LOWER LIMB ABNORMALITIES

Lower limb abnormalities range from common to more severe. Common lower limb disorders, such as femoral torsion or tibial torsion rarely need complex treatment. Similarly foot disorders like metatarsus adductus and flat feet rarely require treatment. Observation and waiting to see how the child grows is often all that is required. More severe conditions include:
Congenital Talipes Equinovarus is also known as a Clubfoot or Talipes and is an abnormality of the ankle and foot. Equinovarus refers to the position of the foot, pointing downwards and inwards. One or both feet may be affected. There are various options for treatment, but the aim is to obtain a mobile pain free foot that will fit into normal shoes. Treatment options may include gentle manipulation; manipulation with adhesive strapping, splints or plaster casts to hold the foot in the corrected position; or surgery to release the tight ligaments, tendons and joint capsules. Older children may need bone surgery or wear special boots for a time.

Leg Length Discrepancy and Limb Reduction Defects. A difference in limb length can occur before or after birth and cover a wide spectrum of conditions. Discrepancies of more than 2cm cause problems with posture and if left untreated may lead to problems with the back, knee or hip in later life. Treatment options include surgical limb equalisation techniques, orthotic support or amputation with prosthetic replacement. Some limb reduction defects result in a failure of growth causing a complete absence of the limb beyond a certain level: these will always require prosthetic replacement.

IMPLICATIONS FOR TEACHING AND LEARNING

Children’s needs are individual - some children may require additional support with:

Gross motor skills particularly affecting Physical Education

Mobility in the school e.g. moving around rooms, negotiating steps etc.

Self-esteem difficulties requiring counselling or pastoral support

Tiredness associated with increased effort required to complete tasks

FURTHER INFORMATION
STEPS
Website
http://www.steps-charity.org.uk
UPPER LIMB ABNORMALITIES

Upper limb deficiencies may be congenital or traumatic. Causes for congenital limb abnormalities may be environmental, genetic or mixed but a few conditions occur with identified inherited patterns or chromosomal abnormalities.

Congenital abnormalities account for the majority of cases and deficiencies can be partial or total, affecting the whole limb, elbow or hand.

Whole limb abnormalities include congenital amputations or short limbs, e.g. Phocomelia is associated with drug ingestion (thalidomide).  

Elbow abnormalities include Radial head dislocation causing mild loss of forearm rotation and a cosmetic bulge over the outer 
elbow. Radioulnar synostosis is usually a pain-free condition, but results in a stiff forearm. Hand abnormalities occur in about 1/1,000 births, the commonest are: Syndactyly - ranges from mild skin webbing to complete bony fusion of the digits. Polydactyly – causes extra digits and may be inherited. Camptodactyly  - bent finger in flexion-extension plane, usually affects the little finger at the proximal joint. Clinodactyly - bent finger in radio-ulnar plane, is common, and surgery is undertaken if there is an underlying bony abnormality with progressive deformity.  Radial aplasia - radial club hand, has many possible causes, often involving body systems, e.g. heart, kidneys.

Traumatic abnormalities include birth injuries such as brachial plexus palsies, in which the baby has a shoulder dystocia causing a traction injury to the nerves in the arm (Erb’s Palsy), sometimes requiring surgery.

IMPLICATIONS FOR TEACHING AND LEARNING

Children’s needs are individual - some children may require additional support with:

Co-ordination, e.g. using two arms or hands together

Fine motor skills, possibly requiring modified equipment, e.g. writing etc

PE equipment, e.g. using a bat or short-handled racket

Self-esteem possibly requiring pastoral support

FURTHER INFORMATION

REACH

Website
www.reach.org.uk
MUSCULAR DYSTROPHY

Muscular Dystrophy belongs to a group of conditions called Neuromuscular disorders. These conditions are hereditary and show at birth or within the first six months of life. Symptoms include floppiness, poor head control, muscle weakness and tightness in the limbs. The most common type is Duchenne’s Muscular Dystrophy, which affects mainly boys. 

Muscular Dystrophy causes a breakdown of muscle fibre and gradually increasing muscle weakness. The condition affects the nerves, which pass from the spinal cord to the muscles and can cause deformities, particularly to the spine. Some children become progressively more ‘clumsy’ and have an unusual walking gait. Degeneration of the muscles leads to joint damage and in time a wheelchair is essential. Children often develop chest infections due to muscle weakness. In some instances, learning difficulties, epilepsy and eye abnormalities can be present. Muscular Dystrophy is a degenerative condition and can be life limiting: some children die in their teens.

IMPLICATIONS FOR TEACHING AND LEARNING

Children’s needs are individual - some children may require additional support with:

Aspects of personal care, e.g. toileting, dressing, feeding
Coming to terms with the implications of the condition

Completing tasks; tiring during the day, due to increased effort
Emotional distress - from ‘losing skills’ previously attained

Fine motor skills, e.g. hand skills including two-handed tasks such as cutting, grasping and releasing objects

Gross motor skills possible requiring a differentiated PE curriculum

Maintaining body posture, siting supported

Mobility, e.g. moving around the classroom, negotiating steps

Pastoral support to enhance self-esteem, particularly in peer groups 
FURTHER INFORMATION

The Muscular Dystrophy Campaign

Web site:
www.muscular-dystrophy.org
PERTHES DISEASE

Perthes Disease is also known as Calvé-Perthes Disease, Legg-Calvé-Perthes Disease, Coxa plana or Osteochondritis of the upper femoral epiphysis.  The condition affects the growing head (epiphysis) of the thigh bone (femur) at the hip joint.  It occurs due to an interruption of the blood supply to the head of the femur, part of which softens and is deformed by weight bearing. A number of factors, involving local and general disorders acting together result in a structurally inadequate hip joint which leads to stress fractures within the head of the femur.

The age of onset of the condition is 2-14 years and occurs mainly in young boys. Treatment depends upon the age of the patient, the severity of symptoms and the  x-ray appearance.  Generally the treatment is conservative (non-operative), especially in the milder presenting groups. However, the principle of treatment is towards 'containment' of the hip (head of femur) within the cup of the hip joint.     This is achieved by placing the hip in the best possible position using splintage,   e.g. bracing, although some milder cases may need weight-relieving measures only, e.g. crutches. The more severe cases may require surgery in the form of an operation to cut the bone. 

IMPLICATIONS FOR TEACHING AND LEARNING

Children’s needs are individual - some children may require additional support with:

Wearing aids, e.g. leg braces, splints or plaster cast

Aspects of personal care, e.g. dressing, changing for PE

Completing tasks due to tiredness associated with increased effort

Gross motor skills, particularly affecting aspects of physical education

Manoeuvring and using a wheelchair in the school environment

Mobility, e.g. moving around rooms, negotiating steps etc.

FURTHER INFORMATION

The Perthes Association
Website: 
http://www.perthes.org.uk
RESTRICTED GROWTH

Restricted growth is exhibited as a common factor in over a hundred specific medical conditions. Restricted growth falls into two main categories: proportionate short stature or disproportionate short stature.

Disproportionate short stature - the problem is often due to a disturbance in the growth of bones and cartilage. In some conditions this is evident at birth: in others evidence arises later. Specific disorders include: achondroplasia, hypochondroplasia, diastrophic dysplasia, multiple epiphyseal dysplasia (MED), spondylo epiphyseal dysplasia (SED), Morquio condition is a mucopolysaccharide disease, which causes restricted growth.

Proportionate short stature - growth in the bones and cartilage is limited throughout the body. Specific conditions showing this form of growth pattern include hormone deficiencies where hormones produced by the thyroid and pituitary glands may be damaged, absent or the body is unable to process the substance.
IMPLICATIONS FOR TEACHING AND LEARNING

Children’s needs are individual - some children may require additional support with:

Co-ordinating two-handed tasks such as cutting, reaching objects

Fatigue associated with increased effort required to complete tasks

Fine motor skills, e.g. hand skills such as writing

Gross motor skills particularly affecting physical education

Hearing instructions possibly requiring professional advice

Mobility e.g. moving around rooms, negotiating steps etc.

Organisation, e.g. sitting correcting, accessing equipment

FURTHER INFORMATION

The Restricted Growth Association
Website:
http://www.rgaonline.org.uk
SPINA BIFIDA

Spina Bifida is a neural tube defect in the development of the spinal column, which occurs in early pregnancy. It can cause minimal or complete paralysis of the spinal cord. There are three main forms of Spina Bifida:

Spina Bifida occulta is the mildest form of Spina Bifida and symptoms may include problems with continence and difficulties with mobility.  

Spina Bifida cystica or Myelomeningocele is the most common and severest form of Spina Bifida. Nerve damage may cause paralysis or loss of sensation.

Cranium Bifida causes a failure of development in the bones of the skull. 

About 80% of people with Spina Bifida also have Hydrocephalus.

IMPLICATIONS FOR TEACHING AND LEARNING
Children’s needs are individual – some children may require support with:

Activities in physical education sessions

Aspects of personal care, e.g. toileting, dressing, feeding

Body and spatial awareness, e.g. not knowing where their legs are without looking, difficulties in avoiding obstacles, etc.

Developing fine motor skills for practical tasks, e.g. handwriting

Focusing on set activities and increasing attention skills

Mobility, e.g. using aids to move around the classroom

Organising themselves to complete a task, e.g. sequencing

Sensory information – not reacting to extreme conditions e.g. heat /cold

Speech and language  - exhibiting a difference between the level of language use and language understanding (the child may be a fluent talker ‘cocktail party syndrome’ without having full comprehension)

FURTHER INFORMATION

ASBAH: The Association for Spina Bifida and Hydrocephalus

Website: 
http://www.asbah.org
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