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3.2.3.2. Accompanying impairments. Although motor impairment is the 

primary feature of CP, many individuals with CP experience other impairments such as 

secondary musculoskeletal problems and/or non-motor neurodevelopmental or sensory 

problems such as seizures, intellectual impairment, speech or communication 

impairment, hearing or visual impairments, attentional problems, and behavioural 

problems. These accompanying impairments can, and often do, affect individual 

capacity to perform daily living activities, which impedes social and emotional 

development to a greater extent than motor impairment (Rosenbaum et al., 2006). 

According to the ACPR, at age five, 30.7% of children with CP have epilepsy, 57.2% 

have intellectual impairment, 59.1% have speech impairment, 41.3% have visual 

impairment, and 10.5% have hearing impairment (ACPR Group, 2013). This high 

prevalence of accompanying impairments must be taken into account when assessing 

the impact of the condition on the social and emotion development of children with CP. 

Like the functional motor abilities described above, an independent functional 

classification system is available to classify speech or communication impairment for 

children with CP. The Functional Communication Classification System (FCCS) is a 5-

level classification system designed to classify the observable expressive 

communication of children with CP (Barty & Caynes, 2009; Caynes, Burmester, Barty, 

& Johnston, 2014). The FCCS ranges from Level I where a child has minimal to no 

difficulties communicating when compared to TD children to Level V, where a child is 

unable to communicate intentionally. Children from Levels II to V may require 

assistance to communicate or may utilise augmentative and alternative communication 

systems. Although not available when this research program was developed, the Viking 

Speech Scale (VSS; Pennington et al., 2013; Virella et al., 2016) is a 4-level scale that 

can now classify the motor speech of children with CP aged 5-18. 
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VCI, according to the Australian Standardised edition, is excellent, with a reliability 

coefficient of 0.94 and stability coefficient of 0.89. 

5.7.3.5. Quality of Life Questionnaire for Children – Child Report 

Questionnaire. The CP QOL-Child – Child Report Questionnaire consists of 53 items 

to measure quality of life for children with CP aged 9-12 (Waters et al., 2013). It 

measures five areas: Social Wellbeing and Acceptance, Participation and Physical 

Health, Feelings about Functioning, Emotional Wellbeing and Self-Esteem, and Pain 

and Impact of Disability. Higher scores represent higher quality of life on all subscales 

except for the Pain and Impact of Disability subscale where lower scores indicate 

higher quality of life. CP QOL-Child – Child Report Questionnaire has strong internal 

consistency (Cronbach’s α=0.80-0.90) across subscales (Waters et al., 2007). 

5.7.3.6. Quality of Life Questionnaire for Children – Primary Caregiver 

Questionnaire. The CP QOL-Child – Primary Caregiver Questionnaire consists of 65 

items that measure quality of life for children with CP aged 4-12 using proxy-report by 

a primary caregiver (Waters et al., 2013). The Primary Caregiver Questionnaire 

measures all five subscales as presented in the Child Report Questionnaire, in addition 

to Access to Services, and Family Health subscales. Higher scores represent higher 

quality of life on all subscales except for the Pain and Impact of Disability subscale 

where lower scores indicate higher quality of life. The CP QOL-Child – Primary 

Caregiver Questionnaire has strong internal consistency (Cronbach’s α=0.74-0.92) and 

good test-retest reliability (ICC=0.76-0.89) across subscales (Waters et al., 2007). Fair 

to moderate correlations are reported between the Primary Caregiver Questionnaire and 

the Child Report Questionnaire (r=0.52-0.77) across subscales (Waters et al., 2007). 

5.7.4. Procedure. Similarly to the Delphi consensus survey (Study 2), 

participants were recruited using flier mail outs. Fliers with brief information about the 
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Study 2: Professional group questionnaire – Delphi Round II 
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