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Abstract

Purpose: To explore the effectiveness of group therapyhvagonventional therapy
among cerebral palsy childObjectives: To compare the initial and discharge
functional level of cerebral palsy chiliw, know the socio-demographic information of
children with cerebral palsy, to test the efficafygroup therapy with conventional
therapy for cerebral palsy childreMethodology: A quasi—experimental design used
same subject group under quantitative methodoldgptal 18 participants with
cerebral palsy were selected through convenienoplsay from indoor of pediatric
department, CRP, Savar, Dhaka. Data was collegtediked type questionnaire and
FIM scale. Descriptive statistics were used foradatalysis which focused through
pie chart, bar charResults: The result showed that mean age of the participast
5.22, approximately 67% was boy and 33% was fengieg lived in rural area. 18
participants were selected and all of them got weeks therapy. After two week’s
intervention of group therapy with other therapgnsiicant changes found in
functional activities of rolling prone to supineridging, four point kneeling,
squatting, half kneeling, standing, walking by gsipaired ‘t’ test and the result
became significant. The significant level was (©5) Conclusion: at last it was
found that Group therapy with conventional ther&ygyped in improving functional
activity. From the small project it can be suggéstbat group therapy with
conventional therapy is effective for cerebral patkildren. But it is not possible to

generalize the result in wider population due takmumber of sample.

Key words: Group therapy, Conventional therapy, Cerebralypals



CHAPTER I: INTRODUCTION

1.1 Background

Human beings have the most elaborate, sophisticatzdatile & creative means of
communication, which is made possible by their mooenplex neurophysiological
mechanisms (Suresh & Swapna, 1997). Bangladesbnisidered to be one of the
least develop countries if the world as measure@rnims of average income, calories
consumed per person, high infant mortality rate & literacy rate (Khan &
Ferdous, 2003). Over population is the major probla Bangladesh. The literacy
rate is increasing but most of the people aredesge about health.

According to the World Health Organization (WHO)%0of total population in
Bangladesh are disable. According to Bangladesbauof statistics 16.41% of total
disabilities are child disability due to birth imu(Khan & Ferdous, 2003). All of the
major conditions resulting in physical disabilityeatreated in the physiotherapy
department e.g. cerebral palsy, Muscular Dystromgchial plexus Injuries, Spina
Bifida and Arthrogryposis. Babies with developmémtalay and other more unusual
syndromes with associated primary physical disgbéiso attend. Cerebral palsy is
the most common condition amongst the client pdmuig CRP annual reports 2010-
11). A large epidemiological study of children witlisabilities aged 2-9 years in
Bangladesh indicated a prevalence rate of 6.8%lfagrades and types of disability
and of 1.5% for serious disabilities (Damiano, 200¢orldwide, the incidence is the
same those 1 in 400 births. There is no per bash and no known cure for most &
the cause is unknown (Steinbok & Mcleod, 2005).estimated 20% of infants are
born prematurely in Bangladesh, and 30% have loth lieight (LBW) , With a total
population of greater than 146 million people, utthg 20 million children greater
than 5 years of age, large, unrecognized popukatiomy be at risk for
neurodevelopmental morbidity, particularly considgrthat 85% of deliveries occur
at home, often with no skilled care; only 7% oftlviare ever registered; and primary
health care services do not include screeningherdevelopmentally delayed child
(Cerebral palsy source 200According to data based report of CRP’s pediainit
from July 2010 to June 2011 showed that types ofditions treated lead to
impairment among 1468 patients; 1221 was cerelalaypautism 73, erb’s palsy 30,



down’s syndrome 13, club feet 45 and others 86mFtioese statistics it is clearly
seen that Cerebral palsy has covered a large ardgeeifield of child disability in
Bangladesh (CRP Pediatric unit, 2012). Cerebrasyp&CP) is the most common
cause of permanent movement disorder requiringirmamis rehabilitation from

infancy through adulthood (Cerebral palsy fact §H2@02).

Cerebral palsy is not a disease. It is not contesgyand it can not be passed from one
generation to the next. There is no cure for cailepalsy, but physiotherapy
treatments, medications, and surgery can help nrahyiduals improve their motor
skills and ability to communication with the wo{NINDS, 2006). In New Zealand
approximately 7000 people are affected by someedegf Cerebral palsy. Cerebral
palsy has a prevalence of 2 to 2.5 per 1000 lithdiand affects males and females

in equal numbers (Damiano, 2004).

Cerebral Palsy is a disorder that affects moveraadtcoordination, and it can also
affect intellectual development. The prognosis @ébend upon the type of Cerebral
Palsy from which the child is suffering, as welltae child’s ability both physically

and mentally (Cerebral palsy information, 2007).

The importance of patient centered care has bemgmezed in Physiotherapy along
with general medicine, nursing and other alliedltheprofessions (Wilmington &
Delaware, 2003). It has been found that patientadtitioner have different views
of health and to measure patient satisfaction, fesearchers have attempted to
determine patient’s opinion regarding quality ofecand the priorities patients assign

to attributes of care (Carlsson, 2002).



1.2 Rationale

Cerebral palsy is the commonest condition encoadtby pediatric physiotherapists.
All over the world physiotherapists treat and reltad cerebral palsy children with
their own method of treatment. Physiotherapy iseavln introduced health care
profession in Bangladesh. In CRP pediatric unityspitherapist used different
treatments for cerebral palsy children. Large neinds children with Cerebral Palsy
needs better physiotherapy treatment, for theirvigalr in the community.
Physiotherapy has an important role to improve tional ability of Cerebral palsy
child. It is found that physiotherapist of pediattinit of CRP uses combination of
some techniques and group therapy for improvingtianal ability of cerebral palsy
child. There was no pervious evidence about thduatian of the effectiveness of
group therapy among CP child. This study was testigate the effectiveness of
group therapy with conventional therapy commonlyedusby physiotherapist
practicing in CRP for the management of cerebrddypahildren. This helped the
physiotherapist to modify, redesign and continuegérvice of children with cerebral
palsy. Moreover to develop an evidence to helmgieo the physiotherapy profession
in Bangladesh and for special interest, reseansfoetd like to do the study. But it is

time consuming to do the study in the whole area.



1.3 Hypothesis

Group therapy with conventional therapy is effeetior cerebral palsy children.

1.4 Alternative hypothesis

Group therapy with conventional therapy is not &ffe for cerebral palsy children.

1.5 Objectives
1.5.1 General objective

* To explore the effectiveness of group therapy watimventional therapy
among cerebral palsy (CP) children.

1.5.2 Specific objective
* To know the socio-demographic information of cheldmvith cerebral palsy.
* To test the efficacy of group therapy with convendl therapy for cerebral

palsy children.



1.6 Operational definition
Cerebral palsy (CP)
Cerebral palsy is a term used to describe a brpactsim of motor disability, which

non-progressive and is caused by damage to the étrar around birth.

Group therapy
Group therapy is the combination of structured,péeth group process and tasks or
activities aimed at fostering change and adaptatigpeople with acute and chronic

illness, impairment or disabilities

Child

Child is defined as an unborn or recently born @ersr a young person especially
between infancy and youth. For the purposes optasent Convention, a child means
every human being below the age of 18 years uniedsr the law applicable to the

child, majority is attained earlier.

Effectiveness
The capability of producing desired results. Whemsthing is deemed effective, it

means it has an intended or expected outcomepdupes a deep, vivid impression.



CHAPTER II: LITERATURE REVIEW

Cerebral palsy is the result of a lesion or malettgwment of the brain, it is non-
progressive in character and exists from earliesticood (Carlsson, 2002). Cerebral
palsy is a term used to describe a broad spectfumotor disability, which non-
progressive and is caused by damage to the braon atound birth (palisano et al,
1997). Cerebral palsy (CP) a heterogeneous gropersistent disorder of movement
and posture caused by non- progressive defectssmnis of immature brain, is the
most common cause of childhood physical disabjliiyeja, 2004).

Cerebral palsy (CP) is a term used to describeoapgof disorders effecting body
movement and muscle co-ordination. The medicalnd&fn of cerebral palsy is “a

non-progressive but not unchanging disorder of mwré@ and posture, due to an
insult or anomaly of the developing brain” becaGseebral Palsy influences the way
children develop, it is known as a developmentaablility. (Anwar, 2007) Cerebral

Palsy is a term used to describe a group of dissrihat affect motor function. It is

caused by damage particular areas of the brainsacithracterized by lack of muscle
control and impairment in the co-ordination of mment Cerebral palsy source,

2007). So Cerebral Palsy is defined as a permanentiimpat of movement and

posture resulting from a non progressive brainrdesodue to hereditary factors or
events occurring during pregnancy, delivery, nealnariod and the first two years of
life (Carlson, 2002).

A clinical presentation of Cerebral palsy (CP) misult from an underlying
structural abnormality of the brain, early prenaparinatal, or postnatal injury due to
vascular insufficiency, toxins of infections; of ethpathophysiologic risks of
prematurity. Evidence suggests that prenatal factesult in 70-80% of cases of
cerebral palsy (McConachie et al, 2006). Cerebaigdyp expect in its mildest forms,
can be seen in the first 12-18 months of life. riksent when children fail to reach
movement milestone. Babies most at risk of cergtmldy are those born prematurely
or with low birth weight (Chowdhury, 2005). “ Cerab palsy is an umbrella term

covering a group of non-progressive, but often giay motor impairment



syndromes secondary to lesions or anomalies dirdia arising in the early stages of

development” (Damiano, 2004).

The term Cerebral palsy refers to any one of a b neurological disorders that

appear in infancy or early childhood and permaneaffect body movement and

muscle coordination but don’'t worsen over time (Key, 2006). Cerebral palsy

occurs as the result of damage to specific aretisedirain. Cerebral palsy describes a
group of disorders of the development of movemertt posture, causing activity

limitations, which are attributed to non-progressdisturbances that occurred in the
developing fetal or infant brain. The motor disardd Cerebral palsy are often

accompanying by disturbances of sensation, cognit@mmunication, perception,

and or behavior, and or by a seizure disord€erébral palsy Society of New

Zealand, 2001

Cerebral palsy is not a degenerative conditionctwimeans that it will not get worse
over time. However, neither is it a treatable ctodi and both childhood and parents
will have to come to terms with living with Cerebgalsy. It is not an independent
isolated disease. It includes many non- advanciongement dysfunction of never
center type resulting from brain injuries, whichveéanany different causes (Cerebral
palsy information, 2007). The term Cerebral palsysed when this damage occurs
early in life. The damage that causes Cerebralypatgy occur during fetal
development, during delivery, shortly after birt,in early infancy. Damage to the
brain can occur for number of reasons. These ieclutsufficient oxygen reaching
the baby during pregnancy and birth, maternal itrdacduring pregnancy (e.g.
German measles), Mothers with thyroid abnormalitiesntal retardation, or seizures,
complicated labor and delivery, breech presentatpyemature birth or low birth
weight, blood group incompatibility between mothend baby, severe jaundice
following birth (Zisock, 2003). Less commonly, tf@lowing can lead to damage to
the brain and the development of Cerebral palsgdhaejuries in early childhood,
illnesses in early childhood (e.g.: meningitis)ngic disorder (Anam & Zaman,
2003)

Spastic CP is where there is too much musclesdotightness. Movements are stiff,

especially in the legs, arms, and/or back. Childséth this form of CP move their

7



legs awkwardly, turning in scissoring their legstlasy try to walk. This is the most
common type of CP. Athetoid CP (also called dystikin€P) can effect movements of
the entire body. Typically, this form of CP invotveslow, uncontrolled body
movements and low muscle tone that makes it harth® person to sit straight and
walk. Ataxic CP is a combination of the symptonsdd above. A child with mixed
CP has both high and low muscle. Some musclesoar¢ight, and others are too
loose, creating a mix of stiffness and involuntargvements. Other different types of
CP include: Diplegia — This means only legs area#d. Hemiplegia — This means
one half of the body is affected. Quadriplegia -#sTieans both arms and legs are
affected (Zisock, 2003).

Cerebral palsy is a common neurological disordeoragat children in Bangladesh
(Anam & Zaman, 2003).it is know that child who ishaghest risk for developing

Cerebral palsy is the premature, very small whosdua# cry in the first five minutes

after delivery, who needs to be on a ventilator deer four weeks, and who has
bleeding in this brain (Bachrach et al, 2002). Take of pregnancy, infections, Rh
incompatibility, inherited, lack of oxygen, birthjuries, prematurity, very high fever,
acute jaundice, brain infection, head injuriesspaing, bleeding or blood clots in the

brain, brain tumors these are causes of CP (WelQ8i7)

A risk factor is not a cause, it is a variable whiwhen present, increase the chance
of something occurring. Risk factors can be assediwith the parents, as well as the
child. The following are risk of cerebral palsy: Mers are 40 years or older and 20
years or younger, Father 20 years or younger, &firic American ethnicity (Zisock,
2003). The following are risk factors related te tthild that can Increase the risk of
cerebral palsy: A first child or child born fifthr éater in the family, One of a pair of
twins, especially if one twin dies, Low birth wetgless than 3.5 pounds, Premature
infant, less than 37 weeks, Rh or ABO blood typsompatibility between mother
and infant (Sultana & Munir, 1990). Infection oktmother with German measles or
other virus in clearly pregnancy attacked by micgamisms on the central nervous
system of the infant. Early recognition of risktfars can reduce incidence of cerebral
palsy and multidisciplinary approach can improve guality of life of cerebral palsy
children (Zisock, 2003).



Activities for children with cerebral palsy includ@hysiotherapy, Occupational
therapy, Speech and language therapy, Medicalvenéon, family support service,
early education, assistive technology (Anam & Zan2&93). According to disability

profile of the clients assessed in the sishu bilchsic (Rural center) during January
to December 1998 shows that cerebral palsy 40%spadtic CP 75%, athetoid CP
20%, ataxic CP 1% (Sultana & Munir, 1990). The @hieeds for group activities
have long been recognized in habilitation of haapped children. Motor

handicapped children often isolated from their peParents find it difficult to bring

the handicapped into contact with other childreretbr normal or handicapped.
Childs need group therapy for contact with otheldelén, sharing and act with others,
feeling part of a group and responding to coopenatgroup activity in therapy as
well as in education or opportunities for the Csildocial and emotional

developments.

“Group treatment is the combination of structuradipted group process and tasks or
activities aimed at fostering change and adaptatigmeople with acute and chronic
illness, impairment or disabilities” (Bower, 2007&roup play therapy model is very
structured especially at the outside of the intetio® and is designed for use with
children who exhibit significant difficulties witmespect to their pair interaction”
(O’connor, 1991). Individual session sometime @etio much pressure on the
handicapped Childs. In the group such childrennofteoperate because all the other
children present are doing what is expected of th&he therapist use of group
process requires knowledge of theories of groupcgs® and group dynamics,
understanding of conceptual models that describmupgrprinciple and parallel
therapeutic techniques. This structured group wtokseat or train a specific area of
function. Group therapist must be able to use thisrmation, along with their
knowledge of diagnosis, illness, and reason abdwiiridividual patient in the group
context. Group integrate the gross motor, fine mperyceptual, speech and language
activities, but with more focus any one of the areéhis focus may be one the
disability of the children in the group, e.g. - moproblem in CP children. Andras
peto in Budapest, Hungary, originated this condectducation is known as Peto
group. The ideas of Peto, Hari and the work of githierapists have influenced the
structured inter disciplinary groups in Britain (Ber, 2007). In CRP’s M&C care

unit follows the Peto group in every morning foreohour by physiotherapist,
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occupational therapist and speech and languagepiiserin group activity children

show pretend and symbolic plays. The term “pretdngkay reflex as well as
transcending reality, pretend play encompasses $yttbolic play and conventional
imaginative play” (Stagnittik & Unsworth, 2000). Fexample of pretend play in
CRP’s morning group work, lying very still and sgjfat. Symbolic play is involving

the substitution of one object to represent anotkRer example of CRP’s group
activity in Peto group, sitting on box, arm out sale —aero plane. Conductive
education has a fixed time table include get oubed in the morning, dressing,

feeding, toileting, movement training, speech etc.

Groups can be as small as three or four peoplegrouip therapy sessions generally
involve around seven to twelve individuals. Thesgas might begin with each
member of the group introducing themselves andispavhy they are in group
therapy. The specific manner of the session depkangsly on the goals of the group
and the style of the therapist. According to Odednbt “the minimum number of
group therapy sessions is usually around six, bidllayear of sessions is more
common.” There are many benefits of group therajgh as: the group can afford the
opportunity to be real with others in an environinehsafety and respect. Members
are able to try out new behaviors. The group ckwainembers the chance to explore
and better understand themselves. In group, mencharkarn new social technigues,
ways of relating, and how to better cope with diffties (Cherry, 2011).

Activity Boys Girls Total
Children completing in patient treatment 316 196 251
Children attended for follow up session 1547 875 224
Children attended as a new outpatient 892 576 1468

Duration: July 2010 to June 2011
No. of indoor patients: 512

No. of outdoor patients: 1451
Total no.: 1963
CRP annual reports (2010-2011)

10



The FIM scale was developed to resolve a long stgnoroblem of lack of uniform
measurement and data on disability and rehabdiiatiutcomes. The FIM emerged
from through developmental process, sponsored gy American Congress of
Rehabilitation medicine and the American Academy R¥fysical Medicine and
rehabilitation (Bachrach et al, 2002).

FIM scores range from one to seven: a FIM item esaifr seven is categorized as
complete independence while a score of one is &ssibt performs less than 25% of
task (Damiano, 2004). Scores falling below six rezgi another person for
supervision or assistance. During rehabilitatiashnesion and discharge scores are
rated by clinicians observing patient function TREM has clinically appropriate
validity and interpreter agreement (Bachrach e2@0?2).

11



CHAPTER III: METHODOLOGY

3.1 Study design

The purpose of the study was to find out the effeaess of group therapy with
conventional therapy among CP child. Pre-post expmtal design of quantitative
research was selected for this study. The reseacomelucted the study with a single
group. The design had no have a control group topewme with the experimental
group (Bowling, 1997). The pre-post experimental design could Hmve by: One
group pretest- post test design O X O.

The pretest-posttest design is valuable to desgrivhat occurs after the introduction

of the independent variable.

3.2 Study site

The study was conducted in pediatric unit of Cerfiterthe Rehabilitation of the

Paralyzed (CRP). It is a non-government organimatiorking for the development of
health care delivery system of Bangladesh througbviging Physiotherapy,

Occupational therapy, Speech and Language theepicss in indoor and outdoor
programs.

Pediatric unit provides service for child with @ifént types of disability. The unit had
indoor and outdoor program, 40 cerebral palsy o#ildwvith their mother or career

accommodate two weeks time.

3.3 Sample

A group of individuals or items that shared onemmre characteristics from which
data could be gathered and analyzed is known aslggam (Hicks, 2000). In this
study population was CP child and their mother BPQpediatric unit.

3.4 Sample size

A sample is a smaller group that was taken frompibygulation. Sample size may be
big or small, depending on the population and tieracteristics of the study. As this
research was in course curriculum, there were wesief limitation e.g. Time length.

Due to time limitation 18 sample was selected ler gtudy.

12



3.5 Sampling procedure

Finding the appropriate number and type of peopleake part in the study is called
sampling (Hicks, 2000)Sample was taken by using convenience samplingadeth
due to time limitation and as it is the one of #asiest, cheapest and quicker method

of sample selection.

3.7 Inclusion criteria
» Cerebral palsy child was completed successfullyweeks indoor program at
CRP pediatric unit because the research was he@@R#h pediatric unit and to
determine the changes or improvement of child’sdd@n after group therapy
» Child who was diagnosed as CP
» 2-10 years of children: - as in this range of aggrepriate for group therapy.

* In patient of CRP Mother and child care unit.

3.8 Exclusion criteria
* Children with undiagnosed cerebral palsy
e Out patient

» Children were with other types of disability.

3.9 Method of data collection

In this study there were 18 samples. For the sthdydata was collected for 18
patients by using a number of tools. These included

Initial assessment form

In data was included information on age, gendeagmibsis of the cerebral palsy
children.

FIM Scale (Functional Independence Measurement)

In CRP’s pediatric unit, the FIM scale was use@dsess and analyze the functional
progression of children with cerebral palsy. Dataowt functional ability was
collected from this scale in order to assess ingral discharge functional ability of

children.

13



3.10 Materials for the research project

To conduct the study the researcher collected batasing different types of data
collection tools. The researcher organized the nadgeto successfully complete the
interview session. The organized material was quasiires, consent forms, a pen &
a pencil. SPSS (Statistical Package for the S@uances) software-16 version and
Computer used to analyze data.

3.11 Ethical consideration

For conducting this research ethics committee lthieeked the proposal and allowed
to carry out the research project. The formal pssion was taken from the head of
the physiotherapy department and in charge of pédianit to collect the data. Data
collection was started and complete within thecated time frame. All the data was
reviewed in strict secure and maintained confiddityi The assessment files were

strictly secured and it was not open in front ash&ithout researcher.

3.12 Informed Consent

Written consent (appendix) was given to all pap@eits prior to completion of the
guestionnaire. The researcher explained to thécpamts about his or her role in this
study. The researcher received a written consam fvery participants including
signature. So the participant assured that theydcooderstand about the consent
form and their participation was on voluntary ba3ike participants were informed
clearly that their information would be kept comfidial. The researcher assured the
participants that the study would not be harmfuthem. The participants had the
rights to withdraw consent and discontinue parétigm at any time without prejudice

to present or future treatment at the pediatrit ohCRP.

3.13 Rigor

During the data collection and data analysis thb@ualways tried not to influence

the process by his own perspectives, values arskdidNo leading questions were
asked and judgments were avoided. When condudtiegstudy the researcher took
help from the supervisor when needed. The othexarebers can use the results in

their related area.

14



3.14 Limitation of the study
The duration of the study was limited and 14 dagsewnot enough time fully for
effectiveness of therapy for cerebral palsy child.

The amount of participants was very small for thedg. There were only 18
participants involved in this study. Small numbdr samples inclusion may be
affected by external validity of the study and thsults might not be representative of

the population.

As the study was quasi-experimental and one graatp ¢ used so there is no
comparison group and so there is no generalizabilit

The study support only physiotherapy interventioat lthe patients also got
occupational therapy which was not included. Swas not measured exactly that
only physiotherapy with group therapy was effectwechildren with cerebral palsy.

The recent literature especially the recently idsjoeirnals were not accessible. For
this reason some of the latest information wasate to be included in the literature
part.

This research project was a part Bfyear physiotherapy course and this type of work
is first at this level, so there may have some lgol in techniques and short out in
term of practical aspect.

Time and resources were limited which have a giteat of impact on the study such

as literature relevant to this topic, data col@ctitime and financial support for
conducting the research project.
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CHAPTER IV: RESULTS

4.1 Socio-demographic characteristics

Age group

Among 18 participants mean age of the participaa$ .22 and standard deviation
was 2.58. Approximately 72% (13 of 18) was lessequal than six years and
approximately 28% (5 of 18) participant was morantlor equal seven years children

with cerebral palsy.

Age of the participant

N\

209

Percentages

<0 years > yeats

Figure 1: Age group of the participant
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Sex

Among all the participants approximately 67% (1218 was boy and approximately
33% (6 of 18) was girl. Male female ratio was 2Result showed that boys were
more affected than girl.

Male-Female

Figure 2: Sex of the participant

Religion
Study showed that 94.44% (17 of 18) was Muslim arb% (1 of 18) was Hindu.
Other religion was not found.

Religion of the Participants

Hindu
5.56%

Muslim
04, 44%

Figure 3: Religion of the participant
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Living area
Study revealed that approximately 83% (15 of 18k Vised in rural area and

approximately 17% (3 of 18) was lived in urban area

Living Area of the Participants

Figure 4: Living area of the participant

Family type
Study showed that 55.56% (10 of 18) was single lfaand 44.44% (8 of 18) was

nuclear family.

Family Type of the Participants

Percentages

Single Nuclear

Figure 5: Family type of the participant
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4.2 Effect of group therapy on functional level

Supine to prone

The researcher found that mean functional levealesobrolling from supine to prone
before group therapy was 5.94. After group therdqgyaverage score became 6.33.
When researcher compared this changes in a paitest researcher found that
changes in functional level score due to groupagmerwith conventional therapy
differ significantly (p=0.015) and researcher ddilto reject the null hypothesis. So
there was a significant difference in functionaldedue to group therapy & after the
treatment session children were able to rolling nprofrom supine position

independently.

Prone to Supine

The researcher found that mean functional levalesobrolling from prone to supine
before group therapy was 5.94. After group therty@yaverage score became 6.33.
When the researcher compared this changes in edpsample t-test researcher found
that changes in functional level score due to githigpapy with conventional therapy
differ significantly (p=0.015) and researcher fdil® reject the null hypothesis. So
there was a significant difference in functionaidedue to group therapy.

Moving from supine to box sitting

The researcher revealed that mean functional Ies@le of moving from supine to

box sitting before group therapy was 4.11. Afteouyr therapy the average score
became 4.89. When researcher compared this changgsaired sample t-test found
that changes in functional level score due to githigpapy with conventional therapy
differ significantly (p=0.000) and researcher fdil® reject the null hypothesis. So
there was a significant difference in functionaldedue to group therapy. After two

weeks intervention maximum children able to movenirsupine to box sitting

modified independently who were able to performith moderate support.

Bridging

The researcher found that mean functional levetesad bridging practice before

group therapy was 4.67. After group therapy theaye score became 5.50. When
compared this changes in a paired sample t-testrgser found that changes in
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functional level score due to group therapy withvamtional therapy
differ significantly (p=0.000) and researcher fdil® reject the null hypothesis. So
there was a significant difference in functionaldedue to group therapy. After two
weeks intervention maximum children able to perfobmdging with minimum

support who needed maximum support.

Sitting on box

The researcher revealed that mean functional Isgete of sitting on box before
group therapy was 4.89. After group therapy theraye score became 5.50. When
researcher compared this changes in a paired sanrteét found that changes in
functional level score due to group therapy withnwantional therapy differ
significantly (p=0.002) and researcher failed tgecethe null hypothesis. So there
was a significant difference in functional leveledw group therapy.

Moving from box sitting to standing

Study showed that mean functional level score ofingpfrom box sitting to standing
before group therapy was 3.72. After group thertygyaverage score became 4.67.
When researcher compared this changes in a paragdls t-test found that changes
in functional level score due to group therapy wabmventional therapy differ
significantly (p=0.000) and researcher failed tgecethe null hypothesis. So there
was a significant difference in functional leveledw group therapy.

Sitting on cross leg sitting

The researcher found that mean functional levetesob sitting on cross leg sitting
before group therapy was 4.67. After group thethpyaverage score became 5.44.
When researcher compared this changes in a paragls t-test found that changes
in functional level score due to group therapy wihnventional therapy differ
significantly (p=0.015) and researcher failed tgecethe null hypothesis. So there
was a significant difference in functional leveledw group therapy.

4 point kneeling
Study showed that mean functional level score gdoit kneeling before group
therapy was 4.28. After group therapy the averageres became 5.28. When
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researcher compared this changes in a paired santpét found that changes in
functional level score due to group therapy with nvantional therapy

differ significantly (p=0.000) and researcher fdil® reject the null hypothesis. So
there was a significant difference in functionaidedue to group therapy.

Squatting

The researcher found that mean functional levetesod squatting position before
group therapy was 3.22. After group therapy theaye score became 4.28. When
researcher compared this change in a paired satipkt found that changes in
functional level score due to group therapy withnvantional therapy differ
significantly and failed to reject the null hyposie So there was a significant

difference in functional level due to group therapy

High kneeling

The researcher revealed that mean functional Issete of high kneeling position
before group therapy was 3.50. After group therdqeyaverage score became 4.39.
When researcher compared this change in a paimglied-test researcher found that
changes in functional level score due to groupagmerwith conventional therapy
differ significantly and failed to reject the ndiypothesis. So there was a significant

difference in functional level due to group therapy

Half kneeling

Study showed that mean functional level score tfkmeeling position before group
therapy was 2.39. After group therapy the averageres became 2.67. When
compared this changes in a paired sample t-testrgser found that changes in
functional level score due to group therapy withwantional therapy differ
Significantly (p=0.020) and researcher failed tgeeethe null hypothesis. So there

was a significant difference in functional leveledw group therapy.

Standing

The researcher found that mean functional leveltesod standing position before
group therapy was 3.28. After group therapy theraye score became 4.00. When
compared this changes in a paired sample t-testrgser found that changes in
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functional level score due to group therapy withnvantional therapy differ
significantly (p=0.002) and failed to reject thellnbypothesis. So there was a
significant difference in functional level due tmgp therapy.

Walking

The researcher revealed that mean functional Isgete of walking before group
therapy was 2.67. After group therapy the averageres became 3.17. When
compared this changes in a paired sample t-tesargser found that changes in
functional level score due to group therapy withwantional therapy differ

significantly (p=0.024) and failed to reject thellnbypothesis. So there was a
significant difference in functional level due tmgp therapy.
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CHAPTER V: DISCUSSION

The purpose of the study was to evaluate the effaetss of group therapy with
conventional therapy among cerebral palsy child abjctive was to compare the

initial and discharge functional level of the ceadlpalsy child.

In this quasi-experimental study 18 subjects winebral palsy were conveniently
allocated to treatment group. This group parti@pan the group therapy and also
takes other therapy. Each subject of the grouppaaticipated two weeks of group
therapy session with conventional therapy at mo#mer child care unit at CRP. The

outcome was measured by FIM scale.

In this study it was tried to explore the effectiess of group therapy for CP child to
improve their functional activities. The findingktbe study shows that following two
weeks of intervention there is a marked differeincthe initial and discharge score.
Initial score was measured at the beginning ofepatmanagement to get idea about
the participants functional ability as rolling snpito prone, rolling prone to supine,
bridging, cross sitting, moving from supine to bsitting, box sitting, box sit to
standing, squatting, four point kneeling, half WKimeg high kneeling, standing,
walking. After completion of two weeks interventidhe discharge score was

measured and the data was analyzed by using SP8&rso

Initially the mean score of rolling supine to promas 5.94 and discharge score was
6.33 and p = .015. Initial mean score of rollingome to supine was 5.94 and
discharge score was 6.33 and p= .015. Initial nmexame of moving supine to box
sitting was 4.11 and discharge was 4.89. P valuep#a<.001. Initial mean score of
bridging was 4.67and discharge was 5.50. P valieeps#a<.001. Initial mean score of
sitting on box was 4.89 and discharge was 5.50hichvp= .002. Initial mean score
of moving from box sitting to standing was 3.72 atidcharge was 4.67 with p=
<.001. In sitting on cross leg initial mean scorerev4.67, discharge score was 5.44.
p=.015. Initial mean score of four point kneelings 4.28, discharge score was 5.28
where p value was <.001. Initial mean score of ggawas 3.22, discharge was 4.28

and p= <.001. Initial mean score of high kneelireg\8.50 and discharge was 4.39. P
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value was p= <.001. In half kneeling the initialanescore was 2.39, discharge was
2.67 where p= .020. The pretest mean score of isiguwdas 3.28 and posttest was
4.00 where p= .002. The pretest mean score of mglkias 2.67 and posttest was
3.17 where p=.024. So among all the post-tesessas more than the pre-test score.

In inclusion criteria of this study was 2 to 10 ggabecause according to NINDS
(2006) most of the cerebral palsy children are mbisgd from birth to 2 years. So
after 2 years the diagnosis is confirmed and nadrlaps with the motor delay.

Among 18 participants more than half of the patiEh2% was less or equal than six
years old. (Anttila et al, 2008) did a research rghe between the age group 7-18

years in between the only spastic type of children.

Within 18 participants 12 participants were malel #&hwere female in this study.
According to (protibha, 2004), male are more impmgvin functional activity than

female.

Pidroda (2008) showed in the study entitled -Th&eotfof play therapy over

conventional therapy in improving the hand functadrspastic diplegic cerebral palsy
children that after the treatment period Group hioweceived play therapy in addition
to conventional therapy scored significantly higloer the Box and block test and

Nine hole peg test for grasp and release showil@g0a<

The duration of the application of treatment and tkcording was too short in
relation to the condition. It takes a long timeigorove functional activity. Due to

limitation of time frame, it was not conduct theudy for long duration. Again it

might not be possible to get a strong significampriovement in two weeks. However
in this study the researcher wanted to prove theemxental hypothesis and by
statistical analysis (paired t test) it has beesw@d significantly that group therapy
with conventional therapy is effective among ceaépalsy child and the significance
level is 1% (p> 0.01).

Sterba et al, (2002) provide a study about ‘Horsklaling (HBRT) in children with
cerebral palsy: effect on gross motor function’eTresult was significance (p<0.04)

after 18 weeks.
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From over all discussion researcher can be satdgtibap therapy with conventional
therapy is effective for cerebral palsy childrerftenative hypothesis of this study is
group therapy with conventional therapy is not eifee for cerebral palsy child. But
in this study it is proved that group therapy wethnventional therapy is significantly

effective for cerebral palsy child. So alternatiwgothesis was rejected in this study.

25



CHAPTER VI: CONCLUSION

Cerebral palsy is a common condition in Banglad@&sl.most of the people in this
country are not aware about the cerebral palsypagdiotherapy treatment. But in the
developed countries physiotherapy is considerednagmportant treatment for the
cerebral palsy children. As a developing medicabfgssion, it is the duty of

physiotherapist working in the Bangladesh shoul#em@ome strong evidence, which

will improve strength and skill for the physiothpyapractice.

The study was aiming to “Effectiveness of groupraipg with conventional therapy
among CP child.” For the fulfilment of the studygaasi-experimental method was
designed and collected 18 cerebral palsy childsesaaple. Than a pre-test and post-
test was done and score measured. From the daddsasthan or equal of six years
age range and male cerebral palsy were most comAlsa.rural areas child was
common. As a whole the cerebral palsy childreningefunctional improvement after
group therapy with conventional therapy and theiltesere significant. Last of all
this study will try to represent the strong evideraf the effectiveness of group

therapy with conventional therapy among cerebriypehildren.

By conducting the study the researcher found effesess of group therapy with
conventional therapy among the cerebral palsy d@til@RP’s pediatric unit. But it is
not always possible to gain complete achievememn fevery work. Same things
happened in the study, what the researcher waaotgdin from the study not achieved
fully. So, some further steps that might be takarbietter accomplishment for further
research. A much large subject should be chosattoraly because it will be more
significant. In the study participant were takenlyofrom indoor patient at CRP
pediatric unit but the participant also can be takem the outdoor patient. A further
study could be done with longer duration of timel avith good combination of the

assessment and treatment.
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Informed consent

Clinical setting: Centre for Rehabilitation of the paralyzed (CRBavar

The study entitled “Effectiveness of group therapmth conventional therapy

among cerebral palsy (CP) children” is the topicnof research project. The
researcher is a student of Bangladesh Health RBiofesInstitute (BHPI), CRP

at 4" year B.Sc. in Physiotherapy. The participant uest to participate in

study after reading the following information.

The aim of the research topic is to determine ttieciveness of group therapy
with conventional therapy among CP child at CRBamgladesh.

For the kind information Bangladesh Health Profassilnstitute (BHPI), CRP

has permitted the researcher to do the resear@ cdiiversation time will be

20-30 minutes. The participant reserves the righiefuse the study at anytime.
The information obtained from the study would betkeonfidential and during

publishing the result of the study, personal ideraiion of the participants

would not be published. There is no harmful evarthe study. No T/A, D/A is

given for data collection.

L e declare that | am giving

my consent to participating in the study after beinformed about all the

information in details

Signature of the participant

Signature of the Interviewer

Signature of the Therapist (witness)
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Questionnaire

Title: Effectiveness of group therapy with conventonal therapy among

cerebral palsy (CP) children

Code no: Date:

Patient's Name:
Address:

Part-A: Socio-demographic information

1.
2.

Part-B: This part is designed to determine the effetiveness of group therapy

Age:

Gender:

1. Male 2. Female

Religion:

1. Muslim 2. Hindu 3. Buddha 4. Ghan
Living area:

1. Urban 2. Rural

Family type:

1. Nuclear family 2. Extended family

with conventional therapy.
FIM Scale

Total assistance or unplaceable in position

Maximum assistance required (child does 25% akjvo

Moderate assistance required (child does 50%wok)w

Minimum assistance required (child does 75% afkjvo

Required supervision

| O | W N B~

Modified independence (abnormal movement patteons not able tq

dynamically moved from the base of support)

Complete independence (full dynamic movementabid to maintain balang

for 30 second)
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Starting position

Pre test score

Post test score

Rolling supine to prone

Rolling prone to supine

Moving from supine to box sitting

Bridging

Sitting on box

Moving from box sitting to standing

Sitting on cross leg sitting

4 point kneeling

© © N o o & W NP

Squatting

[EEN
©

High kneeling

[EEN
=

Half kneeling

[EEN
N

Standing

[EEN
w

Walking

“Thank you for your participation”
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Date: 09-09-2012

To

The head of the Physiotherapy Department,
Centre for the Rehabilitation of Paralyzed (CRP),
Savar, Dhaka-1343.

Subject: Application for permission of data collection from paediatric department of

CRP for the research project.
Dear Sir,

I beg most respectfully to state that, I am a student of 4™ year B. Sc in physiotherapy
at Bangladesh Health Professions Institute (BHPI) under the University of Dhaka. I
am conducting research on “effectiveness of group therapy with conventional therapy
among CP child” as a part of our course curriculum, under supervision of Muhammad
Anwar Hossain, Assisstant Professor, BHPI. So I need to collect data from paediatric

department of CRP.

I therefore, pray and hope that you would be kind enough to grant me and thus oblige

thereby.

Sincerely yours,

Md + Tarig, Mabmucl. \\6\\;;;/

9= ¢9- 2517 _ ¥ £

Md. Tareq Mahmud ¢ Seo &
< OO
B.Sc in physiotherapy Q‘é’ c;t“ QJ‘;
N S
L5
4th year, Roll-23, efd q". ;
B DSEA

Session: 2006-2007 YAy

2x
BHPI, CRP, Savar, Dhaka. W ,@/\)p

—
oOfNR kA PERVEEN
Incharge Paediatric Unit
C'RP. Savar. Dhaka-
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