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Cerebral Palsy Annual Self-Check
Developed by Cerebral Palsy Scotland in partnership with community therapists and adults with cerebral palsy.
This self-check is designed to help you monitor your health and wellbeing each year, identify any changes, and support discussions with healthcare professionals. Regular monitoring can help improve mobility, reduce pain, and potentially prevent complications later in life.
Time to complete: Approximately 15 minutes

Notes
Once You Have Completed the Annual Self-Check:
1. Speak with Your GP
If you have concerns about your health, discuss them with your GP. They may be able to provide practical support or refer you to relevant specialists.
2. Find Local Support
Adult services for people with cerebral palsy are not always easy to locate. For information about support groups, specialist services and advice in your area, contact Cerebral Palsy Scotland.
Telephone: 0141 352 5000
Email: info@cpscot.org.uk
Website: www.cpscotland.org.uk
3. Specialist Adult Therapy
Cerebral Palsy Scotland provides specialist therapy services for adults with cerebral palsy, including:
· Initial consultations
· Specialist reviews
· Specialist therapy sessions
Date: __________________________
No. of months / years since last self-check: ____________________

General Health
A. Overall Health
How would you rate your overall health? (Please tick one)
☐ Excellent
☐ Good
☐ Fair
☐ Poor
☐ Variable

Support
B. Available Support
What support do you currently have available? (Tick all that apply)
☐ Carers
☐ Therapists
☐ Social Worker
☐ Other: _______________________________________

Physical Activity
C. Physical Activity Levels
During a typical week, how physically active are you?
Stretching or Strengthening Exercises
☐ None
☐ Up to 30 minutes per week
☐ 30–60 minutes per week
☐ More than 1 hour per week
Swimming
☐ None
☐ Up to 30 minutes per week
☐ 30–60 minutes per week
☐ More than 1 hour per week
Walking
☐ None
☐ Up to 30 minutes per week
☐ 30–60 minutes per week
☐ More than 1 hour per week
Cycling (Indoor or Outdoor)
☐ None
☐ Up to 30 minutes per week
☐ 30–60 minutes per week
☐ More than 1 hour per week

Symptoms
Pain and Physical Discomfort
How affected by pain or physical discomfort have you been during the last two weeks?
☐ 1 – No pain or discomfort
☐ 2 – Physical discomfort due to stiffness, but no pain
☐ 3 – Occasional pain in certain parts of the body
☐ 4 – Pain in the body a lot of the time
☐ 5 – Constant pain that bothers me significantly
D. Pain Rating
Please rate your pain level by selecting one number.
Mild Pain – Nagging or annoying but does not interfere with daily activities (1–3)
Moderate Pain – Significantly interferes with daily activities (4–6)
Severe Pain – Disabling; unable to perform normal daily activities (7–10)
☐ 1 ☐ 2 ☐ 3 ☐ 4 ☐ 5 ☐ 6 ☐ 7 ☐ 8 ☐ 9 ☐ 10
E. Symptoms and Changes Experienced
Have you experienced any of the following during the last year? (Tick all that apply)
☐ Loss of, or significant deterioration in, mobility
☐ Reduced physical strength
☐ Reduced balance
☐ Increased coordination difficulties
☐ Reduced endurance
☐ Deterioration in hand function or dexterity
☐ Deterioration in speech clarity
☐ Physical exhaustion or fatigue
☐ Sleep disturbance
☐ Difficulty performing previously acquired skills (e.g. dressing, washing)
☐ Additional time needed to complete tasks
☐ Longer or more frequent rest periods
☐ Greater dependence on others
☐ Reduced ability to concentrate / easily distracted
☐ Reduced self-esteem or confidence
☐ Reduced assertiveness
☐ Lower tolerance to stress
☐ Other symptoms:



Social Life
F. Social Life
Is your social life as active as you would like it to be?
If not, what would you like to do?




Sports, Activities and Hobbies
G. Sports, Activities and Hobbies
Are there any sports, activities or hobbies you would like to start or improve?
What would need to change to make that possible?




Healthy Relationships
H. Relationships and Sexual Wellbeing
Do you have any concerns about relationships or sexual wellbeing?
If yes, what is your main concern or worry?





What would make a difference to your wellbeing?
Take a moment to review your answers and consider how they affect your daily life. This may include pain, spasms, stiffness, confidence, exercise, sports, hobbies or everyday tasks.
Main concerns




Goals for the next year
What would you like to change, improve or achieve over the next year?






image1.png
cerebral

1 pals
'Fs)cotlgnd





