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ABSTRACT 

 

Purpose: The purpose of the study was to find out sleep disturbance and quality of life 

among children with Cerebral palsy. Objective: The objectives of this study were to find 

out the socio-demographic information. To elicit Quality of life in children with cerebral 

palsy child and examine relationship among sociodemographic information, sleep 

disturbance and quality of life. Methodology: The cross sectional study was chosen to 

carry out this study among 102 participants who were selected according to inclusion 

criteria. The “Children Sleep Habit Questionnaire” (CSHQ) And “Cerebral Palsy Quality 

of Life” (CPQOL) these two standard structured questionnaires were used to assess the 

sleep disturbance and quality of life among 102 participants. Results: This study found the 

sleep disturbance and quality of life among children with cerebral palsy. Among the 102 

participants in this study, minimum age was of participant 4 and the maximum age of the 

participant was 12. Their mean age was 5.732 and standard deviation was 1.88. Statistically 

significant had found in between sleep and sociodemographic as age, occupation, cousin 

marriage, educational status, types of delivery and as well as association had found between 

sociodemographic and quality of life level as gender, occupation, educational level of 

parents, living area etc. Conclusion: Cerebral palsy is a condition which has an influence 

on sleep and quality of life. Sleep disorders are common in children with CP and that 

different factors, such as motor or cognitive impairment, sleep behavioral problems, 

bedtime, are important risk factors for the development of sleep disorders. Although none 

of these factors alone were associated with sleep disorders, the risk for developing 

abnormal patterns of sleep significantly increased with their presence. So early detection 

and proper management of this condition is essential during rehabilitation to prevent more 

complications and to improve their life quality. 

Key words: Cerebral palsy, sleep disturbance, quality of life. 

Word count: 11054
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CHAPTER-I                                                                 INTRODUCTION 

 

1.1 Background 

Cerebral palsy is a group of permanent, but not unchanging, movement and/or posture and 

motor function disorders that are caused by a non-progressive interference, lesion, or 

abnormality of the developing/ immature brain and it is primarily based on motor function 

and posture disorders that start in early childhood and last until the end of life (Sadowska 

et al., 2022). The CP, which is one of the most frequent causes of chronic childhood motor 

dysfunction, may hinder social and cognitive development as well as the ability to carry 

out everyday tasks, necessitating multidisciplinary support and it effects are dependent on 

the CNS region injured, the length of time since the damage, and the severity of the injury; 

motor abnormalities are frequently accompanied with disturbances in sensation, cognition, 

perception, and behavior (Zuculo et al., 2014).  

The motor disorders of cerebral palsy (CP) are frequently accompanied by disturbances of 

sensation, perception, cognition, communication, and behavior, by epilepsy, and by 

secondary musculoskeletal issues and it is distinguished by heterogeneity in risk factors, 

underlying specific etiology, clinical features, severity of functional limitations, associated 

and secondary conditions, treatment options, and evolution of the condition over the course 

of the individual's lifetime (Patel et al., 2020). A significant risk factor for CP, preterm 

delivery occurs in around 35% of cases, and the risk rises with decreasing viable gestational 

age (Maclenaan et al., 2015). The physiotherapist's job description covers a wide range of 

interventional tasks, from neonatal positioning to pre- and post-operative care for 

orthopaedic surgery, and, most frequently, ongoing individual therapy programs. And these 

therapy services are typically provided in the community, with children receiving care at 

home or in child development centers during their early years and in the classroom 

throughout their childhood and adolescence (Barber et al., 2010). Cerebral palsy is one of 

the primary causes of disability (Munyumu et al., 2018).  

Cerebral palsy is a persistent qualitative motor impairment caused by non-progressive 

interference with brain development occurs before the central nervous system has fully 
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developed and there are six different types of CP according to the Little Club classification: 

spastic (hemiplegic, double hemiplegic, and diplegic); dystonic; choreoathetoid; mixed; 

ataxic; and atonic CP (Pakula et al., 2010). Children with cerebral palsy have trouble falling 

asleep and it is essential for a child's healthy physical and mental development as well as 

for the proper functioning of their nervous system.  (Munyumu et al., 2018). According to 

the International Classification of Sleep Disorders, there are three categories of sleep 

disorders: parasomnias, mental or neurological diseases connected with sleep disorders, 

and dyssomnias. Depending on whether the child's sleep ailment is intrinsic to the child or 

related to the child's external environment, the dyssomnias are further categorized into 

intrinsic and extrinsic sleep disorders (Newman et al., 2006). 

80 percent of the world's disabled people (adults and children) reside in developing nations, 

many of which are in Africa (Gladstone 2010). Due to the nature of their main brain lesion, 

children with cerebral palsy may have many risk factors for sleep disturbance. Multiple 

factors, such as mental retardation, visual impairment, seizures, anti-epileptic drugs, 

obstructive sleep apnea, restricted movement caused by contractures, spasticity and motor 

impairment, pain due to spasticity, dental caries, use of orthoses, etc., have been proposed 

as contributing factors to sleep disorders. Cerebral palsy sufferers' difficulty sleeping may 

lead to an increase in morbidity and mortality (Munyumu et al., 2018).  

Children with cerebral palsy (CP) are more likely to experience sleep disturbances because 

of a number of CP-related issues. Numerous neurological conditions, including epilepsy, 

neurodegenerative diseases, and headaches, are included among the sleep disorders linked 

to mental, neurological, or medical conditions; cerebral palsy is not specifically mentioned 

(Simard Tremblay et al., 2011). Behabioral child and pharmacologic approaches have been 

shown to improve sleep in older children with CP and young typically developing children. 

(Tanner et al 2021). 

Children with cerebral palsy are more likely to experience breathing problems related to 

sleep, such as obstructive sleep apnea. Children with cerebral palsy are more likely to have 

obstructive sleep apnea, which can also include obesity, poor central respiratory regulation, 

and drugs that weaken the muscles that keep the upper airway open that when the 

pharyngeal dilator muscles are unable to maintain the airway's patentness in the face of 
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inspiration's sub atmospheric pressure. At sites from the nose to the larynx, a variety of 

anatomical characteristics can increase resistance to airflow (Newman et al., 2006).  An 

enormous strain is placed on the family and regular family life is disrupted by persistent 

sleep difficulties that last for several months (Munyumu et al., 2018). Young children's 

health and neurodevelopment depend on getting enough good sleep since it promotes 

development, neuroplastic reconfiguration, and learning (Tanner et al 2021). 

Recent studies of children with cerebral palsy seem to suggest that this population is indeed 

at significant risk for sleep disorders (Simard Tremblay et al., 2011). Blindness or a severe 

visual impairment, which may coexist with CP, might impact melatonin secretion and the 

ability to perceive light, which can disrupt the timing and maintenance of sleep. In children 

with more severe total body involvement, glossoptosis and recurrent aspiration pneumonia 

owing to gastro-oesophageal reflux are prevalent and can cause breathing problems during 

sleep (Newman et al., 2006).  

Another theory is that these comorbidities, as well as sleep issues, can all be related to one 

another. The effects of sleep disturbances are wide and have an impact on the family as 

well as the child (Pakulo et al., 2010). Identification and early therapy of concomitant 

disorders such gastric reflux, hypersalivation, and obesity are crucial components of 

treating obstructive sleep apnea in kids with cerebral palsy. The concomitant epilepsy, 

intellectual disability, primary sensory impairment (such as vision or hearing), aberrant 

tone, and pain are comorbidities frequently observed in children with cerebral palsy. A 

more severe level of intellectual disability was found to be an indicator of an increased 

amount of nighttime sleep in a study done in children with abnormal development, and was 

therefore termed a "protective factor" for the incidence of sleep difficulties. Epileptic 

disorder results in a deficiency in endogenous sleep regulation, as well as other symptoms 

including the presence of nocturnal seizures or the use of antiepileptic medications that 

cause sleep issues. (Elisabeth Simard et al., 2011).  

The World Health Organization defines quality of life (QoL) as "individuals' perception of 

their position in life in relation to their goals, expectations, standards, and concerns and in 

the context of the culture and value systems in which they live." Because it can give a wide 

subjective indication of a person's well-being across various life domains, including 
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physical health and social and emotional well-being, quality of life is a particularly relevant 

and significant term in the setting of children with cerebral palsy (Gilson et al., 2014).  

Caring for a child with cerebral palsy (CP) can effect on the quality of life (QOL) of 

caregivers (Ruberto et al., 2016). It is a broad, multifaceted concept that incorporates 

subjective assessments of both the good and bad things in life. Early conceptions of quality 

of life were mainly dependent on functioning, and measures that claimed to quantify it 

were more concerned with a person's physical well-being and functional constraints (i.e., 

what they can and cannot do) than with their overall well-being or personal experiences. 

CP is a long lasting and incurable condition, the treatments are used in an pretent to improve 

general health condition and well-being of the individual (Zuculo et al., 2014). 

 A clinical examination must consider the health and daily functioning of the patient, and 

assessing the patient's quality of life can help medical practitioners decide how to best 

design suitable, tailored treatment measures. Today, there are a variety of general and 

condition-specific scales that can be used to assess a child's quality of life (QOL) who has 

cerebral palsy. These scales come in child self-report or parent proxy versions. Children 

and their families may also gain from the knowledge that quality of life assessments can 

offer, especially if favorable results are seen in some domains or by encouraging talks about 

the appropriateness of treatments (Gilson et al., 2014).  

The concept of QOL refers to objective and subjective indicators of happiness and 

satisfaction, and they may be measured by different instruments, being most of them self-

report questionnaires supposedly to be answered by the individual themselves or by a 

representative, in cases there are limitations due to motor impairment or in cases in which 

the perception of the individual leads to limitations in obtaining the answers. , there is 

probably an aggravating factor in the aspects of QOL of an individual with CP, already so 

much affected by motor impairment.(Zuculo et al., 2014). 

Children with CP are at risk of sleep disorders and decreased QOL. It was hypothesized 

that presence of sleep problems would be associated with impaired QOL in children with 

CP. Excessive daytime sleepiness (EDS)—often a consequence of SDB and otherwise 

interrupted sleep—has been posited as an important symptom in relation to quality of life 
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(QoL). There is signifcant diference in quality of life (QOL) between children with CP and 

normal developing peers (Samota et al., 2021).  

Adenotonsillectomy, the first line treatment for SDB in children, as well as continuous 

positive airway pressure may lead to improvements in QoL dimensions for children. Sleep 

disorders and decreased QoL are risks for children with CP. Strong clinical findings 

correlate poor sleep quality to lower QoL overall, and there is limited but consistent 

research on the negative impact of SDB on QoL. However, there is little research that looks 

at these correlations in CP children. Our hypothesis was that children with CP who had 

sleep issues would have a lower quality of life (Sandella et al., 2011).  

There is probably an aggravating factor in the aspects of QOL of an individual with CP, 

already so much affected by motor impairment, given that sleep disorders usually cause 

decrease in motivation and concentration, memory deficit, daytime sleepiness, mood shifts, 

and immunity decline. The occurrence of sleep disorders negatively affect the QOL of 

individuals with CP (Zuculo et al., 2014). No previous research has looked specifically at 

daytime sleepiness symptoms as a predictor of QoL. Previous studies of relations between 

sleep disorders and QoL have largely focused on SDB and its treatment in otherwise 

typically developing children (Gilson et al., 2011). 
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1.2 Rationale 

Cerebral palsy is defined as a group of disorders of movement and posture causing activity 

limitations that can be attributed to non-progressive disturbances that occur in the 

developing fetal or infant brain. Recent studies on children with cerebral palsy seem to 

indicate that this population is at higher risk for sleep disorders. Children with cerebral 

palsy may have multiple risk factors for sleep disturbance because of the nature of their 

primary brain injury. Similarly, quality of life is a very relevant and important construct in 

the context of children with cerebral palsy because it can provide a broad subjective 

indication of their well-being across several life domains such as physical health and social 

and emotional well-being. Quality of life is considered a broad and multidimensional 

concept that includes subjective evaluations of both the positive and negative aspects of 

life. Sleep is vital for a child’s normal physical growth and psychological health and plays 

a critical role in the neurological development. Sleep deficiency in children with cerebral 

palsy significantly affects the child’s physical, emotional and cognitive development and 

performance. It was hypothesized that presence of sleep problems would be associated with 

impaired QOL in children with CP. By this study Physiotherapist and other professionals 

will aware about the sleep disturbance and quality of life with children of cerebral palsy 

and it can play a role in resolving. 

 

 

 

 

 

 

 

 

 



 

7 
 

1.3 Research question:  

What are the sleep disturbance and quality of life in children with cerebral palsy? 
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1.4 Study objective:  

1.4.1 General objective:  

To find out sleep disturbance and quality of life in children with cerebral palsy. 

1.4.2 Specific objective 

i. To find out sociodemographic information. 

ii. To find out sleep disturbance of children with cerebral palsy. 

iii. To find out association between sociodemographic information and sleep 

disturbance of children with cerebral palsy. 

iv. To find out association between sociodemographic information and quality of life 

in children with cerebral palsy. 
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1.5 Conceptual framework: 

 

Independent Variables   Dependent Variable 

 

 

 

 

Socio-demographic 

Variables. For example – 

Age 

Sex 

Types of delivery 

Types of Cerebral palsy 

Bedtime 

Sleep behavior 

Participation 

Communication 

  

Cerebral palsy 

Sleep disturbance 

Quality of life 
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1.6 Operational definition  

 

Cerebral palsy: Cerebral palsy (CP) is a group of disorders that affect a person's ability to 

move and maintain balance and posture. CP is the most common motor disability in 

childhood. Cerebral means having to do with the brain. Palsy means weakness or problems 

with using the muscles. 

Sleep disturbance: Sleep is vital for a child’s normal physical growth and psychological 

health and plays a critical role in the neurological development. Unresolved sleep 

disturbances which exist for many months place a heavy burden on the family and disrupt 

normal family life. Children with cerebral palsy may have multiple risk factors for sleep 

disturbance because of the nature of their primary brain injury. 

Quality of life: Quality of life is considered a broad and multidimensional concept that 

includes subjective evaluations of both the positive and negative aspects of life. It embraces 

the notion of holistic well-being and encompasses elements about general functioning and 

health, but also extends beyond these to include a person’s appraisal of their life 

experiences and social and emotional well-being. 
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CHAPTER-II                                                    LITERATURE REVIEW 

 

Children with neurodevelopmental problems, such as cerebral palsy, which is a collection 

of movement and posture disorders that limit activity and are caused by non-progressive 

changes in the fetal or infant brain, are affected (Fitzgerald et al.,2009). Sleep difficulties 

affect about 25% of childs who are developing normally, and they can affect up to 45% of 

childs with cerebral palsy (CP) (Samota et al., 2021).  

More recently, a survey from the Government of Canada revealed that by 2031, there will 

be three times as many adults over 65 living with CP (Amankwah et al.,2020).  

Prevalence estimates of CP range from 1.5 to more than 4 per 1,000 live births or childs in 

a specific age range, according to population-based research from around the world and 

the frequency of CP has not decreased despite recent improvements in obstetric and 

neonatal care. Despite better prenatal and obstetric care, the incidence of CP has not 

decreased. The frequency of CP in term infants has remained constant, even in facilities 

with ideal perinatal care environments with delivery asphyxia being a relatively rare 

occurrence. Because survival rates have increased over the past few decades, the 

prevalence has grown globally as a whole (Palisano RJ et al., 2018). 

 In spite of the fact that newborn mortality has decreased, CP incidence and severity have 

actually increased. Compared to term births, the incidence is significantly higher in preterm 

babies. Boys are more likely than girls to have cerebral palsy, and black children are more 

likely to have it than white children (Mayo clinic Infant Jaundice, 2019). 

In western nation, the prevalence of cerebral palsy is 2-2,5/1000, in various nations, it is 1 

to 5 per 1000 newborn and Asia does not have any trustworthy statistics. Some children's 

CP incidence has decreased as a result of better medical care and they would have died at 

a young age in the past are now alive thanks to medical advancements (Palisano RJ et al., 

2018).  

 Disorders of sleep initiation and maintenance, sleep-wake transition disorder, excessive 

drowsiness, and arousal disorder are more common in kids with CP (Samota et al., 2021). 

Cerebral palsy patients' sleep disorders may raise their risk of morbidity and mortality. To 
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facilitate the formulation of treatment plans or treatments, information addressing sleep 

disturbances among children with CP in Uganda is, however, inadequate. As a result, 

Munyumu et al. (2018) examined the prevalence and contributing factors of sleep problems 

among Ugandan children with cerebral palsy aged 2 to 12 years. Children with cerebral 

palsy (CP) may experience sleep issues that exacerbate pre-existing CP-related morbidity, 

such as impaired physical and cognitive performance, as well as decreased quality of life 

for the child and family.  

Over the past few years, there has been a steady rise in interest in the subject of sleep 

disturbances in kids with neurodevelopmental difficulties. However, the exact nature and 

frequency of sleep problems experienced by children with CP and the key predisposing 

factors to these sleep disturbances remain unclear (Horwood et al., 2018).  In the United 

States, almost 500,000 persons with CP can currently anticipate near-typical lifespans; 

nevertheless, they also have a higher likelihood of developing secondary disorders earlier 

than their peers without CP (Peterson, Gordon and Hurvitz 2013). 

The prevalence of sleep disorders has yet to be evaluated in Canadian children with CP. 

Similarly, there is a lack of understanding about other sleep-related characteristics of 

children with CP, such as the frequency of nighttime pain, need for repositioning by 

caregivers, use of melatonin, and sleep duration. In preschool- and school-aged children 

with CP in Canada, the prevalence of sleep disorders, the frequency of other sleep-related 

characteristics (e.g., nighttime pain, melatonin use, sleep duration) and the association of 

child and sleep-related characteristics with sleep problems (Horwood et al., 2018).  

A study conducted by Zuculo et al. (2014) with seventy-eight cerebral palsy patient to find 

out sleep pattern and the quality of health. The results of this study showed that 60.4% of 

them present sleep disorders, which estimates that sleep problems affect approximately 

33.0% of the population with cerebral palsy and respiratory one of the most common 

disorder, with 25.6 and 34.9%, respectively. CP may present deficit in respiratory 

movements, as a consequence of tonus disorders and posture during breathing and lack of 

coordination of the respiratory movements would lead some individuals with CP to a high 

risk of obstructive sleep apnea, assessed in this study using the SDSC in the RSD 

parameter.  
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A review study conducted by Lelis et al. (2016) to measure their nature of sleep disorders 

for children with CP and factors related to their sleep disorders. They have identified eleven 

types of sleep disorders and twenty-one factors linked to sleep disorders for children with 

CP. From previous descriptions of sleep disorders in children with CP, thereby potentially 

increasing awareness of care providers about sleep problem management are noticed. One 

study showed that abnormal sleep score occured by mental retardation (Wayte et al., 2012). 

Some studies included that primary visual impairment enhances risk for the development 

of sleep disorders. Between 20% and 50% of children have cortical visual impairment 

(Sellier et a.,2012). Their review suggests cognitive impairment and mental retardation 

have been associated with sleep disorders in children with CP. Parental reports included 

that dyskinetic CP children presented significantly higher scores for sleep-wake transition 

disorders and an abnormal sleep score was significantly associated with level five on the 

gross motor function classification system (GMFCS). Another study observes positively 

associated between sleep disorders and level of motor functioning by using GMFCS 

(Elsayed et al., 2013).  

Insomnia and sleep disordered breathing (SDB) were indicated with GMFSC grade V and 

IV while sleep bruxism was more common in grade III. Another study investigates about 

children's ages and GMFCS-levels, resulted in no statistically significant differences in 

sleep disturbance. Some study indicated that antiepileptic medications can increase the risk 

of sleep problems or demonstrate no association (Romeo et al et al.,2014). A prospective 

cohort study with 31 children with abnormal sleep scores, 14 children with active epilepsy, 

four got controlled epilepsy, and 13 showed no signs of epilepsy. No specific relationship 

was observed between the type of antiepileptic agent and sleep scores (Lelis et al.,2016). 

A study conducted by Radsel et al. (2016) with 122 cerebral palsy patient to find out health-

related quality of life of children and adolescents with cerebral palsy. In this study showed 

that the exception of social involvement and motor performance, children and adolescents 

with CP scored similarly to the general population in studies that compared their Health 

Related Quality of Life (HRQoL). In longitudinal investigations, HRQoL in childhood and 

adolescence showed strong correlations and also as predictors of lower HRQoL, pain, 

parenting stress, and psychiatric issues were discovered. Although motor disability 
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decreased engagement and functioning, it had significantly less of an impact on 

psychosocial wellbeing.  

A study conducted by Zuculo et al. (2014) with the questionnaire of sleep habits showed 

that 23.2% of the participants with CP wake up in the middle of the night and that 37.2% 

of them snore. On the basis of the results presented, sleep disorders and the QOL 

parameters showed negative correlation, indicating that the low sleep quality in this 

population that affects their physical and emotional well-being. 

 Most HRQoL measurement instruments currently in use examine an objective interaction 

between body structure, function, and participation rather than HRQoL (a subjective 

perspective) (Fayed et al., 2012). Many HRQoL measures are flawed because they only 

focus on how frequently patients express sadness and dissatisfaction with their 

participation in daily activities, rather than including indicators that measure wellbeing 

(positive emotions and satisfaction about daily activities, relationships, and life in general) 

(Wates et al.,2007).  

It is consistent with the data that overall QoL can be influenced by both physical and 

psychological factors and that children with CP can have good QoL that is not always 

correlated with the severity of their impairment. The CP literature also makes provisions 

for various QoL informants, including both parents and children or just the former. In the 

management of severe CP, where the ability to self-report may be hampered by cerebral 

and/or linguistic impairments, the use of parental proxy reports is particularly crucial. 

Proxy reports, however, might constitute a source of systematic bias due to their reliance 

on second-hand information and insider information. Additionally, parents are not always 

able to recognize QoL issues that their child prioritizes (Zuculo et al.,2014). 

In order to ascertain whether children were able to self-report, the SPARCLE project 

collected QoL reports from as many kids as it could, using a standardized measure of 

response competence for those with concomitant intellectual disability (Dickinson et al., 

2007). To make reliable comparisons of QoL across the range of children with CP, proxy 

reports for the entire population must be used, as one-third of the children were unable to 

self-report. Age, gender, illness severity, and pain levels in children have been 

demonstrated to affect parents' assessments of their children's quality of life in a variety of 



 

15 
 

chronic disorders, including CP. Previous research offered inconsistent results about the 

association between the severity of motor impairment and quality of life, and it was 

proposed that domains connected to physical symptoms may be more negatively impacted 

than domains related to social or emotional functioning (Varni et al., 2005). 

 This may be due in part to the ease with which physical rather than psychological 

symptoms can be reported. The stress of providing care as well as the parents' own mental 

health and well-being may have an impact on how parents perceive their children's quality 

of life (Lewes et al., 2006). Studies on the quality of life (QoL) of children with cerebral 

palsy (CP) have primarily concentrated on small cohorts of kids chosen from clinics with 

homogeneous degrees of impairment severity rather than the spectrum of impairments, and 

little is known about the influence of associated impairments in this population, despite the 

high prevalence of such difficulties. It is crucial to be able to identify children who are 

more likely to have poor QoL in clinical settings, hence it is vital to specifically identify 

the characteristics linked with the lowest QoL in each domain. According to the QoL 

dimensions that were looked at, we predicted that different levels of impairment severity 

would have varied effects on QoL components, and vice versa. we also anticipated that 

parental stress would be linked to parent proxy-reports of child QoL (Arnaud et al., 2010). 

A study conducted by Linda et al (2018) to assess the prevalence of sleep disorders and 

sleep-related characteristics in Canadian children with CP. In their cohort of 150 children 

with CP aged 3-12 years, 1 in 5 children had serious sleep disturbances (i.e., an abnormal 

total score on the SDSC), with rates nearly three times higher in school-aged compared to 

preschool-aged children (28.6% vs. 10.6%, respectively). In their study showed that 44.0% 

had clinically significant symptoms of one or more sleep disorder. Pain was the strongest 

predictor of having an abnormal total score and DIMS, adjusted for age group and degree 

of motor impairment had found. They also found that many children in their study were on 

melatonin or had a history of melatonin use. In their study, they showed that a strong 

association between melatonin use and having a sleep problem; this is likely due to the fact 

that the children had symptoms of DIMS or other sleep problems and were on melatonin 

for that reason, whether prescribed by their doctor or parental purchase of it over the 



 

16 
 

counter. Health care professionals caring for this population should regularly search about 

sleep problems and pain. 

A cross-sectional data conducted by Makris et al. (2019) with 11 independent studies, 

comparing self and parent-reported QoL among the young CP population to neuro-typical 

peers, were quantitatively evaluated. Physical health and wellbeing was identified as a 

main area of difference for both groups. Psychological and social QoL fields for children 

and adolescents with CP were also rated lower than peers, although this pattern was not 

suitable across included studies. Notably, Physical and psychosocial difficulties 

identification found more easily by the parents that their child may experience (Rapp et 

al.,2017).  

The current research highlight challenges in the selection of the most appropriate and 

reliable assessment tool when measuring QoL in children with cerebral palsy. As the World 

Health Organisation thinks, QoL is subjective. So, self-report should be the first choice 

according to them. Self-report assesses offer the child an opportunity to reflect on their 

own personal experiences. Parents can provide an instructed to how a disability may impact 

their child’s QoL, there is also evidence that parental distress can negatively influence of 

QoL ratings (Davis et al., 2012). Level of parent and child convenant appeared to be higher 

when comparing objective physical domains as aversed to subjective psychological and 

social aspects. As a result, an accurate QoL assessment should take into account a variety 

of (physical, psychological, and social) dimensions of health status and wellbeing rather 

than only concentrating on the specific symptoms and effects associated with CP (such as 

mobility, weakness, and ability to take care of oneself). This comprises areas that are 

thought to be essential to a child's welfare, like a strong emotional support system made up 

of friends and family members and a successful educational experience (Gilson et 

al.,2014). 

A study conducted by Adiga et al. (2014) found that eleven children (22%) had SD (sleep 

disturbance) as one of the presenting complaints and eighteen children (36%) had 

pathological sleep. DIMS was the most frequently reported SD (n = 25, 50%). Thirt- five 

kids (or 70%) were sleeping in the same bed as their mothers. In 70% of cases, people 

shared beds. Sharing beds with the kids were 23 out of 25 caregivers (92%) who had sleep 
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disturbances. SD and bed-sharing were significantly correlated in carers. Eight kids (16%) 

were wearing orthotics at night. Although it was anticipated that children wearing orthoses 

at night would experience a higher incidence of SD. A similar pattern has also been noted 

in other earlier research. In contrast to several earlier investigations, twenty children (40%) 

in our sample had dental caries. 

In contrast to an earlier study, when bed-sharing was linked to higher DIMS, SBD, SWTD, 

etc., our investigation found no association between bed-sharing and problematic sleep 

individual SD in CP patients (Moi et al., 2012). 

Physical, mental, and social well-being are all included in the subdomain of quality of life 

known as quality of life related to health (QOL). Health-related QOL has been elevated to 

a significant outcome indicator for kids with CP. According to research, children and 

teenagers with CP have lower functional and psychosocial quality of life than their peers 

without the condition (Tsoi et al.,2012). Traditional CP therapies have been linked to 

enhancements in the functional quality of life of patients, but these therapies have had less 

of an effect on psychosocial QOL. In particular, earlier research discovered a tenuous link 

between psychosocial QOL and CP severity assessments. This has prompted a demand for 

additional research into other patient-level characteristics that may have an impact on 

psychological QOL. Lower QOL may be brought on by the comorbidities, or the 

coexistence of numerous of these impairments. If this is the case, healthcare measures that 

aimed to lessen CP comorbidities may benefit patients' quality of life (Tessiere et al., 2017). 

Single-parent families indicate a greater prevalence of sleep disordered breathing (SDB), 

suggesting that socio-environmental factors including family structure and socioeconomic 

status may possibly affect risk in the CP population. Lower sleep quantity and duration are 

linked to preterm gestation, a perinatal risk factor for cerebral palsy, however the findings 

related low birth weight are less certain. It has been suggested that excessive daytime 

sleepiness (EDS), which is frequently a result of SDB and other sleep disruptions, is a 

significant symptom in connection to quality of life (QoL) (Newman et al.,2006). Daytime 

drowsiness symptoms have not been explicitly studied as a QoL predictor in prior studies. 

SDB and its treatment in otherwise typically developing children have been the main topics 

of previous investigations on the relationships between sleep problems and quality of life. 
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Continuous positive airway pressure (CPAP), the first-line treatment for SDB in children, 

as well as adeno-tonsillectomy may improve certain aspects of QoL for both children and 

their caretakers (Hsiao et al.,2008).  

Reimer and Flemons emphasized the need for more research to expand the concept of 

"sleep disorder" to encompass symptoms other than apnea as well as the need for more 

precise QoL categories in their review of sleep disorders and QoL. There is a dearth of 

research on sleep disorders and CP, and there are no prevalence figures for SDB in CP.  

Incontinence, self-concept ratings, and GMFCS level were significant predictors of QoL 

(Soyupek et al., 2010). The results of the one prior study that examined the relationship 

between SDB treatment and QoL in the CP population show that treating SDB may 

improve QoL. The wide variety of physical, cognitive, and sensory problems linked to CP 

makes it challenging to assess children's quality of life. The majority of studies of children 

in grade school use parent proxy ratings, however there are methodological variances, such 

as different emphasis on health status in the measurement of QoL and different choice of 

informant. According to conflicting findings, children with CP have lower QoL than their 

usually developing classmates (Sandella et al., 2011) 
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CHAPTER-III                                                            METHODOLOGY 

 

3.1 Study design: 

The researcher chosen a cross-sectional study to conduct the investigation. In this study a 

cross sectional study design was used to find out sleep disturbance and quality of life 

among children with cerebral palsy. This study design was appropriate to find out the 

objectives. The data was collected at the same time or within a short time. A cross-sectional 

design gives a snapshot of the study's variables at a certain point in time. 

3.2 Study site: 

Data was collected at the CRP Paediatric unit in Savar, Dhaka by the researcher. This study 

were conducted on the mothers of children with cerebral palsy at the Centre for the 

Rehabilitation of the Paralysed (CRP), Savar, Dhaka. The parents showed no difficulty in 

providing information to the researcher. 

3.3 Study population: 

A population was the total group, set of events of the observation on which a study is 

conducted. It was the population the researcher was interested in and wanted to generalize 

the study's findings to. The study's sample population were chosen from the mothers of 

cerebral palsy children those were received treatment at CRP. 

3.4 Sampling technique:  

The convenience sampling method was used to choose the sample for this study. A 

convenience sample was a collection of people who (conveniently) meet the criteria for the 

study. 
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3.5 Sample size: 

 In the case of a cross-sectional study, the finite population correction equation was 

  n = 
𝑍2𝑃×𝑄

𝑑2  

   = 
(1.96)2 ×0.34×0.66

(0.05)2  

   = 
3.84×0.34×0.66

0.0025
 

   = 
0.8616

0.0025
 

=344 

Here,  

Z (confidence interval) =1.96 

P (prevalence) =0.34 

Q = 1 – P 

    = 1 – 0.34 

    = 0.66 

The actual sample size was, n = 344  

But due to time limitation 102 samples (mothers of cerebral palsy children) were taken in 

total for this study from 16-05-2023 to 16-07-2023. 

3.6 Inclusion criteria: 

 Children with Cerebral palsy and diagnosis was confirmed by pediatrician. 

 Mother who has children with Cerebral Palsy age between 4 to 12 years.  

 Interview has taken only from the mother who was willing to participate in the 

study. 

 All types of cerebral palsy children can participate in the study. 

 Those mothers whose child take treatment in CRP. 
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3.7 Exclusion criteria: 

 Other neurological condition except Cerebral palsy and diagnosis was not 

confirmed by pediatrician. 

 Mothers who was mentally ill.  

 Mothers who was Cerebral Palsy children age more than 12 years 

 Mothers who was unwilling to participate in this study 

3.8 Measurement tools:  

The study required a Bengali Consent Form and Questionnaire (Children Sleep Habit 

Questionnaire and Cerebral Palsy Quality of Life), as well as other materials such as a pen, 

pencil, eraser, clip board, white paper and note book. Demographic data were collected 

based on a literature review and the study objectives. Parents were asked about their age, 

gender, marital status, occupation, types of delivery, educational level, monthly family 

income etc. 

Children Sleep Habit Questionnaire (CSHQ) 

The Children's Sleep Habits Questionnaire is a psychological questionnaire designed to 

measure sleep behaviors in children ages 4–12. The questionnaire is about your child’s 

sleep habits and possible difficulties with sleep. Think about the past week in your life 

when you answer the questions. If last week was unusual for a specific reason, choose the 

most recent typical week. Unless noted, check Always if something occurs every night, 

Usually, if it occurs 5 or 6 times a week; Sometimes if it occurs 2 to 4 times a week; Rarely 

if it occurs once a week, and Never if it occurs less than once a week. This questionnaire 

measured by different habit of sleep such as; bedtime, sleep behavior, waking during the 

night and morning wake up. 
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Cerebral palsy quality of life (CPQOL) Questionnaire 

QOL was assessed using the CPQOL-CHILD, a questionnaire for children with cerebral 

palsy. Two versions of the questionnaire were available: the child self-report version was 

for children aged 9 to 12 and comprises 53 items, while the parental proxy version was for 

children aged 4 to 12. The CPQOL-CHILD parent proxy version was utilized. Version in 

Hindi was verified. All items in various domains were rated from 1 to 9, where 1=very 

unhappy and 9=very happy, but in pain and impact of disability domain rating is 1=not 

upset and 9=very upset. In this questionnaire, we wanted to ask participants some questions 

about how you think your child FEELED about aspects of their life such as family, friends, 

health and school. Each question began with “How do you think your child FEELS?” It 

was important for you to report how you believe your child feels. Sometimes it was difficult 

to know how your child is feeling. Please just try and answer as best as you can. For each 

question we wanted you to circle the best number that shows how you think your child 

FEELED. You could circle any number from 1 (Very unhappy) to 9 (Very happy). This 

questionnaire was measuring how your child feel, not what they could do. 

3.9 Data collection:  

The participant has the right to refuse to respond to any question when completing the 

questionnaire, the researcher explained at the started of the study. They were free to leave 

the study whenever they like. The purpose of the study was also made clear to all 

participants by the researcher. Participants received assurances that no personal 

information would be made public. Using a written consent form, the researcher obtained 

each volunteer participant's consent. Following the participants' agreement, a standard 

questionnaire was utilized to determine the complaint and gather demographic data. The 

format of the questions was in Bangla. The interview was performed face-to-face, and 

questions were posed by the researcher. Only the physical conditions was taken into 

account. To ensure the interviewee maintained appropriate attention, distracting stimuli 

were taken away. As far as possible, the interviewee was questioned alone with their 

consent because sometimes close relatives can provide guidance for their answers. During 

the interview, the researcher established a rapport and clarified her questions. The best 

method for securing participants' full cooperation in a survey is face-to-face interviews. 
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Face-to-face interviews were also useful for describing population characteristics. Face-to-

face interviews were conducted to gather particular information that will be utilized to 

describe the demographic in discussion. In order for the patients to fully understand the 

questions and provide accurate answers, the questions were occasionally described in the 

native language of the participants, depending on their degree of comprehension. To 

prevent inaccuracies, the researcher independently collected all of the data. 

3.10 Data analysis: 

To analyze the data, descriptive statistics were utilized. According to Hicks (2009), 

descriptive statistics refers to techniques for describing a group of findings in terms of its 

most interesting aspects. Statistical Package for the Social Science (SPSS) version 25 was 

used to analyze the data. The researcher created a computer-based data definition record 

file that contains a list of the variables in order after labeling them in a list. The researcher 

defined the types, values, decimal, label alignment, and measurement level of the data and 

entered the names of the variables in the variable view of SPSS. The next step was to 

organize up new data files and verify that all data had been appropriately entered from the 

questionnaire sheet into the SPSS data view before examining the inputted data set. The 

raw data were then prepared for SPSS analysis. On frequency and sensitivity tables, data 

were gathered. The mean plus standard error (SE) for each variable was used to calculate 

central tendency. One-way anova tests were used to explore how numerical variables were 

related. Descriptive statistics were used to assess the data, determine percentages, and 

present it using table, bar graph, pie chart, etc. The pie chart and bar graph were 

embellished using Microsoft Office Excel 2017. There were quantifiable data in the study's 

findings. A lot of information was gathered during this study. 
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3.11 Ethical consideration: 

The researcher followed the following ethical guidelines: The researcher adhered to the 

guidelines set forth by the WHO and the Bangladesh Medical Research Council (BMRC). 

The BHPI physiotherapy department received a research proposal for approval, which was 

granted by the faculty. The proposal also received initial approval from the course 

coordinator and the research project supervisor before the study could be taken out. The 

Institutional Review Board (IRB) of Bangladesh Health Professions Institute (BHPI) 

received the dissertation proposal, together with the methodology, for an oral presentation 

defense. The Institutional Review Board then gave its approval and gave permission for 

this research to proceed. The researcher began the study after receiving approval from the 

academic center to do it. The Pediatric Department of CRP, Savar has given the researcher 

permission to collect data. Before inviting them to participate in the study, the participants 

would be informed. A written consent form was utilized to get each participant's consent 

for the study, and for participants aged 4 to 12 years-old, the researcher also obtained 

approval from their parents. The researcher made sure that each participant was made 

aware of their rights and liberties as well as the purpose and goals of the study. The 

researcher made sure the study didn't hinder the organization (CRP). Highly maintained 

confidentiality for all types. The researcher took care to keep all information secret. After 

learning the academic and clinical guidelines for conducting the study, including what 

should be done and what should not, the researcher was qualified to conduct the study. All 

participant rights were protected, and the researcher was obligated to respond to any 

participant questions about the study. 

3.12 Informed consent: 

 In this research, consent forms were given to potential participants after they verbally 

agreed to participate in the study and understood its objectives. They were informed that 

their participation was entirely up to them and that they might revoke it at any time. 

Additionally, they were informed that privacy would be respected. Though they won't be 

named, information may be published in any writing or presentations. The findings of the 

study might not directly benefit them, but they had positive consequences on the population 

of physiotherapists. 
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CHAPTER-IV                                                                            RESULTS 

 

4.1 Socio-demographic Information 

A total 102 subjects were studied in this study. Necessary information was collected from 

the respondents and after analysis data was presented as tables and graphical from below. 

 

4.1.1 Age 

Among the 102 participants in this study, 4-6 years old made up 71 participants, 6-9 years 

old made up 26 participants and 9-12 years old made up 5 participants. 

 

 

 

 

 

 

Figure -01: Age of the participants 
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4.1.2 Gender 

Among the 102 participants 63% (n=64) were male and 37% (n=38) were female in this 

study. 

 

 

 

 

 

 

 

 

 

 

                                                Figure 02: Gender of the participants 
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4.1.3 Living area 

Among the 102 participants 50% (n=51) were rural, 33% (n=34) were urban and 17% 

(n=17) were semi-urban. 

 

 

 

 

 

 

 

 

 

Figure 03: Living area 
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Table 01: Occupation of respondent 

 

Occupation of respondent Number Percentage 

Govt. worker 5 4.9% 

Businessman 19 18.5% 

Laborer 1 1% 

Unemployment 12 11.8% 

Housewife 51 50% 

Teacher 2 2% 

Others 12 11.8% 

 

 

Among the 102 participants 4.9% (n=5) were Govt. worker, 18.5% (n=19) were 

Businessman, 1% (n=1) were Laborer, 11.8% (n=12) were unemployment, 50% (n=51) 

were Housewife, 2% (n=2) were Teacher and 11.8% (n=12) were others such as students 

etc. 
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Table 02: Educational status 

 

Educational status Number Percentage 

Primary 20 19.7% 

High school 3 2.9% 

SSC 49 48% 

HSC 9 8.8% 

Hon’s 11 10.8% 

Masters 10 9.8% 

 

 

 

Among the 102 participants 19.7% (n=20) were primary, 2.9% (n=3) were high school, 

48% (n=49) were SSC, 8.8% (n=9) were HSC, 10.8% (n=11) were Hon’s and 9.8% (n=10) 

were masters. 
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4.1.4 Cousin marriage 

Among the 102 participants 12% (n=13) allow cousin marriage and 88% (n=89) don’t 

allow cousin marriage. 

 

 

 

 

 

 

Figure 04: cousin marriage 
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4.1.5 Types of delivery 

Among the 102 participants 61% (n=63) normal vaginal delivery, 39% (n=39) cesarian 

section and there was no any forceps delivery. 

 

 

 

 

 

 

 

 

 

                                     Figure 5: Types of delivery of the participants 
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4.1.6 Types of cerebral palsy 

Among the 102 participants 79% (n=81) were spastic, 19% (n=19) were athetoid and 2% 

(n=2) were ataxic. 

 

 

 

 

 

 

 

 

 

 

                                 Figure 6: Types of cerebral palsy of the participants 
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4.2 Sleep Disturbance Questionnaire part 

 

 Bedtime 

 

4.2.1 Bedtime child falls asleep alone in own bed 

 

In this study it was found that about 3% (n=3) participants selecting never, 6% (n=6) 

participants selecting rarely, 25% (n=26) participants selecting sometimes, 3% (n=3) 

participants selecting usually and 63% (n=64) participants selecting always falls asleep 

alone in own bed. 

 

 

 

                               Figure 7: Child falls asleep alone in own bed 
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4.2.2 Bedtime resist going bed at bedtime  

 

In this study it was found that about 46.1% (n=47) participants selecting never, 14.7% 

(n=15) participants selecting rarely, 30.4% (n=31) participants selecting sometimes, 4.9% 

(n=5) participants selecting usually and 3.9% (n=4) participants selecting always resist 

going bed at bedtime. 

 

 

 

 

 

 
 

 

                                          Figure 8: Resist going bed at bedtime 
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4.2.3 Bedtime afraid sleeping dark 

 

In this study it was found that about 72% (n=74) participants selecting never, 7% (n=7) 

participants selecting rarely, 5% (n=5) participants selecting sometimes, 7% (n=7) 

participants selecting usually and 9% (n=9) participants selecting always afraid sleeping 

dark. 

 

 

 

 

 

                                                     Figure 9: Afraid sleeping dark 

 

 

 

 

72%

7%

5%

7%

9%

NEVER

RARAELY

SOMETIME

USUSALLY

ALWAYS



 

36 
 

4.2.4 Bedtime child falls asleep within 20 minutes after going to bed  

 

In this study it was found that about 8.8% (n=9) participants selecting never, 66.7% (n=68) 

participants selecting rarely, 17.6% (n=18) participants selecting sometimes, 2% (n=2) 

participants selecting usually and 4.9% (n=5) participants selecting always falls asleep 

within 20 minutes after going to bed. 

 

 

 

 

                    Figure 10: Child falls asleep within 20 minutes after going to bed  

 

 

 

 

 

5

2

1
8

6
8

9

A L W A Y S U S U A L L Y S O M E T I M E S R A R E L Y N E V E R



 

37 
 

4.2.5 Bedtimes child falls asleep in parent’s or sibling’s bed 

 

In this study it was found that about 34% (n=35) participants selecting never, 5% (n=5) 

participants selecting rarely, 42% (n=43) participants selecting sometimes, 15% (n=15) 

participants selecting usually and 4% (n=4) participants selecting always falls asleep in 

parent’s or sibling’s bed. 

 

 

 

                            Figure 11: Child falls asleep in parent’s or sibling’s bed 
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4.2.5 Bedtime child goes to bed at the same time at night  

 

In this study it was found that about 2.9% (n=3) participants selecting never, 71.6% (n=73) 

participants selecting rarely, 22.5% (n=23) participants selecting sometimes, 2% (n=2) 

participants selecting usually and 1% (n=1) participants selecting always child goes to bed 

at the same time at night. 

 

 

 

 

                           Figure 12: Child goes to bed at the same time at night  
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 Sleep behavior 

 

4.2.6 Sleep behavior child awakens during the night 

 

In this study it was found that about 1% (n=1) participants selecting never, 10% (n=11) 

participants selecting always, 14% (n=15) participants selecting usually, 50% (n=50) 

participants selecting sometimes and 25% (n=25) participants selecting rarely shows child 

awakens during the night. 

 

 

 

 

                                          Figure 13: Child awakens during the night 
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4.2.7 Sleep behavior child sleep about the same amount each day  

 

In this study it was found that about 3.9% (n=4) participants selecting never, 1% (n=1) 

participants selecting always, 29.4% (n=30) participants selecting usually, 61.8% (n=63) 

participants selecting sometimes and 3.9% (n=4) participants selecting rarely shows child  

sleep about the same amount each day. 

 

 

 

 

 

                            Figure 14: Child sleep about the same amount each day  
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4.2.8 Sleep behavior child moves bed during night  

 

In this study it was found that about 8% (n=8) participants selecting never, 8% (n=8) 

participants selecting always, 18% (n=18) participants selecting usually, 55% (n=56) 

participants selecting sometimes and 11% (n=12) participants selecting rarely shows child 

moves bed during night.  

 

 

 

 

 

                                          Figure 15: Child moves bed during night  
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4.2.9 Sleep behavior child grinds teeth during night 

 

In this study it was found that about 79.4% (n=81) participants selecting never, 9.8% 

(n=10) participants selecting always, 3.9% (n=4) participants selecting usually, 5.9% (n=6) 

participants selecting sometimes and 1% (n=1) participants selecting rarely shows child 

grinds teeth during night. 

 

 

 

                                      Figure16: Child grinds teeth during night  
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4.2.10 Sleep behavior child is restless during sleep  

 

In this study it was found that about 32% (n=33) participants selecting never, 18% (n=18) 

participants selecting always, 36% (n=37) participants selecting usually, 11% (n=11) 

participants selecting sometimes and 3% (n=3) participants selecting rarely shows child is 

restless during sleep. 

   

 

 

 

 

 

 

                                          Figure 17: Child is restless during sleep 
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 Waking during the night 

 

4.2.11 Waking during the night child wakes up more than once 

Among 102 participants of this study found that about 3% (n=4) participants selecting 

never, 10% (n=10) participants selecting always, 20% (n=20) participants selecting usually, 

24% (n=25) participants selecting sometimes and 43% (n=43) participants selecting rarely 

wakes up more than once. 

 

 

 

                                      Figure 18: Child wakes up more than once 
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4.2.12 Waking during the night child wakes up once  

 

In this study it was found that about 20.6% (n=21) participants selecting never, 34.3% 

(n=35) participants selecting always, 24.5% (n=25) participants selecting usually, 15.7% 

(n=16) participants selecting sometimes and 4.9% (n=5) participants selecting rarely shows 

child wakes up once. 

 

 

 

 

                                            Figure 19: Child wakes up once 
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 Morning wake up 

 

4.2.13 Morning wake up child falls asleep during activities 

 

Among 102 participants of this study found that about 75.5% (n=77) participants selecting 

never, 12.7% (n=13) participants selecting always, 8.8% (n=9) participants selecting 

usually, 2% (n=2) participants selecting sometimes and 1% (n=1) participants selecting up 

child falls asleep during activities. 

   

 

 

 

 

 

Figure 20: Child falls asleep during activities 
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4.2.14 Morning wake up child wakes up very early  

 

In this study it was found that about 7% (n=7) participants selecting never, 6% (n=6) 

participants selecting always, 76% (n=78) participants selecting usually, 9% (n=9) 

participants selecting sometimes and 2% (n=2) participants selecting rarely shows child 

wakes up very early. 

   

 

 

 

 

 

                                                   Figure 21: Child wakes up very early  
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4.2.15 Morning wake up child wakes up by himself  

 

In this study it was found that about 4.9% (n=5) participants selecting never, 1% (n=1) 

participants selecting always, 42.2% (n=43) participants selecting usually, 36.3% (n=37) 

participants selecting sometimes and 15.7% (n=16) participants selecting rarely shows 

child wakes up by him or herself. 

 

 

 

 

                                          Figure 22: Child wakes up by himself  
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4.2.16 Morning wake up child seems tired during daytime  

 

In this study it was found that about 26.5% (n=27) participants selecting never, 41.2% 

(n=42) participants selecting always, 25.5% (n=26) participants selecting usually, 2.9% 

(n=3) participants selecting sometimes and 3.9% (n=4) participants selecting rarely shows 

child seems tired during daytime. 

 

 

 

 

 

 

                                 Figure 23: Child seems tired during daytime  
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4.3 Association between sociodemographic information and sleep disturbance 

 

Sociodemographic  

variable 

Sleep Chi-Square 

value 

Significance/ 

P value 

Age Sleep behavior 76.710 0.041 

Occupation of 

respondent 

Bedtime 58.879 0.039 

 Morning wake up 41.671 0.056 

Educational status Bedtime 54.064 0.012 

 Sleep behavior 35.934 0.050 

Living area Sleep behavior 15.936 0.031 

 Waking during the 

night 

14.944 0.054 

Cousin marriage Bedtime 16.452 0.009 

Types of delivery Bedtime 10.615 0.025 

 Sleep behavior 10.873 0.020 

Types of CP Sleep behavior 24.652 0.008 
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Association of sociodemographic information with sleep disturbance: 

One of the objective of this study was to examine an association between 

sociodemographic information and sleep disturbance. So in continuation of this, researcher 

have found out the p value (significant value) as well as test value by chi-square test. 

Firstly, done an association in between CSHQ scores and independent variable than another 

association in between CPQOL categories and independent variable had done by 

researcher. After testing according to data type a significant value had been found there, 

significant value was found in between overall age of children and CSHQ scores (Sleep 

behavior) done by chi-square test that p value was 0.041 and the test value was 76.710. 

Overall occupation of respondent and CSHQ scores (Bedtime and morning wake up) were 

found significant value done by chi-square test (p value:0.039; p value:0.056) and the test 

value were (58.879, 41.671). Another significant value was found in between overall 

cousin marriage and CSHQ score (Bedtime) that p value was 0.009 and test values was 

16.452. Overall types of CP and CSHQ scores (sleep behavior) was found significant value 

was 0.006 and the test value was 24.652. The significant values were found in between 

overall educational status and CSHQ score (Bedtime and sleep behavior) were found that 

significant values were (0.012, 0.050) and the test values were (54.064, 35.934). Another 

significant value was found in between overall types of delivery and CSHQ score (Bedtime 

and sleep behavior) were found that p values were (0.025,0.020) and test values were 

(10.615,10.873). Overall living area and CSHQ scores (Bedtime and waking during the 

night) were found significant value done by chi-square test that p values were (0.031, 

0.054) and test values were (15.936, 14.944). Those types of values mentioned it was 

significant because if the (p=<0.05) it considered as significant. 
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4.4 Association between sociodemographic information and quality of life 

 

Sociodemographic  

variable 

QOL Kruskal wallis/ 

Mann whitney 

value 

Significance/ 

P value 

Age Family & friend 9.226b 0.010 

Gender Family & friend 887.500a 0.037 

 Participation 861.000a 0.024 

 Special equipment 992.000a 0.020 

Occupation of 

respondent 

Family and friend 17.133b 0.009 

  13.002b 0.043 

  26.017b 0.000 

 Participation 13.104b 0.041 

 Health 15.937b 0.014 

  20.407b 0.002 

  15.174b 0.019 

  19.578b 0.003 

 Special equipment 33.082b 0.000 

  14.932b 0.021 

 Pain & bother 14.036b 0.029 

  17.550b 0.007 

Educational status Family & friend 11.564b 0.041 

 Special equipment 14.994b 0.010 

  67.212b 0.000 

  21.910b 0.001 

Living area Family & friend 7.054b 0.029 

  6.935b 0.031 

 Health 6.570b 0.037 

Types of delivery Family & friend 5.549b 0.018 

 Health 4.671b 0.031 

Types of CP Family & friend 7.469b 0.024 

  6.629b 0.036 

 Participation 6.333b 0.042 

a= Mann whitney; b=Kruskal wallis 
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Association of sociodemographic information with quality of life: 

Another association in between CPQOL and independent variable had been done by 

researcher an association between Children’s age and CPQOL (Family and friend) are 

tested by Kruskal wallis and the test value (9.226) and p value (.010). Mann whitney is 

done to find out an association between gender and CPQOL (Family and friend, 

participation and special equipment) where test value (887.500, 861.000 and 992.000) and 

p value (0.037, 0.024 and 0.020). Occupation of respondent and CPQOL (Family and 

friend, Participation, Health, Special equipment and Pain and bother) are associated by 

kruskal wallis test (p value: 0.009; p value: 0.043; p value: 0.000; p value: 0.041; p value: 

0.014; p value: 0.002; p value: 0.019; p value: 0.003; p value: 0.000; p value: 0.021; p 

value: 0.029; p value: 0.007) and the test values were (17.133, 13.002, 26.017, 13.104, 

15.937, 20.407, 15.174, 19.578, 33.082, 14.932, 14.036 and 17.550). Kruskal wallis is also 

done to find out an association between educational status and CPQOL (Family and friend 

and special equipment) where test values were (11.564, 14.994, 67.212 and 21.910) and p 

value were (p value: 0.041; p value:0.010, p value: 0.000 and p value: 0.001). Living area 

and CPQOL (Family and friend and health) are associated by kruakal wallis test (p value: 

0.029, p value: 0.031 and p value: 0.037) and the test values were (7.054, 6.935 and 6.571). 

Types of delivery and CPQOL (Family and friend and health) are associated by kruakal 

wallis test (p value: 0.018 and p value: 0.031) and the test values were (5.549and 4.671). 

Types of CP and CPQOL (Family and friend and health) are also associated by kruakal 

wallis test (p value: 0.024, p value: 0.036 and p value: 0.042) and the test values were 

(7.469, 6.629 and 6.333). All type of values mentioned it was significant because if the 

(p=<0.05) it considered as significant. 
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CHAPTER-V                                                                                           DISCUSSION 

 

Cerebral Palsy is ‘‘a group of developmental disorders of movement and posture, causing 

activity limitation or disability imposed to disturbances occurring in the fetal or infant 

brain. The motor impairment may be associated by a seizure disorder and by impairment 

of sensation, cognition, communication and/or behavior and by further musculoskeletal 

problems.’’ Cerebral palsy is higher prevalence of disorder of initiation and maintenance 

of sleep, sleep–wake transition disorder, excessive sleepiness. It was hypothesized that 

presence of sleep problems would be associated with impaired QOL in children with CP 

(Samota et al., 2021). 

In this study the responses were measured by the structured questionnaire including CSHQ 

and CPQOL. A descriptive and inferential statistical analysis have been directed to find out 

the result. In the descriptive section the categorical variables were measured in percentage 

and have been showed in different bar diagrams, pie charts and tables. In the inferential 

section, Mann whitney, Kruskal wallis and Chi-square test were conducted to find out the 

association between different dependent (sleep disturbance and quality of life) and 

independent variables (age, gender, occupation, educational status, type of delivery, types 

of CP etc). 

In this study, result showed that sociodemographic information, sleep disturbance and 

quality of life according to CSHQ and CPQOL.  

The purpose of this cross-sectional study is to investigate the sleep disturbance and quality 

of life. This study is modifiable as it is a cross-sectional study, and although it is considered 

an exploratory study, it does provide some relevant information regarding cerebral palsy 

and sleep disturbance and quality of life. 

In this study, 102 participants of children with cerebral palsy are taken. In the case of age, 

the most participants were attended from 4-6 age groups. Among 102 of participants 

69.6%(n=71) participants were in 4-6 age group, 25.,5%(n=26) participants were in 7-9 

age group and 4.9%(n=5) participants were in 10-12 age group. 
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A study conducted by Adiza et al. (2014) showed that thirty-five children (70%) were 

sharing their bed with their mothers. Bed-sharing had no association with pathological 

sleep in CP patients in their study. In this study, it was found that about 34% (n=35) 

participants selecting never, 5% (n=5) participants selecting rarely, 42% (n=43) 

participants selecting sometimes, 15% (n=15) participants selecting usually and 4% (n=4) 

participants selecting always falls asleep in parent’s or sibling’s bed. 

Study was conducted by Kumar et al. (2016) with 81 participants with children of CP. In 

this study there was 56.79% male children they were 46 in number and 43.21% where 

female was 35 in number. Children’s mean age was 6.57, SD±19. Education status of 

parents had three categories among them n=27or 33.33% had completed their primary 

education, n=43 or 53.09% completed secondary education and n=11 or 13.58% had 

completed higher secondary education. On the other hand, in this study it included 102 

participants of children with cerebral palsy male were n=64(63%) and number of female 

were n=38(37%), it showed most of the children of our study was male. Among 102 

participants, parents’ education level was bellow SSC (n= 2) 2%; S.S.C completed (n= 49) 

48%; H.S.C completed(n=9)8.8%; Hon’s completed (n=11) 10.8% and Masters completed 

(n= 10) 9.8%. In our study among 102 participants, govt. worker (n=5) 4.9%; businessman 

(n=19) 18.6%, labourer (n=1) 1%, unemployment (n=12) 11.8%, housewife (n=51) 50% 

and teacher (n=2) 2%. Urban area (n=34) 33%, semi-urban (n=17) 17% and rural (n=51) 

50% were found in our study.  

In addition, the monthly income of the parents of cerebral palsy children ranged from 5000- 

70000 taka. Most of the parent's (20%, n=20) monthly income 10000 taka. About 13% 

(n=13) of parent's monthly income is 20000 taka, 6% (n=6) of parent’s monthly income 

ranged from 40000-50000 taka and 3% (n=3) of parent’s monthly income is 6000 taka.  

The result of the CSHQ scale showed that about 1% (n=1) participants selecting never goes 

to bed, 2% (n=2) participants selecting rarely goes to bed, 22.5% (n=23) participants 

selecting sometimes goes to bed, 71.6% (n=73) participants selecting usually goes to bed 

and 2.9% (n=3) participants selecting always goes to bed and also found that about 3.9% 

(n=4) participants selecting never, 1% (n=1) participants selecting always, 29.4% (n=30) 

participants selecting usually, 61.8% (n=63) participants selecting sometimes and 3.9% 
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(n=4) participants selecting rarely shows different sleep behavior and also found that about 

75.5% (n=77) participants selecting never, 12.7% (n=13) participants selecting always, 

8.8% (n=9) participants selecting usually, 2% (n=2) participants selecting sometimes and 

1% (n=1) participants selecting rarely waking during the night. 

In this study there was an association between sociodemographic information and sleep 

disturbance that tested by Chi-square test. Occupation of respondent and living area were 

found significant value with sleep disturbance (bedtime, sleep behavior, morning wake up 

and waking during the night) that the test value (58.879, 15.936, 41.671, 14.944) and p 

value (0.039,0.031, 0.056, 0.054). Another study conducted that Caregivers' variables, such 

as being single parents, bed-sharing, maternal employment, low socio-economic status, and 

sleep problems increased the frequency of children's sleep disorders and disorders of 

arousal. A child's sleep score was significantly positively associated with living in a single 

parent family, sleeping with parents and bede-sharing (Lelis et al., 2016) 

A study included by Adiga et al. 2014 with forty-two children (84%) had spastic CP, five 

(10%) had mixed CP, and three (6%) had dyskinetic CP. Fifteen out of 42 with spastic CP 

were hemiplegic, 14 were diplegic, 4 were triplegic, and 9 were tetraplegic CP. On the other 

hand, this study it included seventy-nine children (79%) had spastic CP, nineteen children 

(19%) had dyskinetic CP and only two children (2%) had ataxic CP. Another study 

conducted that parental reports indicated that dyskinetic CP children presented 

significantly higher scores for sleepewake transition disorders and sleep hyperhidrosis than 

children with hemiplegia, quadriplegia, or diplegia. 

A study conducted by Samota et al. (2021) showed that QOL of males was severely affected 

than females which was attributed to gender biased perception of disability by parents. In 

our study, we find same information. But another study showed that QOL of CP children 

was not affected by gender. 

Study included that children have significantly higher QoL scores if their families have 

higher incomes, their parents have higher educational levels and are employed, or they live 

with both parents. In this study, socioeconomic determinants were associated weakly with 

QoL, as reported by the parents. They found that the risk of being in the lower quartile of 
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QoL in the parental relations domain increased with higher levels of parental education 

(Arnaud et al.2010).  

On the other hand, in this study it included association between education of parents and 

quality of life such as, family and friend and special equipment were found significant 

value where the values were (11.564, 14.994, 67.212, 21.910) and p values were (0.041, 

0.010, 0.000, 0.001). 

A study conducted by Samota et al. (2021) had included education of parents was not 

significantly associated with QOL and QOL of CP children was not affected by gender. But 

in this study found that significant association of education of parents with quality of life 

and association between gender and quality of life were conducted significant value. 
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5.1 Limitations 

Every research study inevitably has limitations due to the inherent challenge of achieving 

100% accuracy. In the case of this particular study, several limitations and barriers should 

be taken into account when interpreting its results. The study had small sample size. Only 

102 samples were taken in this study. Only 102 samples do not represent the condition of 

entire country’s Cerebral palsy patients. If many samples were collected, it would be more 

productive. One of the main limitations was time. I had a limited amount of time to conduct 

the research, which prevented me from managing a big number of samples for the study. 

Only CRP, Savar, Dhaka was used for sample collection. The use of the parent proxy CP-

QOL to evaluate child QOL is a significant restriction. If it was collected from other many 

institutes and rehabilitation center across the country, the result would be more reliable and 

appropriate and also give a clear impression about the sleep disturbance and quality of life 

among children with cerebral palsy in Bangladesh. The use of the parent proxy CP-QOL 

to evaluate child QOL is a significant restriction. It has been documented that children with 

CP typically score better on QOL than their parents. Non-significant results cannot be used 

as evidence of an absence of effect, which is another key limitation. Future studies could 

undertake a meta-analysis of individual patient data in addition to collecting data to achieve 

more accurate findings. The above mentioned topics were basically the limitation of this 

research. Since it was the researcher's first study project, the supervisor and the respected 

teachers should be willing to overlook any mistakes.   
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CHAPTER-VI                                                 CONCLUSION AND RECOMMENDATION 

 

6.1 Conclusion 

Cerebral palsy is an unexpected which has a lifelong effect on physical functioning and 

psychological wellbeing. Children with cerebral palsy needs greater assistance than normal 

child to perform their everyday tasks. Children with CP are more likely to develop and 

maintain sleep abnormalities, as well as disorders of the sleep-wake cycle, excessive 

daytime drowsiness, and arousal. It was predicted that presence of sleep problems would 

be associated with impaired QOL in children with CP. In addition, the study found a 

correlation between socio-demographic factors and bedtime information. According to the 

study's findings, there is a strong link between the socio-demographic factors and bedtime 

information by gender, and these results are consistent among research of high quality. 

Similarly, the study found a highly significant between sociodemographic information 

(education of parents) and quality of life (family and friend). Association between 

education of parents and quality of life (health) are also significant that is found. 

Sociodemographic information (occupation of respondent) and sleep behavior (bedtime 

and morning wake up) were found highly association in this study. Association between 

cousin marriage, types of cerebral palsy and sleep disturbance (bedtime) were also 

significant that is found.  

Our results confirm that sleep disorders are common in children with CP and that different 

factors, such as motor or cognitive impairment, sleep behavioral problems, bedtime, are 

important risk factors for the development of sleep disorders. Although none of these 

factors alone were associated with sleep disorders, the risk for developing abnormal 

patterns of sleep significantly increased with their presence. This relationship should be 

further explored in a larger sample to better understand how these factors influence each 

other and to establish   possible causal relationships in more details. Furthermore, because  

we used screening questionnaire (CSHQ), a more structured in-depth interview or objective 

assessment may have taken more accurate information on both psychiatric and sleep 

disorders and allowed a more accurate diagnosis. A better understanding of these 
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mechanisms will enhance the opportunity to identify appropriate treatments to improve the 

well-being of the child and also the well-being of the family.  

However, it is yet unknown exactly how best to treat these conditions in children with CP—

whether it involves pharmaceutical therapy, behavioral intervention, or combination of 

these methods. 

In children with neurodevelopmental impairment such as cerebral palsy, greater effort 

should be made to identified and manage sleep problems to help the child maximize his or 

her developmental potential. Further studies on diagnosis and treatment of sleep disorders 

in this population are greatly acquired to provide evidence-based guidelines useful to health 

care providers, parents, and children. Regular testing of children with CP for sleep 

disorders and appropriate treatment are suggested for a better quality of life. 
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6.2 Recommendation 

The objective of this study was to assess the sleep disturbance and quality of life among 

children with cerebral palsy at CRP. After completing the research, the researcher found 

few recommendation. Some points to keep in mind that might be taken for the better 

accomplishment for further study. The main recommendations would be as follow: 

To improve the study's generalizability, it is advisable to employ a random sampling 

technique instead of convenience sampling, thus enhancing the power of generalization. 

Should collect more samples for generating the findings and make more valid and reliable. 

To generalize the findings, sample should collect from different institutes and rehabilitation 

center in different districts of Bangladesh. Other measurement scales should be taken into 

consideration in order to provide an effective and efficient result in a generalized form. A 

larger sample size may strengthen the statistical significance of some of the results. As a 

treatment of sleep disorders in this population are greatly needed to provide evidence-based 

guidelines useful to health care providers. There were some limitations of this study 

mentioned at the relevant section and it is recommended to resolve those limitations during 

further research. 
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APPENDIX 

                                                        

English Consent Form 

(Please read out to the participants) 

Greeting!  

My name is Syeda Nasrin Begum. I am a 4th year student of B.Sc. in Physiotherapy 

program at Bangladesh Health Professions Institute (BHPI). For my study purpose I am 

conducting a study on cerebral palsy children and my study title is “Sleep disturbance and 

quality of life among children with cerebral palsy”. I would like to know about some 

personal information, other related information, as well as socioeconomic impact and sleep 

and quality of life regarding this study. This will take approximately 30 minutes. This is an 

academic study and will not be used for any other purpose. Your participation in the 

research will have no impact on your present or future treatment in Paediatric unit. 

Researcher will maintain confidentiality of all procedures. Your data will never be used 

without your permission. Your participation in this study is voluntary and you may 

withdraw yourself at any time during this study. 

 

 If you have any query about the study or your right as a participant, you may contact with 

me (01916330571) or my supervisor Prof. Md. Obaidul Haque, Vice Principal, BHPI 

(01712054026).  

 

So, may I have your consent to proceed with the interview? 

Yes...............No.............  

Signature of the participant & Date.... 

Signature of the researcher & Date... 
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AbygwZcÎ 

 

ï‡f”Qv! 

Avwg ˆmq`v bvmwib †eMg, weGmwm 4_© e‡l©i (Abvm©) XvKv wek̂we`¨vj‡qi ‡gwWwmb Abyl‡`i Aax‡b 

evsjv‡`k †nj_ cÖ‡dkbm Bbw÷wUD‡Ui (weGBPwcAvB) wdwRI‡_ivwci QvÎx| Avgvi e¨v‡Pji wWMÖx 

†c‡Z Avgv‡K GKwU M‡elYv cwiPvjbv Ki‡Z n‡e Ges GwU Avgvi Aa¨q‡bi GKwU Ask| 

AskMªnYKvix‡`i wb¤œwjwLZ covi c‡i M‡elYvq AskMªn‡bi Rb¨ Aby‡iva Kiv n‡”Q| 

Avgvi M‡elYvi wk‡ivbvg nj Ò‡mwjeªvj cjwm‡Z AvµvšÍ wkï‡`i g‡a¨ Ny‡gi e¨vNvZ Ges 

RxebhvÎvi gvb wbY©q|Ó GB M‡elYvi gva¨‡g Avwg D³ m¤úwK©Z KviY¸wj AbymÜvb Kie| 

Avgvi M‡elYv cÖKí ev¯Íevq‡bi R‡b¨, Avgv‡K wmwc ev”Pv‡`i wcZvgvZv ev hZœkxj‡`i KvQ †_‡K 

WvUv msMÖn Ki‡Z n‡e| AZGe, Avcwb Aa¨q‡bi Rb¨ Avgvi g~jevb welq n‡Z cv‡ib Ges Avwg 

Avcbv‡K Avgvi Aa¨q‡bi AskMÖnYKvix wnmv‡e Aby‡iva Ki‡Z PvB| Avwg cÖwZkÖæwZe× †h Aa¨qb 

Avcbvi Kv‡Q †cvR ev ÿwZ Ki‡e bv| 

Avwg Avcbv‡K Rvbv‡Z PvB †h GwU GKwU m¤ú~Y©iƒ‡c GKv‡WwgK Aa¨qb Ges Ab¨ †Kvb D‡Ï‡k¨ 

e¨envi Kiv n‡ebv| Avwg Avk^vm w`w”Q †h mg Í̄ Z_¨ ‡Mvcb ivLv n‡e| Avcbvi AskMÖnY †¯̂”Qvq 

n‡e| Avcbvi †Kv‡bv wØav ev SuywK QvovB AskMÖn‡Yi 7 w`‡bi m¤§wZ cÖZ¨vnvi Ges AskMÖnY eÜ 

Kivi AwaKvi Av‡Q| 

Aa¨qb m¤ú‡K© Avcbvi hw` †Kvb cÖkœ _v‡K AskMªnYKvix wnmv‡e Avcwb Avgvi mv‡_ 

(01916330571) A_ev Avgvi mycvifvBRvi cÖ‡dmi ‡gvt Ievq ỳj nK, fvBm wcÖwÝcvj, weGBP 

Gi mv‡_ (01712054026) †hvMv‡hMv Ki‡Z cv‡ib| 

 

Avwg ïiæ Kivi Av‡M Avcbvi †Kvb cÖkœ Av‡Q? 

 

Zvn‡j B›UvwfD wb‡q GwM‡q †h‡Z Avwg wK Avcbvi m¤§wZ †c‡Z cvwi? 

nu¨v------- bv------ 

 

AksMÖnYKvixi ¯̂vÿi -------------------------------------- ZvwiL ------------------------- 

M‡el‡Ki ¯v̂ÿi ------------------------------------------ ZvwiL -------------------------- 
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Research Questionnaire (English) 

Title: Sleep disturbance and quality of life among children with cerebral 

palsy. 

 

Personal Information 

Patient’s ID:  

Patient’s name:  

Father’s name:  

Mother’s name:  

Age:  

Gender:  

Address:  

Mobile no:  

 

Socio- demographic characteristics 

Number of family members:  

Occupation of respondent (Father/ 

mother): 

Govt. worker 

Businessman 

Farmer 

Labourer 

Unemployment 

Housewife 

Teacher 

Others 

Educational status (Father/ Mother):  

Living area Urban 

Semi urban 

Rural 

Monthly expenses (In BDT):  

Cousin marriage: Yes 

No 

Types of delivery: Normal vaginal delivery 

Cesarean section  

Forceps delivery 

Type of CP (Diagnosed by Doctor/ 

Expert/Physiotherapist): 

Spastic 

Athetoid 

Ataxic 

Mixed 
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CHILDREN’S SLEEP HABITS QUESTIONNAIRE 

(ABBREVIATED) 

The following statements are about your child’s sleep habits and possible difficulties with 

sleep. Think about the past week in your life when you answer the questions. If last week 

was unusual for a specific reason, choose the most recent typical week. Unless noted, check 

Always if something occurs every night, Usually if it occurs 5 or 6 times a week, 

Sometimes if it occurs 2 to 4 times a week, Rarely if it occurs once a week, and Never if it 

occurs less than once a week. 

BEDTIME  

Write in your child’s usual bedtime: Weeknights ____ :_____ am/pm 

 7  

Always 

5-6 

Usually 

2-4 

Sometimes 

1 

Rarely 

0 

Never 

 

1. Child goes to bed at the same 

time at night. 

     

2. Child falls asleep within 20 

minutes after going to bed. 

     

3. Child falls asleep alone in own 

bed. 

     

4. Child falls asleep in parent’s or 

sibling’s bed. 

     

5. Child falls asleep with rocking 

or rhythmic movements. 

     

6. Child needs special object to 

fall asleep (doll, special blanket, 

stuffed animal, etc.). 

     

7. Child needs parent in the room 

to fall asleep. 

     

8. Child resists going to bed at 

bedtime. 

     

9. Child is afraid of sleeping in 

the dark. 

     

 

SLEEP BEHAVIOR 

Write in your child’s usual amount of sleep each day: ( _____ hours and _____ minutes) 

 7  

Always 

5-6 

Usually 

2-4 

Sometimes 

1 

Rarely 

0 

Never 
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10. Child sleeps about the same 

amount each day. 
     

11. Child is restless and moves a 

lot during sleep. 
     

12. Child moves to someone 

else’s bed during the night 

(parent, sibling, etc.). 

     

13. Child grinds teeth during 

sleep (your dentist may have told 

you this). 

     

14. Child snores loudly.      

15. Child awakens during the 

night and is sweating, screaming, 

and inconsolable. 

     

 

Write in the number of minutes the nap usually lasts: _____ minutes 

WAKING DURING THE NIGHT 

 

 7  

Always 

5-6 

Usually 

2-4 

Someti 

mes 

1 

Rarely 

0 

Never 

 

17. Child wakes up once during the 

night. 
     

18. Child wakes up more than once 

during the night. 
     

 

MORNING WAKE UP 

Write in the time child usually wakes up in the morning: Weekdays ____: _____ am/pm 

 7  

Always 

5-6 

Usually 

2-4 

Sometimes 

1 

Rarely 

0 

Never 

 

19. Child wakes up by 

him/herself. 
     

20. Child wakes up very early in 

the morning (or, earlier than 

necessary or desired). 

     

21. Child seems tired during the 

daytime. 
     

22. Child falls asleep while 

involved in activities. 
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