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Abstract

The prosthesis required for a child with a
transverse deficiency whilst a simple version of
that appropriate for the adult follows the same
principles. The child with a longitudinal
deficiency may require an extension, or ortho-
prosthesis and this may be combined with
surgical reconstruction. The principles,
technique of measurement and fabrication
methods using both traditional and modern
composites are described.

Introduction

All cases of transverse deficiency save those
whose level of loss is very distal require a
prosthesis, whereas the prosthetic care of the
child with a longitudinal deficiency may be
combined with amputation or surgical
reconstruction. Even after reconstruction of
some of the major longitudinal deficiencies a
prosthesis or orthosis may be necessary to
achieve accurate length equalisation, improve
the stability of joints and sometimes introduce
some relief of weight bearing. However the
device may be more efficient or better looking
as a result of the surgery.

Whilst a lower limb prosthesis is not needed
until the child is ready to stand and walk at
perhaps 9-12 months, there is every need to
plan the treatment and for the prosthetist to be
involved at a very early stage, particularly when
decisions about surgical reconstruction are
being taken. It is only too common for the
parent to have expectations which differ from
those of the clinic team. The remark that leg
lengthening will be done is heard and
understood, but subsequent caveats that an
orthosis may be required to brace an unstable
joint are discarded by the parent who does not
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wish to hear this piece of information. The
surgeon may recommend a procedure which
allows the fitment of a prosthesis providing
certain functional advantages, without realising
that the relatives expect the prosthesis to look
like a normal human leg.

Families need to be fully informed,
understand and agree the treatment plan, and
be made to feel integral members of the team.
All must understand that the programme needs
to be flexible, particularly as future joint
development and even length discrepancy may
be matters of conjecture in the early days. They
must appreciate that their child’s interest is not
to acquire a good gait but to be able to ““run” so
that he can complete with his peers, as he must
do if he is to achieve the overall objective of
seeing himself as having the minimum possible
handicap. Parents who do not agree to a
proposal to amputate or reconstruct their
child's leg must be allowed their view and
should not be made to feel guilty.

Transverse deficiencies

The prosthetic treatment of those with
transverse deficiencies and those whose
longitudinal deficiencies have been converted
by amputation can be discussed together. These
latter will include ankle disarticulation for
deficiency of the fibula and knee disarticulation
for total tibial deficiency.

The prosthetic principles are the same as
those used for older patients, though there
would be no point in trying to incorporate, for
example, a knee mechanism with sophisticated
swing and stance phase controls in the
prosthesis of a young child with a transverse
thigh deficiency, indeed any knee articulation is
unnecessary in the first few years.

Whilst it may seem desirable to use an ischial-
gluteal rigid plastic socket for the above-knee
case, the difficulty of taking a cast of the small
child and the fact that he will grow out of the
















