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Chapter I

Introduction
Cerebral palsy (CP) was first described in 1862 by an

orthopedic surgeon named William James Little. He

described it as a motor disorder resulting from a non-

progressive (static) insult to the developing brain 1.

It is the commonest physical disability in childhood,

occurring in 2.0 to 2.5 per 1000 live births. Recent

advances in neonatal management and obstetric care have

not shown a decline in the incidence of CP2.

It is a disorder affecting the development of movement and

posture. In addition to the characteristic motor disorders

which limit a patient's activities, individuals with CP often

display epilepsy, secondary musculoskeletal problems, and

disturbances of sensation, perception, cognition,

communication and behavior3.

The child of CP has abnormalities of muscle tone

and reflexes, is delayed in achieving developmental

milestones, and cannot control his or her balance or

movements. There is muscle weakness, spasticity, loss of

coordination, and persistence of primitive reflexes

interfering with the



development of gross and fine motor control. Even though

superficial sensation is generally normal, cortical sensation,

proprioception, and sensation of movement may be

impaired4.

Spastic CP is the most common form of CP.

Approximately 70% to 80% of children who have CP are

spastic. Spasticity is defined as an increase in the

physiologic resistance of muscle to passive motion. It is a

part of the upper motor neuron syndrome. Spasticity leads

to shortening of musculotendinous units, which in turn

causes fixed contractures and can eventually lead to

torsional abnormalities of long bones, joint instability,

deformity and degenerative arthritis5.

Upper limb affection in CP may be a part of

hemiplegia or quadriplegia (total body involvement)6.

The typical upper limb deformities include internal rotation

and adduction of the shoulder, which can occasionally

progress to anterior sublaxation or dislocation of the

humeral head. Flexion deformities of the elbow are

common. The forearm is almost always held in pronation.

This can result in rotational deformities of the radius and

ulna, and contracture of the interosseous membrane, pre

predisposing to subluxation or dislocation of the

radial head. Flexion deformities of the wrist and fingers are


