
CHAPTER II

E SSA Y

P R O B L E M  O F C E R E B R A L  P A L SY

2.1 In trod u ction

Cerebral p alsy  (C P) know n to be one o f  the m ost causes o f  physical d isability  

found am ong children in the w orld. It represents about one every three hundred babies 

inborn or d evelop ed  cerebral palsy (W H O , 1993).

There are 10 ,000  n ew  cases o f  cerebral palsy diagnosed  each year in the U nited  

States, and for every 2 ,0 0 0  babies born in the U nited States, five have cerebral palsy. 

A p p roxim ately  5% o f  premature infants are d iagnosed w ith  this condition. The overall 

in c id en ce  o f  CP in U S A  is rising becau se premature babies w h o on ce w ould  have died  

are surviving from  advance in m odern neonatal in tensive care. A  p reem ie’s risk o f  

cerebral p a lsy  is 50 tim es higher than that o f  a full-term  baby.'

R ev iew ed  literatures do not provide the number o f  CP children (aged 1-15 years 

old) for w h o le  country in Thailand but there is a current trend o f  increasing rate o f  low  

birth w eigh t infants survivors w h ich  has sign ificantly  im proved in the past 1 0  years. 

Study o f  M ow h su w an  et al. (2 0 0 0 ) reported that in year 2000 , 14.2% o f  over 89 0 ,0 0 0
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lifebirths in T hailand had lo w  birth w eight. The risk o f  cerebral p alsy  o f  th ese  infants is 

4 0 -1 0 0  tim es higher than that o f  norm al infants. In addition, m eningitis in fection  is 

kn ow n  as on e  o f  the causes o f  CP during childhood, and its incidence w as reported at 

about 19-50 cases per 100 ,000  children in 1995 in the study by Suntaree (1 9 9 5 ).

2.2 O p eration a l defin ition  o f  C erebral P alsy

The term s o f  cerebral p a lsy  have been defined w ith  vary details depending on  

the ob jective  o f  each study. The defin ition  used in th is paper w as adjust from  the 

d efin ition s by W H O  (1 9 9 3 ) and W erner (1 9 8 7 ) for com prehensive understanding to  

general public. It is an in clu sive  term that describes a group o f  non-progressive  

disorder, a d ifficu lty  in coordinating the m uscle m ovem ent or m aintaining a normal 

posture that is caused  by a brain dysfunction. It is a d isab ility  o f  m uscle control that 

affects m ovem en t and position ing  o f  the body. It com es from  the brain dam age that 

occurred b efore the child  w as born, at birth or as baby. The m uscles receive the w rong  

instructions from  the dam aged part o f  the brain. H ow ever, the m ovem ent and body  

p osition  and related problem s can be im proved or m ade w orse  depending on  h ow  the  

ch ild  is treated and the degree o f  dam aged on the brain.

2.3 W h at cau ses cereb ral palsy?

C erebral palsy is not a single cause disorder, like chicken pox or measles. It is a

group  o f  d isorders w ith sim ilar problem s in control o f  m ovem ent, w ith different causes.
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N o b o d y  k n o w s the actual causes o f  cerebral palsy but the p ossib le  chance that a child  

w ou ld  d evelop  cerebral palsy  m ay be during pregnancy, during labor, after premature 

labor, and in ch ild h ood  as fo llow in gs:

a) D uring Pregnancy: A  dam aged placenta may interfere w ith  fetal grow th or 

m ovem en t and i f  prolonged, can cause CP. Other causes include: poor 

nutrition, ex p o se  to  som e tox ic  substances, in fections, ch rom osom e  

abnorm alities, som e b iochem ical gen etic  disorders, and chance 

m alform ations o f  the baby's brain. E ven after in tensive m edical 

in vestigation  m any cau ses cannot be identified. A nything, w h ich  tends to  

produce a lo w  birth w eig h t (L B W ) infant w ill increase the lik e lih ood  o f  

cerebral palsy.

b) D uring Labor: W hile bein g  bom , the baby's head m ay be squeezed  or 

otherw ise suffer m echanical trauma. Poor o xygen  supply to  the baby m ay  

cause m etabolic  disturbance (asphyxia) and destroy brain tissue. Infants 

w h o se  CP is associated  w ith  d ifficu lties in labor may require im m ediate  

help to breath, or w ill have sym ptom  o f  injury such as seizures  

(con vu lsion s), severe feed ing  d ifficu lty , lack o f  resp on siven ess or 

m ovem ent, and signs o f  injury to  organs such as the heart or kidneys.

c) A fter Prem ature Labor: The brain o f  a prem aturely born baby is not yet 

ready for the stresses o f  independent life. D esp ite  all the advances in 

m odern neonatal in ten sive  care, it m ay be im p ossib le  to avoid som e types 

o f  brain dam age. B leed in g  in to the brain, or not enough b lood  and /or
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oxygen  supply to  particular part o f  the brain m ay occur,

d) In C hildhood: Som e babies have brain hem orrhages or very h igh  fevers. 

Infections (such  as m eningitis), head accidents, or p o ison in gs account for 

the rest.

2.4  W h at are the R isk  Factors?

R esearch scien tists have exam ined thousands o f  expectant m others, fo llow ed  

them  through childbirth, and m onitored their ch ildren’s early neurological 

developm ent. A s a result, they have uncovered certain characteristics, called  risk 

factors, that increase the p ossib ility  that a child w ill later be diagnosed  w ith  cerebral

palsy:

• Breech presentation; B ab ies w ith  cerebral palsy are m ore lik e ly  to  present 

feet first, instead o f  head first, at the beginning o f  labor.

• Complicated labor and delivery; Vascular or respiratory problem s o f  the 

baby during labor and delivery may som etim es be the first sign that a baby 

has suffered brain dam age or that a baby’s brain has not d evelop ed  norm ally. 

Such com p lication s can cause perm anent brain dam age.

• Low Apgar score; The Apgar score is a num bered rating that reflects a 

new b orn ’s condition. T o determ ine an A pgar score, doctors periodically  

check the baby’s heart rate, breathing, m uscle tone, reflexes, and skin color  

in the first m inute after birth. They then assign  points; the higher the score, 

the m ore normal the b ab y’s condition. A  lo w  score at 10-20 m inutes after
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delivery is o ften  considered  an im portant sign  o f  potential problem s.

• Low birth weight and premature birth; T he risk o f  cerebral p a lsy  is higher 

am ong babies w h o  w e ig h  less than 2 ,5 0 0  gram s (5 lbs., 7 .5  o z .)  at birth and 

am ong babies w h o  are b o m  less than 37  w eek s into pregnancy. T his risk 

increases as birth w e ig h t falls.

• Multiple births; T w in s, triplets, and other m ultip le births are linked to  an 

increased risk o f  cerebral palsy.

• Nervous system malformations; S om e babies born w ith  cerebral p a lsy  have 

v isib le  sign s o f  nervous system  m alform ation, such as an abnorm al sm all 

head (m icrocep haly).

• Maternal bleeding or severe proteinuria late in pregnancy; V aginal b leed ing  

during the sixth to ninth m onths o f  pregnancy and severe proteinuria (the 

presence o f  ex cess  proteins in the urine) are linked to  a higher risk o f  having  

a baby w ith  cerebral palsy.

• Maternal hyperthyroidism, mental retardation1 or seizures; M others w ith  any 

o f  these con d ition s are slightly  m ore lik e ly  to  have a child  w ith  cerebral 

palsy.

• Seizures in the newborn', A n infant w h o has seizures faces a higher risk o f  

being d iagnosed , later in ch ildhood , w ith  cerebral palsy.

K n ow in g  these w arning sign s helps doctors keep a c lo se  eye on  children w ho  

face  a higher risk for long-term  problem s in the nervous system . H ow ever, parents 

should not becom e too  alarmed i f  their child has one or m ore o f  these factors as m ost o f  

children w h o  have such factors do not d eveloped  cerebral palsy.
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2 .5  H ow  to P reven t C ereb ral Palsy ?

Several o f  the cau ses o f  CP that have b een  identified  through research are 

preventable or treatable. T hese are:

• R egular u se  o f  the ch ild -safety  seats and h elm ets and elim ination  o f  child  

abuse can prevent head injury. In addition, com m on sen se  m easure around  

the h ousehold  like c lo se  supervision during bathing and keep in g  p oison  out 

o f  reach can reduce the accidental injuries.

• Jaundice that can dam age brain o f  new born infants can be treated with  

phototherapy. B lo o d  transfusion m ay needed in som e cases.

• R ubella  vaccination  before b ecom es pregnant.

In addition, it is alw ays go o d  to w ork toward a healthy pregnancy through  

regular prenatal care and go o d  nutrition and elim inating sm oking alcoh ol consum ption  

and drug abuse. D esp ite  the best o f  parent and physician, h ow ever children still can be 

b o m  w ith  CP, since in m ost cases the causes o f  CP is unknown, little can currently be 

d on e to  prevent it.

2 .6  W h at are  the D ifferen t T ypes o f C P?

P rofession a ls describe different type o f  CP according to the type o f  m ovem ent 

disorder and/or the num ber o f  lim bs involved . T w o children w ith the sam e type o f  CP 

m ay have different needs -  becau se each child  is different. W ith so m any different
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cau ses it’ s not surprising that CP takes m any different form s. A  num ber o f  typ es o f  CP 

are described  in m edical textbooks, but even sp ecia lists rarely agree about the right w ay  

to describe the cerebral p alsy  o f  an individual child. Each ch ild  w ith  CP is unique  

individual. There is no go o d  reason to insist on describing any ch ild  as having a 

particular type o f  CP. CP is not unchanging and it m ay take years for the typ es to 

stabilize. H ow ever, m any p rofession als refer to types, so it helps to  k n ow  the main 

descrip tive  terms.

Classification by Tone or Movement Disorder:

Spastic CP
Spastic cerebral palsy, a lone or m ixed w ith other form s, is the m ost com m on  

type o f  CP. Spasticity  m ay be very m ild and affect only a few  m ovem ents, or very  

severe, in v o lv in g  the entire body. The amount o f  spasticity  u sually  ch an ges over time. 

Spastic m u sc les have increased resistance to being stretched. T hey b ecom e overactive  

w hen used  and produce clum sy or w eak  m ovem ents. Such m u scles may a lso  be called  

stiff, tight or hypertonic. M any ch ildren w h o have spasticity  in their arms and legs may 

have decreased  tone in their back and abdom inal m u scles, g iv in g  them  a floppy trunk. 

N orm al m u sc les w ork  in pairs; w h en  one group o f  m u scle  contracts, other groups w ill 

relax to a llo w  free m ovem en t in the desired direction. Spastic m u scles b ecom e active  

together and b lock  e ffec tiv e  m ovem ent. This m uscular “tug-or-w ar” is called  c o ­

contraction. Spastic m u scles b ecom e tight easily . For exam ple: w ith the slightest 

attempt at m ovem ent, i f  the skin over them  is touched lightly, in cold  temperature, 

w hen the child  is em otion a lly  upset. T hese changes o f  spasticity  reflect im pairm ent in
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different part o f  the com plicated  system s in the brain and spinal cord, w hich  control 

m ovem ent. Y ou may notice spasticity:

• I f  changing a diaper is d ifficu lt because the m uscles around your baby’s hips 

are tight

• I f  your baby has d ifficu lty  suckling, there m ay be som e spasticity  in his or 

her tongue.

• W hen you try to  m ove, soothe or cuddle your baby, his or her body stiffens.

Older children m ay exp erien ce spasticity w h en  they attem pt delicate m ovem ents  

(fine m otor activities) such as bringing a cup to the m outh, or writing. Spasticity  can be 

rendered by avoid ing situations know n to produce it. Secure seating that reduces trunk 

m ovem en ts w hen attem pting to balance m ay reduce spasticity  in the upper lim bs. 

Appropriate head supports can correct particular p osition s o f  the head, w h ich  m ay  

produce spasticity in the lim bs. Inappropriate w eight bearing may prom ote spasticity in 

the legs. Pediatric physical and occupational therapists are trained in m anaging  

spasticity. D rugs are som etim es used, and deform ities can som etim es be reduced by 

stretching exercises or treated by surgery. R educing spasticity  is the subject o f  m uch  

on -go in g  research. Spasticity  is on ly  one cause o f  h igh m uscle tone. W hen tone  

(resistance, stiffness) is variable, the term dystonia m ay be used.

Dyskinetic CP:
Here, the main d ifficu lty  is coordinating or controlling m ovem ents. Involuntary 

and unw anted w h ole  body w rithing m ovem ents are seen in athetoid CP. The word, 

athetosis, com es from a G reek w ord m eaning to writhe like a snake. O nce com m on as 

a result o f  R hesus (b lood  type) incom patibility, athetoid cerebral palsy is n ow  rare.
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Faster, dancing m ovem en ts are described as choreiform  and often accom pany athetosis. 

T hese m ovem en ts reflect im pairm ents at the back o f  the brain, in the brain stem , 

located at the top o f  the spinal cord.

The m ost unusual type is ataxic CP resulting from im pairm ents o f  the 

cerebellum , the brain's major center for balance and coordination, ataxic CP is 

associated  w ith  an unsteady, often  lurching gait and unsteady hands. P eop le  w h o  have  

ataxic CP m ay w a lk  like som eon e w h o  is drunk. They usually  have poor m uscle tone  

(referred to  as hypotonic or floppy). M any p rogressive disorders, som e n ow  treatable, 

m ay im itate this type o f  CP. M edical investigations are usually  necessary before  

d iagn osis is confirm ed.

Mixed CP:
M ost com m only, spasticity  is present along w ith  other types o f  m ovem ent 

disorder.

*Classification by Number of Limbs Involved

W hen a child's arms and leg s  are a ffected  by CP, the trunk is often  also  

in vo lved , either w ith  decreased m u scle  tone, or as hem iplegia, because the child's body  

is lopsided.

Diylesia:
B oth  legs are affected  m uch m ore severely  than the upper lim bs. If  a premature

baby has CP, it is usually  d ip leg ia



12

Hemiplegia:
T his is the m ost com m on distribution o f  CP; one side o f  the body (both arm and leg, 

from  head to toe) is affected . The arm is m ore in volved  than the leg, and the child w ill 

usually learn to walk. The op p osite  side o f  our brain controls our lim bs, so right spastic  

h em ip leg ia  im p lies injury to  the left side o f  the brain.

Double Hemiplegia:
D escrib es CP affecting  both sides, (arms w orse  than the legs)

Triplegia:
A ffects  three lim bs, w h ile  on e is relatively unaffected.

Monoplegia:
In vo lves prim arily on ly  one limb.

Quadriplegia or Tetraplegia:
In vo lves all four lim bs and the trunk.

A s m ention above, w ith  so m any causes that CP takes m any different form s. So  

each ch ild  w ith  CP is a unique individual and the treatment for each child is tailor-m ade  

and very sp ecific  for each child.

2.7  W h a t are  the S econ d ary  C on d ition s o f C ereb ral P alsy  ?

In an e ffec tiv e  health care system , m uch can be done to prevent secondary  

conditions. The fo llo w in g  list is the m ost com m on health com plications associated  with
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cerebral palsy and these conditions are found at various stages in the life  o f  person w ith  

cerebral palsy. T h ese are the conditions that w e  are attem pting to  prevent.

The list of secondary conditions associated with cerebral palsy 
9  P rogressive contractions

• M ob ility  lim itations

• Joint and m uscle pain

• P roblem s w ith  balance

• Pressure sores

• Spasticity changes

• D ental problem s

• Seizures

• O besity

• B o w e l & B ladder incontinence and control

• Learning d isabilities

• D epression

• A djustm ents in socia l relationships

2.8  H ow  is C ereb ral palsy  M anaged?

Cerebral palsy can not be cured, but treatment or rehabilitation can often  

im prove a ch ild ’s capabilities. In fact, progress due to m edical research n ow  m eans that 

m any patients can enjoy near-norm al lives i f  their neurological problem s are properly  

m anaged. There is no standard therapy that w orks for all patients. Instead, the physician
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m ust w ork  w ith  a team  o f  health care p rofessionals first to identify a ch ild ’s unique 

n eed s and im pairm ents and then to  create an individual treatm ent plan that addresses 

them .

T he rehabilitation serv ices to  im prove CP children could  be c la ssified  based on 

institution, com m unity, and fam ily  levels  as fo llow in gs;

1) Family based rehabilitation (FB R ) is another kind o f  service, w here sp ecialist 

v isits  c lien ts at their fam ilies to identify a child  needs and im pairm ents and then 

create an individual treatm ent plan for each fam ily , as so -ca lled  ‘hom e  

m an agem en t’, to  integrate w ith  their ch ildren’s activities.

2 ) Community based rehabilitation (C B R ) is a new  approach o f  rehabilitation, 

w hich  em phasis com m unity  in vo lvem en t in developm ent.

3 ) Institutional based rehabilitation (IB R ) is the source or origin o f  rehabilitation  

serv ices for p eop le  w ith  d isabilities, w h ich  is located in institution and w ork by 

m any sp ecia lists. T his kind o f  serv ice relies on sophisticated equipm ent and 

spends high budget and norm ally fo cu ses their w ork  on w elfare and charity 

rather than developm ent.

The com m unity  based rehabilitation (C B R ) and fam ily based rehabilitation  

(F B R ) are m ore appropriate and practical for the peop le in the rem ote area than the 

institutional based rehabilitation (IB R ) as IBR is located in central area, w hich  is 

d ifficu lt for rural peop le  to  access. D evelop m en t by C B R  takes long tim e depending on
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the com m itm ent and understanding o f  each com m unity. It also needs support from  

governm ent p o licy  on rehabilitation. Im plem entation o f  C B R  by either governm ent or 

non governm ent organizations found unsustainable in several location s such as CBR  

project in H uaysak subdistrict, ChiangRai province by Save the Children Fund (บ .K .) 

and projects in N aK ham  and Aard-Sam art subdistricts im plem ented by N akornPhanom  

P rovincial H ealth  O ffice  in 1990-1992 .

F am ily base rehabilitation serves individual needs o f  clien ts, w hich  then  

strengthen fam ily ’s ability  to  build their ow n confidence. F am ily based health care 

serv ice  by public health providers is an ex istin g  service nationw ide in the com m unity. 

Such service is a part o f  their public service in their respective assigned  agency. That 

em p h asizes on fam ily  based health care serv ice alone. FB R  project w as launched to be 

integrated in the fam ily  based health care serv ices w hich  w as initiated in Rasrisalai 

district by R asrisalai C om m unity H ospital and Srisaket Provincial H ealth  O ffice  in 

1995 .The result o f  the project w as success.

2.9 Fam ily  B ased R eh ab ilita tion  and H om e M an agem en t

In general fam ily  based rehabilitation for CP child, it needs to concern the child- 

parental interaction. S u ggestion  on hom e m anagem ent is the m ain role to  d evelop  these  

CP children. M ayo (1 9 8 1 ) concluded  that m others o f  m ore severely  disabled infants 

found that their in vo lvem en t in hom e m anagem ent m ade their liv es m ore m anageable. 

Parental in volvem en t in hom e m anagem ent m ay increase the parents’ k n ow led ge o f
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their child’s condition and may facilitate parent-child interactions (Breiner & Beck, 
1984; Connor, Williamson, & Siepp, 1978; Parette & Hourcade, 1985; Provence, 1985; 
Ross, 1984). When the mothers carries their children in proper way, that means the 
children are guided and assisted in development on a daily basis and within a daily 
routine. Further, parental involvement in treatment may relieve stress and improve the 
family’s health (Burden, 1980; Wendt et al., 1984). In addition, many parents want to 
become involved in their child’s treatment (Lipton & Savarstad, 1974).

2.10 O perational definition of Home M anagem ent of C erebral Palsy 

C hildren

In general, the earlier treatment begins, the better chance a child has of 
overcoming developmental disabilities or learning new ways to accomplish difficult 
tasks. WHO’s treatment guidelines for all types of children with cerebral palsy are as 
followings;

• Encourage movement in as normal way as possible.
• Use both sides of the body.
• Follow up the developmental stages.
• Encourage the child to learn by doing activities related to daily life.
• Position and handling the child straight in lying, sitting, kneeling and 

standing.
Prevent deformities.
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According to this WHO’s treatment guidelines and home management 
guidelines for cerebral palsy by Finnie (1975), this study defines home management for 
cerebral palsy children as a set of appropriate activities for taking care of CP child, 
which includes handling, positioning, prevention of contractures and deformities and 
encouraging child’s skills for daily activities such as seating, sleeping, toileting, 
bathing, dressing, feeding, and self-care. Details for each activity are as follow;

• Handling; is a way of supporting and guiding a child so that her movements 
become more normal. It relaxes the stiff child. It supports a floppy or 
athetoid child. It allows ataxic and athetoid children to control their 
movements more.

• Positioning; A good positioning enables a child to do more for him in a 
normal way. Allow the child some movement rather than fixing him 
completely with equipment. Too much support does not allow him to learn to 
move. The mother / caretaker should change his position regularly and 
choose the position which correct the child best position.

• Prevention of Contractures and Deformities; A contracture is a shortened 
muscle which prevents the full range of movements being carried out at a 
joint. The join becomes stiff. A deformity is an abnormal position of a joint. 
Eventually the joint may not move at all. Contractures and deformities 
caused by too little movement or muscle imbalance. The mother should 
check the range of movement at each joint and use correct handling and 
positioning for relaxing the child muscle. In order to prevent contractures and 
deformities, the mother/ care taker should encourage the child to move by 
himself within good positions, which will stretch the tight muscles.
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• Encouraging child's skill for daily activities and self- care, A child with 
cerebral palsy will get abilities later than other children. They may not 
achieve everything, and may not always walk. The mothers/ caretakers 
should help the child become as independent as possible in eating, dressing, 
washing, toileting and in meeting other daily needs.

2 .10 .1  W h a t are th e  F a cto rs a ffec tin g  h o m e m a n a g e m e n t?

Physical and occupational therapists use home management as a treatment 
method extensively in the rehabilitation of children with cerebral palsy 
(Parette&Hourcade, 1985). The focus of home management may go beyond the daily 
management of the child to prescribe the routines to the mothers/caretakers on the care, 
handling, and treatment of their child.

The factors affecting home management are degree of disability of the 
individual child, the extent of the mothers/caretakers involvement, and involvement of 
the health personals.
• The desree o f disability o f individual child

Home management vary according to the specific child's disabilities, some child 
may need intensive home management and some may just need to integrate some 
part of home management to his daily activities.

• The extent of mothers/caretakers involvement
The effectiveness of home management for CP child depends on the degree of 
mothers/caretakers involvement and the factor associated with mother-child 
interaction, mother's self-esteem and depression, family's size, family income,
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education and occupation of mothers/caretakers, and knowledge, attitude of 
mothers/caretakers on home management.

• Involvement o f health personnel
Health personnel such as physical and occupational therapists play an important 
role in providing home management for mothers/caretakers with CP children. 
Some therapists, in their attempt to provide the best possible treatment for the 
child, may recommend extensive home management (Wendt et al, 1984). Other 
therapists recommend activities that are both helpful in their daily routines and can 
be easily integrated into a normal mothers/caretakers role, but do not specifically 
recommend that mothers/caretakers actively treat their child in a complex way at 
home (Anderson & Hinojosa, 1984; Wilson, 1984). Therefore, mothers/caretakers 
may feasible integrate home management into their daily activities also depend on 
the ability of the health personnel in justifying the appropriate home management 
to the individual CP children.

2.11 Associated V ariables Affecting M others’ P ractice on Home 

M anagem ent of C erebral Palsy Children

As above mentioned, it could be concluded that mother plays an important role 
toward home management for CP child. The internal variables affecting mother’s 
practice on this home management include family 'ร income, family’s size, mother- 
child interaction, mother’s self-esteem and depression, educational level of mother, and 
knowledge, attitude of mother on home management. The external variables from 
community include knowledge of home management, knowledge of how to participate
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in support of family with CP child, social norms and beliefs. Other variables from 
service providers are availability of information, education, and communication as well 
as inaccessibility of specific services by mothers/ caretakers, including capability of 
health providers in home management’s guidance.

2 .1 1 .1  In tern a l F a c to r s  A sso c ia te d  w ith  M o th e r s / C a re ta k ers

Internal factors associated with mothers/ caretakers include the cognitive and 
affective dimensions of knowing, feeling, valuing and having self-confidence or a sense 
of efficacy in performing knowledge, attitudes, beliefs, values, cultural modes. 
Demographic factors such as age, gender and family size and socioeconomic factors 
such as education, income and occupation are also predisposing determinants of 
behavior that facilitate or hinder a person's motivation to change and can be altered 
through direct communication.

Knowledge is an essential factor that decides every individual whether to use or 
not use certain practices. It also brings a positive association towards change. 
Therefore, it can be assume that if there is an increase in knowledge, there could be a 
possibility of change in practice.

In developing countries, lower maternal self-esteem and depression has been 
associated with poverty and lack of financial resources (Brody and Flor, 1997).

Depression and low maternal self-esteem interfere with mother and child 
interaction. In most cases, depressed mothers are less responsive to their children's
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needs and less able to interact with them (Cox et al, 1987). These character and 
personality of the mothers with CP children become more emotional in coping up their 
CP children and may influence their capability to practice home management.

Low maternal self-esteem and depression, knowledge, attitude and belief need 
long term intervention and need a continuous effort for improvement. These factors 
have also a strong influenced to the mothers / care takers. Such factors categorizes the 
socioeconomic determinants such as mother's education, occupation, income, and 
number of children, and age. Improvement of socioeconomic determinants needs a 
strong commitment of the government to uplift the socioeconomic determinants, large 
allocation of fund, and time. Therefore, improvement of these factors is rather complex 
and very difficult to intervene, so socioeconomic factors was not be emphasized in this 
study.

2 .1 1 .2  F a cto rs A sso c ia te d  w ith  H ea lth  P ro v id ers

Factors associated with health providers refer to the availability, accessibility 
and affordability of health care facilities and resources necessary for behavioral and 
environmental outcomes to be realized. They also include skills that a person or 
organization needs to carry out to change in behavior or to change the environment. 
These factors can be changed primarily through training for skill and organization for 
barriers and resources.

Lack of these factors such as access to education services on home management 
and materials on home management, have a direct effect on the knowledge and practice
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of mothers/caretakers in home management. The accessibility to home management 
education plays an important role to raise awareness among mothers.

2 .1 1 .3  F a cto rs  A sso c ia te d  w ith  C o m m u n ity

Factors associated with community comprise of the different types of feedback 
and rewards that those in the target population receive, which may either encourage or 
discourage them in the changing their behavior. Thus, the factors include social 
support, peer influences for the continuation or discontinuation of a behavior. These 
factors can be change mainly by indirect communication with family, peers and 
teacher, employer and other who control social rewards.

Several researchers (Bejer and Green, 1975; Kaplan, 1977) have noted the 
importance of social support for behavior change and its relationship to health.

These authors suggested that one form of social activity should be included in 
interventions such as: a support group, or peer education, or social network. For 
example: support of community members such as formal or informal village leaders, 
and communication among mothers is important in the Thais social setting.

2.12 Consequences of Inappropria te  Practice of M others/ C aretakers 

in Home M anagem ent of children with C erebra l Palsy

The child potential growth and development appear to depend upon the
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presence of caring and a challenging environment, which is related to the practicing of 
mothers/care takers. For CP child, the mother needs to practice appropriate home 
management because of their potential for physical, intellectual, psychological and 
social growth. An appropriate home management is one of the most critical 
requirements for improving the children’s development and capacities and may help 
them to develop appropriate expectations for their futures (Palmer et al., 1988).

The consequences of inappropriate practice of mothers/ care takers in home 
management of children with CP affect directly to the child. They may hinder child’s 
development, increase contractures and deformities, pressure sore and delay formal 
schooling. These consequences can then burden to the family and public health care. 
Study in USA indicated that CP cause substantial economic burden on both medical 
and non-medical resources for caring and support of the CP children (Waitzman, 1995).

2.13 Conclusion

Cerebral palsy (CP) is a condition. It results from damage to the brain before, 
during, or after birth .It is not a progressive condition, which means it won’t get worse 
over time. The main causes of CP is unknown but there are several factors that are 
associated with CP such as a lack of oxygen, premature birth, low birth weight, blood 
type incompatibility, infection, or central nervous system problems put a child at a risk 
for CP. Today there are an increasing number of measures that can be taken prenatal to 
reduce the risk of CP. Preventing prematurely can decrease the incidence of CP, but for
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most cases we don’t know how. The best advice is to get medical care as soon as you 
know you are pregnant. Although CP can’t be cured, treatment or rehabilitation can 
often improve a child’s capabilities and lead a more functional life. In health care 
service, there are three levels of rehabilitation institute, community, and family. The 
most effective health care service for CP child is family based rehabilitation, which 
family plays the main role in performing home management for CP child

The practicing of mothers in home management of children with cerebral palsy 
is associated with several factors which are influence the knowledge, attitude and 
practice of mothers in home management such as: socioeconomic, demographic, and 
environmental factors. Key factors can be defined as internal and external factors. 
These factors not only directly and indirectly affect the knowledge, attitude and practice 
of the mothers in home management, but factors also have the inter-relationships and 
interactions and this is important.

A comprehensive strategy requires community cognition about home 
management. There is a need for participation of community to support, organize and 
develop appropriate solutions. Mothers themselves do not recognize their inappropriate 
knowledge and practice. Consequently, they are not aware of the need to gain 
knowledge and improve practice in absence of support from community members e.g., 
village leaders, health staff and other mothers.

One of the internal resources that could be used is the existing health care 
service and networks available in the community. Making full use of available
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resources in the community can take more effective to mobilize manpower, e g. village 
leaders, health staff. In conclusion, the practicing of mothers in home management for 
children with cerebral palsy is a problem that need to be addressed of., It is important to 
be concern on home management because the vast consequences such as hindered of 
child’s development, increasing of contractures and deformities , occurring of pressure 
sore and delay for formal schooling and increased cost of health care of the family. 
What is needed is a comprehensive development strategy .The next chapter will 
describe in details as on a possible strategy that can intervene the consequence of 
inappropriate practice of mothers/ care takers on home management for CP children.



Figure 2.1 Casual Relationship of Associated Variables Affecting Mothers/Caretakers’ Practice on Home Management of
Cerebral Palsy Children
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