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CHAPTER I - DISABILITIES 
 

Part 1 - OVERVIEW OF DISABILITIES 

 
1.   AUTISM A developmental disability significantly affecting verbal and non-verbal communication and 

social interaction, generally evident before age three, that adversely affects educational performance. 
 
2. DEAFNESS A hearing impairment which is so severe that a child is impaired 

in processing linguistic information through hearing, with or without 
amplification, which adversely affects educational performance. 

 

3. DEAF-BLINDNESS Simultaneous hearing and visual impairments, the 
combination of which causes such severe communication and other developmental and educational 
problems that a child cannot be  accommodated in special education programs solely for children with 
deafness or children with blindness. 

 
4. HEARING IMPAIRMENT A hearing impairment, whether permanent or fluctuating, which adversely 

affects a child's educational performance but which is not included under the definition of "deafness." 
 
5. MENTAL RETARDATION Significantly sub average general intellectual functioning existing 

concurrently with deficits in adaptive behavior and manifested during the developmental period, which 
adversely affects a child's educational performance. 

 
6. MULTIPLE DISABILITIES Simultaneous impairments (such as mental retardation/blindness, mental 

retardation/ orthopedic impairment, etc.), the combination of which causes such severe educational 
problems that the child cannot be accommodated in a special education program solely for one of the 
impairments. The term does not include children with deaf-blindness. 

 
7. ORTHOPEDIC IMPAIRMENT A severe orthopedic impairment which adversely 
affects a child's educational performance. The term includes impairments caused by 
a congenital anomaly (e.g. clubfoot, absence of some member, etc.), impairments 
caused by disease (e.g. poliomyelitis, bone tuberculosis, etc.), and impairments from 
other causes (e.g., cerebral palsy, amputations, and fractures or burns which cause 
contractures). 
 
8. OTHER HEALTH IMPAIRMENT Having limited strength, vitality or alertness, due 
to chronic or acute health problems such as a heart condition, tuberculosis, rheumatic 

fever, nephritis, asthma, sickle cell anemia, hemophilia, epilepsy, lead poisoning, leukemia, or diabetes, 
which adversely affects a child's educational performance. 

 

9.  SERIOUS EMOTIONAL DISTURBANCE 
I. A condition exhibiting one or more of the following characteristics over a long period of time and to a 

marked degree, which adversely affects educational performance:  
A. an inability to learn which cannot be explained by intellectual, sensory, or health factors;  
B. an inability to build or maintain satisfactory interpersonal relationships with peers and teachers; 
C. inappropriate types of behavior or feelings under normal   circumstances;  
D. a general pervasive mood of unhappiness or depression; or  
E. a tendency to develop physical symptoms or fears associated with personal or school problems.  

II. The term includes children who have schizophrenia. The term does not include children who are 
socially maladjusted, unless it is determined that they have a serious emotional disturbance. 

 



   
10.  SPECIFIC LEARNING DISABILITY A disorder in one or more of the basic psychological processes 
involved in understanding or in using language, spoken or written, which may manifest itself in an imperfect 
ability to listen, think, speak, read, write, spell, or to do mathematical calculations. The term includes such 
conditions as perceptual disabilities, brain injury, minimal brain dysfunction, dyslexia, and developmental 
aphasia. The term does not include children who have learning problems which are primarily the result of 
visual, hearing, or motor disabilities, of mental retardation, of emotional disturbance, or of environmental, 
cultural, or economic disadvantage. 

    
11. SPEECH OR LANGUAGE IMPAIRMENT A communication disorder such as stuttering, impaired 
articulation, a language impairment, or a voice impairment, which adversely affects a child's educational 
performance. 
    
12.  TRAUMATIC BRAIN INJURY An injury to the brain caused by an external physical force, resulting in 
total or partial functional disability or psychosocial maladjustment, or both, which adversely affects 
educational performance. The term does not include brain injuries that are congenital or degenerative, or 
brain injuries induced by birth trauma. 
 

13. VISUAL IMPAIRMENT, INCLUDING BLINDNESS A visual impairment which, even with correction, 
adversely affects a child's educational performance. The term includes both children with partial sight 
and those with blindness. 
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Part 2 -  DISABILITIES IN PARTICULAR 

 

1. AUTISM AND PERVASIVE DEVELOPMENTAL DISORDER-NOS 

    

A.  Definition 

     Autism and Pervasive Developmental Disorder-NOS (not otherwise specified) 

are developmental disabilities that share many of the same characteristics. 

Usually evident by age three, autism and PDD-NOS are neurological disorders 

that affect a child’s ability to communicate, understand language, play, and relate 

to others.   

     In the diagnostic manual used to classify disabilities, the DSM-IV (American 
Psychiatric Association, 1994), “autistic disorder” is listed as a category under the 
heading of “Pervasive Developmental Disorders.” A diagnosis of autistic disorder is made when an individual 
displays 6 or more of 12 symptoms listed across three major areas: social interaction, communication, and 
behavior. When children display similar behaviors but do not meet the criteria for autistic disorder, they may 
receive a diagnosis of Pervasive Developmental Disorder- NOS (PDD not otherwise specified). Although the 
diagnosis is referred to as PDD-NOS, throughout the remainder of this fact sheet, we will refer to the diagnosis 
as PDD, as it is more commonly known.  
 
     Autistic disorder is “a developmental disability significantly affecting verbal and nonverbal communication 

and social interaction, usually evident before age 3, that adversely affects a child’s educational performance. 

Other characteristics often associated with autism are engagement in repetitive activities and stereotyped 

movements, resistance to environmental change or change in daily routines, and unusual responses to 

sensory experiences.”  

     Due to the similarity of behaviors associated with autism and PDD, use of the term pervasive 
developmental disorder has caused some confusion among parents and professionals. However, the 
treatment and educational needs are similar for both diagnoses.  
    

B.  Incidence  

     Autism and PDD occur in approximately 5 to 15 per 10,000 births. These disorders are four times more 
common in boys than girls. The causes of autism and PDD are unknown. Currently, researchers are 
investigating areas such as neurological damage and biochemical imbalance in the brain. These disorders 
are not caused by psychological factors. 
   



C.  Characteristics  

• Some or all of the following characteristics may be observed in mind to severe forms: 

• Communication problems (e.g., using and understanding language); 

• Difficulty in relating to people, objects, and events; 

• Unusual play with toys and other objects; 

• Difficulty with changes in routine or familiar surroundings; & 

• Repetitive body movements or behavior patterns. 
 Children with autism or PDD vary widely in abilities, intelligence, and behaviors. Some children do 
not speak; others have limited language that often includes repeated phrases or conversations. People with 
more advanced language skills tend to use a small range of topics and have difficulty with abstract concepts. 
Repetitive play skills, a limited range of interests, and impaired social skills are generally evident as well. 
Unusual responses to sensory information -- for example, loud noises, lights, certain textures of food or 
fabrics -- are also common.  
 

D.  Educational Implications  

     Early diagnosis and appropriate educational programs are very important to children with autism or PDD. 
 
      From the age of three, children with autism and PDD are eligible for an educational program appropriate 
to their individual needs. Educational programs for students with autism or PDD focus on improving 
communication, social, academic, behavioral, and daily living skills. Behavior and communication problems 
that interfere with learning sometimes require the assistance of a knowledgeable professional in the autism 
field who develops and helps to implement a plan which can be carried out at home and school. 
    The classroom environment should be structured so that the program is consistent and predictable. 
Students with autism or PDD learn better and are less confused when information is presented visually as 
well as verbally. Interaction with non-disabled peers is also important, for these students provide models of 
appropriate language, social, and behavior skills. To overcome frequent problems in generalizing skills 
learned at school, it is very important to develop programs with parents, so that learning activities, 
experiences, and approaches can be carried over into the home and community. 
     With educational programs designed to meet a student's individual needs and specialized adult support 
services in employment and living arrangements, children and adults with autism or PDD can live and work 
in the community. 
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2. DEAFNESS 

     

A.  Definition 

     A Deaf Person is a person who cannot hear or cannot understand what they hear with or without 
amplification are deaf. 
Hard of Hearing persons who have difficulty hearing or understanding speech, but who can be assisted in 
hearing speech with amplification like hearing aids. 
 

B.  Things to Remember in Relating with the Deaf : 

• Do not pretend to understand a deaf person’s speech if you can’t understand it. Ask the person to 
repeat the message or write it. 

• Deaf individuals are able to produce vocal sounds. It is not appropriate to use the term "Deaf-mute" 
nor the term “Deaf and Dumb" 

• Do not try to rely on lip-reading, it is inexact, (at best 26%) and very frustrating for most deaf people 
to try and lip read. Use this method only if the deaf person asks you to. 

• Sometimes a deaf person will find one individual easier to understand than 
others. If you are having difficulty communicating, see if a co-worker can be 
understood more easily. 

• Try to avoid sitting or standing where light is coming from behind you. 
Backlighting creates a glare and often casts shadows on your face so that it is 
difficult to read lips and facial expressions. 



• Balance problems are not uncommon among persons with hearing impairments. These problems are 
intensified at night and in poorly-lit rooms. Do not assume that a deaf person is drugged or drunk if they 
waver when walking. 

 

C.   How to communicate with a Deaf person: 

   
Look Directly .... Look directly at the person while speaking. Even a slight turn of the head can obscure the 
deaf person’s vision. Other distracting factors affecting communication include 
moustaches obscuring the lips and habits such as smoking, pencil chewing, 
and putting hands in front of the face. 
Speak Slowly and Clearly .... Speak slowly and clearly. Exaggeration and 
overemphasis of words distort lip movements, making speech reading more 
difficult. 
Get the deaf person’s attention .... before speaking. Call out the person's 
name; if that is not successful, a tap on the shoulder, a wave, or another visual 
signal usually does the trick. 
Pantomime, Body Language, and Facial Expression .... Pantomime, body 
language, and facial expression are important factors in communication. Be sure you use all of them. 
Don’t Be Embarrassed .... Don’t be embarrassed about communicating via paper and pencil. Getting the 
message across is more important than the medium used. 
 
In Communicating .... In communicating with a deaf person it is a good idea to remember that intelligence, 
personality, age of onset of deafness, language background, listening skills lip reading and speech abilities 
all vary in each deaf person, just as the skills and personality of hearing persons vary. 
 
Every Deaf Person .... Every deaf person will communicate in a different way. Some will use speech only; 
some will use a combination of sign language, finger spelling and speech; some will write; some will use body 
language and facial expression to supplement their interactions. In any case, a deaf person will use every 
possible way to convey an idea to another person. 
Be courteous to the Deaf person during conversation .... If the telephone rings or someone knocks at the 
door, excuse yourself and tell the Deaf person that you are responding to the knock or answering the phone. 
Do not ignore the Deaf person and carry o a conversation with someone else while the Deaf person waits. 
 

D.   Some Myths, Misconceptions & Facts 

Deaf Person Can’t Hear Anything. Although one individual may experience a loss in the high frequency 
range, others may hear those sounds satisfactory but be unable to differentiate those sounds produced at 
lower frequencies 
All Deaf People Can Read Lips. This is a misconception, and deaf individuals are faced daily wit frustrations 
as they attempt to understand what the speaker is saying. Although some hearing impaired individuals are 
excellent speech-readers, the majority are not and they find themselves struggling in their efforts to 
understand what is being said. 
Can Deaf People Read?  Although the majority of hearing impaired individuals can read, their levels of 
comprehension vary dramatically. Some who are hard-of-hearing (possessing a mild to severe loss) achieve 
reading levels that are comparable to their hearing counterparts; however, others who experience a severe 
to profound loss rarely become really skilled readers. 
Deaf Children Can’t Attend School. Today, deaf children have the option of attending public school or 
private school. Several postsecondary institutions, technical schools, and vocational training centers have 
designed specific programs with support services for this population. 
Deaf People Are Not as Intelligent as Hearing People. Because speech and language are often confused 
with thinking, deaf individuals are perceived as being intellectually inferior. However, one’s ability to speak 
and the content of what one has to say are two entirely separate processes. 
Deaf People Can’t Drive. Hearing people incorporate the use of both their eyes and ears when they are 
driving, thus alerting them to their surroundings. Sirens, the sound of screeching tires, and horns honking all 
provide warning signals for the hearing driver. 
Deaf People Can’t Work. Because deafness is a low incidence handicap, many employees may never 

encounter a deaf worker. As a result, their mind-set of deaf adults may revolve around the old stereotypes of 

the deaf adult peddling manual alphabet cards to earn a living. The general public may be unaware of the 

wide array of employment possibilities available to this population. 



Deaf People Are Very Quiet. Deaf social events provide the participants with the opportunity to share stories 
with each other, tell jokes, and engage in lively entertainment. Peals of laughter, shrieks of excitement, and 
animated sounds are all characteristics or these events. It is not uncommon for one to pound on the table, 
shout out a name, or stomp the floor in order to get a bystander’s attention.  
 

E.   The Causes of Deafness: 

• German Measles during pregnancy 
• Unsuccessful Abortion Attempts 
• Marrying a Close Relative 
• Untreated Middle Ear Infections 
• Over dosage of the following medicines: Streptomycin, Chloroquine, Gentamicin, Neomycin, 

Amikacin,  Furosemide 
• Diseases: Mumps, Meningitis, Rubbella, Malaria, Whooping cough,  Any high fever 
• Injury to the ear and loud noise 

 

 

3.  VISUAL IMPAIRMENTS 

A.   Definition 

The terms partially sighted, low vision, legally blind, and totally blind are used in the educational context to 

describe students with visual impairments. They are defined as follows:  

PARTIALLY SIGHTED indicates some type of visual problem has resulted in a need for special education; 

THE MANUAL ALPHABET 



LOW VISION generally refers to a severe visual impairment, not necessarily limited to distance vision. Low 

vision applies to all individuals with sight who are unable to read the newspaper at a normal viewing distance, 

even with the aid of eyeglasses or contact lenses. They use a combination of vision and other senses to 

learn, although they may require adaptations in lighting or the size of print, and, sometimes, braille;  

LEGALLY BLIND indicates that a person has less than 20/200 vision in the better eye or a very limited field 

of vision (20 degrees at its widest point); and  

TOTALLY BLIND students learn via braille or other non-visual media. 

Visual impairment is the consequence of a functional loss of vision, rather than 

the eye disorder itself. Eye disorders which can lead to visual impairments can 

include retinal degeneration, albinism, cataracts, glaucoma, muscular 

problems that result in visual disturbances, corneal disorders, diabetic 

retinopathy, congenital disorders, and infection. 

B.   Characteristics 

    The effect of visual problems on a child's development depends on the severity, type of loss, age at which 
the condition appears, and overall functioning level of the child. Many children who have multiple disabilities 
may also have visual impairments resulting in motor, cognitive, and/or social developmental delays. 
    A young child with visual impairments has little reason to explore interesting objects in the environment 
and, thus, may miss opportunities to have experiences and to learn. This lack of exploration may continue 
until learning becomes motivating or until intervention begins. 
    Because the child cannot see parents or peers, he or she may be unable to imitate social behavior or 
understand nonverbal cues. Visual handicaps can create obstacles to a growing child's independence. 
   

C.   Educational Implications 

 Children with visual impairments should be assessed early to benefit from early intervention 
programs, when applicable. Technology in the form of computers and low-vision optical and video aids enable 
many partially sighted, low vision and blind children to participate in regular class activities. Large print 
materials, books on tape, and braille books are available. 
 Students with visual impairments may need additional help with special equipment and modifications 
in the regular curriculum to emphasize listening skills, communication, orientation and mobility, 
vocation/career options, and daily living skills. Students with low vision or those who are legally blind may 
need help in using their residual vision more efficiently and in working with special aids and materials. 
Students who have visual impairments combined with other types of disabilities have a greater need for an 
interdisciplinary approach and may require greater emphasis on self care and daily living skills. 
TOC 
 



 
 
 
 
 
 

4.   DOWN’S SYNDROME 

 
Down’s Syndrome is the most common birth defect. Formerly referred to as 
mongolism, it is a form of mental retardation resulting from a genetic defect. 
    Down Syndrome occurs in about 1 in every 800 births and affects people of all 
races and economic levels equally. The most common type of Down Syndrome, Full 
Trisomy 21, results when either the egg or the sperm contributes an extra 
chromosome No.21 that produces the mental and physical characteristics of Down’s 
Syndrome. 
     The extra chromosome no.21 appears at the moment of conception and is NOT 
the result of anything that the mother did, or did not do, during the pregnancy. Down 
Syndrome is simply a genetic accident that can, and does, happen to anyone. 
    About 80% of children with Down Syndrome are born to women under 35, but the risk increases for mothers 
over the age of 35. 
    There is a wide range of mental retardation, from minimal to severe, among people with Down Syndrome. 
The majority fall within the mild to moderate range. 
    Children with Down Syndrome learn to sit, walk, toilet train and do most everything that other children do, 
only later than average. 
    Early intervention training from birth, along with a stimulating home environment and good medical care, 
enable people with Down Syndrome to become active, contributing members of society. 
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5.   MENTAL RETARDATION 

 

A.   Definition 

    People with mental retardation are those who develop at a below average rate and 
experience difficulty in learning and social adjustment. The regulations for the 
Individuals with Disabilities Education Act (IDEA) provide the following technical 
definition for mental retardation: 
    "Mental retardation means significantly sub-average general intellectual functioning 
existing concurrently with deficits in adaptive behavior and manifested during the 
developmental period, that adversely affects a child's educational performance." 
 

    "General intellectual functioning" is typically measured by an intelligence test. Persons with mental 

retardation usually score 70 or below on such tests. "Adaptive behavior" refers to a person's adjustment to 

everyday life. Difficulties may occur in learning, communication, social, academic, vocational, and 

independent living skills. 

    Mental retardation is not a disease, nor should it be confused with mental illness. Children with mental 
retardation become adults; they do not remain "eternal children." They do learn, but 
slowly, and with difficulty. 
    Probably the greatest number of children with mental retardation have chromosome abnormalities. Other 
biological factors include (but are not limited to): asphyxia (lack of oxygen); 
blood incompatibilities between the mother and fetus; and maternal infections, such as rubella or herpes. 
Certain drugs have also been linked to problems in fetal development. 
    

B.   Incidence 

    Some studies suggest that approximately 1% of the general population has mental retardation (when both 
intelligence and adaptive behavior measures are used).  
   

C.   Characteristics 

    Many authorities agree that people with mental retardation develop in the same way as people without 
mental retardation, but at a slower rate. Others suggest that persons with mental retardation have difficulties 
in particular areas of basic thinking and learning such as attention, perception, or memory. Depending on the 
extent of the impairment -- mild, moderate, severe, or profound -- individuals with mental retardation will 
develop differently in academic, social, and vocational skills. 
 

D.  Educational Implications 

     Persons with mental retardation have the capacity to learn, to develop, and to grow. 
The great majority of these citizens can become productive and full participants in 
society. 
 
Appropriate educational services that begin in infancy and continue throughout the developmental period and 
beyond will enable children with mental retardation to develop to their fullest potential. 
 
As with all education, modifying instruction to meet individual needs is the starting point for successful 
learning. Throughout their child's education, parents should be an integral part of the planning and teaching 
team. 
    In teaching persons with mental retardation, it is important to: 

• Use concrete materials that are interesting, age-appropriate, and relevant to the students; 

• Present information and instructions in small, sequential steps and review each step frequently; 

• Provide prompt and consistent feedback; 

• Teach these children, whenever possible, in the same school they would attend if they did not have 
mental retardation; 

• Teach tasks or skills that students will use frequently in such a way that students can apply the tasks 
or skills in settings outside of school; and 

• Remember that tasks that many people learn without instruction may need to be structured, or broken 
down into small steps or segments, with each step being carefully taught. 

 



Children and adults with mental retardation need the same basic services that 
all people need for normal development. These include education, vocational 
preparation, health services, recreational opportunities, and many more.  
 
In addition, many persons with mental retardation need specialized services 
for special needs. Such services include diagnostic and evaluation centers; 
special early education opportunities, beginning with infant stimulation 

programs and continuing through preschool; and educational programs that include age-appropriate 
activities, functional academics, transition training, and opportunities for independent living and competitive 
employment to the maximum extent possible. 
 

6. LEARNING DISABILITIES 

 

A.   Definition 

 
Learning disability is a disorder in one or more of the basic psychological 
processes involved in understanding or in using spoken or written language, which 
may manifest itself in an imperfect ability to listen, think, speak, read, write, spell 
or to do mathematical calculations. 
    Learning disabilities include such conditions as perceptual disabilities, brain 
injury, minimal brain dysfunc-tion, dyslexia, and developmental aphasia. 
 

Learning disabilities do not include learning problems that are primarily the result 
of visual, hearing, or motor disabilities; mental retardation; or environmental, 
cultural, or economic disadvantage.  
 
Having a single term to describe this category of children with disabilities reduces 
some of the confusion, but there are many conflicting theories about what causes learning disabilities and 
how many there are. The label "learning disabilities" is all-embracing; it describes a syndrome, not a specific 
child with specific problems. The definition assists in classifying children, not teaching them. Parents and 
teachers need to concentrate on the individual child. They need to observe both how and how well the child 
performs, to assess strengths and weaknesses, and develop ways to help each child learn. It is important to 
remember that there is a high degree of interrelationship and overlapping among the areas of learning. 
Therefore, children with learning disabilities may exhibit a combination of characteristics. These problems 
may mildly, moderately, or severely impair the learning process. 
 

B.  Characteristics 

 
Learning disabilities are characterized by a significant difference in the child's achievement in some areas, 
as compared to his or her overall intelligence. 
 

Students who have learning disabilities may exhibit a wide range of traits, including 
problems with reading comprehension, spoken language, writing, or reasoning ability. 
Hyperactivity, inattention, and perceptual coordination problems may also be 
associated with learning disabilities.  
 
Other traits that may be present include a variety of symptoms, such as uneven and 
unpredictable test performance, perceptual impairments, motor disorders, and 

behaviors such as impulsiveness, low tolerance for frustration, and problems in handling day-to-day social 
interactions and situations. 
 
Learning disabilities may occur in the following academic areas: 
• Spoken language: Delays, disorders, or discrepancies in listening and speaking; 
• Written language: Difficulties with reading, writing, and spelling;  
• Arithmetic: Difficulty in performing arithmetic functions or in comprehending basic concepts; 
• Reasoning: Difficulty in organizing and integrating thoughts; and 
• Organization skills: Difficulty in organizing all facets of learning. 
 



C.   Educational Implications 

    Because learning disabilities are manifested in a variety of behavior patterns, the Individual Education 
Program (IEP) must be designed carefully. A team approach is important for educating the child with a 
learning disability, beginning with the assessment process and continuing through the development of the 
IEP. Close collaboration among special class teachers, parents, resource room teachers, regular class 
teachers, and others will facilitate the overall development of a child with learning disabilities. 
    Some teachers report that the following strategies have been effective with some students who have 
learning disabilities: 

• Capitalize on the student's strengths; 

• Provide high structure and clear expectations; 

• Use short sentences and a simple vocabulary; 

• Provide opportunities for success in a supportive atmosphere to help build self-esteem; 

• Allow flexibility in classroom procedures (e.g., allowing the use of tape recorders for note-taking and 
test-taking when students have trouble with written language); 

• Make use of self-correcting materials, which provide immediate feedback without embarrassment; 

• Use computers for drill and practice and teaching word processing; 

• Provide positive reinforcement of appropriate social skills at school and home; and 

• Recognize that students with learning disabilities can greatly benefit from the gift of time to grow and 
mature. 

 

7.  SPEECH AND LANGUAGE DISORDERS 

   

A.   Definition 

    Speech and language disorders refer to problems in communication and related areas such as oral motor 
function. These delays and disorders range from simple sound substitutions to the inability to understand or 
use language or use the oral-motor mechanism for functional speech and feeding. Some causes of speech 
and language disorders include hearing loss, neurological disorders, brain injury, mental retardation, drug 
abuse, physical impairments such as cleft lip or palate, and vocal abuse or misuse. Frequently, however, the 
cause is unknown. 

B.   Characteristics  

    A child's communication is considered delayed when the child is noticeably behind his or her peers in the 
acquisition of speech and/or language skills. Sometimes a child will have greater receptive (understanding) 
than expressive (speaking) language skills, but this is not always the case.  
    Speech disorders refer to difficulties producing speech sounds or problems with voice quality. They might 
be characterized by an interruption in the flow or rhythm of speech, such as stuttering, which is called 
dysfluency. Speech disorders may be problems with the way sounds are formed, called articulation or 
phonological disorders, or they may be difficulties with the pitch, volume or quality of the voice. There may 
be a combination of several problems. People with speech disorders have trouble using some speech 
sounds, which can also be a symptom of a delay. They may say "see" when they mean "ski" or they may 
have trouble using other sounds like "L" or "R". Listeners may have trouble understanding what someone 
with a speech disorder is trying to say. People with voice disorders may have trouble with the way their voices 
sound. 

 
A language disorder is an impairment in the ability to understand and/or use words 
in context, both verbally and nonverbally. Some characteristics of language 
disorders include improper use of words and their meanings, inability to express 
ideas, inappropriate grammatical patterns, reduced vocabulary and inability to 
follow directions. One or a combination of these characteristics may occur in 
children who are affected by language learning disabilities or developmental 

language delay. Children may hear or see a word but not be able to understand its meaning. They may have 
trouble getting others to understand what they are trying to communicate. 

C.   Educational Implications 

    Because all communication disorders carry the potential to isolate individuals from their social and 
educational surroundings, it is essential to find appropriate timely intervention. While many speech and 
language patterns can be called "baby talk" and are part of a young child's normal development, they can 
become problems if they are not outgrown as expected.  
 



In this way an initial delay in speech and language or an initial speech pattern can become a disorder that 
can cause difficulties in learning. Because of the way the brain develops, it is easier to learn language and 
communication skills before the age of 5. When children have muscular disorders, hearing problems or 
developmental delays, their acquisition of speech, language and related skills is often affected. 
    Speech-language pathologists assist children who have communication disorders in various ways. They 
provide individual therapy for the child; consult with the child's teacher about the most effective ways to 
facilitate the child's communication in the class setting; and work closely with the family to develop goals and 
techniques for effective therapy in class and at home. Technology can help children whose physical 
conditions make communication difficult. The use of electronic communication systems allow non-speaking 
people and people with severe physical disabilities to engage in the give and take of shared thought. 
    Vocabulary and concept growth continues during the years children are in school. Reading and writing are 
taught and, as students get older, the understanding and use of language becomes more complex. 
Communication skills are at the heart of the education experience. Speech and/or language therapy may 
continue throughout a student's school year either in the form of direct therapy or on a consultant basis. The 
speech-language pathologist may assist vocational teachers and counselors in establishing communication 
goals related to the work experiences of students and suggest strategies that are effective for the important 
transition from school to employment and adult life. 
    Communication has many components. All serve to increase the way people learn about the world around 
them, utilize knowledge and skills, and interact with colleagues, family and friends. 
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8.   ATTENTION-DEFICIT/HYPERACTIVITY DISORDER (AD/HD) 

   

A.   Definition  

 
    Attention-Deficit/Hyperactivity Disorder (AD/HD) is a condition that can make it hard 
for a person to sit still, control behavior, and pay attention. These difficulties usually 
begin before the person is 7 years old. However, these behaviors may not be noticed 
until the child is older. Doctors do not know just what causes AD/HD. However, 
researchers who study the brain are coming closer to understanding what may cause 
AD/HD.  
 

They believe that some people with AD/HD do not have enough of certain chemicals 
(called neurotransmitters) in their brain. These chemicals help the brain control 

behavior.  
    Parents and teachers do not cause AD/HD. Still, there are many things that both parents and teachers can 
do to help a child with AD/HD. 
 

B.   Incidence 

 As many as 5 out of every 100 children in school may have AD/HD. Boys are three times more likely 
than girls to have AD/HD.  
 

C.   Characteristics 

There are three main signs, or symptoms, of AD/HD. These are:  

• problems with paying attention,  

• being very active (called hyperactivity), and  

• acting before thinking (called impulsivity).  
More information about these symptoms is listed in a book called the Diagnostic and Statistical Manual of 
Mental Disorders (DSM), which is published by the American Psychiatric Association (1994). Based on these 
symptoms, three types of AD/HD have been found: 

• inattentive type, where the person can’t seem to get focused or stay focused on a task or activity;  

• hyperactive-impulsive type, where the person is very active and often acts without thinking; and  

• combined type, where the person is inattentive, impulsive, and too active. 
Hyperactivity and impulsivity tend to go together. Children with the hyperactive-impulsive type of AD/HD 
often may: 

• fidget and squirm;  



• get out of their chairs when they’re not supposed to;  

• run around or climb constantly;  

• have trouble playing quietly;  

• talk too much;  

• blurt out answers before questions have been completed;  

• have trouble waiting their turn;  

• interrupt others when they’re talking; and  

• butt in on the games others are playing.  
Combined type. Children with the combined type of AD/HD have symptoms of both of the types described 
above. They have problems with paying attention, with hyperactivity, and with controlling their impulses. 
    Of course, from time to time, all children are inattentive, impulsive, and too active. With children who have 
AD/HD, these behaviors are the rule, not the exception. 
    These behaviors can cause a child to have real problems at home, at school, and with friends. As a result, 
many children with AD/HD will feel anxious, unsure of themselves, and depressed. These feelings are not 
symptoms of AD/HD. They come from having problems again and again at home and in school.  
   

D.   How Do You Know if a Child Has AD/HD?  

 When a child shows signs of AD/HD, he or she needs to be evaluated by a trained professional. This 
person may work for the school system or may be a professional in private practice. 
 A complete evaluation is the only way to know for sure if the child has AD/HD. It is also important to:  

• rule out other reasons for the child’s behavior, and  

• find out if the child has other disabilities along with AD/HD.  
   

E.   What About Treatment? 

    There is no quick treatment for AD/HD. However, the symptoms of AD/HD can be 
managed. It’s important that the child’s family and teachers: 

• find out more about AD/HD;  
• learn how to help the child manage his or her behavior;  
• create an educational program that fits the child’s individual needs; and  
• provide medication, if parents and the doctor feel this would help the child.  

   

F.   Tips for Parents 

 
1. Learn about AD/HD. The more you know, the more you can help yourself and your child. See the list 

of resources and organizations at the end of this publication.  
2. Praise your child when he or she does well. Build your child’s abilities. Talk about and encourage his 

or her strengths and talents.  
3. Be clear, be consistent, be positive. Set clear rules for your child. Tell your child what he or she 

should do, not just what he shouldn’t do. Be clear about what will happen if your child does not follow 
the rules. Have a reward program for good behavior. Praise your child when he or she shows the 
behaviors you like.  

4. Learn about strategies for managing your child’s behavior. These include valuable techniques such 
as: charting, having a reward program, ignoring behaviors, natural consequences, logical 
consequences, and time-out. Using these strategies will lead to more positive behaviors and cut 
down on problem behaviors. You can read about these techniques in many books.  

5. Talk with your doctor about whether medication will help your child.  
6. Pay attention to your child’s mental health (and your own!). Be open to counseling. It can help you 

deal with the challenges of raising a child with AD/HD. It can help your child deal with frustration, feel 
better about himself or herself, and learn more about social skills.  

7. Talk to other parents whose children have AD/HD. Parents can share practical advice and emotional 
support.  

8. Meet with the school and develop an educational plan to address your child’s needs. Both you and 
your child’s teachers should get a written copy of this plan.  

9. Keep in touch with your child’s teacher. Tell the teacher how your child is doing at home. Ask how 
your child is doing in school. Offer support.  

 



G.   Tips for Teachers 

 
1. Learn more about AD/HD. The resources and organizations at the end of this publication will help 

you identify behavior support strategies and effective ways to support the student educationally. 
We’ve listed some strategies below.  

2. Figure out what specific things are hard for the student. For example, one student with AD/HD may 
have trouble starting a task, while another may have trouble ending one task and starting the next. 
Each student needs different help.  

3. Post rules, schedules, and assignments. Clear rules and routines will help a student with AD/HD. 
Have set times for specific tasks. Call attention to changes in the schedule.  

4. Show the student how to use an assignment book and a daily schedule. Also teach study skills and 
learning strategies, and reinforce these regularly.  

5. Help the student channel his or her physical activity (e.g., let the student do some work standing up 
or at the board). Provide regularly scheduled breaks.  

6. Make sure directions are given step by step, and that the student is following the directions. Give 
directions both verbally and in writing. Many students with AD/HD also benefit from doing the steps 
as separate tasks.  

7. Let the student do work on a computer.  
8. Work together with the student’s parents to create and implement an educational plan tailored to 

meet the student’s needs. Regularly share information about how the student is doing at home and 
at school.  

9. Have high expectations for the student, but be willing to try new ways of doing things. Be patient. 
Maximize the student’s chances for success. 

 

9.  CEREBRAL PALSY 

A.  Definition 

 
Cerebral palsy--also known as CP--is a condition caused by injury to the parts of the 
brain that control our ability to use our muscles and bodies. Cerebral means having to 
do with the brain. Palsy means weakness or problems with using the muscles. Often 
the injury happens before birth, sometimes during delivery, or, like Jen, soon after being 
born. CP can be mild, moderate, or severe.  
 
Mild CP may mean a child is clumsy. Moderate CP may mean the child walks with a 
limp. He or she may need a special leg brace or a cane. More severe CP can affect all 

parts of a child's physical abilities. A child with moderate or severe CP may have to use a wheelchair and 
other special equipment. Sometimes children with CP can also have learning problems, problems with 
hearing or seeing (called sensory problems), or mental retardation. Usually, the greater the injury to the brain, 
the more severe the CP. However, CP doesn't get worse over time, and most children with CP have a normal 
life span. 
 

B.  Characteristics 

There are three main types of CP: 
1. Spastic CP is where there is too much muscle tone or tightness. Movements are stiff, especially in 

the legs, arms, and/or back. Children with this form of CP move their legs awkwardly, turning in or 
scissoring their legs as they try to walk. This is the most common form of CP.  

2. Athetoid CP (also called dyskinetic CP) can affect movements of the entire body. Typically, this form 
of CP involves slow, uncontrolled body movements and low muscle tone that makes it hard for the 
person to sit straight and walk.  

3. Mixed CP is a combination of the symptoms listed above. A child with mixed CP has both high and 
low tone muscle. Some muscles are too tight, and others are too loose, creating a mix of stiffness 
and involuntary movements.  

More words used to describe the different types of CP include: 

• Diplegia--This means only the legs are affected.  

• Hemiplegia--This means one half of the body (such as the right arm and leg) is affected.  

• Quadriplegia--This means both arms and legs are affected, sometimes including the facial muscles 
and torso.  



C.   Treatment 

 
    With early and ongoing treatment the effects of CP can be reduced. Many children learn how to get their 
bodies to work for them in other ways. For example, one infant whose CP keeps him from crawling may be 
able to get around by rolling from place to place. 
     Children younger than three years old can benefit greatly from early intervention 
services.  
    
Early intervention is a system of services to support infants and toddlers with disabilities 
and their families. For older children, special education and related services are available 
through the public school to help each child achieve and learn. 
    Typically, children with CP may need different kinds of therapy, including: 

• Physical therapy (PT), which helps the child develop stronger muscles such as 
those in the legs and trunk. Through PT, the child works on skills such as walking, sitting, and 
keeping his or her balance.  

• Occupational therapy (OT), which helps the child develop fine motor skills such as dressing, 
feeding, writing, and other daily living tasks.  

• Speech-language pathology (S/L), which helps the child develop his or her communication skills. 
The child may work in particular on speaking, which may be difficult due to problems with muscle 
tone of the tongue and throat.  

    The child may also find a variety of special equipment helpful. For example, braces (also called AFOs) 
may be used to hold the foot in place when the child stands or walks. Custom splints can provide support to 
help a child use his or her hands. A variety of therapy equipment and adapted toys are available to help 
children play and have fun while they are working their bodies. Activities such as swimming or horseback 
riding can help strengthen weaker muscles and relax the tighter ones.  
    New medical treatments are being developed all the time. Sometimes surgery, Botox injections, or other 
medications can help lessen the effects of CP, but there is no cure for the condition.  
    

D.   Educational Implications 

    A child with CP can face many challenges in school and is likely to need individualized help. Fortunately, 
states are responsible for meeting the educational needs of children with disabilities.  
    For children up to age three, services are provided through an early intervention system. Staff work with 
the child's family to develop what is known as an Individualized Family Services Plan, or IFSP. The IFSP 
will describe the child's unique needs as well as the services the child will receive to address those needs. 
The IFSP will also emphasize the unique needs of the family, so that parents and other family members will 
know how to help their young child with CP. Early intervention services may be provided on a sliding-fee 
basis, meaning that the costs to the family will depend upon their income.  
    For school-aged children, including preschoolers, special education and related services will be provided 
through the school system. School staff will work with the child's parents to develop an Individualized 
Education Program, or IEP. The IEP is similar to an IFSP in that it describes the child's unique needs and 
the services that have been designed to meet those needs. Special education and related services, which 
can include PT, OT, and speech-language pathology, are provided at no cost to parents. 
 

In addition to therapy services and special equipment, children with CP may need what is 
known as assistive technology. Examples of assistive technology include:   Communication 
devices, which can range from the simple to the sophisticated.  
 
Communication boards, for example, have pictures, symbols, letters, or words attached. 

The child communicates by pointing to or gazing at the pictures or symbols. Augmentative communication 
devices are more sophisticated and include voice synthesizers that enable the child to "talk" with others.  
 
Computer technology, which can range from electronic toys with special switches to sophisticated computer 
programs operated by simple switch pads or keyboard adaptations.  
 
The ability of the brain to find new ways of working after an injury is remarkable. Even so, it can be difficult 
for parents to imagine what their child's future will be like. Good therapy and handling can help, but the most 
important "treatment" the child can receive is love and encouragement, with lots of typical childhood 
experiences, family, and friends. With the right mix of support, equipment, extra time, and accommodations, 
all children with CP can be successful learners and full participants in life. 
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E.   Cerebral Palsy as an "Orthopedic Impairment"  

 
 
The Individuals with Disabilities Education Act (IDEA) guides how early intervention services 
and special education and related services are provided to children with disabilities. Under 
IDEA, cerebral palsy is considered an "orthopedic impairment," which is defined as "a severe 
orthopedic impairment that adversely affects a child's educational performance. 
 
The term includes impairments caused by congenital anomaly (e.g. clubfoot, absence of some member, etc.), 
impairments caused by disease (e.g., poliomyelitis, bone tuberculosis, etc.), and impairments from other 
causes (e.g., cerebral palsy, amputations, and fractures or burns that cause contractures)."  
   

F.   Tips for Parents  

1. Learn about CP. The more you know, the more you can help yourself and your child. See the list of 
resources and organizations at the end of this publication.  

2. Love and play with your child. Treat your son or daughter as you would a child without disabilities. 
Take your child places, read together, have fun.  

3. Learn from professionals and other parents how to meet your child's special needs, but try not to 
turn your lives into one round of therapy after another.  

4. Ask for help from family and friends. Caring for a child with CP is hard work. Teach others what to 
do and give them plenty of opportunities to practice while you take a break.  

5. Keep informed about new treatments and technologies that may help. New approaches are 
constantly being worked on and can make a huge difference to the quality of your child's life. 
However, be careful about unproven new "fads."  

6. Learn about assistive technology that can help your child. This may include a simple communication 
board to help your child express needs and desires, or may be as sophisticated as a computer with 
special software.  

7. Be patient, keep up your hope for improvement. Your child, like every child, has a whole lifetime to 
learn and grow.  

8. Work with professionals in early intervention or in your school to develop an IFSP or an IEP that 
reflects your child's needs and abilities. Be sure to include related services such as speech-language 
pathology, physical therapy, and occupational therapy if your child needs these. Don't forget about 
assistive technology either!  

G.   Tips for Teachers 

1. Learn more about CP. The resources and organizations at the end of this publication will help you.  
2. This may seem obvious, but sometimes the "look" of CP can given the mistaken impression that a 

child who has CP cannot learn as much as others. Focus on the individual child and learn firsthand 
what needs and capabilities he or she has.  

3. Tap into the strategies that teachers of students with learning disabilities use for their students. 
Become knowledgeable about different learning styles. Then you can use the approach best suited 
for a particular child, based upon that child's learning abilities as well as physical abilities.  

4. Be inventive. Ask yourself (and others), "How can I adapt this lesson for this child to maximize active, 
hands-on learning?"  

5. Learn to love assistive technology. Find experts within and outside your school to help you. Assistive 
technology can mean the difference between independence for your student or not.  

6. Always remember, parents are experts, too. Talk candidly with your student's parents. They can tell 
you a great deal about their daughter or son's special needs and abilities.  

7. Effective teamwork for the child with CP needs to bring together professionals with diverse 
backgrounds and expertise. The team must combine the knowledge of its members to plan, 
implement, and coordinate the child's services.  

10.  SPINA BIFIDA 

 

A.   Definition 

 Spina Bifida means cleft spine, which is an incomplete closure in the spinal column. In general, the 
three types of spina bifida (from mild to severe) are: 

1. Spina Bifida Occulta: There is an opening in one or more of the vertebrae (bones) of the spinal 
column without apparent damage to the spinal cord. 



2. Meningocele. The meninges, or protective covering around the spinal cord, has pushed out through 
the opening in the vertebrae in a sac called the "meningocele." However, the spinal cord remains 
intact. This form can be repaired with little or no damage to the nerve pathways. 

3. Myelomeningocele. This is the most severe form of spina bifida, in which a portion of the spinal 
cord itself protrudes through the back. In some cases, sacs are covered with skin; in others, tissue 
and nerves are exposed. Generally, people use the terms "spina bifida" and "myelomeningocele" 
interchangeably. 

 

B.   Characteristics 

 
    The effects of myelomeningocele, the most serious form of spina 
bifida, may include muscle weakness or paralysis below the area of 
the spine where the incomplete closure (or cleft) occurs, loss of 
sensation below the cleft, and loss of bowel and bladder control.  
 
In addition, fluid may build up and cause an accumulation of fluid in 
the brain (a condition known as hydrocephalus). A large percentage 
(70%-90%) of children born with myelomeningocele have hydrocephalus. Hydrocephalus is controlled by a 
surgical procedure called "shunting," which relieves the fluid buildup in the brain. If a drain (shunt) is not 
implanted, the pressure buildup can cause brain damage, seizures or blindness. Hydrocephalus may occur 
without spina bifida, but the two conditions often occur together.  
 

C.   Educational Implications 

 Although spina bifida is relatively common, until recently most children born with a myelomeningocele 

died shortly after birth. Now that surgery to drain spinal fluid and protect children against hydrocephalus can 

be performed in the first 48 hours of life, children with myelomeningocele are much more likely to live. Quite 

often, however, they must have a series of operations throughout their childhood. School programs should 

be flexible to accommodate these special needs. 

    Many children with myelomeningocele need training to learn to manage their 
bowel and bladder functions. Some require catheterization, or the insertion of a 
tube to permit passage of urine. 
    The courts have held that clean, intermittent catheterization is necessary to help 
the child benefit from and have access to special education and related services. 
Many children learn to catheterize themselves at a very early age. A successful 
bladder management program can be incorporated into the regular school day. 
     
    In some cases, children with spina bifida who also have a history of 
hydrocephalus experience learning problems. They may have difficulty with paying 

attention, expressing or understanding language, and grasping reading and math. Early intervention with 
children who experience learning problems can help considerably to prepare them for school. 
    Mainstreaming, or successful integration of a child with spina bifida into a school attended by non-disabled 
young people, sometimes requires changes in school equipment or the curriculum. Although student 
placement should be in the least restrictive environment the day-to-day school pattern also should be as 
"normal" as possible. In adapting the school setting for the child with spina bifida, architectural factors should 
be considered.  
    Children with myelomeningocele need to learn mobility skills, and often require the aid of crutches, braces, 
or wheelchairs. It is important that all members of the school team and the parents understand the child's 
physical capabilities and limitations. Physical disabilities like spina bifida can have profound effects on a 
child's emotional and social development. To promote personal growth, families and teachers should 
encourage children, within the limits of safety and health, to be independent and to participate in activities 
with their non-disabled classmates. 
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11.   SEVERE AND/OR MULTIPLE DISABILITIES 

   

A.   Definition  

    People with severe disabilities are those who traditionally have been labeled as having severe to profound 
mental retardation. These people require ongoing, extensive support in more than one major life activity in 



order to participate in integrated community settings and enjoy the quality of life available to people with fewer 
or no disabilities. They frequently have additional disabilities, including movement difficulties, sensory losses, 
and behavior problems. 

B.   Characteristics 

    Children and youth with severe or multiple disabilities may exhibit a wide range of characteristics, 
depending on the combination and severity of disabilities and the person's age. Some of these characteristics 
may include: 

• Limited speech or communication; 

• Difficulty in basic physical mobility; 

• Tendency to forget skills through disuse; 

• Trouble generalizing skills from one situation to another; and/or 

• A need for support in major life activities (e.g., domestic, leisure, community use, vocational). 

C.   Medical Implications 

    A variety of medical problems may accompany severe disabilities. Examples include seizures, sensory 
loss, hydrocephalus, and scoliosis. These conditions should be considered when establishing school 
services.  
 

A multi-disciplinary team consisting of the student's parents, educational specialists and medical specialists 
in the areas in which the individual demonstrates problems should work together to plan and coordinate 
necessary services. 

D.   Educational Implications 

 
    Early intervention programs, preschool and educational programs with the 
appropriate support services are important to children with severe disabilities. 
Educators, physical therapists, occupational therapists, and speech-language 
pathologists are all members of the team that may provide services, along with 
others, as needed for each individual.  
 
    Assistive technology, such as computers and augmentative/alternative 
communication devices and techniques, may provide valuable instructional 
assistance in the educational programs for students with severe/multiple disabilities. 
 
    In order to effectively address the considerable needs of individuals with severe and/or multiple disabilities, 
educational programs need to incorporate a variety of components, including language development, social 
skill development, functional skill development (i.e., self-help skills), and vocational skill development.  

 
    Related services are of great importance, and the appropriate therapists (such as 
speech and language, occupational, physical, behavioral and recreational therapists) 
need to work closely with classroom teachers and parents. Best practices indicate that 
related services are best offered during the natural routine of the school and community, 
rather than by removing the student from class for isolated therapy. 
    Classroom arrangements must take into consideration students' needs for 
medications, special diets, or special equipment. Adaptive aids and equipment enable 
students to increase their range of functioning.  

 
    The use of computers, augmentative/ alternative communication systems, 
communication boards, head sticks, and adaptive switches are some of the technological 
advances which enable students with severe disabilities to participate more fully in 
integrated settings. 
    Integration/inclusion with nondisabled peers is another important component of the 
educational setting. Research is showing that attending the same school and participating 
in the same activities as their non-disabled peers is crucial to the development of social 
skills and friendships for children and youth with severe disabilities.  
    Traditionally, children with severe disabilities have been educated in center-based, 
segregated schools. However, recently many schools are effectively and successfully 
educating children with severe disabilities in their neighborhood school within the regular 
classroom, making sure that appropriate support services and curriculum modifications are available. The 



benefits to inclusion are being seen to benefit not only those with disabilities but also their non-disabled peers 
and the professionals who work with them. 
 

 

    Schools are addressing the needs of students in several ways, generally involving a team approach. 
Modifications to the regular curriculum require collaboration on the part of the special educator, the regular 
educator, and other specialists involved in the student's program. Community-based instruction is also an 
important characteristic of educational programming, particularly as students grow older and where 
increasing time is spent in the community. School to work transition planning and working toward job 
placement in integrated, competitive settings are important to a student's success and the long-range quality 
of his or her life. 
(Editor’s Note: Sources for Chapter I are cited in the Resource page.) 
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CHAPTER II - PREVENTION OF DISABILITIES 
 
(Editor’s Note on Chapters II & III: Chapter II on Prevention of Disabilities and Chapter III, Guide for 
Identifying Disabilities, are abridged reprints of Chapters 3 & 6 of a very valuable book authored by David 
Werner, Disabled Village Children: A Guide For Community Health Workers, Rehabilitation Workers, 
And Families. Published By: The Hesperian Foundation, P.O. Box 11577 Berkeley, CA 94712-2577 
Copyright © 1987 by the Hesperian Foundation: 2nd edition, 5th printing February 1999.The book in its entirety 
may be accessed on-line at: http://www.dinf.ne.jp/ doc/ english/global/david/dwe002. 
   
Let me quote here an important note of generosity from the publishers for our readers:  

“The Hesperian Foundation encourages others to copy, reproduce or adapt to meet local needs, any or all 
parts of this book, including the illustrations, provided the parts reproduced are distributed free or at 
cost-not for profit. 
Any organization or person who wishes to copy, reproduce, or adapt, any or all parts of this book for 
commercial purposes, must first obtain permission to do so from the Hesperian Foundation. 
Please contact the Hesperian Foundation before beginning any translation or adaptation to avoid 
duplication of efforts, and for suggestions about adapting the information in this book. The Foundation 
would appreciate receiving a copy of any materials in which text or illustrations from this book have been 
used.” 
    

Please tell your friends about the site and find out about David Werner’s other helpful books. Let us help this 
ministry. ) 
   

PART 1 - PREVENTING PRIMARY DISABILITIES 

   
    To prevent disabilities, we must understand the causes. In most parts of the world, many causes of 
disability relate to poverty. For example: 

• When mothers do not get enough to eat during pregnancy, often their babies are born early or 
underweight. These babies are much more likely to have cerebral palsy, which is one of the most common 
severe disabilities. Also, some birth defects are related to poor nutrition during the first months of 
pregnancy. 

• When babies and young children do not 
get enough to eat, they get infections more 
easily and more seriously. Diarrhea in a fat 
baby is usually a mild illness. But in a very 
thin, malnourished baby,  

• diarrhea often leads to serious dehydration, 
high fever, and sometimes brain damage with 
fits or cerebral palsy. 

• Poor sanitation and crowded living conditions, together with poor food, make diseases such as 
tuberculosis-and the severe disabilities it causes-much more common. 

• Lack of basic health and rehabilitation services in poor communities makes disabilities more common 
and more severe. Often secondary disabilities develop that could be prevented with early care. 

    To prevent the disabilities that result from poverty, big changes are needed in our social order. There 
needs to be fairer distribution of land, resources, information, and power. Such changes will happen only 
when the poor find the courage to organize, to work together, and to demand their rights. Disabled persons 
and their families can become leaders in this process. Only through a more just society can we hope for a 
long-term, far-reaching answer to the prevention of disabilities caused by poverty. 
    Although the most complete prevention of disabilities related to poverty depends on social change, this 
will take time. However, more immediate actions at family, community, and national levels can help prevent 
some disabilities. For example,  
 
Polio, in certain situations, can be prevented through vaccination. (However, effective vaccination depends 
on much more than good vaccine. See the box.).  
 

 

 

 

 

 

 

 

For a community program to be 

successful, start with what the people feel 

is important, and work from there. 



Why, since a good vaccine exists, is there still so much polio in so many countries?  

EFFECTIVE VACCINATION DEPENDS ON MANY FACTORS: 

TECHNICAL 

Production and supply of safe, effective, vaccine. 

ECONOMIC 

(Cost of vaccine and of getting it to the children.) Leaders in poorer countries must decide that stopping polio is worth the expense. 

MANAGEMENT 

Knowledge of needs, planning, transportation, and distribution of the vaccine. 

KEEPING POLIO VACCINE FROZEN 

(In many countries, 1/3 of vaccines are spoiled by the time they reach the children.) 

EDUCATION 

People must understand the value of vaccination and want to cooperate. Health workers must know how important it is to keep 

polio vaccine frozen. 

POLITICAL 

Vaccination programs are most successful where the government fairly represents the people and has their full participation in 

country-wide vaccination campaigns. 

ETHICAL 

(Honesty and good will) Doctors, health workers, and citizens must try to see that vaccine reaches all children. (In some 

countries, some doctors throw vaccines away and fill out false reports, and health inspectors do not care enough to try to stop 

what is happening.)  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In places where vaccination is not available or not fully effective, families and communities can help to lower 
the chance of paralysis from polio in other ways: 

o by breast feeding their children as long as possible. 
o by not letting their children get unnecessary injections. 

• Brain damage and fits can become less frequent if mothers and midwives take added precautions 
during pregnancy and childbirth, and if they vaccinate children against measles. 

• Some birth defects and mental retardation can be prevented if mothers avoid most medicines 
during pregnancy, and spend the money they save on food. 

• Spinal cord injury could be greatly reduced if fathers would spend on education and community 
safety what they now spend on alcohol and guns. 

• Leprosy could mostly be prevented if people would stop fearing and rejecting persons with leprosy. 
By being more supportive and encouraging early home treatment, the community could help prevent the 
spread of leprosy, since persons being treated no longer spread it. 

• Blindness in young children in some countries is caused by not eating enough foods with vitamin A. 
Again this relates to poverty. However, many people do not know that they can prevent this blindness by 
feeding their children dark green leafy vegetables, yellow fruits, or even certain weeds and wild fruit. 
Also, some kinds of deafness and mental retardation can be prevented by using iodized salt during 
pregnancy. 

• Disability caused by poisons in food, water, air, or workplace. The recent, common, worldwide use 
of chemicals to kill insects and weeds has become a major health problem. Often villagers use these 
pesticides without any knowledge of their risks, or of the precautions they should take. As a result, many 
become paralyzed, blind, or disabled in other ways. 

 
    To prevent these problems, people need to learn about the dangers, not only to themselves and their 
children but to animals, birds, land, and to the whole 'balance of nature'. Less dangerous ways to control 
pests give better results over time. Laws are also needed to prohibit the most dangerous products and to 
provide clear warnings. 
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The first responsibility of a rehabilitation 

worker or parent, like the healer, should be to: 

DO NO HARM! 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

• Poisonous foods in some areas are a major cause of disability. In parts of India, thousands of farm 
workers who are paid with a poisonous variety of lentils suffer paralysis from 'lathyrism'. The poor know 
the danger but have nothing else to eat. Fair wages and less corruption are needed to correct this 
situation. 

• Fluoride poisoning (fluorosis), mainly from drinking water, is a common cause of bone deformities 
(knock-knees) in parts of India and other places. Public health measures are needed to provide safe 
water.  

 

 

 

 

 

 

 

• Dangerous work conditions, poisons in the air, and lack of basic safety measures result in many 
disabilities. These include burns, amputations, blindness, and back and head injuries. In some countries, 
the use of asbestos for roofs or walls in schools, work places, and homes causes disabling lung diseases. 
Strict public health measures and an informed, organized people are needed to bring improvements. 

• Certain dangerous medicines, known to sometimes cause disabilities, are now prohibited in the 
countries that make them, but are still sold in other countries. For example, diarrhea medicines containing 
clioquinol caused thousands of cases of blindness and paralysis in Japan. (A good book discussing 
dangerous medicines in poor countries is Bitter Pills by Dianna Melrose.) 

• The high cost, overuse, and misuse of medicines in general adds greatly to the amount of poverty 
and disability in the world today. Better education of both doctors and people, and more effective 
international laws are needed to bring about more sensible supply and use of medicines. 

 

PART 2 - PREVENTING SECONDARY DISABILITIES 

   
    So far we have talked mainly about preventing original or 'primary' disabilities, such as polio or spinal cord 
injury. But the prevention of 'secondary' disabilities is also very important, and is one of the main concerns of 
rehabilitation. 
    By 'secondary' disabilities we mean further disabilities or complications that can appear after, and 
because of, the original disability. 
    For example, consider a child with polio or cerebral palsy who at first is unable to walk. She gradually loses 
the normal range-of-motion of joints in her legs. Shortened muscles, called 'contractures', keep her legs from 

TO PROTECT AGAINST PESTICIDE POISONING 

• Stand so that wind blows spray away from you. 

• Wear protective clothing, covering the whole body. 
 

 

 

 

 

 

 

• Wash whole body and change clothes immediately after 
spraying. 

• Wash clothes after spraying. 

• Do not let wash water get into drinking supply. 

• do not use spray containers for food or water. 

• Do not let children play with spray containers. 
CAUTION: Make sure that children, and women who are pregnant 
or breast feeding, stay away from pesticides. 
 

 

 

 

 

• Wash whole body and change clothes immediately after 
spraying. 

• Wash clothes after spraying. 

• Do not let wash water get into drinking supply. 

• do not use spray containers for food or water. 

• Do not let children play with spray containers. 
CAUTION: Make sure that children, and women who are pregnant 

or breast feeding, stay away from pesticides. 

The 4 biggest causes of 'crippling' in India, affecting over 

2 million people, are reported to be polio, iodine 

deficiency, fluorosis, and lathyrism. Given the political 

will, all could be completely prevented! 



straightening. This secondary disability may limit the child's ability to function or to walk even more than the 
original paralysis:  
 

 

 

 

 

 

 

 

 

If the contractures had been prevented through early and continued range of motion 
exercises, the child would have been able to stand and walk. Most contractures can 
be corrected. But it may take a long time and a lot of expense  perhaps even surgery. 
It is far better to: PREVENT CONTRACTURES  BEFORE THEY START. 
 
Many other secondary disabilities will also develop unless preventive measures are 
taken. Some examples are pressure sores in children with spinal cord injury, 
spinal curve in a child with a weak back or with one leg shorter than the other), 
head injuries due to fits.  
    There are also problems or disabilities that are commonly caused by medical treatment or orthopedic 
aids. For example, 

• The medicine for fits, phenytoin, produces serious swelling of the gums in some children. This can partly 
be prevented by brushing the teeth regularly.  

• Crutches that press hard under the armpit can damage nerves and gradually paralyze the hands. Shorter 
crutches, or lower-arm crutches (like those shown above) prevent this problem. 

• Surgery is sometimes done to remove contractures that actually help a child to move or function better. 
So worse difficulties result. The benefits or possible harm of surgery should be carefully evaluated before 
it is done. 

• Some braces or aids that help a child at first, may later actually hold her back. 
    To prevent these mistakes, it is essential to evaluate the needs of each child carefully, and repeat 
evaluations periodically. We must take great care to prevent further disability caused by treatment. 
In addition to secondary disabilities that are physical, others may be psychological or social (affecting the 
child's mind, behavior, or place in the community). Some disabled children develop serious behavior 
problems. This is often because they find their bad behavior brings them more attention and 'rewards' than 
their good behavior. The biggest secondary handicap for many disabled children (and adults) usually comes 
from the lack of understanding and acceptance by other people. N° 
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This child, after polio, gradually 

developed contractures in her. 

The contractures (not the 

original paralysis) kept her from 

being able to stand or walk. 



 

CHAPTER III - GUIDE FOR IDENTIFYING DISABILITIES 
 
(By David Werner, Disabled Village Children: A Guide For Community Health Workers, Rehabilitation 
Workers, And Families. Published By: The Hesperian Foundation, P.O. Box 11577 Berkeley, CA 94712-
2577 Copyright © 1987 by the Hesperian Foundation: 2nd edition, 5th printing February 1999.The book in its 
entirety may be accessed on-line at: http://www.dinf.ne.jp/doc/ english/global/david/dwe002. Drawings by 
David Werner ) 
 
 This guide has a chart to help you find out what disability a child possibly has. In the first column 
of the chart, we list the more noticeable signs of different disabilities. Some of these signs are found in more 
than one disability. So in the second column we add other signs that can help you tell apart similar 
disabilities. The third column names the disability or disabilities that are most likely to have these signs.  
 If you do not find the sign you are looking for in the first column, look for another sign. Or check the 
signs in the second column. This chart will help you find out which disabilities a child might have. It is wise to 
look up each possibility 

 

 

 

 

 

 

 

 

1.  SIGNS PRESENT AT OR SOON AFTER BIRTH 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

IMPORTANT: Some disabilities can easily be confused. 

Others are not included in this book. When you are not 

sure, try to get help from someone with more 

experience. At times, special tests or X-rays may be 

needed to be sure what the problem is. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

2. SIGNS IN CHILDREN 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3.  PARTS OF BODY WEAK OR PARALYZED 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

4.  JOINT PAIN 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

5.  WALKING WITH DIFFICULTY OR LIMPS 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

6. BACK CURVES AND DEFORMITIES 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

7. OTHER DEFORMITIES 

7.  OTHER DEFORMITIES 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

8.  DISABILITIES THAT OTFEN OCCUR WITH OR ARE SECONDARY TO OTHER DISABILITIES 
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CHAPTER IV - STEPPING STONES (TIPS) 
   

A.  10 STEPS TO INDEPENDENCE: PROMOTING SELF-DETERMINATION IN 

THE HOME 

Families can choose to provide opportunities for their children to begin working on abilities related to self-
determination. Each family should choose to do what works for them as a unit, within their own belief and 
cultural system. The following Ten Steps are suggested to promote independence and self-determination, 
depending on the age, disability, ability level of your child. (Source: Davis, S. & Wehmeyer, M.L. (1991). 10 
Steps To Independence: Promoting Self-Determination In The Home. Silver Spring, MO: The Arc National 
Headquarters). 
 
Step 1. Walk the tightrope between protection and independence. Allow your son or daughter to explore his 
or her world. 
Step 2. Children need to learn that what they say or do is important and can have influence on others. This 
involves allowing risk-taking and exploration. 
Step 3. Self-worth and self-confidence are critical factors in the development of self-determination. Model 
your own sense of positive self-esteem for your child. 
Step 4. Don't run away from questions from your child about differences related to their disabilities. That 
does not mean, however, to focus on the negative side of the condition. Stress that every one is an individual, 
encourage your child's unique abilities and help him or her accept unavoidable limitations. 
Step 5. Recognize the process of setting goals. Don't just emphasize outcomes. 
Step 6. Schedule opportunities for interactions with children of different ages and backgrounds. 
Step 7. Set realistic but ambitious expectations. 
Step 8. Allow your child to take responsibility for his or her own actions. . .successes and failures. 
Step 9. Don't leave choice-making opportunities to chance. 
Step 10.  Provide honest, positive feedback. Focus on the behavior or task that needs to be changed. 
   

B.  WORDS COUNT 

The following tips are suggestions on how to communicate with and about people with disabilities by looking 
beyond the disability, and looking instead at the individual’s abilities and capabilities—the things that make 
each of us unique and worthwhile. 
 
Step 1. Positive language empowers. When writing or speaking about people with disabilities, put the person 
first. Group designations such as “the blind,” “the deaf,” or “the disabled,” are inappropriate because they do 
not reflect the individuality, equality, or dignity of people who have disabilities. 
Step 2. A variety of terms have been used to describe people with disabilities. The words we use can describe 
how we feel about others. Using outdated or insensitive language perpetuates stereotypes, misconceptions, 
and prejudice against those who have disabilities. It ignores the person’s wholeness, personality and abilities. 
Step 3. Changing our language may help change our attitude. For example, the word “handicap” conveys a 
negative image. It stresses the loss of ability and pigeon-holes the person based on what she or he cannot 
do. The preferred term is “disability.” Likewise, saying, “he is disabled,” ignores the person, replacing the 
image of an individual with the image of a disability. Instead, say “he has a disability.” This statement sees 
the person first and the disability second. 
Step 4. The use of words and phrases such as crippled, a victim of, suffers from, 

afflicted with, and stricken by describe a person with no life outside the disability. Such 

terms create pity or fear. Nobody wants to hear him or herself described as “suffering 

from” or “stricken by” a disease or disability. Replace this negative terminology with 

the word “has”: “Jessica has epilepsy,” not “Jessica suffers from epilepsy.” 

Step 5. Terms like the blind, the deaf, the disabled, the epileptic, or the retarded 
categorize disabilities, grouping people with disabilities into clusters and stereotypes. 
These generalizations are unreliable. Conditions vary by the person. Just as any two 
people have different personalities, two “blind” people may have different impairments. 
“Blind” can be replaced with “visually impaired”; “epileptic” with “has epilepsy”; and “retarded” with “has a 
developmental disability” or “has a cognitive impairment.” Other similarly offensive terms include crazy, nuts, 
insane, maimed, invalid, lame, spastic, deaf and dumb, deaf mute, deformed, physically challenged and 
special. 



Step 6. Emphasize abilities, not limitations. People often are described as “wheelchair bound” or “confined 
to a wheelchair.” Many wheelchair users can stand or walk with aid, but choose to conserve their energy or 
move more quickly using a wheelchair. Even those who use wheelchairs on a full-time basis are not “bound” 
or “confined” in the true sense of the words. Instead, say “Ken uses a wheelchair.” Note that the positive 
phrases put the person first. 
Step 7. Negative terms reinforce negative attitudes. Even referring to people who do not have disabilities as 
“able-bodied” or “normal” breaks the population into separate groups. People with disabilities are normal, too, 
as disability is part of the human condition. When people stop using and hearing negative references, their 
attitudes and perspectives toward people with disabilities also will change. 
   

C.  MAKING A DIFFERENCE 

The following statements of affirmation may be motivating as parents and family members look towards 
positive aspects of disability.  
 
Step 1. Families are not dysfunctional; systems are, and some systems might penalize families. 
Step 2. Families are experts about their children; professionals and families need to collaborate. 
Step 3. Build on the strengths that are inherent in your child and in your family. 
Step 4. Celebrate individual achievements—no matter how large or small—celebrate. 
Step 5. Take time to reflect on moments or days that are going well. 
Step 6. Dare to dream and to hope. 
Step 7. Take risks. 
Step 8. Never, never quit. Against all odds, seek to change the odds. 

D.  HOW TO RECOGNIZE AND ACKNOWLEDGE FAMILY STRENGTHS 

The following ideas may help both family members and professionals to recognize and build on family 
strengths when working with children and youth who have emotional and behavioral disorders. 
 
Step 1. Every person and family has strengths. Sometimes you might not be aware of strengths because 
you are so busy dealing with life’s everyday problems. When you increase your perception of personal and 
family strengths, you can use your inner resources to handle roadblocks that come your way. 

Step 2. A family strength can be any strength that makes people glad about 
their family. Strengths could include any skills, attitudes or awareness that 
family members have to: (a) enhance their own sense of well-being, (b) 
balance individual needs with those of the rest of the family, or (c) keep 
communication open and easy. 
Step 3. Identify your family’s strengths. Talk with another person, friend or 
spouse, and have them list the strengths that he or she sees. Sometimes, 

other people can identify strengths that you are not aware of. 
Step 4. Think of different ways to look at your family. 
Step 5. Acknowledge the strengths in your family. Family members may not be aware of their own strengths. 
When someone points out a strength, the person who is recognized is more aware of what he or she is doing 
right. 
Step 6. Let family members know what you appreciate about them. When you comment on a strength, be 
specific about what you see and why that strength is helpful. 
Step 7. Try not to compare what your child does with what other children can do. Look for and appreciate 
your child’s own strengths and contributions. 

E.  YOUR CHILD’S STRENGTHS 

The following motivational ideas may help family members to look towards positive aspects of disability. 
 
Step 1. Your child is a child with many facets—the disability is only one of these. Take time to appreciate 
those other facets. 
Step 2. Make a list of your child’s strengths and read them over often—especially just before meeting with 
his or her teachers or other professionals. 
Step 3. Look for ways to make lemonade out of life’s lemons—try to find at least one “good thing” that results 
from a “bad thing”. 
Step 4. Look for inspirational role models—people who triumphed over the barriers in their life. Find out 
how they did it—recognize that you can too! 
 



F.  THE IMPORTANCE OF DREAMS 

The following perceptions and thoughts may be helpful in increasing your family’s hope and motivation. 
 
Step 1. Dare to dream for yourself and your family members, and to live to fulfill the 
dream. There is no substitute for a strong belief in oneself, and in one’s ability to 
fulfill one’s dreams despite the obstacles and challenges of disability. 
Step 2. Remember dreams and desires as a core part of developing any 
educational, medical or community treatment plan and develop the plan around 
those dreams. 
Step 3. Even though most planning is directed to the near future, keeping the long-
term goals in sight gives direction to short-term planning to develop those skills and 
resources that will best lead to the accomplishment of the long term dreams. 
Step 4. Consider developing recreational skills and opportunities as part of the process of developing 
comprehensive Individualized Education Plans (IEPs), transition plans and person-centered treatment plans. 
Step 5. Publicize and celebrate the successes of people with disabilities, as their accomplishments inspire 
and bring out the best in all of us, whether or not we have similar challenges. 
   

G.  INCLUSION TIPS FOR INDIVIDUALS WITH SEVERE AND MULTIPLE 

DISABILITIES 

This series of tips contain four suggestions, one in each of the following 
areas: behavior, social interactions, educational performance, and 
classroom attitudes. Each includes what you might see, what you might be 
tempted to do, an alternative response and ways to include peers. 
 

Step 1. You might see behaviors exhibited, such as a student who has 
temper tantrums and hits himself/herself or others. You may be tempted to 
discipline and isolate him/her from the rest of the class.  

An alternate response might be to learn why the behavior occurs, and to identify cues that trigger more 
positive behaviors that you can reward instead. You can include peers in the process by supporting the peers 
closest to the student, and by teaching them to recognize and give cues that encourage positive behavior in 
a way that is respectful of the student. 
Step 2. You might see a deficit in the area of social interactions, exhibited by a student who is unable to 
communicate needs or wants using words. You may be tempted to allow him/her to remain a class “observer” 
rather than a participant.  
    An alternate response might be to use assistive technology to enable him/her to make his/her needs and 
wants known. You can include peers in the process by teaching them to use the same assistive technology 
he/her uses so they can effectively communicate. 

Step 3. You might see a problem with educational performance, such as a student 
who is not able to read or write and who has extremely limited functional skills. You 
might be tempted to give up and let him color or do something quiet. An alternate 
response might be to create opportunities for the student to participate in cooperative 
learning groups. You can include peers in the process by arranging for them to assist 
him/her with following through on task completion; support them to be friends as well 
as learning how to peer tutor. 
Step 4. You might see a problem with classroom attitude. The student may appear 
bored or unresponsive and may sleep during class instruction; you may be tempted 
to ignore him/her and focus on other more attentive students. An alternate response 
might be to find out why this is occurring. Find out what is different between the times 
he is alert and the times he/she is not. Communicate with the family and see if they 
are seeing the same thing and if they have ideas. Maximize times of alertness to give 

him/her choices for ways to respond and interact during instruction. You can pair him/her with buddies who 
can interact during class instruction based on his preferences. (Source: http://www.beachcenter.org) N° 
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Heaven's Special Child 

A meeting was held quite far from Earth, 

"It's time again for another birth," 

Said the angels to the Lord above, 

"This child will need much love." 

"Her progress may seem very slow, 

Accomplishments she may not show. 

And she'll require extra care, 

From folks she meets way down there. 

She may not run or laugh or play, 

Her thoughts may seem quite far away. 

In many ways she won't adapt, 

And she'll be known as handicapped. 

So let's be careful where she's sent, 

We want her life to be content. 

Please, Lord, find the parents who 

will do a special job for you. 

They will not realize right away, 

The leading role they're asked to play. 

But with this child sent from above, 

Come stronger faith and richer love. 

And soon they'll know the privilege given 

In caring for this gift from Heaven. 

Their precious charge, so meek and mild, 

Is Heaven's very special child." 

- Author Unknown 
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CHAPTER V - PHILIPPINE LEGISLATIONS 
(Source: http://www.ncwdp.gov.ph/drdb/legislations2.asp) 

   

ADMINISTRATIVE ORDER 

Administrative Order No. 35  
Directing All Departments, Bureaus, Government-Owned And/Or Controlled 
Corporations, Government Financial Institutions, Local Government Units, State 
Universities/Colleges And…To Promote and Conduct Relevant Activities During the 
Annual NDPR Week  
 

BATAS PAMBANSA 

Batas Pambansa 344  
An Act to Enhance the Mobility of Disabled Persons by Requiring Certain Buildings, Institutions, 
Establishments and Public Utilities to Install Facilities and Other Devices.  
   

EXECUTIVE ORDERS 

Executive Order No. 123  
    EO Reorganizing the MSSD to MSWD  
Executive Order No. 232  
    Providing for the Structural and Functional Reorganization of the National Council for the Welfare of 
Disabled Persons and for Other Purposes  
Executive Order No. 385  
    Creating a Task Force to Address the Concerns of Persons with Disabilities  
Executive Order No. 437  
    Encouraging the Implemenation of Community-Based Rehabilitation (CBR) for Persons with Disabilities in 
the Philippines  
   

PRESIDENTIAL DECREES 

Presidential Decree 1509  
    Creating the National Commission Concerning Disabled Persons and for Other Purposes.  

PROCLAMATIONS 

Proclamation No. 110  
     Declaring the Second Week of November of Every Year as "National Skin Disease Detection and 
Prevention WeeK”  
Proclamation No. 124   
    Declaring the Third Week of November of Every Year as "Drug Abuse Prevention and Control Week”  
Proclamation No. 125   
    Proclaiming the Nationwide Observance in the Philippines of the Asian and Pacific Decade of Disabled 
Persons, 1993-2002.  
Proclamation No. 1385   
    Designating the Period From February 14 to 40, 1975 and Every Year Thereafte, as "Retarded Children's 
Week"  
Proclamation No. 157   
    Declaring the Month of February as "National Down Syndrome Consciousness Month"  
Proclamation No. 1870   
    Declaring the Third Week of July of Every Year as the National Disability Prevention and Rehabilitation 
Week  
Proclamation No. 230   
    Declaring the First Week of September of Every Year as "National Epilepsy Awareness Week" 
Proclamation No. 361   
    Declaring the Third Week of July as the National Disability Prevention and Rehabilitation Week Which 
Shall Culminate on the Birthdate of the Sublime Paralytic: Apolinario Mabini on July 23 Each Year  
Proclamation No. 452   
    Declaring the Second Week of October of Every Year as National Mental Health Week 



Proclamation No. 467   
    Declaring the Last Week of February of Every Year as Leprosy Control Week  
Proclamation No. 472   
    Declaring the Third Week of October of Every Year as "National Attention Deficit/Hyperactivity Disorder 
(AD/HD) Awareness Week”  
Proclamation No. 588   
    Declaring the Period From September 16 to 22, 2004 and Every Year Thereafter as Cerebral Palsy 
Awareness and Protection Week  
Proclamation No. 657   
    Declaring the Year 2000 - 2010 as the "Bone and Joint Decade"  
Proclamation No. 658   
    Declaring the 3rd Week of October of Every Year as "Bone and Joint (Musculo-Skeletal) Awareness Week"  
Proclamation No. 711   
    Declaring the Third Week of January as Austism Consciousness Week  
Proclamation No. 744   
    Declaring the Last Monday of March of Every Year as Women with Disabilities Day  
Proclamation No. 889   
    Declaring the Period From November 10 - 16 of Every Year as "Deaf Awareness Week”  
Proclamation No. 92   
    Declaring the Third Week of August of Every Year as Brain Attack Awareness Week  

REPUBLIC ACTS 

Republic Act 1179   
    An Act to Provide for the Promotion of Vocational Rehabilitation of the Blind and Other Handicapped 
Persons and Their Return to Civil Employment.  
Republic Act No. 1373   
    An Act Authorizing the Philippine Sportswriters Association to Hold One Benefit Boxing Show Every Year, 
the Net Proceeds of Which Shall Constitute a Trust Fund for the Benefit of Disabled Filipino Boxers.  
Republic Act No. 3562   
    An Act to Promote the Education of the Blind in the Philippines  
Republic Act No. 4564   
    An Act Authorizing the Philippine Charity Sweepstakes Office to Hold Annually Special Sweepstakes Race 
for the Exclusive Use of the Office of Vocational Rehabilitation, Social Welfare Administration, in its 
Development and Expansion Program for the PWDs.  
Republic Act No. 5250   
    An Act Establishing a Ten-Year Training Program for Teachers of Special and Exceptional Children in the 
Philippines and Authorizing the Appropriation of Funds Thereof.  
Republic Act No. 6759   
    An Act Declaring August 1 of Each Year as White Cane Safety Day in the Philippines and for Other 
Purposes.  
Republic Act No. 7277  
    Magna Carta for Disabled Persons and Its Implementing Rules and Regulations.  
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CHAPTER VI –GLOSSARY OF DISABILITIES & DISEASE CAUSING 

DISABILITIES 
 

A. SENSORY LIMITATION 

1. General   

• Catalepsy lack of response to external stimuli; muscular rigidity; in physical and psychological disorders 
as epilepsy and schizophrenia 

• Myasthenia Gravis progressive fatigue; generalized weakness of skeletal muscles of the face, neck, 
arms, and legs 

• Syringomyelia chronic disease of spinal cord; presence of fluid-filled cavities;leads to spasticity and 
sensory disturbances 

• Thermanesthesia inability to feel hot or cold 

2. Visual   

• Amaurosis total loss of vision, w/o pathological changes to the eye 

• Amblyopia dimness of vision in one eye; no apparent physical defect or disease 

• Ametropia eye abnormality, as nearsightedness, farsightedness, or astigmatism, resulting from faulty 
refractive ability of the eye. [Greek ametros, without measure] 

• Blind A person with no vision at all is referred to as "totally blind."  

• Colorblind Partially or totally unable to distinguish certain colors. 

• Cycloplegia Paralysis of the ciliary muscles of the eye, resulting in the loss of visual accomodation. 

• Double Vision/ Diplopia A disorder of vision in which a single object appears double. Also called 
diplopia. 

• Exophthalmos Abnormal protrusion of the eyeball.  

• Glaucoma Any of a group of eye diseases characterized by abnormally high intraocular fluid pressure, 
damaged optic disk, hardening of the eyeball, and partial to complete loss of vision.  

• Hemeralopia A visual defect characterized by the inability to see as clearly in bright light as in dim light.  

• Hyperopia An abnormal condition of the eye in which vision is better for distant objects than for near 
objects. It results from the eyeball being too short from front to back, causing images to be focused 
behind the retina. Also called farsightedness, hypermetropia. 

• Low Vision A person with less than 10% of normal vision is referred to as "legally blind." 

• Meropia Partial blindness. 

• Nyctalopia/ Night Blindness A condition of the eyes in which vision is normal in daylight or other strong 
light but is abnormally weak or completely lost at night or in dim light. The condition may result from 
vitamin A deficiency, disease, or hereditary factors. Also called nyctalopia. 

• Presbyopia Inability of the eye to focus sharply on nearby objects, resulting from loss of elasticity of the 
crystalline lens with advancing age. 

• Protanopia A form of colorblindness characterized by defective perception of red and confusion of red 
with green or bluish green. 

• Pterygium An abnormal mass of tissue arising from the conjunctiva of the inner corner of the eye that 
obstructs vision by growing over the cornea.  

• Retinitis Pigmentosa A hereditary degenerative disease of the retina, characterized by night blindness, 
pigmentary changes within the retina, a narrowing of the visual field, and eventual loss of vision. 

• Strabismus /Cross Eye A visual defect in which one eye cannot focus with the other on an objective 
because of imbalance of the eye muscles. Also called squint. 

• Trachoma A contagious disease of the conjunctiva and cornea, caused by the gram-negative bacterium 
Chlamydia trachomatis and characterized by inflammation, hypertrophy, and formation of granules of 
adenoid tissue. It is a major cause of blindness in Asia and Africa. 

• Tritanopia A visual defect characterized by the inability to discern blue and yellow. 

• Walleye The condition of having a dense white opacity of the cornea. A form of strabismus in which the 
visual axis of one eye deviates from that of the other. 

3. Hearing   

• Deafness Completely lacking in the sense of hearing; marked by profound loss of hearing 

• Ear Atresia The absence or closure of the external ear canal. 



• Hyperesthesia  An abnormal or pathological increase in sensitivity to sensory stimuli, as of the skin to 
touch or the ear to sound. 

• Ménière's Disease A pathological condition of the inner ear characterized by dizziness, ringing in the 
ears, and progressive loss of hearing. Also called Ménière's syndrome. [After Prosper Ménière (1799-
1862), French physician.] 

• Otitis Media Inflammation of the middle ear, occurring commonly in children as a result of infection and 
often causing pain and temporary hearing loss. [New Latin : otitis + Latin media, feminine of medius, 
middle.] 

• Otosclerosis A disease of the ear in which the movement of the stapes within the oval window becomes 
impeded by abnormal deposits of spongy bone, leading to a progressive loss of hearing. 

• Partial Hearing Loss/ Hearing Impaired Having a diminished or defective sense of hearing, but not 
deaf; hard of hearing.  

• Tinnitus Sound in one ear or both ears, such as buzzing, ringing, or whistling, occurring without an 
external stimulus and usually caused by a specific condition, such as an ear infection, the use of certain 
drugs, a blocked auditory tube or canal, or a head injury. [Latin tinnºtus, from past participle of tinnºre, to 
ring, of imitative origin.] 

• Tophus A deposit of urates in the skin and tissue around a joint or in the external ear, occurring in gout. 
Also called chalkstone. 

4. Speech   

• Aphonia Loss of the voice resulting from disease, injury to the vocal cords, or various psychological 
causes, such as hysteria. 

• Mutism The condition of being unable to speak as a result of a physical or psychological disorder. 

• Tongue-tie Restricted mobility of the tongue resulting from abnormal shortness of the frenum. This 
results to a speech impediment. 

 

B. PHYSICAL DISORDERS 

1. Congenital Conditions   

• Abrachia Congenital absence of the arms. 

• Achondroplasia Improper development of cartilage at the ends of the long bones, resulting in a form of 
congenital dwarfism. 

• Albinism Congenital absence of normal pigmentation or coloration in a person. 

• Anencephaly Congenital absence of most of the brain and spinal cord. 

• Atelectasis A congenital condition characterized by the incomplete expansion of the lungs at birth. 

• Blue Baby An infant born with cyanosis as a result of a congenital cardiac or pulmonary defect that 
causes inadequate oxygenation of the blood. 

• Cleft Palate A congenital fissure in the roof of the mouth, resulting 
from incomplete fusion of the palate during embryonic 
development. It may involve only the uvula or extend through the 
entire palate. 

• Hydrocephalus A usually congenital condition in which an 
abnormal accumulation of fluid in the cerebral ventricles causes 
enlargement of the skull and compression of the brain, destroying 
much of the neural tissue. 

• Ichthyosis A congenital, often hereditary skin disease characterized by dry, thickened, scaly skin. Also 
called fishskin disease. 

• Oxycephaly/ Acrocephaly A congenital abnormality of the skull in which the top of the head assumes 
a conical or pointed shape. Also called acrocephaly. 

• Severe Combined ImmunoDeficiency (SCID) A usually fatal congenital disorder of the immune system 
in which the body is unable to produce enough B cells and T cells to resist infection. 

• Tetralogy of Fallot A congenital malformation of the heart characterized by a defect in the ventricular 
septum, misplacement of the origin of the aorta, narrowing of the pulmonary artery, and enlargement of 
the right ventricle. [After Étienne Fallot (1850-1911), French physician.] 



2.   Bone / Muscle/ Organ Growth Disorders  

A. General    

• Acromegaly A chronic disease of adults marked by enlargement of the bones of 
the extremities, face, and jaw that is caused by overactivity of the pituitary gland. 

• Amyotonia Lack of muscle tone. 
• Ankylosis The stiffening and immobility of a joint as the result of disease, trauma, 

surgery, or abnormal bone fusion. 

• Astasia Inability to stand because of motor incoordination. 

• Asthenia Loss or lack of bodily strength; weakness; debility. 

• Atrophy A wasting or decrease in size of a bodily organ, tissue, or  
        part owing to disease, injury, or lack of 
use: muscular atrophy 

        of a person affected with paralysis.  

• Dysgenesis Defective or abnormal development of an organ, 
especially of the gonads. 

• Dysplasia Abnormal development or growth of tissues, organs, or 
cells. 

• Ectopia An abnormal location or position of an organ or a body 
part, occurring congenitally or as the result of injury. 

• Gynecomastia Abnormal enlargement of the breasts in a male. 

• Heterotaxis Abnormal structural arrangement, as of body parts. 

• Heterotopia Displacement of an organ or other body part to an abnormal location. 

• Hyperostosis Excessive or abnormal thickening or growth of bone tissue.  

• Hyperplasia An abnormal increase in the number of cells in an organ or a tissue with consequent 
enlargement. 

• Myopathy A disease of muscle or muscle tissue. 

• Sclerosis A thickening or hardening of a body part, as of an artery, especially from excessive formation 
of fibrous interstitial tissue. 

 

 B.  Particular  

• Clubfoot A congenital deformity of the foot, usually marked by a curled shape or 
twisted position of the ankle, heel, and toes. Also called talipes. 
• Cretinism/ Congenital Myxedema A congenital condition caused by a deficiency 
of thyroid hormone during prenatal development and characterized in childhood by 
dwarfed stature, mental retardation, dystrophy of the bones, and a low basal metabolism. 
Also called congenital myxedema.  
• Fistula An abnormal duct or passage resulting from injury, disease, or a congenital 
disorder that connects an abscess, a cavity, or a hollow organ to the body surface or to 
another hollow organ.  

Acromegaly 



• Harelip A congenital deformity characterized by a vertical cleft or pair of clefts in the upper lip.    

• Macrocephaly Abnormal largeness of the head. Also called megacephaly,  
megalocephaly. 

• Marfan Syndrome Hereditary disorder principally affecting the connective tissues 
of the body, manifested in varying degrees by 
excessive bone elongation and joint flexibility 
and by abnormalities of the eye and 
cardiovascular system. [After Antonin Bernard 
Jean Marfan (1858-1942), French pediatrician.] 
 

 
 
 

• Microcephaly Abnormal smallness of the head. 
• Nanism/ Dwarfism. A patho-logical condition of arrested growth having 

various causes. Also called nanism.  
• Osteogenesis Imperfecta A hereditary disease cha-racterized by 

abnormally brittle, easily fractured bones. 
• Osteomyelitis  Inflammation of bone and bone marrow; bone infections 

sometimes seen with leprosy (hands or feet) and spina bifida (feet only) 

• Progeria/ Hutchinson-Gilford syndrome A rare 
congenital disorder of childhood that is characterized by rapid onset of the physical 
changes typical of old age, usually resulting in death before the age of 20. Also called 
Hutchinson-Gilford syndrome.[After Sir Jonathan Hutchinson (1828-1913) and Hastings 
Gilford (1861-1941), British physicians.] 

• Rheumatoid Arthritis A chronic disease marked by stiffness and inflammation of 
the joints, weakness, loss of mobility, and deformity. 

• Rickets A deficiency disease resulting from a lack of vitamin D or calcium and from 
insufficient exposure to sunlight, characterized by defective bone growth and occurring 
chiefly in children. Also called rachitis.  
• Syndactyly A congenital anomaly in human beings characterized by two or more 
fused fingers or toes. 

• Turner's Syndrome A congenital condition of females associated with a defect or 
an absence of an X-chromosome, characterized by short stature, sexual underdevelopment, and other 
physical abnormalities. [After Henry Hubert Turner (1892-1970), American endocrinologist.] 

• Varus An abnormal position of a bone of the leg or foot.  
   

3.  Developmental Neuromuscular Disorders   

• Ataxia Loss of the ability to coordinate muscular movement. 
• Arthrogryposis A congenital disorder marked by generalized stiffness of the joints, often ac-companied 

by muscle and nerve degeneration, which results in severely impaired 
mobility of the limbs. Also called arthrogryposis multiplex congenita.  

• Ataxia Cerebral Palsy In some cases of Cerebral Palsy the 
principal movement disturbance is lack of balance and coordination. 
Persons may sway when standing, have trouble maintaining balance, 
and may walk with feet spread wide apart to avoid falling. 

• Athetoid Cerebral Palsy This form of Cerebral Palsy is 
characterized by involuntary writhing movements of the parts of the body 
affected. The hands may turn and twist and often there is facial 

grimacing,  tonguing, and drooling. Another form of involuntary movement involves abrupt flailing or jerky 
motions of the body. Many cases of Athetoid Cerebral Palsy involve damage to motor centers only. To 
the uninformed, however, the unnatural movements and facial expressions of such persons are often 
assumed to be signs of  mental or emotional disturbance. 

• Cerebral Palsy A disorder usually caused by brain damage occurring at or before birth and marked by 
muscular impairment. Often accompanied by poor coordination, it sometimes involves speech and 
learning difficulties. A loss of sensation or loss of ability to control movement, which is frequently caused 
by trauma at birth; mobility, vision, or learning impairment is possible but not present in all cases. Mental 
retardation is also present in a SMALL NUMBER of cases.  

• Contracture An abnormal, often permanent shortening, as of muscle or scar tissue, that results in 
distortion or deformity, especially of a joint of the body. 



• Cystic Fibrosis A hereditary disease of the exocrine glands, usually developing during early childhood 
and affecting mainly the pancreas, respiratory system, and sweat glands. It is characterized by the 
production of abnormally viscous     mucus by the affected glands, usually resulting in chronic respiratory 
infections and impaired pancreatic function. Also called mucoviscidosis. 

• Erb's Palsy  Weakness from    damage to nerves in shoulder during birth 
usually one arm is weak or in  strange position. 

• Head Injury  Describes a condition where there is temporary or long-term 
interruption in brain functioning.  

• Hemiplegia  Is where an individual has paralysis affecting one side of the 
body. A form of hemiplegia may result after a person suffers a stroke.  

• Monoplegia Paralysis of a single limb, muscle, or muscle group. 

• Paraplegia Refers to substantial or total loss of function in the lower part 
of the body only.  

• Poliomyelitis A highly infectious viral disease that chiefly affects children and, in 
its acute forms, causes inflammation of motor neurons of the spinal cord and 
brainstem, leading to paralysis, muscular atrophy, and often deformity. Through 
vaccination, the disease is preventable. Also called infantile paralysis.  

• Phocomelia A birth defect in which the upper portion of a limb is absent or poorly 
developed, so that the hand or foot attaches to the body by a short, flipperlike 
stump. 

• Quadriplegia Denotes substantial or total loss of function in all four extremities. 

• Spastic Cerebral Palsy Spastic muscles are tense and contracted, resistant to 
movement. When reflexes are tested they may be very brisk, resulting in repeated contractions. 
Spasticity is the most common abnormality in Cerebral Palsy. 

• Spina Bifida A congenital defect in which the spinal column is imperfectly closed 
so that part of the meninges or spinal cord protrudes, often resulting in 
hydrocephalus and other neurological disorders. Also called schistorrhachis. 

• Spinal Cord Injury  Describes a condition in which there has been permanent 
damage to the spinal cord. 

 

4.   Neurological Disorders   

• Epilepsy Any of various neurological disorders characterized by sudden, recurring 
attacks of motor, sensory, or psychic malfunction with or without loss of consciousness or convulsive 
seizures.  

5.   Degenerative Neuromuscular Disorders   

• Muscular dystrophy Any of a group of progressive muscle disorders caused by a defect in one or more 
genes that control muscle function and characterized by gradual irreversible wasting of skeletal muscle. 

• Amyotrophic Lateral Sclerosis Amyotrophic lateral sclerosis (ALS), also known as Lou Gehrig's 
Disease, is a degenerative nervous system disease causing a loss of motor neurons in the cerebral 
cortex, brain stem and spinal cord with resultant muscular atrophy, weakness, and spasticity. Significant 
sensory symptoms are absent. The disease is unremittingly progressive; patients survive 3 to 5 years or 
less. The etiology is unknown and there is no known cure.  

• Duchenne's muscular dystrophy The most common form of muscular dystrophy, in which fat and 
fibrous tissue infiltrate muscle tissue, causing eventual weakening of the respiratory muscles and the 
myocardium. The disease, which almost exclusively affects males, begins in early childhood and usually 
causes death before adulthood. [After Guillaume B.A. Duchenne (1806-1875), French physician.] 

• Minamata Disease A degenerative neurological disorder caused by poisoning with a mercury compound 
found in seafood obtained from waters contaminated with mercury-containing industrial waste. [After 
Minamata, a town of western Kyushu, Japan.] 

• Multiple Sclerosis A chronic degenerative disease of the central nervous system in which gradual 
destruction of myelin occurs in patches throughout the brain or spinal cord or both, interfering with the 
nerve pathways and causing muscular weakness, loss of coordination, and speech and visual 
disturbances. It occurs chiefly in young adults and is thought to be caused by a defect in the immune 
system that may be of genetic or viral origin. 



 

• Parkinson's Disease/ Paralysis Agitans 
Parkinson's Disease is characterized by muscular 
rigidity, tremor, bradykinesia (iatrogenic parkinsonism 
closely resembling Parkinson's disease may be 
induced by various drugs, principally major 
tranquilizers; always reversible). It is thought to be a 
pathophysiological condition caused by a dysfunction 
of brain dopamine neuronal systems, specifically, 
degeneration of neurons in the substantia nigra. The 
cause of degeneration is unknown. 
 

 

6.   Orthopedic Disorders   

• Absent limb/reduced limb function This may result from an accident, from injury at birth, as a result of 
another disability and from damage in-utero (such as thalidomide damage).  

 
• Amputation Disability as a result 
of cutting off a part of the body, 
especially by surgery.  
• Kyphosis/ hunchback 
Abnormal rearward curvature of the 
spine, resulting in protuberance of the 
upper back; hunchback. 
• Lordosis An abnormal forward 
curvature of the spine in the lumbar 
region.  
• Scoliosis Abnormal lateral 
curvature of the spine.  
 

 
 

7.   Cerebrovacular Accident (CVA)   

• Stroke The person who has had a stroke may exhibit a wide variety of motor, cognitive, and sensory 
deficits as well as confusional states, memory loss, and emotional distress. Lesions of the brain 

       stem may compromise the gag and swallowing reflexes.  
 

C. MENTAL DISORDERS 

1.   Cognitive Disorders   

• Attention Deficit Disorder A childhood syndrome characterized by impulsiveness, hyperactivity, and 
short attention span, which often leads to learning disabilities and various behavioral problems. 

• Attention Deficit Hyperactivity Disorder (ADHD) To be diagnosed as having ADHD a student must 
display, for six months or more, at least eight of the following characteristics prior to the age of seven: 
1) fidgets, squirms, or is restless 2) has difficulty remaining seated 3) is easily distracted 4) has 
difficulty waiting for his/her turn 5) blurts out answers 6) has difficulty following instructions 7) has 
difficulty sustaining attention 8) shifts from one uncompleted task to another 9) has difficulty playing 
quietly 10) talks excessively 11) interrupts or is rude to others 12) does not appear to listen 13) often 
loses things necessary for tasks 14) frequently engages in dangerous actions. 

• Undifferentiated Attention Deficit Disorder (ADD)  the primary and most significant characteristic 
is inattentiveness but hyperactivity is not present. These students still manifest problems with 
organization and distractibility, even though they may seem quite and passive. These students also 
tend to be overlooked more easily in the classroom, and may be at a higher risk for academic failure 
than those with ADHD. 
 

• Autism is a developmental disorder characterized by: poor social skills (inability to get along with people); 
lack of interpersonal       relationships; abnormal speech and language; repetitive stereotyped activities; 
mental retardation is common. 



• Down's Syndrome A congenital disorder, caused by the presence of an extra 21st chromosome, in which 
the affected person has mild to moderate mental retardation, short stature, and a flattened facial profile. 
Also called trisomy 21. [After John L.H. Down (1828-1896), British physician.] 

• Infantile Autism A severe disorder of childhood characterized by withdrawal, preoccupation with fantasy, 
language impairment, and abnormal behavior, such as ritualistic acts and excessive object attachment. 

• Mental Retardation Mental retardation (MR) is defined as significant subaverage general intellectual 
functioning existing in conjunction with deficits in adaptive behavior and is manifested during the 
developmental period prior to age 18. It is not an illness but an impairment in intellectual and adaptive 
functioning. The cause is not always known; rarely can a single cause be identified. In 75 percent of cases 
the cause is unknown. 

2.   Learning Disability (LD)   

 This assumes normal cognitive abilities and refers specifically to problems in reading, arithmetic, and written 
expression; A persistent condition of presumed neurological dysfunction which may exist with other disabling 
conditions. This dysfunction continues despite instruction in standard classroom situations. To be categorized 
as learning disabled a student must exhibit: A. Average to above-average intellectual ability; B. Severe 
processing deficit(s); C. Severe aptitude-achievement discrepancy(ies); and D. Measured achievement in an 
instructional or employment setting. Learning disability does not apply to learning problems resulting from 
any physical, visual, or hearing impairments, psychological disability, or any health related disabilities. A 
learning disability can exist with other disabilities except ABI and DDL. 
 

• Agraphia A disorder marked by loss of the ability to write.  

• Alexia Loss of the ability to read, usually caused by brain lesions. Also called word blindness. 

• Aphasia Inability to find words to express oneself; Partial or total loss of the ability to articulate ideas or 
comprehend spoken or written language, resulting from damage to the brain caused by injury or disease.  

• Apraxia Coherent but inappropriate responses 

• Dementia Deterioration of intellectual faculties, such as memory, concentration, and judgment, resulting 
from an organic disease or a disorder of the brain. It is often accompanied by emotional disturbance and 
personality changes. 

• Dysarthria Slurred speech due to muscle weakness and poor coordination 

• Dyscalculia Impairment of the ability to solve mathematical problems, usually resulting from brain 
dysfunction. 

• Dysgraphia Impairment of the ability to write, usually caused by brain dysfunction or disease. 

• Dyslexia A learning disorder marked by impairment of the ability to recognize and comprehend written 
words. 

• Paramnesia A distortion of memory in which fantasy and objective experience are confused. Also an 
inability to recall the meanings of common words. 

• Word Deafness A form of aphasia in which the meaning of ordinary spoken words becomes 
incomprehensible. 

3.   Acquired Brain Impairment (ABI)    

Defined as an acquired brain impairment caused by external or internal trauma, resulting in total or partial 

functional limitations that adversely affects or limits a student's educational performance by impairing: a. 

cognition, information processing, reasoning, abstract thinking, judgment, and/or problem solving;  b. 

language and/or speech;  c. memory and/or attention; d. sensory, perceptual, and/or motor abilities;  e. 

psycho social behavior; or   f. physical functions.  

ABI does not apply to functional limitations resulting from brain trauma induced by birth, present at birth, or 
which is progressive and/or degenerative in nature. This includes strokes and accidental injuries such as 
Traumatic Brain Injury that reduce an individual's thinking, perception and/or information-storage abilities. 
Psychological and emotional illness also fall under this category of disability.  
 

• Stroke A sudden loss of brain function caused by a blockage or rupture of a blood vessel to the brain, 
characterized by loss of muscular control, diminution or loss of sensation or consciousness, dizziness, 
slurred speech, or other symptoms that vary with the extent and severity of the damage to the brain. Also 
called cerebral accident, cerebrovascular accident. 

• Traumatic Brain Injury (TBI) is one which results from some external cause, such as an accident, 
illness, or drugs, and reduces the brain's ability to function. Traumatic Brain Injury (TBI) and Stroke are 
two of the most common causes of this type of disability. Any function of the brain may be involved, such 
as perception, language, memory, problem-solving, abstract reasoning, or motor skills. 



• Wernicke's Encephalopathy A disease of the brain caused by a deficiency of thiamine, usually 
associated with chronic alcoholism and characterized by loss of muscular coordination, abnormal eye 
movements, confusion, and forgetfulness. [After Karl Wernicke (1848-1905), German neurologist.] 

4.   Developmentally Delayed Learner (DDL)   

The developmentally delayed learner is a student who exhibits the following: A. below average intellectual 

functioning which adversely affects educational performance; and B. potential for measurable achievement 

in instructional and employment setting. 

5.   Psychiatric Disorder   

Defined as a persistent psychological or psychiatric disorder, emotional, or mental illness. Psychological 

disability is a condition which: A. is listed in the most current American Psychiatric Association Diagnostic 

and Statistical Manual (DSM) and is coded on Axis I or II as moderate to severe; B. reflects a psychiatric or 

psychological condition that interferes with a major life activity; and C. poses a functional limitation in the 

educational setting. The term psychological disability does not include transvestitism, transsexuals, 

pedophilia, exhibitionism, voyeurism, gender identity disorder not resulting from physical impairment, or other 

sexual behavior disorders; compulsive gambling, kleptomania, or pyromania; psychoactive substance abuse 

disorders resulting from current illegal use of drugs; and any condition designated by the most current DSM 

as developmental disorders that is covered by another disability category. Recovering drug and alcohol 

abusers are considered psychologically disabled as long as they are in or have completed a recovery 

program and meet all other conditions for this disability category. 

• Alzheimer's disease A disease marked by progressive loss of mental capacity resulting from 
degeneration of the brain cells. [After Alois Alzheimer (1864-1915), German neurologist.] 

• Anorexia Nervosa A psycho-physiological disorder usually occurring in teenage women that is 
characterized by an abnormal fear of becoming obese, a distorted self-image, a persistent aversion to 
food, and severe weight loss. It is often accompanied by self-induced vomiting, amenorrhea, and other 
physiological changes. 

• Battering Parent Syndrome A group of signs and symptoms characterizing a psychological disorder in 
a child's parent or other caregiver, resulting in a tendency or disposition to abuse the child. Elements 
contributory to this syndrome include a history of abuse upon the parent or other caregiver during 
childhood, unreasonable behavioral expectations of young children, and stress. 

• Bipolar Disorder Bipolar disorder is also known as Manic-Depressive Disorder. Patient suffer from 
alternating, prolonged episodes of extreme elation and depression. Periods of mania are characterized 
by hyperactivity involving excessive participation in multiple activities (sexual, occupational, political, 
religious, etc.) which is unrecognized by the patient. Speech is often pressured, loud, rapid, theatrical, 
dramatic, difficult to interpret, with abrupt changes in topic. The most common complications of manic 
episodes are substance abuse and the consequences of actions resulting from impaired judgment. 
Persons with bipolar disorder: are easily distracted, display grandiose delusions in which they claim a 
special relationship to well known person, may go days with little or no sleep and not appear tired, may 
have very labile mood with rapid shifts to anger or depression. Periods of depression are characterized 
by a loss of interest in almost all daily activities. 

• Bulimarexia/ Binge-Purge Syndrome An eating disorder in which one alternates between abnormal 
craving for and aversion to food. It is characterized by episodes of excessive food intake followed by 
periods of fasting and self-induced vomiting or diarrhea. Also called binge-purge syndrome, binge-vomit 
syndrome, bulimia nervosa. 

• Bulimia/ Binge - Eating Syndrome An eating disorder common among young women of normal or 
nearly normal weight that is characterized by episodic, uncontrolled binge eating and followed by feelings 
of guilt, depression, and self-condemnation. It is often associated with measures taken to prevent weight 
gain, such as dieting or fasting. In this sense, also called binge-eating syndrome.  

• Combat Fatigue A nervous disorder, usually temporary but sometimes leading to a permanent neurosis, 
brought on by the exhaustion and stress of combat or similar situations and characterized by deep 
anxiety, depression, irritability, and other related symptoms. Also called battle fatigue. 

• Conversion Reaction A neurosis characterized by the presence of bodily symptoms having no 
discernible physical cause but for which there is evidence of a psychological conflict or need. Also called 
conversion disorder. 

• Cyclothymia A mild affective disorder characterized by alternating periods of elation and depression. 

• Melancholia A mental disorder characterized by severe depression, apathy, and withdrawal.  



• Multiple/ Split Personality A psychological disorder, sometimes occurring as a symptom of 
schizophrenia, in which a person exhibits two or more disassociated personalities, each functioning as a 
distinct entity. Also called split personality. 

• Schizophrenia Schizophrenia is a psychotic disorder characterized by varying degrees of personality 
disorganization. The individual's thought processes are disupted by bizarre delusions and perceptual 
disturbances such as hallucinations. This decreases the individual's ability to communicate and work with 
others. Therefore, routine daily functions such as work, social relationships, and self care are impaired. 
N° 
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CHAPTER VII -  TRIVIA 
    

• Notable Persons Known To Have An Autism Spectrum Disorder: 
Temple Grandin, Craig Nicholls, Gary Numan, Vernon Smith, Stephen Spielberg, Stephen Wiltshire, David 

Byrne  
• Living people widely suspected (but not confirmed) to have an autism spectrum disorder:   

Woody Allen, Syd Barrett, Bob Dylan, Bill Gates, Al Gore, David Helfgott, Kevin Mitnick  
• Historical notables suspected (but not confirmed) to have had an autism spectrum disorder: 

Albert Einstein, Glenn Gould, Howard Hughes, Thomas Jefferson, Wolfgang Amadeus Mozart, Isaac 
Newton, William James Sidis, J.R.R. Tolkien, Alan Turing, Walter Pitts, Ludwig Wittgenstein, Andy Warhol, 
Jane Austen, Ludwig van Beethoven, Alexander Graham Bell, Emily Dickinson, Thomas Edison, Henry 
Ford, Thomas Jefferson, Carl Jung, Andy Kaufman, H P Lovecraft, Friedrich Nietzsche, Alfred Hitchcock, 
Ayn Rand, Socrates, Leonardo Da Vinci, Michaelangelo, George Mendel, Charles Darwin, Marie Curie, 
Paul Erdos  

• Fictional characters identified as autistic in the work of fiction:  
Raymond Babbit, played by Dustin Hoffman in the 1988 film Rain Man  

• Fictional characters believed by some to be on the autistic spectrum: 
Cartoons:   
Dilbert from the popular comic strip and the television show Dilbert (1999-2000); 
Lisa Simpson from The Simpsons (1990-);  Maurice 'Twister' Rodriguez Otto Rocket's best friend on 
Nickelodeon's Rocket  Power (1999-2004). He saved his friends Otto Rocket, Reggie Rocket, and Sam 
Dullard in the episode "Twist of Fate" with a combination of his seemingly eidetic  recall of one of his favorite 
cartoons ("Gung-Ho Gopher"), and common sense. Timmy Turner from "The Fairly Oddparents." Cosmo 
from "The Fairly Oddparents" Some viewers erroneously believe that he has below-average intelligence, but 
according to an article about the characters on "The Fairly Oddparents" he's an "absent-minded professor" 
type and he's actually quite intelligent.  Ingrid Third from "Fillmore"; Kip Fontinella from "Fillmore"; Eliza 
Thornberry from "The Wild Thornberrys" 
Film: Forest Gump from the film Forest Gump (1994); Edward Scissorhands from the film Edward 
Scissorhands (1990)  
Television: Reginald Barclay, played by Dwight Schultz from Star Trek: The Next Generation (1987-1994); 
Mr. Bean, played by Rowan Atkinson; Cosmo Kramer, played by Michael Richards from "Seinfeld" (1989-
1998); Colin Mallory, played by Charlie O'Connell from Sliders (1995-2000); Adrian Monk, played by Tony 
Shaloub from Monk (2002); Dick Solomon, played by John Lithgow from Third Rock from the Sun (1996-
2001); Spock, played by Leonard Nimoy from Star Trek: The Original Series (1966-1969); T'Pol, played by 
Jolene Blalock from Star Trek: Enterprise (2001-2005); Steve Urkel, played by Jaleel White from Family 
Matters (1989-1998); Dr. Gilbert (Gil) Grissom from CSI; Dr. Temperance Brennan from Bones; Charlie 
Eppes from Numbers; Dr. Gregory House from House 
    

• Famous People with the Gift of Dyslexia:  Here are the names of some of the many individuals who 
are dyslexic, or had symptoms of dyslexia or related learning problems:  
Actors & Entertainers:   
    Harry Andersen, Fred Astaire, Harry Belafonte, George Burns,  Enrico Caruso, Tom Cruise, Dave Foley, 

Harrison Ford, Danny Glover, Tracey Gold,  Whoopi Goldberg,  Susan Hampshire, Jay Leno,  River 
Phoenix, Edward James Olmos, Jill Pages, Oliver Reed, Billy Bob Thornton, Tom Smothers,  Robin 
Williams, Henry Winkler   

Artists, Designers, & Architects:  Ansel Adams, David Bailey-photographers, Leonardo da  
    Vinci, Ignacio Gomez-muralist, Pablo Picasso-artist, Robert Rauschenberg, Auguste  
    Rodin-sculptor, Bennett Strahan, Robert Toth,  Jørn Utzon-architect (designed Sydney  
    Opera house), Andy Warhol. 

 



Film: Forest Gump from the film Forest Gump (1994); Edward Scissorhands from the film Edward 
Scissorhands (1990)  
Television: Reginald Barclay, played by Dwight Schultz from Star Trek: The Next Generation (1987-

1994); Mr. Bean, played by Rowan Atkinson; Cosmo Kramer, played by Michael Richards from 
"Seinfeld" (1989-1998); Colin Mallory, played by Charlie O'Connell from Sliders (1995-2000); Adrian 
Monk, played by Tony Shaloub from Monk (2002); Dick Solomon, played by John Lithgow from Third 
Rock from the Sun (1996-2001); Spock, played by Leonard Nimoy from Star Trek: The Original Series 
(1966-1969); T'Pol, played by Jolene Blalock from Star Trek: Enterprise (2001-2005); Steve Urkel, 
played by Jaleel White from Family Matters (1989-1998); Dr. Gilbert (Gil) Grissom from CSI; Dr. 
Temperance Brennan from Bones; Charlie Eppes from Numbers; Dr. Gregory House from House 

    

• Famous People with the Gift of 
Dyslexia:  Here are the names of 
some of the many individuals who are 
dyslexic, or had symptoms of 
dyslexia or related learning problems:  

Actors & Entertainers:   
Harry Andersen, Fred Astaire, Harry 
Belafonte, George Burns,  Enrico 
Caruso, Tom Cruise, Dave Foley, 
Harrison Ford, Danny Glover, Tracey 
Gold,  Whoopi Goldberg,  Susan 
Hampshire, Jay Leno,  River 
Phoenix, Edward James Olmos, Jill 
Pages, Oliver Reed, Billy Bob 
Thornton, Tom Smothers,  Robin 
Williams, Henry Winkler   

Artists, Designers, & Architects:  Ansel Adams, David Bailey-photographers, Leonardo da Vinci, Ignacio 
Gomez-muralist, Pablo Picasso-artist, Robert Rauschenberg, Auguste Rodin-sculptor, Bennett Strahan, 
Robert Toth,  Jørn Utzon-architect (designed Sydney Opera house), Andy Warhol. 
Athletes:  

Muhammad Ali-World Heavyweight Champion Boxer, Duncan Goodhew-Olympic Swimmer,  Bruce 
Jenner-Olympic Decathlon Gold Medalist, Magic Johnson, Greg Louganis-Olypmic diving champion, Bob 
May-golfer, Diamond Dallas Page-World Wrestling Champion, Steve Redgrave-Olympic Gold Medalist 
(rowing), Nolan Ryan-Baseball Pitcher for the Texas Rangers, Jackie Stewart-race car driver.  

Entrepreneurs & Business Leaders:   
    Richard Branson-Founder of Virgin Enterprises, John  T Chambers-CEO of Cisco Systems, Henry Ford, 
William Hewlett-Co-Founder, Hewlett- Packard, Craig McCaw-Telecommunications Visionary, Paul J. 
Orfalea-founder of Kinko's,  Charles Schwab-Investor, Ted Turner-Turner Broadcasting Systems, F.W. 
Woolworth  
Filmmakers:  Nicole Betancourt-Emmy-winning filmmaker, Walt Disney, Søren Kragh Jacobsen-Danish film 
director)  
Inventors & Scientists:  Ann Bancroft-Arctic Explorer, Alexander Graham Bell, Thomas Edison, Albert 
Einstein, Michael Faraday, Dr. James Lovelock, John R. Horner-Paleontologist, Archer Martin-Chemist (1952 
Nobel Laureate), John Robert Skoyles-Brain Researcher, Werner Von Braun  
Law & Justice: David Boies-Attorney, Erin Brockovich-Investigator, Jeffrey H. Gallet-Judge 
Military Heroes:  Thomas Jonathan "Stonewall" Jackson,  George Patton 
Musicians & Vocalists:   

Cher, Brad Little, John Lennon, Nigel Kennedy-violinist, Bob Weir- Grateful Dead guitarist 
Physicians & Surgeons:   

Harvey Cushing-Surgeon, Fred Epstein-Neurosurgeon 
Political Leaders:   

Winston Churchill, King Carl XVI Gustaf of Sweden, Michael Heseltine, Andrew Jackson, Thomas 
Jefferson, John F. Kennedy, Nelson Rockefeller, Paul  Wellstone-US Senator, Woodrow Wilson, George 
Washington 

Writers:   
Hans Christian Andersen, Avi, Jeanne Betancourt-"My Name is Brain Brian",  Steven Cannell-television 
writer & novelist, Agatha Christie, Fannie Flagg-"Fried Green  Tomatoes at the Whistle Stop Cafe", Gustave 
Flaubert, Patricia Polacco-Children's Author and Illustrator, Elizabeth Daniels Squire-mystery novels, 
Bernie Taylor-Big Trout, Victor  Villaseñor, W.B. Yeats-poet  N° 


