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ABSTRACT 

 
                  Self esteem has been reported to be low in individuals with physical 

disabilities like cerebral palsy. This in turn is known to affect their quality of life. The 

purpose of this study was to investigate self-esteem and quality of life (QOL) among 

individuals with mild spastic cerebral palsy in a cross cultural study across India and 

United States of America. 60 participants aged twelve to twenty five years (30 from 

India, 30 from USA) were subjects of the study. They were administered the Rosenberg 

Self-Esteem Scale and the World Health Organization-Quality Of Life Brief Scale to 

measure the study variables. Data was collected using the method of convenience 

sampling. The results were analysed using multivariate analysis of variance. As 

hypothesized, there was no significant difference between self-esteem and quality of life 

among cerebral palsy adolescents in India and Unites States of America. Results 

suggested that the type of cerebral palsy has an effect on self-esteem but not quality of 

life. The country of one’s residence also showed no effect on one’s self esteem and 

quality of life. 
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INTRODUCTION 

 

                   Cerebral palsy is a neurological condition that affects the development of 

movement and posture it is often combined with disturbances of sensation, perception, 

cognition, and behaviour. It occurs in about 2.1 per 1,000 live births [1]. The first 

descriptions of the cerebral palsy is mentioned in the work of Hippocrates in the 5th 

century BC. There have been extensive studies of the condition that began dated back in 

the19th century by William John Little [2]. Cerebral palsy is not an infectious or 

contagious disease with about 2% of all cases having a genetic cause and most of the 

cases are diagnosed during an early age rather than adolescent or adulthood [3].The 

most important feature of cerebral palsy is a movement disorder but it is often shows 

other combined symptoms like difficulties with thinking, learning, feeling, communication 

and behaviour [4]. Cerebral palsy can be seen as early as during the neonatal stages of 

developmental between 6 to 9 months, where there is preferential use of limbs, 

asymmetry, or any kind of gross motor developmental delay is seen. The resulting 

conditions of this can also include seizures, epilepsy, apraxia, dysarthria or other 
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communication disorders, eating problems, sensory impairments, intellectual disability, 

learning disabilities, urinary incontinence, faecal incontinence, and/or behavioural 

disorders [5]. One of the main causes of cerebral palsy is due to damage occurring to 

the developing brain. This damage can occur anytime during the pregnancy, delivery, 

the first month of life, or at times less commonly during early childhood [6].                         

Cerebral palsy where spasticity or muscle tightness also commonly known as spastic 

cerebral palsy it is the most common type of cerebral palsy occurring in almost 70% or 

more of all cases. In spastic cerebral palsy the muscle tightness is the almost exclusive 

impairment that is present [7].  

                        Spastic diplegia is historically also known as Little's Disease. It is a form 

of cerebral palsy that manifests tightness or stiffness in the muscles of the lower 

extremities of the humanbody, usually those of the legs, hips and pelvis [8]. Spastic 

hemiplegia is a neuromuscular condition of spasticity that results in the muscles on one 

side of the body being in a constant state of contraction or muscle tightness. It is the 

also known as the one-sided version of spastic diplegia. About 20 to 30% of patients 

who suffer from cerebral palsy are suffering from spastic hemiplegia [9]. Spastic 

quadriplegia, also known as spastic tetraplegia, is a subset of spastic cerebral palsy that 

affects all four limbs that is both arms and legs of the human body. Spastic quadriplegia  

affects all four limbs but the severity of stiffness or paralysis can differ, as in one arm 

could be stiffer than the other [10]. 

 

Self-Esteem  

              Self-esteem is a term used in psychology to describe an individual’s overall 

emotional self- evaluation of his or her own worth. It is an outlook that one has of 

themselves as well as the attitude that they have towards themselves. Self-esteem is an 

amalgamation of one’s beliefs and emotions such as triumph, despair, pride and shame. 

Smith and Mackie define it by saying "The self-concept is what we think about the self; 

self-esteem, is the positive or negative evaluations of the self, as in how we feel about 

it” [11]. Self-esteem is also known as an evaluative dimension of the self that includes 

feelings of worthiness, prides and discouragement. One's self-esteem is also closely 

associated with self-consciousness [12]. It is a belief that a person has which represents 

their own judgments of their worthiness. American psychologist Abraham Maslow 

included self-esteem in his hierarchy of needs. He described that there are two different 

forms of esteem: the need for respect from others, and the need for self-respect, or 

inner self-esteem. Respect from others includes recognition, acceptance, status, and 

appreciation, and is assumed to be more fragile and much easily lost than one’s inner 

self-esteem. According to Maslow, without the  fulfilment of the self-esteem need 

individuals unable to grow and obtain self-actualization and therefore individuals will be 

driven to seek it [14]. 

 

Quality of Life 

               Quality of life is an individual’s general well-being as well as the well-being of  

society. Quality of life covers a wide range of contexts that include the fields of 

international development, politics and employment. One should not confuse quality of 

life with standard of living and it differs on the premise that standard of living is 

measured primarily on income. The standard indicators for quality of life include not only 

wealth and employment but also the environment, physical and mental health, 

education, recreation, leisure time, and social belonging [15]. 

                       Unlike per capita growth or standard of living, both of which can be 

measured in financial terms, it is hard to make an objective evaluation or a long-term 



265 
 

 Indian Journal of Mental Health 2015 ; 2(3)  

measurement of the quality of life experienced by any nation or by any other groups of 

people. [16] Researchers in recent times have started to distinguish two aspects of an 

individual’s personal well-being: Emotional well-being, where the individuals are asked 

about the quality of their daily emotional experiences, how frequent and intense the 

experiences are of, for example, joy, stress, sadness, anger, and affection and life 

evaluation, where the individual are asked to think about their life in general and 

evaluate it against a scale. These kinds of systems and scales of measurement have 

been in use for some time. Research has also attempted to examine the relationship 

between quality of life and productivity [17]. 

                  A study reviewed the quality of life and health related quality of life among 

cerebral palsy adolescents compared with normative population. The apparent trends 

were adolescents with cerebral palsy reported a lower quality of life and health-related 

quality of compared to normative population but not in all the areas of well-being [18]. 

Another study looked at the relationship between the functioning and quality of life for 

children with cerebral palsy. It was the children’s self-report about their functioning, 

disability, pain and feelings, physical health and participation, disability. A higher 

variance in functioning was reported on the physical domains as compared to the 

psychosocial domains. It showed that children with cerebral palsy having poor 

functioning tend to report having a high psychosocial quality of life score [19].               

A study conducted on self-esteem of cerebral palsy adolescents with nondisabled 

adolescents. Results showed that boys with cerebral palsy have higher self-esteem 

scores as compared to girls with cerebral palsy. Adolescent girls with cerebral palsy 

report having lower physical self-esteem when compared to the scores of nondisabled 

boys and girls. Adolescent girls with cerebral palsy also reported lower social self-esteem 

as compared to boys with cerebral palsy and nondisabled adolescent girls. Adolescent 

boys with cerebral palsy had scores almost similar to the scores of nondisabled 

adolescent boys and girls [20].  

                A longitudinal study was conducted on the self-esteem of 22 adolescents with  

cerebral palsy till adulthood. The scores were compared with those of nondisabled 

adolescents. They were each matched by age, sex, schools and intelligence quotients. 

The study was conducted over a period of seven years. As adolescents all the other 

groups scored significantly higher on the various domains of self-esteem, personal, 

physical and social, as compared to adolescents girls with cerebral palsy. As adults none 

of the groups were significantly different from the other. The self-esteem scores of male 

subjects with cerebral palsy in adolescent and adulthood were similar to the scores of 

the males from the nondisabled groups. Personal relationships and experiences were 

identified as the factors that lead to the changes in self-esteem [21]. 

 

METHODOLOGY 

 

          The purpose of this study was to investigate self-esteem and quality of life among 

individuals with mild spastic cerebral palsy (quadriplegia/hemiplegia/diplegia) in a cross 

cultural study across India and United States of America. There are two independent 

variables, type of cerebral palsy with three levels (quadriplegia/hemiplegia/diplegia) and 

country of residence (India and United States of America). The two dependent variables 

are self-esteem and quality of life. 
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Hypotheses 

 

1) There will be no difference in the self-esteem scores of individuals with mild 

spastic diplegic, hemiplegic and quadriplegic cerebral palsy. 

2) There will be no difference in the quality of life scores of individuals with mild 

spastic diplegic, hemiplegic and quadriplegic cerebral palsy. 

3) There will be no difference in the self-esteem scores of individuals with mild 

spastic cerebral palsy in India and the United States of America. 

4) There will be no difference in the quality of life scores in individuals with mild 

spastic cerebral palsy in India and the United States of America. 

 

                            Demographic details of each participant was collected at the time of 

testing. The details were inclusive of information about their cerebral palsy spasticity 

diagnosis and the location of their residence. Each participant was given the Rosenberg’s 

Self-Esteem Scale [22] and the WHO Quality of Life Scale– BREF [23]. The participants 

answered the questionnaires at their own convenience. The research is a 2x3 within 

subject or repeated measures design with each participant undergoing the same levels of 

the variables. (self-esteem and quality of life). The scores obtained on self-esteem and  

quality of life was tabulated within the categories of type of cerebral palsy spasticity 

(hemiplegia/diplegia/quadriplegia) and location (India/United States of America) and 

further analysed for statistically significant results. Only individuals, between the ages of 

twelve to twenty four years were considered for this study. Purposive sampling was used 

as a method of data collection. The study used self-report demographic sheets for its 

independent variables and self-report scales as part of its research for dependent 

variables self-esteem and quality of life. Hindi and English both versions of the scale 

were made available to participants so as they could answer in the language they feel 

most comfortable. 

 

Rosenberg’s Self-Esteem Scale 

                      The Rosenberg Self-Esteem Scale is a test that comprises of 10 items 

that measure the individual’s overall self-esteem. The 10satements relate to the person’s 

overall self-worth and acceptance. The answers for the items range from strongly agree 

to strongly disagree on a four point rating scale. Reliability correlation of at least 0.8 has 

been reported. Criterion validity is found to be at 0.55 [22]. 

 

WHO Quality of Life-BREF 

                         The WHOQOL-BREF test consists of 26 items. The total quality of life  

score is broken down into four domains; physical health, psychological health, social 

relationships, and environment. It assesses the individual's perceptions in the context of 

their culture and value systems, and their personal goals, standards and concerns. The 

internal consistency of the four domains of the WHO-QOL-BREF ranged from 0.66 to 0.8 

[23]. 

 

RESULTS 

 

                 The mean and SD values for the effect of self-esteem on type of spastic 

cerebral palsy was 15.10±3.40 for diplegia. For hemiplegia it was 14.58±3.115 and for 

quadriplegia it showed a value of 13.35±2.719. The value of quality of life on type of 

spastic cerebral palsy for diplegia was 191.02±52.587, for hemiplegia was 

191.68±60.641 and for quadriplegia was 155.76±51.486 respectively. The mean and SD 
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for effect of self-esteem on country of residence for India was 14.59±3.227 while for 

United States was 14.11±3.124. The mean and SD for the effect of quality of life on the 

country of residence was 188.78±61.692 for India and 169.22±48.997 for United 

States. 

 

Table 1 – Effect of country and type of CP 

 

Effect  Value F Hypothesis 

df 

Error df Significance 

Intercept Wilks' 

Lambda 

0.043 73.597 2.000 66.000 0.000 

Country Wilks' 

Lambda 

0.943 2.005 2.000 66.000 0.143 

Type of 

CP 

Wilks' 

Lambda 

0.892 1.938 4.000 132.000 0.108 

Country 

and  

CP type 

Wilks' 

Lambda 

0.966 0.577 4.000 132.000 0.680 

 

 

              Multiple analysis of variance was used to examine the relationship between 

each dependent variable in the study. Results suggested that the type of spasticity and 

country has an effect on the self-esteem of individuals with mild spastic cerebral palsy 

whereas the type of spasticity and country has no effect on the quality of life of 

individuals with mild spastic cerebral palsy. For self-esteem the results were found to be 

significant but for quality of life the results were found to be non significant. A normality 

test was first run for the sample of seventy three participants. Results showed non-

normally distributed data for variables type of spasticity of mild cerebral palsy 

adolescents and quality of life and normally distributed data for self-esteem and country. 

A non-parametric test known as Kruskal-Wallis test was run for self-esteem and quality 

of life among types of cerebral palsy spasticity and country of residence. A non-

parametric test was run as the data for all the variables was not normally distributed. 

Results suggested that the spasticity of cerebral palsy does have an effect on self-

esteem but does not have an effect on quality of life. Also the country of residence of 

those with mild spastic cerebral palsy does not have an effect on self-esteem andquality 

of life. 

 

Graph 1 - The estimated marginal means of self-esteem of the types of 

spasticity in India and the United States of America. 
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                           The graph 1 shows the plots for self-esteem of individuals with mild 

spastic diplegic, hemiplegic and quadriplegic cerebral palsy from India and United States 

of America. Where India shows higher self-esteem scores as compared to UnitedStates 

of America. Self-esteem scores for both countries is the highest for diplegic cerebral 

palsy followed by spastic hemiplegic cerebral palsy and the lowest scores for self-esteem 

for both countries was found for spastic quadriplegic cerebral palsy. 

 

Graph 2 - The estimated marginal means of total quality of life of the types 

ofspasticity in India and U.S.A. 

 
 

                         The graph 2 shows the plots for quality of life of individuals with mild 

spastic diplegic, hemiplegic and quadriplegic cerebral palsy adolescents from India and 

United States of America. When compared the quality of life scores for India are higher 

than the quality of life scores of United States of America and the self-esteem scores of 

spastic quadriplegic cerebral palsy adolescents or both countries is the lowest. In India 

spastic hemiplegic cerebral palsy showed the highest score on the quality of life scale 

whereas in United States of America spastic diplegic cerebral palsy showed the highest 

scores on the quality of life scale. Based on these findings we conclude that there was a 

difference found in the self-esteem scores of individuals with mild spastic diplegic, 

hemiplegic and quadriplegic cerebral palsy therefore rejecting the null hypothesis. There 

was a no difference found in the quality of life scores of individuals with mild spastic 

diplegic, hemiplegic and quadriplegic cerebral palsy thus we retain the null hypothesis. 

There was no difference found in the self-esteem scores of individuals with mild spastic 

cerebral palsy in India and in United States of America thus retaining the null hypothesis. 

There was no difference found in the quality of life scores of individuals with mild spastic 

cerebral palsy in India and in United States of America therefore retaining the null 

hypothesis. 

 

DISCUSSION 

                   The purpose of this research was to investigate self-esteem and quality of 

life in individuals with varying spasticity in diagnosed cerebral palsy residing in 

different countries, India and United States of America. As hypothesized there was no 

difference in the self-esteem and quality of life scores of individuals with mild cerebral 

palsy from India and United States of America. There was a difference found in the 
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scores of the self-esteem of individuals from India and United States of America with 

varying spasticity in cerebral palsy, however there was no difference reported in the 

quality of life among those varying in spasticity in diagnosed cerebral palsy. An 

additional analysis was carried out by looking at the means for self-esteem for India 

and for United States of America and was found to be 14.59 (SD 3.237) and 14.11 (SD 

3.124) respectively. Even though miniscule, there is a difference showing India 

reporting a higher self-esteem score than United States of America. The mean for 

quality of life for India was 188.78 (SD 61.692) and U.S.A was 169.22 (SD 48.997) 

where again individuals from India reported a higher quality of life as compared to 

United States of America. Previous research has always studied those diagnosed with 

cerebral palsy in comparison with normative population within the same country, and 

results showed that those without cerebral palsy reported having a higher self-esteem 

and quality of life. Studies also compared self-esteem of individuals across different 

ethnicities but from the same country. The present study compared the scores on self-

esteem and quality of life with those diagnosed with mild spastic cerebral palsy from 

India and United States of America. A look at the graphs showed that both self-esteem 

and quality of life in both India and United States of America was the lowest for those 

diagnosed with quadriplegia, which is spasticity in all four limbs. The highest reported 

self-esteem and quality of life for both India and United States of America was for 

those diagnosed with diplegia, which is spasticity in the lower extremities of the body. 

A reason for this could be that the severity of paralysis is the least in diplegia as 

compared to hemiplegia or quadriplegia where half the body and all four limbs are 

affected receptively. For both variables, self-esteem and quality of life were higher for 

individuals with mild spastic cerebral palsy in India as compared to United States of 

America.  

                               These results could be an implication of the results of past 

research which is that as a society India is more collectivistic in nature while United 

States of America is more individualistic in nature. India is more group reliant while 

United States of America has a more self-sufficient structure. When one is diagnosed 

with a disability, support from the immediate environment, strong social support 

systems are essential and helps the individual cope in multiple ways. In India family is 

given more importance whereas in United States of America the individual is held 

higher. The Indian family/society structure is built in a way where there is a division of 

responsibilities within primary support care which at times extends to secondary and 

tertiary family, individuals are more household oriented and there are possibilities of 

more social interactions as compared to United States of America where the individual 

and individualistic needs are held above those of the society. A study conducted had 

suggested that humans had felt more supported secure and happier when they got to 

work together and also when they got to help each other out in collective 

environments. One of the important findings in the study were that people felt happy 

and satisfied not only by being around others and spending time with them or y doing 

things with them collectively but by also doings thing for the other person, by being 

pro-social [24]. This finding can be remotely linked to the current study thus 

explaining the marginally higher means of the self-esteem and quality of life scores of 

individuals with spastic cerebral palsy from India when compared to the United States 

of America.  
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