plan	recommended	for	children	with	spastic	CP	is	typically	physical	therapy.	The	goal	of	physical	therapy	is	to	provide	as	much	independence	to	the	child	as	possible.	This	treatment	is	centered	on	flexibility	exercises	and	stretching	out	stiff	muscles.	Physical	therapists	will	typically	use
daily	range-of-motion	(ROM)	and	stretching	exercises	to	improve	the	mobility	of	joints	and	soft	tissues.	They	often	use	age-appropriate	toys	and	games	to	make	the	therapy	enjoyable	for	the	child.	This	type	of	therapy	can	help	improve	overall	motor	function	and	prevent	any	future	complications.	Another	form	of	therapy	used	to	treat	children	with
spastic	CP	is	occupational	therapy.	The	goal	of	occupational	therapy	is	to	improve	a	child’s	ability	to	perform	daily	tasks	and	activities	independently	at	home,	school,	and	work.	Therapists	perform	exercises	that	target	certain	muscles	in	the	wrist,	forearm,	thumb,	and	upper	body.	This	treatment	is	beneficial	for	spastic	CP	because	it	focuses	on
improving	motor	control,	bilateral	coordination,	and	muscle	weakness.	Occupational	therapists	can	also	assess	the	need	for	various	assistive	devices,	such	as	adaptive	scissors	or	writing	utensils.	Cerebral	palsy	speech	therapy	is	used	to	improve	oral	movements	in	children	with	spastic	CP.	The	objective	of	speech	therapy	is	to	strengthen	the	muscles
used	for	speech,	which	helps	with	articulation	and	coordination.	Some	children	with	this	type	of	CP	may	experience	drooling	or	difficulty	swallowing	or	speaking.	Caregivers	can	perform	exercises	that	incorporate	assistive	communication	devices,	which	can	help	improve	motor	and	cognitive	abilities,	as	well	as	confidence.	Speech	therapy	provides	the
tools	for	children	with	spastic	CP	to	clearly	communicate	their	thoughts	and	socialize	with	others.	This	form	of	therapy	can	also	help	make	chewing,	breathing,	and	swallowing	easier,	allowing	for	improved	growth	and	development.	Cerebral	palsy	medications,	like	benzodiazepines,	are	taken	orally	to	relieve	muscle	stiffness	and	improve	movement
throughout	the	body.	There	are	also	medications	that	can	treat	muscle	stiffness	in	specific	parts	of	the	body.	For	targeted	relief,	botulinum	toxin	injections	(such	as	Botox®)	may	be	used	to	temporarily	relax	specific	muscle	groups.	This	approach	can	be	especially	helpful	for	children	with	spasticity	in	localized	areas,	such	as	the	legs,	arms,	or	jaw.	For
a	child	with	spastic	CP	that	also	experiences	seizures,	doctors	often	prescribe	medications	that	can	control	the	frequency	of	these	episodes.	Similarly,	medications	such	as	diazepam	(Valium®)	can	be	used	to	relax	muscles.	This	is	particularly	helpful	in	treating	spasticity	in	the	lower	legs.	The	goal	is	to	find	cerebral	palsy	medications	that	work	well
with	the	fewest	side	effects.	Cerebral	palsy	surgery	may	be	needed	for	some	children	with	spastic	CP	to	improve	mobility,	relieve	pain,	or	prevent	long-term	joint	issues.	These	are	3	common	surgical	procedures	for	cerebral	palsy:	Orthopedic	surgery,	such	as	SEMLS	(single-event	multilevel	surgery),	corrects	several	muscle	or	bone	problems	in	one
surgical	session.	This	may	include	tendon	lengthening,	muscle	release,	or	bone	realignment	to	help	with	walking	and	posture.	Selective	dorsal	rhizotomy	(SDR)	is	a	neurosurgical	procedure	that	reduces	spasticity	by	cutting	overactive	nerve	fibers	in	the	spinal	cord.	Intrathecal	baclofen	pump	implantation	delivers	muscle	relaxant	directly	to	the	spinal
cord	to	manage	severe	stiffness.	These	procedures	can	be	costly	when	combined	with	hospital	stays,	recovery,	and	long-term	rehabilitation.	If	spastic	cerebral	palsy	was	caused	by	medical	negligence,	lawsuit	compensation	may	help	cover	surgery	and	other	ongoing	care	needs.	Get	a	free	case	review	right	now	to	see	if	you	may	be	eligible.	Long-term
impact	of	spastic	CP	The	long-term	effects	(prognosis)	of	spastic	cerebral	palsy	can	vary	widely	depending	on	the	severity	of	the	condition	and	the	body	areas	affected.	While	some	children	may	grow	up	with	only	mild	movement	challenges,	others	may	face	more	complex,	lifelong	disabilities	that	require	ongoing	care.	Muscle	stiffness	and	mobility
issues	often	persist	into	adulthood.	This	can	lead	to	joint	problems,	pain,	and	difficulty	with	everyday	tasks	like	walking,	dressing,	or	eating.	Children	with	more	severe	spastic	CP	may	also	experience:	Challenges	with	vision,	hearing,	or	feeding	Delays	in	learning	or	intellectual	disabilities	Epilepsy	(seizures)	that	require	medication	Speech	and
communication	difficulties	Many	individuals	with	spastic	CP	need	assistive	devices	like	braces,	walkers,	or	wheelchairs.	Long-term	care	may	involve	physical	therapy,	medication,	and	regular	medical	appointments.	Although	spastic	CP	is	not	a	progressive	condition	—	meaning	it	doesn’t	worsen	over	time	—	the	physical	stress	on	the	body	can	increase.
Early	intervention	and	consistent	support	can	help	improve	quality	of	life	and	promote	greater	independence	as	children	grow.	Get	help	for	spastic	cerebral	palsy	Children	with	spastic	cerebral	palsy	may	face	a	wide	range	of	challenges,	including	muscle	stiffness,	jerky	movements,	and	delayed	motor	skills.	These	symptoms	vary	based	on	the	type	of
spastic	CP	and	the	extent	of	brain	injury	involved.	Tracking	your	child’s	development	is	key.	If	your	child	struggles	with	movement	or	misses	key	milestones,	talk	to	a	doctor	as	soon	as	possible.	With	early	intervention,	many	children	with	spastic	cerebral	palsy	can	improve	their	mobility	and	gain	more	independence.	For	many	families,	a	diagnosis
brings	hard	questions	—	especially	about	what	caused	their	child’s	condition.	If	a	medical	mistake	led	to	your	child’s	brain	injury,	taking	legal	action	may	help	your	family	secure	the	financial	support	needed	for	surgery,	therapy,	and	long-term	care.	A	cerebral	palsy	lawyer	can	review	your	case	and	help	determine	if	your	child’s	spastic	CP	was
preventable.	The	birth	injury	attorneys	in	our	network	have	secured	over	$1	billion	for	families	like	yours.	We	may	be	able	to	help	your	family,	too.	Call	us	right	now	at	(855)	220-1101,	or	get	a	free	case	review	to	find	out	if	you	could	be	eligible	for	financial	compensation.	Cerebral	Palsy	poses	unique	challenges	for	children,	with	muscle	spasms	being	a
common	source	of	pain	and	discomfort.	Understanding	the	impact	of	cerebral	palsy	on	muscle	tone	and	coordination	is	crucial	for	parents	navigating	the	complexities	of	their	child’s	condition.		Dear	parents,	let	us	explore	the	causes	of	muscle	spasms	in	cerebral	palsy,	their	consequences,	and	effective	strategies	for	managing	and	improving	the
quality	of	life	for	affected	children.	Understanding	Cerebral	Palsy	and	Muscle	Spasms	Cerebral	Palsy,	a	group	of	neurological	disorders,	disrupts	movement,	muscle	tone,	and	coordination	due	to	brain	damage	or	abnormalities	during	development.	Muscle	spasms,	a	prevalent	consequence,	result	in	overly	toned	muscles	that	contract	involuntarily,
causing	pain	and	hindering	normal	movement.	These	spasms	vary	in	severity,	impacting	different	muscles	and	leading	to	challenges	in	daily	activities.	Causes	and	Consequences	of	Muscle	Spasms	Causes	of	Muscle	Spasms	The	causes	of	muscle	spasms	in	cerebral	palsy	are	rooted	in	the	damage	or	abnormal	development	of	the	brain,	impacting	the
communication	between	the	brain	and	muscles.	This	disruption	leads	to	the	overstimulation	of	muscles,	resulting	in	involuntary	contractions.	Consequences	of	Muscle	Spasms	Muscle	spasms	in	children	with	cerebral	palsy	contribute	to	chronic	pain,	restricting	their	ability	to	engage	in	daily	activities.	Simple	tasks	like	dressing,	eating,	or	playing
become	painful,	affecting	their	overall	quality	of	life.	Additionally,	the	psychological	impact	of	persistent	pain	can	lead	to	emotional	challenges,	including	depression,	anxiety,	and	frustration.	Managing	Muscle	Spasms	in	Children	with	Cerebral	Palsy	Regular	Physical	Therapy	Despite	potential	initial	discomfort,	regular	physical	therapy	is	absolutely
vital	for	improving	range	of	motion,	joint	alignment,	and	natural	movement.	Parents,	do	accompany	your	little	ones	to	sessions,	and	provide	support	and	comfort	during	exercises.	Proper	Bed	Positioning	Experiment	with	different	bed	positions	to	find	the	most	comfortable	one	for	your	child.	Invest	in	special	equipment	if	necessary	to	ensure	proper
positioning,	promoting	better	sleep	and	minimizing	pain.	Mental	Health	Support	Chronic	pain	can	take	a	toll	on	your	little	one’s	mental	health.	Engaging	in	non-physically	exerting	activities	together,	such	as	listening	to	music	or	watching	movies,	can	provide	relief.	A	psychological	counselor	can	help	children	cope	with	anxiety,	frustration,	or
depression	resulting	from	their	condition.	Encouraging	Activity	Despite	physical	limitations,	encouraging	your	child	to	stay	active	is	essential.	Activities	tailored	to	their	abilities,	such	as	walking	and	gentle	movement	exercises,	contribute	to	overall	health	and	may	even	reduce	the	frequency	of	muscle	spasms.	Monitoring	Signs	of	Pain	As	a	parent,	you
should	stay	attuned	to	signs	of	pain.	Observing	changes	in	facial	expression,	body	language,	or	verbal	cues	helps	identify	when	your	child	is	experiencing	discomfort.	Open	communication	about	their	pain	points	can	help	receive	prompt	and	effective	treatment	and	care.	Medications	and	Treatments	Depending	on	the	severity	of	muscle	spasms,	your
child’s	doctors	and	therapists	may	prescribe	medications	to	alleviate	pain	and	reduce	spasticity.	Botulinum	toxin	injections,	baclofen	pumps,	and	oral	medications	are	common	treatment	options,	and	their	efficacy	should	be	closely	monitored.		Note:	Please	do	not	treat	this	blog	as	a	prescription.	Before	starting	your	child	on	any	medication,	it	is
important	to	consult	your	doctor.	Nutritional	Considerations	A	well-balanced	diet,	rich	in	nutrients,	can	contribute	to	overall	health	and	well-being.	And	for	little	children,	nutrition	is	key	to	growth	and	development.	Adequate	hydration	and	nutrition	support	muscle	function	and	may	indirectly	influence	the	frequency	and	intensity	of	muscle	spasms.
Assistive	Devices	and	Orthotics	Utilizing	assistive	devices,	such	as	braces	or	splints,	can	help	maintain	proper	joint	alignment	and	alleviate	muscle	spasms.	Customized	orthotics	provide	additional	support	and	promote	more	comfortable	movement.	Hydrotherapy	and	Massage	Hydrotherapy,	involving	exercises	in	a	warm	water	pool,	can	provide
therapeutic	benefits	by	reducing	muscle	tension.	Massage	therapy,	performed	by	a	trained	professional,	may	also	help	relax	muscles	and	alleviate	pain	associated	with	spasms.	Parental	Education	and	Advocacy	Empowering	parents	with	knowledge	about	cerebral	palsy	and	muscle	spasms	is	crucial.	Understanding	the	condition,	its	potential
challenges,	and	available	resources	allows	parents	to	advocate	effectively	for	their	child’s	needs	within	the	healthcare	system	and	educational	institutions.	Read	7	Tips	for	Parents	of	Children	with	Cerebral	Palsy	here.	Watching	a	child	with	cerebral	palsy	endure	muscle	spasms	can	be	challenging	for	parents.	However,	with	a	collaborative	approach
involving	a	healthcare	team,	patience,	and	love,	the	impact	of	muscle	spasms	can	be	alleviated.	While	a	cure	may	not	be	immediate,	effective	cerebral	palsy	treatment,	including	targeted	therapies	and	supportive	measures,	can	significantly	reduce	pain	and	enhance	the	overall	quality	of	life	for	affected	children.	FAQs	Does	cerebral	palsy	cause	muscle
spasms?	Yes,	cerebral	palsy	can	cause	muscle	spasms.	The	neurological	damage	or	abnormalities	in	the	brain	that	characterize	cerebral	palsy	disrupt	the	communication	between	the	brain	and	muscles,	leading	to	overstimulated	muscles	and	involuntary	contractions.	These	contractions	are	known	as	spasms.	How	do	you	treat	muscle	tightness	in
cerebral	palsy?	Muscle	tightness	in	cerebral	palsy	is	typically	treated	with	a	combination	of	physical	therapy,	medications,	and	orthotic	devices.	Read	more	about	physical	therapy	for	cerebral	palsy	here.	What	are	spastic	muscles	in	CP?	Spastic	muscles	in	cerebral	palsy	are	characterized	by	increased	muscle	tone	and	stiffness.Heightened	muscle	tone
is	caused	by	abnormal	signals	from	the	brain	to	the	muscles,	leading	to	involuntary	muscle	contractions.	Spasticity	can	impact	various	muscle	groups,	affecting	movement,	coordination,	and	overall	motor	function.	What	is	the	difference	between	spasticity	and	spasms?	Spasticity	and	spasms	are	similar,	yet	distinct	phenomena.	Spasticity	(heightened
muscle	tone)	causes	stiffness	and	resistance	to	movement.	Spasms	are	sudden	and	involuntary	muscle	contractions.	Spasticity	is	a	continuous	state	of	heightened	muscle	tone.	Spasms	are	intermittent	and	may	be	triggered	by	various	stimuli.	Is	spastic	cerebral	palsy	curable?	Specific	treatment	and	management	strategies	for	spastic	cerebral	palsy
aim	to	manage	symptoms	and	improve	quality	of	life.	Interventions	include	physical	therapy,	medications,	orthotic	devices,	and,	in	some	cases,	surgical	procedures.	Early	and	ongoing	interventions	contribute	to	improved	quality	of	life	for	individuals	with	spastic	cerebral	palsy.	Pain	in	Cerebral	Palsy	Constant	or	recurring	pain	is	a	very	common
physical	concern	of	individuals	with	cerebral	palsy	(CP),	often	beginning	in	childhood	but	becoming	more	intense	and	frequent	over	the	lifespan.	Here	are	some	facts	about	pain	in	CP	and	measures	that	can	be	taken	to	alleviate	this	chronic	problem.	An	adult	with	cerebral	palsy	may	have	additional	health	considerations	to	keep	in	mind	and	discuss
with	healthcare	providers.			​The	most	frequent	cause	of	chronic	pain	in	people	with	CP	is	the	absence	of	a	correct	clinical	diagnosis.	Common	sources	of	pain,	such	as	migraine	headaches,	constipation,	or	gynecological	disorders,	can	be	erroneously	attributed	to	CP,	disregarded,	tolerated,	or	allowed	to	persist	without	proper	evaluation	and	treatment.
Uncommon	conditions	causing	pain,	such	as	autoimmune	disorders,	tumors,	or	infections	(e.g.	Lyme	Disease)	may	not	be	considered	in	people	with	CP.	​Intense	or	prolonged	muscle	contractions,	as	occur	in	the	spastic	form	of	CP,	can	be	painful,	just	as	with	a	short-lived	muscle	spasm	(charley	horse).	​					The	excessive,	repetitive,	and	atypical	strain
that	spastic,	stiff,	or	dystonic	muscles	place	on	joints	leads	to	joint	surface	wear	with	resultant	inflammation	(arthritis)	and	exposed	pain	fibers.	​					No	specific	source	of	pain	may	be	evident,	but	the	pain	nerves	themselves	are	dysfunctional	(this	is	called	neuropathic	pain).	STEP	1	Ongoing	care	by	a	primary	care	doctor	(pediatrician,	family	physician,
internist,	and/or	gynecologist)	who	can	evaluate	and	manage	common	causes	of	pain	and	promote	optimal	general	health,	nutrition,	and	fitness.	STEP	2	Evaluation	by	a	CP	specialist,	such	as	a	developmental	pediatrician,	neurologist,	or	physical	medicine	and	rehabilitation	specialist,	who	can	determine	whether	pain	is	likely	related	to	the	CP	or	has
another	unrelated	cause.	A	referral	may	be	made	for	investigation	of	uncommon	conditions.	STEP	3	Musculoskeletal	evaluation	by	a	CP	expert	team	in	orthopedics,	physical	medicine	and	rehabilitation,	and	physical	therapy.	This	team	will	determine	what	musculoskeletal	pain	preventive	or	treatment	approaches	are	most	effective.	Download	Pain	Fact
Sheet	Here!	Resources	How	Do	I	Select	a	Primary	Care	Provider?	It	is	important	to	find	a	Primary	Care	Provider	who	understands	you	and	your	unique	needs.	While	not	every	provider	will	have	experience	with	Cerebral	Palsy,	there	are	many	who	do	and/or	have	experience	with	patients	who	have	physical	disabilities.		Importantly,	you	will	want	to	be
comfortable	that	your	doctor	will	listen	to	you	and	your	specific	needs,	as	well	as	have	the	qualifications	and	knowledge	you	want.		Depending	on	your	healthcare	insurance	plan,	there	may	be		a	variety	of	resources	to	help	you	select	a	primary	care	physician	in	your	area.	If	you	have	a	mobility	challenge,	it’s	important	to	remember	that	the
accessibility	of	the	office	and	the	exam	room	will	be	important	to	you	and		you		want	to	ask	about	that	before	making	an	appointment.	More	in	Pain	February	28,	2023	January	25,	2023	March	2,	2022	More	in	Understanding	Your	Brain	&	Body	May	14,	2025	February	28,	2025	February	28,	2025	As	medical	care	advances,	there	is	a	growing	number	of
adult	patients	with	cerebral	palsy.	The	spastic	form	is	characterized	by	muscle	hypertonicity,	hyperreflexia,	and	spasticity,	which	are	associated	with	worse	quality	of	life,	poor	functionality,	and	pain.	This	literature	review	attempts	to	explore	the	existing	treatments	for	spasticity	in	cerebral	palsy	to	provide	insight	into	potential	treatments	in	the	adult
population.	The	types	of	treatments	are	broadly	categorized	into	physical	therapy,	pharmacologic	treatments,	botulinum	toxin,	surgical	treatments,	and	alternative	options.	Search	by	name,	specialty,	location	and	more.	Find	a	doctor	Find	any	of	our	300+	locations.	Get	directions	Get	the	in	person	or	virtual	care	you	need.	Schedule	now	We	don’t	just
care	for	your	health	conditions.	We	care	about	you.	That	means	our	providers	take	the	time	to	listen	to	what’s	important	to	you	before	recommending	next	steps.	Cleveland	Clinic	is	recognized	in	the	U.S.	and	throughout	the	world	for	its	expertise	and	care.	You’ll	get	care	from	board-certified	and	fellowship	trained	experts	who	work	together	to	create
a	treatment	plan	just	for	you.	Only	the	highest	standards	ensure	excellent	outcomes.	We’re	focused	on	today	—	and	tomorrow.	Our	focus	on	research	and	offering	the	latest	options	means	you	can	find	a	wide	range	of	clinical	trials	and	other	care	that	you	can’t	find	elsewhere.	Explore	a	curated	collection	of	helpful	resources	and	tools	for	medical
professionals	Whether	you’re	just	graduating	from	nursing	school	or	have	years	of	experience,	you	can	build	an	exceptional	career	in	nursing	at	Cleveland	Clinic.	As	one	of	the	nation’s	—	and	the	world’s	—	leading	academic	medical	centers,	you	can	grow	in	a	setting	where	you’ll	make	a	difference.	Find	your	career	at	Cleveland	Clinic.	We	welcome	the
opportunity	to	partner	with	you	in	caring	for	your	patients.	Our	dedicated	Referring	Physician	team	is	available	from	7	a.m.	to	7	p.m.	EST	every	day	for	you	and	your	patients.	View	our	full	list	of	resources	for	medical	professionals,	including	our	Alumni	Association,	DrConnect,	and	MyPractice.	Muscle	spasms	(also	called	muscle	cramps)	occur	when
your	muscle	involuntarily	and	forcibly	contracts	uncontrollably	and	can’t	relax.	Muscle	spasms	are	normal	and	quite	common.	They	can	involve	part	or	all	of	a	muscle	or	several	muscles	in	a	group.	You	can	get	muscle	spasms	anywhere	in	your	body.	Some	of	the	most	common	types	include:Back	spasms.Arm	spasms.Leg	cramps	and	charley
horses.Neck	spasms.Chest	cramps.Abdomen	cramps.Ribcage	spasms.Who	gets	muscle	spasms?Muscle	spasms	can	happen	to	anyone	at	any	time.	They	can	occur	when	you	walk,	sit,	exercise	or	sleep.	Some	people	are	prone	to	muscle	spasms	and	get	them	regularly	with	any	type	of	physical	exertion.People	who	are	most	likely	to	get	muscle	spasms
include:Athletes.Infants.Pregnant	women.People	over	the	age	of	65.People	who	have	obesity.Are	muscle	spasms	(muscle	cramps)	serious?Most	of	the	time,	muscle	spasms	aren’t	something	to	worry	about.	But	in	some	cases,	muscle	cramps	can	indicate	an	underlying	neurological	condition.	These	conditions	affect	your	brain	—	your	brain	helps	your
muscles	move.	When	involuntary	muscle	movements	result	from	a	neurological	condition,	it’s	called	dystonia.If	you	have	chronic	muscle	cramps,	along	with	other	symptoms	like	pain,	muscle	weakness	or	poor	coordination,	schedule	an	appointment	with	a	healthcare	provider.	They	can	help	determine	if	you	have	an	underlying	neurological	issue.	Fact
Checked	The	stiffness,	rigidity,	and	spasms	that	many	people	with	cerebral	palsy	experience	are	disruptive,	uncomfortable,	and	even	painful,	and	interfere	with	swallowing	and	breathing.	Muscle	relaxants	for	cerebral	palsy	can	help	relieve	these	symptoms.	Medication	use	is	just	one	line	of	treatment	for	CP,	used	along	with	surgery,	therapies,	and
other	interventions.	How	Muscles	Are	Affected	By	Cerebral	Palsy	Cerebral	palsy	is	a	disorder	of	movement	and	muscles.	It	is	related	to	nerve	and	brain	damage.	When	these	parts	of	the	body	are	damaged,	it	affects	the	muscles	and,	therefore,	how	a	person	moves.	The	severity	of	this	effect	varies	by	individual,	with	some	unable	to	walk	while	others
struggle	with	balance.	The	most	common	type	of	CP	is	spastic,	which	means	that	muscle	tone	is	increased	compared	to	someone	without	the	condition.	The	increased	tone	makes	the	muscles	stiff	and	rigid,	and	as	a	result,	movements	are	spastic.	The	spasms	may	affect	one	whole	side	of	the	body,	mainly	the	legs,	or	in	severe	cases,	all	parts	of	the
body,	including	the	face	and	throat.	Less	common	types	of	CP	affect	balance,	control	of	movements,	and	even	the	ability	to	swallow	or	talk.	Sometimes,	an	individual’s	muscle	tone	can	vary	from	too	loose	to	too	tight.	This	is	called	dyskinetic	CP.	Other	patients	with	the	condition	have	varying	symptoms	that	can’t	be	categorized	as	one	type	or	another.
Nearly	all	CP	patients	experience	rigid	and	spastic	muscles	at	least	some	of	the	time.	What	Are	the	Complications	of	Spastic	Muscles?	Controlling	spasms	and	relaxing	rigid	muscles	is	an	essential	part	of	the	treatment	for	CP.	Having	overly	toned	muscles	resulting	in	spasms	and	rigidity	is	uncomfortable	and	can	even	be	very	painful.	Spasms	can
interfere	with	other	types	of	treatment,	like	physical	therapy,	and	can	prevent	a	person	from	being	able	to	sleep	at	night.	What	Are	Muscle	Relaxants?	One	strategy	for	treating	spastic	muscles	and	tight	muscles	is	to	use	medications.	Muscle	relaxants	are	drugs	that	decrease	muscle	tone	by	acting	on	the	central	nervous	system.	The	result	is	less
stiffness	and	rigidity	and	smoother,	less	spastic	movements	of	muscles.[1]	Muscle	relaxants	may	also	cause	side	effects,	which	may	bother	some	people	more	than	others.	Doctors	can	try	different	types	of	muscle	relaxants	if	the	side	effects	are	too	uncomfortable.	They	might	also	recommend	using	them	only	when	severe	spasms	interfere	with	sleep
and	other	important	functions.	Sedation	is	the	main	side	effect	of	most	types	of	muscle	relaxants.	In	addition	to	relaxing	muscles,	they	tend	to	relax	the	brain.	Operating	machinery	while	on	these	drugs	is	discouraged.	They	may	also	cause	skin	rashes,	nausea,	and	weakness.	What	Muscle	Relaxants	Are	Used	for	Cerebral	Palsy?	Muscle	relaxants
include	antispasmodics	and	antispasmodics.	Antispasmodics	are	used	to	treat	cerebral	palsy.	These	are	some	of	the	common	antispastic	muscle	relaxants	doctors	may	prescribe	for	patients	with	cerebral	palsy.	Baclofen	Baclofen	is	a	muscle	relaxant	used	in	children	and	adults	with	CP.	Brand	names	for	this	drug	include	Gablofen	and	Lioresal.	It	is
thought	to	reduce	spasticity	by	acting	on	the	spinal	cord	nerves.[2]	It	can	be	dosed	orally	or	injected	directly	into	the	spinal	column.	The	latter	method	is	newer	and	delivers	the	medication	directly	to	the	location	where	it	is	needed.	A	small	device	implanted	under	the	skin	delivers	baclofen	directly	to	the	spinal	fluid.		Baclofen	can	cause	fatigue,
weakness,	dizziness,	nausea,	and	sedation,	and	may	also	elevate	liver	enzymes.	Dantrolene	Dantrolene,	sold	under	the	brand	names	Dantrium	and	Revonto,	acts	as	a	muscle	relaxant	by	interfering	with	how	muscles	contract.	It	is	as	effective,	or	more	so,	for	children	with	CP	than	diazepam	and	is	often	better	tolerated.	Side	effects	include	weakness,
malaise,	diarrhea,	and	drowsiness,	but	the	most	serious	potential	side	effect	is	toxicity	to	the	liver.	The	medication	must	be	stopped	if	it	impairs	liver	function.[3]	Diazepam	Diazepam,	also	known	as	Valium,	is	a	benzodiazepine,	a	type	of	drug	that	has	the	potential	for	abuse	and	dependence.	Diazepam	works	by	relaxing	the	brain	and	the	body	by	acting
on	neurotransmitters	in	the	brain.	It	can	trigger	withdrawal	symptoms	if	use	is	abruptly	stopped.	Common	side	effects	are	depression,	sedation,	and	cognitive	difficulties.	One	study	that	investigated	the	use	of	diazepam	in	children	found	that	most	children	saw	positive	benefits	and	minimized	adverse	outcomes	when	given	one	dose	before	bedtime.[4]
The	medication	helped	their	muscles	relax	so	they	could	engage	in	therapeutic	stretching	before	bed.	The	effects	of	the	stretching	lasted	into	the	following	day,	and	no	sedation	was	reported	after	waking	up	the	next	day.	Other	Muscle	Relaxants	Another	type	of	muscle	relaxant	used	less	often	for	CP	is	tizanidine.	It	may	cause	liver	damage,	dizziness,
drowsiness,	and	dry	mouth.[5]	Flexeril	is	another	less	common	muscle	relaxant	for	CP.	It	is	indicated	for	muscle	spasms	and	may	cause	drowsiness,	nausea,	stomach	upset,	dizziness,	diarrhea,	or	constipation.	Muscle	relaxants	used	to	treat	CP	can	be	useful	and,	for	many	patients,	provide	much-needed	relief	from	pain	and	discomfort.	On	the	other
hand,	they	come	with	some	risks	and	can	cause	sedation	and	other	side	effects	that	are	hard	to	live	with	when	trying	to	perform	daily	functions.	As	research	progresses,	more	medications	may	be	on	the	horizon	that	can	help	these	patients	feel	better	with	fewer	side	effects.	Cleveland	Clinic.	(2023,	February	7).	Muscle	Relaxers.	Retrieved	from:	.
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of	a	muscle,	organ	or	orifice	For	other	uses,	see	Spasm	(disambiguation).	"Spasmodic"	redirects	here.	For	the	British	literary	movement,	see	Spasmodic	poets.	Not	to	be	confused	with	Cramp	or	Seizure.	This	article	needs	additional	citations	for	verification.	Please	help	improve	this	article	by	adding	citations	to	reliable	sources.	Unsourced	material
may	be	challenged	and	removed.Find	sources:	"Spasm"	–	news	·	newspapers	·	books	·	scholar	·	JSTOR	(December	2016)	(Learn	how	and	when	to	remove	this	message)	Medical	conditionMuscle	spasmSpecialtyNeurology	A	spasm	is	a	sudden	involuntary	contraction	of	a	muscle,[1]	a	group	of	muscles,	or	a	hollow	organ,	such	as	the	bladder.	A	spasmodic
muscle	contraction	may	be	caused	by	many	medical	conditions,	including	dystonia.	Most	commonly,	it	is	a	muscle	cramp	which	is	accompanied	by	a	sudden	burst	of	pain.	A	muscle	cramp	is	usually	harmless	and	ceases	after	a	few	minutes.	It	is	typically	caused	by	ion	imbalance	or	muscle	overload.	There	are	other	causes	of	involuntary	muscle
contractions,	and	some	of	these	may	cause	a	health	problem.	A	series	of	spasms,	or	permanent	spasms,	is	referred	to	as	a	"spasmism".	This	section	does	not	cite	any	sources.	Please	help	improve	this	section	by	adding	citations	to	reliable	sources.	Unsourced	material	may	be	challenged	and	removed.	(January	2024)	(Learn	how	and	when	to	remove	this
message)	Spasms	occur	when	the	part	of	the	brain	that	controls	movement	malfunctions,	causing	involuntary	muscle	activity.[2]	A	spasm	may	be	a	muscle	contraction	caused	by	abnormal	nerve	stimulation	or	by	abnormal	activity	of	the	muscle	itself.[citation	needed]	The	cause	of	spasms	is	often	unknown,	but	it	can	be	due	to	an	inherited	genetic
problem,	a	side	effect	of	medications,	Parkinson's	disease,	a	stroke,	cerebral	palsy	or	multiple	sclerosis.[2]	Old	age	can	also	cause	spasms	and	cramp.[3]	Spasms	can	occur	in	dystonia,	and	in	spasticity.	A	spasm	may	lead	to	muscle	strains	or	tears	in	tendons	and	ligaments	if	the	force	of	the	spasm	exceeds	the	tensile	strength	of	the	underlying
connective	tissue.	This	can	occur	with	a	particularly	strong	spasm	or	with	weakened	connective	tissue.[citation	needed]	A	hypertonic	muscle	spasm	is	a	condition	of	chronic,	excessive	muscle	tone	(i.e.,	tension	in	a	resting	muscle).	This	is	the	amount	of	contraction	that	remains	when	a	muscle	is	not	working.	A	true	hypertonic	spasm	is	caused	by
malfunctioning	feedback	nerves.	This	is	much	more	serious	and	is	permanent	unless	treated.	In	this	case,	the	hypertonic	muscle	tone	is	excessive,	and	the	muscles	are	unable	to	relax.[citation	needed]	A	subtype	of	spasm	is	colic.	This	is	an	episodic	pain	caused	by	spasm	of	smooth	muscle	in	a	particular	organ	(e.g.,	the	bile	duct).	A	characteristic	of
colic	is	the	sensation	of	having	to	move	about,	and	the	pain	may	induce	nausea	or	vomiting.[citation	needed]	Antispasmodic	Blepharospasm	Cadaveric	spasm	Convulsion	Cramp	Cricopharyngeal	spasm	Ejaculation	Epileptic	seizure	Jactitation	(medicine)	Myoclonus	Neck	spasm	Orgasm	Spasmodic	dysphonia	Spasticity	^	Dorland's	medical	reference
works.	^	a	b	"Dystonia".	23	October	2017.	^	"Muscle	Cramps	&	Spasms".	muschealth.org.	Retrieved	2025-01-30.	Look	up	spasm	in	Wiktionary,	the	free	dictionary.	NIH	Medical	Encyclopedia	How	Stuff	Works	"Spasm"	.	New	International	Encyclopedia.	1905.	Retrieved	from	"	The	symptoms	of	spastic	cerebral	palsy	may	include:Tight	musclesStiff
musclesMuscle	painInvoluntary	muscle	movements	or	spasmsThese	symptoms	can	make	movements	of	the	affected	muscles	jerky,	preventing	smooth	motions	in	your	child’s	arms	and	legs.	Symptoms	can	range	from	mild	to	severe.What	are	the	signs	of	spastic	cerebral	palsy?The	first	signs	of	spastic	cerebral	palsy	may	include:Increased	tone,	or
tightness,	of	your	child’s	limbs	(on	examination	by	their	pediatrician)Difficulty	fully	extending	jointsDelays	in	meeting	developmental	milestones	(like	crawling,	walking	or	grabbing)Difficulty	with	coordinationProblems	walking	or	an	abnormal	gait	or	stride	(like	your	child’s	knees	crossing	when	walking)Walking	on	tiptoes	onlyWhat	causes	spastic
cerebral	palsy?Spastic	cerebral	palsy	occurs	due	to	an	injury	that	disrupts	the	brain	pathways	that	control	muscles	and	movement.	It	may	happen	due	to	a	lack	of	oxygen	to	the	brain,	a	brain	injury	or,	less	commonly,	due	to	a	genetic	abnormality	(change	in	DNA).Lack	of	oxygen	to	the	brain	or	brain	injury	can	occur	during	pregnancy,	birth	or	shortly
after	birth	if	the	following	occur:Lack	of	blood	flow	to	the	brain	(ischemic	stroke)Bleeding	in	the	brain	(hemorrhagic	stroke)Injury	to	the	brain	due	to	infectionInjury	to	the	brain	due	to	trauma	(traumatic	brain	injury)A	person	may	be	more	likely	to	develop	spastic	cerebral	palsy	if	they	experienced	the	following:Born	too	early	(preterm)A	low	birth
weightJaundice	that’s	severe	and	doesn’t	get	treatedAn	infection	during	pregnancy	that	affects	the	fetus	or	placentaMultiples	in	the	uterus	(twins,	triplets)Complications	of	pregnancy	(like	placental	abruption	or	uterine	rupture)Chemical	exposure	to	a	toxin	that	can	damage	the	brain	(like	persistent	exposure	to	high	levels	of	mercury	in	seafood)What
are	the	complications	of	spastic	cerebral	palsy?Spastic	cerebral	palsy	can	affect	more	than	your	child’s	muscles.	Complications	may	include:Difficulty	with	speech	and	communicationProblems	with	cognitive	development	(intellectual	disability)SeizuresVision	lossHearing	loss	As	a	library,	NLM	provides	access	to	scientific	literature.	Inclusion	in	an
NLM	database	does	not	imply	endorsement	of,	or	agreement	with,	the	contents	by	NLM	or	the	National	Institutes	of	Health.	Learn	more:	PMC	Disclaimer	|	PMC	Copyright	Notice	.	2014	May	9;24(4):345–351.	Cerebral	palsy	is	the	most	common	cause	of	spasticity	and	physical	disability	in	children	and	spasticity	is	one	of	the	commonest	problems	in
those	with	neurological	disease.	The	management	of	spasticity	in	children	with	cerebral	palsy	requires	a	multidisciplinary	effort	and	should	be	started	as	early	as	possible.	There	are	a	number	of	treatments	available	for	the	management	of	spasticity.	This	article	reviews	the	variety	of	options	available	for	the	clinical	management	of	spasticity.	Key
Words:	Cerebral	Palsy,	Intrathecal	Baclofen,	Occupational	Therapy,	Physical	Therapy,	Rhizotomy,	Spasticity	Cerebral	palsy	(CP)	is	defined	as	a	clinical	syndrome	characterized	by	a	persistent	disorder	of	posture	or	movement	due	to	a	non-progressive	disorder	of	the	immature	brain[1].	The	prevalence	of	CP	is	2	to	2.5	per	1,000	live	births[2]	and	its
incidence	may	be	increasing	secondary	to	improved	care	in	neonatal	intensive	care	units	and	improved	survival	of	low	birth-weight	infants[3].	Most	children	with	CP	will	have	spasticity	as	the	main	motor	disorder	and	it	can	be	classified	either	according	to	which	body	areas	is	affected:	hemiplegia,	diplegia,	tetraplegia,	or	the	movement	disorder	type:
spastic,	athetoid,	ataxic	and	hypotonic	cerebral	palsy[2,3,5].	Spasticity	is	a	major	challenge	for	rehabilitation	of	children	with	cerebral	palsy.	Spasticity	can	prevent	or	hamper	function,	cause	pain,	disturb	sleep,	cause	unnecessary	complications	and	present	major	difficulties	for	care	workers[6].	The	paper	is	based	on	literature	searches	in	PubMed,	ISI
Web	of	Science	and	Google	Scholar	using	the	key	phrases	«management	of	spasticity	and	cerebral	palsy»,	with	the	emphasis	on	clinical	studies.	Our	assessments	also	rest	on	our	own	clinical	experience	and	research	at	Baqiyatallah	Hospital.	Literature	Review:	There	are	epidemiological,	clinical	and	review	studies	about	management	of	spasticity	in
children	with	cerebral	palsy.	Definitions	of	Spasticity	Most	physicians	and	therapists	working	with	children	with	cerebral	palsy	probably	feel	that	they	can	recognize	spasticity	when	they	see	or	feel	it[1].	Spasticity	is	defined	as	a	velocity	dependent	increased	resistance	to	passive	muscle	stretch,	or	alternatively	as	inappropriate	involuntary	muscle
activity	associated	with	upper	motor	neuron	paralysis[7,8].	Spasticity	can	result	in	functional	problems	with	daily	living	activities	(ADL)	such	as	gait,	feeding,	washing,	toileting	and	dressing[9].	Over	time,	spasticity	may	also	cause	problems,	such	as	muscle	pain	or	spasms,	trouble	moving	in	bed,	difficulty	with	transfers,	poor	seating	position,	impaired
ability	to	stand	and	walk,	dystonic	posturing	muscle,	contracture	leading	to	joint	deformity,	bony	deformation,	joint	subluxation	or	dislocation	and	diminished	functional	independence.	Contractures	occur	when	there	is	loss	of	joint	motion	due	to	structural	changes	in	the	muscles,	ligaments	and	tendons	surrounding	the	joint.	Shortening	and	stiffness	of
the	soft	tissues	make	the	joint	resistant	to	stretching	and	prevent	normal	movement[4,5,10-12].	However,	spasticity	is	a	benefit	for	children	with	cerebral	palsy.	Increased	tone	may	be	useful	for	the	child.	It	helps	to	keep	the	legs	straight,	thereby	supporting	the	child’s	weight	against	gravity.	The	child	with	increased	tone	in	trunk	extensors	may	stand
and	take	a	few	steps.	Spasticity	may	help	preserve	muscle	bulk	and	bone	density	(Table	1)[11].	The	extent	and	type	of	spasticity	can	fluctuate	widely	according	to	position	of	head	and	limbs,	fatigue,	stress	and	mood	of	children.	One	limb	may	have	one	pattern	of	spasticity	whilst	another	may	have	a	different	pattern[6].	Adverse	and	beneficial	effects	of
Spasticity	Effects	of	spasticity	Negative	effects	Difficulty	in	hygiene	and	dressing	Difficulty	in	sitting	and	transfers	Joint	subluxation	or	dislocation	Masks	contraction	in	the	antagonist	Shortening	and	stiffness	of	the	soft	tissues	Positive	effects	Extensor	tone	in	the	limbs	help	standing	Causes	of	Spasticity	Spasticity	in	children	can	result	from	any
disease	process	that	affects	the	upper	motor	neuron	within	the	central	nervous	system.	Injury	to	the	upper	motor	neuron	decreases	cortical	input	to	the	descending	reticulospinal	and	corticospinal	tracts,	which	causes	weakness,	loss	of	motor	control,	and	reduction	in	the	number	of	voluntarily	active	motor	units.	The	reduction	of	these	descending
tracts	removes	the	normal	inhibition	of	the	reflex	arcs	within	the	grey	matter	of	the	spinal	cord,	leading	to	a	hyperactive	reflex	arc	and	spasticity[13].	While	in	certain	cases	there	is	no	identifiable	cause,	typical	causes	include	problems	in	intrauterine	development	(e.g.	exposure	to	radiation,	infection),	asphyxia	before	birth,	hypoxia	of	the	brain,	birth
trauma	during	labor	and	delivery,	and	complications	in	the	prenatal	period	or	during	childhood.	Infections	in	the	mother,	low	birth	weight	(less	than	2.0	Kg)	is	a	risk	factor	for	CP.	Also,	between	40	and	50%	of	all	children	who	develop	CP	were	born	prematurely.	Premature	infants	are	vulnerable,	in	part	because	their	organs	are	not	fully	developed,
increasing	the	risk	of	hypoxic	injury	to	the	brain	that	may	manifest	as	cerebral	palsy[14].	Measuring	Spasticity	The	diagnosis	of	spasticity	in	children	with	CP	requires	a	complete	physical	examination,	with	ancillary	testing	as	needed.	The	physical	examination	should	focus	on	motor	power,	muscle	tone,	active	and	passive	range	of	motion	of	joints,
sensation,	deep	tendon	reflexes,	station	(pelvic	and	leg	alignment	while	standing,	if	there	is	a	possibility),	presence	of	upper	and	lower	limbs	deformity,	spinal	alignment[13].	Mechanical	instruments	and	electrophysiological	techniques	can	also	be	used	to	assess	spasticity.	Mechanical	instruments	measuring	the	resistance	of	the	muscle	to	passive
stretch	and	electrophysiological	measures	showing	the	hyper	excitability	of	the	stretch	reflex	are	used	only	for	research	purposes[15].	One	of	most	important	tests	in	rehabilitation	for	physical	examination	of	spasticity	is	the	Ashworth	scale	(Table	2).	Always	test	the	patient	while	he	or	she	is	in	a	relaxed	supine	position.	Ashworth	Scale	of	Muscle	Tone
Ashworth	Scale	Degree	of	Muscle	Tone	1	No	increase	in	tone	2	Slight	increase	in	tone,	“catch”	when	limb	is	moved	3	Marked	increase	in	tone,	passive	movements	difficult	4	Considerable	increase	in	tone,	passive	movements	difficult	5	Affected	part	is	rigid	in	flexion	or	extension	Passively	move	the	joint	rapidly	and	repeatedly	through	the	available
range	of	motion	and	grade	the	resistance	using	the	definitions[8,12,16].	Individual	assessment,	prefer-	ably	with	the	aid	of	video	clips	from	before	and	after	treatment,	may	be	useful	for	assessing	effectiveness.	One	important	parameter	will	always	be	whether	the	aims	of	the	treatment	were	fulfilled.	Management	of	spasticity	is	a	major	challenge	to
treatment	team.	Various	forms	of	therapy	are	available	to	people	living	with	cerebral	palsy	as	well	as	caregivers	and	parents	caring	for	someone	with	this	disability.	They	can	all	be	useful	at	all	stages	of	this	disability	and	are	vital	in	a	CP	person's	ability	to	function	and	live	more	effectively[17].	There	is	no	standardized	approach	to	spasticity
management	of	cerebral	palsy.	But	adequate	assessment	of	the	specific	impairments	causing	disability	is	necessary	for	appropriate	interventions	to	be	instituted[18].	The	treatment	strategy	depends	on	the	degree	of	functional	failure	caused	by	the	spasticity	and	its	location.	In	general,	treatment	options	for	management	of	spasticity	in	children	with
cerebral	palsy	include	oral	medications,	physical	and	occupational	therapy,	splinting	and	casting,	chemodenervation	with	botulinum	toxin	or	phenol,	selective	dorsal	rhizotomy,	intrathecal	baclofen,	and	orthopedic	surgery[4-6,8,10,11,17,18].	Oral	Medications	Oral	medications	are	a	systemic,	rather	than	focal,	treatment	for	spasticity	in	children	with
cerebral	palsy.	Oral	medications	commonly	used	in	children	are	baclofen,	diazepam,	clonazepam,	dantrolene	and	tizanidine[19].	Botulinum	Toxin	Botulinum	toxin	(BT)	injection	is	now	an	established	first-line	treatment	for	focal	spasticity[10,12,20-22].	Botulinum	toxin	type	A	produces	dose-related	weakness	of	skeletal	muscle	by	impairing	the	release
of	acetylcholine	at	the	neuromuscular	junction.	This	partially	interrupts	muscle	contraction	making	the	muscle	temporarily	weaker[20-22].	Muscles	commonly	treated	with	BT	include	the	gastrocnemius-soleus	complex,	hamstrings[10,12],	hip	adductors	and	flexor	synergy	muscles	of	the	upper	extremity[21,22].	Intramuscular	injections	can	be	localized
by	surface	landmarks,	electromyography	stimulation,	and/or	ultrasound[20,22].	Following	injection,	muscle	relaxation	is	evident	within	48	to	72	hours	and	persists	for	a	period	of	3	to	6	months[23].	Botox	injection	can	help	improve	a	child’s	ability	to	walk	or	use	hands	and	allow	for	a	better	fitting	orthotics	by	reducing	spasticity.	Therapists	can	take
advantage	of	the	time	when	an	overly	powerful	muscle	is	weakened	to	work	on	strengthening	the	muscle	on	the	opposite	side	of	the	joint	(antagonist).	Sometimes,	casting	of	the	involved	extremity	is	done	after	the	injection	to	increase	the	stretch	of	the	tight	muscle[10,12,20-22].	Intrathecal	Baclofen	Intrathecal	baclofen	(ITB)	was	approved	for	the
treatment	of	spasticity	of	cerebral	origin	in	1996.	ITB	is	a	surgically	implanted	system	used	to	control	spasticity	by	infusing	baclofen	directly	into	the	spinal	canal	and	around	the	spinal	cord[24].	Baclofen	inhibits	spasticity	by	blocking	excitatory	neurotransmitters	in	the	spinal	dorsal	horn.	ITB	maximizes	the	dose	delivered	to	spinal	receptors	and
minimizes	the	side	effects	associated	with	oral	baclofen[25].	Selective	dorsal	rhizotomy	Selective	dorsal	rhizotomy	(SDR)	derives	from	late	19th	century	procedures	for	spasticity.	SDR	is	a	neurosurgical	procedure	that	involves	partial	sensory	deafferentation	at	the	levels	of	L1	through	S2	nerve	rootlets[26].	After	a	series	of	tone	management	with
rehabilitation	punctuated	with	botulinum	toxin	injections,	the	child	would	probably	be	around	4	to	5	years	old	and	SDR	can	be	considered.	A	suitable	candidate	for	selective	dorsal	rhizotomy	is	typified	by	1)	spasticity	is	still	a	problem	2)	good	strength	of	lower	limbs	and	trunk	muscles	3)	able	to	stand	straight	with	good	alignment	4)	intellectually	good
enough	for	carrying	out	training[27].	Splinting,	Casting	and	Orthoses	Casts,	splints,	and	orthoses	are	all	devices	that	are	designed	to	keep	the	body	in	a	certain	position.	These	devices	are	used	to	prevent	or	correct	deformities	in	the	spastic	limb	and/or	to	help	children	with	cerebral	palsy	overcome	activity	limitations,	such	as	difficulties	with	standing
and	walking[28,29]	and	serial	casting	can	improve	the	range	of	movement	in	a	joint	that	is	already	contracted[6].	Serial	casting	is	an	intervention	practice	that	is	becoming	more	commonly	used	in	occupational	therapy	practice,	in	addition	to	other	treatment	modalities/protocols	for	children	with	cerebral	palsy	to	manage	spasticity	and	related
contractures[30].	Serial	casting	is	based	on	the	premise	that	shortened	muscles	maintain	the	plasticity	for	lengthening.	Providing	a	prolonged	stretch	offers	biomechanical	benefits	and	inhibits	spasticity.	But	there	is	a	difference	between	inhibitive	casting	and	serial	casting.	in	inhibitive	casting	only	a	single	static	cast	is	used	and	the	purpose	is	to
reduce	tone	rather	than	lengthen	muscle,	thereby	improving	function[31].	The	most	common	type	of	orthosis	is	the	ankle-foot	orthosis	(AFO).	AFOs	are	typically	designed	to	limit	unwanted	ankle	movements,	specifically	ankle	plantar	flexion	(foot	pointed	toward	the	ground)	(Fig.	1).	AFOs	can	be	fixed	(to	block	ankle	movement)	or	articulating	(to	allow
for	some	movement	at	the	ankle)[32].	Preventing	plantar	flexion	through	the	use	of	AFOs	has	been	found	to	improve	walking	efficiency	in	children	with	spastic	diplegic	cerebral	palsy[33]	and	in	children	with	hemiplegic	cerebral	palsy.	When	AFO	use	is	compared	to	barefoot	walking,	the	children's	walking	patterns	are	better	when	wearing	AFOs[34].
For	children	with	cerebral	palsy	who	tend	to	walk	on	their	toes,	AFOs	have	been	shown	to	improve	their	ability	to	move	from	sit	to	stand.	However,	children	with	cerebral	palsy	who	are	able	to	stand	on	a	flat	foot	did	not	benefit	from	AFOs	for	moving	from	sit	to	stand	as	the	AFOs	tended	to	slow	them	down[35].	AFOs	have	also	been	shown	to	affect
how	much	energy	children	with	cerebral	palsy	use	to	walk.	One	study	found	that	children	with	spastic	diplegic	cerebral	palsy	had	lower	oxygen	needs	during	walking	when	they	wore	hinged	AFOs[36].	Ankle-foot	orthosis	(AFO)	Orthopedic	Surgery	Orthopedic	surgery	is	no	option	for	managing	spasticity.	Instead,	it	is	used	to	help	correct	the	secondary
problems	that	occur	with	growth	in	the	face	of	spastic	muscles	and	poor	motion	control.	Those	problems	include	muscle	shortening,	joints	contractures	and	bony	deformities[37].	Occupational	Therapy	and	Physical	Therapy	Occupational	therapy	(OT)	and	physical	therapy	(PT)	are	a	fundamental	part	of	spasticity	management.	Muscle	overactivity
produces	muscle	shortening	and	muscle	shortening	increases	spindle	sensitivity.	Muscle	contracture	and	stretch	sensitive	muscle	overactivity	are	intertwined.	Therefore	rehabilitation	and	physical	treatments	aimed	at	lengthening	the	overactive	muscles	are	fundamental.	Address	both	shortening	and	overactivity[38].	There	are	a	number	of	different
dynamic	Occupational	and	Physical	therapy	approaches,	including	the	Bobath	technique[4,5],	Sensory	integration	therapy[5],	poprioceptive	neuromuscular	facilitation[39]	and	the	Brunnstrom	technique[40].	Consider	applying	various	techniques	such	as	ice	(cold),	heat,	positioning,	stretching	exercises	and	use	of	orthotic	devices	for	these	purposes.
Cold	inhibits	spastic	muscles,	but	the	effect	is	short-lived,	perhaps	outlasting	the	application	of	the	cold	by	about	half	an	hour[41].	Paradoxically,	heat	is	also	used	for	relaxation	of	a	spastic	muscle[42].	Position	the	child	to	stretch	the	spastic	muscles	and	decrease	the	sensitivity	of	the	stretch	reflex	and	the	brain	stem	reflexes	that	trigger	spasticity.
Also,	the	therapists	should	teach	these	positions	to	the	family	so	that	the	child	lies	and	sits	this	way	most	of	the	time	at	home[43].	Massage	and	stretching	muscles	may	prevent	contractures	and	promote	muscle	growth[44-46].	Spasticity	decreases	with	slow	and	continuous	stretching[47].	This	effect	lasts	from	30	minutes	to	2	hours.	Use	stretching
exercises	before	bracing	and	serial	casting	to	obtain	the	necessary	joint	position[44,46,47].	Also,	Orthoses	are	generally	used	in	conjunction	with	occupational	therapy	and	physical	therapy	with	the	aims	of	increasing	muscle	length	(through	providing	a	prolonged	stretch),	breaking	up	mass	patterns	of	movement	and	improving	biomechanics	and
stability[48-51].	Muscle	relaxation	after	stretching	exercises	lasts	for	a	short	period	of	time.	For	longer	duration	the	stretch	on	the	muscle	should	be	maintained	for	several	hours	every	day.	This	is	possible	with	the	use	of	rigid	splints	or	serial	casting[17,49,52].	The	management	of	spasticity	following	a	cerebral	palsy	is	complex	and	is	a	major
challenge	to	treatment	team.	Initial	management	should	focus	on	the	elimination	of	externally	exacerbating	causes.	If	the	spasticity	interferes	with	function,	causes	pain,	and	produces	deformity,	then	clear	treatment	goals	should	be	established.	There	is	not	a	standardized	approach.	The	treatment	needs	to	be	evidence-based	and	depends	on	the
degree	of	functional	failure	caused	by	the	spasticity	and	its	location.	This	management	often	requires	a	variety	of	different	approaches	including	oral	medications,	but	botulinum	toxin,	intrathecal	baclofen,	occupational	and	physical	therapy	and	often	surgical	interventions	such	as	selective	dorsal	rhizotomy	and	orthopedic	surgery.	Conflict	of	Interest:
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stress.	If	I	sense	that	someone	is	sad,	depressed,	angry,	upset,	or	stressed,	my	muscles	react.	One	of	the	most	annoying	things	about	spasms	is	that	others	don’t	realize	that	I	can’t	control	them.	Let’s	say	I	react	when	someone	is	sad	by	subconsciously	tensing	my	muscles.	They	might	mistakenly	think	I’m	upset.	One	way	to	deal	with	spasms	is	by
accepting	them	for	what	they	are.	They	hurt	and	aren’t	under	our	control.	But	how	we	deal	with	them	is	under	our	control.	Don’t	be	hard	on	yourself,	because	they	aren’t	your	fault.	Take	a	deep	breath	and	think	about	positive	things	that	relax	you.	Envision	a	beach,	a	warm	place,	or	somewhere	fun	that	you	enjoy.	Your	body	might	feel	better,	and	you
hopefully	will	be	a	bit	happier!	Exercise	can	help	with	spasms.	The	more	you	exercise,	the	more	tired	your	body	will	be.	A	tired	body	with	CP	is	terrific.	When	your	body	is	tired,	your	muscles	are	calmer,	resulting	in	fewer	spasms.	I	try	to	work	out	every	day.	Although	I	don’t	walk,	I	use	a	Fitbit	to	count	my	arm	stretches,	heart	rate,	and	calorie	intake.
It	keeps	me	accountable	for	my	exercise,	as	if	I	didn’t	wear	my	Fitbit,	I	might	not	be	as	active.	Swimming	can	keep	muscles	flexible	and	is	great	for	arthritis	and	pain	management.	Many	swimming	apparatuses	can	help	someone	with	CP.	I	find	life	jackets	uncomfortable	and	difficult	to	swim	in,	but	the	Konfidence	jacket	is	excellent	because	it	holds	me
without	being	cumbersome.	I	take	medication	for	my	spasms.	Many	with	CP	and	other	neuromuscular	disabilities	take	baclofen	or	have	the	baclofen	pump.	Personally,	the	oral	version	works	better	for	me	than	the	pump.	I	usually	take	it	at	night	so	that	I	can	sleep.	I	also	take	it	when	I’m	having	a	particularly	spastic	day	or	am	attending	an	event	I’d
like	to	be	still	at.	Always	consult	your	doctor	before	trying	new	medication.	Managing	spasms	isn’t	unrealistic.	You	just	have	to	figure	out	what	works	for	you!	***	Note:	Cerebral	Palsy	News	Today	is	strictly	a	news	and	information	website	about	the	disorder.	It	does	not	provide	medical	advice,	diagnosis,	or	treatment.	This	content	is	not	intended	to	be
a	substitute	for	professional	medical	advice,	diagnosis,	or	treatment.	Always	seek	the	advice	of	your	physician	or	other	qualified	health	provider	with	any	questions	you	may	have	regarding	a	medical	condition.	Never	disregard	professional	medical	advice	or	delay	in	seeking	it	because	of	something	you	have	read	on	this	website.	The	opinions
expressed	in	this	column	are	not	those	of	Cerebral	Palsy	News	Today	or	its	parent	company,	BioNews	Services,	and	are	intended	to	spark	discussion	about	issues	pertaining	to	cerebral	palsy.


