
What is Cerebral Palsy? Children with Cerebral Palsy

Cerebral Palsy (CP) is a disorder of movement that

results from damage to part of the brain. So what

does the term ‘cerebral palsy’ mean? ‘ Cerebral ’ refers

to the brain and ‘ palsy’ means weakness or paralysis or

lack of muscle control.

Movement is a complex process. Getting up from a

chair, riding a bicycle, turning a page, switching on the

stove and even turning around to watch the cat all

involve pathways that begin in the brain.

Some movements are automatic, for example, we

withdraw our hands quickly from a hot surface, whereas

other movements may require a lot of thought, for

example, getting out of bed on a cold wet morning.

Many different diseases or conditions can affect the

child's movements, there may be problems with the

brain, spinal cord, nerves or muscles. In CP there is

damage or lack of development in one or more areas of

the brain.

The term ‘cerebral palsy’ is used when the problem has

occurred whilst the brain is still undergoing rapid

development (before birth, around the time of birth or

early in life up to the age of about 5 years).

• Every child with CP is different, the term ‘cerebral

palsy’, is like an umbrella term that describes a whole

range of different problems.

• The movement problems can range from mild to

severe. The child may be slightly clumsy in one arm

or leg, and the problem may be barely noticeable, or

the child may have more difficulties in performing

everyday tasks and movements.

• Children with CP can have weak, stiff, awkward, slow

or shaky movements or difficulties with balance.

How often does CP occur? CP occurs in about 2.0–2.5

per 1000 live births

What are the causes of CP?

Many risk factors for CP have been identified. The exact

manifestation of the lesion will depend on many factors:

When the insult occurred (before, during or after birth);

The timing of the damage; The size of the lesion; What

type of lesion it was; The location in the brain of the

lesion.

All these aspects will affect the type of movement

disorder, the body parts affected and the severity of

movement problems.

Practical tips on forming a relationship with the

child:

Spend time together just watching each other. Get to

know the child’s movements and what they may mean.

Look at the child in the eyes but do not force eye

contact, as this can cause distress in children with a

sensitive temperament. Just gently encourage the child

to look at you.

Talk to the child. Children often enjoy hearing your

voice and knowing you are around. Give them a

chance to respond to you. Smile and play with the

child. Children imitate adults, even very young children

or children with cognitive difficulties respond to a song,

a baby books and stories, rattles, stuffed animals and

brightly coloured objects. Recognize the child’s

temperament.

Children’s temperaments may be easy or difficult. If the

child is in a different situations than usual he or she

may file some difficult to adapt to. Introduced the child

to new situations gently to help him or her to learn to

relax and trust you.

Children need to find ways to relax when they are

stressed. Caregivers need to be aware that the child

needs to prepare and adjust to new and different

situations than usual. Prepare the child for what will

happen to him. Try adjusting your language or use

gestures to let the child understand what is about to

happen. If the child is nervous and distressed, if

possible, slow down as quickly as possible. Do not

worry if you make a mistake, no one is perfect. Do not

be afraid to ask for help.

Children with CP need the same love, care and

acceptance as all other children, and are more like

other children than unlike them

Consequences of the motor disorder

The child with CP may have different types of movement

disorder: increased postural tone (hypertonia or

spasticity), decreased postural tone (hypotonia),

fluctuating tone (athetosis), a mixture of these (dystonia)

or tremor (ataxia). The expression of these lesions will

mean that the child with CP will display atypical postures

and movements.

Some children with CP may have other disabilities or

health problems associated with the motor disorder.

Adapted from: Finnie’s Handling the Young Child with Cerebral Palsy at Home. Eva Bower. Illustrated by Annabel Milne. Fourth Edition. British Library Cataloguing in Publication Data. 2009



Consequences of the motor disorder Children with Cerebral Palsy

The severity of the movement problems

A classification system, called the Gross Motor Function

Classification System, provides information about the

movement problems of children with CP based on their

functional ability and their need for walking frames,

wheelchairs and other mobility devices. There are five

levels: children in levels 1 and 2 walk independently,

children in level 3 generally need walking frames or

elbow crutches, children in levels 4 and 5 use

wheelchairs

Poor saliva control (dribbling or drooling)

Children often dribble in the early years, this can persist in

children with CP due to problems with control of the

muscles around the mouth. It is often associated with

eating and drinking difficulties and with delayed or absent

oral speech.

What other problems may the child have?

Epilepsy

Epilepsy may develop in about one in three of all children

with CP. There are various types of epilepsy and

medication is prescribed following a careful diagnosis of

the seizure type. Some children may only have very

occasional seizures whereas in others the problem may

be more persistent.

Intellectual or learning disability

There is a wide range of intellectual ability in children with

CP. Children with severe physical disabilities may have

normal intelligence.

Perceptual difficulties

Some children with CP may have perceptual difficulties,

for example, they may have problems judging the size and

shape of objects or understanding distances.

Visual or hearing problems

Visual problems include strabismus that may require

patching, eye drops or surgery. Refractive errors, such as

being longsighted or short-sighted, may be improved by

the use of glasses. In addition some children do not see

well because of problems arising in the part of the brain

that controls vision. This is called cortical visual

impairment.

Difficulties with hearing are uncommon in children with

CP. There are various types of hearing loss. Hearing aids

can be used in certain types of hearing loss. An increasing

number of children with severe or profound hearing loss

are being offered cochlear implants. Hearing is vitally

important for the development of speech and

communication.

Speech and language problems

The development of speech involves a number of

factors, including learning to control the movements

around the mouth and attaining the necessary learning

skills. Some children with CP will not have any difficulties

in learning to talk; others will need alternative methods of

communication.

Careful consideration needs to be given to those children

whose communication difficulties are such that they

cannot properly express their thoughts and ideas.

Health problems

Children with CP have the same health problems as other

children of the same age. They are just as likely to

develop coughs and colds and other common childhood

illnesses. Some children with severe CP may have

specific health problems:

• Constipation (it is important that constipation is

controlled with dietary modifications - more fibber and

more fluids)

• Malnutrition due to difficulty in chewing and swallowing

coordination;

• Gastroesophageal reflux (food back into the

oesophagus) - Symptoms may include vomiting,

discomfort and have a lack of appetite. Conservative

measures, such as ensuring the child is upright after a

meal and thickening liquids, can be helpful. Sometimes

medication is used to reduce stomach acid content;

• Pain - some children with severe CP have bone

deformities that can cause pain.

• Recurrent lung infection - This is more likely to occur in

children with severe chewing and swallowing

difficulties.

Even in difficult circumstances something can be

done to help the child

There are times when you can not protect the child and

keep he or she from going through tense or stressful

times, but there are many ways you can help the child to

prepare to deal with the less good experience. Talk to him

or her and make sure they he or she known’s you're there

to help.

If the child cannot understand such explanations due to

age or disability, it is still worth talking to the child in a

calm voice and trying to relax the child; try to help him with

proper techniques, including the use of massage, soft

music, and multisensory toys.

Be involved and approach to the child honestly and

truthfully. You will see that he or she recognizes your

authenticity and commitment. .
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Epilepsy Children with Cerebral Palsy

Epilepsy is characterized by the repetition of seizures

(fits) and may include a single symptom or have complex

symptomatology. Epilepsy may develop in about one in

three of all children with CP and all types of seizures

may occur in children with CP. Some children may only

have very occasional seizures whereas in others the

problem may be more persistent. It is not a contagious

disease.

Situations that can contribute to the onset of

epileptic seizures:

Prolonged infections or fever; prolonged fasting; sleep

deprivation; excessive use of alcohol; environments with

extreme and repetitive light stimuli; excessive anxiety;

excessive tiredness.

The epileptic discharges responsible for motor seizures

may remain localized to a small area of the brain or may

spread to involve neighbouring areas. Seizures can be

clonic (repetitive and rhythmic) or tonic (stiffening of one

body segment), localized (e.g. to one segment or limb)

or generalized (involving the child's entire body). In some

seizures, the convulsions remain narrowly localized, in

others the phenomena can progress to a generalized

seizures. Any part of the body can be affected. Seizures

may vary in duration from a few seconds to several

hours.

Children with epilepsy usually need to take medication

on a daily basis, which should always be carefully

respected. Some of these children have also prescribed

specific medication to take when a seizure occurs.

What to do if a convulsive seizure occurs:

The rescuer's role is to protect the child from trauma.

The child’s head and body should be protected from

hard or sharp objects which might cause the child injury.

Keep away from the child anything that could cause

strong stimuli and crowds of people.

1. Look at your watch

and check how long

the child has been

having the seizure.

2. Keep the child

lying in the left lateral

position;

3. After the crisis allow the child to rest in a calm

environment. Stay close to the child with a calm attitude

to reassure him or her and to check if he or she needs

anything or if the seizure reoccurs.

What not to do:

There is no specific conduct to stop the seizure, but one

must wait for its natural evolution.

Do not try to immobilize the

child

When a child has a convulsive

seizure it is inappropriate to

make any attempt at stopping

the movements made by the

child using physical restraint.

Do not put fingers or objects

in the victim's mouth, bathe or

use alcohol compresses, give

any food or liquid

No attempt should be made

either to open the mouth of the

child or to try to introduce

anything into the mouth of the

child. Such attempts are likely to

increase the risk of the child

vomiting and may in addition

cause injury to the child’s teeth

and soft palate.

Seizures during the night.

The fear of having a seizure, the seizure itself and even

the medication to control it may affect child´s sleep. Not

all night seizures can be prevented, but calm

management will help the child return to sleep after the

seizure has passed. May be comforting for the child and

enable the child to relax, be sure that the caregiver will

cope with it, that he or she will be all right and that it is

safe to try to return to sleep.

Adapted from: Finnie’s Handling the Young Child with Cerebral Palsy at Home. Eva Bower. Illustrated by Annabel Milne. Fourth Edition. British Library Cataloguing in Publication Data. 2009

Management of sleeping positions

Unless for some special medical reason the child needs

to be put to sleep in a certain way, it is best to encourage

sleep on the side. Encourage the child to lie in a position

that is as symmetrical as is comfortable, with the head

and limbs supported and positioned as close to normal

as possible for the condition.

It is not suggested that you put the child in a position

that, while good for the child, is uncomfortable, but rather

that, given the preferred sleeping position, you can use

supports or aids to reinforce the good aspects of the

position and discourage the bad aspects.
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You must take into consideration how the child is

going to react to the movement.

Children have a right to know what is about to happen to

them and to be involved in decisions about such

activities: why the child needs to be lifted or carried, and

about how and when that lifting or carrying will take

place.

Wherever possible children should be given choices

about who does the lifting and carrying and as much

control over the process as they can cope with.

Lifting a young child from the floor

Correct handling and an awareness of posture can

reduce the strain on carers for such transitions when the

child has to be moved from a low level to a higher level

in one movement.

Lifting a child on to and off a changing mat placed on the

floor can be risky for carers’ backs. Where possible the

carer should kneel down close to the child. Roll the child

on to the carer’s forearm, placing a second hand under

the child’s pelvis, and raise the child, bringing the child

close into the carer’s body. Carers should then step up

into a half-kneeling position, adjusting their hold on the

child if necessary. They can then rise to a standing

position, having ‘staged’ the lift from the floor, being

aware of their own posture as they do so.

Children who have a sensory

deficit such as a visual

impairment may not be able to

see you approach with

equipment and may be startled

when suddenly touched or

handled.

You will have to describe

exactly what is going to happen

and where you plan to move

the child to so that the child

can adjust and prepare

themselves.

Impact of sensory and cognitive deficits on lifting

and carrying a child

Try to adjust your language or use gestures to enable

the child to understand what is about to happen. A child

who has problems with perceptual processing may find

lifting and moving tasks difficult. If the child is unable to

judge distances, depth and speed or does not know right

from left, the child may have difficulty following directions

or judging how far or how fast to move. Carers need to

be aware of these issues for the child and adjust their

preparation and handling of the manoeuvre.

The environment in which the lifting and moving takes

place has a great influence on the way in which the child

reacts. If children cannot focus on the task because

there is so much going on around them, sudden noises

may startle them, their muscle tone and body posture will

change in response to the environmental stimuli and this

may make it more difficult to lift and move them. Carers

must always be aware of children who may experience

pain due to their disability and minimize this wherever

possible.

Children with a hearing

impairment may not be

adequately prepared unless you

have given the appropriate

visual cues or used the

appropriate communication

method.

Children who use augmentative

communication aids may no

longer have access to these

when being lifted and may be

unable to tell you that they are

not yet ready for the move to

take place.

Children who have a learning

disability may not understand

what is expected or being asked

of them.
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Lifting a child out of a cot

Lifting even a small child out of a cot can involve risks to

carers ’ backs. To reduce those risks careful handling

from an early stage should be encouraged.

Back care for carers

It is important to lift and carry the child correctly,

protecting both the child and yourself. Wherever possible

you need to encourage active or assisted movement

from the child as this may avoid the need for you to lift

the child’s total body weight. Ask the child to help as

much as possible. This type of approach will help to

encourage the development of the child’s independence

skills and provide the child with a learning opportunity.

How you approach the child and how you use your

voice may affect the child’s reaction to the lifting or

carrying

Children with increased muscle tone may startle if you

speak loudly or suddenly. This may cause a further

increase in their muscle tone, making them harder to

move. Children who have very low muscle tone may be

more prepared for movement if their muscle tone is

raised slightly by a more stimulating approach. The

speed at which the movement occurs may also affect

how the child responds to it. You will have to judge

carefully how quickly or slowly you can carry out the task

and give the child time to adjust to what is happening.

Lifting a child from a buggy or Pushchair

Manipulating the environment and adjusting your own

posture using your body to assist in the lift can help to

reduce the risks concerned.

Lifting a child from a buggy or Pushchair - steps

Step 1. Lower your body to the level of the child. Kneel down alongside the buggy.

Step 2. Lean the child forward over your forearm and place other hand under the child’s pelvis, gently easing the child

out of the buggy.

Step 3. Bring the child close in to your body and adjust your hand hold as necessary.

Step 4. Raise one leg to assume a half-kneel standing position.

Step 5. Rise to standing, transferring your weight from one foot to the other.

Lifting a child out of a cot - steps

Step 1. Lower the cot side. Prepare yourself: adjust your stance, place your feet in the direction of the movement. Keep

your knees slightly relaxed and keep your spine in line.

Step 2. Grasp the baby around the body.

Step 3. Roll the baby towards you, on to your forearm.

Step 4. Place the other hand under the pelvis of the child and lift up and towards your own body, keeping the child close.

Step 5. Adjust your hold on the child, keeping the child close to your body.



Feeding Children with Cerebral Palsy

Adapted from: Finnie’s Handling the Young Child with Cerebral Palsy at Home. Eva Bower. Illustrated by Annabel Milne. Fourth Edition. British Library Cataloguing in Publication Data. 2009

The complexity of the skills involved in eating and

drinking is not immediately obvious because it is such a

commonplace activity. Feeding is a skill involving several

body systems: intact anatomy; control and coordination

of the muscles involved in sucking, biting, chewing and

swallowing; sensory perception; gut function; heart and

lung support; and neurological integration of all these

aspects.

Positive oral experience

If children are experiencing difficulty with oral feeding, it

may be necessary to counterbalance with positive touch

around the face and mouth. Stroking the face, working

towards the mouth, kissing the face, and (if the child will

tolerate it) letting the child chomp or suck a finger can all

help the child understand that oral experience can be

enjoyable.

Pacing

Giving the child a few seconds’ break to recover breath

every few sucks may help to maintain breath support for

feeding. It may be necessary to remove the teat or break

the seal on the nipple by slightly opening the child’s

mouth. Many children learn to take a break

independently by pulling away.

Gastro-oesophageal reflux

(Stomach contents come up into the oesophagus)

Because stomach contents are acidic, this can cause

discomfort and pain. More severe reflux is particularly

common in premature children and in children with CP.

Children who experience reflux may show overt

vomiting, crying and discomfort after feeds, arching,

pulling the knees up to the tummy or sudden waking.

Children who have severe reflux may associate feeding

with pain. it is therefore important to limit reflux: careful

positioning after feeding, either in a semi-upright

supported posture or in side-lying, may help reduce the

effects of reflux. Small frequent feeds may be more

comfortable than large feeds.

Positioning

Children with good suck–swallow–breathe coordination

are able to protect their airway in this position. Children

with CP who have poor coordination may be helped by

more upright but supported positioning. Because

children give subtle signals of being uncomfortable or

stressed, ideally the feeder should be able to see the

child’s face. This can be achieved by propping the child

on a pillow in a semi-upright position, facing the feeder

(Image 3).

Jaw support

Additional support for the child’s jaw can help the

development of the more mature tongue movements for

eating solid foods. This can be provided from the side, or

from the front. The fingers can be placed to support both

the jaw and lips. It may take a child some time to tolerate

this level of touch at mealtimes (Image 4).

Spoons

A small, shallow-bowled spoon will be most appropriate

to help the child remove the food from the spoon through

lip closure. Applying gentle, firm pressure downwards on

the tongue can help some children achieve better lip

closure, and avoid forward tongue movement (Image 5).

A finger on the child’s top lip may help to bring the lip

down to assist in removing the food from the spoon.

Some children with CP have a strong bite reflex, i.e. an

uncontrolled strong jaw closing when anything is placed

in the mouth, therefore a rubber or plastic spoon may be

necessary.

Cup drinking

For children who have struggled with inefficient sucking,

moving to sip-feeding using a cup may be more

successful. Drinks may need thickening so they move

more slowly, giving the child time to organize a safe

swallow. This is particularly relevant if the child has

some difficulty holding the fluid in the mouth by lifting the

back of the tongue, and controlling the flow into the

throat.

Image 1 Image 2 Image 3 Image 4

Image 5
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Dressing and undressing a typical child is normally

comparatively easy as the child moves with you rather

than against you. If, for example, you put a tee-shirt on

over the child’s head the child will automatically push the

head up through the opening. The child’s natural self-

protective reactions and the ability to balance when

being handled enable the child to adjust position and, if

uncomfortable, to move or alternatively push the

caregiver away. The child with CP, in contrast, often

feels insecure when dressed and undressed. A child with

increased tone and stiffness is limited in movements and

is therefore unable to adjust when being moved. A child

with intermittent spasms and involuntary movements,

although more able to move, lacks stability. It is therefore

important before dressing and undressing to make sure

that the child is in a position in which the child feels

secure and is symmetrical, that is, the head, trunk and

pelvis are in alignment and the weight is evenly

distributed.

General principles

1. Try to choose a position or positions for dressing and

undressing the child which minimizes stiffness and

unwanted movements, thus making it easier for both of

you. Depending upon the child’s characteristics these

positions may be in lying, sitting, kneeling or standing.

2. Check to see that the child is lying, sitting, kneeling or

standing as symmetrically as possible both before and

during the activities. It is usually easier to dress the more

affected side first and undress it last.

3. A priority when dressing any child is to make sure that

all the clothes are within easy reach and where the child

can see them if possible.

4. While the child is dependent upon you for dressing

and undressing, make sure that the child is lying or

sitting at a height which makes it as comfortable as

possible for you.

5. Try to give the child lots of opportunities to help with

both dressing and undressing, practising and using all

the skills possessed, however limited. Always tell the

child what you are going to do and what you want the

child to do.

Young children - Most young children with CP are quite

easy to dress and undress in the early stages.

Rolling the child towards

yourself you can

encourage participation,

talk to the child and you

can bring the child’s

shoulder forwards with

the arm straight or in

extension, which should

be easier, (Image 5).

If the young child does tend to bend or flop forwards,

flexing rather a lot, it may be easier to dress or undress

over your knees (Image 1).

If the young child does tend to push backwards,

extending rather a lot, it may be easier to dress and

undress either over your knees, as shown in Figure 1, or

on your lap, (Image 2).

Image 1 Image 2

Images 3 and 4 show a way of moving the legs to

change a nappy

Image 3

Bending a child’s knees 

up and out to part the 

legs.

Image 4

Straightening the legs 

down from the knees.

Image 5

Young child who tends to push back into extension and with
no sitting balance.
If the child is lying on the back the supporting surface should
be inclined or tilted so that the child’s head is slightly higher
than the feet. This should make it easier for you to bend or
flex the child’s head, bring the shoulders and arms forwards
and bend the child’s hips, knees and ankles. Alternatively you
could try dressing the child in side-lying, with the more
affected side uppermost first for dressing, and the least
affected side uppermost first for undressing.

Images 6 and 7: a way of moving the arms to put them

through sleeves.

Image 6

Turning a child’s arms 

out and straightening 

them from the elbows.

Image 7

Grasping a child’s hand 

and keeping the elbow 

straight.
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Dressing and undressing (2/2)

Older children: Try not to miss opportunities of

encouraging the child to be independent. On the one

hand, try not to give the child more help than is needed

but on the other hand do not allow the child to become

frustrated. Each task should be broken down into small,

easy stages.

A child who develops involuntary movements

If placed on the back the child lies with arms and legs in

varying degrees of flexion, abduction and outward

rotation. The child may also have a tendency to turn the

head predominantly to one side, resulting in asymmetry

of the trunk and pelvis. If the child is such a child,

dressing the child in side-lying or sitting on your lap may

be easier.

Probably the most comfortable position is as shown in

Image 1, and especially so if the child is beginning to

push the head and shoulders backwards and kick

continuously

Dressing and undressing the more severely affected

child

As these children usually have little or no sitting balance

they are often dressed or undressed lying either on a

bed or a firm surface at a convenient height. As the

stiffness, unwanted movements and changing muscle

tone often increase when a child lies on the back it is

worthwhile trying, at least partially, to dress or undress

the child lying on the side. By rolling the child from side

to side during dressing the child may not be in a position

long enough to become stiff or to push back into

extension (Images 12, 13 and 14).

Side-lying should make it easier to put clothes over the

head, put arms into sleeves, bend the hips and legs to

put trousers on and do up clothes that fasten down the

back.

Older child With some sitting balance:

If the child is dressed on your lap make sure that the

child is in a good, stable, sitting position, hips bent or

flexed and legs not too widely apart or abducted. By

positioning the child in this way you should be able to

turn the child’s trunk or torso, making it easier for you to

bring the shoulders forward and keep the hips bent or

flexed, (Image 8).

It should help you to dress the child more easily if once

again you first check that the child is in a good, secure,

sitting position. Then bend the child forwards at the hips

and bring both arms forwards with straight elbows, palms

facing up and turn the arms out at the elbows, (Image 9).

A child who can sit but has insufficient sitting

balance:

Image 10 - A child who cannot sit and maintain balance

when using both hands to dress may be helped by being

given a point of stability. Where and how much

stabilization is needed will depend upon the ability of the

child to control the sitting position (Images 10 and 11).

Image 10

Image 12

Image 8 Image 9 Image 13 Image 14

Image 11



Bathing

Bathing a child with cerebral palsy (CP), encouraging the

child to cooperate, and perhaps eventually bathing

independently often presents problems for caregivers,

especially when the child is older or more severely

involved. In this case, the difficulties faced in bathing the

child arise as a result of the inability to sit.

Bathing a young child with CP is usually relatively easy

as long as the base of the child's bath has a non-slip

surface for safety. If the surface is slippery, a small towel

placed under the child is usually adequate or, if you

prefer, a small bath mat that sticks to the bottom of the

bathtub. The care and attention given to preparing

yourself and the child before putting the child in or out of

the bath is important.

Never leave the child unattended or alone in the bath

or in a bathing aid.

As the child grows bigger you might like to try washing

(Images 3 and 4).

Another possibility is to bath the child in the base or tray

of your shower if it has a non-slip floor. The problem with

this is that it involves lowering the child to floor level and

raising the child from floor level (Image 5).

For a child with poor head control and predominantly low

tone it may be helpful to try out some of the versatile and

easy-to-use swimming pool aids (Image 6).

Some children push their head

back especially when washing

their face.

This can sometimes be avoided

by bringing the child's two arms

forward and wrapping a towel

tightly around the shoulders and

chest (Image 7).

If the child is able to bath

independently, help can be given

by two non-slip mats, one placed

inside the bathtub and the other

outside, a box or stool at the right

height on which the child can sit

before entering or getting out of

the bath.

(Image 8).

If possible, have a support for the

child to hold on to: grab bars are

useful for this purpose. Make sure

the bath only contains a few

inches of water and check the

water temperature.

Preventive back care for caregivers

One of the problems that often arise when bathing an

older child is that it can put a strain on the caregiver's

back, which can cause problems in later life. So, also

think about the best position in which to place yourself.

Kneeling on a cushion or sitting on a stool next to the

bathtub will reduce back strain. If you have to take the

child out of the bath onto your lap, see the guidelines

“Lifting and carrying”.

Adapted from: Finnie’s Handling the Young Child with Cerebral Palsy at Home. Eva Bower. Illustrated by Annabel Milne. Fourth Edition. British Library Cataloguing in Publication Data. 2009

Children with Cerebral Palsy

Image 1 Image 2

Image 3 Image 4

Image 5 Image 6

Image 7

Image 8

Some children are difficult to handle when lifting in and

out of the bath. Some may throw their hands and arms

backwards into extension. Others may have poor head

control and low truncal tone and tend to slip through

one’s hands.

Rather than lifting a child in and out of the bath in a semi

lying position, it may be easier to hold the child if you flex

the child first so that the hips are bent and the trunk and

arms brought well forward (Image 1). If it is difficult to

flex a child in the early months, as a short-term solution

you might try washing as shown in (Image 2).



Sleeping (1/2) Children with Cerebral Palsy

Sleep is necessary for all of us. It refreshes and restores

us and we function better, both mentally and physically,

if we sleep well.

Having difficult nights is not easy for the child, the child

who does not have good, restorative sleep at night is at

a disadvantage.

Concentration may be affected and behaviour difficult to

manage. It is easy to presume that all of these problems

are caused by the CP, and certainly to some extent this

may be true, but a sleep deprived child with CP will have

even greater struggles with the condition and the ability

to function.

Sleep-talking, sleep-walking and tooth-grinding

Such events can occur in any child, usually during the

first half of the night. It is therefore important that all

measures are taken to ensure the sleep-walking child is

safe and that any potentially dangerous objects are

locked away. The child just needs to be guided calmly

back to bed and not woken. There will be no memory of

the event next morning, as the child was asleep while it

was happening. Talking in one’s sleep and tooth-grinding

often pass unnoticed and are of no great significance.

Management of night/

sleep terrors

Stay calmly near to the

child ensuring that the child

does not hurt himself. The

terrors rarely last longer

than 20 minutes and then

the child returns to quiet

sleep.

The importance of sleep in a child with CP cannot be

overestimated.

Throughout the night we all pass through light sleep and

down into deep sleep and then back up to light sleep

again. The brain regularly moves from one stage to

another in well-organized cycles, each lasting between

50 and 90 minutes.

As the brain moves up into light sleep, several times

each night, it becomes partially awake. These small

arousals are very short and most of us quietly drift back

down to a level of deeper sleep.

It can be reassuring to realize that it is the very nature of

sleep itself that causes the momentary wakefulness and

does not always signify that a child who wakes

frequently is in pain or suffering some other upset. Of

course the possibility of the child being unwell or

uncomfortable must always be investigated and, if

necessary, dealt with.

Nightmares

Children may cry out at night and the carers of a child

with CP will want to ensure that it is not physical

discomfort that is causing distress. Nightmares are

unpleasant dreams that we all experience. They usually

happen well on into the night or early in the morning.

If the child is able to talk, the child will describe them,

and be fearful of returning to sleep. The child should be

kept in bed, quietly and briefly reassured, and

encouraged to settle back to sleep.

Night/sleep terrors

These are common events in children under 7 years old,

more frequent when the child is overtired. Typically,

during the first part of the night, the child lets out a

scream and will be found sitting up in bed, or if unable to

sit, lying down with eyes wide open, sweating and

apparently frightened. The child will push the career

away and resist cuddling, generally appearing

incoherent. The child is totally unaware of what is

happening.

Rolling, rocking and head-banging at sleep onset

and during the night

Children with some sort of damage to parts of the brain

seem a little more likely to exhibit this type of movement

before bed, without showing signs of distress and then

falling asleep.

A child with CP may have limited movement, so it can be

difficult to be sure what is going on. They can also occur

during the night after a brief awakening. Intervening to

try to stop this behavior often makes the situation worse,

so padding the crib or headboard and, if necessary, the

wall next to the bed helps prevent bruising. Ensuring that

the child is safe and cannot be seriously harmed is

critical.

Conditions associated with cerebral palsy which can

affect a child’s sleep:

• Breathing disturbances

• Seizures

• Problems connected with the digestive system

• Difficulties remaining comfortable at night

Adapted from: Finnie’s Handling the Young Child with Cerebral Palsy at Home. Eva Bower. Illustrated by Annabel Milne. Fourth Edition. British Library Cataloguing in Publication Data. 2009

The cot or bed

Cots and beds need to be big enough and have firm,

supportive mattresses. Safety is also an issue,

particularly if the child makes large involuntary

movements. Foam padding can be attached to cot sides

but bed guards and padded headboards are preferable.

The height of the bed or cot may need to be adjusted to

enable carers to lift and manoeuvre the child comfortably

and safely without strain to themselves.

Bed clothes

Carers will be aware that the child may be unable to

throw off or pull on bed covers and sleep suits may help

on cold nights. Light-weight, warm coverings that will not

press heavily on limbs or trunk are the best.



Sleeping (2/2) Children with Cerebral Palsy

Management of sleeping positions

Unless for any medical reason the child needs to be put

down to sleep in a certain way, it is often best to

encourage sleeping on the side until the child can roll

over independently and choose the most comfortable

position. This may not be possible with a child with CP

either because it is too difficult to flex the child

sufficiently to place the child on the side and once there

the child may immediately extend, pushing on to the

back, or because, lacking stability, the child just flops on

to the back.

It is not suggested that you put the child to sleep in a

position which, although good for the child, is

uncomfortable, but, rather, that having observed the

preferred sleeping position, you may then use supports

or aids in order to reinforce the good aspects of the

position and discourage the bad aspects.

Some of the more common positions that a child with CP

can adopt and remain in, while lying in bed, are:

1. Holding the head to one side so that it is at an angle

to the trunk.

2. Holding the hips and knees so that they turn inwards

(Image 1), outwards (Image 2), or both to one side

at an angle to the trunk (Image 3).

3. Holding the whole body in an asymmetrical position

or flexed forwards or extended backwards.

The child is not fully able to control the way the body

positions itself and adopted asymmetrical postures. It is

therefore helpful if the child is encouraged to lie in as

symmetrical a position as is comfortable, with the head

and limbs supported and positioned as near to normal as

is reasonable for the condition. Image 4 and 5 show a

child lying in corrected side-lying positions using

equipment.

Body position at night

Good, comfortable positioning and postural support to

keep the body properly aligned at night should be

considered. A child with CP is likely to have abnormal

muscle tone and may tend to lie in unusual positions.

Legs may flop outwards or to one side, and the joints,

bones and muscles may become fixed in abnormal

positions. The vital internal organs may also become

adversely affected.

Image 1

Lying with hips and 

knees turned inwards.

Image 2

Lying with hips and 

knees turned outwards.

Image 3

Lying with hips and 

knees both turned to 

one side at an angle to 

the trunk.

Image 4

Corrected side-lying 

position using fireproof 

foam rolls and pillows.

Image 5

Corrected side-lying 

position using a sidelying

board.

Whatever position the child sleeps in, the child is likely to

remain in it for long periods and may become stiff. If

comfortable, warm and relaxed, the child is less likely to

require carers attention during the night.

Adapted from: Finnie’s Handling the Young Child with Cerebral Palsy at Home. Eva Bower. Illustrated by Annabel Milne. Fourth Edition. British Library Cataloguing in Publication Data. 2009

Severe sight and hearing problems

If a child’s sight is so seriously affected that the child

cannot distinguish light and dark, then the body clock

may be affected. Regular bedtime routines, clear verbal

messages and clothes plus soft toys kept just for bed all

help the child realize it is sleep time.

The severely deaf child who wears hearing aids during

the day can feel isolated at night without them. Such a

child cannot pick up the normal household sounds and

feel reassured that he or she is not alone. Again, regular

routines, familiar bedtime environments, a small night

light and soft bedtime toys kept only for sleep time use

can all help the child to know that it is night.

Daytime naps

The toddler with CP needs short naps to be able to get

through the day, like any other toddler. Most children

outgrow these naps around 3–4 years.

The timing and the length of the nap can influence

bedtime settling. Too long or too late a nap may mean

that the child is not ready for bed by 7 or 8 p.m., but

making the child go without a daytime nap often means

that the overtired child is unable to relax and ‘let go ’ at

bedtime.

Optimizing the chance of a good night’s sleep for a

child with cerebral palsy

To achieve comfortable tiredness the child’s daytime

activities need to be considered. The child needs to be

able to explore, to be stimulated and to interact with

loving people. Everything that can be done to enable the

child to move, stretch, reach, sit up and play needs to be

encouraged. Good postural management may enable

the child to play and do more and so use up energy, as

well as giving the child a real sense of achievement.



Image 2
Joint attention. ‘You’re 

looking at your bowl. You 
want some more’.

Image 3
Joint attention: ‘You’re looking 
at the car on the top. It’s ready 

to drive down the ramp’.

Communication (1/2) Children with Cerebral Palsy

Adapted from: Finnie’s Handling the Young Child with Cerebral Palsy at Home. Eva Bower. Illustrated by Annabel Milne. Fourth Edition. British Library Cataloguing in Publication Data. 2009

Cerebral palsy (CP) is a disorder of posture and movement
that can also affect the child communication skills.
Communication involves movement from the early facial
expressions and limb movements of a child that are
interpreted by carers as having meaning, to the intricate and
complex oral-motor movements involved in the production of
speech.

CP may also be associated with a range of additional
impairments, including visual and hearing impairments and
learning disabilities. These additional factors can also
influence the development of communication.

Communication with a child with CP dose not focus solely on
speech, that is, anything that the child does that can be
interpreted as having meaning and is giving a message about
how he or she feels and what the child wants is important.

During the first few months, children ‘invite’ carers to talk to
them by making eye contact and responding with interest to
the special tone of voice and exaggerated facial expressions
that we use when talking to the young children. They can stop
a ‘conversation’ by fussing or looking away. CP can make this
“dance” more difficult.

A young child who moves less or in different ways may offer
fewer opportunities for caregivers to respond. Young children
with low tone in their facial muscles may not have clear facial
expressions that can be easily interpreted. An additional
visual impairment can cause contact problems with the child.
Children with CP may respond slowly to their caregivers,
distorting the timing of interaction and giving rise to
misunderstandings.

Joint attention
The ability to look from an object to the person (who talk
about or give the object) is referred to as joint attention. The
children often look to their carers as if seeking information on
how to react. Children with CP will need extra time to make
such shifts of attention. Some children have particular
difficulty with voluntary eye movements and there may be a
long delay between wanting to look and being able to turn
the head and eyes in the right direction (Images 2 and 3).

Early interaction
From the moment of birth, parents
and carers look for meaning in the
child’s behaviour.

Movements, facial expressions and
sounds are interpreted as signalling
that the child is hungry, tired,
uncomfortable, excited or
interested in people and events.
Although such behaviours are
probably not intentional in the early
stages, they become more
purposeful as the child develops the
motor control to repeat specific
movements.

Allow longer breaks to give children time to organize a
response and be alert to any possible signals that can be
communication´s exchanges. The child may be used to using
specific communication signals, if you have the opportunity,
ask parents and others who know the child well what these
signals are.

Children with delayed sitting balance and poor head control
due to CP will need extra support. Being in an upright,
supported position will allow a child to look around and focus
on objects and activities, so providing carers with
opportunities to talk about what is happening. Children with a
visual impairment need additional support.

Gestures
Children may use a range of gestures to communicate:
waving, pushing things away or shaking the head to reject,
and pointing. Pointing can act as a request or expressing an
interest in objects or events. A child with CP may not be able
to point accurately. Alternatives to pointing may include eye-
pointing (looking from the object to the carer’s face and then
back to the object); looking and vocalizing; looking and lifting
an arm.

Choice making opportunities

Image 1 Image 4
Offering a choice. ‘Do you 

want the book, or the bells? 
’

In order to help the child to
express preferences and make
decisions, choice making
opportunities must be created,
like offering a choice of food at
meal times, of toys when
playing. Two or more objects
can be placed in a position
where the carer can see the
child’s face clearly, the objects
can be named and then the
child is asked to look at the
thing he or she wants (Image
4).
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Increasing natural speech
For many children with CP, we can consider a number of
strategies and methods to expand their communication skills.
Signing or pointing to an image or word while speaking will
increase understanding of dysarthric speech. Subtle or
idiosyncratic communication signals may be recognized by
families, but not by less familiar communication partners.
"Augmentative and Alternative Communication" (AAC) may
not be as necessary within the home, but it would have a vital
role to play in enabling a child to participate in other settings.

Speech
The production of sound is closely linked to motor skills and
to the child’s level of language understanding. Some children
with CP develop speech without problems in communicating,
others have no clear speech or have limited natural speech
that is only intelligible to family members. Some children
with CP have dysarthria (inaccurate oral movements for
speech production) or dyspraxia (inconsistent voluntary
control), or involuntary movements and poor accuracy of the
oral motor movements for speech.

Many children with CP experience variation in their speech
due to the level of postural support, fatigue, general state of
health, the communication situation and the emotional
content of what they are trying to say. Postural support can
help a child with breath support for speech, and provide
head, neck and jaw stability, which in turn can increase
control of oral-motor movements for speech production.
Carers must respond to any attempts to vocalize in order to
encourage the child to communicate.

Too much pressure can be counterproductive: for some
children the more they try to produce a sound, the more
body tension they experience, resulting in reduced ability to
vocalize.

Unaided communication: signing
For children who are able to make hand shapes and use
natural gestures, signing may be an effective communication
method. Even for children who cannot produce accurate
finger movements, gross approximations to signs may be of
some benefit: for example, bringing the hands together could
indicate a child wants ‘more’ food or play, whereas moving
the hands swiftly apart can indicate the child wants to ‘finish’
(Images 6 and 7).

Aided communication: Objects
Another way of supporting a child’s understanding of what is
about to happen is to present objects consistently alongside
speech. An example might be giving a child a spoon before
offering food. Because the spoon is an integral part of the
meal time it can come to represent that activity. This can be
particularly useful for children who are not thought to have
reliable understanding of spoken messages. Care should be
taken when selecting objects of reference to ensure they are
connected to that activity in an obvious way.

Image 6

Signing more

Image 7

Signing ‘finished’

Pictures
Pictures can be effective to communication if the child’s
speech is difficult to understand, or if the child does not have
speech, but have specific ideas the child wishes to
communicate. Pictures can vary in complexity, the child may
need to see a photograph of the person, place or object being
talked about, or be recognizing that a drawing can represent a
person, place, object or activity. This level of abstraction
makes it possible to represent concepts that are difficult to
photograph, for example, ‘fast’ and ‘more’. Several
vocabularies of line drawings have been developed for
children with limited speech. These are usually described as
symbol systems and have the advantage of consistency, that
is, the same symbols will be used in different settings. This
will enable the child to ‘talk’ about past events, something
which may not be possible for a child with limited speech.

Image 8

Switch-operated voice 

output communication aid.

Image 9
A chart offering a choice of 

places to go

Image 5
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Emergency Situations

Cerebral Palsy (CP) is a disorder of movement that results
from damage to part of the brain.
• Every child with CP is different, the term ‘cerebral palsy’,

is like an umbrella term that describes a whole range of
different problems.

• The movement problems can range from mild to severe.
• Some children with CP may have other disabilities or

health problems associated with the motor disorder.

What other problems may the child have?

Epilepsy
Epilepsy may develop in about one in three of all children
with CP. Some children may only have very occasional
seizures whereas in others the problem may be more
persistent.

Intellectual or learning disability
There is a wide range of intellectual ability in children with
CP. Children with severe physical disabilities may have normal
intelligence.

Perceptual difficulties
Some children with CP may have perceptual difficulties, for
example, they may have problems judging the size and shape
of objects or understanding distances.

Speech and language problems
Some children with CP will not have any difficulties in learning
to talk; others will need alternative methods of
communication.

Health problems
Children with CP have the same health problems as other
children of the same age.
Some children with severe CP may have specific health
problems: Visual or hearing problems; Constipation;
Malnutrition; Gastroesophageal reflux; Pain; Recurrent lung
infections.

Practical tips on forming a relationship with the child:
The child with CP often feels insecure. A child with increased
tone and stiffness is limited in movements and is therefore
unable to adjust when being moved. A child with intermittent
spasms and involuntary movements, although more able to
move, lacks stability.

Make sure that the child is in a position in which he or she
feels secure.

Try to choose a position which minimizes stiffness and
unwanted movements. Depending upon the child’s
characteristics these positions may be in lying, sitting,
kneeling or standing, as symmetrical as possible (the head,
trunk and pelvis are in alignment).

Look at the child in the eyes but do not force eye contact, as
this can cause distress in the child. Just gently encourage the
child to look at you.

Adjust your language or use gestures to let the child
understand what is about to happen. If the child is nervous
and distressed slow down as quickly as possible. Give to the
child lots of opportunities to help using all the skills
possessed, however limited.

Prepare the child for what will be happen to him or her
especially to new and different situations. Always tell the
child what you are going to do and what you want the child to
do.

Introduced the child to new situations gently to help him or
her to learn to relax and trust you. Talk to the child. Give him
or her a chance to respond to you.

Communication with a child with CP:
Do not focus solely on speech. Anything that the child does
that can be interpreted as having meaning and is giving a
message about how he or she feels and what the child wants.

Facial expressions, sounds, waving, pushing things away,
shaking the head to reject, pointing or eye-pointing (looking
from the object to the career's face and then back to the
object), looking and vocalizing, may be alternative or
augmentative ways the child uses to communicate.

Aided communication:
Pictures can be effective to communication if the child’s
speech is difficult to understand, or if the child does not have
speech, but have specific ideas that the child wishes to
communicate.

Several vocabularies using pictures symbols (symbol systems)
have been developed for children with limited speech, that
have the advantage of consistency (the same symbols will be
used in different settings).

Pictures can be effective in communicating if the child's
speech is difficult. We have included some communication
tables that can be used to communicate with children with
CP or children who speak other languages that we are not
familiar with.

https://isaac-online.org/english/aac-support-for-ukraine/

https://isaac-online.org/english/aac-support-for-ukraine/













