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held in position with adhesive tape. Length is
not a major consideration at this point,
although clearly some approximation to the
required length is desirable. The temporary
prosthesis, complete with hand is then fitted to
the child. Comfort, alignment and suspension
are now rechecked and adjustments made
where necessary.

The fitting procedure now moves on to the
next stage which tests the electrode placement
and the operation of the hand. It is essential
that the child acquires a basic understanding of
the control of the hand before the prosthesis is
completed.

It is believed that the fitting stage is the time
to carry out any rectification of the socket and
alignment, thus ensuring as far as possible a
trouble-free acceptance by the child when the
prosthesis is delivered and training commences.

Occupational therapy

It has been found that immediate training in
the control of a myoelectric hand is an essential
part of provision, especially with young
children. If this is not available a few may learn
to control it by trial and error, but many will be
unable to establish adequate control quickly
and consistently enough to prevent frustration
and disillusionment. During this early training
it is vital to spend time establishing a balance
between the settings of the opening and closing
electrodes, in order to ensure that success is
quickly achieved. The child is seen by the OT at
the casting and the fitting stages. This enables
her to make observations of the child’s ability
prior to the prosthesis being completed.

Following delivery the child attends the OT
department for two days basic training, during
which emphasis is placed on using the
prosthesis in bilateral functional activities. A
prosthetist is available for any adjustments to
be made during this time. Further training may
be given 1-2 weeks later if required. Liaison
with schoolteachers and others regularly
involved in the child’s care ensures that the
prescribed regime is followed. This is
particularly important in order to prevent
undue pressure being put on the child which
may contribute to rejection. The amount of
training given often depends on the level of use
of the previous prosthesis. A review takes place
after 2-3 months but once well established,
intervals between appointments may lengthen.

Responsibility is then with the parents to notify
the centre when problems occur. With the servo
hand very little training is needed from the
point of view of hand control, but the parents
should be instructed in the care of the
equipment and may still need to adjust their
expectations of the prosthesis. In higher levels
of loss such as upper arm and total shoulder
deficiency, time will be spent on achieving
control of a functional elbow unit when this is
fitted.

Bilateral limb deficiency

The treatment of children with bilateral
deficiencies requires even closer co-operation
between the professionals involved. As these
deficiencies are rare it is considered that the
children should attend specialist centres where
the staff have built up considerable experience
over a number of years. Although no two
children are exactly alike the problems
presented have a common core and experience
gained with one child can be of considerable
assistance  in  dealing with  another.
Psychological and practical support is essential
for parents from the earliest possible time to
help them to adjust and create the right
environment in which to rear the child. The aim
is to enable the child to see himself as having
the least handicap. This can be achieved by a
balanced combination of prosthetic provision
and continuous assessment of ability by an
occupational therapist.

It has been found, especially in the more
proximal deficiencies, that children often
achieve  greater independence  without
prostheses. This does not mean that they should
not be fitted because it is important that the
child and parents see the provision of
prostheses as a part of a total programme of
treatment. Early experience of prostheses will
enable the child to make a more effective
choice at some future date.

Although a programme of prosthetic
treatment may be mapped out for the first few
years, invariably this is changed because it is
impossible to forecast progress accurately, both
in the development of the child and that of
available components. For total shoulder and
upper arm deficiencies, both sides are fitted
with prostheses from about the age of 6-12
months. These prostheses consist of sockets
with friction elbow units and foam-filled
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