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Concerns about the development of infants
and young children fall into 3 broad areas:
cognitive or intellectual problems, neuro-
motor and orthopedic concerns, and behav-
ioral issues. This review focuses on the
motor area of the infant and young child, including office
evaluation of motor competence and classification of motor
dysfunction.

MOTOR EVALUATION OF THE INFANT

To make a meaningful statement about an infant's motor
competence, the physician should organize data gathered from
the history, physical examination, and neurodevelopmental
examination according to the following schema:

« motor developmental milestones

« the classic neurological examination

= markers of cerebral neuromotor maturation (primitive
reflexes and postural reactions)

Motor milestones are extracted from the developmental history
as well as from observations during the neurodevelopmental
examination. A reference table of sequential gross and fine motor
milestones is needed (Table 1, and Table 2 page 3). Milestone
assessment is best quantified and summarized for parents as a
single (or narrow) motor age for the child. This approach
eliminates the distracting practice of recording a unique “range of
normal” for every milestone and also allows one to think of the
child in terms of a global level of motor function. The motor age
can be converted to a motor quotient, which gives a simple
expression of deviation from the norm. A motor quotient above 80
is considered within normal limits; a motor quotient below 70 is
abnormal. Those falling in the 70 to 80 range are borderline, but
most likely normal. Values well above 80 are not of particular
significance, except for the pleasure of identifying above-average
performers. Whether truly gifted athletes can be recognized early
by this method is thought-provoking but unknown.

Example:

A 12-month-old boy is seen for well-child care. He is not
walking alone, but he pulls up to stand (9 months), cruises around
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furniture (10 months), and will walk fairly well when his mom
holds both hands (10 months). This child has a gross motor age
of 10 months at a chronologic age of 12 months. From a motor
standpoint, he is behaving like an average 10-month-old. Is this
2-month discrepancy something to be concerned about, or is he
“within normal limits"? (Mother may already be concerned,

Subscription/Binder Offer ... 3 -Lrﬁi&arrhm'm;'.'

Prenatal Drug Exposure and the Growth and e
Development of Children.... L Pana E
Post-Test/Reply l:mluhn Eamcwea:







