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Abstract 

Cerebral palsy is non-progressive motor disability syndrome largely attributed to abnormal development or damage in 
one or more parts of the brain especially the cerebellum and frontal lobe of the cerebrum that control muscle tone and 
motor activity and causing variable mental, motor and behavioral dilemmas. The study aims to review the information 
on the varied causes, types and clinical manifestation, diagnostic examination and management in cerebral palsy 
children. Prominent clinical presentation in this study was delayed developmental milestones such as delayed and 
coordinated movement of limbs, speaking delay and ptosis. Causes were noted to be pronounced in children born with 
low weight, preterm babies, trauma, delay among other complications during labor.  
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1. Introduction

Cerebral palsy as a term is used to describe group of movement disorders as it affects body movements and coordination 
in early childhood [1], [2]. Cerebral palsy is, in fact a common disorder of children with clinical presentation of a wide 
variety of cerebral cortical or sub-cortical insults occurring during the first year of life, either pre, during and after birth 
[3]. The brain primarily the central nervous system is vulnerable and easily harmed during an early period of 
development by complications of prematurity such as and periventricular leukomalacia and intraventricular or 
intracranial hemorrhage due to fetal stroke from blood clots in the placenta that block blood flow [4].  

 Damage to one or more specific areas of the brain such as the cerebellum that control muscle tone and frontal lobe of 
the cerebrum that control motor activity seems to be the attributed location by correlations with the clinical 
manifestation.  

2. Causes of cerebral palsy

Causes of cerebral palsy are varied from congenital in nature to well established causative indices in cases of stress or 
complications observed during labor that might have caused asphyxia which according to Pharaoh, [5] is estimated in 
about 5%-10% of children’ birth as well as developmental infections [6] or even maternal low blood pressure, rupture 
of the uterus, detachment of the placenta, or problems involving the umbilical cord [7]. Although newborn’s blood is 
equipped to compensate for short-term low levels of oxygen, if the supply of oxygen is reduced for lengthy periods, 
which is usually the case in scenario of insufficient, competent and responsive health practitioner within the 
environment thus resulting to an infant developing brain damage of hypoxic-ischemic encephalopathy type, which 
destroys tissue in the cerebral motor cortex of the brain.  
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According to a report by William and Carey [8] between 40% and 50% of all children who develop cerebral palsy were 
born prematurely, of which most of these cases (75-90%) are believed due to issues that occur around the time of birth, 
often just after birth [9] (John, 2013). Multiple-birth infants are also more likely a pre-disposing factor than single-birth 
infants to having cerebral palsy [10].  

Other causes could be as a result of interruption of the normal process of brain growth during fetal development likely 
due to gene mutation that interfere with the transmission of brain signals which is particularly vulnerable during the 
first 20 weeks of development. 

It is very common on observation that most children who are born with cerebral palsy have more than one risk factor 
associated with it [11].  

3. Clinical manifestations of cerebral palsy 

Signs of cerebral palsy are usually not noticeable in early infancy but become more obvious as the child’s nervous system 
matures and the problems and disabilities could range from very mild to very severe depending on the severity of the 
brain damage. They may be very subtle, noticeable only to medical professionals, or may be obvious to the parents and 
other caregivers. Signs and symptoms vary among people and over time with the obvious as follows: 

i. Delayed milestones such as controlling head, rolling over, reaching with one hand, sitting without support, 
crawling, or walking usually accompanied with abnormal muscle tone which may be very stiff (spastic) even at 
joints as well or unusually relaxed and floppy leading to limbs being held in coordinating positions by muscle 
exertion of differing tone or strength. 

ii. Abnormal movements that may be unusually jerky or slow and writhing that may appear uncontrolled or 
without purpose usually from skeletal deformities that may manifest in shortened limbs on the affected side 
and if not corrected by surgery or a device can lead to tilting of the pelvic bones and scoliosis.  

iii. Seizures noticeable in about one third of people with cerebral palsy have seizures which may appear early in 
life or years later with the physical signs that may be partly masked by the abnormal movements of a person 
with cerebral palsy and sometimes epilepsy [12].  

iv. Vision problems noticeable in three quarters of people with cerebral palsy have strabismus or ptosis due to 
weakness of the muscles that control eye movement which may result to nearsightedness if severe over time 
and sometimes weak eyelid muscle leading to dropping of upper eyelid. 

v. Speech problems is seen in some individuals with cerebral palsy with the inability to control tongue muscles 
and thus cannot speak normally quite early which often times is accompanied by total/partial hearing loss in 
severe cases [13].  

vi. Swallowing problems/Drooling shown by inability to control muscles involved in sucking, eating, drinking, and 
controlling their saliva [13], [14]. This is occasionally accompanied by dental problems with noticeable cavities 
than usual that can results from both defects in tooth enamel and difficulties brushing the teeth. 

vii. Bowel and/or bladder control problems with an average of 55.5% of people with cerebral palsy experiencing 
lower urinary tract symptoms, more commonly excessive storage issues than voiding issues [15] due to lack of 
muscle control. 

viii. Children born with cerebral palsy are more likely to have some learning disabilities, which may be unrelated 
to their intelligent quotient (IQ) [16] with different patients likely to manifest different degrees of intellectual 
ability [17] that varies from genius to intellectual impairment [18].  

In fact children with cerebral palsy suffer from multiple problems and potential disabilities that require the provision 
of family-centered services that make a difference in the lives of these children and their [19]. 

4. Diagnostic examinations of cerebral palsy 

The diagnosis of cerebral palsy has historically rested on the child's history and physical examination. A general 
movement’s assessment which involves measuring movements that occur spontaneously among those less than four 
months of age, appears most accurate [20] usually child’s milestone movement, although children who are more 
severely affected are more likely to be noticed and diagnosed earlier [21]. Symptoms and diagnosis typically occur by 
the age of two, [22] although patients with milder forms of the condition may be over the age of 5, if not in adulthood, 
when finally diagnosed. Early diagnosis and intervention are seen as being a key part of managing cerebral palsy ([23]. 
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Early detection and diagnosis is critical since it allows medical practitioners to begin treatment when the disorder is in 
its initial stages. Neuroimaging with Computed Tomography (CT) or Magnetic Resonance Imaging (MRI) is warranted 
when the cause of a person's cerebral palsy has not been established, however once a person is diagnosed with cerebral 
palsy, further diagnostic tests are optional. An MRI is preferred over CT, due to diagnostic yield and safety. When 
abnormal, the neuroimaging study can suggest the timing of the initial damage [24]. 

The challenges of management of cerebral palsy begin from diagnosis to the provision of care long after diagnosis. The 
ability to provide a diagnosis for the disorder early in the child’s life may determine the success of treatment process.  

5. Management of cerebral palsy 

Management of cerebral palsy is observed to be primarily for the purpose of increasing functionality, improving 
capabilities, sustaining health in terms of locomotion, cognitive development, social interaction, and independence as 
rightly pointed by Taylor [25]. The best clinical outcomes comes from early intensive management involving 
multidisciplinary team approach of physical therapists, orthopedic surgeons with focus on total patient development, 
not just on improvement of a single symptom; as this provides the best model for medical care of patients across their 
lifespan to manage various associated and secondary conditions as well as address support system and psychosocial 
needs [26]. 

It is important that children with cerebral palsy be screened for mental retardation, ophthalmologic and hearing 
impairment, speech and language disorders and nutrition and growth should be monitored [27]. 

Equally care programs is seen to encompass physical and behavioural therapy, pharmacologic and surgical treatments, 
mechanical aids, and management of associated medical conditions according to Tilton [28]. While occupational and 
behavioural therapy seeks to enhance patient-caregiver interactions, Physical therapy is more of a post-operative 
management procedure.  

6. Conclusion 

Cerebral palsy is a chronic motor disorder that is said to affect the parts of the brain, with unknown cause in most cases 
although birth trauma and prematurity remains the commonest risk factor. Children with cerebral palsy suffer from 
multiple problems and potential disabilities among which are abnormal muscle tone, delayed motor development, and 
delayed speech all classified as delayed developmental milestones. Screening for these conditions should be part of the 
initial assessment for proper attention and care which is more effective on an individualized treatment plan that 
provides a combination of interventions and that requires the provision of a number of family centered services so as 
to improve the quality of life through a coordinate a complex care system that maximize the capabilities and benefits of 
the child.  

Recommendation 

It is recommended that computed tomography of the brain (when MRI was not available) be the least to deployed in 
suspected cases of cerebral palsy to establish any brain abnormality. Further metabolic and genetic tests are 
recommended to exclude underlying genetic or metabolic etiology especially those with malformations. Those with 
focal vascular insult, coagulation studies are recommended to exclude coagulopathy. 

Cerebral palsy is non- curable in the accepted sense although several measures such as proper education, therapy and 
applied technology are being used to help persons who are suffering from this disorder and provide them productive 
lives. In order to approach cerebral palsy systematically, the medical practitioners and physical therapists need to 
recognize neuromotor deficits, diagnose and implement a methodical treatment plan.  
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