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birth defect(s). How they cope with this initial
shock will have a great deal to do with their
abilities to raise their child with a healthy
attitude about its self-image and esteem. The
team must allow the parents to express their
feelings and to develop positive approaches to
manage the child’s needs as he/she grows. The
parents need to know that they are not the only
ones with a child with limb deficiencies.
Introduction to other families or to support
groups is very helpful.

Concern should not be limited only to the
immediate family. There are many family
members who take part in the child’s care and,
therefore, need to be involved in the evaluation
and subsequent treatment programme. Siblings
are often the neglected members of the family.
The patient initially requires considerable time
and effort from the parents, and other siblings,
especially the next older child are affected.
Until the patient was born the older sibling was
the “baby” of the family and had the attention
of the parents. A normal newborn baby
requires considerable parental attention but a
child with a birth defect demands more. The
older child therefore feels left out and may even
feel that he or she was to blame for the birth
defect. The team’s attention to the older sibling
and his inclusion in the treatment programme
often will provide a valuable ally for the patient
in later years.

Relatives too are important in the evaluation
process. They may not actually participate in
the decision making but their understanding of
the rationale and reasons for treatment, such as
prosthetic fitting will help ease the child’s
progress. Members of the family we sometimes
call the SOG or “silly old grandparents” are
very influential and it is extremely important to
include them in the orientation and subsequent
treatment planning.

The treatment programme for the limb
deficient child must be “home centred”. Except
for surgery, treatment should be as far as
possible on an outpatient basis. Prosthetic
fitting and subsequent training in the use of the
device need not require hospitalisation. In fact,
there are three good reasons why
hospitalisation should be avoided. The first is
that hospitalisation implies the patient has an
iliness which requires medical attention in a
hospital setting with the attendant hospital
gowns, frequent measurement of vital signs,

blood tests, nurses, etc. Our patients are not
“sick”. Secondly, they are being provided with
an artificial limb, followed by therapy. This can
be done as an “out-patient”. Patients/family
coming from a distance can be housed in guest
rooms, friend’s/relative’s homes or motels. The
use of outside housing usually means the costs
are much less, except that often insurance and
governmental agencies will not cover non-
hospital expenses. The third and most
important reason for out-patient treatment is
that carry-over of the treatment programme can
be accomplished better. Out-patient prosthetic
fitting and treatment requires one or both
parents or carers to bring the child to the clinic.
They can be included in the fabrication and
therapy process and have a better appreciation
of the abilities of their child relative to the
prosthetic programme. They are then better
prepared to encourage the child to use the
prosthesis in the home situation. They can
explain the functions of the prosthesis and its
benefits to other family members, neighbours
and school personnel.

In order that the treatment programme be a
comprehensive one for the limb deficient child,
a co-ordinated effort is required to involve the
local physician, local treatment (O.T., P.T.,
prosthetics) agencies, school, friends, and
community programmes such as clubs, churches
and employment.

One of the most critical issues in the
treatment programme especially in the USA
where we do not have some type of socialised
medicine or catastrophic health insurance, is
the family’s abilities to afford the costs of
medical care for the limb deficient child.

The cost of prostheses in the past 10 years has
increased a great deal because of the number of
“high technology” prosthetic devices now
available.

In the USA the cost of medical care
(including physician, therapists and social
worker’s fees, x-rays, surgeries and prosthetic
costs) are covered in one of four ways. If the
family has sufficient resources, they may
manage all costs themselves. However, this is
rare. Approximately 20-40% of our patients
have private insurance (either standard health
insurances with deductible payment by the
mnsuree or Health Maintenance Organisations
through contracted groups). Government
assistance programmes such as Medi-Care







