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Abstract 

Background: Studies have shown the correlation between children’s physical disabilities and 

parental stress. The importance of the length of systemic therapy including stress management has 

also been emphasized in the literature. This study aims to explore the results of a holistic mental and 

health promotion intervention on parents caring for children with cerebral palsy. 

Methods: Self-administered scales (Questionnaires) were employed to measure lifestyle variables, 

perceived stress, depression and anxiety, locus of control, and spirituality. Prior to commencement of 

the study, the informed consent of the participants were sought and obtained and ethical clearance 

was also obtained. A sample size of 80 participants was also calculated for the study. Stress 

management techniques were taught to the participants in the intervention group who also attended 

lectures on health behaviors. The control group were placed on normal existing protocol. Odd and 

even numbers of the participants’ birthdate was employed in allocating them to either the intervention 

or the control groups. The intervention group participated in the health promotion programs for a 

period of 8 weeks after the pretest measurements. The control group were only placed on the normal 

existing protocols after the pretest measurements. Both group participants underwent posttest 

measurements after the 8 week period. Chi-square test was used to determine any significance 

difference in terms of sociodemographic variables between the two groups. Independent t-test was 

employed to determine significantt difference between the two groups in relation to mean scores of 

psychosocial problems after intervention. Paired t-test was also used to determine any significant 

difference between mean scores of psychosocial problems before and after intervention in the 

intervention group. Statistical level of significance was set at P<0.05. 

Results: The results of the independent t-test revealed that the null hypotheses in respect of the 

anxiety and depression subscales of Depression Anxiety Stress scale (DASS-21) and Perceived Stress 

Scale (PSS-14) were rejected. Significant difference was found after intervention between groups 

regarding the anxiety and depression subscales of DASS-21 (t = 4.75, p < 0.05) and Perceived Stress 

Scale PSS-14 (t = -2.76, P < 0.05). The results of the Chi-Square test showed no significant difference 

between the groups regarding the sociodemographic variables of the respondents in respect of the 

participants’ sex (X2 = 1.127, P > 0.05), participants’ number of children (X2 = 1.747, P > 0.05), 

participants’ level of education (X2 = 3.936, P > 0.05), participants’ religion (X2 = 0.464, P > 0.05) 

and participants’ ethnic groups (X2 = 3.387, P > 0.05). However the study found significant 

difference with respect to the participants’ marital status (X2 = 7.014, P < 0.05). 

The paired samples t-test showed significant difference between the pre-test and post-test mean 

scores of the participants’ psychosocial problems with regards to the DASS-21 (t39 = 12.758, P < 

0.05) and PSS-14 (t39 = 79.514, P < 0.05) in the intervention group. 

Conclusion: The objectives of this study to reduce the levels of depression, stress and anxiety in 

parents caring for children with cerebral palsy in Ile-Ife, south-west, Nigeria was achieved. As a 

result of these achievements, the objective of improving the Quality Of Life (QOL) of the participants 

was also realized. 

Keywords: Mental Promotion, Health Promotion, Cerebral Palsy, Parents, Children. 

1

mailto:olabode20032001@yahoo.com


DOI: 10.21522/TIJPH.2013.06.01.Art007 

ISSN: 2520-3134 

Introduction 

Cerebral palsy (CP) is a disorder of the central nervous system and it constitutes permanent, non-

progressive anatomical damage of the motor centers of the brain which manifests in impairments in 

both mobility and posture [20]. It has also been defined as a permanent, but not irreversible 

impairment of muscle tone and movement which is caused by a damage of the evolving nervous 

system before or during birth or in the first months of life [7]. Cerebral palsy has been estimated to be 

five to ten times more common in under-privileged parts of the world, but the exact burden is 

unknown in most low-and middle-income countries as the global incidence is between 2 and 3 per 

1000 live births [16]. 

As cerebral palsy is the most common cause of physical disability in children worldwide, little is 

reported on the condition in the African context [4]. A recent study in Egypt [5] reported a childhood 

prevalence of 3.6 per 1000 live births among children less than or equal to 18 years and 0.4 per 1000 

live births among adults aged 19-40 years. Another study from Nigeria [6] which is another 

developing country in Africa found that birth asphyxia (39.0%), bilirubin encephalopathy (24.4%) and 

post infectious brain damage (18.3%) were the major causes of cerebral palsy. 

A study [13] carried out on psychosocial problems among parents of children with cerebral palsy in 

Western India revealed a wide range of psychosocial problems that were experienced by the parents 

of these children. These problems were associated with common themes such as disturbed social 

relationships, health problems, financial problems, moments of happiness, worries about future of the 

child, need for more support services and lack of adequate number of trained physiotherapists. 

Similarly, another study [12] found out that the most important predictors of caregiver burden were 

degree of disability, depression and self-efficacy following a study conducted on burden of caregivers 

of children with cerebral palsy in Spain. The authors concluded that it was necessary to develop 

interventions to reduce depression and enhance self-efficacy in parents of children with cerebral palsy 

as one of the primary objectives for minimizing the burden on caregivers of disabled children. 

Another group of researchers in a study [1] found out that applying a designed-supportive program 

was capable of influencing positively the mental health status of the mothers who had children with 

cerebral palsy. Because of their findings, they suggested that designed-supportive programs should be 

applied as an effective method to promote mental health of mothers of children with cerebral palsy. In 

a recent study [20] aimed to reduce perceived stress levels, anxiety and depressive symptoms as well 

as to improve the participants’ quality of life and to promote healthy dietary patterns in parents of 

children with cerebral palsy and motor disability living in Athens, Greece. The study eventually 

demonstrated that intervention which combines stress management techniques with cognitive 

restructuring could reduce stress. 

The outcome of a study aimed to describe family distress as reported by parents of children with 

cerebral palsy as well as to identify factors associated with distress revealed that family distress 

measures were modestly associated with motor and cognitive abilities but, more strongly correlated 

with particular behavioral difficulties. However, the authors found activity limitations across domains 

to be highly associated with measures of distress. They therefore advocated for the need to monitor 

family functioning at intervals as the child grows and direct necessary resources to optimize child and 

family well-being [11]. 

A selective review of interventions designed to reduce stress in parents of children with intellectual 

disabilities with a focus on group interventions which incorporated various cognitive behavioral 

techniques was carried out [18]. They found out that research evidence suggested that standard service 

models such as respite care and case management probably helped to reduce parental stress. They also 

reported that there were a number of potential practical implications of reducing parental stress for 

maximizing the efficacy of general parent training interventions and also behavioral programs for 

children's challenging behaviors. 

In a cross-sectional descriptive survey conducted in the Physiotherapy Department of a tertiary 

hospital in Nigeria, the authors found that personal problems that were experienced by parents of 

children with cerebral palsy included loss of job, lack of concentration at work, loss of family joy as 

well as derangement of financial affairs of the family. They however concluded that families caring 
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for children with cerebral palsy generally had a positive attitude towards their children despite the 

challenges [15]. 

Till date, there is paucity of data on health promotion and stress management intervention for 

parents of cerebral palsy children in African countries especially, in Nigeria. It has been established 

that parents of children with cerebral palsy had experienced various degrees of psychosocial problems 

[11, 13 and 20]. These psychosocial problems have lots of negative impacts on the general well-being 

of parents of such children. 

Even though, similar investigation has been done in some other countries of the world before, it is 

yet to be investigated in Nigerian communities to the best of the researcher’s knowledge. Therefore, it 

is intuitive to find out the impact of mental and health promotion on parents caring for children with 

cerebral palsy in a developing country like Nigeria. This is with a view to implementing the findings 

so as to assist in reducing the stress usually being experienced by parents of such children in Nigeria 

in particular and the world in general. This study is therefore designed to investigate the impact of 

mental and health promotion on parents caring for children with cerebral palsy in Ile-Ife, Nigeria. 

Research questions 

The research questions for this study are as follows: 

1. What impact will mental and health promotion interventions have on the stress of parents 

caring for children with cerebral palsy in Ile-Ife? 

2. What impact will mental and health promotion interventions have on depression levels of 

parents caring for children with cerebral palsy in Ile-Ife? 

3. Will mental and health promotion interventions have any effect on anxiety levels of parents 

caring for children with cerebral palsy in Ile-Ife? 

Research objectives 

The main objective of the study was to explore the results of a holistic mental and health 

promotion interventions on parents caring for children with cerebral palsy in Ile-Ife, south-west 

Nigeria. The specific objectives include: 

 Reducing levels of stress in parents caring for children with cerebral palsy in Ile-Ife 

 Reducing depressive symptoms in parents caring for children with cerebral palsy in the study 

area. 

 Reducing anxiety levels among parents caring for children with cerebral palsy in Ile-Ife. 

 Improving Quality of Life (QOL) of parents caring for children with cerebral palsy in the study 

area. 

Research hypotheses 

The following hypotheses were tested in the study: 

Ho1. There will be no significant difference between groups with regards to the Anxiety and 

Depression subscales of Depression Anxiety Stress Scale (DASS). 

Ho2. There will be no significant difference between groups regarding Perceived Stress Scale 

(PSS-14) score. 

Ho3. There will be no significant difference between groups regarding the sociodemographic 

variables of respondents. 

Ho4. There will be no significant difference between the mean scores of psychosocial problems 

before and after intervention in the experimental (intervention) group. 

Ho5. There will be no significant difference between the mean scores of psychosocial problems 

before and after intervention in the control group. 

Methodology 

The study was conducted in Ile-Ife which is an ancient city located in Osun-east senatorial district 

of Osun State, south-west, Nigeria lying on 7.4905 degrees north and 4.5521 degrees east. The 

vegetation of Ile-Ife is lowland rainforest. The climate of this study area is tropical with two 

prominent seasons, the raining and the dry seasons. It has an area of 111 square kilometers and a 

3



DOI: 10.21522/TIJPH.2013.06.01.Art007 

ISSN: 2520-3134 

population of 167,254 according to 2006 census. The residents are predominantly Yoruba tribe.  The 

study is a pretest-posttest quasi-experimental design type. The parents of children with cerebral palsy 

who met the inclusion criteria were assigned either into the intervention group who received health 

promotion and stress management interventions or to the control group that received the normal 

existing protocol. All measurements were taken within the premises of the Department of Medical 

Rehabilitation, Obafemi Awolowo University Teaching Hospitals Complex, Ile-Ife. Official 

permission was sought from the authorities of the hospital. Prior to the commencement of the study, 

informed consent was sought and obtained from the subjects. Ethical clearance from the ethical 

clearance committee of Obafemi Awolowo University Teaching Hospitals Complex, Ile-Ife was also 

obtained before the commencement of data collection. 

Initially, parents in both groups completed baseline measurements (pretest). Thereafter, parents in 

the intervention group were taken through eight weeks of health promotion and stress management 

interventions after when another round of posttest measurements was taken for both groups. At the 

end of data collection and collation, health promotion in the form of lectures was given to the parents 

in the control group so as to compensate them for not receiving health promotion and stress 

management interventions during the study. The purpose of this was to correct the temporary 

imbalance in health promotion and stress management benefits enjoyed by the participants in the 

experimental group. The sample size tor the study was calculated to be 80 for both groups. Odd and 

even numbers was employed to assign the parents of children with cerebral palsy who met the 

inclusion criteria for the study either to the intervention group or to the control group. Participants’ 

allocation was done using their date of birth (odd or even). The total sample was split into equal 

halves for the intervention and the control groups. 

Questionnaires: The perceived stress scale (PSS 14) was employed to assess the perceived stress 

levels of participants. It was employed to assess the perceived stress levels of participants. It is a self-

assessment scale which measures the degree to which situations in one’s life is considered stressful on 

a 5-point Likert scale. PSS 14 has been validated and found to have satisfactory psychometric 

properties in non-demented adults [1]. Reliability test was conducted using Cronbach’s Alpha for test 

of internal consistency of the Perceived Stress Scale PSS). The reliability test result for perceived 

stress scale (PSS) showed a Cronbach's Alpha of 0.897. 

The Depression Anxiety Stress Scale-21 (DASS-21) is a self-administered questionnaire that has 

three subscales to measure depression, anxiety and stress. It was also graded on a five-point Likert 

type scale. It has been validated in a number of populations such as Hispanic adults, American and 

British and found to be psychometrically sound with good reliability and validity [3, 14]. Reliability 

test was conducted using Cronbach’s Alpha for test of internal consistency of the ‘DASS’. The 

reliability test result for Depression, Anxiety Stress Scale (DASS) showed a Cronbach's Alpha of 

0.891. The instruments were re-validated for the purpose of this study by experts in related fields and 

a Statistician. 

The two groups were informed about the purpose of the study in the same way. They were also 

made to be aware that the study concerned stress and disabilities. In the intervention group, the role of 

the techniques for reducing stress, anxiety and depression levels were highlighted. However, the 

control group received the normal existing protocol. The study comprised of an eight-week stress 

management and lifestyle change program with weekly sessions of stress management, dietary 

counseling, physical exercise and psycho-education. 

Initially, parents completed baseline measurements and attended a lecture on the stress system [2]. 

They were informed about the role of exercise, locus of control and daily routine. Parents were 

encouraged to keep a structured daily routine emphasizing meal times, awakening time and bedtime. 

The second and third meetings included training in diaphragmatic breathing using biofeedback mirror. 

The fourth meeting included training on cognitive restructuring and gratitude practice. During the 

fifth meeting, parents were informed about diet plan. The sixth meeting included training in guided 

imagery [8]. They were given a pen-and-paper relaxation diary to self-monitor their progress. 

During the seventh meeting, parents discussed their diaries with the researcher and they were 

further encouraged to adhere strictly to the program. At the eight session, parents completed the final 

measurements [9]. Participants in the control group at the beginning and at the end of the study 
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completed the same questionnaires as those in the intervention group. The period of observation of the 

control group was also eight weeks. Data for the study was collected using pre-tested, close-ended, 

questionnaires to assess the psychosocial problems of parents of children with cerebral palsy in Ile-

Ife, south-west Nigeria. Measurements included sociodemographic variables like age, sex, educational 

level, number of children and marital status. 

Statistical analysis was done using the Statistical Package for Social Sciences (SPSS) 21.0 program 

for windows. Between groups comparisons was performed. Chi-square was employed to determine 

significant difference in terms of sociodemographic variables between the two groups. Independent t-

test was used to determine significant difference between the two groups in relation to mean scores of 

psychosocial problems after intervention. Paired t-test was also employed to determine if there was 

significant difference between mean scores of psychosocial problems before and after intervention in 

the experimental (intervention) group. P value was set at 0.05. 

Inclusion criteria 

The inclusion criteria included parent having a child diagnosed with cerebral palsy and was 

between the ages of 20 and 70 years. Such child was between the ages of 4 months and 10 years. 

Furthermore, parent was able to read, write and understand English language. 

Exclusion criteria 

Parents who did not meet the inclusion criteria were excluded from the study. Parents with 

psychiatric comorbidity, parents who were on other relaxation techniques and those that were on 

psychotropic medications were also excluded from the study. 

Results 

The age range of all the participants is between 25 and 54 years. Table 1 shows the distribution of 

participants in the study by age. This revealed that 31 (38.0%) of the participants are between the age 

bracket of 25-34 years, 42 (52.4%) of them are between the age bracket of 35-44 years, while 7 

(8.8%) of the total participants fall within 45-54 years age range. Table 2 shows the distribution of all 

the participants by sex. From this table, it can be deduced that 9 (11.2%) of the respondents were 

males, while the remaining 71 (88.8%) were females. This shows that majority of the respondents 

were females. Table 3 reveals all the participants’ distribution by marital status. It can be deduced that 

73 (91.2%) of the participants were married, 3 (3.8%) of them were separated, while 4 (5.0%) were 

widowed. This shows that majority of the participants of this study were married with none of them 

being single as at the time of data collection. 

Table 4 shows that 30 (37.5%) of the participants have only one child, 23 (28.7%) of them have 

two children, 18 (22.5%) of them have three children, while 9 (11.3%) of the total participants have 

four children. The table also revealed that none of the sampled participants have more than 4 children. 

Majority of the participants 43 (53.7%) had secondary school education. This can be deduced from 

table 5. None of the participants was illiterate and there was none with only primary school education. 

However, the results shows that 27 (33.8%) are NCE/Diploma holders, while 10 (12.5%) among them 

are Degree holders. 

Table 6 shows the distribution of the participants by ethnic group. It reveals that majority 74 

(92.4%) of the participants are Yoruba, 3 (3.8%) of them are Hausa/Fulani, while the remaining 3 

(3.8%) of the total participants are Igbo. Table 7 shows the distribution of the participants by religion. 

47 (58.7%) of them are Christians practicing Christianity, while 33 (41.3%) of the total participants 

are Muslims practicing Islam. From table 8, the intervention group had a mean (X) of 12.80 and 

standard deviation (SD) of 3.88, while the control group had a mean score of 7.88 and standard 

deviation of 5.29. From the table, df (78), t = 4.75, p < 0.05. That is, the result of t-value of 4.75 

resulting in 0.001 significance value which is less than 0.05 alpha level. Thus, the null hypothesis 

earlier stated that there will be no significant difference between groups with regards to the Anxiety 

and Depression subscales of Depression Anxiety Stress Scale (DASS) is rejected. This implies that 

there is significant difference between groups with regards to the Anxiety and Depression subscales of 

Depression Anxiety Stress Scale (DASS) after the intervention. To determine whether there is no 
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significant difference between groups regarding Perceived Stress Scale (PSS-14) score, independent t-

test was used to test the null hypothesis. The result is shown in table 9: From this table, it can be 

deduced that there was significant difference between the intervention and control groups regarding 

Perceived Stress Scale (PSS-14) score after the intervention. The intervention group had a mean (X) 

of 43.53 and standard deviation (SD) of 4.66, while the control group had a mean score of 46.20 and 

standard deviation of 4.00. From the table, df (78), t = -2.76, p < 0.05. That is, the result of t-value of -

2.76 resulting in 0.007 significance value which is less than 0.05 alpha value. Thus the null hypothesis 

that there will be no significant difference between groups regarding Perceived Stress Scale (PSS-14) 

score is rejected. This implies that there is significant difference between groups regarding Perceived 

Stress Scale (PSS-14) score. 

Regarding the hypothesis which stated that there will be no significant difference between groups 

regarding the socio-demographic variables of participants, table 10 shows the Chi-Square significance 

value for the cross tabulation of the participants’ age against the groups (intervention and control). It 

can be inferred from the table that Χ2 (2) = 3.957, p >0.05. This implies that the Chi-Square (X2) 

value of 3.957, at a degree of freedom of 2 resulted in 0.138 significance value which is greater than 

0.05 alpha value of significance. Therefore, there is no significant difference between groups 

regarding the participants’ age. That is the age of the participants that belong to the intervention group 

do not differ from the age of participants that participated in the control group. Table 11 shows the 

Chi-Square significance value for the cross tabulation of the respondents sex against the groups 

(intervention and control). It can be deduced from the table that Χ2 (1) = 1.127, p >0 .05. This implies 

that the Chi-Square (X2) value of 1.127, at a degree of freedom of 1 resulted in 0 .288 significance 

value which is also greater than 0.05 alpha value of significance. Therefore, there is no significant 

difference between the groups regarding their sex. That is the sex of the respondents that belong to the 

intervention group do not differ from those that participated in the control group. 

Table 12 shows the Chi-Square significance value for the cross tabulation of the respondents 

marital status against the groups (intervention and control). It can be deduced from the table that Χ2 

(2) = 7.014, p < 0.05. This implies that the Chi-Square (X2) value of 7.014, at a degree of freedom of 

2 resulted in 0.030 significance value which is less than 0.05 alpha value of significance. Therefore, 

there is a significant difference between groups regarding their marital status. That is the marital 

status of the respondents that belong to the intervention group differs from that of respondents that 

participated in the control group. 

Table 13 below shows the Chi-Square significance value for the cross tabulation of the 

respondents’ number of Children against the groups (intervention and control). It can be deduced from 

the table that Χ2 (3) = 1.747, p > 0.05. This implies that the Chi-Square (X2) value of 1.747, at a 

degree of freedom of 3 resulted in 0.627 significance value which is greater than 0.05 alpha value of 

significance. Therefore, there is no significant difference between groups regarding the participants’ 

number of children. That is the number of children born by the respondents that belong to the 

intervention group do not differ from those of respondents in the control group. Table 14 shows the 

Chi-Square significance value for the cross tabulation of the respondents’ level of education against 

the groups (intervention and control). It can be deduced from the table that Χ2 (4) = 3.936, p > 0.05. 

This implies that the Chi-Square (X2) value of 3.936, at a degree of freedom of 4 resulted in 0.415 

significance value which is greater than 0.05 alpha value of significance. Therefore, there is no 

significant difference between groups regarding the participants’ level of education. That is the level 

of education of the respondents that belong to the intervention group do not differ from those of 

respondents in the control group. 

Table 15 shows the Chi-Square significance value for the cross tabulation of the respondents 

religion against the groups (intervention and control). It can be deduced from the table that Χ2 (1) = 

0.464, p > 0.05. This implies that the Chi-Square (X2) value of 0.464, at a degree of freedom of 

‘1’resulted in 0.496 significance value which is greater than 0.05 alpha value of significance. 

Therefore, there is no significant difference between groups regarding the respondents’ religion. That 

is the religion practiced by the respondents that belong to the intervention group do not differ from the 

religion of respondents that participated in the control group. Table 16 shows the Chi-Square 

significance value for the cross tabulation of the respondents ethnic group against the groups 
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(intervention and control). It can be inferred from the table that Χ2 (2) = 3.387, p > 0.05. This implies 

that the Chi-Square (X2) value of 3.387, at a degree of freedom of 2 resulted in 0.184 significance 

value which is greater than 0.05 alpha value of significance. Therefore, there is no significant 

difference between groups regarding their Ethnicity. That is the ethnic group of the respondents that 

belong to the intervention group do not differ from that of respondents that participated in the control 

group. From all of the above, it can be deduced that there is no significant difference generally 

between groups regarding the socio-demographic variables (with the exception of their marital status) 

of respondents. 

From table 17 it can be deduced that there was a significant average difference between the pretest 

and posttest scores of the DASS scale in the intervention group (t39 = 12.758, p < 0.05). This implies 

that there is significant difference between the mean scores of the participants’ psychosocial problems 

regarding the pre- and post-intervention scores of DASS scale in the intervention group. However, 

there was no significant difference found between the mean scores of participants’ psychosocial 

problems regarding the pre-test and post-test measurements of DASS in the control group as shown in 

table 18. Similarly, from table 19, it can be deduced that there was a significant average difference 

between the pretest and posttest scores of the PSS scale in the intervention group (t39 = 79.514, p < 

0.05). This implies that there is significant difference between the mean scores of the participants’ 

psychosocial problems regarding the pre- and post-intervention scores of PSS scale in the intervention 

group. 

Discussion 

This study is an interventional study that evaluated the effects of an eight-week mental and health 

promotion program that was implemented for parents caring for children with cerebral palsy in Ile-Ife, 

South-West, Nigeria. Among the intervention programs are: diaphragmatic breathing, guided imagery 

training, progressive muscle relaxation, audio-visual material on exercise and nutrition including 

training on cognitive restructuring and gratitude exercises. 

The age range of participants in this study was found to be between 25 and 54 years with majority 

(52.4%) of them falling between the age brackets of 35 to 44 years. This finding agrees with the work 

of [20] where the authors reported majority (35.63%) of their study participants to be in the age range 

of 26 and 41 years. This finding might be attributed to the fact that these age ranges are the usual ages 

of procreation for women before the age of puberty is attained. 88.8% of this study's participants were 

females with only 11.2% being males. This is also in line with the outcome of the study [20] which 

reported a higher percentage (80%) of the participants being females. This finding can be ascribed to 

the fact that the care of children especially in most African countries is usually being done by the 

mothers, while fathers are usually saddled with financial responsibilities. The result of this study 

showed that majority of the participants (91.2%) were married. This finding is also in line with the 

finding from [20] where 95% of the participants were married. However, this study recorded 5% of 

the participants to be widowed which is contrary to the findings from [20] where there was no single 

widow among the participants. 

With regards to number of children of each of the participants, the maximum number of each 

participant’s children in this study was four. This is contrary to what obtained in [20] where the 

maximum number of participants' children was three. The recorded higher number of participants' 

children in this study may be due to the practice of polygamy in parts of African countries of which 

Nigeria is inclusive. The findings from this study further revealed higher percentage (53.7%) of 

participants with secondary education. This is contrary to the very low percentage (17%) of 

participants with secondary education reported by [20]. However, the two studies are in line in that 

none of them had participant with educational level below secondary education. The higher number of 

participants with secondary education in this study can be attributed to the urban nature of the study 

area as well as the presence of a first class tertiary institution (federal university) as well as private 

university and polytechnic in the city. The highest number of participants (92.4%) are Yoruba. This 

finding might be due to the fact that the study area is predominantly occupied by the indigenous 

Yoruba people while other tribes only came to settle there for purposes of businesses and work. 
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Regarding the null hypothesis which states that there will be no significant difference between 

groups with regards to the anxiety and depression subscales of Depression Anxiety Stress Scale, the 

null hypothesis was rejected as significant difference was found between groups (t = 4.75, p < 0.05) 

with regards to the anxiety and depression subscales of the Depression Anxiety Stress Scale. Among 

the objectives of this study was to reduce anxiety and depression levels among parents of cerebral 

palsy children. With regards to this, the objectives were achieved. The finding is attributable to the 

eight-week mental and health promotion intervention programs administered on the participants in the 

intervention group. This finding support the work of [20] whose work similarly reported statistically 

significant difference between groups regarding depression and anxiety subscales of Depression 

Anxiety Stress Scale. The finding also support the work of [17] where the authors reported significant 

difference between two groups(intervention and control) in relation to mean scores of mental health 

after intervention (P < 0.001). 

With respect to the null hypothesis which stated that there will be no significant difference between 

groups in relation to the PSS, significant difference was found between the intervention and control 

groups (t = -2.76, p < 0.05). The objective of this study in reducing stress levels among the parents 

caring for children with cerebral palsy was again achieved. This result corroborate the findings of [20] 

whose work also reported significant difference between the intervention and control groups on 

Perceived Stress Scale (r = 0.79, p < 0.001). No significant difference was found between groups with 

regards to dimension spirituality of the Spiritual Well-Being scale (t = -0.861, p > 0.05). This finding 

can be linked to the strong adherence to spiritual believe by the people in this part of Africa whereby 

it is difficult to easily change their spiritual belief. This finding is in agreement with the finding of 

[20]. They reported no significant difference between groups with regards to dimension spirituality of 

Spiritual Well-Being scale (r = 0.17, p = 0.178). 

The results of the chi-square tests showed no significant difference between groups regarding 

participants' age (X2 = 3.957, p > 0.05), sex (X2 = 1.127, p > 0.05), level of education (X2 = 3.936, p > 

0.05), religion (X2 = 0.464, p > 0.05), number of children (X2 = 1.747, p > 0.05) and ethnicity (X2 = 

3.387, p > 0.05). What this implies is that the age, sex, level of education, religion, number of children 

as well as ethnicity of the participants in the intervention group did not differ from those in the control 

group. It was only in marital status of the participants that significant difference was found between 

the two groups (X2 = 7.014, p < 0.05). The finding from this study was similar to the outcome of the 

work of [17] where they reported no significant difference between two groups in terms of 

demographic variables of the participants. 

The results of the paired t-test in this study showed significant difference between pre-and post-

intervention mean scores of psychosocial problems of the participants in the intervention group 

regarding the DASS (t39 = 12.758, p < 0.05) and PSS (t39 = 79.514, p < 0.05). However, this type of 

result was not found in the control group. The outcome from the present study corroborate the results 

of the study by [17]. They reported significant difference between mean scores of mental health 

before and after intervention in the intervention (experimental) group (p < 0.001) which was not seen 

in the control group. 

Generally speaking, the objectives of this study were achieved. The stress, depression and anxiety 

levels got reduced among the parents caring for children with cerebral palsy post intervention. The 

realization of those objectives led to the achievement of improved quality of life (QOL) of the parents. 

This study has shown that intervention programs involving combinations of stress management 

techniques and cognitive restructuring had positive effects in reducing the levels of stress, depression 

and anxiety in parents caring for children with cerebral palsy. This result confirms the finding from 

the study [20] even though, the areas where the study was conducted differ in both studies. While this 

study was conducted in Nigeria, that of [20] was carried out in Athens, Greek. There was 

comparatively larger sample size in this study as suggested by [20] in their recommendation. The total 

sample size in this study was 80 as against 60 participants used in the study by [20]. 

Generalization of the results of this study is limited to parents who have similar sociodemographic 

background as the sample used in this study i.e. including parents caring for children with cerebral 

palsy having age between twenties and early fifties, residing in urban or rural environment but, with 

education level not less than secondary school education. One limitation of this study is the fact that 
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the only means of monitoring compliance with the intervention programs in the intervention group 

was through the self-reported diary recordings which was filled by participants. The truth surrounding 

the self-reported recordings could not be ascertained by the researcher. Contrary to the lack of time 

for conducting training as well as inadequate space reported by [20], there was adequate time and well 

ventilated space for each training session in this study. There was a reasonable degree of consistency 

on the part of the participants used in this present study as against the finding by [20]. However, only 

two studies with similar interventions were identified in the existing literature with which to compare 

against the intervention programs which was implemented in this study. Some studies with other 

intervention programs that were found in the existing literature were referring to all caretakers of 

people with disabilities generally instead of specifically referring to parents caring for children with 

cerebral palsy. One of such studies is the one which applied stress management techniques especially 

mindfulness interventions to parents of disabled people which reported positive outcome regarding 

stress and depression level reduction [19]. Another meta-analysis study by [10] on parents of children 

having various developmental disorders revealed that behavioural interventions with cognitive 

restructuring reduced parental stress levels significantly. 

Conclusion 

In conclusion, this study demonstrates that mental and health promotion programs that incorporate 

stress management techniques coupled with cognitive re-structuring had positive impacts in reducing 

stress, depression and anxiety levels in parents caring for children with cerebral palsy. The study 

further demonstrated improved Quality of Life (QOL) of these parents which resulted from the above 

achievements. Therefore, implementing various mental and health promotion programs for parents 

caring for children with cerebral palsy by various governments and non-governmental organizations 

will assist greatly in reducing stress, depression and anxiety levels as well as improving the Quality of 

Life of such parents. This will have an overall effect of reducing the public health burden of 

psychosocial problems (stress, depression and anxiety) among these parents. 

Figures and tables 

Table 1. Distribution of participants by age (N=80) 

Age (Years)  Frequency  Percent  Valid Percent  Cumulative Percent 

 

25-34 31 38.8 38.8 38.8 

35-44 42 52.4 52.4 91.2 

45-54 7 8.8 8.8 100.0 

Total 80 100.0 100.0  

Table 2. Distribution of participants by Sex (N=80) 

Sex Frequency Percent Valid 

Percent 

Cumulative Percent 

 

Male 9 11.2 11.2 11.2 

Female 71 88.8 88.8 100.0 

Total 80 100.0 100.0  
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Table 3. Distribution of participants by marital status (N=80) 

Marital Status Frequency Percent Valid Percent Cumulative Percent 

 

Married 73 91.2 91.2 91.2 

Separated 3 3.8 3.8 95.0 

Widowed 4 5.0 5.0 100.0 

Total 80 100.0 100.0  

Table 4. Distribution of participants by number of children (N=80) 

No of Children Frequency Percent Valid Percent Cumulative Percent 

 

One 30 37.5 37.5 37.5 

Two 23 28.7 28.7 66.2 

Three 18 22.5 22.5 88.7 

Four 9 11.3 11.3 100.0 

Total 80 100.0 100.0  

Table 5. Distribution of study participants by level of education (N=80) 

Level of Education Frequency Percent Valid Percent Cumulative Percent 

 

Illiterate 0 0.0 0.0 0.0 

Primary 0 0.0 0.0 0.0 

Secondary 43 53.7 53.7 53.7 

NCE/Diploma 27 33.8 33.8 87.5 

Degree 10 12.5 12.5 100.0 

Total 80 100.0 100.0  

Table 6. Distribution of participants by ethnic group (N=80) 

Ethnic Group Frequency Percent Valid Percent Cumulative Percent 

 

Yoruba 74 92.4 92.4 92.4 

Hausa/Fulani 3 3.8 3.8 96.2 

Igbo 3 3.8 3.8 100.0 

Total 80  100.0  100.0  
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Table 7. Distribution of participants by religion (N=80) 

Religion Frequency Percent Valid Percent Cumulative Percent 

 

Christianity 47 58.7 58.7 58.7 

Islam 33 41.3 41.3 100.0 

Total 80 100.0 100.0  

Table 8. Independent t-test table showing any significant difference between groups with regards to the anxiety 

and depression subscales of depression anxiety stress scale (DASS) 

Groups No X SD Df t Sig(2-tailed) Remark 

Intervention 40 12.80 3.88     

    78 4.75 .000 Rejected 

Control 40 7.88 5.29 
    

Table 9. Independent t-test table showing any significant difference between groups regarding perceived stress 

scale (PSS-14) score 

Groups No X SD Df t Sig(2-

tailed) 

Remark 

Intervention 40 43.53 4.66     

    78 -2.76 .007 Rejected 

Control 40 46.20 4.00 
    

Table 10. Chi-Square test showing any significant difference between groups regarding the socio-demographic 

variable (age) of participants 

 Value df Asymp. Sig. (2-

sided) 

Pearson Chi-Square 3.957 2 .138 

Likelihood Ratio 4.348 2 .114 

Linear-by-Linear Association 2.052 1 .152 

N of Valid Cases 80   

Table 11. Chi-Square test showing any significant difference between groups regarding the socio-demographic 

variable (Sex) of participants. 

 Value df Asymp. Sig. (2-sided) 

Pearson Chi-Square 1.127 1 .288 

Continuity Correctionb .501 1 .479 

Likelihood Ratio 1.146 1 .284 

Fisher's Exact Test    
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Linear-by-Linear Association 1.113 1 .292 

N of Valid Cases 80   

Table 12. Chi-Square test showing any significant difference between groups regarding the socio-demographic 

variable (Marital Status) of participants. 

 Value df Asymp. Sig. (2-sided) 

Pearson Chi-Square 7.014 2 .030 

Likelihood Ratio 9.718 2 .008 

Linear-by-Linear Association 2.210 1 .137 

N of Valid Cases 80   

Table 13. Chi-Square test showing the significant difference between groups regarding the socio-demographic 

variable (Number of Children) of respondents 

 Value df Asymp. Sig. (2-sided) 

Pearson Chi-Square 1.747 3 .627 

Likelihood Ratio 1.768 3 .622 

Linear-by-Linear Association .047 1 .828 

N of Valid Cases 80   

Table 14. Chi-Square test showing any significant difference between groups regarding the socio-demographic 

variable (Level of Education) of respondents. 

 Value df Asymp. Sig. (2-sided) 

Pearson Chi-Square 3.936a 4 .415 

Likelihood Ratio 4.718 4 .317 

Linear-by-Linear Association 2.975 1 .085 

N of Valid Cases 80   

Table 15. Chi-Square test showing any significant difference between groups regarding the socio-demographic 

variable (Religion) of respondents 

 Value df Asymp. Sig. (2-sided) 

Pearson Chi-Square .464 1 .496 

Continuity Correctionb .206 1 .650 

Likelihood Ratio .465 1 .495 

Fisher's Exact Test    

Linear-by-Linear 

Association 
.458 1 .498 

N of Valid Cases 80   
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Table 16. Chi-Square test showing the significant difference between groups regarding the socio-demographic 

variable (ethnic group) of respondents 

 Value df Asymp. Sig. (2-sided) 

Pearson Chi-Square 3.387  2 .184 

Likelihood Ratio 4.553 2 .103 

Linear-by-Linear Association .071 1 .790 

N of Valid Cases 80   

Table 17. Paired t-test to determine any significance difference between the mean scores of DASS scale in the 

intervention group before and after intervention. 

 

 

 Paired Differences  t   df Sig. 

(2-

tailed) 

Mean Std. 

Deviation 

Std. 

Error 

Mean 

95% confidence 

interval of the 

Difference 

Lower Upper 

Intervention 

pretest 

(DASS)-

Intervention 

posttest 

(DASS) 

 

8.8375 

 

5.08286 

 

.56828 

 

6.11887 

 

11.55613 

 

12.758 

 

39 

 

.000 

Table 18. Paired t-test to determine any significance difference between the mean scores of DASS scale in the 

control group 

 

 

 Paired Differences  t   df Sig. 

(2-

tailed) 
Mean Std. 

Deviation 

Std. 

Error 

Mean 

95% confidence 

interval of the 

Difference 

Lower Upper 

Control pretest 

(DASS)-Control 

posttest (DASS) 

 

1.2889 

 

3.06276 

 

.56828 

 

3.11887 

 

4.55613 

 

6.758 

 

39 

 

.0685 

Table 19. Paired t-test to determine any significance difference between the mean scores of PSS scale in the 

intervention group before and after intervention. 

  Paired Differences  t   df Sig. 

(2-

tailed) 
Mean Std. 

Deviation 

Std. 

Error 

Mean 

95% confidence 

interval of the 

Difference 

Lower Upper 

Intervention 

pretest 

(PSS)-

Intervention 

posttest 

(PSS) 

 

10.4225 

 

4.54729 

 

.50840 

 

4.43195 

 

16.41305 

 

79.514 

 

39 

 

.000 
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