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Introduction. Cerebral palsy (CP) has a significant prevalence in industrialized countries and is characterized by
a high level of disability. Children and adolescents with CP face challenging situations. Physical defects repeatedly
manifest in the daily life of a child in the form of other extraordinary events such as hospitalization, surgery,
prolonged immobilization, and separation from family. Such events can be accompanied by feelings of fear, anxiety,
helplessness, and pronounced symptoms of maladjustment. Under these conditions, certain biological and social
compensatory manifestations help to identify such complicated conditions and restore the normal functioning of the
body. Compensatory manifestations are a type of compensatory defense mechanisms. The major role in establishing
a system of protection is played by the relationship between a child and his or her parents. Defense mechanisms can
be formed during the process of assimilation of protective parental behavior, or because of the inappropriate attitude
of mothers to the child’s illness. The purpose of the research was to study the defense mechanisms in children with
CP in the context of mothers’ relationship to her child’s illness.

Materials and methods. The research involved 120 people. The experimental group included 30 children with CP aged
5 to 11 years and their mothers. The control group consisted of relatively healthy children (30) and their mothers. The
following was used to achieve the goal: the elements of clinical and biographical method, projective technique, the
technique of diagnostics of attitude to the child’s illness.

Results and discussion. The repertoire of psychological defense mechanisms in children with CP is limited in
comparison with those in healthy children. Children with CP are dominated by the defense mechanism of “denial”
that can play a negative role in the process of adaptation of these children in a situation involving complex treatments.
The mothers of children with CP share an emotionally intense relationship with their child’s disease. Excessively
disturbing attitudes of the mother to the disease of her child can contribute to the formation of negative psychological
defense mechanisms of negation type in the child, which reduces the child’s psychological compensatory capacity and
capability of adaptation in conditions of complex treatment.
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NMCUXOAOINYECKUE 3AIUIMTHBIE MEXAHU3MDbI
Y AETEMN C ALIM B KOHTEKCTE MATEPUHCKOIO OTHOLUEHUA
K BOAE3HW PEBEHKA
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Beenenmne. Cunpupom perckoro mepebpanpHoro mapamnya (JIJIT) — pacmpocTpaHeHHOe 3aboneBaHMe B MHYCTPHU-
aNbHBIX CTPaHaX, KOTOPO€ XapaKTePU3yeTCsA BBICOKMM yYPOBHEM MHBanupusauyu. JeT U MOAPOCTKM, CTpajaroliye
JUII, oxaspIBalOTCA B TPYAHON >KM3HEHHONM cuTyauuu. Ousndeckuii He,OCTaTOK MHOTOKPATHO TUPAXKUPYETCA XKU3-
HEHHOII cuTyarmelr pe6eHKa B BUJ€ APYTUX 9KCTPAOPAMHAPHBIX COOBITHIT: TOCIHUTAMN3ALNN, XUPYPIUIecKue Omepa-
MM, JINTENTbHAs UMMOOVMIN3ALNA, OTPBIB OT ceMbu. Takue cobbitys B xun3Hu feteit ¢ JIIIT MOryT conmpoBOXAATHC
HePeXMBAHMAMHU CTPaxa, TPEBOTH, 6@CIIOMOIIHOCTY, BEIPaXEHHBIMM MPOSABACHUAMY Jie3aflanTalui. B sTux ycmoBusax
6onbloe 3HaYeHMEe MMEIT OMONOTMYEeCKNe VM COLMaTbHble KOMIIEHCATOPHbIE TPOSBIIEHN, CHOCOOCTBYIOIIE BOCCTA-
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HOBJICHUIO HOPMa/IbHOTO (YHKIVOHMPOBAHUA OpPraHM3Ma U JIMYHOCTY. KoMIeHcaTopHble IpOABICHNS IICUXOIOTIYe-
CKOTO YPOBHS CBfI3aHBI C PabOTOIl MEXaHM3MOB IICMXOJIOTMYIECKON 3aIUThL. BOMBIIYI0 PO/ B CTAHOBIEHMY CUCTEMBL
3aIUTBl UTPAIOT OTHOLIEHNS MEX[Y PeOEHKOM 1 ero POJUTEeIsIMN. 3allUTHbIE MEXaHU3MbI MOTYT (OPMUPOBATHCS
y pebeHKa B mpoliecce YCBOEHNSI POAMUTENbCKUX (OPM 3aLIMTHOTO MOBEHEHMs, a TAK)Ke B Pe3y/IbTaTe HeafeKBaTHOIO
OTHOIIEHNUA MaTepu K 6omesHu pebenka. llenp mccmenoBanms — M3ydeHye 3alllMTHBIX MeXaHU3MOB y pereit ¢ LTI
B KOHTEKCTe MAaTEePMHCKOTO OTHOLIEHNS K 6oje3Hn pebeHKa.

OpraHnsanusa M MeTOAbl MCCIefoBaHMA. B ymccnenoBanuy npuHAIM y4acTie 120 desmoBek. B akcmepuMeHTambHYIO
rpynny o 30 meredi, ctpafgaromux LI B Bospacte oT 5 mo 11 neT, n ux mMarepu. KoHTponpHYIO TPyIIy cO-
CTaBWIM OTHOCUTENBHO 34OpOBble meTu (30 4yemoBek) M mx Marepu. [l JOCTMOKEHUS MOCTABIEHHON Lienu ObUIn
MICIIONIb30BAHBI 37IEMEHTBI KIMHUKO-6norpadudeckoro Metosa, npoektusHas Metoguka CAT, MeToxMKa AMarHOCTUKA
oTHoleHui kK 6one3nn pebenka (JOBP).

PesynbraThl MccnemoBaHMA U UX 00CyKaeHMe. PertepTyap IICUXONMOIMYeCKMX 3alUTHBIX MeXaHU3MOB y geteit ¢ JIITI
OrpaHMYeH 110 CPaBHEHMIO CO 3HOpOBbIMU feTbMmu. Y gmetert ¢ JIIIT mpeo6najjaeT 3aliUTHBI MeXaHU3M «OTPUIjA-
HIE», YTO MOXKET UTPaTh HETaTMBHYIO PO/Ib B Ipolecce afalTalyi JeTell B CUTyalMy CIOXKHOTO BOCCTAaHOBUTENb-
Horo jedeHus. Y marepeit gereit ¢ JIII mpeo61afaeT sMOLOHATbHO-HAIPSDKEHHOE OTHOIIEHNE K 3a00/IeBaHIIO
pebeHka. VI30BITOYHO TpPeBOXXHOE OTHOLIEHME MaTepy K 3a00/eBaHMI0 CBOero pebeHKa MOXeT CIOCO6CTBOBATDH
$OpMUPOBaHNUIO IICUXOJIOTMYECKON 3alUTHI 10 TUMY oTpuuanHusa y pebenka ¢ JIII, 94To cHMIKaeT ero ICUXONIO-
TMYeCKMII KOMIIEHCATOPHBIN MOTEHLMAl M BO3MOXXHOCTM afalNTallMy B yCIOBMAX CIOXKHOTO BOCCTaHOBUTENIBHOTO

JICYCHUA.

KnroueBbie cmoBa: ,E[eTCKI/[ﬁ uepe6paHbeH71 nmapannd, geTu, AETCKO-pOAUTENDbCKME OTHOIIEHN A, IICMXO/TI0INA.

Introduction

Infantile cerebral palsy (CP) is a common
movement disorder occurring in industrialized
countries (2-2.5 per 1,000 population) and is
characterized by a high level of developmental
disabilities (up to 70%) [1-5]. It develops as a result
of lesions in the brain and spinal cord due to
various causes during the early stages of intrauterine
development of the fetus and during childbirth.
An increase in the efficiency of the prevention of
nervous system impairment during intrauterine
development of the fetus has been observed in
recent years; obstetric techniques have improved,
reducing the risk of developing CP [4, 5]. At the
same time, the mortality rate among preterm and
low-birth-weight infants who have a significant risk
of developing CP is decreased [1-3].

The main clinical symptoms of CP are impaired
motor function associated with arrested develop-
ment, incorrect formation of statokinetic reflexes,
abnormal muscle tone, and pareses. In addition to
central nervous system disorders, changes in nerve
and muscle fibers, joints, ligaments, and cartilage
occur repeatedly throughout life [1, 2, 5]. In most
cases, impaired perceptual actions, gnostic func-
tions, speech, sight, and hearing are observed [3, 4].
Phylogenetic and ontogenetic development of the
brain during the postnatal period plays an impor-
tant role in the pathogenesis of mental disorders in
children with CP; underdevelopment or abnormal

development of the brain leads to pronounced mo-
tor pathology and sensory deficiency, which may be
one of the causes of impaired cognitive and intel-
lectual development [3, 4].

Cerebral palsy has been classified into different
forms based on the predominant clinical criteria
[2-5]. In Russia, the classification by Semenova
[4, 5] is most commonly used, which includes
five main forms of CP: double hemiplegia, spastic
diplegia, hemiparetic form, hyperkinetic form,
and atonic-astatic form. In clinical practice, the
mixed form of CP is additionally distinguished [4].
According to motor defects, the severity of CP has
been categorized into three degrees for all listed
forms of the disease: mild, moderate, and severe
[2, 4, 5]. Spastic diplegia and the mixed form are
the most common forms of CP. Spastic diplegia
is a variant of CP in which the legs are most
commonly affected. In children with spastic diplegia,
secondary mental retardation is often observed,
and primary mental retardation is less often noted.
In 70% of children with spastic diplegia, paralalia
in the form of dysarthria is observed, whereas
alalia is much less often noted [2, 4]. At the same
time, the mixed form of CP can be classified as
spastic diplegia. As children with spastic diplegia
grow and develop, symptoms characteristic of the
other forms of CP may appear. Motor disorders
developing with age often require restorative surgical
treatment [5].
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Children and adolescents with CP face difficult
challenges in their life. The image of physical
defects in children with CP are repeatedly replicated
through hospitalization, surgical intervention,
prolonged immobilization, and isolation from the
family [4, 6, 7]. Such events in the life of children
with CP can be accompanied by experiences of fear,
anxiety, helplessness, and marked manifestations of
disadaptation. Under these conditions, biological
and social compensatory manifestations that
contribute to the restoration of the normal
functioning of children and their personality are of
great importance.

Psychological compensatory mechanisms
remarkably expand the possibilities of biological
and social compensation [8]. Specific psychological
manifestations of compensation are associated with
the mechanisms of psychological defense. From
the viewpoint of modern researchers, psychological
protection is a system of personality stabilization
that protects human consciousness from traumatic
experiences, leveling out feelings of discomfort and
anxiety associated with difficult life circumstances
and inner conflicts. In other words, psychological
defense mechanisms are considered as processes of
intrapsychic adaptation of the personality due to the
subconscious processing of incoming information
[9, 10]. To reduce the level of discomfort and
anxiety, the mechanisms of psychological protection
can distort the initial information, thus changing the
behavior of a person. At the same time, excessive
tension of subconscious compensatory activity can
serve as an obstacle for adequate awareness of the
situation and harmonious interaction of a person
with a society [9, 10].

Psychological defense mechanisms are formed
during ontogenesis and are associated with children’s
level of mental development. Negative experiences
as conditioned by experiencing and overcoming
difficult life situations lead to the formation of
a system of psychological defense mechanisms that
determine a child’s behavior in such situations. The
predominance or frequent use of a single protective
mechanism can lead to a violation of social
adaptation. The same protective mechanisms may
have different meanings in the social adaptation of
a child at different stages of development. During
childhood, the mechanisms of psychological
protection are as follows: substitution, repression,
isolation, suppression, negation, projection,

regression, imitation, symbolization, rationalization,
and fantasy [9-11].

Substitution is a psychological defense mecha-
nism to level anger. In this case, children channel
their aggression either on themselves or on a neutral
object (shifted aggression) to relieve their tension.
Substitution is manifested in the form of active (hy-
peractivity) and passive (sleep disturbance, somatic
complaints, and situational anxiety) behavioral acts.
This type of protection can be manifested in young
children to determine their physical well-doing and
emotional well-being.

Repression is “forgetting” the feelings, thoughts,
and desires that cause discomfort. However, these
psychological phenomena that are repressed in
the unconscious mind require constant tension to
retain negative feelings in the subconscious mind
that influences the behavior of children [9-11].

Isolation (or alienation) is a protective
mechanism that denotes the dissociation of feeling,
action, or desire with other aspects of life [10]. At
the same time, children with CP switch from reality
and plunge into their own world, that is, the world
of dreams. In children of preschool and primary
school age, this protective mechanism decreases
anxiety, emotional reaction, affective problems,
hyperactivity, and somatic complaints [10].

Suppression is a protective mechanism that
blocks fear by forgetting its source as well as the
circumstances associated with it [9]. A high level of
suppression is associated with an increase in the level
of problems such as alienation, somatic complaints,
attention problems, anxiety, disobedience, and
severe disturbances of mental and social adaptation
[9, 10].

Negation is a protective mechanism that denotes
the negation of a traumatic event. A high level of
negation is associated with an increase in the level
of somatic complaints, failure of attention, a high
level of anxiety, behavior disorders, and difficulties
in social adaptation [9-11].

Projection is a protective mechanism that
designates the attribution to another person or
a thing of qualities, feelings, and desires that
children with CP reject within themselves. In
children with CP of preschool age, this protective
mechanism helps reduce anxiety. In children with
CP of school age, the activation of this protective
mechanism is accompanied by aggressive behavior,
sleep disorders, and disobedience [9-11].
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Regression is a protective mechanism that
represents the return of feelings and actions to that
stage of mental development when these actions were
successful and feelings were experienced as pleasure.
In children with CP of preschool age, this protective
mechanism decreases anxiety, aggressive behavior,
somatic complaints, and emotional reactivity, which
positively affects the process of social adaptation.
In children with CP of school age, this mechanism
causes high anxiety and disobedience.

Imitation is an unconscious emotional self-
identification with another person. It is an immature
form of identification that is a pronounced
desire to imitate a certain person and to simulate
the behavior of another person. Identification
contributes to coping with feelings and forms of
behavioral features (e.g., personality characteristics)
and ensures the interaction of children with CP
with the surrounding social environment [9].

Symbolization is a protective mechanism during
which a particular meaning or logical explanation
is attributed to a psychological phenomenon. In
children with CP of preschool age, a high degree of
development of symbolization leads to hyperactivity
and attention problems. In children with CP of
school age, the development of symbolization
contributes to reduction in affective problems,
somatic complaints, and anxiety.

Rationalization is a protective mechanism
that justifies thoughts, feelings, and behavior
unacceptable for children with CP. It contributes
to the partial removal of discomfort. It appears
in the late stages of ontogenesis, contributes to
the preservation of self-respect, and helps avoid
responsibility and feeling guilty [10].

Fantasy is escape from real problems to the
world of imagination [9-11].

The relationship between children with CP
and their parents plays an important role in the
development of the protection system. Protective
mechanisms are formed in children with CP
during the process of assimilation of parental
forms of protective behavior, as well as a result of
disharmonious variants of child—parent relationship,
in particular as a result of inadequate attitude
of the mother toward the disease of the child
[13, 14].

The present study aimed to investigate protective
mechanisms in children with CP in the context of
the mother’s attitude toward the child’s disease.

Materials and Methods

A total of 120 people participated in the
present study. The experimental group comprised
30 pediatric patients with CP and aged 5-11 years
and their mothers. The control group comprised
30 relatively healthy children and their mothers.
Pediatric patients with CP were admitted to
a pediatric orthopedic clinic for surgical treatment.
Mothers accompanied their children to a surgical
hospital for restorative treatment. The examination
of mothers and their children was performed
individually while they were staying in the hospital
at the stage of preparation for surgical treatment.
Mothers of pediatric patients and healthy children
voluntarily signed an informed consent form to
participate in the study.

To achieve the aim, the elements of the
clinical and biographical method, the Children’s
Apperception Test (CAT) with the use of projective
technology and the diagnosing attitude toward the
child’s disease (DACD) method were used [7, 9, 12].
The experimental and psychological examination
has two stages. In the first stage, the clinical
and demographic characteristics of a child were
examined, and the level of the child’s intellectual
development was measured. On the basis of the
results of the first stage, an experimental group was
formed, which included children with one of the
several forms of CP, namely, spastic diplegia of mild
and moderate severity. All pediatric patients with
CP had movement difficulty. Almost all pediatric
patients with CP had a complicated medical history
(pathology of labor, prematurity in 70% of cases).
Early development was characterized by arrested
psychomotor development. Those pediatric patients
without any gross abnormalities in intelligence were
enrolled in the experimental group. According to
the results of the logopedic examination of pediatric
patients with CP, insignificant disorders of the
pronunciation of speech were revealed in the form
of erased dysarthria or as dyslagia. In the second
stage, the mechanisms of psychological protection
using the CAT and measuring the parameters of
the parent’s (mother’s) attitude toward the child’s
disease were studied [9, 12]. The CAT is used
to study the system of relationships, that is, the
motivational sphere of a child aged 5-11 years.
The CAT with the use of projective technology
determines the attitude of the child toward various
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aspects of life, including the protective mechanisms
that the child uses in a situation involving traumatic
experiences.

The CAT comprises 10 pictures depicting
animals in different situations. The patient is
consistently presented with 10 pictures, for each
of which they must compose a short story. The
results were processed with the use of the Mary
R. Howarth scheme to interpret the patient’s
protective mechanisms. This technique enables
the identification of the following psychological
protection mechanisms that occur during childhood:
substitution, repression, isolation, suppression,
negation, projection, regression, imitation,
symbolization, rationalization, and fantasy.

Using the DACD method, the mother’s attitude
toward the child’s disease was studied. This method
assesses the mother’s attitude toward her child’s
disease using the following indicators: internality,
anxiety, nosognosia, activity control, and general
tension. High scores on the internality scale describe
the external control of the child’s disease, in which
the causes of the disease are perceived by the mother
as being beyond her efforts. Low scores indicate
internal controls, in which the mother ascribes
to herself the responsibility for all manifestations
of her child’s disease. High scores on the anxiety
scale describe the expressed anxiety of the mother
regarding her child’s disease. Moderately expressed
anxiety characterizes a harmonious attitude toward
the child’s disease. The extreme degrees of negation
of anxiety indicate a distorted perception of the
child’s disease by the mother. High scores in the
nosognosia scale describe the exaggeration of the
child’s disease by the mother (hypernosognosia).
Low scores indicate an underestimation or neglect
of the severity and consequences of the disease
(hyponosognosia and anosognosia). High scores
in the activity control scale describe the tendency
of the mother to set maximum limits to the child’s
activity for the duration of the disease. Low scores
tend to underestimate the necessity of observing
the regime for limiting activity. High scores in
the general tension (T) scale describe the general
emotional and tense attitude of the mother toward
her child’s disease [7, 12].

All results obtained were processed by statistical
methods using Statistica 6.0. Evaluation was
performed using Student’s t-test. To determine
differences in signs expressed in percentages,

Fisher’s exact test was used. Correlation analysis was
performed using Spearman’s coefficient. A value of
p <0.05 was considered statistically significant.

Results and Discussion

The comparison of the frequency of use of
protective mechanisms by pediatric patients with
CP with that by relatively healthy children showed
that pediatric patients with CP use negation
significantly more often than healthy children (see
Table 1). In contrast, relatively healthy children use
rationalization, isolation, substitution, regression,
identification, and fantasy significantly more often
than pediatric patients with CP. The results obtained
reveal that the repertoire of protective mechanisms
involved in overcoming difficult life situations and
inner conflicts through the elimination of emotional
problems is broader and more flexible and mature in
relatively healthy children than in pediatric patients
with CP. In pediatric patients with CP, dangers
are overcome mainly through negation, which
can contribute to the manifestation of infantile
behavioral responses, reducing the possibility of
adaptation in difficult life situations, for example,
in a hospital environment due to surgical treatment.
Because of this, pediatric patients with CP strive
to take their minds off painful experiences and
feelings associated with medical interventions,
ignore reprimands and instructions from medical
personnel, and reject unwanted events, showing
active or passive protest reactions. As shown in
a previous study by Russian authors, in children of
preschool and primary school age, the frequency of
activation of protective mechanisms by the type of
negation is consistent with an increase in the level
of anxiety, accompanied by an increase in affective
problems and somatic complaints [10]. A follow-
up of those children in a hospital revealed that
they have behavioral problems more often, such
as disobedience, ignoring the requirements and
reprimands of adults, and difficulties in physical
therapy.

Compared with mothers of relatively healthy
children, there was a significant increase in the
values of the indicators in the anxiety scale, general
tension scale, internality-externality scale, and
nosognosia scale in the mothers of children with
CP (Table 2). In parents who raise children with
CP, the anxiety reactions to the child’s disease
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Table 1
Comﬁarison of the protective mechanisms of pediatric patients with ,infantile cerebral palsy
with those of relatively healthy children (according to the Children’s Apperception Test)
Children with | Relatively healthy Fisher’s exact test The level of reliability
Protective mechanisms cerebral palsy children of differences
% % t p
Negation 76 46.6 2.45 <0.01
Repression 10 10 0 -
Rationalization 3.4 26.7 2.78 <0.01
Projection 60 70 0.81 -
Isolation (alienation) 57 80 1.98 < 0.05
Substitution 1 23.3 3.88 < 0.001
Regression 6.6 46.6 3.8 < 0.001
Identification 36.7 83.3 3.8 < 0.001
Suppression 134 10 0.40 -
Symbolization 26.5 36.5 0.82 -
Fantasy 0 26.6 4.19 < 0.001
Table 2

Comparison of parental attitudes of parents of children with cerebral palsy and parents of relatively
healthy children (according to the technique of diagnostics of attitude to the child’s illness)

Pediatric patients Relatively The level of reliability
. . _ healthy children, .
Parental attitudes towards with cerebral palsy, n = 30 "= 30 of differences
children’s illness _

M=S M=+=S p
Internality -0.17 £ 8.23 -4.40 = 5.65 < 0.05
Anxiety 7.77 £ 5.82 4.53 £5.63 < 0.05
Nosognosia 0.87 £9.00 -5.17 £ 5.99 < 0.01
Activity control 8.43+7.00 6.97 £ 4.11 -
General tension 4.58 +4.84 0.50 +3.50 < 0.001

Note: M is the arithmetic mean deviation, p is the confidence level, S is the mean-square deviation of the differences, and n is the

number of subjects.

prevail, as well as their emotional and tension
attitude toward the child’s disease and the treatment
situation as a whole. Parents of children with CP
who adequately perceive the severity of the disease
and the complexity of medical rehabilitation often
experience a state of helplessness. They think that
the rehabilitation process and severity of the child’s
condition are not under their control and that their
influence on rehabilitation activities is minimal.
According to the correlation analysis results,
there was a remarkable direct relationship between

the indicator reflecting the psychological defense
mechanism of negation and the parameter of
parental setting according to the anxiety scale
(r=0.47, p <0.05). The interrelations indicate
that the mother’s anxious reactions to the child’s
severe disease can contribute to the formation of
the protective mechanism of negation in children
and, consequently, a decrease in the child’s adaptive
capabilities, suggesting the appearance of behavioral
problems in the process of complex restorative
treatment.
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Conclusion

The repertoire of psychological protective
mechanisms in children with CP is limited compared
with that in healthy children. In children with CP,
the protective mechanism of negation predominates
and can play a negative role in the process of the
adaptation of children in a situation of complex
rehabilitation treatment.

Among mothers of children with CP, an
emotional and stressful attitude toward the child’s
disease prevails. The mothers of children with CP
feel helpless in a situation of complex rehabilitation
of the child.

An excessively anxious attitude of a mother to-
ward her child’s disease can contribute to the for-
mation of the psychological defense mechanism
of negation in a child with CP, reducing their
psychological compensatory potential and adapt-
ability under conditions of complex rehabilitation
treatment.
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