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Palsy Follow-Up Program
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GMFCS Gross Motor Function

Classification System

MACS Manual Ability Classification

System

AIM To describe the point prevalence of cerebral palsy (CP) and distribution of gross and fine

motor function in individuals registered in a CP-North surveillance programme.

METHOD Aggregate data of individuals with CP aged 6 to 19 years, sex, CP subtype, and

gross and fine motor function levels were collected from each programme. Overall and age-

specific point prevalence of CP was calculated for each programme using 95% confidence

intervals. Logistic regression was used to estimate prevalence and CP subtypes with age as

the covariate variable. Pearson v2 tests were used to compare the distributions of CP

subtypes, Gross Motor Function Classification System (GMFCS) levels, and Manual Ability

Classification System (MACS) levels by age and between programmes.

RESULTS Among 3 759 138 individuals residing in Scandinavia and Scotland, 8278 had a

diagnosis of CP (57–59% were males). The overall point prevalence of CP ranged from 2.13 to

2.32 per 1000 residents. Age-specific prevalence in each programme varied with the

exception of Denmark. While the proportions of bilateral spastic CP were similar between

programmes, there were variations in all other CP subtypes and in GMFCS and MACS levels.

INTERPRETATION While the results of this study may reflect real differences in CP

populations between countries, they may not be clinically relevant. The variations may be

attributable to differences in the year when each programme was first established, different

data collection methods, and country-specific governmental policies.

Cerebral palsy (CP) is the most common cause of perma-
nent motor disabilities in children. In 2013, Oskoui et al.
reported that the global birth prevalence of CP in children
born from 1985 to 2004 was 2.11 per 1000 live births.1

Some studies have reported a decline in prevalence.2–4 CP
is classified into subtypes based on the dominant motor
disturbance and on which part of the body is affected. In
addition, the degree of gross and fine motor function is
also classified. Associated impairments such as epilepsy,
impairments in cognition, speech and language, vision,
hearing, and feeding/nutrition are also common and often
classified.3 Although CP cannot be cured, there are treat-
ments and interventions that target the optimization of
function and prevention of secondary impairments
throughout the lifespan to enable participation in the per-
formance of activities of daily life.5,6

The Swedish Cerebral Palsy Follow-Up Program
(CPUP) was established in 1994 as a surveillance pro-
gramme to prevent or reduce hip dislocation and contrac-
tures in children with CP in Southern Sweden through

standardized prospective examinations. The CPUP collects
data on motor function, joint range of motion, use of assis-
tive devices, physical and leisure activities, treatments, and
radiographic measurements. These data are collected via
physical and occupational therapy assessments once or
twice per year, or every second year, depending on the
individual’s level of gross motor function and age.5 In
2005, the CPUP was designated as a national quality reg-
istry and added a neuropediatric assessment at one point in
time. Several other CP surveillance programmes based on
CPUP assessments have been introduced in the Nordic
countries and Scotland; Norwegian Cerebral Palsy Follow-
Up Program (CPOP, established in 2006), Danish Cere-
bral Palsy Follow-Up Program (CPOP, established in
2010), Icelandic Cerebral Palsy Follow-Up Program
(established in 2012), and the Cerebral Palsy Integrated
Pathway Scotland (CPIPS, established in 2013).7,8 The
Norwegian CPOP works closely with the Cerebral Palsy
Registry of Norway (CPRN), a national medical quality
registry established in 2001. The CPRN collects clinical
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information such as CP subtype, motor function, associ-
ated impairments, treatments, and cerebral magnetic reso-
nance imaging at three points in time: at diagnosis, aged 5
years, and aged between 15 and 17 years.9 Each CP
surveillance programme/registry is fully integrated in the
respective country’s universal health care services; there-
fore, enrollment levels are high, ranging from 86% to
95%.9–12

‘CP-North: living life with CP in the Nordic countries?’
is a research programme where medical, social, health eco-
nomics, and public health outcomes associated with living
with CP for both individuals and their caregivers are inves-
tigated.7 The aforementioned CP surveillance programmes,
CPRN, and a cohort in Finland are currently participating
in CP-North. Data from each CP surveillance programme/
registry/cohort are currently being merged with data from
their respective national health and sociodemographic reg-
istries. For each individual with CP, data on their parents
and five matched controls from the general population (in-
dividuals and their parents) are also included. The study
outcomes will help guide each country’s practices and poli-
cies related to individuals with early-onset chronic disabili-
ties.7

To lay the foundation for further CP-North studies, the
aim of this study was to identify and compare the point
prevalence and distribution of gross and fine motor func-
tion levels in individuals registered in the participating CP-
North surveillance programmes/registry.

METHOD
Study population and design
Aggregate data were collected from researchers from each
CP surveillance programme/registry (hereafter called ‘pro-
gramme’) regarding the number of individuals with CP
aged 6 to 19 years (born 2000–2013) and registered on
31st December 2019, sex, CP subtype, and gross and fine
motor function levels.

CP subtypes were classified according to the Surveillance
of Cerebral Palsy in Europe guidelines and as confirmed at
age 5 years.13 Gross motor function was classified accord-
ing to the Gross Motor Function Classification System
(GMFCS) or the expanded and revised version, while fine
motor function was classified according to the Manual
Ability Classification System (MACS).14,15 The most recent
GMFCS and MACS assessments were used, except for
children registered in the CPRN, which were assessed at
age 5 years. The number of residents in each country as of
31st December 2019 was collected from the respective
bureaus of statistics.16–19

The Icelandic Cerebral Palsy Follow-Up Program and
Finnish cohort were excluded from this study due to non-
population-based data. The Norwegian CPOP was also
excluded due to national data collection starting from birth
year 2006, whereas complete data were available from the
CPRN. Only partial data for children aged 6 to 11 years
(born 2008–2013) were included from the Danish CPOP.
Data from the Danish CP registry were not included due

to the exclusion of children born abroad and children with
a postneonatal cause of CP.

Statistical analyses
Overall and age-specific point prevalence of CP were cal-
culated for each programme with 95% confidence inter-
vals. The numerator(s) were the number of individuals
with CP aged 6 to 19 years registered in the programme
on 31st December 2019. The denominator(s) were the
number of residents with and without CP of the same age
and on the same date in the respective country. Overall
point prevalence was calculated by dividing the total sum
of the numerator by the total sum of the denominator for
each programme. Age-specific point prevalence was calcu-
lated in 1-year age increments by dividing each age cohort
numerator by the corresponding denominator for each
programme. Logistic regression with age as the covariate
variable was used to estimate the prevalence of CP and its
subtypes. Non-linear trends were accounted for by using
fractional polynomials with age as the covariate variable.20

To compare the overall distributions of CP subtypes,
GMFCS levels, and MACS levels between each pro-
gramme, we used the Pearson v2 test and standardized
Pearson residuals. Residuals exceeding 3 in absolute value
were considered statistically significant.21 The linear-by-
linear association test was used to study the proportions of
GMFCS and MACS levels by age.21 Missing data were
handled using available case analysis, that is, in each analy-
sis we included cases with data on the relevant variables;
p<0.05 was considered statistically significant. Logistic
regression analyses were performed and figures created
with Stata 15 (StataCorp LLC, College Station, TX,
USA); other analyses were performed with SPSS v25 (IBM
Corp., Armonk, NY, USA). The distributions of each vari-
able per programme and age are presented in Tables S1 to
S4 (online supporting information); standardized Pearson
residuals are presented in Table S5 (online supporting
information).

Ethics statement
Data were collected from each programme in aggregated
form; therefore, it is not possible to link them to a specific
individual. Nonetheless, each programme obtained ethical
approval for the CP-North research programme in accor-
dance with local laws and regulations as follows: CPUP,
Regional Ethics Board, Lund 2018/491; CPRN, Regional
Committees for Medical and Health Research Ethics,
2017/2457/REK south-east; CPOP, a waiver was obtained;

What this paper adds
• The overall point prevalence of cerebral palsy (CP) in Scandinavia and Scot-

land ranged from 2.13 to 2.32 per 1000 residents.

• Age-specific point prevalence of CP varied in each country except for Den-
mark.

• Overall distributions of bilateral spastic CP were similar, whereas other CP
subtypes varied.

• Overall and age-specific distributions in gross and fine motor function levels
varied.
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CPIPS, the South East Scotland Research Ethics Service
confirmed that an ethical review was not needed.

RESULTS
This study included 3 759 138 individuals residing in
Scandinavia and Scotland as of 31st December 2019.
Among these, 8278 were registered as having been diag-
nosed with CP in a programme (Table 1). The distribu-
tions of males were similar, ranging from 57.4% to 58.9%
(p=0.714) (Table 1).

Point prevalence of CP
The overall prevalence of CP for individuals aged 6 to 19
years ranged from 2.13 per 1000 residents in the CPRN and
2.19 in the CPUP to 2.25 in the CPIPS (Table 1). The
prevalence of CP in individuals aged 6 to 11 years in the
CPOP was 2.32 per 1000 residents (Table 1). The preva-
lence of CP varied with age in the CPUP, CPRN, and
CPIPS (Fig. 1). In the CPUP, age-specific prevalence was

lowest in children aged 6 years (1.77) and highest in adoles-
cents aged 16 (2.58) to 19 years (2.27), which corresponded
to a 1.4% variation per age cohort (p=0.001). In the CPRN,
prevalence was lowest in children aged 6 years (1.71) and
highest in adolescents aged 13 (2.58) to 17 years (2.40),
which corresponded to a 1.5% variation per age cohort
(p=0.009). Prevalence in the CPIPS varied greatly in chil-
dren aged 6 years (1.80) compared to children aged 11 years
(2.91) and adolescents aged 19 years (1.66) (p=0.009). Con-
versely, the prevalence of CP in the CPOP was similar in
children aged 6 (2.26) to 11 years (2.32) (p=0.470) (Fig. 1).

CP subtypes
The distributions of CP subtypes between programmes are
shown in Table 1. Overall, there were statistically signifi-
cant differences between the CPUP, CPRN, and CPIPS
programmes (v2 with 8 degrees of freedom, p<0.001). The
proportions recorded within each CP subtype and pro-
gramme varied significantly except for bilateral spastic CP.

Table 1: Prevalence of cerebral palsy (CP) per 1000 residents and distributions of sex, CP subtype, Gross Motor Function Classification System (GMFCS)
levels, and Manual Ability Classification System (MACS) levels per CP surveillance programme/registry on 31st December 2019

Aged 6–19y (born 2000–2013) Aged 6–11y
(born 2008–2013)

CPUP CPRN CPIPS CPOP

Residents (n) 1 664 733 897 590 814 304 382 511
Individuals with CP (n) 3646 1910 1835 887
Prevalence (95% CI) 2.19 (2.12–2.26) 2.13 (2.03–2.23) 2.25 (2.15–2.36) 2.32 (2.17–2.48)
Sex, n (%)

Male 2077 (57.4) 1125 (58.9) 1048 (57.4) 510 (57.6)
Female 1543 (42.6) 785 (41.1) 779 (42.6) 375 (42.4)
Valid cases 3620 (100) 1910 (100) 1827 (100) 885 (100)
Missing 26 (0.7) 0 (0.0) 8 (0.4) 2 (0.2)
Total 3646 1910 1835 887

CP subtype, n (%)
Spastic unilateral 943 (35.9) 809 (43.4)a 581 (32.1)b 467 (78.6)c

Spastic bilateral 1125 (42.9) 829 (44.5) 818 (45.1)
Dyskinetic 337 (12.8)a 125 (6.7)b 160 (8.8) 24 (4.0)
Ataxic 120 (4.6)a 74 (4.0) 34 (1.9)b 15 (2.5)
Other/unspecified 100 (3.8)b 28 (1.5)b 219 (12.1)a 88 (14.8)
Valid cases 2625 (100) 1865 (100) 1812 (100) 594 (100)
Missing 1021 (28.0) 45 (2.4) 23 (1.3) 293 (33.0)
Total 3646 1910 1835 887

GMFCS level, n (%)
I 1583 (44.6) 956 (52.7)a 668 (37.0)b 352 (52.9)
II 571 (16.1) 295 (16.3) 379 (21.0)a 100 (15.0)
III 307 (8.7) 127 (7.0) 172 (9.5) 51 (7.7)
IV 506 (14.3)a 159 (8.8)b 230 (12.7) 65 (9.8)
V 582 (16.4) 276 (15.2) 357 (19.8)a 98 (14.7)
Valid cases 3549 (100) 1813 (100) 1806 (100) 666 (100)
Missing 97 (2.7) 97 (5.1) 29 (1.6) 221 (24.9)
Total 3646 1910 1835 887

MACS level, n (%)
I 1178 (34.2)b 662 (39.7)a MACS not recorded

for this time period
MACS not recorded
for this time periodII 805 (23.3)b 476 (28.6)a

III 487 (14.1) 197 (11.8)
IV 394 (11.4)a 118 (7.1)b

V 584 (16.9)a 214 (12.8)b

Valid cases 3448 (100) 1667 (100)
Missing 198 (5.4) 243 (12.7)
Total 3646 1910

aStandardized Pearson residual >3. bStandardized Pearson residual below �3. cThe CPOP submitted the spastic CP subtype as one group
(did not separate spastic unilateral and bilateral). The percentages for each category are based on total numbers with no missing values
(valid cases). CPUP, Swedish Cerebral Palsy Follow-Up Program; CPRN, Cerebral Palsy Registry of Norway; CPIPS, Cerebral Palsy Inte-
grated Pathway Scotland; CPOP, Danish Cerebral Palsy Follow-Up Program.
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There was a higher proportion of individuals with unilat-
eral spastic CP in the CPRN and a lower proportion in
the CPIPS. The CPUP had a higher proportion of indi-
viduals with dyskinetic and ataxic CP, compared to a lower
proportion of individuals with dyskinetic CP in the CPRN
and a lower proportion of ataxic CP in the CPIPS. Lastly,
the CPIPS had a higher proportion of individuals with
other/unspecified CP whereas the CPUP and CPRN had
lower proportions. The prevalence of spastic bilateral CP
in the CPRN and CPIPS followed the same patterns as
the point prevalence (Fig. S1, online supporting informa-
tion). In the CPRN, age-specific prevalence of spastic
bilateral CP was lowest in children aged 6 years (0.57) and
higher in adolescents aged 13 (1.27) to 15 years (1.14),
which corresponded to a 2.1% variation per age cohort
(p=0.015). The prevalence of bilateral spastic CP in the
CPIPS varied greatly (p=0.603). We could not calculate
variations in spastic bilateral CP in the CPUP due to miss-
ing data. The CPOP was excluded from the CP subtype

analyses due to data submission consisting of just one
group of individuals with spastic CP.

Gross motor function
There were also significant differences in the overall distri-
butions of GMFCS levels in the CPUP, CPRN, and
CPIPS surveillance programmes (v2 with 8 degrees of free-
dom, p<0.001) (Table 1). The proportions recorded within
each GMFCS level and programme varied significantly,
with the exception of GMFCS level III (Table 1). The
CPRN had a higher proportion of individuals in GMFCS
level I. The CPIPS had a lower proportion of individuals
in GMFCS level I and a higher proportion of individuals
in GMFCS level II. Although the proportion of individuals
in GMFCS level III in the CPRN was lower, it was just
under the significance threshold. The CPUP had a higher
proportion of individuals in GMFCS level IV whereas the
CPRN had a lower proportion. The CPIPS had a higher
proportion of individuals in GMFCS level V. The CPOP-
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Figure 1: Point prevalence of cerebral palsy (CP) per 1000 residents in the CP surveillance programmes/registry in Sweden (CPUP), Norway (CPRN),
Scotland (CPIPS), and Denmark (CPOP) on 31st December 2019. Each point shows the actual prevalence. The solid line represents the predicted CP
prevalence using logistic regression with fractional polynomials; the shaded area denotes the 95% confidence interval (CI).
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Figure 2: Distributions of Gross Motor Function Classification System (GMFCS) levels in the cerebral palsy (CP) surveillance programmes/registry in
Sweden (CPUP), Norway (CPRN), and Scotland (CPIPS) on 31st December 2019. Each point shows the actual distributions. The solid line represents the
predicted GMFCS levels obtained using fractional polynomials.
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Denmark data are shown in Table 1. Otherwise, within
each programme, GMFCS levels were relatively similar
between age cohorts, with the exception of GMFCS levels
I and V in the CPRN (Fig. 2). In the CPRN, the propor-
tion of individuals in GMFCS level I was higher in chil-
dren aged 6 years (60.2%) compared to adolescents aged
19 years (42.2%) (p=0.036); the proportion of children in
GMFCS level V was lower in children aged 6 years
(10.2%) compared to adolescents aged 19 years (20.7%)
(p<0.001).

Fine motor function
The overall distributions in MACS levels in the CPUP and
CPRN differed significantly (v2 with 4 degrees of freedom,
p<0.001) (Table 1). The proportions of individuals in
MACS levels I and II were higher in the CPRN and lower
in the CPUP. Conversely, the proportions of individuals in
MACS levels IV and V were higher in the CPUP compared
to the CPRN. MACS level III did not vary between pro-
grammes. Within each programme, MACS levels varied
among age cohorts with the exception of MACS levels III
and IV (Fig. 3). In the CPRN, the proportion of individuals
in MACS level I was significantly higher in children aged 6
years (46.2%) compared to adolescents aged 19 years
(23.8%) (p=0.001), while the proportion of individuals in
MACS level II was lower in children aged 6 years (32.3%)
compared to adolescents aged 19 years (40.6%) (p=0.005).
In the CPUP, the proportions of individuals in MACS level
I were similar, while the proportion of individuals in MACS
level II was higher in children aged 6 years (28.4%)

compared to adolescents aged 19 years (24.4%) (p=0.002).
Lastly, the proportion of individuals in MACS level V in
the CPRN was lower in children aged 6 years (11.8%)
compared to adolescents aged 19 years (16.8%) (p=0.058);
this proportion was similar in the CPUP. The CPIPS and
CPOP were excluded from these analyses because they did
not record manual ability during this time period.

DISCUSSION
In this CP-North study, we found that the overall point
prevalence of CP in individuals aged 6 to 19 years (born
2000–2013) and registered in the CPUP, CPRN, and
CPIPS on 31st December 2019 was similar, ranging from
2.13 to 2.25 per 1000 residents. However, within each pro-
gramme there was age-specific variation in prevalence.
Prevalence among individuals aged 6 to 11 years (born
2008–2013) in the CPOP was similar at around 2.32.
While the distribution of bilateral spastic CP was similar
between programmes, prevalence was lower in the younger
cohorts in the CPRN. Otherwise, there were variations in
the distributions of the other CP subtypes and in GMFCS
and MACS levels between programmes. The CPIPS
recorded a lower proportion of individuals in GMFCS
level I and a higher proportion in GMFCS level V than
recorded in the CPUP and CPRN. Moreover, in the
CPRN, the severity of gross and fine motor function was
lower in the younger cohorts, whereas the distribution of
these levels was similar between all ages in the CPUP.

A strength of this study is that it covers a large sample
of individuals with CP enrolled in well-established national
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Figure 3: Distributions of Manual Ability Classification System (MACS) levels in the cerebral palsy (CP) surveillance programme/registry in Sweden
(CPUP) and Norway (CPRN) on 31st December 2019. Each point shows the actual distributions. The solid line represents the predicted MACS levels
obtained using fractional polynomials.
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population-based programmes that are integrated in their
countries’ universal health care services. Each programme
reported a high level of enrollment, which reduced selec-
tion bias.9–12 Additionally, the data collected for this study
were based on standardized, international classifications for
the diagnosis and classification of motor function for indi-
viduals with CP, which have been relatively stable over
time and across evaluators.15,22,23 However, although varia-
tions in our results may reflect real differences in the clini-
cal picture of CP between programmes, they may not be
clinically relevant. The results may simply be explained by
differences in the year when each programme was first
established, different data collection methods, and country-
specific governmental policies.

The lower prevalence and severity of CP in the oldest
cohorts in the CPRN and CPIPS was likely due to lower
enrollment during the initial years of establishment. A
lower proportion of children with less severe CP may have
been enrolled initially given that children with more severe
CP are diagnosed earlier and therapists are more inclined
to enroll them first. In a validation study of all CP diagno-
sis codes in the CPRN and Norwegian Patient Registry,
Hollung et al.9 reported an increase in ascertainment com-
pleteness in the CPRN from 61% in 1996 to 91% in
2007. The increase was attributed to the time it takes data
collection to become routine in the clinic. This may
explain the lower prevalence in adolescents aged 18 to 19
years in the CPRN, as well as the larger proportions of
missing GMFCS and MACS data in the older age cohorts
(Tables S3 and S4). Yet, the results of the validation study
also indicated that variation in ascertainment completeness
in the CPRN did not result in selection bias regarding CP
subtypes. Using data from the CPIPS recorded between
2013 and 2018 for children and adolescents aged 2 to 16
years, Bugler et al.24 initially reported a slightly lower
prevalence of 2.02 per 1000 residents and a significantly
higher proportion of individuals in GMFCS levels IV and
V compared to previous CPUP studies. Such differences
were less significant in this study, which may indicate that
the CPIPS has since increased ascertainment completeness,
including individuals with less severe CP.

Furthermore, data completeness varied among pro-
grammes. This may be due to differences in data collection
methods (e.g. data types, timing of data collection, respon-
sible multidisciplinary health care professionals). For exam-
ple, the CPUP, CPIPS, and CPOP programmes had a
higher proportion of missing/unspecified CP subtypes than
the CPRN. In Norway, paediatricians routinely classify
and report clinical data (i.e. CP subtype) to the CPRN at
three time points, whereas there has been an ongoing lack
of neuropaediatricians reporting to the CPUP. Subse-
quently, the likelihood of an individual being recorded
with a CP subtype in the CPUP has increased with age
(Table S2). Nonetheless, while we think that the large pro-
portion of missing CP subtypes in the CPUP were most
likely unrelated to severity, we cannot rule out that the
registration of individuals with more severe CP are

prioritized. Also, while physical and occupational therapists
are responsible for the classification and reporting of
motor function to the CPRN at three time points, these
data are regularly reported to the CPUP, CPIPS, and
CPOP depending on the participant’s age and functional
level. Therefore, it is difficult to explain if the higher pro-
portions of individuals recorded in GMFCS level IV in the
CPUP and GMFCS level V in the CPIPS compared to the
CPRN were actually due to more severe motor function in
these populations or simply due to variations in the
GMFCS classification of individuals with CP by physical
therapists. This also holds true when comparing MACS
levels between the CPRN and CPUP. Additionally, the
CPRN has a higher proportion of missing MACS levels
due to occupational therapists having reduced capacity to
perform MACS assessments. While previous studies sug-
gested that this does not result in selection bias (per CP
subtype),25 we cannot rule out that individuals with more
severe CP are prioritized in the clinic where such assess-
ments are made and reported.

As CP programmes record all individuals regardless of
country of birth, immigration may have had an effect on
our results. In 2013, Statistics Norway reported that there
are major differences in immigration policies between
Scandinavian countries.26 Since 2000, while immigration to
Denmark has remained stable, immigration to Sweden and
Norway has doubled. Furthermore, the influx of immi-
grants to Norway were mainly migrant workers, whereas
in Sweden they were refugees.26 Westbom and H€agglund27

reported a significant increase in individuals with CP who
were born abroad and were recorded in the CPUP. They
found a higher prevalence and severity of CP among indi-
viduals born abroad than those born in Sweden. Con-
versely, immigration has most likely not had an effect on
the CP populations in Norway and Scotland. Although we
are describing an age-specific point prevalence of CP in
this study, the pattern of lower prevalence among younger
cohorts is similar to a reported decline in birth prevalence
and severity of CP in Norway in children born between
1999 and 2010.3 The decline was attributed to a significant
decrease in the prevalence of children with bilateral spastic
CP due to advances in obstetric and neonatal care. There-
fore, it is unlikely that many children in the younger age
cohorts (aged 6–12y in 2019) will be newly diagnosed with
CP by the time they reach age 19 years. In Scotland, there
was a minor influx of migrant workers and students from
2001 to 2016; thereafter, an outflow of migration mainly
due to the uncertainty of the UK leaving the European
Union.28 The higher point prevalence in the CPOP may
be due to immigration. While prevalence in the CPOP
remained stable at around 2.32 per 1000 residents, the
Danish CP registry reported a decline in birth prevalence
and severity of CP from 2.1 in children born from 1999 to
2001 to 1.8 in children born from 2005 to 2007. Like
Norway, this decrease was mainly due to a decline in chil-
dren with bilateral spastic CP born at term, which may be
attributed to improved perinatal care.29
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Lastly, changes in other risk factors for CP may also
influence the prevalence and severity of CP over time, for
example, postneonatal causes. However, in Scandinavia and
Scotland, the number of individuals with a postneonatal
cause of CP is low and stable; therefore, it most likely did
not affect our results.30,31

CONCLUSION
In this study, we described the point prevalence of CP and
distribution of CP subtypes and levels of motor function
among individuals with CP aged 6 to 19 years living in
Scandinavia and Scotland. The overall prevalence of CP
was similar, ranging from 2.13 to 2.32 per 1000 residents.
The prevalence and proportions of each CP subtype and
GMFCS and MACS levels varied somewhat between pro-
grammes and age cohorts. However, such variations may
be affected by programmes having been established in dif-
ferent years, different data collection methods, and coun-
try-specific governmental policies, and may not be
clinically relevant. Nonetheless, the results provide a basis
to guide each country’s practices and policies for individu-
als with CP, as well as providing a basis for further CP-
North studies.
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