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INTRODUCTION 

Cerebral palsy (CP) is a group of permanent disorders of 

movement and posture that lead to activity limitations 

and are caused by non-progressive disturbances in the 

developing fetal or infant brain.1 It is the leading cause of 

physical disability in children worldwide.2 Although the 

global burden of CP is difficult to quantify, particularly in 

low- and middle-income countries (LMICs), its 

prevalence is estimated to be 5 to 10 times higher in 
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ABSTRACT 

 

Background: Cerebral palsy (CP) is the most prevalent health condition linked to childhood disability in Bangladesh. 
This study was intended to evaluate the physical functioning domain of quality of life (QoL) of children with CP 
using Peds QLTM inventory in a tertiary care hospital. The aim of this study was to find out physical aspects of the 
child’s QoL by using PedsQLTM inventory (physical, emotional, social, schooling), to identify co-morbidities, socio 
demographic profile of child and parents and to find out relationship between physical functioning domains of QoL 
score with types, co-morbidities and of socio demographic characteristics. 
Methods: To evaluate health related QoL (HRQOL), PedsQL 4.0, a generic tool, validated in Bangladesh was applied 
to and the questionnaire was answered by parents. Main outcome variable was physical functioning.  
Results: Majority of patients (28.16%) have both speech impairment and behavior problem. Intellectual disability 
was found 13.79%, 14.94% had epilepsy. Overall physical functioning summary score (PFSS) was 21.65 (95% CI). 
Multiple regression analysis of generic scale core and the variables associated independently with QoL. No 
statistically significant difference was found between types, co-morbidities of CP, father’s and mother’s education, 
family income, place of residence with physical domains of QoL score. Among all the types of CP only quadriplegic 
CP had significant effect on physical functioning score with (p<0.05), but this does not explain the variations in 
physical functioning score well (R square=0.208). 
Conclusions: The results of this study concluded that QoL pertaining to physical functioning domain in children with 
CP was found low which was most significant among children with quadriplegic CP. Most of the patients had speech 
impairment and behavior problem. 
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LMICs than in high-income countries (HICs).3 Most 

individuals with CP experience associated impairments. 

Around half live with chronic pain and/or intellectual 

disability, and more than one-third are unable to walk. 

These figures may be even higher in LMIC settings.4,5 

The global incidence of CP ranges from 1.5 to 2.5 per 

1,000 live births, while a recent population-based study 

estimated its prevalence at 3.4 per 1,000 children.6,7 In 

many cases, motor function is severely impaired, and 

rates of speech, visual, and hearing impairments, along 

with epilepsy, are higher than global averages.7,8 Among 

premature infants and those with extremely low birth 

weight, CP incidence rises significantly to between 40 

and 100 per 1,000 live births.6 An Indian study reported a 

CP prevalence of 2.83 per 1,000 children aged 0 to 19 

years.9 In Bangladesh, childhood CP cases have been 

increasingly reported. For example, a report from the 

pediatric unit of the centre for the rehabilitation of the 

paralysed (CRP) noted 1,178 cases of childhood 

impairment between June 2006 and July 2007. Between 

2009 and 2011, 91% of pediatric disability cases at CRP 

were diagnosed as CP.10 The world health organization 

(WHO) defines QoL as an individual's perception of their 

position in life, in the context of their cultural and value 

systems, goals, expectations, and concerns.11 In pediatric 

populations, QoL is a subjective, multidimensional 

construct that reflects a child’s functional ability and 

psychosocial interaction within their environment and 

family.12 In Bangladesh, the development of public health 

infrastructure and disability services is still at a critical 

and emerging stage.13,14 As such, evaluating the QoL of 

children with CP is vital for shaping targeted health 

interventions and policies.15 One of the most widely used 

tools to assess pediatric HRQoL is the PedsQL™ version 

4.0 generic core scales.16,17 This instrument evaluates 

physical, emotional, social, and school functioning, 

providing a comprehensive view of the child’s well-

being.18,19 While the HRQoL of children and adolescents 

with CP in Bangladesh remains largely unexamined, 

studies in other LMICs have shown significantly lower 

QoL scores among children with CP compared to their 

typically developing peers.20 Interestingly, some studies 

from HICs have reported that adolescents with CP may 

have HRQoL comparable to that of their peers without 

disabilities.21 Given the limited data in the Bangladeshi 

context, this study was undertaken to explore the socio-

demographic profiles of children with CP and their 

parents, to examine the types and co-morbidities 

associated with CP, and to assess how the physical 

functioning domain of QoL is affected, using the 

PedsQL™. The study also aimed to evaluate relationships 

between QoL domains and socio-demographic 

characteristics, types of CP, and co-morbid conditions. 

METHODS 

This cross-sectional study was conducted at the BIRDEM 

general hospital-2, Dhaka, Bangladesh. The study 

spanned a period of six months, from March to August 

2019. It focused on evaluating the HRQoL among 

children diagnosed with CP. Participants were recruited 

from the outpatient department (OPD) of Shishu Bikash 

Kendra and the inpatient department (IPD) of the 

department of paediatrics. A purposive sampling 

technique was employed to select the study participants. 

Inclusion criteria 

Children aged 2 to 7 years and diagnosed with CP were 

included. 

Exclusion criteria 

Children with severe medical illnesses such as heart 

failure, malignancy, or chronic kidney disease and with 

severe mental retardation along with CP were excluded. 

Data collection  

Data were collected through interviews with their parents 

or primary caregivers, considering the neurological 

developmental delays commonly associated with CP. 

HRQoL was assessed using the PedsQL 4.0 generic core 

scales, a tool validated for use in Bangladesh. Due to 

communication difficulties in children with CP, 

responses were provided by their parents. For children 

aged 2-4 years, the questionnaire consisted of 21 items, 

while for those aged 5-7 years, it contained 23 items, both 

covering key domains such as physical health, energy 

level, discomfort, and daily functioning. 

Each item was rated on a five-point Likert scale (0=never 

a problem to 4=almost always a problem). Scores were 

reverse-coded and transformed linearly to a 0-100 scale 

(0=100, 1=75, 2=50, 3=25, 4=0), where higher scores 

indicated better QoL. Scale scores were calculated as the 

mean of all answered items. If more than 50% of the 

items in a particular domain were missing, that domain’s 

score was not computed. 

Statistical analysis  

All collected data were reviewed, checked for 

consistency, and cleaned before analysis. Descriptive 

statistics including mean, standard deviation, frequency, 

and percentage were used to summarize the data. Chi-

square tests were employed for comparing categorical 

variables where appropriate. Data analysis was performed 

using SPSS for Windows, version 23. A p<0.05 was 

considered statistically significant, and all findings were 

reported at a 95% confidence interval. 

Ethical consideration 

The study protocol received ethical clearance from the 

ethical review committee (ERC) of BIRDEM. Informed 

written and verbal consent was obtained from all 

participating parents, in both Bangla and English. 

Participants were assured of the confidentiality of their 
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responses and were given freedom to skip any question or 

withdraw from study at any time without consequence. 

RESULTS 

This study included 60 CP patients, predominantly male 

(male 37 and female 23), with a mean age of 44.83±20 

months. Most (46.7%) were aged 24-35 months. About 

61.7% were male, with a male-to-female ratio of 1.6:1. 

Over half of the families (55%) had one child. The 

majority (61.7%) were from rural areas. Most (90%) were 

accompanied by mothers; only 5% had single parents. 

About 76.7% of fathers completed primary education, 

and 65% of mothers completed secondary education. 

Over half (58.6%) of fathers were service holders, and 

88.1% of mothers were housewives. Around 43.3% of 

patients were from lower-middle income families (Table 

1). Table 2 showed that 36.7% of the children had spastic 

quadriplegia, 21.7% spastic diplegia, 18.3% spastic 

hemiplegia, 13.3% hypotonia, and 10% dyskinetic CP. 

Regarding comorbidities, 28.16% had both speech 

impairment and behavior problems. IQ assessment was 

done in 24 of 60 patients; 13.79% had intellectual 

disability, 14.94% epilepsy, 8.05% vision impairment, 

4.02% hearing impairment, and 2.87% had feeding 

problems. Regarding physical functioning, 75% had 

difficulty bathing independently, 68.3% with lifting 

objects, and 53.3% with running or participating in sports 

or exercise-reported as ‘Almost always’. These were the 

most affected areas (Table 3). The QoL PFSS was 21.65 

(95% CI), the lowest among domains (Table 4). Table 5 

showed that only quadriplegic CP had a significant 

impact on physical functioning score (p=0.025). Children 

with quadriplegic CP scored 0.425 lower than those with 

hypotonic CP (reference). Comorbidities had no 

significant effect on physical functioning. Children from 

rural areas had, on average, 10.645 units higher physical 

functioning scores than those from urban areas. If the 

father’s education was secondary or below, the child’s 

score was 3.516 units lower than those whose fathers had 

primary or less education. Children from affluent families 

(income >83,333 BDT) scored 31.891 units higher than 

those from low-income groups (7,500-16,666 BDT). 

Children whose mothers were graduates/higher had 6.097 

units higher scores than those whose mothers had primary 

or less education. However, model showed no significant 

effect (p=0.77), and R²=0.072 indicated only 7% variance 

explained in physical functioning score (Table 6). 

Table 1: Demographic characteristics of the study patients, (n=60). 

Parameters N Percentage (%) 

Age (in months) 

24-35 28 46.70 

36-47 9 15.00 

48-59 6 10.00 

60-72 8 13.30 

73-84 9 15.00 

Gender 
Male 37 61.70 

Female 23 38.30 

Place of residence 
Urban 23 38.30 

Rural 37 61.70 

Caregiver 

Mother 54 90.00 

Father 4 6.70 

Other 2 3.30 

Number of children 

in family 

1 33 55.00 

2 18 30.00 

3 6 10.00 

4 3 5.00 

Single parent 
No 57 95.00 

Yes 3 5.00 

Father's education 
Primary or below 46 76.70 

Secondary or below 14 23.30 

Mother's education 

Primary or below 12 20.00 

Secondary or below 39 65.00 

Graduate or more 9 15.00 

Father's occupation 

Day labor 4 6.80 

Service holder 34 58.60 

Businessman 20 34.50 

Mother's 

occupation 

Housewife 52 88.10 

Service holder 7 11.90 

Monthly income of 

family (BDT) 

Lower income 9 15.00 

Lower-middle income 26 43.30 

Upper-middle income 23 38.30 

High income 2 3.30 
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Table 2: Distribution of patients by types and co-morbidities of CP, (n=60). 

Types N Percentage (%) 

Spastic 

Quadriplegic 11 18.30 

Hemiplegic 13 21.70 

Diplegic 22 36.70 

Dyskinetic 6 10 

Hypotonic 8 13.30 

Co-morbidity   

Intellectual disability 24 13.79 

Epilepsy 26 14.94 

Feeding difficulty 5 2.87 

Hearing impairment 7 4.02 

Speech impairment 49 28.16 

Behavior problem 49 28.16 

Vision impairment 14 8.05 

Table 3: Distribution of study patients by physical functioning, (n=60). 

Problem with physical functioning 

during last one month 

Never Almost never Sometimes Often Almost always 

N (%) N (%) N (%) N (%) N (%) 

Walking >1 block (1 block=100 m) 19 (31.7) 1 (1.7) 3 (5.0) 6 (10.0) 31 (51.7) 

Running 18 (30.0) 1 (1.7) 5 (8.3) 4 (6.7) 32 (53.3) 

Participating in sports/ exercise 15 (25.0) 1 (1.7) 8 (13.3) 4 (6.7) 32 (53.3) 

Lifting something 2 (3.3) - 10 (16.7) 7 (11.7) 41 (68.3) 

Taking a bath by him/herself 5 (8.3) 1 (1.7) 2 (3.3) 7 (11.7) 45 (75.0) 

Doing chores around the house 2 (11.1) - 3 (16.7) 3 (16.7) 10 (55.6) 

Having hurts or aches 27 (45.0) 2 (3.3) 23 (38.3) 6 (10.0) 2 (3.3) 

Low energy level 4 (6.7) - 16 (26.7) 17 (28.3) 23 (38.3) 

Table 4: Base line characteristics of QoL score. 

Parameters Mean ±SD Median 

PFSS, (n=60) 32.5 26.29 21.65 

Table 5: Multiple linear regression analysis of types and co-morbidities of CP on PFSS. 

Variables Beta coefficienta±standard error P value 

Constant 40.625 (±8.570) 0 

Hemiplegic 0.048 (±11.263) 0.777 

Diplegic 0.051(±10.892) 0.768 

Quadriplegic -0.425 (±10.007) 0.025 

Dyskinetic -0.112 (±13.091) 0.460 

Constant 51.593 (±10.299) 0 

Epilepsy -0.158 (±7.226) 0.256 

Feeding difficulty -0.119 (±11.736) 0.345 

Hearing impairment -0.142 (±7.973) 0.314 

Speech impairment -0.080 (±8.962) 0.548 

Behavior problem -0.106 (±8.541) 0.408 

Vision impairment -0.206 (±8.555) 0.143 

Table 6: Multiple linear regression analysis of place of residence, father’s and mother’s education and monthly 

family income on PFSS. 

Variables 
Beta coefficient 

P value 
± Standard error 

Constant 27.282 (±11.025) 0.017 

Place of residence 
Urban (reference) -  

Rural 10.645 (±8.020) 0.19 

Continued. 



Begum R et al. Int J Contemp Pediatr. 2025 Jul;12(7):1068-1075 

                                                       International Journal of Contemporary Pediatrics | July 2025 | Vol 12 | Issue 7    Page 1072 

Variables 
Beta coefficient 

P value 
± Standard error 

Father’s education 
Primary or below (reference) -  

Secondary or below -3.516 (±9.385) 0.709 

Mother’s education 

Primary or below (reference) -  

Secondary or below 0.412 (±9.399) 0.965 

Graduate or above 6.097 (±13.222) 0.747 

Monthly family income 

Lower income -  

Lower-middle income -2.061 (±11.056) 0.853 

Upper-middle income -4.881 (±11.856) 0.682 

High income 31.891 (±23.207) 0.175 

 

DISCUSSION 

Children with CP in LMICs often face substantial 

challenges in physical functioning, which can profoundly 

influence their overall QoL.20 This cross-sectional study 

evaluated the QoL among children diagnosed with CP, 

incorporating an analysis of socio-demographic 

characteristics of both children and their caregivers, 

classifications and associated co-morbidities of CP, and 

the relationship of these variables with specific QoL 

domains. Similar international studies have also assessed 

parent-reported QoL across various subjective domains 

for representative CP populations.22-24 In total, 60 parents 

of children aged 2-7 years were interviewed using a 

structured questionnaire. The mean age of children was 

44.83±20.646 months, with a male-to-female ratio of 

1.6:1, indicating slight male predominance-consistent 

with other studies: Davis et al (1.2:1), Okurowska et al 

(1.3:1), McCullough and Parkes (1.2:1), Silva et al 

(1.3:1), Shrestha et al (1.5:1), and Vles et al (1.6:1).22,25-31 

CP is known to be more common in males, which aligns 

with the current findings.22 Frota et al reported a similar 

mean age of 46.7±21.424 months.22 This age group was 

selected based on the CP-PedsQL version 4.0 module, as 

neurological development in most CP children is delayed. 

In this study, over half (55%) of families had a single 

child, similar to Frota et al (69.4%).22 Most patients 

(61.7%) were from rural areas, consistent with studies 

reporting higher CP prevalence in rural settings.32 About 

95% had both parents, aligning with Vles et al (91%), 

while only 5% had a single parent, also supported by 

Vles et al (4%).31 Mothers were the primary caregivers in 

90% of cases, and only 6.7% were fathers-comparable to 

Mohammed FMS et al who found 92.3% mothers and 

1.5% fathers as caregivers.33 In this study, 58.6% of 

fathers were service holders, close to Frota et al 82.2%, 

and 88.1% of mothers were housewives, similar to 

Mohammed et al (89.2%).22,23 About 43.3% of patients 

came from middle-class families, comparable to Dobhal 

et al (49%). Similar findings on mothers being 

homemakers were also reported by the Chalipat et al 

(63.3%), Frota et al, Corbella et al and Shrestha et 

al.22,25,30,34,35 Regarding socioeconomic characteristics, a 

similar study on children with CP in southern regions 

found 50% of fathers had incomplete elementary 

education, aligning with this study where 76.7% of 

fathers completed primary and 65% of mothers 

completed secondary education. Shrestha et al reported 

50% of mothers had secondary education.30 Morales et al 

also found low parental education levels.36 In this study, 

most patients (81.7%) attended the outpatient department, 

and 56.7% were diagnosed between 6-12 months. 

Additionally, 26% were diagnosed at 12-18 months and 

13.3% at 19-24 months. The mean age since diagnosis 

was 14.07±6.719 months. Other studies reported varying 

diagnosis ages, typically between birth and 3 years, with 

38.7% diagnosed at 2-6 months and 35.5% at 7-12 

months.21 Shrestha et al found 83.3% diagnosed within 0-

5 years.30 McCullough et al also reported 80% diagnosed 

below age 5, as early motor signs may resolve in some 

children.28 In this study, 76.7% had quadriplegic CP, 

including 36.7% spastic quadriplegia, 21.7% spastic 

diplegia, and 18.3% spastic hemiplegia. Hypotonic and 

dyskinetic CP accounted for 13.3% and 10%, 

respectively. Shrestha et al reported 61.9% with spastic 

CP.30 Okurowska et al found 45% spastic quadriplegia, 

37.5% hemiplegia, and 17.5% diplegia. Parisi et al 

observed 50% quadriplegia, 13.8% diplegia, 11.11% 

hemiplegia, and 8.33% dyskinetic CP.27,37 Similar 

findings were reported by Shimard et al and Dobhal et al 

with spastic quadriplegia as the most common type.34,38 

Among the study patients, 28.16% had both speech 

impairment and behavior problems. Intellectual disability 

was found in 13.79%, epilepsy in 14.94%, vision 

impairment in 8.05%, hearing impairment in 4.02%, and 

feeding problems in 2.87%. Most respondents (85.7%) 

had speech impairment. Shrestha et al reported 33.3% 

with epilepsy and 21.4% with behavior problems.30 

Regarding physical functioning, major issues that “almost 

always” occurred included difficulty bathing (75%), 

lifting objects (68.3%), running (53.3%), walking 

(51.7%), and doing chores (55.6%). Frota et al similarly 

reported walking and running difficulties in 75.8% and 

83.9%, respectively, as children with CP often remain 

dependent on caregivers for daily activities.22 The present 

study showed a PFSS of 32.5±26.65. Mohammed et al 

reported the lowest score (39) in the physical functioning 

domain.33 Arnaud et al noted a physical well-being score 

of 55, while Dobhal et al found a score of 18.5.34,39 In our 

study, the lowest median score was 21.65 in this domain. 

Multiple regression analysis showed only quadriplegic 

CP had a significant effect on the physical functioning 

score (p=0.025), with 0.425 units lower score than 

hypotonic CP. However, the model had limited 
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explanatory power (R²=0.208), suggesting other 

unmeasured factors influence physical functioning. This 

aligns with Almqvist et al who found weak correlations 

between disability types and QoL.40 Similarly, regression 

analysis of co-morbidities showed no significant effect, 

although the model itself was significant (p=0.041, 

R²=0.212). Socio-demographic factors also had no 

significant impact on physical functioning score, 

consistent with other international studies.41 Previous 

research on general pediatric populations or specific 

groups like obese children found higher QoL scores 

among children with higher family income, parental 

education, employment, and intact families.42-46 Educated 

parents often understand their child’s condition better, 

improving care.34 However, a European study showed an 

inverse relationship between parental education and QoL 

domains, indicating a complex dynamic.47 The observed 

low QoL scores in our study are consistent with findings 

from Nigeria and Latvia, but differ from a European 

survey based on children’s self-reports.47-49 

Limitations  

This study was limited by its cross-sectional design, 

which precludes inference of causality between physical 

functioning and quality of life in children with CP. The 

use of purposive sampling from a single tertiary care 

center may reduce generalizability to broader rural 

populations. Reliance on caregiver-reported data may 

introduce response bias, particularly given 

communication difficulties in the pediatric population. 

Furthermore, the study did not account for the severity 

grading of comorbidities, which may have influenced 

physical functioning outcomes. 

CONCLUSION 

The results of this study concluded that QoL pertaining to 

physical functioning domain in children with CP was 

found low which was most significant among children 

with quadriplegic CP. Most of the patients had speech 

impairment and behavior problem. 

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: The study was approved by the 

Institutional Ethics Committee 

REFERENCES 

1. Johnston MV. Cerebral Palsy. In: Kliegman RM, 

Blum NJ, Shah SS, Geme III JWS, Tasker RC, 

Wilson KM et al. Editors Nelson Textbook of 

Pediatrics, 21th Edition. New Delhi: Elsevier. 

2019;3168. 

2. Oskoui M, Coutinho F, Dykeman J, Jette N, Pring-

sheim T. An update on the prevalence of cerebral 

palsy: a systematic review and meta-analysis. Dev 

Med Child Neurol. 2013;55(6):509-19.  

3. Cruz M, Jenkins R, Silberberg D. The burden of 

brain disorders. Science. 2006;312:53.  

4. Novak I, Hines M, Goldsmith S, Barclay R. Clinical 

prognostic messages from a systematic review on 

cerebral palsy. Pediatrics. 2012;130(5):e1285-312.  

5. Donald KA, Samia P, Kakooza-Mwesige A, Bearden 

D. Pediatric cerebral palsy in Africa: a systematic 

review. Semin Pediatr Neurol. 2014;21(1):30-5. 

6. Krägeloh‐Mann I, Cans C. Cerebral palsy update. 

Brain Development. 2009;31(7):53744.  

7. Khandaker G, Muhit M, Karim T, Smithers-Sheedy 

H, Novak I, Jones C. The epidemiology of cerebral 

palsy (CP) in Bangladesh: findings from the first 

population-based register of children with CP in a 

low and middle income country. Dev med child 

Neurol. 2018;61(5):601-9. 

8. Novak I, Hines M, Goldsmith S, Barclay R. Clinical 

prognostic messages from a systematic review on 

cerebral palsy. Pediatrics. 2012;130(5):e1285-312.  

9. Banerjee TK, Hazra A, Biswas A. Neurological 

disorders in children and adolescents. Indian J 

Pediatr. 2009;76(2):139-46. 

10. Khan MR, Rahman ME. Essence of Pediatrics, 4th 

edition. Elsevier. 2011;338-40. 

11. Susmene D, Jurkauskas A. The concept of quality of 

life and happiness-Correlation and differences. 

Inzinerine Ekonomika-Engineering Economics. 

2009;3(63):1543-53. 

12. Brasil TB, Ferriani VPL, Machado CSM. Inquérito 

sobre qualidade de vida relacionada à 

saúdeemcrianças e adolescentes portadores de 

artrites idiopáticas juvenis. J. Pediatr. 2013;79(1):63-

8. 

13. Bangladesh Secretariat. Bangladesh National Report 

on sustainable development Rio+20: Peoples’ 

Republic of Bangladesh. 2012.  

14. World Bank. World Bank Country and Lending 

Groups 2017. Available at: 

https://datahelpdesk.worldbank.org/knowledgebase/a

rticles/906519-worldbank-country-and-lending-

groups. Accessed on 15 May 2025. 

15. Prebianchi HB, Barbarini EH. Qualidade de vida 

infantil: limites possibilidades das questões teórico-

metodológicas. PsicoUSF. 2009;14(3):355-64.   

16. Varni JW, Seid M, Rode CA. The PedsQL: 

Measurement model for the pediatric quality of life 

inventory. Medical Care. 1999;37:126-39.    

17. Varni JW, Burwinkel TM, Seid M, Skarr D. The 

PedsQL 4.0 as a pediatric population health measure: 

Feasibility, reliability, and validity. Ambul Pediatr. 

2003;3:329-41.  

18. Varni JW, Seid M, Kurtin PS. PedsQL 4.0: 

Reliability and validity of the Pediatric Quality of 

Life Inventory version 4.0 Generic Core Scales in 

health and patient populations. Medical Care. 

2001;39:800-12. 

19. Pontes-Fernandes AC, Petean EBL. Sobrecarga 

emocional e qualidade de vida em mães de crianças 

com erros inatos do metabolismo. Psic: Teor e Pesq. 

2011;27(4):459-65. 



Begum R et al. Int J Contemp Pediatr. 2025 Jul;12(7):1068-1075 

                                                       International Journal of Contemporary Pediatrics | July 2025 | Vol 12 | Issue 7    Page 1074 

20. Power R, King C, Muhit M, Heanoy E, Galea C, 

Jones C. Health-related quality   of life of children 

and adolescents with cerebral palsy in low- and 

middle-income countries: a systematic review. Dev 

Med Child Neurol. 2018;60(5):469-79. 

21. Clover A, Rapp M, Eisemann N, Ehlinger V, Thyen 

U, Dickinson H. Self-reported quality of life of 

adolescents with cerebral palsy: a cross-sectional and 

longitudinal analysis. Lancet. 2015;385(1):705-16. 

22. Frota MA, Vasconcelos VM, Valdes MTM, Queiroz 

VGS, Rolim KMC, Silva CABD. Quality of Life 

Assessment in Children with Cerebral Palsy. Int 

Arch Med. 2016;339(9):1-11. 

23. Kennes J, Rosenbaum P, Hanna SE, Stephen W, 

Dianne R, Parminder R, et al. Health status of 

school-aged children with cerebral palsy: 

information from a population-based sample. Dev 

Med Child Neurol. 2002;44(4):240-47. 

24. Wake M, Salmon L, Reddihough D. Health status of 

Australian children with mild to severe cerebral 

palsy: cross-sectional survey using the Child Health 

Questionnaire. Dev Med Child Neurol. 2003;45:194-

9. 

25. Chalipat S, Malwade SD, Karambelkar GR, 

Agarkhedkar SR, Kannan VT. Assessment of quality 

of life of parents of children with Cerebral Palsy. J. 

Evid. Based Med. Healthc. 2016;3(85):4673-77.  

26. Davis E, Shelly A, Waters E, Davern M. Measuring 

the quality of life of children with cerebral palsy. 

Dev Med Child Neurol. 2010;52:174-80. 

27. Okurowska ZB, Kulak W, Wojtkowski J, 

Sienkiewicz D, Paszko PG. Quality of life of parents 

with cerebral palsy. Prog Health Sci. 2011;1(1):116-

22. 

28. McCullough N, Parkes J. Use of The Child Health 

Questionnaire in Children with Cerebral Palsy: A 

Systemetic Review and Evaluation of the 

Psychometric Properties. J Pediatr Psychol. 

2008;33(1):80-90. 

29. Silva LD, Amaral CD, Cymrot R, Pereira SBR, 

Bacelar R, Paulo S. Mother’s Perception of the 

Quality of Life of their Children with Cerebral Palsy. 

Clin Mother Child Health. 2015;12(3):187.  

30. Shrestha N, Paudel S, Thapa R. Children with 

Cerebral Palsy and Their Quality of Life in Nepal. J 

Nepal Paediatr Soc. 2017;37(2):122-8.        

31. Vles GF, Hendriksen RGF, Hendriksen JGM, Raak 

EPM, Soudant D. Quality of Life of Children with 

Cerebral Palsy: A Cross-Sectional KIDSCREEN 

study in the Southern part of the Netherlands. CNS 

Neurol Disord Drug Targets. 2015;14(1):102-9. 

32.  Adams JV. Health-Related Quality of Life in 

Childhood Cerebral Palsy. Am Aademy Physical 

Med Rehabilitation. 2005;86:940-45. 

33. Mohammed FMS, Ali SM, Mustafa MAA. Quality 

of life of cerebral palsy patients and their caregivers: 

A cross sectional study in a rehabilitation center 

Khartoum-Sudan. J Neurosci Rural Pract. 

2016;7(3):355-61. 

34. Dobhal M, Juneja M, Jain R, Sairam S, Thiagarajan 

D. Health-related Quality of Life in Children with 

Cerebral Palsy and Their Families. Indian Pediatr. 

2014;51:385-7. 

35. Corbella MB. Estrés y afrontamiento en familias con 

hijos afectados de parálisis cerebral. Boletín de 

Noticias del Instituto Universitario de Integración en 

la Comunidad. 2002;5(14):1-15. 

36. Morales NMO, Silva CHM, Frontarolli AC, Araújo 

RRH, RangeL VO, Pinto RMC, et al. Psychometric 

properties of the initial Brazilian version of the 

CHQ-PF50 applied to the caregivers of children and 

adolescents with cerebral palsy. Qual Life Res. 

2007;16:437-44. 

37. Parisi L, Ruberto M, Precenzano F, Filippo TD, 

Russotto C. The Quality of Life in children with 

Cerebral palsy. Acta Medica Mediterranea. 

2016;32:1665-70. 

38. Shimard MH, Seyyedi M, Toochizadeh V, 

Ghojazadeh M. Low Quality of Life and its 

Associated Risk Factors In Parents of Children with 

Cerebral Palsy. J Crit Analytical Med. 

2017;8(5):431-5. 

39. Arnaud C, Koning MW, Michelsen SI, Parkes J, 

Parkinson K. Parent-Reported Quality of Life of 

Children with Cerebral Palsy in Europe. Am 

Academy Pediatr. 2008;121:54-64. 

40. Almqvist L, Granlund M. Participation in school 

environment of children and youth with disabilities: 

a person-oriented approach. Scand J Psychol. 

2005;46(3):305-14. 

41. Goldberg MJ. Measuring outcomes in cerebral palsy. 

J Pediatr Orthop. 1991;11(5):682-5. 

42. Von Rueden U, Gosch A, Rajmil L, Bisegger C, 

Ravens-Sieberer U. Socioeconomic determinants of 

health related quality of life in childhood and 

adolescence: results from a European study. J 

Epidemiol Community Health. 2006;60(2):130-35.  

43. Spurrier NJ, Sawyer MG, Clark JJ, Baghurst P. 

Socio-economic differentials in the health-related 

quality of life of Australian children: results of a 

national study. Aust NZ J Public Health. 

2003;27(1):27-33. 

44. Mansour ME, Kotagal U, Rose B. Health-related 

quality of life in urban elementary schoolchildren. 

Pediatrics. 2003;111(6pt1):1372-81. 

45. Varni JW, Burwinkle TM, Seid M. The PedsQL 4.0 

as a school population health measure: feasibility, 

reliability, and validity. Qual Life Res. 

2006;15(2):203-15. 

46. Zeller MH, Modi AC. Predictors of health-related 

quality of life in obese youth. Obesity (Silver 

Spring). 2006;14(1):122-30. 

47. Dickinson HO, Parkinson KN, Ravens Sieberer U, 

Schirripa G, Thyen U, Arnaud C. Self-reported 

quality of life of 8-12-year-old children with cerebral 

palsy: A cross-sectional European study. Lancet. 

2007;369(9580):2171. 

48. Tella B, Gbiri C, Osho O, Ogunrinu A. Health-

related quality of life of Nigerian children with 

https://www.ncbi.nlm.nih.gov/pubmed/25613513
https://www.ncbi.nlm.nih.gov/pubmed/25613513


Begum R et al. Int J Contemp Pediatr. 2025 Jul;12(7):1068-1075 

                                                       International Journal of Contemporary Pediatrics | July 2025 | Vol 12 | Issue 7    Page 1075 

cerebral palsy. Disabil CBR Inclusive Dev. 

2011;22(1):95.  

49. Greitane A, Ceiciniece I, Cibule L, Teibe U. 

Influence of accessibility of services on quality of 

life of school children with cerebral palsy in Latvia. 

EDP Sci. 2012;2:7.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Cite this article as: Begum R, Pervez M, Yasmin F, 

Nag BC, Fatema K, Mollah MAH. Assessment of 

physical functioning domain on quality of life of 

children with cerebral palsy-experience in rural 

Bangladesh. Int J Contemp Pediatr 2025;12:1068-75. 


