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INTRODUCTION

The paediatric population has many children with develop-
mental delay. Cerebral palsy (CP) is the commonest cause 
for developmental delay. Cerebral palsy is the commonest 
chronic disability of childhood today. It is ubiquitous, and it 
occurs all across the globe. It occurs from injury to the brain 
cells, motor defects that may be progressive and affect for 
their whole life. Cerebral dysfunction is also associated with 
movement and disorders in posture or balance. Disturbed 
mechanisms for balance, the abnormal tone for muscle, mus-
cle weakness, and loss of selective motor control lead to an 
inability to stretch muscles and its proper functioning, and it 
leads to contractures and deformities in patients which affect 
the daily lifestyle of parents and makes patient dependable 
on others. Treatment should start at a very early age or at the 
time of diagnosis when they are infants and continued into 
adulthood. Without proper treatment, these children cannot 
become productive members of society.1 CP is a group of 
permanent disorders of movement  and posture causing ac-

tivity limitation, that is attributed to non-progressive distur-
bances in the developing  brain.2

It is known as “an umbrella term covering a group of non-
progressive, but often changing, motor impairment syn-
dromes secondary to lesions or anomalies of the brain aris-
ing in the early stages of its development.2 When primary 
lesion, injury or trauma is static, the clinical pattern change 
with due course of time due to growth and developmental 
and maturation of the central nervous system3  and may be 
called as static encephalopathy. Chief clinical feature of CP 
is primarily motor dysfunction, sensory, cognitive, and ver-
bal impairment in addition to learning difficulties and behav-
ioural problems are common.4

By topographical classification of Cerebral Palsy is of 4 
types that is Monoplegic CP, Hemiplegic CP, Diplegic CP 
and Quadriplegic CP; Uncommon form is monoplegia and 
triplegia. In different studies, diplegia is being the common-
est form ranging from (30% - 40%) and is followed by hemi-
plegia which is 20% - 30%, and quadriplegia which accounts 
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for 10% - 15%. In a study of 1000 cases of CP from India, 
it was revealed that spastic quadriplegia constituted 61% of 
cases followed by diplegia 22%.5 

Cerebral palsy is a common problem and its incidence in 
worldwide being 2.7 per one thousand live births.6 When 
Little described Cerebral palsy, and cause for it to birth trau-
ma and this view has remained consistent for many years. 
A decrease in its prevalence is important to sign of success 
in the prevention of CP. “contrary to initial expectations 
with improvements in perinatal medicine including the use 
of fetal monitoring and cesarean section the prevalence of 
cerebral palsy has not decreased7 was stated in a population-
based study conducted in united states. Epidemiology of CP 
concerning weight and age- Term birth babies are compara-
tively less prone to cerebral palsy but most infants are term 
born. On the other hand, the risk of CP in preterm births is 
relatively high.8 There are various risk factors example low 
birth weight, birth asphyxia or seizure disorder, malnutri-
tion, premature baby but several studies have assessed the 
relationship between chorioamnionitis and cerebral palsy in 
prematureinfants9, but most have not reported a significant 
association.9 But this study indicates that chorioamnionitis is 
a risk factor for cerebral palsy.10

The demography, causes, clinical features and management 
aspects are planned to study in this project to prevent com-
plications and provide better life quality. 

METHODS

Type of study: Prospective observational study

Setting: The present study will be conducted at the Depart-
ment of Pediatrics AVBRH, JNMC Sawangi, Wardha. It will 
be conducted for three years, with a sample size of 113.

The study will be initiated only after obtaining permission 
from the Institutional Ethics Committee, AVBRH, JNMC 
Sawangi, Wardha.

Statistical criteria: Population proportion=0.3

	 Sample proportion=0.2
	 Power=90%
	 Alpha error=5%
	 Sided =2
	 Sample size =113

Participants: 

Inclusion criteria 
1)	 All patients with the diagnosis of cerebral palsy re-

ferred to the Department of Pediatrics either IPD or 
OPD.

2) Age Group for the study: children till 16 years
3) Both gender.

Exclusion criteria 
1)	 Unwillingness to participate in the study.
2)	 Non-central causes of motor deficits
3)	 Age more than 16 years

The patient attending OPD will be screened for the eligibil-
ity criteria. The participants meeting the set criteria would be 
explained about the nature and purpose of the study. Written 
and informed consent will be taken from those willing to par-
ticipate in the study. The would-be ensured confidentiality.

Methodology
After taking clearance from the ethical committee, the patient 
will be selected according to the inclusion and exclusion cri-
teria. Informed written consent will be taken from every pa-
tient who agrees to follow instruction and recommendation 
given by the clinician. Patient biography, detail history and 
clinical examination will be done. The study will be conducted 
throughout 1year in the department of Paediatrics  Jawaha-
rlal Nehru Medical College, Sawangi. The study population 
included children diagnosed with CP. Exclusion criteria were 
non-consenting patients with non-central causes of motor 
deficit. The cases were studied for presentation and sent for 
appropriate referrals during study and analysis was done by 
the use of appropriate statistical methods. The study was con-
ducted over 1 year in the department of paediatrics JNMC, 
Sawangi. Ethical committee approval was obtained before the 
start of the study. The study population included was children 
diagnosed with cerebral palsy below the age of 16 years who 
were admitted in the pediatric department. The exclusion cri-
teria were non-consenting patients and cases with non-central 
causes of motor deficit. Their history, examination and in-
vestigations were done according to the pieces of advice of 
the treating physician. During hospitalization, the cases were 
studied for presentation, causes, course, comorbidities and 
outcome. Children were sent for appropriate referrals during 
hospitalization. All the information was recorded in pre-val-
idated proforma. The results were interpreted by the use of 
appropriate statistical methods. 

Variables: Motor function, loss of developmental delay

Bias: Child less than 1 year of age is difficult to diagnose 
clinically hence it is a bias in the study as we have no lower 
limit of age.

Study size: 113 patients

Quantitative variables: Age, height, weight, Head circum-
ference, BMI

Statistical analysis: All the obtained results will be evalu-
ated using SPSS 6.
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Expected Outcomes/Results:  Results will be summarised 
as below- Number of cases included for analysis. Sex Dis-
tribution of study participants, sex ratio, prevalence among 
males and females, the age distribution of participants, topo-
graphical type of cerebral palsy, association with different 
clinical features, socioeconomic status as well as anthropo-
metric measures.

DISCUSSION

As per the study CP is more common in males.11 Age distri-
bution was for more than 5 years and less than 2 years (24%) 
and between 2-5 years (52%). The motor deficits in the form 
of difficulty in walking and the use of hands for appropriate 
tasks were the most common disability as the study had cases 
mostly with diplegic and quadriplegic CP. The most common 
comorbidities were pneumonia and gastroenteritis. Majority 
of the children were malnourished grade I (56%), grade II 
(30%), grade III (4%). 10% of patients have a behavioural 
problem. Subnormal intelligence, convulsions, malnutrition, 
hearing impairment, visual problems, speech and language 
delay, gastrointestinal problem, a dental problem, respira-
tory problem, orthopaedic problem, sleep disorder were 
commonest associated comorbidities in the cases. Several 
articles on different aspects of child health from this region 
were reviewed.12-13 A rare presentation of isolated oculomo-
tor nerve palsy due to multiple sclerosis in a child as well as 
infant.14-19 Also, studies on the effects of electronic media20 
and care-seeking behaviour of children’s families21 were re-
ported. Studies from the Global Burden of Disease are also 
available which will help to draw the conclusion and make 
recommendation based on the observations.22,23
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