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Pediatricians
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The
function

spectrum
of motor
impairments
affecting
in children
and adolescents
includes
acquired
spinal
injury,
traumatic
brain
injury,
muscular dystrophy,
arthrogryposis,
spina bifida,
and cerebral
palsy.
Many
children
with these
conditions
will

benefit
Although

from physical
physical
and

or occupational
occupational

therapy.
therapy
are

often components
of the treatment
programs
for cM!dren with disabilities,
no current
evidence
indicates
that these therapies
directly
improve
the specific
motor impairment
of the child.26
Rather,
therapists,
working
with
the family,
child, and teacher,
promote
a positive
functional
adaptation
to the disabifity
in
the context
of the child’s
developmental
progress.
In
the last decade,
some
treatment
programs
for cM!dren with cerebral
palsy and other motor
disabilities
have been carefully
evaluated
using
meta-analysis,
functional
measures,
and single-subject
design
methods.7’2
Clear documentation
of efficacy
has continued to be elusive.
This problem
may in part reflect
difficult
issues
of methodology
associated
with the
study
of therapeutic
efficacy
in children
because
of
their changing
maturation
and the need to identify
and
measure
appropriate
outcome
criteria.24
A
meta-analysis
of 31 studies
of early
intervention
found
higher
performance
scores for children
receiving services
compared
with
a control
group,
with
greater
effects
on overall
developmental
quotients
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than on specific
measures
of motor
function.
In one
important
study,
physical
therapy
alone was found
to be less effective
than the incorporation
of developmentally
appropriate
play and learning
skills for
motor-impaired
children
younger
than 3 years.’2
Given
the multiple
needs
of the child with a disability,
one therapeutic
discipline
alone rarely
minimizes
the effects
of the disability.
Well-controlled
scientific
studies
with well-defined
functional
outcome measurements
are therefore
necessary
to clarif)T
the efficacy
of physical
and occupational
therapy
interventions
for specific
pediatric
conditions.
Issues
such

as the

frequency

and
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intensity

of therapy

ser-

vices,
the relationship
to assistive
technology,
and
rehabilitative
and
medical
versus
developmental
models
of therapy
all require
further
investigation.
The pediatrician
needs
to understand
the role of
physical
and occupational
therapists
in the overall
treatment
of children
with disabifities
and the therapeutic
modalities
that may affect functioning
and
otherwise
help these children.’’6
Physical
therapists
focus on gross motor
skifis, induding
sitting
sitting
to standing
in preparation
for transfers;
walking
with
or without
assistive
devices
and braces;
wheelchair
propulsion;
transfers
out of the wheelchair
(to a desk,
toilet, or bath);
negotiation
of ramps,
curbs,
and elevators;
and problem-solving
skifis for accessibifity
of
public
buildings.
Physical
therapists
often have responsibilities
for ordering
equipment
and assistive
devices.’79
Occupational
therapists
focus
on fine
motor
and visual
motor
skifis that improve
the integrated
activities
of daily
living,
such
as dressing,
grooming,
toileting,
eating,
bathing,
and writing.#{176}2’
Occupational
therapy
services
may
also
include
training
in school
readiness
skills and the identification of techniques
to help children
compensate
for
specific
deficits.
Occupational
therapists
also provide
expert
consultation
on certain
technologies,
such as
environmental
control
units,
augmentative
communication
systems,
and adaptive
toys.#{176}
if the child has
motor
problems
severe
enough
to interfere
with seifcare
or communication,
the therapist
may recommend a program
to help the child compensate
for the
disabifity
or adapt
to it. Despite
anecdotal
reports
of
beneficial
results
in selected
cases, however,
neurophysiologic
retraining
programs
that purport
to alter
the underlying
neurologic
disorder
have little effect
on functional
skills and are inappropriate
for cM!dren
with
motor
disabffities.5
Participation
in
sports

strength

can
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in a peer

their

endurance,

sethng.Z
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The pediatrician’s
primary
responsibility
in writing a prescription
for therapy
is to provide
an accurate diagnosis.
Although
often the cause of the disability
is not apparent,
the physician
must provide
an accurate
description
of the medical
condition
and
whether
the child has a transient,
static, or progressive impairment.
In addition
to the primary
neuromotor
disorder,
all potential
associated
problems,
such
sory

as learning

disabifities,

mental

retardation,

sen-

impairment,
speech
disorders,
emotional
difficulties,
and seizure
disorders,
must
be identified,
and treatment
must be recommended.
Children
with
medical
conditions
that may be adversely
affected
by
movement
or other
specific
activities
should
have
those
conditions
identified
as precautions.
Occupational and physical
therapists
cannot
make determinations
on drug treatment
and the children’s
medical
risks during
therapy.
For example,
weight-lifting
activity
during
therapy
may
be contraindicated
in
some children
with
motor
disabifities
receiving
longterm
prednisone
therapy
because
of the increased
risk of fracture(s).
Medical
precautions
may reflect
cardiovascular
parameters,
seizure
precautions,
or
range-of-motion
precautions.
The prescription
for therapy
should
designate
its
goals.
Plans
for physical
and occupational
therapy
do not depend
solely on the diagnosis
or age of the
patient.
They are most appropriate
when
developed
to address
specific
functional
goals in individual
patients. The pediatrician
should
work with the family,
child, therapist,
school
personnel,
developmental
diagnostic
team, and other physicians
to establish
realistic functional
goals.24
The pediatrician
can help
families

develop

expectations

of

the

goals

of treat-

ment
and
help
them
understand
that
treatment
mainly
assists
in their
adaptation
to a condition
rather
than changing
the underlying
neuromuscular
problem.
Pediatricians
should
be able to contact
and
use expert
consultation
as in any other area of medicine. Helpful
resources
include
local and regional
diagnostic

mental
tricians,

teams,

early

evaluation
pediatric

intervention

programs,
physiatrists,

and

develop-

developmental
and pediatric

pedianeurol-

ogists.

Therapy

should
contain
the child’s
diagnosis,
precautions,
type of therapy,
frequency
of
therapy,
anticipated
goals,
and duration
of therapy.
Two examples
of prescriptions
include:
1.

prescriptions

cerebral
dysphagia

Diagnosis:

vere

Precautions:

risk

palsy,

spastic

of aspiration

quadriplegia,
with

se-

seizure

Type
and frequency
of therapy:
speech
therapy
2x/week
X 6 mos
Improve
oral motor
stimulation
and provide
a
desensitization
home
program
Goal:
improve
oral phase
of swallowing
to increase
oral intake.
2. Diagnosis:
complete
C-7 quadriplegia
Precautions:
stable
spine
Type and frequency
of therapy:
physical
therapy
2x/week
X 6 mos
Increased
range
of motion,
increased
strength
in
available
muscles,
increased
trunk
control

Goal:
dently,

transfers
without
sliding
board
indepenbetween
level surfaces,
and propels
wheelin household.

chair

Successful
programs
require
regular
communication among
the therapists,
educators,
and prescribing
physicians,
with periodic
reevaluation
to assess
the
achievement
of identified
goals,
to direct
therapy
toward
new objectives,
and to determine
when
therapy is no longer
warranted.26
Therapies
that are individually
tailored
to meet
the child’s
functional
needs should
be integrated
with the educational
and
medical
treatment
plans
with consideration
of the
needs
of parents
and siblings.
RECOMMENDATIONS

Pediatricians
should
be aware
of all professionals
and therapeutic
modalities
that have an impact
on
children
with disabffities.
2. Pediatricians
should
be informed
of and participate in setting
functional
goals for therapy.
3. Pediatricians
should
be involved
with the ongoing
process
of evaluating
therapy
programs
for cM!dren with disabilities.
4. Pediatricians
should
be aware
of and use community resources,
such as pediatric
physiatry
(rehabffitation
medicine),
local or regional
diagnostic
teams,
and developmental
pediatrics,
to obtain
expert
consultation
on therapeutic
programs.
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