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requires a multidimensional assessment of the pa-
tient’s needs, defining an Individual Care Plan (PAI) 
and/or an Individualized Rehabilitative Project (PRI) 
based on the complexity of health, functional, and 
social needs. The PAI may provide multidisciplinary 
assistance comprising physicians, nurses, TNPEEs 
(Neuro and Psychomotor Therapists of the Deve-
lopmental Age), physiotherapists, speech therapists, 
occupational therapists, psychologists, and social-he-
alth workers (OSS).
The role of the TNPEE within Home Care for the 
treatment of pediatric patients suffering from neu-
romotor disorders is not currently described by 
specific guidelines. A review of the literature has 
shown a lack of content in this regard and therefo-
re required the inclusion of relevant texts referring 
to other professional figures treating the same type 
of patients in the home setting. From the analyzed 
literature, the efficacy and utility of home therapy 
emerge. The home environment is a context rich in 
potential, as it is where the child spends the majority 
of their time, at least in the first years of life. Home 
therapy reduces costs and the inconveniences asso-
ciated with travel and often demonstrates improve-
ment across multiple levels: motor, cognitive, and 
participation [5,6,7,8,9,10,11,12,13,14,15,16,17]. 
An additional value concerns the centrality given to 
the family. Indeed, Home Care favors the execution 
of intensive treatments, which can also be perfor-

1. Introduction
Neuromotor developmental disorders represent a 
heterogeneous group of neurological pathologies 
that manifest during childhood and compromise the 
normal development of children. These conditions 
include Infantile Cerebral Palsy (ICP), acquired brain 
injuries, and genetic syndromes [1]. The literature 
highlights how these disorders have a significant 
impact on the patient’s motor, sensory, cognitive, 
and behavioral levels, requiring targeted and early 
rehabilitative interventions [2]. Recommendations 
for rehabilitative intervention emphasize the use of 
a multidisciplinary, personalized, and holistic appro-
ach, involving not only the child but also the family 
and the social context [3]. Furthermore, they under-
score the importance of timeliness and intensity to 
maximize the child’s recovery potential, especially 
in the first years of life when cerebral plasticity is 
at its peak.
In this context, the Home Care service (C-Dom) 
constitutes a particularly advantageous solution for 
pediatric patients with neuromotor disorders, as it 
allows for timely and direct intervention within the 
child’s family environment, ensuring continuity of 
care and promoting the active participation of the 
family in the rehabilitative process. Home Care ser-
vices are formally recognized as Essential Levels of 
Assistance (LEA) and are regulated by the National 
Health Service (SSN) [4]. The activation process 
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med by caregivers through effective coaching and 
supervision. This also has an impact on the mental 
health of the parents, who feel active in the care 
process and increase their interaction with the child. 
Consequently, stress levels are reduced, improving 
the quality of life for the entire family, as highlighted 
by various authors [10,14,15,16,17,18,19,20,21,22]
. Many articles report the need for further studies 
since, despite proven efficacy, home therapy remains 
a little-known intervention with limited research.
The present work aims to initiate a preliminary the-
oretical reflection and provide a practical example of 
the efficacy of the TNPEE’s home intervention for 
patients with neuromotor developmental disorders. 
The case of a home treatment of a minor patient un-
der the care of a Home Care Provider was followed. 
The choice of the case was guided by the fact that 
the patient received a treatment targeted at various 
areas of development, thus providing a comprehen-
sive framework for the analysis of the rehabilitative 
program and the complexity of the therapeutic in-
tervention carried out by the TNPEE.

2. Materials and Methods
The case of a minor admitted to the Home Care 
Provider service in October 2023 was selected. The 
PAI includes 2 weekly nursing visits (for clinical 
monitoring, management of the Percutaneous Endo-
scopic Gastrostomy Jejunal PEG-J, and management 
of respiratory devices), 1 weekly visit by a OSS to 
assist the caregiver with patient care and hygiene, 
and 4 weekly visits by rehabilitation professionals 
according to the PRI. The latter specifies 2 neuro 
and psychomotricity sessions with a duration of ap-
proximately 60 minutes for each therapy session, 1 
physiotherapy session, and 1 speech therapy session 
per week.
The TNPEE conducted the child’s assessment upon 
admission and after 6 months of therapy, following 
the PRI’s validity period. 
To investigate the evolution and/or any changes in 
the managed clinical case, an initial qualitative as-
sessment, on which the goals and interventions of 
the rehabilitation plan were identified, and a final 
qualitative assessment were performed. The neuro 
and psychomotor evaluations used reflect the grid 
provided by the degree course in TNPEE at the Uni-
versity of Milan [23,24]. These evaluations are com-
posed of the following sections:
•	 Neuromotor area 
•	 Psychomotor functions 
•	 Behavior, social interaction, and communica-

tion 
•	 Cognitive area and play skills 

The severity of the neuro-psychomotor profile 
precluded the administration of quantitative tests 
and standardized scales, as they would have been 
non-administrable and of little significance for mea-
suring result outcomes.

2.1 Case Description: Clinical Characteristics
The case presented involves a male child, 2 years 
and 4 months of age, suffering from Miller-Dieker 
Syndrome. Miller-Dieker Syndrome is caused by 
a deletion of contiguous genes on chromosome 
17p13.3, which results in classical lissencephaly 
and characteristic facial features. Furthermore, it is 
often associated with epilepsy and feeding disorders. 
This syndrome is classified among rare diseases and 
shows a prevalence of 11.7 births per million live 
births [25]. 
The patient presents with lissencephaly due to a mi-
crodeletion of the LIS1 (PAFAH1B1) gene, resulting 
in severe global delay and hypotonic tetra paresis. He 
also has a diagnosis of West Syndrome, epilepsy ma-
naged with a ketogenic diet, bilateral cryptorchidism 
with bilateral renal dysplasia, and recurrent urinary 
tract infections. Numerous episodes of aspiration 
pneumonia and gastroesophageal reflux disease led 
to the placement of a jejunostomy in March 2023, 
with the subsequent start of feeding via PEG-J. Mo-
derate retinal distress is present in both components 
responsible for photopic and scotopic vision. 
The respiratory clinical picture includes stenosis of 
the left choana, secretions, and sialorrhea, for whi-
ch the patient is taking glycopyrrolate. Nasal washes 
are performed at least twice daily even when the 
patient is stable, with the nocturnal use of high-flow 
oxygen for desaturation episodes. The patient also 
utilizes a Percussionaire, showing marked improve-
ment in secretion management. Two attempts were 
made to initiate use of a cough assist machine, but 
it was poorly tolerated. During acute phases and in-
creased secretions, the use of a suction aspirator is 
necessary. The patient does not experience difficulty 
falling asleep but has frequent nocturnal awakenings 
(approximately every 30 minutes) with apparent dif-
ficulty managing secretions. These episodes resolve 
after swallowing. During the day, the patient exhi-
bits many moments of somnolence, attributable to 
poor nocturnal rest.
Current pharmacological therapy consists of: leve-
tiracetam, vigabatrin, and sodium valproate, along 
with a ketogenic diet for seizure control. Fixed-dose 
paracetamol before sleep and melatonin are also ad-
ministered.

3. Results
3.1 Pre-intervention neuro-psychomotor asses-
sment and proposed interventions
The following section outlines the contents of the 
initial assessment conducted by the TNPEE at the 
time of intake, including the identification of the-
rapeutic objectives and the corresponding proposed 
interventions.

3.1.1	 Neuromotor area
Assessment data: The child presents with a clinical 
profile of tetra paresis with axial hypotonia and di-
stal hypertonia. Movement of the four limbs appears 
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poor and repetitive. The child remains predomi-
nantly in a supine position and maintains the head 
rotated to the left. The upper limbs are flexed and 
abducted (“candelabrum” position) with the hands 
mostly closed. The lower limbs are abducted, exten-
ded, and externally rotated, with feet tending toward 
equinus. Positional plagiocephaly on the left side is 
present, resulting in facial asymmetry. Postural tran-
sitions have not been acquired; supine-to-prone rol-
ling and vice versa are possible only with facilitation. 
In lateral decubitus positions, there is a tendency to 
hyperextend the head. In the prone position, the 
child lacks head and trunk control, with only spo-
radic head lifting occurring if facilitated. There are 
no joint limitations. Osteotendinous reflexes are 
hypo-elicitable, and a withdrawal reaction to painful 
stimuli is present. The deficit in axial and postu-
ral control prevents manipulation activities in the 
absence of manual containment by the operator or 
positioning within a postural unit. With postural 
containment and facilitation, the child engages an 
object placed a few centimeters away and makes re-
aching attempts, predominantly with the right hand 
and with the hand closed; movements are not very 
fluid, not always goal-directed, and bimanual inte-
gration is absent.

Objective 1: Postural care. 
Intervention 1: Identify and prescribe assistive devi-
ces, such as an outdoor postural stroller and a po-
stural unit with an indoor base (Figure 1). Provide 
guidance to the family regarding postural changes 
throughout the 24-hour period, the correct use of 
assistive devices, and their functional potential. Per-
form passive mobilizations and stretching to main-
tain joint range of motion and muscle length.

Figure 1. Outdoor postural stroller and a postural unit with 
an indoor base.

Objective 2: Improvement of postural control com-
petencies
Intervention 2: In a play-based setting and with ap-
propriate facilitations, axial straightening exercises 
from prone, quadruped, and seated positions. The 
use of a trunk-pelvis elastocompressive orthosis (Fi-
gure 2) is recommended to achieve greater contain-
ment and to improve the stability of the trunk and 
girdles.

Figure 2. Trunk-pelvis elastocompressive orthosis.

Objective 3: Improvement of dynamic locomotor competencies.
Intervention 3: Facilitation of postural transitions 
during play activities, seeking maximum active par-
ticipation from the child.

Objective 4: Enhancement of manual skills and inte-
gration of both upper limbs.
Intervention 4: Stimulate reaching skills and faci-
litate bimanual cooperation using toys of greatest 
interest that are easiest to grasp (Figure 3). Utilize 
assistive devices that, once the object is grasped, al-
low the grip to be maintained, thereby encouraging 
the child’s active movement within the play activity. 
In these activities, prioritize contexts of maximum 
postural and perceptual containment, for example, 
through positioning on a postural unit and the use 
of a wrap-around cutout table (Figure 4).

Figure 3. Grip aid.

Figure 4. Wrap-around cutout table.
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3.1.2	 Psychomotor functions
Assessment data: The child does not invest in space, 
as he has not achieved the ability to perform po-
stural transitions or autonomous movements. Oc-
casionally, he explores space and objects with his 
gaze and through some reaching attempts, though 
these do not always appear goal-directed. He exhi-
bits poor body awareness and is unable to recognize 
different body parts on himself or others; he is also 
deficient on the spatial plane. Intrinsic and Extrinsic 
Ocular Movements (IOM and EOM) are intact, but 
with poor visual tracking of both the human face 
and light sources, characterized by some latency and 
occasional horizontal nystagmus. A reaction to audi-
tory stimuli is observed, suggesting that the auditory 
channel is apparently intact. Indeed, he orients him-
self toward his mother’s voice and toward motiva-
ting sound sources. From the observation of facial 
mimicry, he appears to enjoy auditory stimuli (e.g., 
music) and visual stimuli, especially if luminous. 
Other sensory channels cannot be formally investi-
gated due to cognitive and communicative deficits, 
although there appears to be a minimal reaction to 
tactile stimuli as well.

Objective 1: Enhancement of body awareness.
Intervention 1: Infant massage is taught to the pa-
rents with the objective of strengthening the pa-
rent-child relationship and supporting the child’s 
proprioception through touch and gentle mobili-
zation. Furthermore, stimulations with objects of 
different shapes and consistencies are proposed to 
support proprioception starting from tactile stimu-
lation.

Objective 2: Enhancement of neurovisual competen-
cies.
Intervention 2: Selection of high-visual-contrast 
toys that are more motivating for the child. Crea-
tion of contrasting colored backgrounds to delimit 
the field of visual exploration and allow for a better 
engagement with the object (Figure 5). Creation of 
panels from which stimuli are presented in different 
areas of the visual field (Figure 6). Provide advice to 
parents on visual stimulation methods, such as soft 
ambient lighting and backlighting.

Figure 5. High-contrast board.

Figure 6. Board used for saccadic movements.

3.1.3	 Behavior, social interaction and com-
munication
Assessment data: The child alternates between pe-
riods of active wakefulness, during which he appe-
ars responsive to the proposed stimuli (albeit with a 
latency period), and moments of somnolence. The 
face is moderately expressive, conveying sensations 
of pleasure or distress, which are also communica-
ted through vocalizations or crying, as the child is 
non-verbal.

Objective 1: To stimulate relational engagement.
Intervention 1: Perform bodily and tonic-emotio-
nal play to foster relational exchange. Support these 
activities with songs and verbal input that is appro-
priately modulated at a prosodic level to encourage 
and stimulate the child. Share these strategies with 
the parent and establish routine activities to be car-
ried out with the child.

Objective 2: Use of gaze for communicative pur-
poses.
Intervention 2: Begin making small choices throu-
gh gaze between two toys and activate the toy only 
when the child looks at it, thereby encouraging the 
use of gaze for requestive purposes. Share these stra-
tegies with the parents to ensure therapeutic conti-
nuity and increase moments of exchange with the 
child. 

Objective 3: To begin identifying shared “yes” and 
“no” signals.
Intervention 3: Attribute an affirmative meaning to 
the smile and a negative meaning to a grimace or the 
absence of reaction. In this case as well, it is neces-
sary to share the strategy with the family to maintain 
communicative consistency.

3.1.4	 Cognitive area and play skills
Assessment data: The child demonstrates severe glo-
bal delay. Attention spans regarding various stimuli 
last only a few seconds. He is unable to structure a 
play activity autonomously, but he expresses which 
stimuli are of interest to him by slightly increasing 
his attention span or visual tracking attempts. 
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Objective 1: Identification of preferred and accessi-
ble play proposals.
Intervention 1: Propose stimuli that elicit different 
sensory channels to identify those that arouse the 
greatest interest in the child, such as musical acti-
vities or activities that stimulate the visual channel. 
Additionally, identify play activities that are easily 
activated based on the child’s residual motor resour-
ces.

Objective 2: Acquisition of the cause-effect relation-
ship.
Intervention 2: Implementation of adapted games 
and activities that provide immediate feedback as a 
result of the child’s motor activation.

3.1.5	 Home Setting for the treatment
To initiate the treatment, in agreement with the fa-
mily, a suitable corner of the house was identified 
to conduct the therapeutic sessions. The choice fell 
upon a space that presented adequate characteristics 
in terms of dimensions, lighting (such as the pre-
sence of a dimmable window), and access to various 
work surfaces, such as proximity to a sofa, which 
allows for operation on surfaces at different heights.
The necessary material for the sessions was selected, 
including a mat composed of interlocking plastic 
squares, chosen for their ease of cleaning, and a wa-
shable cloth. Furthermore, particular attention was 
paid to the selection of play materials, prioritizing 
multisensory objects that would stimulate different 
perceptual channels: high-contrast visual materials, 
objects pleasant to the ear, and materials with diffe-
rent textures to stimulate the tactile channel (Figure 
7).
Once the setting was prepared and the material se-
lected, the specific treatment for each of the inter-
vention areas was structured, as previously outlined.

3.2 Post-intervention neuro-psychomotor asses-
sment
The following section outlines the contents of the 
final assessment conducted by the TNPEE after 6 
months of treatment.

3.2.1 Neuromotor area
The child presents with hypotonic tetraparesis, cha-
racterized by greater hypotonia at the axial level and 
a tendency toward distal hypertonia in the hands. 
Movements of the four limbs appear poor and re-
petitive, albeit with greater activation of the lower 
limbs. Currently, in the supine position, when a 
small bell is attached to each limb, the child is able to 
perform repetitive flexion and extension movemen-
ts of the four limbs, alternating between the upper 
and lower extremities. Postural transitions have not 
yet been achieved, and without prompting, the child 
remains in a supine position with the head slightly 
rotated to the left; however, when activated by lumi-
nous and auditory stimuli, he is now able to rotate 
his head toward the right. In the supine position, the 
upper limbs are flexed and abducted (in a “candela-
brum” position) with the left hand remaining mostly 
closed, whereas the right hand tends to explore the 
object when stimulated with sensory tools.
The lower limbs are abducted, extended, and exter-
nally rotated, with the feet tending toward equinus. 
The child performs rolling if facilitated by a slight 
push from either the scapular girdle or the pelvic 
girdle on both sides. During rolling toward the left, 
the child frequently leaves the right upper limb 
behind the trunk, but when stimulated, he is able to 
bring it forward toward the floor. Conversely, he is 
able to execute a complete roll toward the right if 
positioned and facilitated correctly.
In axial straightening from prone, with the upper 
limbs flexed, postural control appears to be impro-

Figure 7. Collage depicting the materials used during the therapeutic sessions, selected to stimulate the patient’s auditory, visual, 
and tactile channels.
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ving; the child lifts his head from the surface and is 
now able to maintain it for approximately twenty 
seconds, exhibiting more fluid and controlled mo-
vements, especially if the surrounding environment 
provides auditory or luminous stimuli. If physically 
contained at the level of the shoulders and hips, the 
child remains in the posture with the head elevated 
for about twenty seconds, also succeeding in rota-
ting his head toward the right and toward the left 
while tracking the stimulus. No joint limitations are 
present, and no pain is reported.
The osteotendinous reflexes are hypo-elicitable, 
whereas a withdrawal reaction to painful stimuli is 
reported, characterized by a slight arrest reaction, 
a grimace as if in discomfort, and, in cases of gre-
ater distress, crying. When maintaining a posture 
on either lateral decubitus side, the child tends to 
retroflex the head, but if correctly positioned, he 
maintains it aligned with the midline axis for a few 
dozen seconds.
If supported at the level of the hips, the child main-
tains a seated posture, with legs abducted, for a few 
seconds. After this period of time, the child requires 
support at the level of the spine and head to main-
tain the posture. Limited control of the head and 
trunk is reported. The deficit in axial and postural 
control precludes manipulation activities in the ab-
sence of containment; it is therefore necessary to 
provide support during manipulation activities, whi-
ch can be delivered either manually by the operator 
or through positioning within the postural unit. In-
deed, to foster reaching (which appears greater on 
the right), it is useful to place the child on his side or 
within the postural unit, even though when seated, 
the child preferably keeps his head tilted to the right 
and slightly rotated to the left.
Currently, however, with postural containment and 
facilitation, the child engages an object or a human 
face placed at a distance of a few centimeters and 
makes reaching attempts, opening and closing the 
right hand, while the left remains mostly closed. Re-
aching appears poor, with oculomotor/visual-motor 
coordination difficulties, but it tends to be goal-di-
rected. Furthermore, at present, reaching movemen-
ts appear consecutive if the stimulus captures the 
child’s attention, and particularly if elicited by ca-
regivers or the therapist. However, poor integration 
and dissociation between the limbs are reported.
IOM and EOM (intrinsic and extrinsic ocular mo-
vements) appear intact. The child is able to perform 
moderate visual tracking if the stimulus is placed 
against a high-contrast background. The stimuli 
tracked by the child primarily include: the interlo-
cutor’s face, high-contrast objects illuminated with 
a small flashlight, light sources, and/or acoustic 
objects that provide auditory facilitation. Further-
more, occasional horizontal nystagmus is present.
The parents are now more aware regarding the cor-
rect modalities for positioning the child and alter-
nate between the various recommended postures 

throughout the day. They also know how to use the 
different assistive devices and present effective pro-
posals for motor activity.

3.2.2 Psychomotor functions
The child does not invest in space, as he has not 
achieved the ability to perform postural transitions 
autonomously. Currently, however, if a stimulus of 
interest is present, he explores space with his gaze 
and makes reaching attempts that tend to be goal-di-
rected. The child exhibits poor body awareness and 
is unable to recognize different body parts on himself 
or others. The child is deficient on the praxic plane 
and executes neither simple praxies nor referential 
praxies. He now turns toward the interlocutor’s voi-
ce and toward sound sources of various music. He 
particularly enjoys auditory stimuli, especially the 
human voice or the music of a musical instrument, 
somatic stimuli such as infant massage, and visual 
stimuli, particularly if luminous; this is deduced 
from non-verbal communication aspects, such as fa-
cial mimicry and posture. With acoustic instruments, 
if positioned close to the right upper limb, he is able 
to perform small movements to shake the object and 
generate the auditory stimulus. Motor attempts in-
crease when encouraged by parents and therapists. 
Furthermore, in the supine position, when a small 
bell is attached to each limb, the child is able to per-
form repetitive flexion and extension movements of 
the four limbs, alternating between the upper and 
lower extremities. The parents are now more awa-
re of their child’s competencies and fragilities and 
are able to identify play proposals appropriate to the 
child’s skills. Additionally, they appropriately regu-
late the environment in which the child is located 
to present a play activity and to support his visual 
abilities, for instance, by keeping the environment 
dimmed and positioning a light to backlight the toy. 

3.2.3. Behavior, social interaction and commu-
nication
The child’s competencies remain heavily influen-
ced by his general clinical status and his sleep-wake 
rhythm difficulties; however, during moments when 
he is well and in a state of calm wakefulness, seve-
ral improvements can be observed. Indeed, the child 
alternates between periods of active wakefulness, 
during which he appears responsive to the proposed 
stimuli (albeit with a latency period), and moments 
of somnolence. The face presents with good mimi-
cry, through which he makes himself understood 
regarding pleasure or distress, primarily through a 
smile or crying. The child is non-verbal and com-
municates his state of well-being or distress through 
vocalizations, smiles, or crying. During periods of 
wakefulness, and particularly during states of di-
stress, he allows himself to be easily consoled by his 
parents, the nanny, and the therapists, and he accep-
ts, without showing particular signs of discomfort, 
the interactions of the family dog.
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Currently, the moments in which he appears en-
gaged in a relationship with the interlocutor have 
increased, and he seems to experience greater enjoy-
ment during interaction within play activities. He 
is beginning to utilize his gaze for communicative 
purposes, for instance, by fixing his gaze on an acou-
stic toy to request its activation or by making small 
choices when two highly preferred and motivating 
toys are presented, orienting his gaze toward the 
preferred toy. Furthermore, the child smiles in the 
presence of his parents and upon the perception of 
an auditory or visual stimulus to his liking. In fact, 
a coded communication regarding “yes” and “no” is 
beginning to emerge through a smile or an expres-
sionless (amimic) face. The parents demonstrate 
greater awareness regarding how to stimulate the 
child to support these skills and how to decode his 
communication.

3.2.4. Cognitive area and play skills
The child demonstrates an evident global delay in 
line with the diagnosis. Attention spans regarding 
the various stimuli last approximately ten seconds, 
which can be extended if the activity is to his liking. 
Currently, with facilitations and during moments 
when the child is well and highly motivated from a 
relational standpoint and by the type of play, he is 
able to perform several activities for a few seconds. 
For example, he repeatedly activates a pressure-ba-
sed cause-effect toy or activates an acoustic toy by 
executing movements of the upper limb, when faci-
litated in grasping via the assistive device. The child 
is unable to structure a play activity autonomously, 
but he expresses which stimuli are of interest to him 
by slightly increasing his attention span or visual 
tracking attempts. 

In light of the findings recorded by the TNPEE 
through the initial e final assessment, the results 
achieved, in terms of skills acquired by the child and 
persisting weaknesses, are summarized in Table 1.

4. Discussion
After six months of treatment within the Home 
Care service (C-Dom), significant improvements 
are observed in the child in terms of motor skil-
ls, visual tracking, communication, and interaction 
competencies, despite the overall clinical complexity. 
Furthermore, the parents demonstrate greater awa-
reness regarding the child’s resources and fragilities, 
becoming more proficient in supporting and stimu-
lating him.

The comparison between the obtained results and 
the literature review highlighted important conver-
gences regarding the efficacy of home-based treat-
ments; however, the lack of articles more specifically 
pertinent to the pathology treated and the interven-
tions provided by the TNPEE figure makes a com-
prehensive comparison of results difficult.
Having considered only a single clinical case limi-
ts the representativeness of the results, also in the 
absence of a long-term re-evaluation. Additionally, 
the assessment was conducted through qualitati-
ve observations, as the severity of the clinical case 
precluded the administration of quantitative tests 
and standardized scales, rendering the results less 
objective and repeatable.

Therefore, while noting the need for further studies 
to clarify the efficacy of home therapy in the tre-
atment of children with neuromotor disorders and 
to further define the role of the TNPEE within the 
home care service, the presented case represents a 
useful first step in highlighting the characteristics of 
this type of treatment.
Further developments could be achieved by adding 
more treated cases, which might eventually allow 
for the application of objectifiable assessment scales. 
Moreover, it would be of interest to investigate the 
effect on the family members of the children under 
treatment in terms of stress related to daily caregi-
ving.

Table 1: Post-intervention results in terms of acquired skills and persisting weaknesses.

INITIAL ASSESSMENT POST-INTERVENTION ASSESSMENT

Relationship with parents

He communicates his state of well-being or distress 
through vocalizations or crying and allows himself 
to be consoled by his parents; he smiles and appears 
particularly interested in their voices.

He exhibits greater motor activation when encoura-
ged by parents and therapists.

Pleasure from auditory and visual stimuli

He manifests activation during exposure to auditory 
and visual stimuli, such as the human voice, music, 
or luminous objects.

He is able to perform moderate visual tracking, with 
some latency, if the stimulus is of interest to him 
and is placed against a high-contrast background.
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Reaching attempts

With postural containment and facilitation, the 
child engages an object placed at a distance of a few 
centi-meters and makes reaching attempts, keeping 
the hand closed and preferably using the right up-
per limb.

He performs more goal-directed reaching attempts, 
opening and closing the right hand, while the left 
remains mostly closed.

Posturo-motor control and dynamic locomotor competencies

A severe deficit in axial and postural control is 
ob-served in all postures. The child does not achie-
ve any postural transitions or autonomous move-
ments and performs some postural transitions only 
if facilitated.

Postural transitions are not achieved but, if motiva-
ted by the presentation of stimuli and facilitated, he 
performs rolling with greater active participation. 
In the prone position, he exhibits initial head con-
trol for approximately twenty sec-onds.

Cognitive level

The child shows global delay and attention levels 
are poor. He does not perform play activities au-
tono-mously but shows interest in various stimuli.

Global delay persists, although attention spans 
toward vari-ous stimuli have increased to about 
ten seconds, which can be further extended if the 
activity is to his liking. He does not perform play 
activities autonomously but shows interest in more 
differentiated stimuli. He repeatedly activates cau-
se-effect games using residual motor resources.

Communication

He communicates his state of well-being or distress 
through vocalizations or crying, and the face appe-
ars moderately expressive.

The face presents with good mimicry. Gaze is used 
for com-municative purposes, making small choices 
when two highly preferred and motivating games 
are proposed. Furthermore, an initial coded com-
munication regarding "yes" and "no" is detected 
through a smile or an expressionless (amimic) face.
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