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HANDOUT

Physical development is the foundation on which all other development builds. This handout traces

the child's physical growth from conception through middle childhood: brain and body growth,

motor skill milestones, nutrition, health, sleep, safety, and the educator's role in supporting healthy

physical development.
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MODULE 1: PRINCIPLES OF PHYSICAL DEVELOPMENT

Learning Objectives

•  Define physical development and its domains

•  Explain cephalocaudal and proximodistal patterns

•  Describe how maturation and experience interact

•  Explain individual differences and normal variation in growth

What is Physical Development?
Physical development covers bodily growth (height, weight, body proportions), brain and nervous

system development, motor skills (both gross and fine), and the senses. It is inseparable from other

domains: a child who cannot sit upright cannot easily explore objects (cognitive), and chronic illness or

malnutrition depresses learning and social participation. Early childhood educators therefore treat

physical well-being as the platform for all learning.

Patterns of Growth
Growth follows predictable patterns. The cephalocaudal pattern means development proceeds from

head to toe: infants gain control of the head and neck before the trunk, and the trunk before the legs —

which is why babies lift their heads months before they walk. The proximodistal pattern means control

develops from the center outward: children control the shoulder before the elbow, the elbow before the

wrist, and the whole hand before individual fingers — which is why toddlers scribble with whole-arm

movements before they can hold a pencil properly.

Maturation, Experience, and Individual Differences
Maturation is the genetically guided unfolding of the body and nervous system (e.g., myelination

enabling new skills on a biological timetable). Experience — practice, nutrition, stimulation —

determines how fully that potential is realized. Milestones have ranges, not deadlines: walking

anytime from 9 to 17 months is normal. Consistent, large deviations or loss of previously acquired skills

(regression) warrant referral — but comparing children competitively is harmful and unscientific.

Development is also integrated: delays in one area often ripple into others.

Key Terms & Definitions

Cephalocaudal pattern Head-to-toe sequence of physical development.

Proximodistal pattern Center-outward sequence: shoulder before fingers.

Maturation Genetically programmed biological unfolding enabling new capacities.

Milestone range The normal age span for achieving a developmental skill.
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Example: Why Babies Lift Heads Before Walking

The cephalocaudal pattern explains the classic sequence: head control (~2-3 months) → rolling

→ sitting (~6 months) → crawling → standing → walking (~12 months). Each stage builds the

muscle strength and neural control needed for the next. An educator who understands this

never rushes a child to 'skip' stages — each is functional preparation.

Module Summary

• Physical development: body growth, brain development, motor skills, senses — the base for all

learning.

• Cephalocaudal (head-to-toe) and proximodistal (center-out) patterns govern sequences.

• Maturation sets the timetable; experience and nutrition determine outcomes.

• Milestones are ranges; regression or extreme delay needs referral, not comparison.

Exam Pointers (Very Important)

★  Define physical development and its four components.

★  Explain cephalocaudal and proximodistal patterns with examples.

★  How do maturation and experience interact?

★  When should an educator be concerned about a motor delay?
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MODULE 2: PRENATAL DEVELOPMENT AND BIRTH

Learning Objectives

•  Describe the three stages of prenatal development

•  Identify teratogens and their effects

•  Explain the birth process and newborn assessment

•  Describe newborn reflexes and states

Three Stages Before Birth
The germinal stage (first 2 weeks): the zygote divides, travels to the uterus, and implants; most

spontaneous abortions occur here, often before pregnancy is known. The embryonic stage (weeks

3-8): the basic body plan forms — neural tube, heart, limbs; this is the period of greatest vulnerability to

teratogens because organs are forming. The fetal stage (week 9 to birth): rapid growth and refinement

of organs, brain development, and fat accumulation; the fetus becomes viable around 22-24 weeks with

intensive care.

Teratogens
Teratogens are agents that disrupt prenatal development: alcohol (fetal alcohol spectrum disorders —

the leading preventable cause of intellectual disability), tobacco and nicotine (low birth weight), certain

drugs (thalidomide's limb defects are the historic warning), infections (rubella, toxoplasmosis, Zika), and

environmental toxins (lead, mercury). Effects depend on dose, timing (first trimester most critical for

structural defects), and genetic susceptibility. Maternal nutrition (especially folic acid against neural

tube defects), prenatal care, and maternal age and health are the key protective factors.

Birth and the Newborn
Labor has three stages: dilation/effacement of the cervix, delivery of the baby, and delivery of the

placenta. The Apgar scale (Appearance, Pulse, Grimace, Activity, Respiration; scored 0-2 each at 1

and 5 minutes) gives a rapid newborn health snapshot — 7+ is reassuring. Newborns arrive with

reflexes essential for survival: rooting and sucking (feeding), Moro/startle, grasping, stepping, and

Babinski; most fade as voluntary control develops, and their absence or persistence can signal

neurological issues. Newborns cycle through states — quiet sleep, active sleep, drowsy, quiet alert (the

optimal state for learning), active alert, and crying.

Key Terms & Definitions

Teratogen Agent disrupting prenatal development (alcohol, drugs, infections,
toxins).

Apgar scale 0-10 rapid newborn assessment of heart rate, breathing, reflexes, tone,
color.

Rooting/sucking reflex Newborn feeding reflexes; fade as voluntary control emerges.
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Viability Ability to survive outside the womb (~22-24 weeks with intensive care).

Module Summary

• Prenatal stages: germinal (0-2 wk), embryonic (3-8 wk, highest teratogen vulnerability), fetal (9

wk-birth).

• Teratogen effects depend on dose, timing, and susceptibility; folic acid and prenatal care protect.

• Apgar scoring assesses newborns at 1 and 5 minutes.

• Newborn reflexes (rooting, Moro, grasp) support survival and index neurological health.

Exam Pointers (Very Important)

★  Name the three prenatal stages with week ranges and key events.

★  What is a teratogen? Give four examples and state what modifies their effects.

★  What does Apgar assess and when?

★  Name four newborn reflexes and their significance.
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MODULE 3: BRAIN DEVELOPMENT IN EARLY CHILDHOOD

Learning Objectives

•  Describe brain growth and structure relevant to educators

•  Explain synaptic pruning and myelination

•  Describe experience-expectant vs. experience-dependent plasticity

•  Apply brain-development knowledge to classroom practice

The Developing Brain
The brain grows astonishingly fast: from ~25% of adult weight at birth to ~75% by age 2 and ~90% by

age 6. Neurons proliferate prenatally, then form synapses at a furious rate in early childhood — by

age 2-3 a child has roughly twice the synaptic density of an adult. Myelination — the fatty insulation of

axons by glial cells — speeds neural transmission and proceeds from lower brain areas

(sensory/motor) to the prefrontal cortex, which governs planning, impulse control, and reasoning and

is not fully myelinated until the mid-20s. This is why young children are impulsive and need external

regulation from adults.

Pruning and Plasticity
The brain overproduces synapses, then prunes the unused ones ('use it or lose it') — strengthening

frequently used pathways. Experience-expectant plasticity is the brain's preparation for universal

experiences (vision, language exposure); deprive a child of these during sensitive periods and

development suffers permanently (as in untreated congenital cataracts). Experience-dependent
plasticity is the lifelong wiring from individual experiences — learning a skill literally reshapes the brain.

The practical message: rich, responsive, language-filled environments build brains; severe neglect or

chronic stress ('toxic stress') disrupts architecture, especially via prolonged cortisol exposure.

Implications for Educators
Brain science translates into practice: serve-and-return interactions (responding contingently to a

child's vocalizations, gestures, and actions) build neural circuits; consistent routines reduce stress

and free cognitive resources; sleep and nutrition are neurological necessities, not luxuries; and play
— especially active, social, imaginative play — is the brain's expected exercise. Harsh punishment and

chronic unpredictability impair the developing stress system; warm, responsive caregiving buffers it.

Key Terms & Definitions

Synaptic pruning 'Use it or lose it' elimination of unused neural connections.

Myelination Axon insulation speeding transmission; prefrontal cortex matures last.

Sensitive period Window when the brain expects specific input for normal development.

Toxic stress Prolonged, unbuffered stress disrupting developing brain architecture.
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Example: Serve and Return

A 2-year-old points at a dog and babbles; the teacher responds, 'Yes! A big brown dog — woof

woof!' and the child laughs and repeats 'dog!'. This back-and-forth — the child serves, the adult

returns — literally strengthens the neural circuits for language and social connection.

Classrooms should be engineered for hundreds of such exchanges daily.

Module Summary

• Brain reaches ~90% of adult weight by age 6; synapses overproduced then pruned by use.

• Myelination proceeds upward; prefrontal cortex (self-regulation) matures last.

• Sensitive periods need expected input; toxic stress damages architecture.

• Serve-and-return, routines, sleep, nutrition, and play build healthy brains.

Exam Pointers (Very Important)

★  Describe the timeline of brain weight growth in early childhood.

★  What are synaptic pruning and myelination? Why do they matter for behavior?

★  Distinguish experience-expectant and experience-dependent plasticity.

★  Give four classroom practices grounded in brain science.
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MODULE 4: GROSS MOTOR DEVELOPMENT

Learning Objectives

•  List gross motor milestones from birth to age 6

•  Describe how locomotion and balance develop

•  Plan age-appropriate physical activities

•  Identify signs of gross motor delay

Milestones: Birth to 6 Years
Infancy: head lifting (2-3 mo), rolling (4-6 mo), sitting unsupported (6-8 mo), crawling (7-10 mo), pulling

to stand (9-12 mo), walking independently (12-15 mo). Toddlerhood (1-3 y): walking refines, running

(stiff at first), climbing stairs with help, kicking and throwing balls crudely. Preschool (3-6 y): running

smoothly, jumping with both feet, hopping on one foot (~4 y), pedaling a tricycle then bicycle, catching

and throwing with aim, balancing on beams, galloping and skipping (~5-6 y). Each skill integrates

strength, balance, coordination, and neural maturation.

Supporting Gross Motor Growth
Children need daily vigorous physical activity — at least 60 minutes for preschoolers, through active

play rather than drills. Provide: safe open space; equipment for climbing, balancing, riding, and ball

play; and tummy time for infants (builds neck/shoulder strength for later milestones). Avoid

over-restriction (excessive time in seats, strollers, or screens) and over-structuring (preschoolers learn

motor skills through play, not calisthenics). Outdoor play additionally supports vitamin D, vision, and

immune health.

Recognizing Delays
Refer for evaluation when a child shows: no sitting by 9 months, no walking by 18 months, persistent

toe-walking, marked asymmetry (using one side only), frequent falls well beyond the typical clumsy

phase, or loss of previously gained skills. Early intervention (physiotherapy, occupational therapy)

exploits the brain's plasticity — the earlier, the better the outcome. Document observations factually

and discuss concerns privately and sensitively with families.

Key Terms & Definitions

Gross motor skills Large-muscle movements: locomotion, balance, throwing, climbing.

Tummy time Supervised prone play building infant upper-body strength.

Locomotion Self-propelled movement: crawling, walking, running, jumping.

Early intervention Therapeutic services exploiting early brain plasticity.

Module Summary
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• Gross motor milestones progress from head control to skilled running, jumping, and ball play by

age 6.

• Preschoolers need 60+ minutes of daily active play; tummy time for infants.

• Provide space and equipment; avoid excessive restraint and screen time.

• Red flags: no sitting by 9 mo, no walking by 18 mo, asymmetry, regression — refer early.

Exam Pointers (Very Important)

★  List gross motor milestones from birth to age 3.

★  What skills emerge between ages 3 and 6?

★  How should an educator support gross motor development daily?

★  Name four red flags for gross motor delay.
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MODULE 5: FINE MOTOR DEVELOPMENT AND SENSORY GROWTH

Learning Objectives

•  Describe fine motor milestones and the pincer grasp

•  Explain the development of drawing and writing readiness

•  Describe sensory development (vision, hearing, touch)

•  Plan activities that build fine motor control

Fine Motor Milestones
Fine motor skills use small muscles of the hands, fingers, and wrists (with visual guidance).

Sequence: reflexive grasp (birth) → voluntary grasping/raking (4-6 mo) → pincer grasp (thumb-finger,

~9-12 mo, enabling self-feeding) → stacking blocks, turning pages → scribbling (whole-arm, ~18 mo)

→ controlled circles and lines (~2-3 y) → copying shapes, cutting with scissors, buttoning (~3-4 y) →
tripod pencil grip and letter-like forms (~4-5 y) → writing letters and drawing recognizable figures

(~5-6 y). The proximodistal pattern is visible throughout: shoulder control precedes finger dexterity.

Drawing, Writing Readiness, and Sensory Development
Forcing formal writing before the hand is ready causes frustration and bad habits; readiness comes

from play: playdough, threading beads, tearing paper, pouring, puzzles, and drawing. Meanwhile the

senses mature: newborn vision is blurry (~20/400) but reaches near-adult acuity by 6 months with

depth perception developing; hearing is acute from birth (newborns prefer their mother's voice and

language sounds); touch, taste, and smell guide early exploration — which is why infants mouth

objects. Sensory integration — combining inputs into coherent perception — underlies all skilled

action.

Classroom Activities
Stock the classroom with: manipulatives (beads, pegs, lacing cards), art materials (crayons, paint,

clay), construction toys, puzzles of graded difficulty, and practical-life tasks (pouring, buttoning frames,

sweeping). Rotate materials to sustain interest. Observe pencil grip and scissor use to gauge readiness

individually. For children with sensory sensitivities or delays, collaborate with occupational therapists

and adapt materials (thicker crayons, slant boards).

Key Terms & Definitions

Fine motor skills Small-muscle hand/finger control guided by vision.

Pincer grasp Thumb-and-finger grasp (~9-12 mo); foundation of self-feeding and
writing.

Tripod grip Three-finger pencil hold emerging around age 4-5.

Sensory integration Combining sensory inputs into coherent perception and action.
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Module Summary

• Fine motor development: grasp → pincer grasp → scribble → shapes → tripod grip → writing.

• Writing readiness is built through play, not premature drills.

• Vision, hearing, and touch mature rapidly in infancy and guide exploration.

• Provide manipulatives, art, and practical-life activities; adapt for individual needs.

Exam Pointers (Very Important)

★  Trace fine motor development from birth to age 6.

★  What is the pincer grasp and why is it important?

★  How does an educator build writing readiness without formal drills?

★  Describe newborn sensory capacities.
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MODULE 6: NUTRITION AND PHYSICAL GROWTH

Learning Objectives

•  Explain nutritional needs from infancy through childhood

•  Describe breastfeeding benefits and complementary feeding

•  Identify malnutrition (under- and over-nutrition) and its effects

•  Promote healthy eating in early childhood settings

Feeding in the First Two Years
Breast milk is the ideal infant food for the first 6 months: perfect nutrient balance, antibodies

(especially colostrum), always the right temperature, and bonding benefits — WHO recommends

exclusive breastfeeding for 6 months and continued breastfeeding to 2 years. Complementary feeding
begins around 6 months: iron-rich foods first (infant iron stores deplete), varied textures progressing

from purees to finger foods, and responsive feeding (watching hunger/satiety cues, never forcing).

Cow's milk as a main drink is delayed to 12 months (low iron, risks intestinal blood loss).

Nutrition for Young Children
Growing children need: macronutrients — carbohydrates and fats for energy (the brain alone uses

~50% of a young child's energy), protein for growth; and micronutrients — iron (brain development;

deficiency causes anemia and cognitive effects), iodine (thyroid/brain), vitamin A (vision/immunity),

vitamin D and calcium (bones), zinc. Growth is tracked on growth charts (WHO standards): stunting
(low height-for-age) signals chronic undernutrition; wasting (low weight-for-height) signals acute

undernutrition; rising overweight/obesity reflects excess energy and sugary drinks with lifelong health

costs.

The Educator's Role
In early childhood settings: serve balanced meals and healthy snacks (fruits, vegetables, whole grains;

limit sugary drinks and ultra-processed snacks); make mealtimes pleasant, unhurried, and social —

children learn food attitudes here; never use food as reward or punishment; accommodate allergies and

cultural/religious food practices respectfully; teach basic food hygiene (handwashing); and partner with

families on nutrition concerns without judgment. In Pakistan, common concerns include iron-deficiency

anemia and vitamin D deficiency — sunlight exposure and diet both matter.

Key Terms & Definitions

Exclusive breastfeeding Only breast milk for the first 6 months (WHO recommendation).

Complementary feeding Adding solid foods from ~6 months while continuing breastfeeding.

Stunting / wasting Low height-for-age (chronic) and low weight-for-height (acute)
undernutrition.

Responsive feeding Feeding guided by the child's hunger and fullness cues.
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Module Summary

• Exclusive breastfeeding 6 months; complementary feeding from 6 months with iron-rich foods.

• Key nutrients: energy, protein, iron, iodine, vitamin A, vitamin D, calcium, zinc.

• Monitor growth charts; address both undernutrition (stunting/wasting) and obesity.

• Educators model healthy eating, respect food cultures, and never use food as

reward/punishment.

Exam Pointers (Very Important)

★  WHO recommendations on breastfeeding duration.

★  What is complementary feeding and when does it start?

★  Define stunting and wasting; what does each indicate?

★  List four educator practices that promote healthy eating.
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MODULE 7: HEALTH, IMMUNIZATION, AND COMMON CHILDHOOD
ILLNESSES

Learning Objectives

•  Explain the importance of immunization and the typical schedule

•  Recognize common childhood illnesses and their management

•  Describe hygiene practices that prevent disease spread

•  Handle health emergencies in the classroom

Immunization
Immunization is among the most cost-effective health interventions in history, preventing millions of

deaths yearly. Vaccines train the immune system with weakened/inactivated pathogens or their parts.

Pakistan's Expanded Programme on Immunization (EPI) covers BCG (TB), OPV (polio), pentavalent

(diphtheria, pertussis, tetanus, hepatitis B, Hib), pneumococcal, rotavirus, measles, and others at

scheduled ages. Educators should: keep immunization records, encourage on-time vaccination,

understand that mild post-vaccine fever is normal, and counter misinformation with facts (vaccines do

not cause autism — large studies confirm this). Herd immunity protects those who cannot be

vaccinated.

Common Illnesses and Hygiene
Expect: respiratory infections (colds, flu — frequent in group settings as immunity builds),

gastroenteritis (diarrhea/vomiting — watch dehydration; ORS saves lives), ear infections,

hand-foot-mouth disease, skin infections and infestations (impetigo, lice, scabies), and worm
infestations (common where sanitation is poor; deworming programs help). Prevention rests on

handwashing (the single most effective measure), clean water and food, ventilated spaces, exclusion

policies for contagious illness (with clear return criteria), and routine cleaning of toys and surfaces.

Emergencies and Health Records
Every setting needs: a stocked first-aid kit, staff trained in first aid and CPR, emergency contacts and

allergy/medical information for each child, and a clear emergency plan (who calls, who stays with

children, nearest facility). Know the response to choking (back blows/chest thrusts for infants; Heimlich

for older children), severe allergic reaction (epinephrine if prescribed), febrile seizures (protect from

injury, don't restrain), and bleeding. Document all incidents and inform parents the same day.

Key Terms & Definitions

EPI Expanded Programme on Immunization; Pakistan's national vaccine
schedule.

Herd immunity Community protection when enough people are immunized.

ORS Oral rehydration salts; lifesaving treatment for diarrheal dehydration.
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Exclusion policy Rules on when sick children must stay home and when they may return.

Module Summary

• Immunization via Pakistan's EPI schedule is essential; educators keep records and counter

myths.

• Common illnesses: respiratory infections, gastroenteritis, ear infections, skin conditions, worms.

• Handwashing is the top preventive measure; exclusion policies limit spread.

• Maintain first-aid readiness, emergency plans, and per-child medical information.

Exam Pointers (Very Important)

★  Name six vaccines in Pakistan's EPI schedule.

★  What is herd immunity and why does it matter for classrooms?

★  List four hygiene measures that reduce illness in group settings.

★  How do you respond to choking in an infant vs. an older child?
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MODULE 8: SLEEP, SAFETY, AND INJURY PREVENTION

Learning Objectives

•  State sleep needs by age and explain sleep's developmental role

•  Promote safe sleep practices

•  Identify leading injury risks and prevention strategies

•  Create safe indoor and outdoor environments

Sleep
Sleep is when the brain consolidates learning and the body releases growth hormone. Needs:

newborns 14-17 h, infants 12-16 h (including naps), toddlers 11-14 h, preschoolers 10-13 h. Chronic

sleep deprivation impairs attention, memory, emotion regulation, and immunity — an overtired

preschooler looks 'hyperactive,' not sleepy. Safe sleep for infants: on the back, on a firm flat mattress,

no pillows/blankets/toys (SIDS prevention), room-sharing (not bed-sharing) for the first 6-12 months.

Classrooms support sleep with calm nap routines, dim quiet spaces, and consistent schedules — never

punish a child for not sleeping.

Injury Prevention
Unintentional injuries are a leading cause of childhood death and disability: road traffic injuries (child

restraints, safe school transport, road safety education), drowning (constant supervision near water;

barriers around wells/tanks common in Pakistan), burns (keep hot liquids, stoves, and matches away;

treat scalds with cool running water), falls (safe playground surfacing, window guards, stair gates), and

poisoning (lock medicines, kerosene, pesticides — stored in original labeled containers, never in drink

bottles). Most injuries are predictable and preventable — 'accidents' usually have causes.

Safe Environments and Supervision
Safety is designed, not wished for: conduct risk assessments of indoor/outdoor spaces; maintain

equipment; ensure age-appropriate adult-child ratios and active supervision (positioning to see all

children, scanning, anticipating); teach safety rules positively ('we walk inside' rather than just 'don't

run'); practice fire/emergency drills; and keep hazardous materials locked. Balance safety with

healthy risk-taking — climbing and rough-and-tumble play build competence; the goal is to remove

hazards (hidden dangers) while keeping manageable risks that teach judgment.

Key Terms & Definitions

SIDS Sudden infant death syndrome; reduced by back-sleeping and bare cots.

Active supervision Positioned, scanning, anticipating adult oversight — not passive
presence.

Hazard vs. risk Hazards are hidden dangers to remove; risks are challenges children
can learn to manage.
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Growth hormone Released mainly during deep sleep; essential for physical growth.

Module Summary

• Sleep needs: 11-14 h (toddlers), 10-13 h (preschoolers); sleep consolidates learning and growth.

• Safe infant sleep: back position, firm bare mattress, room-sharing.

• Top injury risks: traffic, drowning, burns, falls, poisoning — all largely preventable.

• Design safe environments; supervise actively; preserve healthy risk-taking in play.

Exam Pointers (Very Important)

★  State sleep needs for infants, toddlers, and preschoolers.

★  List five safe-sleep practices for infants.

★  Name five leading injury risks and one prevention strategy each.

★  Distinguish hazards from risks in playground design.
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MODULE 9: CHILDREN WITH SPECIAL PHYSICAL NEEDS AND THE
EDUCATOR'S ROLE

Learning Objectives

•  Describe common physical disabilities and chronic conditions

•  Explain inclusion principles for physical disabilities

•  Adapt activities and environments for all children

•  Partner with families and specialists

Common Conditions
Educators may encounter: cerebral palsy (movement/posture disorder from early brain injury — varies

from mild clumsiness to wheelchair use; intelligence often unaffected), muscular dystrophy
(progressive muscle weakness), spina bifida (spinal cord defect; preventable with maternal folic acid),

asthma (know triggers and action plans), epilepsy (seizure first aid: protect, time, don't restrain or put

objects in mouth), diabetes type 1 (recognize hypoglycemia), and visual/hearing impairments (early

screening critical — undetected sensory loss masquerades as learning disability). Chronic conditions

need individual health plans, not exclusion.

Inclusion in Practice
Inclusion means educating children with disabilities alongside peers with appropriate support — it

benefits all children socially and academically. Practice: adapt activities (e.g., larger balls, seated

options, extra time) rather than exempting; adapt the environment (ramps, reachable materials, clear

pathways); use assistive devices the child already has (braces, hearing aids — handle respectfully);

focus on what the child can do; and protect dignity — never make the disability the child's identity.

Collaborate with physiotherapists, occupational therapists, and special educators; carry over their

strategies into daily routines.

Partnering with Families
Families are the experts on their child: learn the child's condition, medications, warning signs, and

emergency steps from them; communicate regularly and honestly; respect cultural and emotional

dimensions of disability; and connect families to services (early intervention, Sehat Sahulat health

coverage, special education resources). Advocate within your institution for inclusive policies,

accessible buildings, and staff training — inclusion is a system responsibility, not individual heroism.

Key Terms & Definitions

Cerebral palsy Non-progressive movement disorder from early brain injury; highly
variable severity.

Inclusion Educating children with disabilities with peers, with supports.

Individual health plan Documented plan for managing a child's medical needs at school.
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Assistive device Equipment supporting function (braces, hearing aids, walkers).

Example: Adapting Ball Play

For a 4-year-old with mild cerebral palsy affecting leg control, the educator adapts rather than

excludes: a larger, softer ball; throwing/catching from a stable seated position; a peer buddy for

retrieval; and the same cheering for effort. The child practices the same skills — eye-hand

coordination, turn-taking — through a modified path.

Module Summary

• Common conditions: cerebral palsy, muscular dystrophy, spina bifida, asthma, epilepsy, sensory

impairments.

• Inclusion: adapt activities and environments; use assistive devices; focus on abilities.

• Individual health plans manage chronic conditions; seizure and asthma first aid are must-know

skills.

• Partner with families and specialists; inclusion is a system responsibility.

Exam Pointers (Very Important)

★  Describe cerebral palsy and its educational implications.

★  What is inclusion? Give three classroom adaptations for a child with limited mobility.

★  State seizure first aid steps.

★  Why are families called 'the experts on their child'?
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