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AIM This study sought to: (1) determine what is known about age at referral for diagnosis
and rehabilitation services for children suspected of having cerebral palsy (CP); and (2)
identify factors associated with earlier referral.

METHOD A scoping review was conducted to summarize existing literature. We

ABBREVIATIONS
NICU Neonatal intensive care unit
PCP Primary care practitioner

systematically searched Allied and Complementary Medicine, CINAHL, Cochrane Library,
Embase, and PsycINFO for evidence published between 1979 and 2017 on age at referral for
diagnosis or age at referral to rehabilitation services for children suspected of having CP.
Quantitative and thematic analyses of the literature were performed.

RESULTS Our search yielded 777 articles, of which 15 met the inclusion criteria. Only one
study focused on age at referral for diagnosis of CP (mean 16.6mo+19.2mo), with two on age
at referral to rehabilitation services (means 13.9mo+15.8mo and 12.4mo). Potential predictors
of earlier referral identified include referral source, type of CP, and a complicated birth

history.

INTERPRETATION Evidence is sparse; however, available studies suggest high variation in the
age at which children are being referred for diagnosis, typically ranging from 10 months to
21 months. Evidence indicates that subgroups of children with CP might be experiencing
prolonged delays. Findings highlight the need to better understand what contributes to
delays in referral for diagnosis and rehabilitation.

Cerebral palsy (CP) is the fourth most common childhood
disability,’ and the most common physical disability
encountered in children,” with an estimated prevalence of
2.3 per 1000 live births.” A consensus definition of CP
describes it as group of disorders of the development of
movement and posture resulting from damage in the fetal
or infant brain, often accompanied by secondary sensory
impairments.* Current best practice for children suspected
of having CP recommends early identification and referral
both to medical specialists for diagnosis and to rehabilita-
tion professionals for intervention.” Early identification of
developmental disabilities is widely supported by the
American and Canadian pediatric professional societies,®’
and is endorsed at a policy level.*” There is evidence to
suggest that delayed referral can limit a child’s ability to
reach their full potential in developmental skills.'® Delayed
referral for diagnosis can also be detrimental to the child’s
family from a psychosocial perspective. Diagnosis in and of
itself is a period of crisis analogous to bereavement,'"!?
and parental dissatisfaction with the disclosure process has
been linked to later maternal depression, poor adaptive
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coping, and increased parental stress.'>'* Conversely, par-
ental satisfaction with disclosure (e.g. early diagnosis, posi-
tive attributes of the physician, informative content) has
been linked with better adaptation.'>'® Failure to promptly
identify and support parental psychosocial issues may con-
tribute to mental health morbidity for the family of the
child with CP."

According to Canadian and Australian CP registries,
approximately 40% to 45% of children with CP are born
preterm;'®! however, only a subset, typically those no
older than 29 weeks, are closely monitored by a neonatal
follow-up program, with the children determined not to be
at ‘high-risk’ of CP discharged to care in the community.
In addition, many children with CP are born at term and
may not have a high-risk history. Primary care practition-
ers (PCPs), such as pediatricians and family physicians, are
thus uniquely positioned to serve a crucial role in identify-
ing these children and referring them to medical specialists
for timely diagnosis, and to rehabilitation professionals for
intervention. Importantly, PCPs do not receive the same
advanced training in early childhood development as child
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neurologists and developmental pediatricians. Not surpris-
ingly perhaps, wide variability currently exists in their
knowledge and practice with respect to identifying children
with developmental disabilities.”**"

Apart from lacking an awareness of the early motor signs
of CP, PCPs and parents may be unaware of the roles
rehabilitation professionals have in early intervention.
Unnecessary delays in intervention may result from the lin-
ear serial model of referral, where diagnosis is often the
gateway for referral to rehabilitation services.”>** In sum-
mary, although early identification is widely endorsed,
about half of children with CP do not benefit from close
monitoring and PCPs may not be adequately informed to
detect CP in this population. Thus, there is concern about
delays in referral for diagnosis of CP.

The focus of this review is on age at referral rather than
age at diagnosis as there may be strategies to optimize ear-
lier detection by PCPs and decrease age at referral. Age at
diagnosis may also be influenced by waiting lists, which is
a systemic issue. Nevertheless, as part of this scoping
review, we also documented age at diagnosis of CP and
age at rehabilitation intervention as they may provide use-
ful information related to potential predictors of earlier or
delayed diagnosis. Therefore, the primary aim of this study
was to determine from the existing literature what is
known about age at referral for diagnosis and for rehabili-
tation services of children suspected of having CP. A sec-
ond aim was to identify factors potentally predictive of
earlier or delayed referral for diagnosis.

METHOD
A scoping review was conducted on the basis of the frame-
work proposed by Arksey and O’Malley,”* and informed

by the enhancements proposed by Levac et al.*’

Identifying the research question

The research question guiding this review was the follow-
ing: what is known from the existing literature about the
age at referral for diagnosis of children suspected of having
CP, and what factors have been associated with earlier
referral?

Identifying relevant studies

Given we anticipated that there would be a limited litera-
ture addressing this research question, we also included lit-
erature on age at diagnosis of CP, as well as age at referral
to rehabilitation services. With the assistance of an infor-
mation specialist, an electronic-database search strategy
was developed in MEDLINE and adapted for Allied and
Complementary Medicine, CINAHL, Cochrane Library,
Embase, and PsycINFO to uncover studies reporting on
age at referral for diagnosis of CP using a combination of
keywords and Medical Subject Headings (MeSH) terms:
cerebral palsy, spastic hemiplegia, spastic diplegia, spastic
tetraplegia, spastic quadriplegia, dyskinesia, ataxia, age,
delay, later, early, referral, consultation, primary health-
care, secondary care, tertiary healthcare, diagnosis, and

What this paper adds

® FEvidence on age at referral for diagnosis of cerebral palsy is sparse.

* Potential predictors of delayed referral represent targets to minimize delays
in diagnosis.

* A subset of children may be experiencing unnecessary delays in referral.

detection. Articles were also identified through reference
list screening/hand searching.

Study selection

Studies were limited to original published research and
expert opinion that had undergone the rigor of peer review
(grey literature, anecdotal, and expert-opinion sources were
thus excluded), published in English or French, from 1979
to 2017 inclusively. The clinical population of interest was
limited to infants and young people under 18 years of age
with CP. Studies were limited to those with a primary
focus on age at referral for diagnosis of CP and age at
diagnosis of CP (e.g. studies focusing on risk factors for
CP were excluded).

For this study, age at referral for diagnosis of CP was
operationalized as the age in months at which a child was
referred for diagnosis, usually from a PCP to a medical
specialist (e.g. child neurologist, developmental pediatri-
cian) for diagnosis of CP. Age at diagnosis of CP was
operationalized as the age in months at which a child for-
mally received a diagnosis of CP, usually from a medical
specialist. For this study, ages at ‘identification’ or ‘presen-
tation’ were included as age at diagnosis. Age at referral
for rehabilitation services and age at rehabilitation inter-
vention were similarly operationalized.

Three reviewers (ZB, JG, and AM) were involved in the
study screening and selection process. Two levels of
screening were performed: (1) title/abstract; and (2) full
text. Initially all titles/abstracts were screened for eligibility
by ZB and JG, with AM available to discuss and resolve
potential discrepancies. Before this initial level of screen-
ing, a calibration exercise was conducted to ensure reliabil-
ity in correctly selecting articles for inclusion: ZB and JG
randomly selected 5% (#=30 out of 597) of the retrieved
titles/abstracts, and interrater reliability exercises were per-
formed using a predefined relevance criteria form, which
demonstrated very good agreement (Cohen’s k=0.84). The
two reviewers then divided and completed the remaining
title/abstract screenings independently. The second level of
screening involved reading the full text of each article
retained from the title/abstract screening. ZB completed
the full-text reviews, and AM was consulted as needed for
further clarification of any ambiguities.

Charting the data

Using a descriptive-analytical method,”® the authors
applied an iterative approach in the development and inte-
gration of the data charting form. The following informa-
tion was recorded for each study as available: author, year
of publication, title, country of publication, research
methodology/type of study, clinical population/sample
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characteristics, information on age at referral for diagnosis,
information on age at diagnosis, information on age at
referral for rehabilitation, and information on age at initia-
tion of rehabilitation services. Differences in extraction
were resolved by discussion or with the involvement of a
third reviewer (AM) if consensus could not be reached.
Studies were excluded at the full-text review level if during
data extraction some exclusion criteria were identified.

Collating, summarizing, and reporting the results

In accordance with Arksey and O’Malley,”* no formal qual-
ity assessment of the included studies was made as the aim
of this scoping review was to identify the breadth of the
literature and the major areas of research activity with cor-
responding resulting themes. As suggested by Levac
et al.,”” we incorporated both a quantitative analysis (nu-
merical summary) and qualitative analysis (identification of
factors related to earlier or delayed referral). Also true to
the scoping review methodology, the analytical description
of studies is meant to identify directions for practice and
gaps that should be addressed in future research.

RESULTS

Descriptive numerical analysis

As outlined in Figure S1 (online supporting information), a
total of 777 articles were initially retrieved through the
database searches, cross-referencing, and hand searching,
with 15 eventually retained for the final analysis. Most
studies were descriptive cohort studies with no testing of
factors related to predictive factors of age at referral, and
no specific recommendations for practice (Table I).

Age at referral for CP diagnosis

Only one study reported on age at referral for diagnosis. A
retrospective chart review’’ found that children were
referred for diagnosis at a mean age of 16.6 months, with
high variability. Fifty-eight percent of children were
referred before 1 year of age, 23% between 1 year and 2
years of age, 6% between 2 years and 3 years of age, and
13% were 3 years of age or older.

Age at CP diagnosis

Eight studies reported on age at diagnosis, which ran-
ged between 8 months and 24 months. Several other
authors”**° 7 suggested that CP can be diagnosed as early
as 12 weeks, but may be more reliable as late as 36 months.

5,28-34

Age at referral to rehabilitation services

Only two studies reported on age at referral for rehabilita-
tion services.”’*® The mean age ranged between 12
months and 14 months, again with wide variability.

Age at initial rehabilitation intervention

Only one study focused on age at rehabilitation interven-
tion. Colver®” reported on the age at initiation of rehabili-
tation services for two cohorts of children with three types
of CP. Children with quadriplegia received services earlier
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than the other subtypes. Age at intervention was earlier for
children in the later birth cohort.

Qualitative analysis

Analysis of the included studies (#=10) revealed several
potential predictors of earlier referral (Table SI, online
supporting information).

Factors influencing age at referral for diagnosis

Three potential predictors of referral at a younger age for
diagnosis were identified in one study.”” First, referral
source (operationally defined by the authors as a medical
specialist [e.g. child neurologist] or PCP [e.g. pediatrician])
was identified. Medical specialists accounted for most of
the referrals and flagged children for diagnosis significantly
earlier than PCPs. Second, having had a complicated birth
history (an initial admission to a neonatal intensive care
unit [NICU]) was identified. Children initially admitted to
a NICU were referred for diagnosis significantly earlier
than children not initially admitted to a NICU. Third, type
of CP (diplegia, hemiplegia, quadriplegia, mixed, ‘other’)
was identified. Children with certain subtypes of CP (diple-
gia, hemiplegia) are experiencing significant delays.

Factors influencing age at diagnosis

Two potential predictors of a younger age at diagnosis
were identified. Comparing type of CP, Lock et al.*!
found the mean ages of presentation for children with
quadriplegia were earlier than for children with diplegia.
Of note, the authors concluded that CP subtype is an
insignificant predictor of earlier diagnosis, although it is
important to note that their sample size (7=57) was small
and did not include any children with hemiplegia.

The second potential predictor of a younger age at diag-
nosis was severity of motor impairment. One study’’
reported a median age at diagnosis of 11.1 months across
CP types, although 6.6% were diagnosed at age 5 years or
older, with an earlier diagnosis associated with a higher
degree of motor disability. The Australian CP Registry
indicated that the average age for a description of CP is
19 months, but the authors noted the wide variability in
clinical practice with description as early as 1 week old for
children with more severe impairment, to 5 years of age
for children with mild to moderate severity.’

Factors influencing age at referral to rehabilitation
services

Three potential predictors of referral at a younger age for
rehabilitation services were identified. Hubermann et al.?’
suggested that a complicated birth history may be a factor.
The subset of children initially hospitalized in the NICU
was referred for treatment earlier than children who were
discharged home and did not receive neonatal follow-up.
Lindstrom and Bremberg®® offered two potential predic-
tors. The first was referral source, since most of the chil-
dren referred at younger ages came from medical
specialists with advanced clinical training in early infant



Table I: A summary of the characteristics of the included studies (n=15)

Study design/
research

Information on age at referral for diagno-

References Country  methodology  Clinical population/sample characteristics sis; age at diagnosis; age at rehabilitation

Ashwal USA Practice All included studies had >20 patients The diagnosis of CP is given before age 2y
et al.®® parameter:

literature
review

Bennett?® USA Commentary Average age at diagnosis of CP was 18mo

Bosanquet Australia Systematic All included studies (n=19) assessed children at Propose CP can be more reliably assessed
et al.3® review high-risk of CP only and diagnosed at 36mo

Byrne USA Prospective Infants at high-risk of CP: Mean age at diagnosis:
et al.?® cohort study  cohort A: 2014-2015 (n=70) cohort A: 18mo+7mo, range 11mo-32mo

cohort B: 2016-2017 (n=175) cohort B: 13mo+4mo, range 4mo-29mo

Colver® UK Descriptive All children of preschool age in Northumberland Average age at which physiotherapy began

cohort study (3600 births each year) for children with CP:
birth years 1970-1977
quadriplegia (6.5mo)
diplegia (23mo)
hemiplegia (21mo)
birth years 1978-1985
quadriplegia (6.5mo)
diplegia (10mo)
hemiplegia (12mo)

Granild- Denmark Descriptive 1291 children with CP born 1995-2003; registry, Median age at diagnosis reported was
Jensen retrospective population-based 11.1mo across CP types; 6.6% were
et al.>® cohort study diagnosed at age 5y or older

Hubermann Canada Retrospective 103 children with CP, born 2002-2012 Mean age at referral for diagnosis (n=99)
et al.?’ chart review was 16.6mo+19.2mo (range 0.1mo—

89.9mo)

Mean age at referral to rehabilitation
services (n=90) was 13.9mo=+15.8mo
(range 0.1mo-79.5mo)

Lindstrom Sweden  Retrospective 23 924 children born 1986-1990 (n=66 with CP) Mean age of referral to a habilitation unit
and cohort study was 12.4mo (range 0.5mo-54mo)
Bremberg®®

Lock et al.3"  USA Retrospective 738 consecutive children referred for Mean age of presentation:

chart review developmental evaluation between 1982 and diplegia: 15.9mo
1983 (n=57 with CP) quadriplegia: 12.1mo

Mcintyre Australia Review N/A Average age for a description of CP to be
et al.’ given is 19mo

Novak? Australia Review N/A CP is historically diagnosed around 12mo-

24mo

Diagnosis at 12wks possible for children at
high-risk; early diagnosis for ‘healthy term
borns’ requires further research

Novak Australia Systematic Children at high-risk for CP Diagnosis is usually made between 12mo
et al.¥’ review and 24mo, but now possible before 6mo

corrected age

Palfrey USA Cross- All children in special education programs in five Mean age of identification of CP was
et al.*? sectional census districts (n=1726 children) 10.3mo

survey
Stanley®® Australia Retrospective  All children with the diagnosis of CP born in Mean age at diagnosis was 21mo; median
cohort study Western Australia between January 1st, 1956 and  age 11mo; 3% of children diagnosed later
December 31st, 1975 (n=917 children with CP) than 36mo

Tirosh Israel Population- All children part of developmental screening from At diagnosis of CP:

et al.3* based survey  January 1979 to December 1984; 29 108 children  42.5% were 1Tmo-12mo

(n=66 children with CP)

43.9% were 13mo-24mo
13.6% were 25mo-36mo

CP, cerebral palsy.

motor development. The second was severity of motor
impairment, as the authors found that children with a
‘mild” CP were referred much later than children with

‘moderate’ or ‘severe’ CP.

Factors influencing age at rehabilitation intervention
Type of CP was identified as a potential predictor of initi-
ating rehabilitation services at younger age. Colver’’

types of CP.

DISCUSSION

reported that children with quadriplegia received the earli-
est intervention compared with children with other sub-

To our knowledge, this is the first review of the literature
on age at referral for diagnosis for children suspected of
having CP. We performed a comprehensive search of
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electronic databases, and had very good interrater reliabil-
ity during the screening and abstraction phases.

The results of this scoping review demonstrate that
available evidence is sparse about the current referral
practices of PCPs for children with CP, especially with
respect to the age at which children are currently being
referred to medical specialists for diagnosis of CP. Most
of the few available studies are older and report on birth
cohorts from the mid-1950s to the 1980s, but they sug-
gest variations in age at diagnosis ranging from 10
months to 21 months.*’? Tt is important to note that
much of the literature found through this review, and
used in clinical practice, is ‘expert opinion’ in nature.
Current evidence lacks population-based data and strong
methodological designs to support best-practices. In the
single recent study that objectively explored age at refer-
ral for diagnosis, there was a high variability in the age at
which children were referred (mean 16.6mo+19.2mo;
range 0.1mo-89.9mo).?’ It is also important to note that
most of the research so far in early identification and
early intervention has focused on children considered to
be at ‘high-risk’ of CP, potentially biasing the estimated
age at referral to an earlier age.””’ Consequently, little is
known and further research efforts are required for the
almost half of children with CP born at term from
uncomplicated pregnancies, or who are born preterm (i.e.
30-36wks gestational age) and subsequently may not have
been in a neonatal follow-up program. In the two studies
that reported age at referral to rehabilitation services,
there was a similar high variability. Hubermann et al.?’
found wide variability in clinical practice, with some chil-
dren experiencing delayed referral for diagnosis beyond 3
years of age. Similarly, Lindstrom and Bremberg®®
reported that some children experienced delays for refer-
ral as late as age 4 years 6 months.

Some factors have been identified as being potentially
predictive of a younger age at referral both for diagnosis
and for rehabilitation services. The first is referral source,
with PCPs seeming to refer for diagnosis later than medi-
cal specialists. Since they often do not have the advanced
training that medical specialists receive in early infant
motor development, it is possible that PCPs may not rec-
ognize signs of early motor delay in their clinical practice
for the subset of children who are discharged home with-
out neonatal follow-up. It is important to acknowledge that
medical specialists may be evaluating children with more
severe impairment, or more high-risk infants through
neonatal follow-up programs, which may in part explain
the finding of earlier detection. The second potential pre-
dictor is having had @ complicated birth bistory. The prenatal,
perinatal, and postnatal risk factors for CP are well known,
with some of the most important ones being low birth-
weight, known intrauterine infections, and multiple gesta-
tion.” Since these early risk factors are often associated
with prompt neonatal follow-up that includes close devel-
opmental surveillance, children who fit this profile are
more likely to be identified and referred earlier than those
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who are discharged home without neonatal follow-up. Not
surprisingly, severity of motor impairment may be a third
potential predictor of a younger age at referral, with
children having more severe motor impairment being
identified and referred earlier.

Synthesizing these results, it is possible that there are
two catchments of children with CP: (1) children with a
complicated birth history (initial NICU admission), who
are referred early for diagnosis and rehabilitation services
by medical specialists from neonatal follow-up programs;
and (2) children who do not have a complicated birth his-
tory (no risk factors, no initial NICU admission), or are
NICU graduates who do not meet criteria for entry to a
neonatal follow-up program, and are discharged to the
community and probably lost to follow-up until later age
when other delays may present.

While early identification and early intervention are
widely accepted as best practice for children suspected of
having CP, the available evidence suggests that an impor-
tant knowledge-to-practice gap may exist. If PCPs lack the
knowledge of the early signs of CP, they will continue to
experience challenges in detection in their practice, and
children will continue to experience delayed referral for
diagnosis and rehabilitation. Our findings have important
implications for stakeholders, researchers, and decision-
makers. Physicians (especially PCPs) and parents need to
be better informed on the early motor signs of CP. Con-
tinuing monitoring and support to address potential con-
cerns related to a child’s motor development area are also
needed.

This review, however, is not without limitations. We did
not search the grey literature, and restricted the search to
English and French publications published as of 1979,
excluding abstracts and conference proceedings. These
decisions possibly excluded some relevant studies. Also, as
per scoping review methodology, the quality of the
included studies was not assessed; thus there is a potential
risk of bias inherent from the studies’ low-quality
methodological design. However, the purpose of this
review was not to indicate what would be the best practice
in the field, but rather to gather a scope of the existing evi-
dence and current practices. Also, the lack of recent studies
across different countries prevented us from making any
meaningful comparisons across health care systems.

In a recently published strategic plan for CP research,
the National Institute of Child Health and Human Devel-
opment and the National Institute of Neurological Disor-
ders and Stroke stress the importance of early intervention,
linking successful outcomes with earlier diagnosis and
intervention.”' The potential benefits of earlier interven-
tion continue to be supported in the literature. As an
example, a recently published exploratory study found that
the use of baby-constraint induced movement therapy with
infants as young as 3 months to 8 months may improve
functional outcomes for children with unilateral CP.** To
effectively target this recommendation it is essential to bet-
ter understand the current clinical picture for referral



practices. This study highlights the need for population-
based data and high methodological designs on the current
referral practices of PCPs and the factors that contribute
to delays in referral and diagnosis. This would inform the
development of evidenced-based knowledge translation
tools to enhance early detection and prompt subsequent
simultaneous referral for diagnosis, medical management,
and rehabilitation services.

CONCLUSION

Literature is sparse on the current referral practices of
PCPs related to children suspected of having CP.
Although efforts have been made to promote develop-
mental surveillance, PCPs may lack awareness of the
early motor signs of CP, thus unnecessarily prolonging
the delays currently experienced in diagnosis and inter-
vention. This study highlights the need for population-
based data on the current referral practices of PCPs and
factors associated with delays in referral and diagnosis.
This will enable the identification of the precise know-
ledge gaps that exist in terms of early recognition of
CP, which will inform the targeted development of
knowledge translation tools to enhance early identifica-
tion and early intervention. Subsequently, continuing
professional development initiatives addressed to PCPs

should also be put in place to improve early detection
and referral.
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Complete PET1, 2 & 3 courses delivered over one week

2019 updated materials are now available

(TEEE

Monday 28 Oct 2019

1-day course recommended for all doctors
and nurses who contribute to the initial or
ongoing care of a child experiencing parox-
ysmal disorders in the acute and communi-
ty setting. Delivered by Consultant Paediat-
ric Neurologists, Consultant Paediatricians
with expertise in epilepsy, and a specialist
epilepsy nurse.

PET1 is the first in the series of PET123

-

PET 2]

29—30 October 2019

2-day course covers general aspects of
epilepsy (history taking, differential diagno-
sis, investigation etc) and concentrating on
epilepsies in infants and young children.
Recommended for all doctors and nurses
who care for young children with epilep-
sies.

Please note, before you attend this
course, it is recommended that you first
attend a PET1 course.

gz

31 Oct—1 Nov 2019

2-day course concentrating on the epilep-
sies presenting in older children and ado-
lescents and transition to adult services.
Recommended for all doctors and nurses
who care for older children, adolescents
and young adults with epilepsy. It is recom-
mended that paediatric trainees and con-
sultants attend PET2 and PET3.

Please note, it is recommended that you
attend PET2 before attending PET3.

There is no requirement for adult neurolo-

r\ : / K / QtraineesandconsultantstoattendPETZ/
L Book online at courses.bpna.org.uk

914 Developmental Medicine & Child Neurology 2019, 61: 908-914


https://www.ninds.nih.gov/sites/default/files/NINDS_NICHD_2017_StrategicPlanCerebralPalsyResearch_508C.pdf
https://www.ninds.nih.gov/sites/default/files/NINDS_NICHD_2017_StrategicPlanCerebralPalsyResearch_508C.pdf
https://www.ninds.nih.gov/sites/default/files/NINDS_NICHD_2017_StrategicPlanCerebralPalsyResearch_508C.pdf

DEVELOPMENTAL MEDICINE & CHILD NEUROLOGY SCOPING REVIEW

RESUMEN

EDAD DE DERIVACION A LOS SERVICIOS DE DIAGNOSTICO Y REHABILITACION EN LA PARALISIS CEREBRAL: REVISION DEL
ALCANCE

OBJETIVO Este estudio buscd (1) determinar qué se conoce sobre la edad de derivaciéon a los servicios de diagndstico y
rehabilitacion de ninos con sospecha de tener paralisis cerebral (PC) e (2) identificar factores asociados con una derivaciéon mas
temprana.

METODO Se llevé a cabo una revisién panoramica para resumir la literatura existente. Buscamos sistematicamente en Allied and
Complementary Medicine, CINAHL, Cochrane Library, Embase, and PsycINFO la evidencia publicada entre 1979 y 2017 sobre la
edad de derivacién para el diagndstico o la edad de derivacion a los servicios de rehabilitacion de ninos con sospecha de PC. Se
realizaron analisis cuantitativos y tematicos de la literatura.

RESULTADOS Nuestra busqueda arroj6 777 articulos, de los cuales 15 cumplieron los criterios de inclusién. Solo un estudio estaba
enfocado en la edad de la derivacion para el diagndstico de PC (media 16.6m=+19.2m), y dos sobre la edad de derivacion a los
servicios de rehabilitaciéon (media 13.9m=+15.8m and 12.4m). Los posibles predictores de la derivacidn mas temprana incluyen la
procedencia dq la derivacidn, el tipo de PC, y una historia de nacimiento con complicaciones.

INTERPRETACION La evidencia es escasa; sin embargo, los estudios disponibles sugieren que existe una alta variacion de la edad
en la que los ninos son derivados para ser diagnosticados, tipicamente oscilando entre los 10 meses y los 21 meses. La evidencia
indica que subgrupos de ninos con PC pueden estar experimentando retrasos prolongados. Los hallazgos resaltan la necesidad de
comprender mejor lo que contribuye al retraso en la derivacidn para el diagnéstico y para la rehabilitacion.

RESUMO

IDADE DE ENCAMINHAMENTO PARA DIAGNOSTICO E SERVICOS DE REABILITAGAO PARA PARALISIA CEREBRAL: UMA REVISAO
ABRANGENTE

OBJETIVO Este estudo buscou (1) determinar o que se sabe sobre a idade de encaminhamento para diagndstico e servigos de
reabilitagao para criangas com suspeita de paralisia cerebral (PC) e 2) identificar fatores associados com o encaminhamento
precoce.

METODO Uma revisdo de escopo foi realizada para sintetizar a literatura existente. NOs sistematicamente buscamos a Allied and
Complementary Medicine, CINAHL, Biblioteca Cochrane, Embase e PsycINFO por evidéncias publicadas entre 1979 e 2017 sobre
idade no momento do encaminhmento para diagndstico ou idade no momento do encaminhamento para servigos de reabilitacao
para criangas com suspeita de PC. Anélise quantitativa e tematica da literatura foram realizadas.

RESULTADOS Nossa busca resultou em 777 artigos, dos quais 15 atenderam aos critérios de inclusao. Apenas um estudo enfocou
a idade de encaminhamento para diagndstico de PC (média 16,6 m &+ 19,2 m), com dois sobre a idade de encaminhamento para
servigos de reabilitagao (média 13,9 m & 15,8 m e 12,4 m). Potenciais preditores do encaminhamento precoce incluiram a fonte
do encaminha~mento, o tipo de PC, e uma histéria de nascimento complicado.

INTERPRETACGAO A evidéncia é escassa; no entanto, os estudos disponiveis sugerem alta variagao na idade em que criancas sao
encaminhadas para diagndstico, tipicamente variando de 10 a 21 meses. A evidéncia indica que subgrupos de criangas com PC
podem vivencar atrasos prolongados. Os achados enfatizam a necessidade de compreender melhor o que contribui para os
atrasos no encaminhamento para diagndstico e reabilitagao.



