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ABSTRACT. While there is a considerable body of knowledge investigating the efficacy
of constraint-induced movement therapy (CIMT), there is a need for information focus-
ing on parents’ experiences when their children receive these services. This qualitative
research study initially explored the experiences of four parents with children who are
diagnosed with cerebral palsy (CP) and who participated in CIMT using a group for-
mat. Additionally, the richness of the information shared by parents provided insights
on other important issues related to family supports when raising a child and the avail-
ability of resources for children diagnosed with CP. Response analysis from in-depth
interviews with parents resulted in three themes: (a) Everything in my family changed
when my child was diagnosed with CP and the support I feel from my family makes all
the difference in how I cope. (b) It was so hard to get the information and support that
I needed for my child. (c) The group format enhanced CIMT for my child and provided
social benefits as well. Findings from this study suggest there are benefits of using CIMT
in group formats.

KEYWORDS. Constraint-induced movement therapy, group format, parents’ expe-
riences, qualitative research study

INTRODUCTION

It is estimated that the incidence of cerebral palsy (CP) in the United States ranges
from 1.5 to 4 per 1,000 live births (Yamamoto, 2007). CP is a nonprogressive
disorder resulting from disturbances in the fetal or infant brain. A person diag-
nosed with CP may exhibit problems in movement, muscle tone, coordination, and
postural control (Whitaker, Feldman, Lorenz, Breslau, & Paneth, 2006). According
to Pellegrino (2002), there are specific forms of CP (athetoid, ataxic, and spastic)
that are classified according to the type and distribution of motor impairment to
the involved limbs. Spastic CP is characterized by hypertonicity, primitive reflexes,
and slow, restricted movements (Yamamoto, 2007). It is the most common type, ac-
counting for approximately 70%–80% of all cases (Whitaker et al., 2006). Children
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2 Knis-Matthews et al.

diagnosed with spastic hemiplegia are typically the most successful in the achieve-
ment of developmental milestones (Whitaker et al., 2006; Yamamoto, 2007).

There has been an increase in the use of constraint-induced movement therapy
(CIMT), also referred to as forced-use therapy (FUT) or constraint-induced ther-
apy (CIT) (Page, 2006), for children diagnosed with upper extremity spastic hemi-
plegic due to CP. CIMT involves constraining the less affected upper extremity in
order to encourage clients to use the more affected extremity for task completion
(Page, 2006). There are many variations of how CIMT services are delivered to chil-
dren with CP. However, the parents’ perception of these variations in service deliv-
ery has not been fully explored. As the paradigm shift continues away from medical
models of care towards family-centered models of care, family members are viewed
as integral to the treatment process (Darrah, Magil-Evans, & Adkins, 2002).

REVIEW OF LITERATURE

According to Taub and Wolf (1997), individuals diagnosed with upper extremity
dysfunction due to hemiplegia may experience a process called learned nonuse.
This process occurs when the person stops incorporating his or her affected limb
into functional movement patterns. Rather, the person begins to compensate by
using only the unaffected limb to perform tasks. Over time, when the individual
attempts to incorporate the affected limb into functional movement, it becomes
increasingly more difficult. It is believed that learned nonuse inhibits the more af-
fected limb’s performance leading to a variety of motor deficits (Taub & Uswatte,
2000).

The therapeutic effect of CIMT is based on the concept of cortical reorganiza-
tion. The brain is able to recruit different areas to perform various functions. The
more a body part is used the greater the cortical representation (Taub & Crago,
1995; Taub & Uswatte, 2000). Some techniques used during CIMT include shaping,
in which the client is provided with progressively more difficult movement goals and
verbal encouragement while increasing more affected limb use and function (Page,
2006). Another technique is known as repetitive-task practice, which involves per-
forming a repeated target movement in a functional context or in relation to other
movements (Gordon, Charles, & Wolf, 2006).

The earliest studies with CIMT (Flinn, Schamburg, Fetrow, & Flanigan, 2005;
Page, 2006; Plummer, 2003; Taub & Crago, 1995; Taub, Uswatte, & Pidikiti, 1999;
Taub & Uswatte, 2000; Underwood, Clark, Blanton, Aycock, & Wolf, 2006) in-
volved adults who had been previously diagnosed with a cerebrovascular accident
(CVA) and exhibit upper extremity spasticity. With the success of CIMT involv-
ing adults diagnosed with a CVA, research addressing the benefits of CIMT in
other disabilities and with children is beginning to emerge. Bonnier, Eliasson, and
Krumlinde-Sundholm (2006) conducted a study researching the effects of CIMT
in a 2-week day camp with nine adolescents diagnosed with hemiplegic CP. They
found that upon completion of the camp, participants demonstrated improved hand
function for dexterity, coordination, precision, and manipulation. The authors also
identified benefits of using a group format to include increased self-esteem, peer
support, modeling of effective problem solving strategies, and increased motivation
for task completion.
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Parents’ Experiences with Services and Treatment 3

While there is a considerable body of knowledge investigating the efficacy of
CIMT with children diagnosed with spastic hemiplegic CP (Charles, Lavinder,
& Gordon, 2001; Crocker, Mackay-Lyons, & McDonnell, 1997; DeLuca, Echols,
Ramey, & Taub, 2003; Gordon et al., 2006; Sung et al., 2005; Taub, Ramey, DeLuca,
& Echols, 2004; Willis, Morello, Davie, Rice, & Bennet, 2002), there is little in-
formation addressing the parents’ experiences when their child is receiving these
services. The studies that have involved parental perspectives on services for chil-
dren and adolescents with CP (Bridge, 1999; Darrah et al., 2002) and with other
disabilities (Timmons, Whitney-Thomas, McIntyre, Butterworth, & Allen, 2004)
indicate frustrations with the service delivery system. Using a semi-structured in-
terview format with eighty-six families who had adolescents or young adults diag-
nosed with CP, Darrah et al. (2002) identified themes relating to the frustration of
having to work the systems (educational and medical) for their children to receive
good care. The participants reported that they relied on relationships with partic-
ular individuals working within these systems and networking with other parents
for support. They felt communication was lacking with some professionals, who
talked too much medical jargon or ignored their suggestions. This lack of commu-
nication made it extremely difficult to locate appropriate resources to help their
children.

Timmons et al. (2004) found similar themes in their focus groups exploring the
roles of 30 parents, as their children, with a variety of disabilities, transitioned from
high school into the adult community. Three families participated in subsequent
case studies, during which interviews were conducted to understand their experi-
ences more fully. They described the delivery systems as chaotic and unpredictable.
They reported that it was more beneficial to connect with specific individuals such
as a teacher, a therapist, or a parent to learn about available resources for their
children. Participants felt they were expected to be aware of available resources
although most were not advertised. Networking with others sharing similar issues
was viewed as the most beneficial way to receive support and learn of available
services.

In a prospective study with 58 families having children diagnosed with CP, Gillian
Bridge (1999) used observation and interview techniques to investigate how these
families discover available resources and navigate through these systems of care.
Bridge reported that the families experienced hardship and resistance in attempt-
ing to find help and therapy resources for their children. Not only were there lim-
ited resources available for these families but also those resources were difficult
to navigate. Further, family members stated that many were impractical or even
unethical.

The original aim of this study was to document the perspectives of 4 parents of
children diagnosed with CP who participated in a CIMT program delivered using
a group format. Using qualitative research methodology and open interview tech-
niques, 4 parents discussed their perspectives with the researchers who explored
this topic. During this process, the parents discussed other issues that are related
but separate from the primary aim of the study. To report parents’ perspectives,
it is important to include these additional issues that address support systems and
service delivery.
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4 Knis-Matthews et al.

METHODOLOGY

Research Design

Qualitative research is appropriate when the researcher is interested in some as-
pect of the meaning of a person’s life told from his or her perspective (Bogdan &
Biklen, 1998). The flexible and recursive nature of qualitative methods is a major
asset of this approach. It allows the researcher to shape the basic research question
to more accurately address the complexity of the phenomenon being studied. The
qualitative interview is an effective tool for gaining an in-depth understanding of a
person’s experience. Qualitative interviews do not rely on a predetermined set of
questions, but, as Ely, Anzul, Friedman, Garner, and Steinmetz (1991) point out,
the open-ended nature of the qualitative interview does not mean that it is unstruc-
tured. Rather, the structure of the interview is shaped in process, as the researcher
listens and analyzes what is being said.

This study was conducted by 4 occupational therapy graduate students as partial
fulfillment of their master’s degree. Each student had completed a three semester
research course that included pilot studies to practice: interview question devel-
opment, interviewing skills, data analysis, and participant checks. The study took
place at a community-based site where a CIMT program was conducted serving 10
children diagnosed with CP who were between 4 and 9 years old. Children were
referred to the CIMT program from various sources including school personnel,
therapists, and parents. Occupational therapists provided treatment to these chil-
dren 6 hr a day for 5 days/week over a 3-week period.

With assistance from the director of the program, the parents of children diag-
nosed with CP and who were currently enrolled in the program were invited to par-
ticipate in this study. Once Institutional Review Board (IRB) approval was granted
by the research site and university, the researchers posted a flyer to recruit potential
participants. After learning more about the study and signing the consent form, 4
parents agreed to participate. Please see Table 1 for a summary of the participants’
information. Pseudonyms were used for all names and other identifying informa-
tion to ensure confidentiality.

TABLE 1. Participants’ Information

Parent Megan Tracy Rachel Marianne
Child Jake Sean Tom Eric
Child’s age at the

time of study
6 5 1

2 9 5

Child’s diagnosis Right-side
hemiplegia

Right-side
hemiplegia

Right-side
hemiplegia

Left-side
hemiplegia

Types of previous
therapy child
involved with

Hydrotherapy,
kinesio taping,
conventional OT,
PT, speech
therapy, CIMT

Kinesio taping,
hydrotherapy,
hippotherapy,
conventional OT,
PT rock climbing,
e-stim,
cobanding, CIMT

Home exercise
programs, botox,
conventional OT,
PT, kinesio
taping, CIMT

E-stim,
conventional OT,
PT, speech
therapy, CIMT

Note: OT, occupational therapy; PT, physical therapy.
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Parents’ Experiences with Services and Treatment 5

Each researcher met individually with 1 of the 4 participants, and this one-to-
one pairing lasted for the duration of the study. The meetings consisted of in-depth
interviews that took place in a private location after the child was dropped off at
the CIMT program. Over the course of the CIMT camp, each researcher was re-
sponsible for conducting at least two interviews and additional participant checks
with one participant. The interviews varied in duration between 1 and 2 hr. Each
researcher worked exclusively with one participant to facilitate the development of
a deeper level of trust.

Data Collection and Analysis

According to Depoy and Gitlin (2005) data analysis begins as soon as the qual-
itative researcher enters the field and continues throughout the process. The re-
searchers begin to formulate initial impressions of the environment and the partic-
ipants, which they record in the research log. The interviews are audio taped and
transcribed verbatim to facilitate accuracy and analysis. When the researchers be-
gin transcribing the interviews and developing observer comments about the data,
preliminary categories begin to emerge (Depoy & Gitlin, 2005). These categories
are examined to understand how each part fits into the overall phenomenon being
researched. Once relationships between categories are discovered, the qualitative
researcher can begin to develop themes that will eventually broaden the existing
knowledge about a specific field of interest (Depoy & Gitlin, 2005).

The researchers asked a variety of questions to elicit responses concerning the
parents’ personal experiences with their children’s diagnosis and treatment (see
Table 2). All 4 researchers developed a basic guide for topics to be covered dur-
ing the interviews. All interviews begin with a grand tour question to increase
the participants’ comfort level. Specifically they were asked, “Can you tell me
about your child?” This initial question immediately sparked much discussion
about their child’s diagnosis and subsequent family issues. Probes and follow-up
questions—such as “How did you first learn about CIMT?”—were used to man-
age the flow of the interview and expand on the interviewee’s responses. The type
of probes varied depending on the participant’s answers and depth of discussion.

TABLE 2. Interview Guide

Can you tell me about your family?
How old are your children?
Can you tell me about extended family members?
What is it like to take care of (insert child’s name here)?

Please tell me about your child’s diagnosis of cerebral palsy.
When did you first learn about your child’s diagnosis?
How did you react? Your family?

What is your understanding of CIMT?
How did you first learn about CIMT?
How does CIMT compare to other treatment you have tired in the past?
What are the pros and cons of this treatment approach, if any?

Why did you enroll in this type of camp?
How did you find out about this camp?
What do you expect from this camp?
How is your child responding to this camp?
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6 Knis-Matthews et al.

An additional interview question was, “Can you tell me about your experiences
when your child was first diagnosed with CP?”. The responses to these questions
continued to vary as the participants discussed the levels of support received from
family members, therapists, and other outside agencies. More specific questions and
probes were also asked about CIMT, such as, “What was your understanding of
CIMT when you first learned about it?”, and “What is your current understanding
of CIMT?”.

Following the process described in Ely and colleagues (1997), the transcripts
were analyzed to identify categories and theme statements. After transcribing the
audio-taped interviews, each researcher familiarized herself with the data by read-
ing and rereading each set of transcripts from all 4 participants. Next, each re-
searcher continued the analysis by writing words or phrases in the margins of the
transcripts that represented the meaning suggested by the data. These comments
were grouped into meaningful units, or categories, to help make sense of the data.
Similar categories were grouped together to compare and contrast emerging cate-
gories and possible themes within the data. Labels that seemed to suit the data were
then considered to be tentative titles for these categories. As the findings were fur-
ther analyzed, broader meanings were identified by linking the categories together
to form theme statements (Ely et al., 1991).

Trustworthiness is an ongoing process during a research study that begins be-
fore the first interview and ends only when the research is complete (Ely et al.,
1991). Ely et al. (1991) emphasizes the importance of trustworthiness in produc-
ing research that is credible, with results and conclusions that are grounded in the
data. In this study, trustworthiness was maintained through prolonged engagement,
support groups, peer debriefing, and participant checks. Interviews were conducted
over time to allow both the researchers and participants the opportunity to reflect
on what was discussed in the interviews and to be sure that the information was rep-
resentative of the participants’ experiences. The researchers met as a group to share
thoughts on the data and the research process. Parents were given the opportunity
to clarify or add to the information presented by the researcher.

RESULTS

Three main themes emerged from the participants’ interviews: (a) Everything in
my family changed when my child was diagnosed with CP and the support I feel
from my family makes all the difference in how I cope. (b) It was so hard to get the
information and support that I needed for my child. (c) The group format enhanced
CIMT for my child and provided social benefits as well.

Everything in My Family Changed when My Child was Diagnosed with CP and
the Support I Feel from My Family Makes All the Difference in How I Cope

All of the participants described instant changes within their immediate and ex-
tended family unit after learning about their child’s diagnosis. Some participants
reached out to family members for support, while others felt their families were
unavailable to them and turned to outside members of the family. All the partici-
pants agreed on the importance of a strong support system to help them deal with
the extraordinary stress of the situation.
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Parents’ Experiences with Services and Treatment 7

Spousal support was an integral part of the coping process. Both Tracy and
Megan confided in their husbands and turned towards them for support. Tracy
recalled a conversation she had with her husband after learning about her son’s
diagnosis: “I remember discussing with Rob, my husband, that this is the kind of sit-
uation that can really tear a marriage apart or strengthen it. I think for us we were
fortunate to be bonded by the experience. It was wonderful to have each other.
There’s only so much crying you can do with other people. It’s the really intimate
crying that we needed each other for.” Megan described a similar situation with her
husband: “It brought my husband and I closer together too. He knows I can’t do it
alone. He gave up so much in order to help me. He is now in business for himself
which allows him to have more flexibility with his hours. He has taken such an ac-
tive role.” In contrast, Rachel felt her husband did not truly understand the amount
of stress that she endured while working and taking care of the family: “My hus-
band just doesn’t get it. When he’s on vacation, he’s on vacation. When he’s home,
he’s home. He believes I should be able to do it all. I’m constantly on the go and it
becomes very stressful. I never have time to myself.”

Other children in the family unit also dealt with great amounts of change. Rachel
and Megan felt her other children were jealous of the time spent taking care of the
child with a disability. Rachel felt she was unable to evenly distribute her time be-
tween children: “I spend more time with Tom on everything. It almost feels like I
neglect the other two. I know I don’t, but sometimes it feels as though I don’t di-
vide my time evenly between the three of them. Tom asks for help with everything,
even things he can do on his own. It gets frustrating because it’s always a struggle.”
Megan recalled a similar situation, “His brother helps him often, but sometimes
gets frustrated when he has to help him too much. At times, he’ll ask me why Jake
wears a brace, why he needs more help, and why he goes to all these therapies?”
In contrast, Tracy felt there was little difference in the way the siblings interacted,
despite the presence of a disability, “His sister treats him as if they were in any other
sibling relationship . . . sometimes worse! They’re always at each other’s throats, but
its normal sibling type things.”

The participants varied in their viewpoints of support from extended family
members. Physical support, such as running errands or helping with housework,
was more likely to be available from extended family members. However, not all
participants felt they received emotional support from their extended family. Some
denied the presence of a disability while others had preconceived notions about
CP. Tracy recalls, “I don’t think the emotional support of having a child with a dis-
ability was really there from my parents. They don’t see how hard it really is and
sometimes they refuse to believe there is anything wrong with Sean. I remember
using the word handicapped around my mom and her getting very upset with me.
She kept asking me why I would say that. It was almost like I had said something
very bad about my son.”

Rachel described a similar situation with her mother-in-law: “She (mother in-
law) feels sorry for my son and I don’t think that helps the situation. She’s always
asking if he’s ever going to get married, have kids, or be able to have a job. Why
wouldn’t he? People like that drive me nuts.” In contrast, Marianne and Megan de-
scribed a stronger support system, “My dad came and lived with me for six months
to help me to take care of the twins. I come from a big family and through it all
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8 Knis-Matthews et al.

my brothers and sisters actually became closer because of it (Megan).” Marianne
stated, “After the initial shock, they just embraced him. They absolutely adored
him and were very encouraging.”

It Was so Hard to Get the Information and Support that I Needed to Help
My Child

According to the participants, failures in existing systems (healthcare, early inter-
vention, and education) posed barriers to obtaining information about available
services. Three of the participants described immediate challenges in the hospital
after the birth of their child. They felt frustrated by the impersonal setting and lack
of information. Megan stated, “The doctors actually came into my room and said
that [his] brain bleed was so severe and recommended just stopping all life support
and all medical assistance. My husband and I said No! There’s no way. We are going
to do anything we can to save him.”

Tracy and Marianne recalled similar feelings: “The hospital was like eight weeks
of truly living hell and the whole roller coaster ride of ups and downs . . . . we had
such an emotional time. It was such a roller coaster that we thought our world was
ending and the next minute we would get great news.” “They (hospital staff) were
like, why don’t you go downstairs and read about [herpes meningitis] and I’m like
my child is not even out of intensive care (Marianne).”

Upon discharge from the hospital the participants described even more chal-
lenges finding access to available resources. Megan stated, “When I first learned of
the diagnosis, I didn’t know anything about it. I really had no idea, I tried to look it
up on the internet, couldn’t find much information.” Rachel faced similar obstacles:
“It’s very hard to find somebody who has been through it. People talk to you like
you should know what early intervention is. I didn’t know what early intervention
was.”

Three of the 4 participants described challenges navigating the educational sys-
tems as their child entered school. Megan stated, “That was a big battle too. Every-
thing with the school district is a battle. You have to hire an attorney and go to court
. . . . They just don’t want to pay for the services. You have to really fight them on
it.” Rachel described similar experiences, “He doesn’t get it [occupational therapy]
over the summer anymore . . . and when he gets to school it is not about functioning
through life, it’s only about functioning in a school setting.”

Although the participants found it difficult to work within these systems, they
did find sources of support from individuals dealing with similar life experiences.
These relationships provided moral support and also served as a resource. Megan
stated, “I have another mom with a child with a disability and he is in the same
grade as Jake. We are on the phone all the time. Jake went to a disabled preschool
. . . so I met people . . . they understand.” Tracy also found support and resources
through individuals: “That was really the light bulb, knowing that there were other
people that had walked this path before me. It was a great resource for me.” Rachel
described similar feelings as she commented on the networking process: “If you
make connections you seem to get information in different ways. I really think you
need to find a good source in the beginning and then you network and meet other
parents. You can meet people in the waiting rooms and you get lists and stuff, dif-
ferent things are helpful.”
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Parents’ Experiences with Services and Treatment 9

The Group Format Enhanced CIMT for My Child and Provided Social Benefits
as Well

While investigating current treatment options, all of the participants learned about
CIMT as a fairly new and promising treatment approach. However, there are dif-
ferences in the ways programs offer CIMT in terms of length, group versus indi-
vidual treatment, and within hospital or community settings. Marianne and Megan
enrolled their children in CIMT, but were dissatisfied with the hospital and home-
based programs. Megan felt the lack of organization with the CIMT program in a
hospital prevented them from actually enrolling their child. She stated, “I was ner-
vous because he was only three and I was really fearful about it. I was very nervous
about him going and so I went to meet the director and she was nervous it.” Sean’s
orthopedist first discussed CIMT treatment with Tracy, and she initially agreed to
try the treatment in her home: “His cast was like a clam shell. It was introducing
this big bulky thing in the comfort of home. I know that as therapists you would
want to believe that we carry over a lot of this into the home life. But there has to
be some security. There has to be some safe haven where you can just be a kid and
you could just do whatever . . . he needs a break too.”

All of the participants eventually heard about a program offering CIMT in a
“camp-like” group setting. They described notable gains in their child’s bilateral
movements, both during and after camp: “The things he can do with his right hand
amaze me. It makes him more aware of it and more functional. He gets very proud
of himself. That helps with his self-esteem. It is just a very positive thing (Rachel).”
“After just three weeks, the biggest thing for me to see was Sean’s awareness of
his right side. He realizes that if I use this hand then this happens (Tracy).” “I see
the longest benefit from it [CIMT]. He maintained his grip strength from last year
to this year. He started tying his shoes. He’s done so much better with everything
(Marianne).”

However, the participants were also surprised at other gains made during the
group format, such as peer connections and increased motivation. Marianne stated,
“These children don’t have much interaction with their peers because you’re always
running from therapy to therapy. It is mostly individual therapy and there’s not a lot
of group stuff around. I think the group is motivating. The children rally together.
They see a lot of kids like them and are encouraged to do it.” The other participants
described similar feelings: “He sees the other kids with the same condition and same
problems. He feels like he belongs. Jake became a part of it. Even the cast became
cool. Thy older kids’ casts were painted and he got to see that. They made it so much
fun that he never thought of it as therapy. Even his brother wanted to go (Megan).”
“The setting is ideal. The motivation to be with someone else and show them what
you can do (Rachel).” “I think the most important part of this therapy is that he
doesn’t realize that he is getting therapy (Tracy).”

DISCUSSION

All 4 of the participants described changes within their immediate and extended
family after learning their child was diagnosed with CP. For some, the family was
an important source of support, and, for others, the lack of understanding among

Ph
ys

 O
cc

up
 T

he
r 

Pe
di

at
r 

D
ow

nl
oa

de
d 

fr
om

 in
fo

rm
ah

ea
lth

ca
re

.c
om

 b
y 

17
3.

70
.3

0.
49

 o
n 

04
/2

8/
11

Fo
r 

pe
rs

on
al

 u
se

 o
nl

y.



10 Knis-Matthews et al.

family members, or differences in their views, contributed to stress. In addition to
the need for family support, each participant looked to the medical or educational
systems for more information, support, and assistance. However, the participants
did not always perceive that these systems were helpful to the individual families
struggling to find resources. These perceptions are consistent with the current lit-
erature (Bridge, 1999; Darrah et al., 2002; Timmons et al., 2004; Young, Moffett,
Jackson, & McNulty, 2006.) The frustration expressed by these parents echoed the
feelings of the parents in Bridge’s (1999) study. They found resources both diffi-
cult to find and use. Similar to Darrah et al.’s (2002) and Timmons et al.’s (2004)
findings, the participants in this study eventually learned to navigate the larger sys-
tem by forming relationships with specific individuals, such as healthcare profes-
sionals, teachers, or other parents. Through these personal relationships, they were
able to obtain the information they needed. Informal conversations appeared to
be a valuable resource for parents, helping to compensate for the limitations of
the formal system. These findings suggest the potential value of a more personal,
mentoring approach in providing resources for parents as they try to adjust to the
diagnosis and meet the needs of their child. Health care delivery systems could
be more effective if they incorporate avenues for this type of support into their
programs.

The benefits of CIMT in a group format that were documented in this study are
consistent with Bonnier et al.’s (2006) results in their research on CIMT in a camp
setting. In addition to improved hand function, the authors also identified increased
self-esteem, peer support, modeling of effective problem solving strategies, and in-
creased motivation level for task completion, which they attributed to the group
format. Similarly, all of the participants in this study described notable gains in
bilateral movement upon completion of CIMT and, further, were pleasantly sur-
prised by the social and emotional benefits their children gained while receiving
this treatment in a group format.

Advantages of a group format were also apparent in a qualitative study con-
ducted by Knis-Matthews, Dahan-Barasch, Jablonski, Friedman, and Whitfield
(2006), which explored 4 therapists’ perceptions of the group treatment process for
individuals with traumatic brain injuries. In their study, group related activities pro-
moted an overall sense of belonging and helped group members to feel less alone
in the challenges faced as a result of their disabilities. The therapists indicated that
the group setting provided clients with social opportunities and gave members a
chance to develop a broader sense of self and share feelings with peers. These posi-
tive social benefits paralleled those expressed by the parents in this study suggesting
it could be advantageous with other populations as well.

This study adds to our body of knowledge on the experiences of parents as they
cope with the diagnosis of CP, attempt to find resources for their children, and as
their children participate in a CIMT treatment program. The limitations of this
study include a small number of participants interviewed and the inability to gener-
alize this information. However, the purpose of qualitative study is not to generalize
the findings to other populations or settings but to describe the phenomenon being
investigated. It is up to the readers of this study to decide what is applicable to their
practice areas.
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Parents’ Experiences with Services and Treatment 11

CONCLUSION

Originally, the aim of this study was to learn more about the perceptions of parents
with children who were participating in CIMT. However, as is typical of qualitative
research, the richness of the topic shed light on other important issues related to
quality care and resources. CIMT in a group format appears to offer a promising
avenue for addressing and promoting both social and physical outcomes. Further
research into the potential benefits of this format, along with other format options,
is necessary to improve services for these children and their parents.
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