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Abstract

Objective: To functionally characterize patients with Cerebral Palsy (CP) living in the Magallanes Re-
gion and the Chilean Antarctic. Patient and Method: Descriptive-retrospective observational study 
of patients with cerebral palsy, registered in the Outpatient Rehabilitation Program of the Corporación 
de Rehabilitación Club de Leones Cruz del Sur de Punta Arenas between 1986 and 2018. Patients with 
CP were clinically categorized and then functionally characterized according to gross motor skills 
(GMFCS), manual ability (MACS), feeding ability (EDACS), and communication function (CFCS). 
Results: 106 patients were included. Regarding the clinical classification, the most common type 
of CP was bilateral spastic paralysis, with the highest percentage of functional involvement in each 
of the evaluated areas, followed by unilateral spastic paralysis, while cases of dystonic CP and other 
non-classifiable types presented were less frequent. According to the clinical subclassification, spastic 

What do we know about the subject matter of this study?

Interventions with patients with cerebral palsy (CP) should assess 
and classify the functional status of each patient at the time of clini-
cal evaluation in order to obtain significant outcomes, thus allowing 
a comprehensive understanding of the impairment degree in CP.

What does this study contribute to what is already known?

This work is a pioneering study of functional characterization of 
patients with CP living in the Magallanes and Chilean Antarctica 
Region and presents new evidence for the characterization of these 
patients at the national levex
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Introduction

Cerebral palsy (CP) is a disorder of movement and 
posture caused by a non-progressive brain lesion in the 
developing brain1.Its prevalence is estimated at 2 to 3 
cases per thousand births, but it is significantly higher 
in preterm births, with 40 to 100 cases per thousand 
births at 28 weeks of gestation or less2-4, showing speci-
fic changes in the underlying trends in groups with di-
fferent etiologic and socioeconomic characteristics2,5.
In the management of CP, symptomatic treatment is 
essential since few interventions modify the underlying 
pathological state6.

To ensure that interventions have a significant 
outcome for people with CP, they should correlate to 
the functional status at the time of clinical evaluation6. 
Several grading scales evaluate the functional status of 
patients; the most widely used worldwide include the 
Gross Motor Function Classification System (GMFCS)7, 
Manual Ability Classification System (MACS)8, Eating 
and Drinking Ability Classification System (EDACS)9, 
and the Communication Function Classification Sys-
tem (CFCS)10. Each of them allows establishing the im-
pairment degree in areas related to motor control and 
speech, as well as functions related to activities of daily 
living11, which together allow a comprehensive unders-
tanding of the impairment degree in CP and to indivi-
dualize therapeutic strategies according to the interper-
sonal differences among CP patients12,13.

Although population studies have described the 
functional status of patients with CP, the population 
living in high southern latitude has been the least stu-
died. The objective of this work is to functionally cha-
racterize patients with CP living in the Magallanes and 
Chilean Antarctica Region, which will contribute rele-
vant evidence to the existing scientific literature, thus 
providing new information on the characteristics of 
these patients.

Patients and Method

Participants
Retrospective descriptive observational study of 

patients with CP, registered in the Outpatient Reha-

bilitation Program of the Corporación de Rehabilitación 
Club de Leones Cruz del Sur of Punta Arenas, Chile, be-
tween 1986 and 2018. This health institution is the sole 
center that rehabilitates patients with CP living in high 
southern latitudes in Chile. For this study, all patients 
with a medical diagnosis of cerebral palsy from the 
clinical records database of the Corporación de Reha-
bilitación Club de Leones Cruz del Sur were considered, 
accounting for 106 patients.

The inclusion criteria were to be aged between 4 
and 57 years, to have a clinical diagnosis of CP, and to 
reside permanently for at least 10 months per year in 
the Magallanes and Chilean Antarctica Region. Con-
sent for the use of patient data was obtained at the time 
of admission to the institution and with authorization 
from their legal guardian. Adult patients who did not 
sign their informed consent and minors who did not 
sign their informed assent and/or whose legal guardian 
did not sign informed consent were excluded.

The study was approved by the Ethics Committee 
of the Corporación de Rehabilitación Club de Leones 
Cruz del Sur and was conducted according to the Dec-
laration of Helsinki on Ethical Principles for Medical 
Research involving Human Subjects, amended by the 
64th World Medical Association General Assembly, in 
October 2013.

For this study, the data considered were the functio-
nal classifications performed in 2019, by reviewing the 
clinical record of each patient. For the analysis, pa-
tients were divided into three descriptive groups as fo-
llows: Minors between 4 and 11 years of age (n = 30); 
Adolescents between 12 and 19 years of age (n = 39); 
and Adults between 20 and 57 years of age (n = 37).

Gross Motor Function Classification System 
(GMFCS)

The GMFCS is a 5-level classification system that 
describes the gross motor function of children and 
youth with CP based on their self-initiated movement 
with particular emphasis on sitting, walking, and mo-
bility. Distinctions between levels are based on func-
tional abilities, the need for assistive technology, in-
cluding hand-held mobility aids (walkers, crutches, or 
canes), wheeled mobility aids (wheelchairs), and, to a 
much lesser extent, quality of movement7.

diplegia was more frequent, especially affecting manual and communication skills level I compared 
with hemiplegia, while cases of mixed and unclassifiable quadriplegia were less frequent with greater 
overall involvement of level I feeding skills. Conclusion: The observed results of CP in the Magalla-
nes Region and the Chilean Antarctic are similar to studies available in the literature. The complete 
evaluation and classification of patients with CP enable a better understanding of the pathology for 
future studies.



363

ORIGINAL ARTICLE

Manual Ability Classification System (MACS)
The MACS scale assesses a child’s typical manual 

performance in manipulating objects in activities of 
daily living. These activities should be age-appropriate 
and should not include activities that require advanced 
skills, such as playing a musical instrument, i.e., eating, 
dressing, and playing. Each level determines the degree 
of assistance needed by the child based on her or his 
daily activities8.

Eating and Drinking Ability Classification System 
(EDACS)

The EDACS evaluates the limitations of eating and 
drinking ability in people with CP aged from 3 years, 
establishing five levels of severity, and is characterized 
by its safety and efficacy. Safety evaluates the texture 
of the food or fluid that a person can bite, chew, and 
swallow without risk of choking and aspiration, and ef-
ficacy evaluates the ability to hold food and fluids in 
the mouth, as well as the speed and amplitude of oral 
movements associated with eating9.

Communication Function Classification System 
(CFCS)

The CFCS was used to determine the level of daily 
communication of a person with CP according to its 
effectiveness. It presents five levels that allow describ-
ing the performance of everyday communication ac-
cording to the emission and reception of messages and 
the child’s ease to communicate with different people 
in her or his environment, both as acquaintances and 
strangers10.

Table 1 presents a general description of the func-
tionality levels of each scale.

Procedure
The classification procedure for each subject was 

performed by a health professional with experience 
in children’s neurological rehabilitation by reviewing 
electronic clinical records from the CRIWEB software 
in order to classify them in each measurement system.

For the analysis according to the clinical classifica-
tion of CP, the definitions of the Surveillance of Cere-
bral Palsy in Europe2 were considered, classifying the 
patients as Bilateral Spastic Paralysis (BSP), Unilateral 
Spastic Paralysis (USP), Dyskinetic Paralysis, and with 
Other Type of Paralysis (OTP, including ataxia and 
unclassifiable ones). For further analysis, a clinical di-
agnostic subclassification of CP was performed on the 
total number of patients in the study, based on the Ce-
rebral Palsy Alliance classification (14), where patients 
were grouped into Diplegia, Hemiplegia, Quadriple-
gia, Mixed, and Unclassifiable.

Statistical analysis
Descriptive analyses of patients with CP registered 

in the study as of 2019 were performed. The frequency, 
percentage, and the total number of patients are de-
scribed according to their distribution by group and 
sex. Patients are also described functionally based on 
GMFCS, MACS, EDACS, and CFCS in their five levels. 
Both descriptions are based on the clinical classifica-
tion and subclassification used in this study. The SPSS 
software was used for statistical analysis.

Table 1. Functionality levels of GMFCS7, CFCS8, EDACS9 y MACS10

Nivel GMFCS CFCS EDACS MACS

I Walk without limitations. Effective sender and receiver 
with unknown partners and 
relatives.

Eat and drink safely and 
efficiently.

Wields most items but with 
somewhat reduced quality 
and/or achievement speed.

II Walk with limitations. Effective sender and/or recei-
ver, but slower paced with 
unknown or familiar partners.

Eat and drink safely, but with 
some limitations to efficiency. 

Handles objects with diffi-
culty; needs help to prepare 
and/or modify activities.

III Walk using a handheld mobi-
le device.

Efficient sender and receiver 
with family partners.

Eat and drink with some 
safety limitations; there may 
be limitations to efficiency.

Manages a limited selection 
of easy-to-manage objects in 
adapted situations.

IV Walk using a handheld mobi-
le device.

Inconsistent sender and/or re-
cipients with family partners.

Eat and drink with significant 
safety limitations.

Maneja una selección limi-
tada de objetos fáciles de 
administrar en situaciones 
adaptadas.

V Transported in a manual 
wheelchair.

Rarely effective sender and 
receivers, even with family 
partners.

Unable to eat or drink safely: 
Tube feeding may be consi-
dered to provide nutrition.

It does not handle objects 
and has a very limited ability 
to perform even simple ac-
tions.

GMFCS: Gross Motor Function Classification System; CFCS: Communication Function Classification System; EDACS: Eating and Drinking Ability 
Classification System; MACS: Manual Ability Classification System 

Cerebral Palsy - P. Barria et al
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Results

This investigation included 106 patients with diag-
nosis of CP from the Corporación de Rehabilitación 
Club de Leones Cruz del Sur from Punta Arenas, Chile. 
67% were men, with a mean age of 18 years and 17 
years for women. In relation to the descriptive groups 
of patients, minors account for 28.3% of the sample, 
adolescents for 36.8%, and adults for 34.9%.

Table 2 presented the distribution by descriptive 
groups and sex of the patients, according to clinical 
classification. There is a percentage increase in cases 
of bilateral spastic paralysis and dyskinetic paralysis as 
the patient’s age increases (55% and 7%, respectively), 
affecting mostly men (27%), however, unilateral spas-
tic paralysis presents the highest percentage value in 
the group of minors (30%).

Table 3 presented the percentage distribution ac-
cording to the clinical diagnostic subclassification. 
There is a higher number of patients with quadriplegia, 
mixed and unclassifiable paralysis the older they are, 
although during adolescence and compared with the 
group of minors and adults, diplegia cases increase in 
percentage (42%) and hemiplegia cases decrease (6%).

Regarding the clinical classification of the study 
group, according to Surveillance of Cerebral Palsy in 
Europe, it was observed that most patients presented 
Bilateral Spastic Paralysis (66 cases, 62.26%), followed 
by Unilateral Spastic Paralysis (25 cases, 23.58%), 
Other Types of Paralysis (9 cases, 8.49%), and finally 
Dyskinetic Paralysis (6 cases, 5.66%).

As clinical subclassification, according to the Ce-
rebral Palsy Alliance, most patients presented diplegia 
(37 cases, 34.9%), followed by quadriplegia (33 cases, 
31.13%), hemiplegia (24 cases, 22.64%), unclassifiable 
(8 cases, 7.54%), and finally mixed paralysis (4 cases, 
3.77%). In this classification, one patient previously 
classified with Unilateral Spastic paralysis was reclassi-
fied as Not Classifiable.

Tables 4 and 5 detail the functional characteriza-
tion of all patients based on clinical classification and 
subclassification, respectively. The evaluation of gross 

motor function performed through GMFCS showed 
that there is a predominance of functional classifica-
tion in level I (40%), followed by level V (24%), level II 
(15%), level III (13%), and level IV (8%), which shows 
that there is an important functional impact in patients 
with CP.

Regarding the characterization of manual perfor-
mance through MACS, although most patients were 
classified as level I (39%), the records of level II (27%), 
level III (13%), level V (12%), and level IV (9%) show 
the significant functional compromise of these pa-
tients. The classification of eating and drinking ability 
through EDACS, showed a predominance of patients 
classified in level I (66%), followed by level IV (11%), 
while a smaller group was observed in level III (9%), 
level II (8%), and level V (6%). The daily communi-
cation classification values by CFCS showed that more 
than half of the patients with CP were classified in level 
I (54%), followed by level III (14%), level IV (13.5%), 
and level II (13.5%), while the group classified as level 
V (4%) was the lowest.

In relation to the clinical classification of the pa-
tients and the classification systems evaluated in this 
study, it could be observed that bilateral spastic paraly-
sis affects motor skills mainly in level V (35%), while 
manual (38%), feeding (56%), and communication 
(49%) skills are mainly in level I.

Unilateral spastic paralysis affects functional ca-
pacity mainly in feeding (86%) and communication 
(76%), showing that both are mainly in level I. In the 
case of dystonic paralysis and other types of paralysis, 
the distribution of functional impairment is heteroge-
neous, although, in the feeding function, OTP concen-
trates 100% of the cases in level I.

Considering the clinical subclassification, it shows 
that both diplegia and hemiplegia present the grea-
test functional compromise in level I in all functions. 
However, the group with quadriplegia concentra-
tes its motor (66%) and manual (34%) compromise 
mostly in level V, while feeding function is in level IV 
(29%) and communication (34%) in level III. As for 
the mixed and unclassifiable groups, the functional 

Table 2. Distribution of groups and sex of the patients according to the clinical classification.

Clinical Classification Minors Adolescents Adults Men Woman Total

 n (%) n (%) n (%) n (%) n (%) n (%)

Bilateral Spastic Paralysis 16 (53%) 25 (64%) 25 (68%) 39 (55%) 27 (77%) 66

Unilateral Spastic Paralysis 9 (30%) 7 (18%) 9 (24%) 19 (27%) 6 (17%) 25

Dystonic paralysis 1 (3%) 3 (8%) 2 (5%) 5 (7%) 1 (3%) 6

Other types of paralysis 4 (13%) 4 (10%) 1 (3%) 8 (11%) 1 (3%) 9

Total 30 (28%) 39 (37%) 37 (35%) 71 (67%) 35 (33%) 106

Cerebral Palsy - P. Barria et al
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distribution is heterogeneous, although, in the feeding 
function, unclassifiable cases concentrate 100% of the 
patients in level I.

Discussion

This study clinically and functionally characterized 
patients with CP living in the Magallanes and Chilean 
Antarctica Region through systems specially validated 
for these patients. The reliability of the classifications 
and instruments used in this study allows for charac-
terizing patients under international functional stan-
dards, which is one of the requirements to systematica-
lly evaluate the progression of rehabilitation programs 
worldwide15.

In order to characterize a patient with CP, it is first 
necessary to classify them according to the clinical 
characteristics of their condition. Currently, there are 
several types of classifications and clinical subclassi-
fications of CP based on neurological symptoms and 
their localization2. The Swedish classification is one of 
the most widely used because of its scope in terms of 
functional abilities, general health, etiology, and time 
of the encephalic lesion14,16.

In relation to the clinical classification used in this 
study, it was observed that most of the patients presen-
ted Bilateral Spastic CP, followed by Unilateral Spas-
tic CP, Other Types of CP, and Dyskinetic CP. These 
results agree with those found in other experiences in 
Chile and Europe17-19. Regarding this type of classifi-
cation, Ozmen in 1993, evaluated the frequency and 
distribution of CP in 1873 cases for 6 years, finding in 
the analysis percentages similar to those of this study, 
where Bilateral Spastic Paralysis showed the highest 
number of cases with 70% of the total number of pa-
tients, unilateral Spastic Paralysis reached 18%, Dysto-
nic CP 10%, and other types of paralysis reached 2%3.

In order to provide a more comprehensive picture 
of the patients, this study also used a clinical subclassi-
fication which evidenced that most of the cases presen-

ted with spastic diplegia type. Spastic syndromes are 
known to be the predominant types among all cases of 
CP. Our results are consistent with this condition, and 
furthermore, the distribution of clinical types of our 
spastic cases was similar to studies reported in develo-
ped countries20.

In relation to functional characterization based 
on classification systems, these instruments allow a 
more accurate description of patients compared with 
traditional methods. In addition, these classification 
systems facilitate communication between health 
care providers and allow to standardize populations, 
which favors clinical research11. Thus, the functional 
scales used in this study (GMFCS, MACS, CFCS, and 
EDACS) allowed us to identify motor skills, manual 
dexterity, communicative function, and eating and 
drinking ability, which favors a comprehensive ap-
proach to these patients in the health care context21.

Gross motor function assessed by GMFCS showed 
that most patients are in level I. This indicates that pa-
tients present better motor performance, being able 
to walk at home, at school, outdoors, and in the com-
munity; go upstairs without the use of a handrail; and 
perform gross motor activities such as running and 
jumping, but with limited speed, balance, and coor-
dination7. In this study, unilateral spastic paralysis 
presented the least motor compromise on this scale, 
while bilateral spastic paralysis presented the greatest 
functional compromise.

Our findings are similar to those of Howard et al 
(2005), where 323 patients from the Australian CP 
register were evaluated, finding a higher relative fre-
quency in GMFCS level I while level V presented the 
lowest frequency (18%)22. This scale has been compa-
red in the Chilean population as in the study by Rotter 
et al. (2009), who analyzed the functional characteris-
tics of 459 children with CP from Teletón institutes, 
showing significant inverse associations between age 
and functional compromise of these children17, which 
is consistent with what has been reported in the lite-
rature23.

Table 3. Distribution of groups and sex of the patients according to the diagnostic clinical subclassification.

Diagnostic clinical 
subclassification

Minors Adolescentes Adults Men Woman Total
n (%) n (%) n (%) n (%) n (%) n

Diplegia 11 (36%) 16 (42%) 10 (27%) 23 (32%) 14 (40%) 37

Hemiplegia 9 (30%) 6 (16%) 9 (25%) 17 (24%) 7 (20%) 24

Quadriplegia 8 (27%) 12 (31%) 13 (35%) 21 (30%) 12 (34%) 33

Mixed 1 (3%) 2 (5%) 1 (3%) 4 (6%) 0 (0%) 4

Not Classifiable 1 (3%) 3 (8%) 4 (11%) 6 (9%) 2 (6%) 8

Total 30 (28%) 39 (37%) 37 (35%) 71 (67%) 35 (33%) 106

Cerebral Palsy - P. Barria et al
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Table 5. Functional classification based on clinical diagnostic subclassification of patients with cerebral palsy.

Functional Classification Diplegia Hemiplegia Quadriplegia Mixed Unclassifiable Total

n   (%) n   (%) n   (%) n   (%) n      (%) n

GMFCS I 20 (57%) 14 (58%) 1   (3%) 1 (25%) 6   (75%) 42
II 4 (11%) 7 (29%) 1   (3%) 2 (50%) 2   (25%) 16
III 7 (20%) 2   (8%) 4 (11%) 1 (25%) 0     (0%) 14
IV 2   (6%) 1   (4%) 6 (17%) 0   (0%) 0     (0%)   9
V 2   (6%) 0   (0%) 23 (66%) 0   (0%) 0     (0%) 25

MACS I 25 (71%) 12 (50%) 0   (0%) 0   (0%) 4   (50%) 41
II 7 (20%) 6 (25%) 9 (26%) 3 (75%) 4   (50%) 29
III 1   (3%) 6 (25%) 6 (17%) 1 (25%) 0     (0%) 14
IV 1   (3%) 0   (0%) 8 (23%) 0   (0%) 0     (0%)   9
V 1   (3%) 0   (0%) 12 (34%) 0   (0%) 0     (0%) 13

EDACS I 30 (86%) 21 (88%) 9 (26%) 2 (50%) 8 (100%) 70
II 2   (6%) 1   (4%) 4 (11%) 1 (25%) 0     (0%)   8
III 2   (6%) 1   (4%) 6 (17%) 1 (25%) 0     (0%) 10
IV 1   (3%) 1   (4%) 10 (29%) 0   (0%) 0     (0%) 12
V 0   (0%) 0   (0%) 6 (17%) 0   (0%) 0     (0%)   6

CFCS I 28 (80%) 17 (71%) 7 (20%) 0   (0%) 5   (62%) 57
II 4 (11%) 3 (12%) 3   (9%) 1 (25%) 3   (38%) 15
III 1   (3%) 1   (4%) 12 (34%) 2 (50%) 0     (0%) 16
IV 2   (6%) 3 (12%) 9 (26%) 1 (25%) 0     (0%) 15
V 0   (0%) 0   (0%) 4 (11%) 0   (0%) 0     (0%)   4

GMFCS: Gross Motor Function Classification System; CFCS: Communication Function Classification System; EDACS: Eating and Drinking 
Ability Classification System; MACS: Manual Ability Classification System 

Table 4. Functional classification is based on the clinical classification of patients with cerebral palsy

Functional Classification Bilateral Spastic 
Paralysis

Unilateral Spastic 
Paralysis

Dystonic Paralysis Other Type of 
Paralysis

Total

n    (%) n    (%) n    (%) n      (%) n (%)

GMFCS I 19 (29%) 17 (68%) 0   (0%) 6   (67%) 42
II 4   (6%) 7 (28%) 3 (50%) 2   (22%) 16
III 11 (17%) 1   (4%) 1 (17%) 1   (11%) 14
IV 9 (14%) 0   (0%) 0   (0%) 0    (0%)   9
V 23 (35%) 0   (0%) 2 (33%) 0    (0%) 25

MACS I 25 (38%) 12 (48%) 0   (0%) 4   (44%) 41
II 13 (19%) 8 (32%) 3 (50%) 5   (56%) 29
III 8 (12%) 5 (20%) 1 (17%) 0     (0%) 14
IV 9 (14%) 0   (0%) 0   (0%) 0     (0%)   9
V 11 (17%) 0   (0%) 2 (33%) 0     (0%) 13

EDACS I 37 (56%) 22 (88%) 2 (33%) 9 (100%) 70
II 5   (8%) 2   (8%) 1 (17%) 0     (0%)   8
III 7 (11%) 1   (4%) 2 (33%) 0     (0%) 10
IV 11 (16%) 0   (0%) 1 (17%) 0     (0%) 12
V 6   (9%) 0   (0%) 0   (0%) 0     (0%)   6

CFCS I 32 (49%) 19 (76%) 1 (17%) 5   (56%) 57
II 7 (11%) 4 (16%) 1 (17%) 2   (22%) 15
III 11 (17%) 1   (4%) 2 (33%) 2   (22%) 16
IV 12 (18%) 1   (4%) 2 (33%) 0     (0%) 15
V 4   (6%) 0   (0%) 0   (0%) 0     (0%)   4

GMFCS: Gross Motor Function Classification System; CFCS: Communication Function Classification System; EDACS: Eating and Drinking Ability 
Classification System; MACS: Manual Ability Classification System 

Cerebral Palsy - P. Barria et al
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Regarding the classification of ability to handle 
objects in daily activities assessed through MACS, the 
highest percentage was reached in level I, especially in 
patients with unilateral spastic paralysis and other ty-
pes of paralysis, followed by levels II, III, and V, and 
the lowest percentage was in level IV, indicating that 
most of the subjects manage to manipulate objects with 
ease and success24. Our study showed similar values to 
those of Öhrvall et al (2014) with data from 1267 chil-
dren from the Swedish CP Surveillance Program re-
gistry (CPUP), finding the highest percentage of cases 
in Level I (44%) and the lowest percentage in level III 
(9%), differing from the findings of this study which 
records the lowest percentage in level IV25. However, 
the greatest involvement in this area was observed in 
bilateral spastic paralysis and dyskinetic paralysis, as 
well as in the clinical subclassification of quadriplegia, 
which reflects the complex manual involvement of this 
condition.

In relation to the ability to eat and drink, in our 
study, it was identified that more than half of the pa-
tients were in level I while the lowest values were in 
level V. Based only on the clinical subclassification, it 
is possible to observe that quadriplegia is the one that 
presents greater functional compromise in this area 
since the clinical classification is very similar in its dis-
tribution of cases. This means that most of the subjects 
can eat and drink safely and efficiently. These results 
are slightly different from cross-sectional population-
based cohort studies in children with CP that have 
identified a total of 43.5% of patients in level I and the 
lowest percentage values were identified in level IV 
with 10.6%. However, although our data present diffe-
rences, the EDACS seems to be a possible complement 
to the clinical evaluation of feeding skills in children 
with CP for use in surveillance trials and clinical prac-
tice26. In addition, this classification may be useful for 
the follow-up of patients during development since di-
gestive disorders are one of the most frequent comor-
bidities among children with CP27.

In relation to communication categorized by 
CFCS, it was identified that more than half of the pa-
tients were classified in level I, who did not present 
problems in communication, managing to alterna-
te independently and effectively between the role of 
sender and receiver of information with most people 
and in most environments or contexts10. In 2020, 
Kristoffersson et al. published a cross-sectional study 
with a sample of 3000 children aged 0-18 years and 
identified that 45% of the patients in the Swedish 
CPUP were classified as level I. This indicates that 
55% were not fully effective communicators28. In our 
study, 46.2% of patients presented with varying se-
verity communication problems. These findings are 
consistent with previous research results suggesting 

that children with CP are at high risk of developing 
communication problems29.

One of the challenges in the standardization and 
categorization of patients with CP is the creation of 
epidemiological registries and cross-sectional data-
bases at the national level that allow greater access to 
information that can be used both for its applicabili-
ty in local strategies and in public policies to improve 
the health system for these patients. The results of this 
study show the importance of clinical subclassification 
of these patients because it shows more clearly the re-
habilitation needs in each of the dimensions studied, 
allowing to face the challenges of this process in a 
cross-sectional and multidisciplinary way. Thus, these 
findings can help health providers to improve thera-
peutic plans and programs for children and adoles-
cents with CP, by assigning therapies, equipment, and 
technical aids appropriate to the characteristics of each 
level of functional classification21.

The main strengths of this study were to demons-
trate for the first time the functional characteristics of 
patients with CP living in the Magallanes and Chilean 
Antarctica Region and the use of the GMFCS, MACS, 
EDACS, and CFCS scales which together provide a 
complete profile of the patients’ functionality. The li-
mitations of this study are not having all the evalua-
tions of patients with CP in the region, since some of 
the patients do not attend the Rehabilitation Center; 
the four areas evaluated, although they are the most 
used in the classification of patients with CP, are not 
the only ones found in the literature; the retrospective 
design used could incorporate some degree of bias in 
the information since the clinical records were com-
pleted before the study by professionals who were not 
involved in the study.

It is expected that CP classifications will allow a 
common language in order to describe and commu-
nicate more adequately the large heterogeneous num-
ber of functional abilities in people with CP, both the 
classification and the common language are important 
because they allow information to be transmitted quic-
kly and adequately from one clinician to another and 
caregivers at the same time. Traditionally used classifi-
cation systems allow standardization of populations in 
order to facilitate clinical research11.

Future work should identify the usefulness of the 
classifications for the management and provision of 
services in the clinical context and research helping 
in the management of patients with CP. In addition, 
the main causes associated with the different types of 
CP should be identified by implementing information 
collection systems for use at the hospital level, family 
health centers, and through direct interviews with fa-
mily members and patients for complementary exami-
nations and medical reports.
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Conclusion

The most frequent type of CP in the clinical clas-
sification was bilateral spastic paralysis, followed by 
unilateral spastic paralysis. In the clinical diagnostic 
subclassification, the most common CP was spastic 
diplegia. The main functional motor problems were 
seen in level I of unilateral spastic paralysis and level 
V of bilateral spastic paralysis. As for manual function, 
feeding, and communication, they are mainly at level 
I, mostly in patients with diplegia and hemiplegia. All 
these results led to the conclusion that the observed re-
ality of CP in this region is similar to the situation in 
other countries and localities available in the literature. 
However, the importance of a complete diagnosis is 
fundamental to establishing suitable comparisons bet-
ween study groups.
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