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Section 1
In 1994, 92 countries signed The Salamanca Statement  (UNESCO) agreeing that Inclusion for all children should be the norm, and that all children should be provided with access to mainstream education together to participate, with support if required, in all areas of the curriculum (Knowles and Mukherji, 2014, p171). However, for a child with Spina bifida, there are many challenges and lack of understanding of these issues can make it difficult to achieve positive outcomes (Dicianno, et al. 2020). When considering inclusion and positive transition through the early years, the importance of early intervention, assessment and provision cannot be overstated (Devarakonda, 3013). Bakaniene, Prasauskiene and Vaiciene-Magistris, (2016) argue that the earlier the intervention the better the outcome for measuring and enhancing quality of life. Multi-disciplinary teams working in partnership gain the trust of parents to ensure positive outcomes for the child through collaboration of shared information to enable appropriate planning of activities and learning experiences (Arnold, 2018), whilst also highlighting  a child centred approach through acknowledgement of the United Nations Convention on the Rights of the Child (UNCRC, 1992) and the United Nations Convention on the Rights of Persons with a Disability (CRPD, 2006).
Spina Bifida, meaning split spine (Shine, 2018), is a  congenital Neural Tube Defect (NTD) which, in the early stages of pregnancy affects the development of the spine and spinal cord (Public Health England, 2020) through either genetic and or environmental factors (Trudell and Odibo, 2013). Affecting the neural tube, a baby diagnosed with Spina bifida can have both physical deformities and damage to the brain, however, many children born with Spina Bifida, have typical IQ’s and with early intervention and support, eventually live independently throughout their lives (IFSBH, 2020) although may have significant absence from education due to multiple hospital appointments (Crutchley and Hunt, 2018). Additionally, those born with Spina Bifida could have little disability of intellect and achieve the most common outcomes with strengths and weaknesses in cognition, academic, behavioural, and adaptive skills (Fletcher and Brei, 2010). 
Most diagnosis of NTD’s are prenatal by ultrasound, detected by a Sonographer, after which Magnetic Resonance Imaging (MRI) can be used to diagnose specific defects and complexities in order to council parents in whether they wish to continue with the pregnancy or terminate (Trudell and Obido, 2013). In Europe, 1 in every 1000 pregnancies, equating to 5000 per year are affected by NTD’s, with 70% of those being terminated (European Registry of Congenital Anomalies and Twins (EUROCAT) (2020). Antenatal screening programmes are offered, for the earliest intervention, to all pregnant women as part of their routine antenatal care. These can help to detect any serious conditions in both Mother and Child which may cause harm. Some conditions are treatable in utero and others are untreatable. In this instance parents can be given quality guidance and information in order to make an informed decision about the continuation of their pregnancy (Public Health Wales, 2018).
Nutbrown, Clough and Atherton (2013) argue that children should be acknowledged as citizens within their community, ‘belonging’ within a community of living and learning. Article 23 of the UNCRC states that all children with a disability have the right to a full and decent life and to be counted as an active participant in the community. Governments must do all they can to support children with a disability and their families (Unicef, 2019) such as reforms by the Welsh Government  with the introduction of the Additional Learning Needs Educational Tribunal (Wales) Act 2018 (Legislation.Gov, 2020). However, discrimination still occurs in the classroom against children with a disability through either direct or indirect discrimination (Contact, 2020). Additionally, harassment, failure to make reasonable adjustments and victimisation (Child law advice, no date).
Article 7 of the CRPD states that the views of the child must always be considered in accordance with their age, ability, and maturity (2006) when considering education for a child with a disability. However, this becomes increasingly difficult when considering dignity for those children with urinary, faecal continence and intermittent self-catheterisation issues and additionally when medical procedures become more significant between the age of 4-6 years of age at the onset of education (Alibi, et al. 2018). Article 8 of the CRPD raises awareness of promoting respect for the rights and dignity of disabled people at whatever age they may be in order to address the impact of issues, such as lowered self-esteem arising from incontinence, on participation in education, social and home settings, although little research has been done on this (Fischer, et al. 2015), additionally a power imbalance may occur over people with a disability by professionals adding to the objectification and dehumanisation of children with a disability (Hodkinson, 2019) alternatively a dependency inducing model of support (Lehane, 2015).
Article 24 of the CRPD states that parties involved must take all appropriate measures to facilitate the inclusion of children with a disability so that learning is equal to others within their community, either with sign language, braille, mobility access and ensure that teachers and practitioners are also trained sufficiently to meet the needs of the child (CRPD, 2006)
Early intervention for a child with NTD is vital for the child to have the opportunity to achieve their potential. This means, that from  prenatal diagnosis, the coordination of  multi-disciplinary teams such as surgeons, orthopaedist’s, urologist’s, occupational therapists, physiotherapists (Centres for Disease Control and Prevention, 2019) as well as the normal advisory teams of Health visitors and community nurses all working together to support the child and family in making the best decisions to enable that child to achieve their goals and to address any barriers which may occur (Mapes and Mitcheltree, 2019). However, with 70% of diagnosed NTD pregnancy’s being terminated in Europe, there is an ageing population of adults with Spina bifida whom require costly, multi healthcare specialities and throughout the life of a person with Spina bifida, costly adaptations of living areas and continuity of care both medical and emotional from a transitional view from paediatric care to adult services (Thibadeau et al. 2019)
On a global and individual level, Spina bifida is preventable (Zaganjor, et al., 2016) by raising the level of women’s folate preconception (Department of Health and Social Care, a.).  Research suggests that Governmental intervention from the fortification of foods with folic acid, mainly in flour, significantly lowers the incidence of Spina bifida (Atta, et al, 2016). America has been at the forefront with the mandatory fortification of Flour since 1998 (Murphy and Westmark, 2020). However, the UK Government and devolved administrations are still at the consultancy level of aiding this possible mandatory intervention (Department of Health and Social Care, 2019, b.).

                                                                 


Section 2
Inclusive education offers an opportunity for students with a diverse array of needs to be involved in a barrier free learning environment (Farooq and Rafiq, 2019) and Inclusive environments also benefit those without disabilities (Agran, et al., 2020) However, prior to the 1970’s any person with a disability would have been institutionalised or shunned from society, not even receiving any welfare support (Open University, 2020), additionally, the medical model of disability views disability as any pathology of the human body and perceived deficiency that a person with a disability carries (Hunt, 2018). The disability of the individual becomes the defining characteristic which in turn guides societies opinions and beliefs afforded against them (Haegele and Hodge, 2016). Any resolution to the disability is then rehabilitated by medical intervention to return the person as near to ‘normal’ as possible (Mitra, 2017).
Direct and Indirect discrimination against disability is recognised by the social model of disability, as a more complex mix of personal and social barriers which impact upon a person with a disability (Reppel and Dawodu, 2014) and is also understood as a form of social oppression governed by exclusion from society, ableism and barriers (Berghs, et al., 2016). Bronfenbrenner’s ecological systems theory suggests that a person’s development is impacted on from those around them such as family, organisations, policies of Governments and socioeconomics demonstrating that there are a number of interlinking issue’s influencing child development (Psychology Notes HQ, 2019). When considering this theory, children with a disability in mainstream education have, in the past, been impacted on by lack of access to provision, equity and lack of legislative rights (National Children’s Bureau, 2018).  For a child with a disability who uses a wheelchair in early years education, the environment, perception, and attitudes of others plays a significant part in creating a barrier to inclusion (Boiani, et al., 2019). Additionally, children with a disability are at an increased risk of poor social participation because of their complex mobility needs although social participation has a positive impact on health (Fischer, et al., 2015). However, in Wales, The Foundation Phase Framework for 3-7-year olds places a duty on practitioners to provide significant quality education for all children in the outdoors learning environment, explicitly separate to lunch and break times but inclusive in the curriculum (Bilton and Waters, 2016).  Additionally, policies state that schools must make reasonable actions to avoid disadvantage for those pupils with a disability through provision (Morley, et al., 2017). 
Experiential learning in the outdoors provides many opportunities for children’s holistic development including mental health and wellbeing (Maynard and Waters, 2014). However, Children with a disability are more sedentary and less active than their typically developed peers (Brazendale, et al., 2019) and although the benefits for a child with Spina bifida using powered or self-powered mobility wheelchair are recognised as improving independence and socialisation (McCourt and Casey, 2016), the social model of disability highlights that children with a disability using a wheelchair may be excluded from some outdoor experiences through lack of access and the attitudes of educators towards the facilitating of access to an outdoor activity.  It is not the difficulties of the individual which cause the problem but the lack of provision of service (Anastasiou and Kaufman, 2013). An example of this could be a child who is excluded from an outdoor excursion because all-terrain mobility provision is not provided for use by the school. Inclusion of a child with a disability in outdoor learning experiences increases acceptance from their peers through shared experiences (Karmen, 2013) However, the attitude and training of the class teacher in additional learning needs plays a significant role in the interactions and relations of the children in their class with a child with a disability.  A study by Kwon, Hong and Jeon (2017) found that the more specialised the training of the teacher in additional learning needs and the more positive the teachers classroom practice, the more socially accepting the children were of a child in their class with a disability. An example of this could be books which involve children with a disability and use of inclusive dolls with a disability and in a wheelchair.  
When considering the classroom environment, Universal Design of Instruction (UDI) and Universal Design for Learning (UDL), places responsibility on the adjustment, selected features and design of learning environments rather than on the individual, therefore minimising barriers and maximising learning opportunities for children from diverse backgrounds including those with a disability (Warner and Dillenschneider, 2019). The main principle is to plan in advance the provision for the widest range of needs of the children, incorporating those with disabilities and those without. Accessibility to all areas by providing ramps, raising outdoor levels for easy access from outside and lifts if required, also having attentive supervision enabling all children to participate (Arbouet Harte, 2013). However, Holland (2018) states that, ‘the needs of disabled children are much more than ramps and rails and issue’ are often unique to the individual and only understood by the child, parents and carers’, The Welsh Government have adopted the social model of disability in order to remove any barriers to inclusion for children with a disability (WG, 2015) and The Equality Act 2010 requires each local authority to have an Accessibility Strategy and each school its own Accessibility Plan promoting inclusive access to education and how it is going to be implemented (Children’s’ Commissioner for Wales, 2018). 
To conclude, Mitra (2018) highlights the need for a new model of disability, that of the human development model of disability which makes links between health conditions, impairments and well-being, drawing away from the social oppression of the social model and the rehabilitative constraints of the medical model. However, The Convention for the Rights of Persons with Disabilities (CRPD) is challenging the way in which society think about people with disabilities, disability does not discriminate (Rau Barriga, 2016) and there is a requirement for inclusion to be cross societal from governments, authorities, employment, education and health perspectives.

                                                                   


Section 3
A child with Spina bifida with additional medical or health conditions with typical developmental intellect, requires one to one support from a Learning Support Assistant (LSA) (Abbot, 2010) in an early year setting. However, In Porter, et al. (2014) although parents surveyed, reported one to one support for their child was at the top of the list of beneficial  strategies, a longitudinal UK study revealed that individual and small group work with an LSA instead of whole class learning by the teacher can have a detrimental effect on the learning of a child with a disability (Webster, et al., 2010)(Blatchford, Webster and Russell, 2012). Additionally, In the UK, LSA’s have previously been known to be underqualified, with little experience and assigned task’s which they have little education for (Viktorin, 2018). LSA’s have been considered to be more reactive than proactive when supporting a child with a disability based on the hierarchy of needs theory (Syrnyk, 2018) and by initially meeting the emotional needs of a vulnerable child. However, this nurture approach can have a detrimental impact on a child with a disability as they become more dependent on their one to one support, and vice versa, the teaching assistant economically  and emotionally dependent on the child, the ‘Velcro effect’ (Gerschel, 2005), stifling pupil independence and also answering on their behalf (Lehane, 2015) further more creating increased alienation of that child from their peers (Maher and Vickerman, 2018).
 LSA’s and Practitioners in the early years play a significant role in either diminishing or promoting disability as part of children’s developing identity (Watson, 2012). Whilst research suggests that the use of a wheelchair for a child with a disability, aids self-efficacy, social development, play, motor skills and cognition and positively influences identity by the child becoming more capable and confident in making their own decisions (Feldner, 2019) the language and behaviour that a one to one LSA uses through modelling towards the child using a mobility device, can educate other children in the class about issues of discrimination (Watson, 2019). Additionally, many subjects in a curriculum offer some means to addressing prejudice and discrimination (Light Shields, 2014).
Supporting a child with a disability on a one to one basis requires specific skills and knowledge as well as curriculum and classroom management skills (Hunt and Newbold, 2018, p. 134) in order to perform the role effectively. However, character traits such as empathy, resilience, and patience (Syrnik, 2018) are also beneficial as well as an ability to be calm when antagonised and intuitive when a child cannot communicate due to distress (Bentham, 2019).
The needs of pupils with a disability are dynamic and forever changing, categories of disability cannot be compartmentalised (Morley, et al., 2017) and Government legislation reinforces this by stating that reasonable adjustments (Equality Act 2010) must be made  to provide for the needs of all children with a disability when visible and invisible challenges are present (Porter, et al., 2014). However, there is disparity with the training of staff for the needs of children with disabilities in early years, mainstream and special educational settings (Hunt and Newbold, 2018) with lack of Continual professional development (CPD). For inclusion to succeed, CPD is essential for staff working one to one with a child with a disability to be able to provide quality education and care. Acknowledging and sharing best practice through collaboration and inter agency communication (Pembrokeshire County Council, 2019) whilst ensuring that children with a disability are asked for their perspective on what they would identify as giving them quality (Watson, 2012).
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