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Abstract 

Background: Cerebral palsy is considered a neurological disorder that is characterized by 

non-progressive abnormalities in the brain that occurs while the child’s brain is under 

development. Children with Cerebral Palsy show a significant difficulty in hand skills 

performance. Cerebral Palsy children has an impairment which affect all kinds of motor 

activities, including activities of daily living (ADL), which are essential for children's daily 

functioning.  

Objectives: The objectives of this study to identify the socio-demographic factors & to 

evaluate the effect of hand activities group therapy program on ADL performance of 

Children with Cerebral Palsy at CRP. 

 Methodology: Effect hand activities group therapy program & child’s ADL performance 

were assessed through pre & post test program by using questionnaire & hand tools 

materials (Pediatric Evaluation of disability Inventory, Caregivers Assistant Scale). Data 

were obtained from 32 mother & children with cerebral palsy.   

Result & Discussion: A total of 32 samples (children) were studied. Among them 21 

respondents were boys & 11 respondents were girls. Most of the children of this study 

appeared to be 4-5 years (46.9%) old. Cerebral Palsy children get more improvement in 

reach, carry, release rather than grasp, in hand manipulation & bilateral integration by 

taking part in the 2 weeks’ hand activities group therapy program.  The study revealed that 

Cerebral Palsy children participate in leisure activities rather than self-care & productivity 

depends on child’s severity on condition & deformity after receiving the treatment. 

Conclusion: This study experienced that CRP program is highly effective for improvement 

of child’s capacities & skills. Researcher found that it is very difficult to change the daily 

activities of the child in such a short time that’s why children should continue therapy for 

a long period of time in order to get marked outcome. So, these finding will help the 

occupational therapists for building up new strategies for better improvement in child’s 

hand function & also in ADL’s performance.  Overall the program is really effective for 

the children with cerebral palsy. 

Key words: Cerebral palsy, Hand function, ADLs performance & Indoor pediatric unit. 

 

 



1 
 

 

1.1 Background: 

Bangladesh officially the People's Republic of Bangladesh is a country in South Asia. 

Bangladesh is one of least developed countries in the world situated in the South Asia 

which is measured in terms of average income, calories consumed per person, high infant 

mortality (Hosain et al., 2002). According to the provisional results of 2011 Population and 

Housing Census, the numbered population on 15th March, 2011 was near about 142,319 

thousand. Disability is a universal element in the human condition to which no one is 

protected (Haider, Country Report: Bangladesh). Disability is a part of human state. Almost 

everyone will be temporarily or permanently impaired at some point in life (World Health 

Organization, 2011). According to WHO (2011), Worldwide there are 15.3% people are 

living with different kind of disability. Globally, in developing countries 85% of children 

live with disabilities, but less than 5 % receive rehabilitation services (Maloni et al.,2010).  

The International Classification of Functioning, Disability and Health (ICF) defines 

disability as an umbrella term for impairments, activity limitations and participation 

restrictions. Disability is the interaction between individuals with a health condition (e.g. 

cerebral palsy, Down syndrome and depression) and personal and environmental factors 

(e.g. negative attitudes, inaccessible transportation and public buildings, and limited social 

supports) (WHO, 2018) 

Approximately 15% people with disability are accounted for worldwide population. i.e. 

more than one billion people. In developing countries there are 80% of people with 

disabilities (Handicap International,2012). According to World Health Organization 

(WHO) 10% of total population in Bangladesh are disabled (Akter & Rahman, 2006). 

According to World Health Organization (2018) stated that,110 million people (2.2-3.8% 

of the global population) have very severe functional difficulties. Furthermore, the rates of 

disability are increasing in part due to ageing populations and an increase in chronic health 

conditions. At present no empirical comprehensive study has been conducted to determine 

the prevalence and incidence of disabilities in Bangladesh. (WHO,2018). In few studies 
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state that have been conducted reflect a medical rather than a social model of disability, 

and they are also limited in geographical coverage. They suggested the disability 

prevalence rate of between 5 to 12 per cent (Asia- Pacific Human Rights Information 

center,2009). Disability is a major concern in Bangladesh as well as all over the world 

(Alam, K.J.,2012). Disability does not just affect an individual but the whole family and 

community around the individual. It is estimated that the lives and livelihoods of about 800 

million people or about 25% of the population in the Asia-Pacific region are affected by 

disability in the family. The children with severe disability are 8.2% from total disability 

and among them about 36% cognitive, 27% speech, 18% hearing, 9% movement, 7% 

vision and 2% epilepsy (The Danish Bilharziasis Labortary for the World Bank People’s 

Republic of Bangladesh, 2004) . Amongst all disability, Cerebral Palsy (CP) is the most 

common form of chronic disabling condition in children ( Kavcic P & Perat M., 1998). 

Besides handicapping a child, it causes considerable social trauma and psychological to the 

parents and may cause financial burden to family and community (Makwana M et al., 

2017). Although it is estimated that CP is 5 to 10 times more common in underprivileged 

parts of the world, the exact burden is unknown in most low- and middle-income countries 

(LMIC) (Golam et al., 2015). Generally, it is agreed that cognitive development is not 

critical to the development of gross motor. The relationship between cognitive & fine 

motor development seems to be more important because reciprocity between cognitive 

hand skills generally appears to occur in normal development (Smith, 2010). Besides 

Annett & Kilshaw (1983) stated that, cognitive function has a relationship with to assess 

hand function and to examine the hand skills pattern. 

Globally, CP is one of the major causes of disability among childhood with a prevalence 

& estimate it is ranging from 1.5 to more than 4 per 1000 live birth (Stavsky et al., 2017). 

The world incidence of CP was estimated between 2 to 2.5 cases per 1000/live births 

(kumara & Joseph, 2014) and the life expectancy is 20 years (Baltor & Dupas, 2013). 

According to Cerebral palsy guidance (2018), each year 8,000 to 10,000 infants are 

diagnosed with cerebral palsy & around 764,000 people currently live with cerebral palsy, 

with 500,000 of those being children and teens. Besides it is estimated that 5000 infants & 

1200 to 1500 pre-school children are diagnosed with cp each year (Smith,2010). Raina 

(2005) described in his study that CP can be considered as a unique type of disability in 



3 
 

childhood. In developing counties, the prevalence is much higher because of large numbers 

of children born at home, malnutrition, dehydration, poor disease management and poor 

antenatal care (Delialioglu et al. 2009). According to CDC’s Autism and Developmental 

Disabilities Monitoring (ADDM) Network (2018), it is estimated that about 1 in 323 

children has been identified with CP. Around 15-20% of children with disability are 

diagnosed with CP in India. The incidence of CP in India is about 3 per 1000 live birth 

(Vyas, Kori, Rajagopala & Patel, 2013). According to the data stated by the National 

Institute for Health and Care Excellence (2018), it is estimated that 1 in 400 babies are born 

with cerebral palsy in UK. Approximately each year its stated that 1,800 children diagnosed 

with CP. In UK, every 1000 children around 2-2.5 are born with cerebral palsy (Cerebral 

Palsy Sport, n.d.). According to the Cerebral Palsy Guidance (2018), each year in UK 

around 10,000 babies are born with cerebral palsy. Each particular year the number of 

people with cerebral palsy incidence can also fall in. In a developing country around 85% 

of children are live with disabilities & also cited that CP is one of prominent cause of 

disabilities in children (Khandaker et al., 2015). In Bangladesh it is allotted that 233 514 

children with CP. The appearance of Cerebral palsy 233 514 among 167,297,416 person 

& the quantity is 3.4 per 1000 children (95%) among the whole population in Bangladesh 

(Khandaker et al., 2018).  In Bangladesh, the accountability of CP is high, and diagnosis is 

considerably delayed, opportunities is limited for early intervention. CP is one of the most 

common causes among childhood disability & it’s not an uncommon disability. In rural 

Bangladesh, there is a lack of available services for children with CP (Khandaker, 2018). 

It is assumed that after autism and mental retardation cerebral palsy (CP) is the most 

common severe physical disability among children and the 3rd most common major 

developmental disability (Begum and Desai, 2010 and Al-Gamal, 2013). Although motor 

function is impaired & this is the hallmark of the CP, many children also faces health, 

sensory and perceptual difficulties and they may have complex limitations in self-care 

functions, such as feeding, dressing, bathing, brushing and mobility (Baltor and Dupas, 

2013). Children with CP present a variety of clinical presentations and a range of motor 

impairments and activity limitations. Due to lack of appropriate treatment, children with 

CP face difficulty in engaging in occupational performance areas such as self-care, 

productivity and leisure (Johnson, n.d.). 

https://www.marketresearchfuture.com/reports/cerebral-palsy-market-6334
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Hand functioning, the ability of the hands to perform properly in various contexts, requires 

the integrity of the central nervous system and, therefore, may be disturbed by different 

brain disorders. Almost 50% of CP children present an arm–hand dysfunction. Children 

with CP seldomly use their paretic hand in daily activities. For these reasons,  it is necessary 

to increase attention  hand functioning of children with CP (Arnould et.al, 2014).  In 

developmental age, normally children represent different hand skills pattern. So, this hand 

impairment includes weakness, uncoordinated movement, slowness, incomplete finger 

fractionation and spasticity (Eliasson et al. 2011).  Cerebral palsy is a neurodevelopmental 

condition where the children face developmental delay through their hand skills (Chol & 

Hunglo, 2011). According to Smith (2010), Hand skills are critical to interaction with the 

environment. Hands are the tools which mostly often used to accomplish play & work & 

also help to perform activities of daily living. But the child who has a disability generally 

affecting their hand skills which decrease their ability to engage in their activities of daily 

living. Occupational therapist provides treatment for children with disability to develop 

motor skills.  In some places occupational therapy services are insufficient because only 

12% of CP children are authorized by educational and therapy services and 26% do not 

even take any services (Chol & Hunglo, 2011). During childhood and adolescence, it is 

increasingly worsened to accomplish task to learn how to handle and adjust our hand with 

objects and finger movements. So, in developmental stages hand function is fundamental 

for the children (Holmstrom, L 2011).  

In Bangladesh, there are many Non- government organization (NGOs) & Government 

organization. Centre for the Rehabilitation of the Paralysed (CRP) is one them & is a non- 

government organization which provide inpatient & outpatient pediatric therapy services 

of children with different conditions. Meanwhile, CRP offers Physiotherapy, Occupational 

therapy & Speech and Language therapy programs for CP children according to their needs 

& requirements. Each treatment session run about 45 minutes. Different age level CP child 

is attending in CRP with their parent everyday & majority of the CP child are within the 

age of two to twelve years. Hence therapy is essential to minimize the severity of CP & 

functioning of the child. In the inpatient pediatric unit, Children with Cerebral Palsy & 

other neuro- developmental disorders are eligible for admission. They are admitted for two-

week residential program to get comprehensive treatment & rehabilitation.  Different kinds 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Arnould%20C%5BAuthor%5D&cauthor=true&cauthor_uid=24782821
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of children with disability are eligible for Outpatient unit. CRP has run different groups 

including hand therapy group activity just for two weeks in indoor Pediatric unit. However, 

there is scarcity of evidence about the outcome of hand therapy group activity through 

changes in Child’s ADL performance. During hand therapy sessions, researcher has found 

that the children who are diagnosis as CP have major or minor problem in their hand skills 

pattern. They cannot perform activities of daily living due to their major hand skills 

problem. When therapists worked with CP children most of the cases are representing 

hyper tonicity on upper extremity. So, they cannot perform the patterns (Reach, grasp, 

carry, release, bilateral hand using and in hand manipulation) sequentially. 

Various methodologies have been used for the evaluation of hand functions in children 

with CP. Some methods are oriented towards daily-life activities. For instance, parents 

might complete questionnaires, with lists of daily activities which is related to the hands 

(dressing, eating, bathing, writing, playing etc.).Investigator  test the hand function by the 

help of self- development hand function scale with pre-post & will be made hand function 

materials like ( ball ,bottle, strings,  pencil, beads etc.) which are mention in the scale 

because it will help to get the excellent result & it may show the difference before & after 

participate in hand therapy group activity.   

Researcher is confused about the outcome of hand activities group therapy and by 

participating in this group how can it improve & help the children to perform in ADLs. So, 

researcher is curious to find out the outcome of hand therapy group activity which can 

change the child performance in ADLs. Till now no researcher has been conducted to find 

out outcome of hand therapy group activity to change in ADL performance of the child 

with CP having problem in hand skills. 

1.2 Justification of the study: 

The aim of this study is to find out the effect of hand activities group therapy program 

which can brings change in ADL performance of cerebral palsy child after completing two-

weeks at CRP.  

Hand therapy is a part of occupation therapy intervention to promote hand skills pattern. 

Generally, hand skills develop sequentially in childhood & to perform any ADL hand skills 
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develop is necessary. If the child can participate in each hand skills, then they can engage 

themselves in any kind of ADL activity. Because of the developmental delay & present 

abnormal tone of CP child in extremity they could not perform in ADL activity. They also 

have complication in their hand skills.  

In CRP careers mainly mother & their children admitted in indoor program for 14 days & 

they take treatment from occupational therapy along with other professions. Every morning 

occupational therapists run hand therapy group activity to improve child’s hand skills 

pattern so that they engage in ADL as much as possible. After providing any treatment or 

education, it is necessary to know the importance of the specific strategy for a particular 

group, as success of the treatment session will depend on the level of understanding of an 

individual. That’s why, Occupational therapists will also remain concentrate on hand skills 

during hand therapy group activity & they also clarify the caregivers understanding about 

before & after taking & participating in hand therapy group activity which can facilitate 

their child to engage in their functional activity after completing 2- weeks inpatient 

program.   

Furthermore, caregivers are not known by participating in hand therapy group activity have 

any changes in cerebral palsy child’s ADL performance. So that, caregiver also need to 

identify the changes in functional activity after participating in hand therapy group activity. 

So, the studies outcome will motivate the caregivers to receive hand therapy group activity 

services. That will help the child to improve hand skills which facilitate their children to 

participate in ADL activities. They will also understand the intervention & can continue 

those therapies in home. So, caregivers & their children will be benefited by this study. 

Besides, it is necessary for Occupational therapists to identify mothers understanding about 

this hand therapy group activity because if they think that there are no improvements in 

their child’s hand by participating in hand therapy group activity after 2 weeks then 

therapist would be change or modify their hand therapy session that will enhance the 

mother to take preparation for further therapy from Occupational therapist. Since this 

research has not been done in Bangladesh previously that’s why researcher felt interest to 

do this study to know the outcome of hand activities group therapy & ADL performance 

of CP child at CRP. 
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With the permission of authority, the results of the study can be shared with the pediatric 

occupational therapists, so that may help the therapists to promote their confidence about 

their intervention in those challenging health care professions. So other Occupational 

therapists who worked with another pediatric rehabilitation center could be benefited by 

this study after sharing this information. This study may be helpful for service providers to 

continue good rapport with the caregivers by sharing and understanding their feelings. 

Additionally, caregivers of children with CP may become motivated to take occupational 

therapy treatment because they feel that occupational therapists are giving value to their 

opinions. After returning home, they may motivate other clients to take treatment from 

occupational therapists. 

1.3 Research question: 

Effect of Hand Activities Group Therapy Program on ADL Performance of Children with 

Cerebral Palsy at Centre for the Rehabilitation of the Paralysed (CRP). 

1.4 Aim of the Study: 

Effect of Hand Activities Group Therapy Program on ADL Performance of Children with 

Cerebral Palsy at Centre for the Rehabilitation of the Paralysed (CRP). 

Objectives:  

The following objectives are to- 

 To evaluate the effect of hand activities group therapy program on ADL 

performance. 

 To identify the socio-demographic factors. 

 

1.5 Operational definition: 

Cerebral Palsy (CP): Cerebral palsy is the most common motor disability in childhood 

(Moshe, 2017). Cerebral palsy (CP) is an umbrella term ascribe to a nonprogressive disease 

of the brain occurring during the prenatal, neonatal, or early postnatal period when brain 

neuronal conjunction is still disclosing. Secondary convenience of spasticity on 
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enhancement may however be progressive. CP is also known as Little disease (William & 

Oppenheim, 2018). According to the time of influence, causes of cerebral palsy can be 

divided into prenatal, perinatal and postnatal. Children can experience CP from brain injury 

that occurs before the cerebral development is completed. The continuous development of 

brain occurs until the first two years of life (Krigger, 2006). Prematurity is the commonest 

risk factor for developing CP (Mohammed, 2006). In general, Cerebral Palsy causes delays 

in reaching motor skills milestones, stiff muscles and exaggerated reflexes (spasticity), stiff 

or too floppy, stiff muscles with normal reflexes (rigidity), abnormal posture, involuntary 

movements difficulty with precise motions, such as picking up a crayon or spoon or some 

combination of these. (Miller, 2018). 

Hand therapy: Hand therapy is the art and science of evaluating and treating injuries 

and conditions of the upper extremity (shoulder, arm, elbow, forearm, wrist and hand). It 

uses a number of therapeutic interventions to help return a person to their highest level of 

function (American Society for Surgery of the Hand, 2018).  

Hand therapy group: CRP is a non-government organization & they are admitted mother 

& child in- patient program for two weeks. In this two-week program they provide 

individual treatment & run different types of group activity.  All of these group therapy 

hand therapy group activities are one them. In hand therapy group children are engaging in 

different activities based on their age appropriate & their needs & also helps the child to 

improve their hand skills as much as possible. Hand skills is an important part to complete 

task in everyday life. Though hand skills problems are associated with abnormal tone, 

balance & co-ordination in upper extremity that’s why children with cerebral palsy faces 

difficulty in their hand skills pattern.  

ADL performance: Activities of daily living (ADL) have been defined as the right and 

responsibility to take care of physical, emotional and spiritual well-being. It is the things 

that we normally do in our everyday life such as feeding ourselves, bathing, dressing, 

grooming, work, home making and leisure. activities of daily living have described in three 

performance area like- Self -care, Productivity and Leisure. The children will CP face 

problem in their daily living activities due to abnormal muscle tone and body coordination 

(Shepherd, 2005). 
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Two-week In-patient Program: This the regular basis service for treatment of children 

with cerebral palsy at CRP. In every two weeks, 40 children with their mothers get chance 

to admit in this program. These programs are based on individual treatment & group 

activity & provide education to the parents about the child’s condition, treatment & how to 

take care their child at home.  
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2.1 Cerebral Palsy (CP): 

Cerebral palsy is considered a neurological disorder that is characterized by non-

progressive abnormalities in the brain that occurs while the child’s brain is under 

development. It creates neurologic, motor & postural deficits in the developing child 

(Smith,2010) Cerebral palsy occurs in the prenatal, perinatal, and postnatal time period & 

it is the major developmental disability affecting function in children. This condition occurs 

early in life & is present throughout a person’s lifetime (Jones,2007). Cerebral palsy affects 

motion, muscle strength, balance, and coordination. These problems are first noted in 

infancy and continue into adult life. The muscles of speech, swallowing, and breathing may 

be involved. Intellectual disabilities (mental retardation) and seizures can also occur, but 

these problems are not always present (Tropy, 2010). 

 

“Cerebral” means “brain” and “palsy” means “a physical disorder”. So, CP means “brain 

paralysis.” (Mushtaq and Suman, 2014). 

CP is a group of permanent disorders of the development of posture & movement That may 

cause activity limitation, that are attributed to non-progressive disturbances which occurred 

in the developing fetal or infant brain. The motor disorders of cerebral palsy are often 

accompanied by cognition, communication behavior, epilepsy, disturbances of sensation, 

perception and secondary musculoskeletal problems (Rosenbum, 2007). Mandal found that 

(2018), Actual brain damage of CP child does not change but their symptoms can become 

more severe over time. As a result, as the child grows up their functional impairment or 

limitation may change. That’s why, in each case the ability to live independently with CP 

varies widely depending on the severity. Some individuals with CP will require personal 

assistant for doing all activities of daily living. Others can lead semi -independent lives, 

needing support only for doing certain activities. Still others can live in complete 

independence without the help of others (Mobarak, 2000). Children with CP may need 

assistance to participate in occupational performance, well-being, in everyday activities, 

Chapter 2:                                                            Literature Review 
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overall health, and they also need personal assistance which depends on age and functional 

limitation. (Thomas KS,) Children with different types of cerebral palsy faces difficulty in 

their hand skills (Uvebrant, 1998). 

There is no single cause of cerebral palsy (Cerebral Palsy Alliance Research Foundation 

2018). Cerebral palsy is a term that is used to describe a set of neurological conditions that 

affect movement (Gill, 2017).  For most babies born with cerebral palsy, the cause remains 

unknown. now Researchers know that only a very small percentage of cases of cerebral 

palsy are due to complications at birth (e.g. asphyxia or lack of oxygen) (Cerebral Palsy 

Alliance Research Foundation 2018).  According to Sanker and Mundkur (2005), the 

etiology of CP is very diverse & the causes are congenital, genetic, infectious, traumatic 

anoxic, inflammatory, and metabolic. According to the time of influence, cerebral palsy 

causes can be divided into prenatal, perinatal and postnatal. Almost 70-80% of the CP cases 

occurred due to prenatal period such as insufficient nutrition, mother age, hereditary 

factors, psychological trauma, intoxication of the mother, smoking, (Svedberg, 2010). The 

study also found that 10–15% of cp cases began in the perinatal period which are 

responsible for approximately problems in during labour and delivery and risk factors are 

infections, seizures, intracranial hemorrhage, hypoglycemia and significant birth asphyxia 

(Sanker and Mundkur, 2005). Post neonatal period began after 28 days of life are 

responsible for about 10% of all cases of CP and include infections such as meningitis, 

accidental and non-accidental injuries. (Reddihough). 

Clinical types of CP are classified into three major types according to neuro-

physiologically: spastic, athetoid, and ataxic. About 70% to 80% of the cases of CP are 

spastic type, 10% to 20% cases are athetoid and 5% to 10% cases are ataxic type of CP. 

Spasticity is characterized by hypertonicity, slow and firm movements, combined reactions 

etc. & about 70% to 80% of the cases of CP are spastic type (Reddihough, 2011). Spasticity 

pattern in upper limb includes elbow flexion, pronation of the forearm, ulnar deviation and 

flexion of the wrist with thumb in palm deformity. Due to showing this type of hand skill 

pattern CP children face intensity in their activities of daily living (Gershon, 2016). In 

addition, spastic cp is categorized according to the region of the body affected. These are 

including: Spastic hemiplegic (One part of the body is affected), Spastic diplegia (usually 
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consider the legs more than the arms) (Gershon, 2016). Spastic Quadriplegia: Quadriplegia 

is a kind of Cerebral Palsy (CP) in which all four limbs are affected, Spastic Monoplegia: 

include one limb; condition is uncommon (Brashear, 2007). Athetoid type is distinguish by 

involuntary & uncontrolled movements, unnecessary movements, especially in the face, 

arms, and trunk (Cerebral palsy group, 2009).  Due to involuntary movements they are also 

facing complexity during reaching and carrying any object. Due to work hard Children face 

emotional embarrassment to fetch their hand to carry out anything but after a heavy try 

they can accomplish (Gershon, 2016). Ataxic type is distinguished by low muscle tone, 

unsteadiness and poor coordination of movements and difficulties with balance, 

particularly when ambulating. These children have no power in hand to grasp any object 

and faces difficulties in functional movement, especially when they are trying to hold or 

handle a small object such as a pen. This child takes a long time to complete a certain task 

such as writing a sentence (Sheldon & Zisook, n.d.) 

2.2 Connection between cerebral palsy children with gross motor skills 

and fine motor skills: 

Depending on the severity, location, and extent of the injury a child’s development can be 

impacted in numerous ways which is the reason to cause cerebral palsy. Generally, cerebral 

palsy developmental categories can be impacted by gross motor movement and fine motor 

coordination (Corey, S., 2017). Besides children with CP often have difficulty in 

performing tasks that involve fine & gross motor skills including, forming letters when 

they write, throwing or catching balls & buttoning the dress (Smith,2010). There are 

different types of motor system refer in our bodies parts which combinedly work together 

to enable us to act and move & helped to complete our activities of daily living (Park, 

2017). 

Gross motor (physical) skills are those which require whole body movement and which 

involve the large (core stabilizing) muscles of the body to perform everyday functions, 

such as standing and walking, running and jumping, and sitting upright at the table. 

They also include eye-hand coordination skills such as ball skills (throwing, catching, 

kicking) as well as riding a bike or a scooter and swimming. (Kid Sense, 2018). In a 

population-based study, Himmelmann et al., (2007), reported about half of the children 

https://www.abclawcenters.com/practice-areas/types-of-birth-injuries/cerebral-palsy/
https://www.ncbi.nlm.nih.gov/pubmed/?term=Park%20MO%5BAuthor%5D&cauthor=true&cauthor_uid=28265171
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motor function have mainly affected, whereas also accompanying with the major 

impairments adding to the disability, which affected several areas of activity and 

participation. The children with CP have a major problem in gross motor skills. Gross 

motor skills are important to enable children to perform every day functions, such as 

walking and running, playground skills (e.g. climbing) and sporting skills (e.g. catching, 

throwing and hitting a ball with a bat (Kid Sense, 2018). However, these are crucial for 

everyday self- care skills like dressing and climbing into and out of a car or even getting 

into and out of bed (Kid Sense, 2018). Gross motor capacity can be considered an important 

basis for movement activities of daily living or daily-life mobility (Smith, 2010). They 

cannot control some or all of their movements, sometime increased/decreased muscle tone 

in large muscle group, some will have difficulty to use their hands, some will be unable to 

sit up without support and will need help to do most everyday tasks. Gross motor abilities 

also have an influence on other everyday functions. For example, a child’s ability to 

maintain appropriate table top posture (upper body support) will affect their ability to 

participate in fine motor skills (e.g. writing, drawing and cutting) and sitting upright to 

attend to class instruction, which then impacts on their academic learning. (Kid Sense, 

2018). Therapeutic intervention has traditionally focused on improving gross motor 

capacity and, by this, on improving a child’s daily life mobility in terms of capability and 

performance (Smits,  2010). That’s why, Therapeutic intervention is provide to focus on 

improving gross motor capacity and, by this, child’s daily life mobility will improve in 

terms of capability and performance. To perform any functional task gross motor skills 

facilitates the child’s fine motor skills to perform (Smits, 2010) 

Fine motor skill is related to the use of small muscles involved in movement to manipulate 

objects (Gallahue, 2006). It is associated with various aspects of physical activities such as 

eating, getting dressed and writing, picking up an object or holding a pencil correctly, 

beads, cutting and buttoning, blocks and drawing etc (Marr,2003). It is easy to see how 

important fine motor skills are to every area of a child’s life! For children with CP, deficit 

in fine motor skills may negatively impact their education especially learning arithmetic. 

In academic achievement (learn to count and solve addition task), fingers can play a key 

role. Children with cerebral palsy have less muscle tone, which impacts their fine motor 

skills (Park,2017). Fine motor skills can directly affect a child’s self-esteem and success at 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Park%20MO%5BAuthor%5D&cauthor=true&cauthor_uid=28265171
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school. In this instances, Cerebral palsy has an underdevelopment of the small muscles in 

the hand. So, when the children enter school, they face handwriting difficulties because of 

underdevelopment of hand muscles (Palisano,2007). Regardless of the nature of the 

disability, Cerebral palsy child is likely to have impaired in hand skills. Impairment of 

basic hand function (reach, grasp, carry & release) in early childhood & impossible 

emergence of more advanced hand skill & bilateral hand use (Smith,2010). 

2.3 Cerebral palsy children and their hand skills performance: 

Children with Cerebral Palsy show a significant difficulty in hand skills performance. Hand 

skills problems that reflect motor co-ordination difficulties have been identified in children 

CP (Smith,2010). This child faces difficulty in hand skills problem because of abnormal 

tone in upper & lower extremity. Both extremities show abnormal tone in each type of CP 

child. To maintain a good hand function, the muscles of shoulder & upper body & arms 

must be strong. When the muscles are weakening, it is difficult for a child for sustaining 

any activity (Arnould ,2014). The CP children face functional limitation of the impaired 

side which influenced by abnormal patterns of muscle tone and movement, increased 

fatigue, spasticity, reduced speed of movement, decreased power, poor hand skills like 

reach, grasp, carry, release, reduced speed of movement and poor pinch functions (Dubois, 

et al. 2004). Hanna et.al (2003), found in longitudinal study that hand function in children 

with CP generally improved in early childhood & then began to decline. They found 

somewhat different patterns of development in CP children who had mild, moderate & 

severe impairments. The children with CP face hand skills problems including 

uncoordinated movements, weakness, spasticity, incomplete finger fractionation and 

slowness (Eliasson, AC et al. 2006, p. 1227). For this reason, they have faces difficulties 

in hand skills performance. 

2.4 Children with cerebral palsy & Occupational performance: 

Activities of daily living encompass some of the most important occupations children learn 

as they mature (Smith, 2010). According to American Occupational Therapy Association 

(AOTA), Child’s occupational performance areas are divided in three parts, self- care, 

productivity and leisure. (Shepherd, 2012). ADL’s are defined as we do in our everyday 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Arnould%20C%5BAuthor%5D&cauthor=true&cauthor_uid=24782821
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life such as toilet hygiene, bowel & bladder management, bathing, dressing, grooming, 

brushing, feeding, personal hygiene, eating, functional mobility, writing & playing 

(Smith,2010). But Cerebral Palsy children has an impairment which affect all kinds of 

motor activities, including activities of daily living (ADL), which are essential for 

children's daily functioning (Berdien et al., 2015).  Besides specific child factors (body 

structures & functions), performance skills, performance patterns will affect ADL 

performance (Smith, 2010). Depending on the type of CP, their impairment affects nearly 

all of the body functions, also depend on the severity of the condition, and presence of 

associated disorders. The child who have mild CP may have little impact on occupational 

performance. Some individuals will claim physical assistance, additional training, or 

assistive technology to take part fully in occupational performance areas, while individuals 

who have acute forms of CP will be restricted in their performance of all areas of 

occupation (Yamamoto, 2012). In Bangladeshi perspective, Children’s are highly 

depending on their mothers for doing any activity. Mothers helps their children to perform 

in ADL like dressing, eating, writing, brushing, bathing etc. that’s why they don’t try to 

engage themselves at their own wish So, they fully depended on their mother (Shepherd, 

2012).   But Cerebral palsy child faces difficulty in their daily living performance because 

of abnormal muscle tone & body co-ordination (Smith, 2010). Cermak (2015) reported that 

if cerebral palsy is compared with their peers with typical development, they are poor 

performance in ADL, delays in learning of ADL, and less frequent participation in ADL. 

 

2.4.1 Self-care: 

Self-care may define how to take care of one’s body including physical, emotional 

and spiritual well-being. Self -care tasks are the most important occupations in 

which child’s learn as they mature (Smith, 2010).  As the child’ mature he or she is 

learning to perform in socially appropriate ways so that he or she can engage in the 

other occupations within the family unit &the community such as education, play, 

leisure, rest, sleep, social participation & instrumental activities of daily living 

(IADL) (Smith, 2010). According to Ann & Robert H. Lurie Children's Hospital of 

Chicago (2019), child is able to independently hold bottle at 4-6 months of age & 

Grasps small items with thumb against side of pointed index finger & self – finger 
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feeds at 8-9 months. But the children with CP suffer with delay developmental 

process. So, they face difficulty to engage them in that performance. On the other 

hand, hand skills components are related with self - care task. Such as: 

Dressing. (Example: Symmetric/ Asymmetric hand using)  

Feeding. (Example: Lateral pinch, for pick up the spoon)  

Grooming. (Example: Power grip, griping the handle of the brush/ comb)  

 

2.4.2 Productivity: 

Occupation refers the ordinary & familiar things that people do every day 

(Christiansen et al,2006). The definition of Canadian Association of Occupational 

Therapist (CAOT, 1997) states that, occupation refers to a group of activities & 

tasks of everyday life, named, organization & given value & meaning by individual 

& a culture. Such as: student (gripping the pencil). Children are able to draw a cross, 

circle, line within 3-5 years of old and within 5-6 years of old able to Grasp the 

pencil & can draw a basic picture (Kid sense, 2017). Though CP child suffer from 

developmental delay so that they are unable to perform age appropriate behavior & 

face difficulty in hand writing skills.  

    

2.4.3 Leisure: 

Leisure & play activities are the discretionary, spontaneous & organized activities 

that provide enjoyment, entertainment or diversion in social environment that may 

be different to school & work settings (Parham, 2008). It is an essential part of 

human lives. In an occupational therapy study, teens reported that leisure provided 

enjoyment, freedom of choice, & time -out. They seem “time out” but it can have 

a significant role in the development. It helps to develop skills, self-identity, self-

esteem, self-confidence, facilitate problem solving, patterns of behavior & promote 

skills acquisition & competency (Passmore, 2003). It helps us enjoy challenges 

adventures, new experiences & to stay healthy (Austin Health Victoria 2011).  Such 

as: Playing with ball/ marble/ doll/, hide& seek with peers etc. Normally children 

start play within 1 year. They will predominantly point and vocalize to express their 

intentions. Within the age of 2 years children typically engage in parallel play this 
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means that they play next to instead of with each other like share toys and after one 

year more they learn to Dress-up, pretend play & another creative activities & 

paddle tricycle (Smith,2010). In where the CP children faces difficulty to perform 

those tasks due to abnormal posture, tone, involuntary movement and some time 

for cognitive delay. 

 

2.5 Relationship between hand skills and ADLs performance: 

Children with Cerebral palsy are likely to have difficulties in hand function. As Mendich 

et al., (2003) noted that, this incompetency has a serious negative impact on child’s 

everyday activities. During performing any activity, the children need normal hand skills 

pattern. When this skill develops sequentially then the children can perform normal 

function. Children with Cerebral Palsy have limitation in hand skills & also have functional 

limitation in ADLs performance (Eliassion et al., 2006). Functional limitation is one of the 

major impairments of children with CP. During daily living activities performance like 

feeding children need to grip the spoon, for grooming need to hold the brush/ comb, for 

writing children need to grip the pencil and for playing children need to grip the ball 

(Damiano, 2009). By accomplish all the full activity in those small task’s child might be 

able to perform in ADLs. So, when the child needs to effectively performing this task, they 

need hand skills otherwise they are unable to perform this task. 

 

2.6 Occupational therapy role to improve child’s hand skills: 

Occupational Therapists envelope a comprehensive diversity of rehabilitative practice. 

This includes but is not limited to exercises that improve motor skills. Some exercises an 

Occupational Therapist provides may seem like they wouldn’t be beneficial, however, 

these seemingly non-functional tasks can produce a greatly functional outcome (AOTA, 

2018). Performing these activities will better prepare a person to physically participate in 

everyday life. occupational therapist is specialized in improving the development of the 

small muscles of the body, such as the hands, feet, face, fingers and toes (Smith,2010).  In 

the case of fine motor skills, Occupational Therapist teaches daily living activities like 

getting dressed or preparing a meal will be made much easier with exercises as well as to 

make sure children are entirely positioned in wheelchairs. Occupational therapy enhances 
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the child’s functional performance by acquiring gross & fine motor skills (My child at 

Cerebral Org.2019). The goal of occupational therapy is to improve a child’s capability to 

perform daily functions and activities in a way that will improve their quality of life and 

make probable the enjoyment of independent living. Occupational therapy intervention has 

been exhibited to have a positive impact on CP child with fine motor inflexibility by 

fascinating the child on fun-filled games (Eliassion et al., 2006). The occupational therapist 

assesses a child’s hand skills when the record is adequate to suppose that problems with 

performance of occupational skills are at least partially distinguishable to the child’s 

problems with hand skills (Smith,2010). Child engage in different types of activities for 

developing gross motor skills, fine motor skills, enhance directionality, increase balance 

and right/left discrimination & these activities are helpful for skills development in 

preschoolers and early childhood (Cerebral palsy alliance, 2009). Occupational therapy 

facilitates the CP child to work on fine motor skills according to their needs so that child’s 

can reach the hand to grasp and then release the toys and develop good handwriting skills. 

Occupational therapist also give intervention to improve eye-hand co ordination by 

engaging the child in different activities like hitting the bottle by using the ball, ball 

passing, string beads, pegboard. They also help children who has severe developmental 

learning delays in some basic tasks, such as feeding themselves, getting dressed, brushing 

their teeth and bathing (Cerebral Palsy Source ,2005). 

 

2.7 Treatment facilities for children with cerebral palsy in Bangladesh 

Commonly Cerebral Palsy children may face difficulties to participate in ADLs & many 

child can live long, quality lives & happy. Therefore, many children lead to enjoy their 

lives as like normal adult’s if their disabilities are properly managed. The earlier treatment 

begins with better improvement & development of new skills which is necessary for 

accomplishing everyday task. Traditionally, treatment of CP has focused on influencing 

the primary impairments such as spasticity, or the secondary impairments such as joint 

contractures. Many strategies are used for children with CP like pharmacological 

interventions, conservative interventions, surgical interventions & neuro physiological 

interventions etc. (Smits, 2011). Admittedly, their care may involve require therapy, 

medications, visits to health care practitioners & perhaps surgery at some point. Recently, 
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treatment of CP increasingly focusing on influencing child’s on activities, such as 

ambulation & ADL’s. Treatment strategies involve task-oriented intervention and 

environmental modification for facilitating independence. (Rosenbaum, Paneth & Leviton, 

2007). For this purpose, in Bangladesh, there are many Government Organization (GO) & 

Non-Government Organization (NGO) working, where treatment for children with CP is 

available. CRP is a NGO, which has been working for the last 37 years to provide 

treatment, training, education, and rehabilitation for the disable people in Bangladesh. CRP 

initiate as the Rehabilitation Centre for Paralyzed Patient (RCPP) and was established on 

December 11, 1979 by abandoned British woman by the name of Valerie A Taylor 

(Ahmed, 2006). The vision of CRP is to ensure the inclusion of disabled people into 

mainstream society and the mission is to promote an environment where all disabled people 

can have equal access to health, rehabilitation, education, information, and employment. 

The Pediatric unit is a section of CRP which is well equipped to provide standard services 

for all children with disabilities particularly for the children with CP (Ahmed, 2006). The 

CRP Pediatric unit provides two services - an inpatient service and an outpatient service. 

 

2.8 In- patient Pediatric unit 

The Centre for the Rehabilitation of the Paralyzed, ordinarily known as CRP, was 

established in 1979 by a small group of Bangladeshis and a British physiotherapist, Valerie 

Taylor. Miss Taylor came to Bangladesh (then known as East Pakistan) in 1969 as a 

volunteer physiotherapist, and was appalled at the lack of facilities for the disabled. The 

hospital is situated at Savar & it is the only hospital in Bangladesh that is specialized in the 

treatment of spinal cord injuries. Beside this CRP have outdoor unit facilities for Person 

with Disabilities (PWD) like- pediatric unit, neuro -musculo skeletal unit, stroke 

rehabilitation unit, sports injury unit and hand therapy unit etc. (Paediatric unit, 2010). 

This residential program run two weeks’ intensive services for children with Cerebral palsy 

& caregivers so that the child can integrate into family & community life. Mainly the 

children with cerebral palsy with his/her mothers or any female caregivers are allowed to 

get admission as inpatient of pediatric unit. Maximum 40 children (in successive groups 

20) get admission per 2 weeks’ program. Program is on protocol therapist provides 

therapeutic interventions both in individual & group session. The aim of the therapists is 
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to maximize the child’s ability to attain independence in everyday living & to improve 

quality of life. For achieving this, child’s participate in physical & psychosocial therapy & 

also provide education to the caregivers about the child’s condition & teaches different 

techniques which are told & shown by the individual therapy session & also in group 

therapy. After admission the children are assessed in order to find out proper diagnosis & 

individual treatment plan. 

The occupational therapists work with a MDT approach with different professions. Some 

of the occupational therapy programs include; morning group therapy, hand therapy, 

feeding, dressing and toileting classes, hydrotherapy, balance & coordination class, back 

care education, parents meeting, play therapy, and sensory integration therapy. All of this 

therapy hand therapy is one of them. Every morning occupational therapist run a hand 

therapy session & an individual session. In hand therapy group occupational therapist work 

with the child to improve hand function. At 1st day after admission therapist asses the child 

hand function (reach, grasp, carry, in hand manipulation, bilateral hand use, release, 

transfer, eye-hand co-ordination) by engaging in different activities. If the child unable to 

perform this task then therapist provides maximum, moderate or minimum support & noted 

the document of child’s problem. After provide intervention, during evaluate period 

therapist re assesses the child hand skills performance to find out the changes. If the 

therapist shows any changes through the hand skills by participating in hand therapy group 

activity, then the child’s may show some changes in their functional activities. At the last 

day of two weeks’ program therapists provide home plan to the caregiver or mother. On 

discharge patients was return to outpatients to follow up. Therapist’s advices to the parents 

for continue follow-up session at CRP once a month.  
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3.1 Conceptual framework: 
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Characteristics of parents 
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2.Occupation 
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3.Diagnosis 

4.Dominant hand 

5.Problematic hand 
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child’s 
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Child’s hand function 
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2.Grasp 

3.Carry 

4.Release 

5.In hand-manipulation 

6.Eye hand co-ordination 

etc. 

 

Child’s ADL 

Performance 

1.Self-care 

2.Productivity 

3.leisure 

Initial 

1.Child’s hand function 

2.Child’s ADL performance 
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3.2 Study design: 

One group pre-test & post –test experimental study design, which is also known as quasi-

experimental design (Kowalczyk, 2016), was chosen for this study. The pre-test was being 

collected from the participants at the time of admission & post-test data was collected 

during discharge. In this study, the design was used to measure the degree of change 

occurring after completing two-week In-patient program of hand group activity therapy at 

CRP. Here researcher does not manipulate the study environment with any type of 

intervention. 

 

 

 

 

 

3.3 Study population: 

Both mother & children with cerebral palsy are population of the study those who 

participate in the two –weeks hand activities group therapy program at Centre for the 

Rehabilitation of the Paralysed (CRP) , Savar, Dhaka. 

 

3.4 Study setting:  

The investigator has chosen the pediatric indoor unit of Centre for the rehabilitation of the 

Paralysed (CRP). CRP is a non –profit, non –government organization, which treats and 

rehabilitates people with disabilities regardless of their socio -economic status and aims to 

improve the quality of life of Person with Disabilities (PWD) in Bangladesh. In addition, 

CRP at Savar is specializes in the treatment for the person with spinal cord injury. The 

pediatric unit consists of inpatient and outpatient areas. The inpatient pediatric unit of CRP 

at Savar is residential programs which provide two weeks of intensive service for only 

children with cerebral palsy and their primary caregivers. Usually the two week’s 

residential program begins on Saturday, then after having a weekend on Friday & the whole 

program finishes on next Thursday. Most of the children in inpatient and outpatient are 

children with CP. Here the therapist main focus is to educate the primary caregiver about 

Pre-test 

Child’s hand skills & 

ADL’s performance  

Hand 

activities 

group therapy 

for two-weeks 

Post-test 

Child’s hand skills & 

ADL’s performance  

 



23 
 

basic treatment & management of the child’s functional ADL’s. The treatment program 

desire to accomplish the CP child into their family & community life. One group stays for 

two-weeks then the next group stays for another two-weeks. As mothers of children with 

CP stay in the inpatient pediatric unit for two weeks so, it was easy for the researcher to 

get participants and collect data at the same time from the same place. 

  

3.5 Study period: 

The research study has been done as the part of the academic education of B.Sc. in 

Occupational Therapy. The period of this study was from September 2018 to April 2019. 

The study was included data collection, data analysis & overall thesis writing. In particular, 

data collection was conducted from January to February, 2019. 

 

3.6 Sample size: 

Sample size depends on some factors such as; the quality of data, the scope of the study, 

the nature of the topic, the amount of useful information obtained from each participant, 

the number of interviews per participant, and the Quantitative method and study design 

used. A sample size should be as large as the researcher obtains with a reasonable 

expenditure of time and energy. For conducting the study, investigator took sample 

according calculated numbers. Sample size could be large or small. Amount of sample size 

depends on study population and their participants (Bailey, 1997).  

According to standard formula, sample size will be-  

n= 
𝒛𝟐×𝒑 (𝟏−𝒑)

𝜶𝟐  

Here, n= sample size 

          z= 1.96 (Z-value) (e.g. 1.96 for 95 percent confidence level) 

          p= 0.14 (Prevalence of cerebral palsy survivors in Bangladesh) 

          𝛼= 0.05 (Level of significance / margin of error) 

Putting these values in formula get n= 185 

Here sample size is 185. Although, it is an academic research, data collection period was 

2 months. Though this research was conducting by pre & post-test that’s why it is 
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impossible for investigator to take all samples in the limited time frame as well as it 

depended on the availability of sample. That’s why investigator took 32 samples.  

 

3.7 Inclusion criteria: 

 Both boy & girl children with cerebral palsy selected for hand activities group therapy. 

 Willing mothers of cerebral palsy who has attend in hand activities group therapy 

program at pediatric unit of CRP within the data collection period. 

 In this research the age range of cerebral palsy children is 4 to 8 above because the 

complex hand skills pattern could not develop before 4 years. 

 Researcher has selected those mothers who are having children with proper rolling 

ability, head and neck control, eye hand coordination, can sit with minimum support 

almost needed to follow the instructions. 

 

Exclusion criteria: 

 Children who were not diagnosed as cerebral palsy. 

 Age below 4 years. 

 Mothers who were not interested to participate. 

 Mothers who were not able to complete two-weeks hand activities group therapy 

program during the data collection period. 

 

3.8 Sampling techniques: 

Researcher selected the participants by purposive sampling techniques to collect the data. 

“Purposive Sampling means that a researcher does not simply study whoever is available, 

but uses judgment to select a sample that they believe, based on prior information, will 

provide the data they need” (Fraenkle, 2000). In –patient program patient is selected for 

hand activities group therapy who have the capacity to sit with minimum support & can 

maintain proper body stability to perform hand activities. So the researcher selects the 

patient from the hand activities group therapy based on the inclusion criteria of the study. 

This method comprised some inclusion criteria to select the participant as to find out the 



25 
 

actual snapshot of the situation. The sample also reflects the characteristics of the 

population from which it is drawn. 

 

3.9 Data collection tools/materials: 

The data were collected by using (self- constructed) English & Bangla version of hand 

function & child’s ADL’s performance scale questionnaire to judge the child’s hand skills 

& ADL’s performance skills after completing two weeks’ hand activities group therapy. 

For measuring the hand function researcher developed different hand function materials 

based on the scale so that to easily comparison with pre & post- test. The wide known 

standard Paediatric Evaluation of Disability Inventory (PEDI) caregiver’s assistant scale 

were used as research instrument to evaluate the hand function & child’s ADL performance 

scale. Besides this, investigator used an information sheet to inform about study & aims & 

rights of the participant. A consent form was also attached to take written consent from the 

participants.  

 

3.10 Data collection methods: 

At first, researcher took permission from the in-charge of pediatrics unit of CRP at Savar 

for collecting data. The investigator collected data from both mother & children with 

cerebral palsy who were participate in hand group activity therapy. The investigator used 

face-to-face interview with a structured questionnaire for data gathering. Face-to-face 

interview are more intimate and allow the interviewee to interact directly in the interview 

and develop it. The investigator collected the data by own self. At first, the investigator 

arranged a quiet place by communicating with the regarding authority, and spent some time 

building rapport and a trusting therapeutic relationship with participants. Before collecting 

data, time and place were confirmed with participants and the study aim and purpose were 

explained to all participants. All the participants were given consent form for taking 

permission from them to participate in this study and they were given opportunity to ask 

any types of study related questions. The participants who could not read the consent form, 

researcher read the consent form in front of the participants. After getting written consent, 

researcher started to collect data. All questionnaires and information sheets were translated 

into Bangla. At first, the researcher collected general information using self-developed 
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socio-demographic questionnaire then conducted face to face interview by using structured 

questionnaire named self -development hand function & child ADL’s performance skills 

scale. During hand function measurement investigator using different hand function 

materials based on the scale then after completing this scale investigator then asked the 

mother about child’s ADL activity. This test was being done by pre & post –test to find out 

the outcome of attending hand group activity therapy after completing two –week in –

patient program. After successfully collecting data, researcher leaves the participants by 

giving thanks to all participants to be a part of study willingly. Duration of interview was 

approximately 30 minutes for each participant. Appointment of interview time was the last 

two days (Sunday and Thursday) of the two -week program (hand group activity therapy 

in both weeks) during the data collection period of the study. 

 

3.11 Data Management and Analysis: 

Data was being managed in Statistical Package for the Social Sciences (SPSS), version 20 

to analyze the raw data.  

 

3.12 Quality Control and Quality Assurance: 

Prior to starting the data collection, the investigator completed a field test with three 

participants. Investigator collected data from these participants used all mentioned data 

collection instruments and following whole data collection procedure. This field test was 

done for checking participants understood the questions or not and how participants 

responded to questionnaire. It helped the investigator to prove the validity of the 

questionnaire in this study. By finding any difficulties, the investigator had to retool the 

questionnaire to make it more understandable, clear & enough for the participants to 

conduct the study. 

 

3.13 Ethical Consideration: 

At first researcher approved the selected study proposal by the supervisor and head of the 

department of occupational therapy of Bangladesh Health Professions Institute (BHPI) 

which is the academic institute of CRP. After getting the permission for doing this study 
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from the academic institute of CRP then researcher started to do it. Then permission was 

taken from the In-charge of pediatric unit for data collection from the mothers. The 

investigator was taken information sheet & consent from in Bangla to the participants who 

were interested to participate in the study and informed verbally about topic and purpose 

of study. The investigator ensures that the pediatric department will not hamper by this 

study. The participants did not deprive from any therapy session by this study. It was being 

informed that there would be no risk or direct benefit to participate in the study. The 

investigator has promised the participants that all information provided will be kept strictly 

confidentially and would not expose their identity. Each participant had the right to refuse 

to answer any question or withdraw from the study. Information that was provided by the 

participants was being confidential only investigator & supervisor have access to them. 
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This section provides statistical analysis in a systematic way and interpretation of analyzed 

findings with the aim and objectives of the study. The aim of the study was to find out to 

evaluate the outcome of hand activities group therapy program & child’s ADL 

performance. I have gathered data from 32 mothers & their children. Findings of the study 

are presented by table and bar chart. 

 

4.1 Socio demographic characteristics: 

In this study the researcher used many socio-demographic characteristics of the participants 

these are age of the child, educational status, living area, marital status, living area, child’s 

number, siblings, other child have any disability, occupation, approximately income in 

each month, source of income generation, family size, diagnosis, dominant hand & 

problematic hand. The researcher categorized all the demographic characteristics. 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

Chapter 4:                                                                           Results                                                                             
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Table 1: Distribution of respondents by child’s age, educational status, occupation, 

marital status & living area of mothers.  

Age Frequency 

(n) 

Percentage 

(%) 

4- 5 years 15 46.9 

6-7 years 6 18.8 

>8 years 11 34.4 

Mean  7.50  

Educational status of mother  

Less than primary 1 2.9 

Primary completed 5 14.7 

Less than secondary 10 29.4 

Secondary completed 7 20.6 

Higher secondary completed 3 8.8 

Above graduation 2 5.9 

Illiterate 4 11.8 

Occupation of mother   

Housewife 29 85.3 

Student 3 8.8 

Marital status   

Married 31 91.2 

Divorced 1 2.9 

Living area   

Rural 2 5.9 

Urban 10 29.4 

Semi-rural 20 58.8 

 

 

Table 1 shows that among those 32 participants about 46.9 % (n=15) were 4-5 years’ age 

group, 18.8 % (n=6) respondents were 6-7 years’ age group, 34.4% (n=11) were > 8 years’ 

age group. This table also shows that among those 32 participants about 2.9% (n=1) were 

educated to less than primary, 14.7% (n=5) had educated to primary completed, 29.4% 

(n=10) were less than secondary completed, 20.6% (n=7) were secondary completed, 8.8% 

(n= 3) were higher secondary completed, 5.9% (n=2) were above graduation & 11.8% 
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(n=4) were illiterate.  Most of the respondents 85.3% (n= 29) were housewives & 8.8% 

(n=3) respondents were student. Among 5.9% (n= 2) respondents lived in rural area, 29.4% 

(n= 10) lived in urban area & 58.8% respondents were living in a semi-rural area.  In 

addition, 31% (n=31) were married & 2.9% (n= 1) were divorced.  

 

 Table 2: Distribution of respondents by monthly income, income generation, family 

size, siblings of child, child’s number, number of children with disability. 

Socio demographic 

characteristics of the 

respondents 

N=32 

Approximate income in each 

month 

Frequency 

(n) 

Percentage 

(%) 

5,000 or below the 5,000 12 35.3 

10,000 11 32.4 

15,000 3 8.8 

20,000 4 11.8 

25,000 1 2.9 

30,000 and above 30,000 1 2.9 

Source of income generation of 

the family 

  

Father 25 73.5 

Mother 1 2.9 

Both 3 8.8 

Others 3 8.8 

Family size   

1-5 21 61.8 

6-8 6 17.6 

>8 32 94.1 

Siblings of child  

Yes 22 64.7 

No 10 29.4 

Child’s number   

First 18 52.9 

Second 7 20.6 

Third 4 11.8 

Fourth 2 5.9 

More 1 2.9 
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Number of children with 

disability 

  

Yes 3 8.8 

No 29 85.3 

Dominant hand   

Right 11 32.4 

Left 21 61.8 

 

Table 2 shows that of the participant’s monthly income 35.3% (n=12) had 5,000 or below 

the 5,000 taka, 32.4% (n=11) had 10,000 taka, 8.8% (n=3) had 15,000 taka, 11.8% (n= 4) 

had 20,000 taka, 2.9% (n= 1) had 25,000 taka and 2.9% (n=1) had 30,000 & above 30,000 

taka. Mostly 73.5% (n=25) of the respondent’s source of income generation of the family 

were father, 2.9% (n=1) were mother, 8.8% (n=3) were both & others. Almost 94.1% 

(n=32) had family size of 8 persons & above, 61.8% (n=21) had 1-5 persons & 17.6% 

(n=6) had 6-8 persons. Overall participants are 64.7% (n=22) had siblings and 29.4% 

(n=10) had no siblings. From 32 participant’s child’s number 52.9% (n=18) were first, 

second 20.7% (n=7), 11.8% (n=4) were third, 5.9% (n=2) were fifth & 2.9% (n= 1) were 

more child’s. Among those 32 participants 85.3% (n=29) other child had no any disability 

& 8.8% (n=3) other child had any disability. It also shows that almost 61.8% (n=21) of the 

children dominant hand were left hand & 32.4% (n= 11) were right hand. 
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Figure 1: Distribution of respondents by child’s gender 

 

Figure 1 shows that among these 32 participants about 61.8% (n=21) were boy & 32.4% 

(n=11) were girl. 
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Figure 2: Distribution of respondents by child’s diagnosis 

 

Among these 32 participants 35.3% (n= 12) were diagnosed diplegic, 23.5% (n= 8) were 

quadriplegic, 14.7% (n= 5) were hemiplegic, 5.9% (n= 2) were monoplegia, 11.8% (n= 4) 

were athetoid & 2.9% (n=1) were diagnosed ataxic shows in figure 2. 

 

 

 

 

 

 

 

  

 

 

 

 

 

35.30% (n=12)

23.50% (n=8)

14.70% (n=5)

5.90% (n=2)

11.80% (n=4)

2.90% (n=1)

0.00% 5.00% 10.00% 15.00% 20.00% 25.00% 30.00% 35.00% 40.00%

Diaplegic

Quadriplegic

Hemiplegic

Monoplegic

Athetoid

Ataxic

Diagnosis of the child

Diagnosis of the child



34 
 

 

          

   

Figure 3: Distribution of respondents by child’s affected hand 

 

Among 32 participants 47.1% (n= 16) were problem in their both hand, 38.2% (n= 13) 

were problem in right hand & 8.8% (n=16) were problem in left hand shows in figure 3.   
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4.2 Hand function of the child: 

Table 1: Reach before & after Participate in hand activities group therapy program 

Variable Pre-test Post-test Difference Mean 

 N=32   

Reach (To extend the hand for 

reaching something like ball, bottle) 

 

60 

 

71 

 

11 

 

0.34 

 

 

This table (1) shows that reach among cerebral palsy children (n=32), pretest & posttest 

are 60 & 71, difference of between pre & post –test is 11 & mean of differences are 0.34. 

Table 2: Grasp before & after participate in hand activities group therapy program 

Variable Pre-test Post-test Difference Mean 

 N=32   

Cylindrical grasp(pick up & hold 

large object like grasping bottle) 

57 67 10 0.31 

Spherical grasp(rapid first closer & 

release like griping the tennis ball) 

60 68 8 0.25 

Power grasp(carrying or grasping task 

where the fingers flex towards the 

palm like griping the stick) 

63 70 7 0.22 

 Precision grasp (manipulate objects 

with opposition by using fingers like 

picking up salt) 

47 51 4 0.13 

Hook grip (carrying the bag) 60 66 6 0.19 

Disk grasp (holding the object 

according to the size like holding the 

container coverage) 

60 68 8 0.25 

Tip pinch (pinch between the index 

finger & thumb like grip the marble, 

button) 

47 52 5 0.16 

Tripod pinch (pinch between the pads 

of thumb, the pad of the index & 

middle fingers like grip the pencil) 

43 48 5 0.16 

Lateral pinch (as like as holding the 

key) 

45 48 3 0.09 

 

This table (2) shows that cylindrical grasp among cerebral palsy children (n=32), pretest & 

posttest are 57 & 67, difference of between pre & post –test is 10 & mean of differences 
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are 0.31. In spherical grasp pretest & posttest are 60 & 68, difference of between pre & 

post –test is 8 & mean of differences are 0.25. Power grasp among (n=32) participants, 

pretest & posttest are 63 & 70, difference of between pre & post –test is 7 & mean of 

differences are 0.22. In precision grip, pretest & posttest are 47 & 51, difference of between 

pre & post –test is 4 & mean of differences are 0.13. In hook grip participants had need 60 

& 66 in pre & post-test, difference of between pre & post –test is 6 & mean of differences 

are 0.19. In disk grasp among (n=32) participants, pretest & posttest are 60 & 68, difference 

of between pre & post –test is 8 & mean of differences are 0.25. In tip pinch, pre & post -

test among 32 participants had need 47 & 52, difference of between pre & post –test is 5 

& mean of differences are 0.16. In tripod pinch, pre & post-test are 43 & 48, difference of 

between pre & post –test is 5 & mean of differences are 0.16. Lateral pinch, pre & post- 

test among (n=32) participants had need 45 & 48, difference of between pre & post –test 

is 3 & mean of differences are 0.09. 

Table 3:  Opposition, carry, release, in hand manipulation, bilateral integration, 

transfer, symmetrical hand use & eye-hand co-ordination before & after participate 

in hand activities group therapy program 

Variable Pre-test Post-test Difference Mean 

 N=32   

Opposition (Child can touch all finger 

tips by thumb tip like picking up 

beads) 

46 51 5 0.05 

Carry (Carrying something from one 

place to another like carrying the 

pencil bag) 

61 68 7 0.23 

Release (Release the object from hand 

like throwing ball) 

59 69 10 0.31 

In hand manipulation (Moving 

objects from finger to palm like 

opening the cork) 

43 46 3 0.09 

 Bilateral integration (Ability to co-

ordinate both side of the body at the 

same time like string beads) 

48 52 4 0.13 

Transfer (Transferring the object 

from one hand to another like 

transferring bottle from hand to 

another) 

61 68 7 0.22 



37 
 

Symmetrical hand use (The quality 

of having parts that match each other 

like throwing a ball, hold the bottle by 

both hands) 

61 70 9 0.28 

Eye- hand co-ordination 

(Coordinated control of eye movement 

with hand movement like throwing a 

ball into the basket, string beads)   

  

48 52 4 0.13 

 

This table (3) shows that opposition among cerebral palsy children (n=32), pretest & 

posttest are 46 & 51, difference of between pre & post –test is 5 & mean of differences are 

0.05. In carry pretest & posttest are 61 & 68, difference of between pre & post –test is 7 & 

mean of differences are 0.23. Release among (n=32) participants, pretest & posttest are 59 

& 69, difference of between pre & post –test is 10 & mean of differences are 0.31. In hand 

manipulation, pretest & posttest are 43 & 46, difference of between pre & post –test is 3 & 

mean of differences are 0.09. In bilateral integration participants had need 48 & 52 in pre 

& post-test, difference of between pre & post –test is 4 & mean of differences are 0.13. In 

transfer among (n=32) participants, pretest & posttest are 61 & 68, difference of between 

pre & post –test is 7 & mean of differences are 0.22. In symmetrical hand use, pre & post 

-test among 32 participants had need 61 & 70, difference of between pre & post –test is 9 

& mean of differences are 0.28. In eye- hand co-ordination, pre & post-test are 48 & 52, 

difference of between pre & post –test is 4 & mean of differences are 0.13.  
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4.3 ADL performance of the child: 

Table 1: Child’s ADL performance skills before & after participant in hand 

activities group therapy program 

Variable Pre-test Post-test Difference Mean 

Self-care  N=32   

1. Feed self-finger foods 54 56 2 0.06 

2. Feed self with spoon 54 56 2 0.06 

3.Drink from a bottle or cup 56 61 5 0.16 

4. Dress upper body 45 48 3 0.09 

5. Dress lower body 45 47 2 0.06 

6. Brushing teeth 51 53 2 0.06 

7. Bathe / clean and tidy self 44 46 2 0.06 

8. Use the potty or toilet 44 45 1 0.03 

Productivity     

1. Holding a pen/pencil 43 48 5 0.16 

2. Draws a line by pencil 41 44 3 0.09 

3. Draws a circle by pencil 41 44 3 0.09 

4. Writes some alphabet like A, B, C, 

D 

41 44 3 0.09 

Leisure     

1. Engage in indoor/outdoor play with 

toys like throwing ball towards bottle, 

playing Para suit by using ball, string 

beads, make some blocks or Legos, can 

do some arts. 

57 65 8 0.25 

 

This table (1) shows that Self-care among cerebral palsy children (n=32), pretest & posttest 

of feed self-finger foods are 54 & 56, difference of between pre & post –test is 2 & mean 

of differences are 0.06. In feed self with spoon pretest & posttest are 54 & 56, difference 

of between pre & post –test is 2 & mean of differences are 0.06. Drink from a bottle or cup 

among (n=32) participants, pretest & posttest are 56 & 61, difference of between pre & 

post –test is 5 & mean of differences are 0.16. Dress upper body, pretest & posttest are 45 

& 48, difference of between pre & post –test is 3 & mean of differences are 0.09. Dress 

lower body, pretest & posttest are 45 & 47, difference of between pre & post –test is 2 & 

mean of differences are 0.06. In bathe / clean and tidy self-participants had need 44 & 46 

in pre & post-test, difference of between pre & post –test is 2 & mean of differences are 
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0.06. In use the potty or toilet among (n=32) participants, pretest & posttest are 44 & 45, 

difference of between pre & post –test is 1 & mean of differences are 0.03.  

Productivity among cerebral palsy children (n=32), pretest & posttest of holding a 

pen/pencil are 43 & 48, difference of between pre & post –test is 5 & mean of differences 

are 0.16. In draws a line by pencil pretest & posttest are 41 & 44, difference of between 

pre & post –test is 3 & mean of differences are 0.09. In draws a circle by pencil pretest & 

posttest are 41 & 44, difference of between pre & post –test is 3 & mean of differences are 

0.09. Writes some alphabet, pretest & posttest are 41 & 44, difference of between pre & 

post –test is 3 & mean of differences are 0.09. 

Leisure among cerebral palsy children (n=32), pretest & posttest are 57 & 65, difference 

of between pre & post –test is 8 & mean of differences are 0.25. 
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4.4 Overall result of hand function & ADL performance: 

 

 

Figure 1: Overall hand function of the child 

Figure 1 shows overall result of hand function of the cerebral palsy child. Here, frequency 

of reach in pre & post- test are 35.50% & 44.39%, grasp in pre & post-test are 33.48% & 

37.38%, carry in pre & post-test are 38.13% & 42.50%, release in pre & post-test are 

36.90% & 43.13%, in hand manipulation of pre & post-test are 26.90% & 28.80% & 

bilateral integration of pre & post-test are 30% & 32.50%. Though this figure shows that, 

Cerebral Palsy children get more improvement in reach, carry, release rather than grasp, in 

hand manipulation & bilateral integration by taking part in the 2 weeks’ hand activities 

group therapy program.   
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Figure 2: Overall ADL performance of the child 

Figure 2 shows overall result of ADL performance of the cerebral palsy child. Here, 

frequency of self-care in pre & post- test are 30.71% & 32.19%, productivity in pre & post-

test are 25.95% & 28.13%, leisure in pre & post-test are 35.63% & 40.63%. Though this 

figure shows that, Cerebral Palsy children participate in leisure activities rather than self-

care & productivity by taking part in the 2 weeks’ hand activities group therapy program.   
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5.1 Discussion: 

The purpose of this study is to explore the effect of hand activities group therapy program 

on ADL performance of children with cerebral palsy at Centre for the Rehabilitation of the 

Paralysed (CRP). Hand activities group therapy was targeted in eight sessions with a 2 -

weeks program. Outcome variables were in child’s hand function & child’s performance. 

A total of 32 samples were studied, among them 21 respondents were boys & 11 

respondents were girls. Besides among 32 samples, 12 respondents were diagnosed as 

diaplgic,8 were quadriplegic, 5 were hemiplegic, 2 were monoplegia, 4 were athetoid & 1 

were ataxic. 

To start with the weak points of the study, as this study is center-based, data were collected 

only from those who have completed the two-week program from the Centre for the 

Rehabilitation of the Paralysed pediatric unit in a certain time period. The study also didn’t 

reach the children with cerebral palsy treated in other institutions, if there were other 

treatments in Bangladesh.  

After this being mentioned, this study plays a new & unique light on the Bangladesh who 

have a child with cerebral palsy. Most of the children of this study appeared to be 4-6 (50%) 

years old. It is important to be able to distinguish between development as an effect of age 

and development as an effect of treatment. Unfortunately, the knowledge about the natural 

history of development of hand function in children with cerebral palsy limited, as is the 

effect of treatment (Eliasson, 2005). Development depended on the severity of hand 

dysfunction. Children with mild impairment had a fairly good development, while the 

children with severe impairment had at early age a negative trend in the development 

measured with the Peabody Developmental test, a norm referenced test describing the 

overall fine motor development. While the calculation was based on QUEST (Quality of 

Upper Extremity Skills Test) an impairment based measure of quality of movement there 

was only minor improvement up to 2-4-year dependent on severity of hand function 

(Eliasson, 2005). 

Chapter 5:                                     Discussion and conclusion 
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Reaching is an important pattern for perform daily activities. The children with CP have 

quiet difficulty in reaching pattern. Reach in pretest & posttest are 60 & 71, difference of 

between pre & post –test is 11 & mean of differences are 0.34. By using Melbourne 

Assessment of the Unilateral Upper Limb Function Test (MAULF) and Functional Hand 

Grip Test (FHGT) assessed hand function & found that hemiplegic patient performed best 

in the upper limb function test, then diplegic, & lastly quadriplegic (Law et al., 2008).  The 

degree of deformity, spasticity, sensory deficit, and motor control affected the hand 

function of a cerebral palsy patient significantly.  

Grasp is a component of hand skill which is essential for performing any functions. 

cylindrical grasp of pretest & posttest is 57 & 67, difference of between pre & post –test is 

10 & mean of differences are 0.31. In spherical grasp pretest & posttest are 60 & 68, 

difference of between pre & post –test is 8 & mean of differences are 0.25. Power grasp 

among (n=32) participants, pretest & posttest are 63 & 70, difference of between pre & 

post –test is 7 & mean of differences are 0.22. In precision grip, pretest & posttest are 47 

& 51, difference of between pre & post –test is 4 & mean of differences are 0.13. In hook 

grip participants had need 60 & 66 in pre & post-test, difference of between pre & post –

test is 6 & mean of differences are 0.19. In disk grasp among (n=32) participants, pretest 

& posttest are 60 & 68, difference of between pre & post –test is 8 & mean of differences 

are 0.25. In tip pinch, pre & post -test among 32 participants had need 47 & 52, difference 

of between pre & post –test is 5 & mean of differences are 0.16. In tripod pinch, pre & 

post-test are 43 & 48, difference of between pre & post –test is 5 & mean of differences 

are 0.16. Lateral pinch, pre & post- test among (n=32) participants had need 45 & 48, 

difference of between pre & post –test is 3 & mean of differences are 0.09. 

Carry is an important part when we perform our daily activities like eating, without 

carrying it is not possible to perform that activity independently. So, only reaching and 

griping patterns could not ensure the independent performance. In carry pretest & posttest 

are 61 & 68, difference of between pre & post –test is 7 & mean of differences are 0.23.  

Release & transfer is one of the components of hand skills which are necessary at the 

ending of the task. Release in pretest & posttest are 59 & 69, difference of between pre & 

post –test is 10 & mean of differences are 0.31. In transfer in pretest & posttest are 61 & 
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68, difference of between pre & post –test is 7 & mean of differences are 0.22. Opposition 

of pretest & posttest are 46 & 51, difference of between pre & post –test is 5 & mean of 

differences are 0.05. In hand manipulation, pretest & posttest are 43 & 46, difference of 

between pre & post –test is 3 & mean of differences are 0.09. In bilateral integration 

participants had need 48 & 52 in pre & post-test, difference of between pre & post –test is 

4 & mean of differences are 0.13. In symmetrical hand use, pre & post -test had need 61 & 

70, difference of between pre & post –test is 9 & mean of differences are 0.28. In eye- hand 

co-ordination, pre & post-test are 48 & 52, difference of between pre & post –test is 4 & 

mean of differences are 0.13. Wichers, (2009) said that a CP child has a limitation in 

functional movement; during movements carry is very important part for performing any 

task. 

Self-care pretest & posttest of feed self-finger foods are 54 & 56, difference of between 

pre & post –test is 2 & mean of differences are 0.06. In feed self with spoon pretest & 

posttest are 54 & 56, difference of between pre & post –test is 2 & mean of differences are 

0.06. Drink from a bottle or cup of pretest & posttest are 56 & 61, difference of between 

pre & post –test is 5 & mean of differences are 0.16. Dress upper body of pretest & posttest 

are 45 & 48, difference of between pre & post –test is 3 & mean of differences are 0.09. 

Dress lower body of pretest & posttest are 45 & 47, difference of between pre & post –test 

is 2 & mean of differences are 0.06. In bathe / clean and tidy of self-participants had need 

44 & 46 in pre & post-test, difference of between pre & post –test is 2 & mean of 

differences are 0.06. In use the potty or toilet of pretest & posttest are 44 & 45, difference 

of between pre & post –test is 1 & mean of differences are 0.03.  

Productivity of pretest & posttest of holding a pen/pencil are 43 & 48, difference of 

between pre & post –test is 5 & mean of differences are 0.16. In draws a line by pencil 

pretest & posttest are 41 & 44, difference of between pre & post –test is 3 & mean of 

differences are 0.09. In draws a circle by pencil pretest & posttest are 41 & 44, difference 

of between pre & post –test is 3 & mean of differences are 0.09. Writes some alphabet, 

pretest & posttest are 41 & 44, difference of between pre & post –test is 3 & mean of 

differences are 0.09. 
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Leisure of pretest & posttest are 57 & 65, difference of between pre & post –test is 8 & 

mean of differences are 0.25. 

CP children coordinate their bimanual coordination by compensation with affected hand 

where non affected hand involved more (Hung et al., 2004). There was not massive change 

in bilateral integration & eye hand co-ordination during pre & post program. Slight change 

occurred in symmetrical hand use which was the first need moderate assistance 43.8% 

(n=14) for some patients & in post- test it was need minimum assistance 37.5% (n=12). 

However, early diagnosis & treatment of children with CP is important to optimize the 

child’s potential for development & to prevent secondary disabilities (Smith, 2001). 

Caregivers plays an important role to provide excessive time & effort in their child’s daily 

care & support in adherence to advice & recommendations for exercising at home from 

e.g. Occupational, physical & speech therapists (Hwang, et al. 2011). The development of 

gross motor function in children in CP has only recently been documented. Even less is 

known about development of fine motor skills in these children. Children with CP have 

limited potential for improvement of movement patterns (Eliasson,2019). Age is an 

important determinant of hand function. Normally, hand function develops until the age of 

14 then plateaus. Accommodation and fine motor skills improve with age, and then 

deteriorate during old age. hand function was not dependent on development of fine motor 

skills alone. Any deformity, spasticity, sensory deficit and impairment in motor control 

would significantly affect hand function (Law et al., 2008). 

Impaired upper limb function affects almost 50% of children with cerebral palsy (CP)1 and 

is considered the main factor contributing to decreased activity and participation in 

everyday activities of daily living (ADL). Impairment begins early in life and has the 

potential to limit activity and participation, causing considerable distress to children with 

CP, their parents, and carers (Russo, 2006). 

 

overall result of hand function & ADL performance of the cerebral palsy child showed in 

figure 1 & 2. Here, frequency of reach in pre & post- test are 35.50% & 44.39%, grasp in 

pre & post-test are 33.48% & 37.38%, carry in pre & post-test are 38.13% & 42.50%, 
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release in pre & post-test are 36.90% & 43.13%, in hand manipulation of pre & post-test 

are 26.90% & 28.80% & bilateral integration of pre & post-test are 30% & 32.50%.  

In ADL performance, frequency of self-care in pre & post- test are 30.71% & 32.19%, 

productivity in pre & post-test are 25.95% & 28.13%, leisure in pre & post-test are 35.63% 

& 40.63%. 

The study revealed that Cerebral Palsy children get more improvement in reach, carry, 

release rather than grasp, in hand manipulation & bilateral integration. In ADL 

performance children participate in leisure activities rather than self-care & productivity 

by taking part in the 2 weeks’ hand activities group therapy program. Case-Smith found 

that in-hand manipulation speed, grasp strength, motor accuracy & tool handling was each 

significantly co related with self-care skills.  

Participation in leisure activities has emerged as an important ‘outcome’ for children with 

disabilities, with benefits that include fostering friendships, enhancing skill competencies, 

and developing personal interests and identity. Canadian group found that children with 

CP exhibited important disruptions in their participation in life situations, particularly in 

recreational and community‐based activities. Little evidence exists as to which attributes 

are facilitators or barriers to involvement in and enjoyment of leisure activities. 

Identification of these attributes is important in guiding future programs, services, and 

policies aimed at enhancing participation. Variables that are emerging as possible 

determinants are the following: child factors, such as severity of disability; personal 

factors, such as age, sex, and socioeconomic status; and environmental factors that include 

parents’ education, family preferences, social supports, and environmental resources 

(Majnemer et. al., 2008).  
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5.2 Limitation of the study: 

 Every research has some limitation. In this study also have some limitation & barrier 

during conducting research work. These are follows: 

 A limited study has been conducted outcome of hand group activities therapy & 

ADL performance for CP children on Bangladeshi perspective, so there is limited 

information from books, Google search, journal, Pubmed, Hinari and annual 

reports. Researcher had tried heart and soul to relate the information with the 

research study like hand function and functional performance. 

 The sample size was really very small based on 32 participants, so that result is 

difficult to generalize among whole population. 

 As it is center based study data were collected only those who have completed the 

two-week program in hand activities group therapy from Centre for the 

Rehabilitation of the Paralaysed (CRP) pediatric unit but this research does not 

reach the children with cerebral palsy treated in other institutions. 

 Many times patient has not completed the 2 week in –patient program that’s why 

during taking post data patient was not found that’s why sample size automatically 

decreased. 

  There was large gap between two sessions that’s why researcher get few times to 

build rapport with patient & caregiver.  

5.3 Conclusion: 

Now a day, disability is a major concern in Bangladesh. In Bangladesh, there have limited 

literature on effect of hand activities on ADL performance for CP child.  Where this study 

was aimed to find out the effect of hand activities group therapy program of Cerebral Palsy 

children through changes in ADL performance after completing two-weeks at CRP. In 

Bangladesh, only Centre for the Rehabilitation of the Paralysed is providing an In-patient 

program for children with CP & their caregivers. This study experienced that CRP program 

is highly effective for improvement of child’s capacities & skills. Researcher found that 

there is a slight change in child’s hand function like Reach, grasp (cylindrical, spherical & 

power grasp), carry, release & transfer after receiving the program. But in some case the 
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manipulating works (like buttoning and opening cork) have no change in their performance 

after ending of the program. Also, child’s level of ADL’s performance like self-care, 

productivity was bringing slight change depends on child’s severity on condition & 

deformity & also change in child’s leisure activities after receiving the treatment. That’s 

why researcher understood that it is very difficult to change the daily activities of the child 

in such a short time that’s why children should continue therapy for a long period of time 

in order to get marked outcome. So, these finding will help the occupational therapists for 

building up new strategies for better improvement in child’s hand function & also in ADL’s 

performance. Overall the program is really effective for the children with cerebral pals 

5.4 Recommendation: 

 In further research of the area, the researcher should maintain the study is large 

samples where more respondents will be involved. 

 In further research of the area, the researcher should maintain predetermined data 

collection schedule consider with another therapist’s schedule with mothers of 

cerebral palsy children. 

 Also develop specific hand function scale with related to child’s ADL performance 

scale. 

 It is further needed to study the comparison with other CP program like comparison 

with CRP pediatric outpatient services. 

 In collaboration initiative with government & non –government organization for 

further action for expanding the program for cerebral palsy welfare. 

 

 

 

 

 

 

  



49 
 

 References: 

Ahmed, M., S., (2006). Take these broken wings and learn to fly again. The Daily 

Star.net; Retrieved from: 

http://www.thedailystar.net/suppliments/2006/15thanniv/celebrating_bd/ce

leb_bd05.h tm 

 

Akter, S., and Rahman, M., (2006). Cerebral palsy-clinic profile and predisposing 

factors, Bangladesh Journal of Neuroscience, 20(1):9-15. Retrieved from 

https://www.ncbi.nlm.nih.gov/pubmed/16878093 

 

Alam, K., J., (2012). Bangladesh and Persons with Disabilities. Asia-Pacific 

Human Rights Information Center; Retrieved from 

http://www.hurights.or.jp/archives/focus/section2/2009/03/bangladesh-

and-personswith-disabilities.html 

 

Al-Gamal, K., (2013). Quality of life and anticipatory grieving among parents 

living with a child with cerebral palsy, International Journal of Nursing 

Practice, 19 (3), 288-9.  Retrieved from 

http://hinarilogin.research4life.org/uniquesigonlinelibrary.wiley.com/uniq

uesig0/doi/10.1111/ijn.12075/pdf   

 

Allah, E., S., A., Awady, S., E., & Hameed, H., S., E., (2012). Improving the Care 

Provided to Hemiplegics Cerebral Palsy Children by Their Family 

Caregivers: An Intervention Study. Journal of American Science, 8 (2), 

730-738. Retrieved from 

http://www.jofamericanscience.org/journals/amsci/am0802/102_10559am

0802_730_737.pdf  

 

American Society for Surgery of the Hand, 2018. Hand Therapy. Retrieved from 

http://www.assh.org/handcare/What-is-a-Hand-Therapist 

https://www.ncbi.nlm.nih.gov/pubmed/16878093
http://www.hurights.or.jp/archives/focus/section2/2009/03/bangladesh-and-personswith-disabilities.html
http://www.hurights.or.jp/archives/focus/section2/2009/03/bangladesh-and-personswith-disabilities.html
http://www.jofamericanscience.org/journals/amsci/am0802/102_10559am0802_730_737.pdf
http://www.jofamericanscience.org/journals/amsci/am0802/102_10559am0802_730_737.pdf
http://www.assh.org/handcare/What-is-a-Hand-Therapist


50 
 

Ann & Robert H. Lurie Children's Hospital of Chicago, (2019) . Self-care Skills. 

Retrieved from https://www.luriechildrens.org/en/specialties-

conditions/pediatric-occupational-therapy/developmental-milestones/self-

care-skills/  

 

Annett, M., & Kilshaw, D., (1983). Right- and left-hand skill II: Estimating the 

parameters of the distribution of L-R difference in males and females, 

British Journal of Psychology, 74, 269-283.doi: 

https://doi.org/10.1111/j.2044-8295.1983.tb01862.x 

 

Arnould, C., Bleyenheuft, Y., & Thonnard, J.L., (2014). Hand Functioning in 

Children with Cerebral Palsy, Front Neural ,5: 48, 

doi: 10.3389/fneur.2014.00048 

 

Asia- Pacific Human Rights Information center, (2009). Bangladesh and Persons 

with Disabilities, Volume 55. Retrieved from 

https://www.hurights.or.jp/archives/focus/section2/2009/03/bangladesh-

and-persons-with-disabilities.html 

 

Autism Health Victoria, (2011). What is leisure. Retrieved from 

<http://www.austin.org.au/Page.aspx?ID=131>. 

 

Baltor, M., R., R., & Dupas, G., (2013). Experiences from families of children with 

cerebral paralysis in context of social vulnerability. Rev. Latino-Am. 

Enfermagem, 21 (4), 956-63, Retrieved from 

http://www.scielo.br/pdf/rlae/v21n4/0104-1169-rlae-21-04-0956.pdf  

 

Baltor, M.R.R., & Dupas, G., (2013). Experiences from families of children with 

cerebral paralysis in context of social vulnerability, Rev. Latino-Am. 

Enfermagem, 21 (4), 956-63, Retrieved from 

http://www.scielo.br/pdf/rlae/v21n4/0104-1169-rlae-21-04-0956.pdf  

https://www.luriechildrens.org/en/specialties-conditions/pediatric-occupational-therapy/developmental-milestones/self-care-skills/
https://www.luriechildrens.org/en/specialties-conditions/pediatric-occupational-therapy/developmental-milestones/self-care-skills/
https://www.luriechildrens.org/en/specialties-conditions/pediatric-occupational-therapy/developmental-milestones/self-care-skills/
https://doi.org/10.1111/j.2044-8295.1983.tb01862.x
https://www.ncbi.nlm.nih.gov/pubmed/?term=Arnould%20C%5BAuthor%5D&cauthor=true&cauthor_uid=24782821
https://www.ncbi.nlm.nih.gov/pubmed/?term=Bleyenheuft%20Y%5BAuthor%5D&cauthor=true&cauthor_uid=24782821
https://www.ncbi.nlm.nih.gov/pubmed/?term=Thonnard%20JL%5BAuthor%5D&cauthor=true&cauthor_uid=24782821
https://dx.doi.org/10.3389%2Ffneur.2014.00048
https://www.hurights.or.jp/archives/focus/section2/2009/03/bangladesh-and-persons-with-disabilities.html
https://www.hurights.or.jp/archives/focus/section2/2009/03/bangladesh-and-persons-with-disabilities.html
http://www.scielo.br/pdf/rlae/v21n4/0104-1169-rlae-21-04-0956.pdf


51 
 

 

Barbotte, E., Guillemin, F. and Chau, N., (2005). Prevalence of impairments, 

disabilities, handicaps and quality of life in the general population: a review 

of recent literature, Bull World Health Organization, 79:1049. Retrieved 

from https://www.ncbi.nlm.nih.gov/pubmed/11731812 

 

Begum, R., & Desai, O., (2010). A Comparative Study to evaluate the 

Psychological status of Mothers of Children with Cerebral Palsy and 

Mothers of Normal children, The Indian Journal of Occupational Therapy, 

XL11 (2), 3-9 Retrieved from http://medind.nic.in/iba/t10/i2/ibat10i2p3.pdf  

 

Berdien, W., Linde, V., Jaap, J., Netten, V., Otten, B., Reint, K., P, Schoemaker, 

M., M., (2015). Activities of Daily Living in Children with Developmental 

Coordination Disorder: Performance, Learning, and Participation. Physical 

Therapy, 95, 1496–1506, doi: https://doi.org/10.2522/ptj.20140211 

 

Brashear, A (2007). Spastic Hemiplegia, Science Direct. Retrieved from 

[https://www.sciencedirect.com/topics/veterinary-science-and-veterinary-

medicine/spastic-hemiplegia] 

 

Bailey,D., M., (1997). Research for health professional (2nd ed.). Philadelphia: F.A. 

Davis Company. 

 

Canadian Association of Occupational Therapist (CAOT), (1997). Enabling 

occupation: An Occupational Therapy Perspective.  Canadian Association 

of Occupational Therapist (CAOT), Ottawa,ON 

 

Center for Disease Control and Prevention, (2018). Cerebral Palsy, Retrieved from 

https://www.cdc.gov/ncbddd/cp/data.html 

 

https://www.ncbi.nlm.nih.gov/pubmed/11731812
http://medind.nic.in/iba/t10/i2/ibat10i2p3.pdf
https://doi.org/10.2522/ptj.20140211
https://www.cdc.gov/ncbddd/cp/data.html


52 
 

Centre for the Rehabilitation of the Paralysed (CRP), Savar, Dhaka. Annual Report; 

2010-2011. 

 

 

Centre for the Rehabilitation of the Paralysed (CRP).  Savar, Dhaka. Paediatric 

Unit; 2010 Retrieved from: 

http://www.crpbangladesh.org/index.php?option=com_content&view=arti

cle&id=85&Itemid=101 

 

Cerebral Palsy Alliance Research Foundation, (2018). Causes of Cerebral Palsy. 

Retrieved from http://cparf.org/what-is-cerebral-palsy/causes-of-cerebral-

palsy/ 

 

Cerebral palsy alliance, (2009). Retrieved from 

<http://www.cerebralpalsy.org.au/about-cerebral-palsy/basic-guide-

tocerebral-palsy/types-of-cerebral-palsy/gross-motor-skills>. 

 

Cerebral palsy group, (2009). Cerebral Palsy – What is Cerebral Palsy? Retrieved 

from https://cerebralpalsygroup.com/cerebral-palsy/ 

 

Cerebral palsy guidance (2018). Cerebral Palsy Prevalence and Incidence, 

Retrieved from https://www.cerebralpalsyguidance.com/cerebral-

palsy/research/prevalence-and-incidence/ 

 

Cerebral Palsy Source, (2005). Retrieved from 

<http://www.cerebralpalsysource.com/Treatment_and_Therapy/occupatio

nal_cp/index.html>. 

 

Cerebral Palsy Sport, (n.d.). Cerebral Palsy Key Facts and Statistics, Retrieved 

from http://www.cpsport.org/resources/cerebral-palsy-key-facts-and-

statistics/ 

http://www.crpbangladesh.org/index.php?option=com_content&view=article&id=85&Itemid=101
http://www.crpbangladesh.org/index.php?option=com_content&view=article&id=85&Itemid=101
http://cparf.org/what-is-cerebral-palsy/causes-of-cerebral-palsy/
http://cparf.org/what-is-cerebral-palsy/causes-of-cerebral-palsy/
https://cerebralpalsygroup.com/cerebral-palsy/
https://www.cerebralpalsyguidance.com/cerebral-palsy/research/prevalence-and-incidence/
https://www.cerebralpalsyguidance.com/cerebral-palsy/research/prevalence-and-incidence/
http://www.cpsport.org/resources/cerebral-palsy-key-facts-and-statistics/
http://www.cpsport.org/resources/cerebral-palsy-key-facts-and-statistics/


53 
 

 

Cermak, S., A., Gubbay, S., S., Larkin, D., (2015). What is developmental 

coordination disorder? In: Cermak, S., A., Larkin, D., (Eds). Developmental 

Coordination Disorder, Albany, NY: Delmar 

Chol, K., & Hunglo, K., (2011). A hand rehabilitation system with force feedback 

for children with cerebral palsy: two case studies. Disability and 

Rehabilitation, 33, 1704–1714.doi:  

https://doi.org/10.3109/09638288.2010.535091 

 

Christiansen, C., H., Clark, F., Kielhofner, G., & Rogers, J., (2006). Position paper: 

Occupation.  American Journal of Occupational Therapy.  Thorofare, NJ: 

Slack 

 

Chu, S., (1997). Occupational Therapy for children with Handwriting Difficulties. 

A framework for evaluation and Treatment’, British Journal of 

Occupational therapy, 60 (12), 514-518 

 

Corey, S., (2017). Definition of Gross & Fine Motor Skills. Retrieved from 

https://sciencing.com/definition-gross-fine-motor-skills-6778426.html 

 

Damiano, D.,L ., Alter, K.,E.,&  Chambers, H., (2009). New clinical and research 

trends in lower extremity management for ambulatory children with 

cerebral palsy. Physical medicine and rehabilitation clinics North America, 

20(3):469-91. doi: 10.1016/j.pmr.2009.04.005.  

 

Delialioglu, U., Kaya, K., Ozel, S., Gorgulu, G., (2009). Depression in mother of 

children with Cerebral palsy and related factors in Turkey a controlled 

study. International Journal of Rehabilitation Research, 32 (3),199-204, doi: 

10.1097/MRR.0b013e32832607b6. 

 

https://doi.org/10.3109/09638288.2010.535091
https://sciencing.com/definition-gross-fine-motor-skills-6778426.html
https://www.ncbi.nlm.nih.gov/pubmed/?term=Damiano%20DL%5BAuthor%5D&cauthor=true&cauthor_uid=19643348
https://www.ncbi.nlm.nih.gov/pubmed/?term=Alter%20KE%5BAuthor%5D&cauthor=true&cauthor_uid=19643348
https://www.ncbi.nlm.nih.gov/pubmed/?term=Chambers%20H%5BAuthor%5D&cauthor=true&cauthor_uid=19643348


54 
 

Dubois, L., Klemm, V., Murchland, S., & Ozols, A., (2004). Handwriting of 

children who have hemiplegia. A profile of abilities in children aged 8–13 

years from a parent and teacher survey, Australian Occupational Therapy 

Journal, 51 (9), 89–98. 

 

 

 

Eliasson, A., C., (2005). Improving the use of hands in daily activities: Aspects of 

the treatment of children with cerebral palsy Physical & Occupational 

Therapy in Pediatrics25(3):37-60. Retrieved from 

https://www.researchgate.net/publication/7639269_Improving_the_use_of

_hands_in_daily_activities_Aspects_of_the_treatment_of_children_with_

cerebral_palsy 

 

Eliasson, A., C., Forssberg, H., Hung, Y., C., & Gordon, A., M., (2019). 

Development of Hand Function and Precision Grip Control in Individuals 

with Cerebral Palsy: A 13-Year Follow-up Study. a Department of Woman 

and Child Health, Karolinska Institute, Stockholm, Sweden  

 

Eliasson, A., C., Frossberg, H., Hung, Y., C., & Gordon, A., M., (2006). 

Development hand function and precision control in individual with 

cerebral palsy. A 13 years’ follow-up study. American Academy of 

Pediatrics, 118 (4),1226-1227 

 

Eliasson, A.C., & Gordon, A.M., (2013). Impaired force coordination during object 

release in children with hemiplegic cerebral palsy, Developmental 

Medicine and Child Neurology, 42,228-234, Retrieved from 

<http://journals.cambridge.org/action/displayAbstract?fromPage=online&

aid=2075>. 

 

https://www.researchgate.net/publication/7639269_Improving_the_use_of_hands_in_daily_activities_Aspects_of_the_treatment_of_children_with_cerebral_palsy
https://www.researchgate.net/publication/7639269_Improving_the_use_of_hands_in_daily_activities_Aspects_of_the_treatment_of_children_with_cerebral_palsy
https://www.researchgate.net/publication/7639269_Improving_the_use_of_hands_in_daily_activities_Aspects_of_the_treatment_of_children_with_cerebral_palsy


55 
 

Exner, C., E., (1995). In Smith, C., & C.Pehoski (Eds.)  In-hand -manipulation 

skills. Development of hand skills in the child. St.Louis: Mosby 

 

Eminovic, F., et.al (2012). Writing ability in children suffering from cerebral palsy 

after phased fiberotomy: Case report. International Scientific Conference 

Special Education and Rehabilitation. Retrieved from 

https://www.researchgate.net/publication/268585770_Writing_ability_in_

children_suffering_from_cerebral_palsy_after_phased_fiberotomy_Case_r

eport 

 

Fraenkle J., Wallen N., (2000). How to design and evaluate research in education. 

4th ed. London: Mc Grow Hill; 

 

Gallahue, D., & Ozmun, J., (2006). Understanding motor development: Infants, 

children, adolescents, adults (6th ed.). New York: Mc Graw Hill 

Gershon, Z., (2016). Types of Cerebral Palsy, Retrieved from 

http://www.cerebralpalsylawdoctor.com/cerebral-palsy/types/  

 

 Gill, K., M.,D., & Nordqvist, C., (2017). What's to know about cerebral palsy? 

Medical News Today, Retrieved from 

https://www.medicalnewstoday.com/articles/152712.php 

 

Golam, K., Sheedy, H.S., Islam, J., Alam, M., Jung. J., Novak, I., Muhit, M., 

(2015). Bangladesh Cerebral Palsy Register (BCPR): a pilot study to 

develop a national cerebral palsy (CP) register with surveillance of children 

for CP, BMC Neural, 15: 173 Retrieved from 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4582618/ 

 

Gorden, A., M., Eliasson & Duff, S., V., (2008). Object release under varying task 

constraints in children with hemiplegic cerebral palsy. Development 

Medicine & Child Neurology. London: Mackeith Press 

http://www.cerebralpalsylawdoctor.com/cerebral-palsy/types/
https://www.medicalnewstoday.com/reviewers
https://www.medicalnewstoday.com/articles/152712.php
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4582618/


56 
 

 

 

Haider, M.Z. COUNTRY REPORT: BANGLADESH, Bangladesh: SWID 

Bangladesh. Retrieved from 

https://www.google.com/search?client=firefox-b-

ab&q=Haider%2C+MZ.+COUNTRY+REPORT%3A+BANGLADESH%

2C+Bangladesh%3A+SWID+Bangladesh 

 

Handicap International, (2012). Disability and Development. Retrieved from 

http://www.hiproweb.org/fileadmin/cdroms/Handicap_Developpement/w

ww/index_en.html 

 

Hanna, S., E., Law, M., C., Rosenbaum, P., L., King, G., A., Walter, S., D., Pollock, 

N., (2003). Development of hand function among children with cerebral 

palsy: Growth curve analysis for ages 16 to 70 months. Development 

Medicine & Child Neurology. London: Mackeith Press 

 

Himmelmann, K., Hagberg, B., Beckung, E., Hagberg, G., Uvebrant, P., (2007) 

The natural history of gross motor development in children with cerebral 

palsy aged 1 to 15 years. Developmental medicine and child neurology, 

49(10):751-6, Retrieved from 

https://www.ncbi.nlm.nih.gov/pubmed/17880644 

 

Holmstrom, L., (2011). Neural correlates of hand function in typically developing 

individuals and children with unilateral cerebral palsy, Retrieved from, 

<http://publications.ki.se/jspui/bitstream/10616/40543/1/Thesis_Linda_Ho

lmstr%C3%B6m.pdf>. 

 

Hosain, M., Atkinson, D. and Underwood, P., (2002). Impact of Disability on 

Quality of Life of Rural Disabled People in Bangladesh. Journal of Health 

https://www.google.com/search?client=firefox-b-ab&q=Haider%2C+MZ.+COUNTRY+REPORT%3A+BANGLADESH%2C+Bangladesh%3A+SWID+Bangladesh
https://www.google.com/search?client=firefox-b-ab&q=Haider%2C+MZ.+COUNTRY+REPORT%3A+BANGLADESH%2C+Bangladesh%3A+SWID+Bangladesh
https://www.google.com/search?client=firefox-b-ab&q=Haider%2C+MZ.+COUNTRY+REPORT%3A+BANGLADESH%2C+Bangladesh%3A+SWID+Bangladesh
http://www.hiproweb.org/fileadmin/cdroms/Handicap_Developpement/www/index_en.html
http://www.hiproweb.org/fileadmin/cdroms/Handicap_Developpement/www/index_en.html
https://www.ncbi.nlm.nih.gov/pubmed/17880644


57 
 

Population & Nutrition, 20(4):305. Retrieved from 

https://www.ncbi.nlm.nih.gov/pubmed/12659409 

 

Hung, Y.C., Charles, J & Gordon, A, M., (2004). ‘Bimanual coordination during a 

goal-directed task in children with hemiplegic cerebral palsy’, 

Developmental Medicine & Child Neurology, 46, 746–753. 

 

Hwang, M., et al. (2011). Measuring Care and Comfort in Children with Cerebral 

Palsy: The Care and Comfort Caregiver Questionnaire. The American 

Academy of Physical medicine and Rehabilitation, 3 (10):912-919. 

 

Johnson,A., (n.d.)  Prevalence and characteristics of children with cerebral palsy in 

Europe. Dev Med Child neural. 2002;44(9):633-40.  Retrieved from 

http://www.scpenetwork.eu/assets/Uploads/Prevalence.pdf 

 

Jones,M.,W., Morgan, E.,  Shelton, J., E., & Thorogood, C., (2007). Cerebral Palsy: 

Introduction and Diagnosis (Part I), Journal of Pediatric Health Care, 21, 

146–152, doi: https://doi.org/10.1016/j.pedhc.2006.06.007 

 

Kavcic P & Perat M., (1998) Prevalence of cerebral palsy in Slovenia: birth years 

1981 to 1990. Dev Med Child neural. 40,459-63. Retrived from 

https://www.ncbi.nlm.nih.gov/pubmed/9698059 

 

Khandaker, G., Muhit ,M., Karim, T., Sheedy, H.S., Novak, I., Jones, C., & Badawi, 

N., (2018). Epidemiology of cerebral palsy in Bangladesh: a population-

based surveillance study, Developmental medicine and child neurology, 

doi: 10.1111/dmcn.14013 

 

Khandaker, G., Muhit, M., Karim,T., (2018). Epidemiology of cerebral palsy in 

Bangladesh: a population‐based surveillance study. Developmental 

medicine and child neurology doi: 10.1111/dmcn.14013.  

https://www.ncbi.nlm.nih.gov/pubmed/12659409
http://www.scpenetwork.eu/assets/Uploads/Prevalence.pdf
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
https://doi.org/10.1016/j.pedhc.2006.06.007
https://www.ncbi.nlm.nih.gov/pubmed/9698059
https://www.ncbi.nlm.nih.gov/pubmed/?term=Khandaker%20G%5BAuthor%5D&cauthor=true&cauthor_uid=30394528
https://www.ncbi.nlm.nih.gov/pubmed/?term=Muhit%20M%5BAuthor%5D&cauthor=true&cauthor_uid=30394528
https://www.ncbi.nlm.nih.gov/pubmed/?term=Karim%20T%5BAuthor%5D&cauthor=true&cauthor_uid=30394528
https://www.ncbi.nlm.nih.gov/pubmed/?term=Smithers-Sheedy%20H%5BAuthor%5D&cauthor=true&cauthor_uid=30394528
https://www.ncbi.nlm.nih.gov/pubmed/?term=Jones%20C%5BAuthor%5D&cauthor=true&cauthor_uid=30394528
https://www.ncbi.nlm.nih.gov/pubmed/?term=Badawi%20N%5BAuthor%5D&cauthor=true&cauthor_uid=30394528
https://www.ncbi.nlm.nih.gov/pubmed/?term=Badawi%20N%5BAuthor%5D&cauthor=true&cauthor_uid=30394528


58 
 

 

Khandaker, G., Smithers-Sheddy, H., Islam, J., Alam, M., Jun, J., &Novak, I., et 

al. (2015). Bangladesh Cerebral Palsy Register (BCPR): a pilot study to 

develop a national cerebral palsy (CP) register with surveillance of children 

for CP. BMC Neurology, 15(1).  

 

Kid Sense, (2017). Fine Motor Skills. Retrieved from 

https://childdevelopment.com.au/resources/child-development-charts/fine-

motor-developmental-chart/ 

 

Kid Sense, (2018). Gross Motor Skills. Retrieved from 

https://childdevelopment.com.au/areas-of-concern/gross-motor-skills/ 

 

Kowalczyk, D., (2016). Pre- test & Post- test Design. Definition & Example. 

Retrieved from http://study.com/academy/lesson/pretest-posttest -design-

definition-example.html 

 

Krigger, K., W., 2006. Cerebral Palsy: an overview. American Family Physician 

,73(1), 91-100. Retrieved from 

http://www.aafp.org/afp/2006/0101/p91.html 

 

Kumari, S., R., & Joseph, M., V., (2014). Family Burden on Parents of the Children 

with Cerebral Palsy: Effectiveness of the Family Centered Psycho-Social 

Intervention Programme. IOSR Journal of Humanities and Social Science, 

19(5), 56-59, Retrieved from 

http://www.iosrjournals.org/iosrjhss/papers/Vol19-issue5/Version-

1/K019515659.pdf  

 

Kim, K., Kang, J., Y., Jung,D.,H., (2017). Relationship Between Mobility and Self-

Care Activity in Children with Cerebral Palsy. Annals of Rehabilitation 

https://childdevelopment.com.au/resources/child-development-charts/fine-motor-developmental-chart/
https://childdevelopment.com.au/resources/child-development-charts/fine-motor-developmental-chart/
https://childdevelopment.com.au/areas-of-concern/gross-motor-skills/
http://study.com/academy/lesson/pretest-posttest%20-design-definition-example.html
http://study.com/academy/lesson/pretest-posttest%20-design-definition-example.html
http://www.aafp.org/afp/2006/0101/p91.html
http://www.iosrjournals.org/iosrjhss/papers/Vol19-issue5/Version-1/K019515659.pdf
http://www.iosrjournals.org/iosrjhss/papers/Vol19-issue5/Version-1/K019515659.pdf


59 
 

Medicine. 41(2): 266–272, Retrieved from 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5426278/ 

 

Law et, al (2008). Evaluation of deformity and hand function in cerebral palsy 

patients. Journal of Orthopaedic Surgery and 

Research20083:52https://doi.org/10.1186/1749-799X-3-52 

 

 Long, C., Conard, P., W., Hall, E., A., & Furler, S., L. (1970). Intrinsic -extrinsic 

muscle control of the hand in power grasp and precision handling. Journal 

of Bone & Joint Surgery. St.Louis: Mosby 

 

Makwana, M., Mourya*, H.K., Mourya, S., Gupta, B. D., Bhati, R.L.,                                     

Garg,Y., (2017). A clinico-epidemiological study of cerebral palsy in 

western Rajasthan,Vol 4,1146-1152 Retrieved from 

http://www.ijpediatrics.com 

 

Malono, P.K., Despres,E.R., Habbous, J., Primmer, A.R.,  Slatten, J.B., 

Gibson,B.E., &Landry, M.D, (2010). Perceptions of disability among 

mothers of children with disability in Bangladesh: implications for 

rehabilitation service delivery.Disability and Rehabilitation.32,854-54. 

Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/20131951 

Mandal, A., M., D., Gurbutt, C., A., (2018). Cerebral Palsy Prognosis. News 

Medical Life Sciences, Retrieved from https://www.news-

medical.net/health/Cerebral-Palsy-Prognosis.aspx 

 

Marr, D., Cermak, S., Cohn, E. S., & Henderson, A., (2003). Fine motor activities 

in head start and kindergarten classrooms. American Journal of 

Occupational Therapy.; 57(5), 550–557, 

doi:http://dx.doi.org/10.5014/ajot.57.5.550. 

 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5426278/
http://www.ijpediatrics.com/
https://www.ncbi.nlm.nih.gov/pubmed/20131951
https://www.news-medical.net/health/Cerebral-Palsy-Prognosis.aspx
https://www.news-medical.net/health/Cerebral-Palsy-Prognosis.aspx


60 
 

Mendich, A., D., Polatajko, H., J., Macnab, J., J., & miller, I., T., (2003). Treatment 

of children with developmental co-ordination disorder. What is the 

evidence? Physical & Occupational Therapy in pediatrics,  NY: Guilford 

 

Miller, G., (2018). Epidemiology, etiology, and prevention of cerebral palsy. 

Retrieved from https://www.uptodate.com/contents/cerebral-palsy-

epidemiology-etiology-and-prevention 

 

Mobarak, R., Khan, N., Z., Munir, S., Zaman, S., S., McConachie, H., (2000). 

Predictors of Stress in Mothers of Children with Cerebral Palsy in 

Bangladesh. Journal of Pediatric Psychology, 25(6), 427-33. Retrived from 

https://www.ncbi.nlm.nih.gov/pubmed/10980047 

 

Mohammed, M., S., J., 2006. Cerebral Palsy: Comprehensive Review and Update. 

Ann Saudi Med 26(2). Retrieved from 

http://www.kau.edu.sa/Files/140/Researches/11821_cerebral_palsy.pdf 

 

Moshe, S., Omer, M., Salvatore, A., M., Shirley, G., Nandor, G., T., & Offer, E., 

(2017). Cerebral Palsy—Trends in Epidemiology and Recent Development 

in Prenatal Mechanisms of Disease, Treatment, and Prevention. Front 

Pediatr, 5,21.Retrieved from  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5304407/ 

Mushtaq, I., & Suman, P., (2014). Maternal Stress in Mothers of Children with 

Cerebral Palsy, European Academic Research, II (1), 1145-1156. Retrieved 

from http://euacademic.org/UploadArticle/488.pdf  

 

My child at Cerebral Org, (2019). Occupational Therapy. Retrieved from 

https://www.cerebralpalsy.org/about-cerebral 

palsy/treatment/therapy/occupational-therapy 

 

https://www.uptodate.com/contents/cerebral-palsy-epidemiology-etiology-and-prevention
https://www.uptodate.com/contents/cerebral-palsy-epidemiology-etiology-and-prevention
https://www.ncbi.nlm.nih.gov/pubmed/10980047
http://www.kau.edu.sa/Files/140/Researches/11821_cerebral_palsy.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5304407/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5304407/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5304407/
http://euacademic.org/UploadArticle/488.pdf
https://www.cerebralpalsy.org/about-cerebral%20palsy/treatment/therapy/occupational-therapy
https://www.cerebralpalsy.org/about-cerebral%20palsy/treatment/therapy/occupational-therapy


61 
 

 Majnemer,A., et.al. 2008. Participation and enjoyment of leisure activities in 

school‐aged children with cerebral palsy. doi: 

https://doi.org/10.1111/j.1469-8749.2008.03068.x 

 

Napier, J., R., (1956). The prehensile movement of the human hand. Journal of 

Bone & Joint Surgery. St.Louis: Mosby 

 

National Institute for Health and Care Excellence: Clinical Guidelines, (2018). 

National Institute for Health and Care Excellence (UK), Retrieved from 

https://www.ncbi.nlm.nih.gov/books/NBK11822/ 

 

NRS Healthcare, (2018). Cerebral Palsy. Retrieved from 

https://www.nrshealthcare.co.uk/articles/condition/cerebral-palsy 

 

Palisano, R., Rosenbaum, P., Bartlett, D., Livingston, M., (2007). GMFCS – E & 

R Gross Motor Function Classification System Expanded and Revised. Can 

Child Centre for Childhood Disability Research, McMaster University, 

Canada 

 

Parham, L., D., & Fazio, L., S., (2008). Play in Occupational Therapy for Children 

(2nd ed.), St.louis :  Mosby 

 

Park, M., O., (2017). Effects of gross motor function and manual function levels on 

performance-based ADL motor skills of children with spastic cerebral 

palsy. Journal of physical Therapy science, 29(2): 345–348, 

doi: 10.1589/jpts.29.345 

Passmore, A., & French, D., (2003). The nature of leisure in adolescence: a focus 

group. British Journal of Occupational Therapy, NY: Guilford 

 

POPULATION & HOUSING CENSUS (2011). PRELIMINARY RESULTS 

JULY 2011.Retrieved from 

http://www.nice.org.uk/guidance/
https://www.ncbi.nlm.nih.gov/books/NBK11822/
https://www.nrshealthcare.co.uk/articles/condition/cerebral-palsy
https://www.ncbi.nlm.nih.gov/pubmed/?term=Park%20MO%5BAuthor%5D&cauthor=true&cauthor_uid=28265171
https://dx.doi.org/10.1589%2Fjpts.29.345


62 
 

http://bbs.portal.gov.bd/sites/default/files/files/bbs.portal.gov.bd/page/7b7

b171a_731a_4854_8e0a_f8f7dede4a4a/PHC2011PreliminaryReport.pdf 

 

Reddihough, D., Cerebral palsy in childhood (2011). Australian Family Physician. 

2011;40(4):192-6, Retrieved from 

https://www.semanticscholar.org/paper/Cerebral-palsy-in-childhood.-

Reddihough/f0d0ff0f749a95d0ad3cb85bd60ab8b99e160bf3 

 

Reddihough, D., Ong, K., (2015). Cerebral Palsy- An information guide for parents. 

Royal Children’s Hospital: Melbourne; Retrieved from 

https://www.rch.org.au/uploadedFiles/Main/Content/neurodevelopment-

and-disability/solve-annual-report-2014-2015.pdf 

 

Reiter & Walesh, P., C., (2018). American Baby and Child law Centers Retrieved 

from [https://www.abclawcenters.com/frequently-asked-

questions/cerebral-palsy-developmental-categories/] 

 

Rosblad, B., (2005). Reaching & Eye-Hand Co-Ordination. Hand function in the 

child. St.Louis: Mosby 

 

Rosenbaum, P., Paneth, N., & Leviton, A., (2007). A report: the definition and 

classification of cerebral palsy April 2006. Development Medicine & Child 

Neurology. London: Mackeith Press, 109, 8–14. 

 

 

Rosenbaum, P., Paneth, N., & Leviton,A., (2007) A report: the definition and 

classification of cerebral palsy April 2006.  Developmental medicine and 

child neurology. Supplement ,109,8–14, doi:  10.1111/j.1469-8749. 

2007.tb12610.x 

 

http://bbs.portal.gov.bd/sites/default/files/files/bbs.portal.gov.bd/page/7b7b171a_731a_4854_8e0a_f8f7dede4a4a/PHC2011PreliminaryReport.pdf
http://bbs.portal.gov.bd/sites/default/files/files/bbs.portal.gov.bd/page/7b7b171a_731a_4854_8e0a_f8f7dede4a4a/PHC2011PreliminaryReport.pdf
https://www.semanticscholar.org/paper/Cerebral-palsy-in-childhood.-Reddihough/f0d0ff0f749a95d0ad3cb85bd60ab8b99e160bf3
https://www.semanticscholar.org/paper/Cerebral-palsy-in-childhood.-Reddihough/f0d0ff0f749a95d0ad3cb85bd60ab8b99e160bf3
https://www.rch.org.au/uploadedFiles/Main/Content/neurodevelopment-and-disability/solve-annual-report-2014-2015.pdf
https://www.rch.org.au/uploadedFiles/Main/Content/neurodevelopment-and-disability/solve-annual-report-2014-2015.pdf
https://www.researchgate.net/journal/0419-0238_Developmental_medicine_and_child_neurology_Supplement
https://www.researchgate.net/journal/0419-0238_Developmental_medicine_and_child_neurology_Supplement


63 
 

Russo,R.,N., et al. (2006). Activities of daily living in children with hemiplegic 

cerebral palsy: a cross-sectional evaluation using the Assessment of Motor 

and Process Skills. Developmental Medicine & Child Neurology 2006, 48: 

723–727 723 

 

 Sankar, C., & Mundkur, N., (2005). Cerebral Palsy–Definition, Classification, 

Etiology and Early Diagnosis. Indian Journal of Pediatrics, 72 (10), 865-

868, Retrieved from http://medind.nic.in/icb/t05/i10/icbt05i10p865.pdf.   

 

Sheldon, O., & Zisook, A., (n.d.). Types of Cerebral Palsy. Retrieved from 

http://www.about-cerebral-palsy.org/definition/spastic-cerebral-palsy.html 

 

Shepherd, J., (2005). Activities of Daily living and Adaptation for Independent 

living. In: Case-Smith J (Eds). Occupational Therapy for Children (5th ed.), 

USA: Elsevier Mosby  

 

Shepherd, J., (2012). Self-care: A Primary Occupation. In: Lane, S., J., Bundy, A., 

C., (Eds.). Kids Can Be Kids-A Children Occupational Approach. 

Philadelphia. F.A. Davis Company   

 

Smith, C. J., (2010). Occupational Therapy for children (6th edition): United States 

of America: Linda Duncan 

 

Smith, C., J., (2001). Common Conditions That Influence Children’s Participation. 

Occupational Therapy for Children (6th ed.). USA Mosby 

 

Smits,W., D., (2011). Daily activities of school-age children with cerebral palsy: 

development and learning. General Introduction. Retrieved from 

http://igiturarchive.library.uu.nl/dissertations/2011-0114-200323/smits.pdf 

 

http://www.about-cerebral-palsy.org/definition/spastic-cerebral-palsy.html
http://igiturarchive.library.uu.nl/dissertations/2011-0114-200323/smits.pdf


64 
 

Stavsky, M., Mor, O., Mastrolia, S., A., Greenbaum, S., Then, N., G., & Erez, O., 

(2017). Cerebral Palsy -Trends in Epidemiology and Recent Development 

in Prenatal Mchanisms of Disease, Treatmennt, and Prevention. Frontiers 

in pediatrics, 5,21. 

 

Stephens, L., C., & Pratt, P., N., (1989). School work tasks and vocational 

readiness. In PN Pratt, & AS Allen, (eds.), Occupational Therapy for 

Children, 2nd ed, pp. 319-322, USA: The CV Mosby Company. 

 

Svedberg, L., E., Englund, E., Malker, H., & Stener-Victorin, E., (2010). 

Comparison of impact on mood, health, and daily living experiences of 

primary caregivers of walking and non-walking children with cerebral palsy 

and provided community services support. European journal of paediatric 

neurology, 14, 239–246, Retrieved from 

http://www.ejpnjournal.com/article/S1090-3798%2809%2900115-9/pdf  

 

The American Occupational Therapy Association, (2018). Improve Fine Motor 

Skills with Occupational Therapy. Rehabilitation, Disability & 

Participation, Retrieved from https://www.fab-ent.com/improve-fine-

motor-skills-occupational-therapy/ 

 

The Danish Bilharziasis Labortary for the World Bank People’s Republic of 

Bangladesh, (2004). Disability in Bangladesh:A Situation analysis, 

Retrieved from 

http://siteresources.worldbank.org/DISABILITY/Resources/Regions/Sout

h%20Asia/DisabilityinBangladesh.pdf 

Tropy, M., J., M., D., (2010), Cerebral Palsy. Jama Network, 304(9),1028, 

doi:10.1001/jama.304.9.1028 

 

http://www.ejpnjournal.com/article/S1090-3798%2809%2900115-9/pdf
https://www.fab-ent.com/improve-fine-motor-skills-occupational-therapy/
https://www.fab-ent.com/improve-fine-motor-skills-occupational-therapy/
http://siteresources.worldbank.org/DISABILITY/Resources/Regions/South%20Asia/DisabilityinBangladesh.pdf
http://siteresources.worldbank.org/DISABILITY/Resources/Regions/South%20Asia/DisabilityinBangladesh.pdf


65 
 

Uvebrant, P., (1988). Hemiplegic cerebral palsy. Aetiology and outcome. Acta 

Paediatrica Scandinavica. Supplement ,345, 1–100, Retrieved from  

https://www.ncbi.nlm.nih.gov/pubmed/3201989 

 

Vyas, A., G., Kori, V., K., Rajagopala, S., & Patel, K., S., (2013). Etipathological 

study on cerebral palsy and its management by Shashtika Shali Pinda Sweda 

and Samvardhana Ghrita. AYU (An international quarterly journal of 

research in Ayurveda), 34 (1), 56. 

 

Wichers, M., & Hilberink, S., (2009), ‘Motor Impairments and activity limitations 

in children with spastic cerebral palsy’, A Dutch Population-Based study, 

41, 367-374. 

 

William, L., & Oppenheim, M., D., (2018).  Cerebral palsy. Retrieved from 

https://bestpractice.bmj.com/topics/en-us/674 

 

World Health Organization (2011) ‘World Report on Disability’. Malta: World 

Health Organization. Retrieved from 

https://www.ncbi.nlm.nih.gov/books/NBK304079/ 

 

World Health Organization, (2018). Disability and health, Retrieved from 

https://www.who.int/news-room/fact-sheets/detail/disability-and-health 

 

Yamamoto, M., S., (2012). In: Atchison, B., J., Dirette, D., K., (Eds). Cerebral 

Palsy. Condition in Occupational Therapy-Effect on Occupational 

Performance (4th ed.), USA: Elsevier Mosby 

 

 

 

 

 

https://www.ncbi.nlm.nih.gov/pubmed/3201989
https://bestpractice.bmj.com/topics/en-us/674#collapseAuthor1
https://bestpractice.bmj.com/topics/en-us/674
https://www.ncbi.nlm.nih.gov/books/NBK304079/
https://www.who.int/news-room/fact-sheets/detail/disability-and-health


66 
 

                                Appendix -1 (A) 

Consent form & Information sheet (English) 

BANGLADESH HEALTH PROFESSIONS INSTITUTE (BHPI) 

Department of Occupational Therapy 

CRP- Chapain, Savar, Dhaka-1343. Tel: 02-7745464-5, 7741404, Fax: 02-774506 

Code No: 

Participants’ Information and Consent sheet 

Research Topic: ‘Effect of Hand Activities Group Therapy Program on ADL Performance 

of Children with Cerebral Palsy at Centre for the Rehabilitation of the Paralysed (CRP)’. 

Researcher: Zahra Tahsin, BSc. in Occupational Therapy (4th Year), Session 2014-2015, 

Bangladesh Health Professions Institute (BHPI), Savar, Dhaka-1343. 

Supervisor: SK. Moniruzzaman, Associate Professor, Department of Occupational 

Therapy, Bangladesh Health Professions Institute. 

Place of Research: Indoor Paediatric unit, Centre for the Rehabilitation of the Paralysed 

(CRP), Savar, Dhaka-1343, Bangladesh 

 

Part 1- Information Sheet: 

Introduction: 

I am Zahra Tahsin studying under the Medical Department of Dhaka University in 

Bangladesh Health Professions Institute as a student of Honors (2014-2015) 4th year in the 

Department of Occupational Therapy. To complete BSc in Occupational Therapy from 

BHPI conduct a research project is mandatory. This research project will be done under the 

supervision of Sk. Moniruzzaman, Associate Professor of Occupational Therapy. The 

purpose of the research project is the collection of data and how it will be related to the 

research and this will be presented to you in detail through this participant paper. If you 

are willing to participate in this research, in that case the clear idea about the research topic 

will be easier for decision making. Of course, you do not have to make sure you participate 

now. Before taking any decision, you can discuss with your relatives, friends or guardian 

about this. On the other hand, after reading the information sheet if the participant has 

problem to understand the content or if you need to know more about something, you can 

freely ask. 
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Research background and objectives: 

You are being invited to be a part of this research because Hand therapy is a part of 

occupational therapy intervention for improving hand skills pattern. Hand skills pattern 

develop sequentially in childhood and it is necessary to develop hand skills pattern for 

performing any ADL. Children with CP whose have developmental delay and also present 

abnormal tone in extremity could not perform ADLs. They have difficulties in hand skills 

pattern. The general purpose of the study is to know the effect of hand activities group 

therapy program of Cerebral Palsy children on ADL performance at CRP. We are hopeful 

that your effective participation will help to meet the objective of the research. 

Let's know about the topic related to participation in this research work: 

Before signing the license from you, the details of managing the research project will be 

presented to you in detail through this participation note. If you want to participate in this 

study, you will have to sign the agreement. If you do not complete literacy knowledge, or 

if you fail to provide a signature for another reason, then your thumb impression will be 

taken in a consent sheet in presence of a witness. If you ensure the participation, a copy of 

your consent will be given. After a representative of collection data team by the researcher 

will go to you. At any given time taken from you by a question paper information will be 

collected. Your participation in this research project is optional. If you do not agree then 

you do not have to participate. Despite your consent, you can withdraw your participation 

at any time without giving any explanation to the researcher.  

What are the benefits and risks of participation? 

You will not get any benefit directly to participate in the research project. Participation in 

this study can lead to many difficulties in your daily work. However, we are hopeful that 

the benefits derived from the results of this research will remove the disadvantages. Do not 

worry about the questions that others may know about your identity, it’s a request. Patients 

name, address will not be included in the data analysis software to reduce the risk of 

uncover identity. 

Confidentiality of information: 

By signing this agreement, you are allowing the research staff to study this research project 

to collect and use your personal resources. Any information gathered for this research 

project, which can identify you, will be confidential. The information collected about you 

will be mentioned in a symbolic way. Only the concerned researchers and their supervisor 

will be able to access this information directly. Symbolic ways identified data will be used 

for the next data analysis. Information sheets will be kept into a locked drawer. Electronic 

version of data will be collected in BHPI’s Occupational Therapy department and 

researcher’s personal laptop. It is expected that the results of this research project will be 

published and presented in different forums. In any publication and presentation, the 

information will be provided in such a way that you cannot be identified in any way without 

your consent. Data will be initially collected in papers. 
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Information about promotional results: 

The results of this study will be published in various social media, websites, conferences, 

discussions and reviewed journals. 

Participants' fees: 

There is no stimulus and remuneration arrangement for participation in this study. 

Source of funding to manage research: 

The cost of this research will be spent entirely by researchers own funds. This study will 

be done in small areas and no money will come from external source 

Information about withdrawal from participation: 

Despite your consent, you can withdraw your participation at any time without giving any 

explanation to the researcher. If the information can be used after the cancellation, its 

permission will be mentioned in the participant's withdrawal letter (Applicable only for 

voluntary withdrawal). 

Contact address with the researcher: 

If you have any questions about the research project or if you have any questions about the 

research project, you can ask it anytime now or later. In that case, you can contact the 

number assigned to the researcher 01689967127 (Zahra Tahsin). 

Complaint: 

If there is any complaint regarding the conduct of this research project, contact this number 

with the Association of Ethics (7745464-5). This research project has been reviewed and 

approved by the CRP-BHPI/IRB/10/18/1266 from the Bangladesh Health Professions 

Institute, Savar's Educational Ethics Council. 
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Participant’s Withdrawal letter 

(Applicable only for voluntary withdrawal) 

 

 

Participant’s Name: 

Reason for Withdrawal: 

 

 

 

Whether permission to previous information is used? 

Yes/Not 

 

 

Participant’s Name: 

Participant’s Signature & Date: 

*If illiterate 

Participant fingerprint 

 

 

 

 

Witness's Name: 

Witness’s Signature & Date: 
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Part 2- Consent form: 

I have been invited to participate in the research titled Effect of Hand Activities Group 

Therapy Program on ADL Performance of Children with Cerebral Palsy at Centre for the 

Rehabilitation of the Paralysed (CRP). I have read the previous letter or it has been read to 

me. There was an opportunity to ask my questions about this and I got a satisfactory answer 

to all the questions. I voluntarily agree to be a participant in this study. 

Participant Name: 

Participant Signature:                                                 Date: 

*If illiterate 

Participant fingerprint 

 

 

 

 

Witness's Name: 

Witness’s Signature:                                                  Date: 

 

Researcher & Consenting person’s statement: 

I have read the participant's information form to the participant and according to my 

maximum capacity; the participants understand that the following topics will be done: 

1) All the information will be used in research work 

2) Information will be totally confidential 

3) Participant’s name and identity will not be published 

I am sure that the participant has been given the opportunity to ask questions about this 

topic and the accurate answer to these questions has been given as per my maximum 

capacity. I am convinced that no person has been compelled to give consent. He or she has 

freely or voluntarily agreed. 

 

A copy of Participant’s information and consent sheet has given to the participant 

Researcher Name: 

Researcher Signature:                                               Date 
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Appendix -1 (B) 

Consent form & Information sheet (Bangla) 

 

 

evsjv‡`k †nj&_ cÖ‡dkÝ BbwówUDU (weGBPwcAvB) 

               AKz‡ckbvj †_ivwc wefvM 

wmAviwcÑ PvcvBb, mvfvi, XvKvÑ1343. †Uwj: 02-7745464Ñ5,7741404, d¨v·: 02-774506 

  

†KvW bs:  

AskMÖnYKvix‡`i Z_¨ Ges m¤§wZcÎ 
 

 

M‡elbvi welq: "সেরিব্রাল পালরে বাচ্চাদেি দেনরিন জীবদন কার্ যক্রম কিদে হ্যান্ড সেিারপি কার্ যকারিো 

পরিমাপ কিা।“ 
M‡elK: জাহ্িা োহ্রিন, we.Gm.wm Bb AKz‡ckbvj †_ivwc (4_© el©), †mkb: 2014-2015 Bs, 

evsjv‡`k †nj_& cÖ‡dkÝ Bbw÷wUDU (weGBPwcAvB), mvfvi, XvKv- 1343 

ZË¡veavqK: এে. সক মরনরুজ্জামান, mnKvix Aa¨vcK, AKz‡ckbvj †_ivwc wefvM, evsjv‡`k †nj&_ 

cÖ‡dkÝ Bbw÷wUDU|  

M‡elbvi ¯’vb: অন্তঃরিশু রবভাগ, পক্ষাঘােগ্রস্থদেি পুনব যােন সকন্দ্র (রেআিরপ), োভাি, ঢাকা-১৩৪৩, 

বাাংলাদেি।  

 

ce© 1 Z_¨cÎ:  

 

f~wgKv:  

Avwg জাহ্িা োহ্রিন , XvKv wek¦we`¨vj‡q wPwKrmv Abyl‡`i Aax‡b evsjv‡`k †nj&_ cÖ‡dkbm 

Bbw÷wUD‡U we.Gm.wm.Bb  AKz‡ckbvj †_ivwc wefv‡M 4_© e‡l©i QvÎx wn‡m‡e ¯œvZK wkÿvKvh©µg 

(2014-2015 Bs) †mk‡b Aa¨qbiZ AvwQ| weGBPwcAvB †_‡K AKz‡ckbvj †_ivwc  we.Gm.wm 

wkÿvKvh©µgwU m¤úbœ Kivi Rb¨ GKwU M‡elbv cÖKí cwiPvjbv Kiv eva¨Zvg~jK| GB M‡elYv 

cÖKíwU AKz‡ckbvj †_ivwc wefv‡Mi mnKvix Aa¨vcK এে.দক মরনরুজ্জামান Gi ZË¡veavq‡b m¤úbœ 

Kiv n‡e| GB AskMÖnbKvix Z_¨c‡Îi gva¨‡g M‡elYvi cÖKíwUi D‡Ïk¨, DcvË msM‡ni cÖYvjx I 

M‡elYvwUi mv‡_ mswkø÷ welq wKfv‡e iwÿZ n‡e Zv we Í̄vwiZfv‡e Avcbvi Kv‡Q Dc¯’vcb Kiv 

n‡e| hw` GB M‡elYvq AskMÖnb Ki‡Z Avcwb B”QzK _v‡Kb, †m‡ÿ‡Î  GB M‡elYvi m¤ú„³ welq 

m¤ú‡K© ̄ ”̂Q avibv _vK‡j wm×všÍ MÖnb mnRZi n‡e| Aek¨ GLb Avcbvi AskMÖnb Avgv‡`i wbwðZ 

Ki‡Z n‡e bv| †h †Kvb wm×všÍ MÖn‡bi c~‡e©, hw` Pvb Zvn‡j Avcbvi AvZ¥xq-¯R̂b, eÜz A_ev 

Av¯’vfvRb †hKv‡iv mv‡_ GB e¨vcv‡i  Av‡jvPbv K‡i wb‡Z cv‡ib| Acic‡ÿ, AskMÖnbKvix 

Z_¨cÎwU c‡o, hw` †Kvb welqe ‘̄ eyS‡Z mgm¨v nq A_ev hw` †Kvb wKQz m¤ú‡K© Av‡iv ‡ewk Rvbvi 

cÖ‡qvRb nq, Z‡e wbwØ©avq cÖkœ Ki‡Z cv‡ib| 
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M‡elbvi ‡cÖÿvcU I D‡Ïk¨: 

GB M‡elbv‡Z পক্ষাঘােগ্রস্থদেি পুনব যােন সকদন্দ্র রিরকৎোধীন হ্যান্ড সেিারপদে অাংিগ্রহ্ণকািী সেরিব্রাল 

পালরে বাচ্চা ও োি মাদেদেি অন্তর্ভ যক্ত হ্বাি জন্য আমন্ত্রন জানাদনা হ্দব। এি অাংি রহ্দেদব , আপনাদকও 

উক্ত গদবষণা প্রকদে অাংিগ্রহ্দনি জন্য আমন্ত্রন জানাদনা হ্দলা। কািন, আপরন রনশ্চেই অবগে আদিন সর্, 

হ্যান্ড সেিারপ হ্দে অকুদপিনাল সেিারপি রিরকৎোি একটি অাংি র্া হ্াদেি কাদজি েক্ষোি উন্নরে কদি োদক। 

হ্াদেি কাদজি েক্ষো দিিবকাল হ্দেই ক্রমানুোদি রবকাি হ্দে োদক র্া দেনরিন জীবদন কার্ যক্রম েম্পােদনি 

জন্য র্োর্ে র্ভরমকা পালন কদি োদক। সেরিব্রাল পালরে বাচ্চাদেি র্াদেি িািীরিক ও মানরেক বাধাগ্রস্তো 

োদক এবাং অস্বাভারবক িািীরিক দৃঢ়ো িদেদি োিা দেনরিন রজবদন কার্ যক্রম েম্পােন কিদে পাদি না। 

োদেি হ্াদেি কাদজি েক্ষোদেও অসুরবধা হ্দে োদক। গদবষণাি উদেশ্য হ্ল-সেরিব্রাল পালরে বাচ্চাদেি 

দেনরিন জীবদন কার্ যক্রম কিদে হ্যান্ড সেিারপি কার্ যকারিো পরিমাপ কিা। আপনাি কার্ যকি অঅাংিগ্রহ্ণ 

গদবষণাি উদেশ্য পূিদণ েহ্ােো কিদব বদল আমিা আিাবারে। 
  

GB M‡elbv Kg©wU‡Z AskMÖn‡bi mv‡_ m¤ú„³ welqmg~n wK †m m¤ú‡K© Rvbv hvK| 

Avcbvi †_‡K AbygwZc‡Î ̄ v̂ÿi ‡bevi Av‡M, GB AskMÖnbKvix Z_¨c‡Îi gva¨‡g M‡elbv cÖKíwUi 

cwiPvjbv Kivi Z_¨mg~n we Í̄vwiZ fv‡e Avcbvi Kv‡Q Dc ’̄vcb Kiv n‡e| Avcwb hw` GB M‡elbvq 

AskMÖnb Ki‡Z Pvb, Zvn‡j m¤§wZc‡Î Avcbv‡K ¯v̂ÿi Ki‡Z n‡e| Avcwb hw` mvÿi Ávb m¤úbœ 

bv nb ev Ab¨ †Kvb Kvi‡b ¯v̂ÿi cÖ`v‡b e¨_© nb, †m‡ÿ‡Î Avcbvi KvQ ‡_‡K GKRb ¯v̂ÿxi 

Dcw ’̄wZ‡Z e„×v½ywji Qvc m¤§wZ c‡Î †bIqv n‡e| Avcwb AskMÖnb wbwðZ Ki‡j, Avcbvi 

msiÿ‡bi Rb¨ m¤§wZcÎwUi GKwU Abywjwc w`‡q †`qv n‡e| cieZ©x‡Z M‡elK KZ©„K MwVZ Z_¨-

DcvË msMÖ‡ni GKwU `‡ji cÖwZwbwa Avcbvi Kv‡Q hv‡e| Avcbvi †_‡K †P‡q †bIqv †h †Kvb GKwU 

wbw ©̀ó mg‡q GKwU cÖkœc‡Îi gva¨‡g Z_¨ msMÖn Kiv n‡e| GB M‡elbvi cÖK‡í Avcbvi AskMÖnY 

Hw”QK| hw` Avcwb m¤§wZ cÖ`vb bv K‡ib Z‡e Avcbv‡K AskMÖnb Ki‡Z n‡e bv| Avcwb m¤§wZ 

cÖ`vb Kiv ¯‡̂Ë¡I †h ‡Kvb mgq M‡elK‡K †Kvb e¨vL¨v cÖ`vb Kiv QvovB wb‡Ri AskMÖnb cÖZ¨vnvi 

Ki‡Z cvi‡eb|  

 
 

AskMÖn‡bi myweav I SuzwKmg~n  wK ? 

M‡elbv cÖKíwU‡Z AskMÖn‡bi Rb¨ Avcwb রকাংবা আপনাি বাচ্চা  mivmwi †Kvb myweav cv‡eb bv|এই 

গদবষণাে অাংিগ্রহ্দন আপনাি দেনরিন কাদজ োমরেক অসুরবধা হ্দে পাদি। Z‡e Avgiv Avkvev`x †h, 

এই গদবষণাি ফলাফল সেদক প্রাপ্ত উপকারিো এই অসুরবধাদক অরেক্রম কিদব। ‡hmgmÍ cª‡kœi gva¨‡g 

Avcbvi cwiPq বা আপনাি বাচ্চাি  m¤ú©‡K Ab¨iv Rvb‡Z cv‡i, †mB wel‡q Dw ¦̀Mœ bv nevi Rb¨ 

Aby‡iva Kiv n‡”Q| AskMÖnYKvixi bvg, wVKvbv DcvZÍ we‡køl‡Yi mdUIq¨v‡i D‡jøL bv K‡i cwiPq 

Db¥y³ nevi SzuwK Kgv‡bv n‡e| 

 
 

Z‡_¨i †MvcbxqZv wK wbwðZ _vK‡e? 
GB m¤§wZc‡Î ¯v̂ÿi Kivi ga¨ w`‡q, Avcwb GB M‡elbv cÖK‡í Aa¨qbiZ M‡elbv Kgx©‡K Avcbvi 

এবাং আপনাি বাচ্চাি e¨w³MZ Z_¨ msMÖn I e¨envi Kivi AbygwZ w`‡q‡Qb| GB M‡elbv cÖK‡íi 

Rb¨ msM„nxZ †h†Kvb Z_¨, hv Avcbv‡K ও আপনাি বাচ্চাদক  mbv³ Ki‡Z cv‡i Zv †Mvcbxq _vK‡e| 

Avcbvi বাচ্চাি m¤ú‡K© msM„nxZ Z_¨mg~n mvs‡KwZK Dcv‡q D‡jøL _vK‡e| kyaygvÎ Gi mv‡_ mivmwi 
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mswkøó M‡elK I Zvi ZË¡veavqK GB Z_¨mg~‡n cÖ‡ekvwaKvi cv‡eb| mvs‡KwZK Dcv‡q wPwýZ 

DcvË mg~n cieZx© DcvË we‡køl‡bi Kv‡R e¨en„Z n‡e| Z_¨cÎ¸‡jv Zvjve× Wªqv‡i ivLv n‡e| 

weGBPwcAvB Gi AKz‡ckbvj †_ivwc wefv‡M I M‡el‡Ki e¨w³MZ j¨vcU‡c DcvËmg~‡ni 

B‡jKUªwbK fvm©b msM„nxZ _vK‡e|  
cÖZ¨vkv Kiv n‡”Q ‡h, GB M‡elYv cÖK‡íi djvdj wewfbœ †dviv‡g cÖKvwkZ Ges Dc ’̄vwcZ n‡e| 

†h †Kvb ai‡bi cÖKvkbv I Dc ’̄vcbvi †ÿ‡Î Z_¨mg~n Ggb fv‡e mieivn Kiv n‡e, †hb Avcbvi 

m¤§wZ Qvov আপনাি বাচ্চাদক  ‡Kvb fv‡eB mbv³ Kiv bv hvq| Z_¨-DcvË cÖv_wgK fv‡e KvMRcÎ 

msMÖn Kiv n‡e |  

 
djvdj cÖPvi m¤ú©wKZ Z_¨  

GB M‡elbvi djvdj wewfbœ mvgvwRK gva¨g, I‡qemvBU, m‡¤§jb, Av‡jvPbvmfvq Ges ch©v‡jwPZ 

Rvb©v‡j cÖKvk Kiv n‡e| 

 

AskMÖYKvixi cvwikÖwgK 

GB M‡elYvq AskMÖn‡bi Rb¨ †Kvb DÏxcbv I cvwikÖwgK †`evi e¨e¯’v †bB| 

 

 

M‡elYv cwiPvjbvi e¨qK„Z A‡_©i Drm 

GB M‡elYvwUi LiP m¤ú~Y© M‡el‡Ki wbR¯̂ Znwej †_‡K e¨q Kiv n‡e| GB M‡elYvwU †QvU cwim‡i 

Kiv n‡e Ges GLv‡b †Kvb A_© ewnivMZ Drm †_‡K Avm‡e bv| 
 

 

AskMÖnY ‡_‡K cÖZ¨vnvi m¤ú©wKZ Z_¨mg~n  

Avcwb m¤§wZ cÖ`vb Kiv ¯‡̂ËI †h ‡Kvb mgq M‡elK‡K †Kvb e¨vL¨v cÖ`vb Kiv QvovB wb‡Ri 

AskMÖnb cÖZ¨vnvi Ki‡Z cvi‡eb| evwZj Kivi ci Z_¨mg~n wK e¨envi Kiv hv‡e wK hv‡ebv Zvi 

AbygwZ AskMÖnYKvixi cÖZ¨vnvic†Î (ïaygvÎ †¯^”Qvq cÖZ¨vnviKvixi Rb¨ cÖ‡hvR¨) D‡jøL Kiv 

_vK‡e| 

M‡el‡Ki mv‡_ †hvMv‡hv‡Mi wVKvbv 

M‡elbv cÖKíwUi wel‡q †hvMv‡hvM Ki‡Z PvB‡j A_ev M‡elbv cÖKíwUi m¤ú©‡K †Kvb cÖkœ 

_vK‡j,GLb A_ev cieZ©x‡Z ‡h †Kvb mg‡q Zv wRÁvmv Kiv hv‡e| †m‡ÿ‡Î Avcwb M‡el‡Ki mv‡_ 

D‡jøwLZ ০১৬৮৯৯৬৭১২৭ (জাহ্িা োহ্রিন) bv¤̂v‡i †hvMv‡hvM Ki‡Z cv‡ib|  

 

Awf‡hvM 

GB M‡elbv cÖKí cwiPvjbv cÖm‡½ †h†Kvb Awf‡hvM _vK‡j  cÖvwZôvwbK ‰bwZKZv cwil‡`i mv‡_ 

GB bv¤̂v‡i (7745464-5) †hvMv‡hvM Ki‡eb| GB M‡elbv cÖKíwU evsjv‡`k †nj&_ cÖ‡dkÝ 

Bbw÷wUDU, mvfv‡ii cÖvwZôvwbK ‰bwZKZv cwil` †_‡K wmAviwc-

weGBPwcAvB/AvBAviwe/10/18/12৬৬ ch©v‡jvwPZ I Aby‡gvw`Z n‡q‡Q| 
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AskMÖnYKvixi cÖZ¨vnvi cÎ 

(ïaygvÎ †¯^”Qvq cÖZ¨vnviKvixi Rb¨ cÖ‡hvR¨) 

AskMÖnbKvixi bvg: ..................................................................... 

cÖZ¨vnvi Kivi Kvib: 

...........................................................................................................................

...........................................................................................................................

...........................................................................................................................

...........................................................................................................................

...........................................................................................................................

......................... 

c~e©eZx© Z_¨ e¨env‡ii AbygwZ _vK‡e wKbv?  

n¨vu/bv 

 

AskMÖnbKvixi bvg:  

AskMÖnbKvixi ¯v̂ÿi:                                                            ZvwiL: 

 

র্রে রনিক্ষি হ্ে-  

অাংিগ্রহ্ণকািীি আঙ্গুদলি িাপ  

                                                 

 

 

 

 

 

¯^vÿxi bvg: 

¯^vÿxi ¯̂vÿi:                                                                         ZvwiL: 
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†KvW bst  

পব য :০২ েম্মরে পত্র   

"সেরিব্রাল পালরে বাচ্চাদেি দেনরিন জীবদন কার্ যক্রম কিদে হ্যান্ড সেিারপি কার্ যকারিো পরিমাপ কিা।“- 

kxl©K M‡elbvq AskMÖn‡bi Rb¨ Avgv‡K Avgš¿b Rvbv‡bv n‡q‡Q| Avwg c~e©wjwLZ Z_¨ cÎwU c‡owQ 

ev GUv Avgv‡K c‡o †kvbv‡bv n‡q‡Q| GB wel‡q Avgvi cÖkœ wRÁvmv Kivi my‡hvM wQj Ges †h †Kvb 

cÖ‡kœi Avwg mš‘yóRbK DËi †c‡qwQ| GB M‡elbvq GKRb AskMÖnbKvix nevi Rb¨ Avwg †m¦”Qvq 

m¤§wZ w`w”Q| 

 

AskMÖnbKvixi bvg:        

AskMÖnbKvixi ¯v̂ÿi:                                        ZvwiL: 

 

র্রে রনিক্ষি হ্ে-  

অাংিগ্রহ্ণকািীি আঙ্গুদলি িাপ  

 

     

 

 

 

 

¯^vÿxi bvg: 

¯^vÿxi ¯̂vÿi:                                                                       ZvwiL: 

           

M‡elK I m¤§wZKvixi wee„wZ: 

Avwg AskMÖnbKvix‡K AskMÖnbKvixi Z_¨cÎwU c‡o ïwb‡qwQ Ges Avgvi m†e©v”P mvg_© Abyhvqx 

wbwðZ K‡iwQ †h, AskMÖnbKvixi  †evaMg¨ n‡q‡Q †h, wb†¤vœv³ welqmg~n Kiv n‡e| 

 

1) mKj Z_¨ M‡elYvi Kv‡R e¨eüZ n‡e| 

2) Z_¨mg~n m¤ú~Y©fv‡e †Mvcbxq Kiv n‡e| 

3) AskMÖnbKvixi bvg I cwiPq cÖKvk Kiv n‡e bv| 
 

Avwg wbwðZ K‡iwQ †h, GB welq m¤ú©‡K AskMÖnbKvix‡K cÖkœ wRÁvmv Kivi my‡hvM †`qv n‡q‡Q  

Ges AskMÖnbKvix †h mKj cÖkœ wRÁvmv Avgvi m†e©v”P mvg_© Abyhvqx, ‡m¸‡jvi mwVK DËi cÖ`vb 

Kiv m¤¢e n‡q‡Q| Avwg wbwðZ K‡iwQ †h, †Kvb e¨w³‡K m¤§wZ `vb Ki‡Z eva¨ Kiv nqwb| wZwb 

Aev‡a A_ev †¯̂”Qvq m¤§wZ w`‡q‡Qb| 

 

AskMÖnbKvix‡K AskMÖnbKvixi Z_¨ I m¤§wZc‡Îi GKwU Abywjwc †`Iqv n‡q‡Q| 

 

M‡el‡Ki bvg:         

M‡el‡Ki ¯v̂ÿi :        ZvwiL:  
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Appendix-2 

Approval latter of Institutional Review Board (IRB) 
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Appendix -3 

Permission later for conducting study 
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Appendix -4 (A) 

Socio-demographic questionnaire (English) 

1. General questions & Observation checklist: 

 

Participant name:                              Date of data collection: 

Participant code no:  

Name of admitted child: 

Address: Village:                    Zilla:                   Thana:               Post office:    

            

S. N Questions    Coding categories Code 

 

 

1.1 

  

 

How old is your 

child? 

 

4 years=1 

5 years=2 

6 years=3 

7 years=4 

8 years=5 

9 years=6 

10 years=7 

 

 

1.2 

 

           Gender 

                 Boy=1 

Girl=2 

 

 

 

 

1.3 

 

 

 

Educational status of 

mother- 

 

      

     Less than primary=1 

Primary completed=2 

Less than secondary=3 

Secondary completed=4 

Higher secondary 

completed=5 

Graduation completed=6 

Above graduation=7 

Illiterate=8 

 

 

 

1.4 

      

 Occupation of 

mother  

Housewife=1 

Student=2 

Employee=3 

Business=4 

 

 

 

1.5 

  

     Marital status 

 

Married=1 

Divorced=2 

     Widow=3 

 

      

   



79 
 

 

 

1.6 

 

 

Educational status of 

father 

 

     Less than primary=1 

Primary completed=2 

Less than secondary=3 

Secondary completed=4 

Higher secondary 

completed=5 

Graduation completed=6 

Above graduation=7 

Illiterate=8 

 

 

 

1.7 

 

 Occupation of father 

 

 

Farmer=1 

Employee=2 

Day laborer=3 

Businessman=4 

 

 

 

1.8 

     

      Living area 

 

 

Rural=1 

Urban=2 

Semi-rural=3 

 

 

 

1.9 

 

Does he/she have any 

siblings? 

 

   

  Yes=1 

   No=2 

 

 

 

1.10 

 

What is your child’s 

number? 

 

 

First=1 

           Second=2 

Third=3 

Fourth=4 

More =5 

 

 

 

2.1 

 

Does your other 

child’s have any 

disability? 

 

 

            Yes=1 

            No=2 

 

 

2.2 

 

Number of family 

members 

 

 

1-5=1 

6-8=2 

>8=3 
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2.3 

 

Source of income 

generation of the 

family          

 

Father =1 

Mother=2 

Both=3 

     Others=4    

 

 

 

2.4 

 

 

Approximate income 

in each month- 

 

 

5,000 or below the 5,000 

=1 

10,000 =2 

15,000=3 

20,000=4 

25,000=5 

30,000 and above 

30,000=6 

 

 

 

 

2.5 

 

       Diagnosis 

 

Quadriplegic=1 

Diplegic=2 

Hemiplegic=3 

Monoplegia=4 

Athetoid=5 

Ataxic=6 

 

 

 

2.6 Which hand does 

your child use more? 

Right=1 

Left=2 

 

2.7 In which hand your   

child face difficulty? 

Right=1 

Left=2 

Both=3 
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Appendix -4 (B) 

Socio-demographic questionnaire (Bangla) 

 

অংশগ্রহণকারীর তথ্য 

 

১। প্রাথ্মিক  প্রশ্নাবলী ও পর্যববক্ষণ চেকমলস্ট: 

 

অংশগ্রহণকারীর নািঃ                                       তথ্য চনয়ার 

তামরখঃ 

অংশগ্রহণকারীর চকাড নাম্বারঃ 

ভমতয  মশশুর নািঃ                                                               

ঠিকানাঃ গ্রািঃ                            চেলাঃ                            থ্ানাঃ                             চপাস্ট অমিসঃ 

 

    মসমরয়াল নম্বর             প্রশ্ন   সংবকতবদ্ধ 

কযাটাগমর 

সংবকত 

 

১.১ 

 

আপনার বাচ্চার বয়স 

কত? 

 

৪ বছর =১ 

৫ বছর=২ 

৬ বছর =৩ 

৭ বছর =৪ 

৮বছর=৫ 

৯বছর=৬ 

১০ বছর=৭ 

 

 

 

১.২ 

    

লিঙ্গ 

    

 

ছছলি=১ 

ছেলয় =২ 
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১.৩ 

            

 

 

োলয়র লিক্ষাগত 

ছ াগযতা 

 

প্রাথলেক ছথলক কে=১ 

প্রাথলেক সম্পন্ন=২ 

োধ্যলেলকর ছথলক কে 

সম্পন্ন=৩ 

োধ্যলেক সম্পন্ন=৪ 

উচ্চ োধ্যলেক সম্পন্ন=৫ 

স্নাতক সম্পন্ন=৬ 

স্নাকত্তর=৭ 

অলিলক্ষত=৮ 

 

 

 

১.৪ 

 

    

 ছপিা 

 

       
                  

 

গৃলিণী=১ 

কেমজীবী=২ 

লিক্ষাথী=৩ 

বযবসা=৪ 

 

 

 

 

১.৫ 

           

বববালিক  অবস্থা 
 

 

লববালিত =১ 

তািাকপ্রাপ্ত=২ 

              লবধ্বা=৩ 

 

 
 

 

১.৬ 

   

     

 

বাবার লিক্ষাগত ছ াগযতা 

 
 

 

প্রাথলেক ছথলক কে=১ 

প্রাথলেক সম্পন্ন=২ 

োধ্যলেলকর ছথলক কে 

সম্পন্ন=৩ 

োধ্যলেক সম্পন্ন=৪ 

উচ্চ োধ্যলেক সম্পন্ন=৫ 

স্নাতক সম্পন্ন=৬ 

স্নাকত্তর=৭ 

অলিলক্ষত=৮ 

 

 

 

১.৭ 

   

        বাবার ছপিা 

 
  

 

কৃষক=১ 

কেমজীবী=২ 

লিনেজুর=৩ 

            বযবসা=৪ 
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১.৮ 

 

      বসবালসর স্থান 
 

 

             িির=১ 

   অধ্ম- িির/ ছছাট িির=২ 

              গ্রাে=৩ 

 

 
 
 

১.৯ 

 

 

তার লক ছকান ভাই/ছবান 

আলছ? 

 

               

               

             

              িযাাঁ =১ 

না=২ 

 

 
 

 

 

 

১.১০ 

 

আপনার এটা কততে 

বাচ্চা? 

     

 

 

প্রথে=১ 

লিতীয়=২ 

তৃতীয়=৩ 

               চতুথম=৪ 

         আরও অলধ্ক=৫ 

 

 

২.১ 

 

আপনার অনয ছকান 

বাচ্চার লক অক্ষেতা 

আলছ? 

 

               িযাাঁ=১ 
                না=২ 

 

 

২.২ 
  

পলরবালর সিসয সংখ্যা 
 

১-৫=১ 

৬-৮=২ 

৮ এর ছবিী=৩ 

 

 

 
২.৩ 

 

পলরবালর উপাজম নকারী 

ছক? 

 

বাবা=১ 

ো=২ 

দুজনই=৩ 

অনযানয=৪ 

 

 



84 
 

 
 
 

২.৪ 

 

  

পলরবালরর োলসক আয় 
 

  

৫,০০০/- অথবা তার   
ছথলক কে =১ 
১০,০০০/-=২ 

            ১৫,০০০/-=৩ 
           ২০,০০০/-=৪ 

           ২৫,০০০/-=৫ 

৩০,০০০/- অথবা তার ছথলক  
ছবিী =৬ 

 
 

 

 

২.৫ 

 

পরীক্ষণ 

           

        ছকায়ালিলেলজক =১ 

          ডায়ালেলজক =২ 

          ছিলেলেলজক=৩ 

          েলনালেলজক =৪ 

          এলথটলয়ড =৫ 

           এটালিক =৬ 
 

 

২.৬ আপনার বাচ্চা ছকান 

িাত ছবলি বযবিার কলর? 

ডান=১ 

                 বাে=২ 

 

২.৭ আপনার বাচ্চার ছকান 

িালত সেসযা? 

ডান=১ 

                 বাে=২ 

               উভয়ই=৩ 

 

 

 

 

 

 

 



85 
 

Appendix -5 (A) 

Self- development hand function & Child’s ADL performance scale 

(English) 

 

Caregiver assistance scale score: 

Reach Coding categories 1st ax 2nd ax 
To extend the hand for 

reaching something like 

ball, bottle  

Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

 

  

Grasp     
Cylindrical grasp (pick 

up & hold large object 

like grasping bottle)  

Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

 

  

Spherical (rapid first 

closer & release like 

griping the tennis ball)  

Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

 

  

Power grasp (carrying 

or grasping task where 

the fingers flex towards 

the palm like griping the 

stick) 

Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

 

  

Precision grasp 
(manipulate objects with 

opposition by using 

fingers like picking up 

salt) 

Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

 

  

Hook grip (carrying the 

bag) 

Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

 

  

Disk grasp (holding the 

object according to the 

size like holding the 

container coverage) 

Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 
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Pinch    
Tip pinch (pinch 

between the index finger 

& thumb like grip the 

marble, button) 

Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

 

  

Palmar pinch (pinch 

between the pads of 

thumb, the pad of the 

index & middle fingers 

like grip the pencil) 

Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

 

  

Lateral pinch (as like 

as holding the key) 

Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

 

  

Opposition     

Child can touch all 

finger tips by thumb tip 

like picking up beads.  

Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

 

 

 

 

 

Carry     
Carrying something 

from one place to 

another like carrying the 

pencil bag.  

Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

  

Release     

Release the object from 

hand like throwing ball.  

Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

  

In hand 

manipulation  

   

Moving objects from 

finger to palm like 

opening the cork.  

Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

  



87 
 

Bilateral 

integration  

   

Ability to co-ordinate 

both side of the body at 

the same time like string 

beads.  

Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

  

Transfer     

Transferring the object 

from one hand to 

another like transferring 

bottle from hand to 

another.  

Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

  

Symmetrical hand 

use  

   

The quality of having 

parts that match each 

other like throwing a 

ball, hold the bottle by 

both hands. 

Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

  

Eye- hand co-

ordination 

   

Coordinated control of 

eye movement with 

hand movement like 

throwing a ball into the 

basket, string beads.   

                            

Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

  

Score    
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Child’s ADL performance scale (English) 

Does the child Coding categories 1st ax 2nd ax           
1. Feed self-finger foods Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

  

2.Feed self with spoon Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

  

3.Drink from a bottle or cup Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

  

4.Dress upper body Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

  

5.Dress lower body Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

  

6.Brushing teeth Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

  

7.Bathe / clean and tidy self Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

  

8.Use the potty or toilet Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

  

9.Holding a pen/pencil Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

  

10.Draws a line by pencil Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

  

11.Draws a circle by pencil Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

  

12.Writes some alphabet like 

A, B, C, D, 
Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 
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Does the child              Coding categories 1st ax 2nd ax           
13.Engage in indoor/outdoor 

play with toys like throwing 

ball towards bottle, playing 

Para suit by using ball, string 

beads, make some blocks or 

Legos, can do some arts. 

Independent = 5, Supervision = 4, Minimum 

assistance = 3, Moderate assistance =2, 

Maximum assistance = 1, Total assistance = 0                 

  

Score    
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Appendix -5 (B): 

Self- development hand function & Child’s performance scale 

(Bangla) 

স্ব -উন্নত হযান্ড িাংশন এবং বাচ্চার দৈনমিন েীববনর অংশগ্রহন পমরিাপক 

 

চকয়ার মগভার এযামসসবটন্সস চেল চোর: 

 

 
নাগাবল পাওয়া 

 

সংবকতবদ্ধ কযাটাগমর 

 

১ি 

িূলযায়ন 

 
২য় 

িূলযায়ন 

ছকান লজলনস ধ্রার জনয ছ েন 

ছবাতি, বি ধ্রার জনয িাত 

বাড়ালনা। 

Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 1, 

Total assistance = 0                 

 

  

িুমি করা    

মসমলন্ডার আকৃমতর নযায় িুমি 

করা-ছকালনা বড় বসু্থ ছ েন ছবাতি 

ছতািা এবং ধ্লর রাখ্া।   

Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 1, 

Total assistance = 0                 

 

  

চগাল িুমি- ছটলনস বি ধ্রার নযায় 

দ্রুত িাত েুলি করা এবং িাত ছখ্ািা। 

Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 1, 

Total assistance = 0                 

 

  

শমিশালী িুমি - ছকালনা লকছু বিন 

বা েুলিবদ্ধ করা ছ খ্ালন আঙু্গিগুলিা 

িালতর তািুর লিলক ভাাঁ জ িলয় থালক 

ছ েন িাঠি ধ্রা। 

Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 1, 

Total assistance = 0                 

 

  

সূক্ষ্ম-স্পি িুমি- লচেটি লিলয় 

ছতািার নযায় ছকালনা বসু্থ ধ্রা ছ েন 

িবন ছতািা। 

Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 1, 

Total assistance = 0                 
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আঙটার নযায় িুমি- বযাগ বিন 

করা। 

Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 1, 

Total assistance = 0                 

 

  

োকমতর নযায় িুমি- ছকালনা বসু্থর 

আকার অনু ায়ী ধ্রা ছ েনটা একটি 

পালের সাইলজর ঢাকনা ধ্রা িয়। 

Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 1, 

Total assistance = 0                 

 

  

মেিটির নযায় সংবকতবদ্ধ কযাটাগমর   

আঙু্গবলর ডগা মৈবয় মেিটির 

নযায়- োলবমি, ছবাতাে ধ্রার েত 

কলর তজম নী এবং বৃদ্ধাঙু্গলি লিলয় ধ্রা। 

Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 1, 

Total assistance = 0                 

 

  

 তালু /আঙু্গবলর মেিটির নযায়- 

বৃদ্ধাঙু্গলি এবং তজম নীর তি এবং 

েধ্যোর তলির োঝখ্ালন ছরলখ্ 

ছকালনা বসু্থ ধ্রা ছ েন ছপলিি ধ্রা। 

Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 1, 

Total assistance = 0                 

 

  

লযাবটরাল মেিটির নযায়- ছ েনটা, 

আেরা চালব ধ্রার ছক্ষলে বযবিার 

কলর থালক। 

Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 1, 

Total assistance = 0                 

 

  

 অপমেশন সংবকতবদ্ধ কযাটাগমর   

বাচ্চা ছ লকান আঙু্গি লিলয়ই 

বৃদ্ধাঙু্গলির ডগা ধ্রলত পারলব ছ েন 

পুাঁলত ছতািা। 

Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 1, 

Total assistance = 0                 

 

  

বহন করা সংবকতবদ্ধ কযাটাগমর   
একজায়গা ছথলক অনয জায়গায় লকছু 

বিন করা ছ েন ছপলিি বযাগ বিন 

করা। 

Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 1, 

Total assistance = 0                 
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চেবে চৈয়া    

িাত ছথলক ছকালনা লকছু ছছলড় ছিয়া 

ছ েন িাত ছথলক বি ছুাঁ লড় ছিয়া। 
Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 1, 

Total assistance = 0                 

 

  

 হাবত িযামনপুবলশন করা    

আঙু্গি ছথলক তািুলত বসু্থ স্থানান্তর 

করা ছ েন ছবাতলির েুখ্ ছখ্ািা। 
Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 1, 

Total assistance = 0                 

 

  

 মিপক্ষীয় সিন্বয়    

একই সেলয় ছিলির উভয়  পাি 

সেন্বয় কলর  কাজ করা ছ েন োিা 

গাাঁ থা। 

Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 1, 

Total assistance = 0                 

 

  

স্থানান্তর করা    

ছকালনা বসু্থ এক িাত ছথলক অনয 

িালত স্থানান্তলরত করা ছ েন ছবাতি  

স্থানান্তলরত করা। 

Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 1, 

Total assistance = 0                 

 

  

দুই হাত সিানভাবব বযবহার 

করা   

সংবকতবদ্ধ কযাটাগমর   

ছকালনা কাজ সম্পন্ন করার জনয দুই 

িাত ভারসােয কলর সোনভালব 

বযবিার কলর ছকালনা কাজ করা 

ছ েন দুই িাত লিলয়, বি ছছাাঁ ড়া, 

ছবাতি ধ্রা। 

Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 1, 

Total assistance = 0                 
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চোখ-হাবতর সিন্বয়    

িাত এবং ছচালখ্র নড়াচড়ার 

সেন্বলয়র োধ্যলে কাজ সম্পন্ন করা 

ছ েন ঝুলড়লত বি ছুাঁ লড় ছিয়া,োিা 

গাাঁ থা। 

 

Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 1, 

Total assistance = 0                 

 

  

 চোর    
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বাচ্চার দৈনমিন েীববনর অংশগ্রহন পমরিাপক 

 

আপনার বাচ্চা মক- সংবকতবদ্ধ কযাটাগমর     ১ি 

িূলযায়ন 
   ২য় 

িূলযায়ন 
১। লনলজর আঙু্গি লিলয় খ্াবার ছখ্লত 

পালর। 
Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 

1, Total assistance = 0                 

  

২। চােচ লিলয় খ্াবার ছখ্লত পালর। Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 

1, Total assistance = 0                 

  

৩। ছবাতি বা কাপ ছথলক পালন পান 

করলত পালর। 
Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 

1, Total assistance = 0                 

  

৪। িরীলরর উপলরর অংলি ছপািাক 

পলরধ্ান করলত পালর। 
Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 

1, Total assistance = 0                 

  

৫। িরীলরর লনলচর অংলি ছপািাক 

পলরধ্ান করলত পালর। 
Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 

1, Total assistance = 0                 

  

৬। িাাঁ ত ব্রাি করলত পালর। Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 

1, Total assistance = 0                 

  

৭। স্নান / ছগাসি করা / পলরষ্কার 

থাকা/ পলরপাটি থাকলত পালর। 

Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 

1, Total assistance = 0                 

  

৮। পটি/ টয়লিট বযবিার করলত 

পালর। 
Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 

1, Total assistance = 0                 

  

৯। ছপলিি/কিে ধ্রলত পালর। Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 

1, Total assistance = 0                 
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১০। ছপলিি িারা ছসাজা িাগ লিলত 

পালর। 
Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 

1, Total assistance = 0                 

  

১১।  ছপলিি িারা ছগাি করলত পালর। Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 

1, Total assistance = 0                 

  

১২। অক্ষর লিখ্লত পালর ছ েন A, 

B, C, D, অ, আ। 

Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 

1, Total assistance = 0                 

  

১৪। বালড়র লভতলর /বালিলর ছখ্িনা 

লিলয় ছখ্িাধু্িা করলত পালর ছ েন- 

ছবাতলির লিলক বি লনলক্ষপ করা, 

বি লিলয় পযারসুট ছখ্িা, োিা গাাঁ থা, 

ছিগু এবং ব্লক িারা ছখ্িনা বতলর 

করা, ছকালনা লকছু আাঁকলত পারা/রং 

করলত পালর। 

Independent = 5, Supervision = 4, 

Minimum assistance = 3, Moderate 

assistance =2, Maximum assistance = 

1, Total assistance = 0                 

 

 

 চোর    
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Appendix- 6 

Hand function of the child before & after participant in hand activities 

group therapy program 

Reach: 

 

Carry, release & transfer: 

 

 

 

 

 Variable 

Total 

assistance 

Maximum 

assistance 

Moderate 

assistance 

Minimum 

assistance 

Supervision Independent 

 Pre Post Pre Post Pre Post Pre Post Pre Post Pre Post 

To extend 

the hand for 

reaching 

something 

like ball, 

bottle 

0 0 11 

 34.4% 

10 

31.2% 

15 

46.9% 

8 

25.0% 

4 

12.5% 

11 

34.4% 

2 

6.2% 

3 

9.4% 

0 0 

     

Variable 

Total 

assistance 

Maximum 

assistance 

Moderate 

assistance 

Minimum 

assistance 

Supervision Independent 

Carry Pre Post Pre Post Pre Post Pre Post Pre Post Pre Post 

Carrying 

something 

from one 

place to 

another like 

carrying the 

pencil bag. 

 

0 

 

0 

 

11 

 34.4% 

 

10 

31.2% 

 

13 

40.6% 

 

9 

28.1% 

 

7 

21.9% 

 

11 

34.4% 

 

1 

3.1% 

 

2 

6.2% 

0 0 

Release  

0 

 

0 

 

14 

 43.8% 

 

12 

37.5% 

 

11 

34.4% 

 

6 

18.8% 

 

6 

18.8% 

 

12 

37.5% 

 

1 

3.1% 

 

2 

6.2% 

 

0 

 

0 Release the 

object from 

hand like 

throwing 

ball. 

Transfer  

0 

 

0 

 

12 

37.5% 

 

11 

34.4% 

 

12 

37.5% 

 

8 

25.0% 

 

7 

21.9% 

 

11 

34.4% 

 

1 

3.1% 

 

2 

6.2% 

 

0 

 

0 Transferring 

the object 

from one 

hand to 

another like 

transferring 

bottle from 

hand to 

another. 
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Grasp: 

 

Variable Total 

assistance 

Maximum 

assistance 

Moderate 

assistance 

Minimum 

assistance 

Supervision Independent 

Cylindrical 

grasp 

Pre Post Pre Post Pre Post Pre Post Pre Post Pre Post 

pick up & 

hold large 

object like 

grasping 

bottle 

 

0 

 

0 

 

15 

  49.6% 

 

13 

31.2% 

 

11 

34.4% 

 

8 

25.0% 

 

4 

12.5% 

 

11 

34.4% 

 

2 

6.2% 

 

3 

9.4% 

 

0 

 

0 

Spherical 

grasp 

 

 

0 

 

 

0 

 

 

13 

40.6% 

 

 

12 

37.5% 

 

 

13 

40.6% 

 

 

8 

25.0% 

 

 

4 

12.5% 

 

 

9 

28.1% 

 

 

2 

6.2% 

 

 

3 

9.4% 

 

 

0 

 

 

0 rapid first 

closer & 

release like 

griping the 

tennis ball 

             

Power 

grasp 

 

 

 

 

0 

 

 

 

0 

 

 

 

12 

37.5% 

 

 

 

11 

34.4% 

 

 

 

11 

34.4% 

 

 

 

8 

25.0% 

 

 

 

7 

21.9% 

 

 

 

9 

28.1% 

 

 

 

2 

6.2% 

 

 

 

4 

12.5% 

 

 

 

0 

 

 

 

0 carrying or   

grasping 

task where 

the fingers 

flex towards 

the palm 

like griping 

the stick 

 

Precision 

grip 

 

 

0 

 

 

0 

 

 

21 

65.6% 

 

 

20 

62.5% 

 

 

7 

21.9% 

 

 

6 

18.8% 

 

 

4 

12.5% 

 

 

5 

15.6% 

 

 

0 

 

 

0 

 

 

0 

 

 

0 manipulate 

objects with 

opposition 

by using 

fingers like 

picking up 

salt 

Hook grip  

0 

 

0 

 

13 

40.6% 

 

13 

40.6% 

 

11 

34.4% 

 

6 

18.8% 

 

7 

21.9% 

 

11 

34.4% 

 

1 

3.1% 

 

2 

6.2% 

 

0 

 

0 carrying the 

bag 

Disk grasp  

0 

 

 

0 

 

 

13 

40.6% 

 

 

12 

37.5% 

 

 

11 

34.4% 

 

 

6 

18.8% 

 

 

 

7 

21.9% 

 

 

12 

37.5% 

 

 

1 

3.1% 

 

 

2 

6.2% 

 

 

0 

 

 

0 
holding the 

object 

according to 

the size like 

holding the 

container 

coverage 
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Opposition & In-hand manipulation:  

 

Variable Total 

assistance 

Maximum 

assistance 

Moderate 

assistance 

Minimum 

assistance 

Supervision Independent 

Tip 

pinch 

Pre Post Pre Post Pre Post Pre Post Pre Post Pre Post 

pinch 

between 

the index 

finger & 

thumb 

like grip 

the 

marble, 

button 

 

0 

 

0 

 

21 

65.6% 

 

20 

62.5% 

 

7 

21.9% 

 

5 

15.6% 

 

4 

12.5% 

 

6 

18.8% 

 

0 

 

1 

3.1% 

 

0 

 

0 

Tripod 

pinch 

 

 

0 

 

 

0 

 

 

26 

81.2% 

 

 

23 

71.9% 

 

 

3 

9.4% 

 

 

4 

12.5% 

 

 

1 

3.1% 

 

 

3 

9.4% 

 

 

2 

6.2% 

 

 

2 

6.2% 

 

 

0 

 

 

0 pinch 

between 

the pads 

of 

thumb, 

the pad 

of the 

index & 

middle 

fingers 

like grip 

the 

pencil 

Lateral 

pinch 

 

0 

 

0 

 

22 

68.8% 

 

22 

68.8% 

 

7 

21.9% 

 

5 

15.6% 

 

3 

9.4% 

 

4 

12.5% 

 

0 

 

1 

3.1% 

 

0 

 

0 

as like as 

holding 

the key 

 

Variable 

Total 

assistance 

Maximum 

assistance 

Moderate 

assistance 

Minimum 

assistance 

Supervision Independent 

Opposition Pre Post Pre Post Pre Post Pre Post Pre Post Pre Post 

  Child can 

touch all 

finger tips 

by thumb tip 

like picking 

up beads. 

 

0 

 

0 

 

21 

65.6% 

 

20 

62.5% 

 

8 

25.0% 

 

6 

18.8% 

 

3 

9.4% 

 

5 

15.6% 

 

0 

 

 

1 

3.1% 

 

0 

 

0 

In-hand 

manipulatio

n 

 

0 

 

0 

 

22 

68.8% 

 

22 

68.8% 

 

9 

28.1% 

 

6 

18.8% 

 

1 

3.1% 

 

4 

12.5% 

 

0 

 

 

0 

 

 

0 

 

0 

Moving 

objects from 

finger to 

palm like 

opening the 

cork. 
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Bilateral integration, Symmetrical hand use & Eye-hand co-ordination: 

 

 

 

 

 

 

    Variable 

Total 

assistance 

Maximum 

assistance 

Moderate 

assistance 

Minimum 

assistance 

Supervision Independent 

Bilateral 

integration 

Pre Post Pre Post Pre Post Pre Post Pre Post Pre Post 

Ability to 

co-ordinate 

both side of 

the body at 

the same 

time like 

string 

beads.   . 

 

0 

 

0 

 

21 

65.6% 

 

20 

62.5% 

 

6 

18.8% 

 

5 

15.6% 

 

5 

15.6% 

 

6 

18.8% 

 

0 

 

 

 

1 

3.1% 

 

0 

 

0 

Symmetric

al hand use 

            

The quality 

of having 

parts that 

match each 

other like 

throwing a 

ball, hold 

the bottle by 

both hands 

0 0 11 

34.4% 

10 

31.2% 

14 

43.8% 

8 

25.0% 

6 

18.8% 

12 

37.5% 

1 

3.1% 

 

2 

6.2% 

 

0 0 

Eye-hand 

co-

ordination 

 

0 

 

 

0 

 

 

21 

65.6% 

 

 

20 

62.5% 

 

 

6 

18.8% 

 

 

5 

15.6% 

 

 

5 

15.6% 

 

 

6 

18.8% 

 

 

0 

 

 

 

1 

3.1% 

 

 

0 

 

 

0 

Coordinated 

control of 

eye 

movement 

with hand 

movement 

like 

throwing a 

ball into the 

basket, 

string 
beads.   
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Child’s ADL’s performance skills before & after participant in hand 

activities group therapy program: 

Self-care: 

 

 

 

 

 

 

 

 

 

    Variable 

Total 

assistance 

Maximum 

assistance 

Moderate 

assistance 

Minimum 

assistance 

Supervision Independent 

 Pre Post Pre Post Pre Post Pre Post Pre Post Pre Post 

Feed self-

finger foods 

0 0 18 

56.2% 

17 

53.1% 

8 

25.0% 

8 

25.0% 

4 

12.5% 

5 

15.6% 

2 

6.2% 

 

2 

6.2% 

0 0 

Feed self 

with spoon 

0 0 19 

59.4% 

18 

56.2% 

6 

18.8% 

6 

18.8% 

5 

15.6% 

6 

18.8% 

2 

6.2% 

 

2 

6.2% 

 

0 0 

Drink from 

a bottle or 

cup 

0 0 18 

56.2% 

16 

50.0% 

6 

18.8% 

6 

18.8% 

6 

18.8% 

7 

21.9% 

2 

6.2% 

3 

9.4% 

0 0 

Dress upper 

body 

0 0 22 

68.8% 

19 

59.4% 

7 

21.9% 

10 

31.2% 

3 

9.4% 

3 

9.4% 

0 0 0 0 

Dress lower 

body 

0 0 22 

68.8% 

20 

62.5% 

7 

21.9% 

9 

28.1% 

3 

9.4% 

3 

9.4% 

0 0 0 0 

Brushing 

teeth 

0 0 21 

65.6% 

19 

59.4% 

6 

18.8% 

8 

25.0% 

4 

12.5% 

4 

12.5% 

1 

3.1% 

1 

3.1% 

0 0 

Bathe / 

clean and 

tidy self 

0 0 23 

71.9% 

21 

65.6% 

6 

18.8% 

8 

25.0% 

3 

9.4% 

3 

9.4% 

0 0 0 0 

Use the 

potty or 

toilet 

0 0 24 

75.0% 

23 

71.9% 

5 

15.6% 

6 

18.8% 

2 

6.2% 

2 

6.2% 

1 

3.1% 

1 

3.1% 

0 0 
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Productivity: 

Holding a pen or pencil: 

 

Draws a line by pencil: 

 

 

0

81.20%

9.40%

3.10%
6.20%

00

71.90%

12.50%
9.40% 6.20%

0

Total assistance Maximum

assistance

Moderate

assistance

Minimum

assistance

Supervision Independent

Holding a pen or pencil

Pre-test Post-test

0

87.50%

3.10% 3.10%
6.20%

00

81.20%

6.20% 6.20% 6.20%

0

Total assistance Maximum

assistance

Moderate

assistance

Minimum

assistance

Supervision Independent

Draws a line by pencil

Pre-test Post-test
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Draws a circle by pencil: 

 

Write some alphabet: 

 

 

 

0

87.50%

3.10% 3.10%
6.20%

00

81.20%

6.20% 6.20% 6.20%

0

Total assistance Maximum

assistance

Moderate

assistance

Minimum

assistance

Supervision Independent

Draws a circle by pencil

Pre-test Post-test

0

87.50%

3.10% 3.10%
6.20%

00

81.20%

6.20% 6.20% 6.20%

0

Total assistance Maximum

assistance

Moderate

assistance

Minimum

assistance

Supervision Independent

Write some alphabet

Pre-tst Post-test
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Leisure: 

Engage in indoor/outdoor play: 

 

 

 

 

 

 

 

 

 

 

 

 

0

50.00%

28.10%

15.60%

6.20%

00

43.80%

21.90% 21.90%

12.50%

0

Total assistance Maximum

assistance

Moderate

assistance

Minimum

assistance

Supervision Independent

Engage in indoor/outdoor play

Pre-test Post-test
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Appendix -7 

Hand activities group therapy program statement 

In CRP there have 40 bedded Inpatient service at pediatric department. The main aim of 

the Inpatient program is to run a two-week residential program designed to integrate 

children with cerebral palsy into family & community life. Immediately after the admission 

children are assessed in order to procedure an individual treatment.  Occupational 

Therapists administers Hand Therapy sessions every Saturday, Sunday, Tuesday and 

Wednesday from 9.00 to 10.00 am. Here in this program occupational therapists are taken 

to those children who have the capacity to sit with minimum support & can maintain proper 

body stability to perform hand activities. Occupational therapists have done any work by 

using different types of equipment for the development of cerebral palsy children's hands. 

By doing this child’s can maximize their ability to attain independence in their everyday 

living & also to perform in meaningful activities in their family & community life. That’s 

why occupational therapists find out problem by assessment in their daily performance & 

set up goals to achieve the function. Hand activities group therapy is done in 2 ways they 

are – floor time & table top activities. During floor time children are engaged in different 

activities like ball throwing, weight throwing, Para suit, paper deviation by finger, ball 

throwing targeting the bottle or person, hand opening activity by rice. Besides during table 

top activities children are engaged in different activities like cylindrical grasp, fine motor 

manipulation board, string beads, colors, size & shape box etc. This equipment is closely 

related to the child’s function & also to improve hand skills component like reach, grasp, 

carry, release, in-hand manipulation, opposition, eye-hand co-ordination, bilateral hand 

use, symmetrical hand use, transfer etc. use all of these skills enhance the performance to 

becomes structured & goal directed.   

 

 

 

 

 


