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ABSTRACT
Purpose: This study aims to provide normative values of a global activity performance questionnaire (ACTIVLIM-CP) and investigate its ability to discriminate children with cerebral palsy of various functional levels.  
Methods: Parents of 503 typically developing children aged 2-18 years old (mean age ± standard deviation: 9.56 ± 4.62 years) and 285 children with cerebral palsy aged 2-18 years old (mean age ± standard deviation: 10.08 ± 4.09 years) answered ACTIVLIM-CP. To provide normative values, influence of typically developing children’s characteristics on ACTIVLIM-CP measures was investigated with a multiple linear regression. A Kruskal-Wallis test and Dunn’s post-hoc tests were performed to investigate age differences in ACTIVLIM-CP measures. Discriminative ability of ACTIVLIM-CP was investigated using one-way analysis of variance and post-hoc tests between children with cerebral palsy who differed in manual and gross motor functional levels. 
Results: In typically developing children, age was the strongest predictor, explaining 74% of the variance of ACTIVLIM-CP measures (β=0.86, t=38.21, p<0.001). ACTIVLIM-CP measure increased with age until 17-18 years old where all children reached the maximal value, although 50% of the children at 12 years old already reached thhaet maximal measure at 12 years old. Normative values were developed for each age bracket. For children with cerebral palsy, ACTIVLIM-CP was able to discriminate children’s performance measures across most manual ability and gross motor function levels. 
Conclusion: Normative values developed in this study with a representative sample of typically developing children allow clinicians to appraise the functional delay of children with cerebral palsy from the normal development of global activity performance. The good discriminative ability of ACTIVLIM-CP support its construct validity and clinical relevance to describe limitations in children with cerebral palsy with manual ability levels and gross motor function levels II to V. 
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INTRODUCTION 
[bookmark: _Hlk518677858][bookmark: _GoBack]Children with cerebral palsy (CP) frequently encounter limitations in managing activities of daily life.(1) The most current method to assess their performance in daily life activities is to use questionnaires.(2) Numerous daily life activities involve both upper and lower extremities in combination, which can hardly be assessed by separate questionnaires of upper extremity use (e.g., ABILHAND-Kids)(3) or lower extremity use (e.g., ABILOCO-Kids)(4). Some generic questionnaires of daily life activities involving both upper and lower extremities were developed for children with various disabilities, such as the Pediatric Evaluation of  Disability Inventory.(5) However tools developed specifically to target difficulties encountered by a specific population are more sensitive.(6) As no questionnaire fulfills these two characteristics, the ACTIVLIM-CP was recently developed specifically for children with CP to assess global activity performance through 43 activities of daily living related to self-care, mobility and domestic life. These activities involve the use of the whole body, including the upper and/or lower extremities.(7) While several validity aspects have already been demonstrated (7), its applicability to identify children’s functional delay using norms and its ability to discriminate children with CP of various functional levels has not yet been investigated. 
Performance in basic activities of daily life (self-care, mobility) gradually improves during childhood and is expected to be fully mature around 7 years old in typically developing children (TD).(5) Mastering these activities requires more time for children with CP: children with mild functional limitations were observed to gradually master these activities but at a later age than TD children while children with CP with more severe limitations mostly did not reach full independence.(8) As ACTIVLIM-CP was developed for children aged 2 to 18 years old, an age-related change can be expected highlighting the utility to develop normative values to appraise, at each age, the delay of functional limitation for children with CP compared to TD children. Hence, the development of normative value of ACTIVLIM-CP is the first aim of this study. 
Since mastering daily life activities was observed to be strongly explained by gross motor function (Gross Motor Function Classification System, GMFCS)(9) and manual ability (Manual Ability Classification System, MACS)(10) for children with CP (8, 11, 12), knowing the ability of ACTIVLIM-CP to distinguish between these functional levels would highlight the precision of the measure to target children in each functional level. Namely, global activity performance of children with the highest level of MACS and GMFCS should be higher than the one of children with lower levels of MACS and GMFCS. Discriminant tools are useful in clinics to accurately describe functional status in complement of classification systems. Investigating the discriminative ability of ACTIVLIM-CP to distinguish children with CP of various MACS and GMFCS levels is the second aim of the study. 
MATERIAL AND METHODS
Participants 
This study included data of 788 children aged 2-18 years old (503 TD children, 285 children with CP). TD children were recruited between October 2015 and January 2017 from nursery, primary, and secondary schools in Belgium and France. We aimed to enroll a minimum of 30 children per age bracket of one year (from the age of 2 up to the age of 18 years old).(13) Children included in the study were reported by parents to be free from developmental disorders (neurological, musculoskeletal, psychiatric, cognitive, or developmental disabilities). A total of 817 questionnaires were given to parents of TD children, of which 535 were returned (response rate: 65%). We excluded 25 children because the questionnaires were not filled out entirely and 7 children because they presented developmental disorders. Finally, 503 TD children (259 boys, 244 girls; mean age ± standard deviation [SD]: 9.56 ± 4.62 years) met the inclusion criteria and were involved in the study. Data of children with CP (n=285) were extracted from the validation study of the ACTIVLIM-CP questionnaire (7) (n = 194) and unpublished pretreatment data of children with CP participating in intensive rehabilitation processes (n = 91). All children with CP had a diagnosis of CP and were recruited from centers dedicated to CP in Belgium or France between 2013 and 2017 (134 boys, 151 girls; mean age ± standard deviation [SD]: 10.08 ± 4.09 years). Table 1 displays the sample characteristics of children with CP. The current and previous studies were authorized by the Ethical Committee of the Université catholique de Louvain, Brussels, Belgium. A specific agreement was introduced in France to include French participants. All children and parents gave their written informed consent.
Include Table 1 around here
Procedure
Parents of TD children received forms to fill out through their child’s school. Parents of children with CP received forms through health professionals during their child’s usual care or during pretreatment assessment. The forms contained the ACTIVLIM-CP questionnaire and its instructions (described below), as well as questions related to the child’s medical history, demographic characteristics (age, gender, hand-dominance) and environmental factors (number of siblings, parental educational level). Specifically for children with CP, two classifications were added to the form: the Gross Motor Function Classification System-Expanded and Revised (GMFCS-E&R) (9) and the Manual Ability Classification System (MACS) (10). GMFCS-E&R classifies the child’s gross motor function into one of five levels, from level I, the child walks without limitations, to level V, the child’s mobility is severely limited, even with the use of assistive devices. MACS classifies how the child uses its hands to handle objects in daily activities using five levels, from level I, the child handles objects easily and successfully, to level V, the child does not handle objects. Parents answered both classifications as a high agreement between parents and clinicians (ICC=0,96) has been demonstrated.(14)
Description of the ACTIVLIM-CP questionnaire
The ACTIVLIM-CP questionnaire measures global activity performance of children with CP from 2 to 18 years old.(7) ACTIVLIM-CP items were scored by parents as impossible (0), difficult (1), or easy (2) for the child to perform the activity without technical or human help and with any strategy or compensation allowed. Activities not attempted in the last 3 months were scored as missing values. The observed raw ordinal total score of each child has been converted, by the probabilistic Rasch model (Rasch, 1980), into a linear measure expressed in logits (i.e., natural logarithm of the pass/fail probability ratio). The Rasch model estimates the performance of each child and the difficulty of each item on a common linear scale from the answer of every child’s parent to every item. The larger the number of items a child succeeds, the higher his/her level of global activity performance. The higher the number of children succeeding an item, the easier this item, and conversely. The Rasch model also allows the score of missing values to be estimated based on the answers to other items of the questionnaire; missing values are thus taking into account in the final linear measure. This linear measure (expressed in logits) is characterized by a measurement unit that is constant and reproducible through all the measurement scale. Therefore, the children’s performances can be quantitatively compared among themselves or over time (eg, to measure the effectiveness of a rehabilitation treatment). 
Details of the development of the ACTIVLIM-CP questionnaire can be found elsewhere.(7) Two ACTIVLIM-CP items relevant for children with CP were not applicable for TD children. These items, “using an electric wheelchair” and “walking with a walker”, were systematically scored as missing values for TD children.
Data analysis 
The original calibration of ACTIVLIM-CP was used as a reference for the analysis of children involved in this study. To put all children’s measures on the same scale, the parameters of items of the current analysis were anchored at the calibration levels obtained during the original development of ACTIVLIM-CP (7). 
Normative values development 
To perform the multiple regression analysis, age was transformed in logarithm as it influenced the pattern of ACTIVLIM-CP measures with a logarithm tendency, the other variables influenced the variation of ACTIVLIM-CP measures approximately with a linear tendency. A multiple regression analysis was performed as residuals were approximately normally distributed, no multicollinearity was found and there was no clear heteroscedasticity in the residuals. As age had a strong influence, a Kruskal-Wallis test and a Dunn’s post-hoc test were performed to investigate differences in ACTIVLIM-CP measures between eight age groups : i.e., group 1 were children were aged 2- and 3-years old, group 2 were children were aged 4- and 5-years old …until the group 8 were children were aged 16 to 18 years old (17 and 18 years old were merged together as all children had the maximal measure). Note that non parametric tests were used to investigate age effect on ACTIVLIM-CP measures as data do not satisfy the normality and homoscedasticity requirements.
Discriminative ability of ACTIVLIM-CP
Discriminative ability was investigated by assessing the ability of ACTIVLIM-CP to distinguish global activity performance of children with CP who differ in manual ability (MACS) and gross motor function (GMFCS-E&R), as MACS and GMFCS-E&R were demonstrated as the best predictors of self-care and mobility performance.(11, 12, 15) To investigate the discriminative ability of ACTIVLIM-CP, a Kruskall-Wallis Rank test and Dunn’s post-hoc tests were performed across the 5 consecutive MACS levels (as normality and homoscedasticity were violated) and a one way analysis of variance and Holm-Sidak post-hoc tests were performed across the 5 consecutive GMFCS-E&R levels (as normality and homoscedasticity were obtained). 
RESULTS
Normative values with TD children’s ACTIVLIM-CP measures
According to the multiple linear regression analysis, age was the strongest predictor of ACTIVLIM-CP measures, explaining 74% of the variance (β=0.86, t=38.21, p<0.001). Gender contributed to an additional 1% of the variance with TD girls showing slightly better performance than TD boys (β=0.09, t=4.24, p<0.001). Hand-dominance, number of siblings and parental educational level had no significant influence on ACTIVLIM-CP measures (all p≥0.26). 
As gender only marginally explained the variation in ACTIVLIM-CP measures in TD children, normative values were provided for each age block regardless of gender. ACTIVLIM-CP measure improved with age (p<0.001). The median [interquartile range] performance measures ranged from 0.69 [0.12; 1.70] at 2 years to 5.76 [5.76; 5.76] at 17–18 years. At the age of 12 years old, half of our sample (median) reached the maximal ACTIVLIM-CP measure but it is only at the age of 17-18 that the whole sample reached maximal measures. The post-hoc tests, comparing age categories (i.e., 2, 3 ,4 ,5, etc… YO) with each other, showed that children aged 2-9 years had lower performance than children aged 13-18 years old, children aged 10 years had lower performance than children aged 17-18 years, although children aged 9-12 did not have different performance between each other (for more details of the post-hoc test results, see Supplementary materials). 
Normative values for each consecutive year are displayed in Table 2 providing the median, the 5th percentile and the 95th percentile (the 5th percentile was considered to be the limit of “non-pathological” disruption). In addition, normative values were presented as mean±2SD in Supplementary Table S1, but interpretation should be cautious because of the possible distortion of the mean. 
Include Table 2 around here

Description of children with CP regarding normative values
Overall, children with CP had lower ACTIVLIM-CP measure than their TD pairs (Figure 1). When manual ability was used to classify children with CP, we observed that the percentage of children under 5th percentile of normative values increased with limitations in manual ability: 57% among MACS I, 85% among MACS II, 96% among MACS III, 96% among MACS IV and 100% among MACS V. We observed the same phenomenon with gross motor function: the percentage of children under 5th percentile of normative values were; 62% among GMFCS I, 89% among GMFCS II, 90% among GMFCS III, 100% among GMFCS IV and 100% among GMFCS V.
Include Figure 1 around here
Discriminative ability of ACTIVLIM-CP
Global activity performance decreased as functional limitations in manual ability increased (MACS) (H=104.04, df=4, p<0.001). ACTIVLIM-CP measures of children in consecutive MACS levels were decreasing and differed significantly between one another (p<0.05), except between MACS levels III and IV (p=0.24). 
ACTIVLIM-CP measures decreased as functional limitations in gross motor function increased (GMFCS-E&R) (F=114.75, df=4, p<0.001). ACTIVLIM-CP measures of children with CP in consecutive GMFCS-E&R level were significantly different between each other (all p<0.05).
DISCUSSION
In typically developing children, ACTIVLIM-CP measures increase rapidly during childhood to reach a plateau at 12 years old, and continue to develop slightly for some children until 17-18 years old where all children have the maximal measure. Normative values were developed with a sufficient number of TD children per age bracket. Using a large sample of TD children, this study allow to develop normative values. In addition, ACTIVLIM-CP allows discrimination of children with CP across all GMFCS-E&R levels and MACS levels (except MACS III-IV). 
Normative values development 
ACTIVLIM-CP includes mostly items related to self-care (getting dressed: 23%, keeping clean 23%, alimentation 14%), some to mobility (14%), with a few items related to domestic life (19%) and leisure (7%).(7) Basic self-care activities develop gradually during childhood, as described in observational studies: toileting skills are mastered around 4-5 years old (16) and dressing skills around 6 years old(17). This is in line with studies based on questionnaires, such as the PEDI where basic self-care activities (alimentation, dressing skills, toileting skills) are mastered around 7 years old.(5, 16, 17) Before 9 years old, ACTIVLIM-CP measures gradually increase with the sharper increase observed between 2-7 years old, likely due to the progressive acquisition process of basic self-care and mobility skills described in the literature at that age.(5, 16, 17) ACTIVLIM-CP measures continue to increase slightly until 17-18 years old, which is likely explained by items related to domestic life and leisure. Such a trend of later age-related development was also observed in the PEDI-CAT (the Rasch-developed version of the PEDI) daily activity domain including items related to home-tasks.(18)
ACTIVLIM-CP maximal measure was reached by 5% of the children at 6 years old, by 50% at 12 years old and by 100% at 17-18 years old. Items of the ACTIVLIM-CP seem to be rapidly easy to manage for TD children.  In comparison, the PEDI-CAT also had a plateau effect but observed later in TD children, which can be potentially explained by the proportion of home tasks items (22%) that are known to develop later in adolescence. (17, 19) However this plateau in ACTIVLIM-CP was not observed for children with CP (i.e the population for which this questionnaire was developed)(7) and is thus not likely to limit the range of measure of the questionnaire. Indeed, factors explaining daily life activity performance for children with CP are mainly related to the severity of the disability rather than age.(8, 11)
The increase in ACTIVLIM-CP measure in TD children was not linear with some unevenesses in the progression of performance with age. Twenty-six percent of the variance of ACTIVLIM-CP was not explained by the effect of age. Daily life activity performance is the result of a  dynamic interaction between the child’s capacity and the contextual factors including personal factors (e.g., motivation) and environmental factors (e.g., socio-economic status).(20) As part of the environmental context, parent’s educational level and number of siblings analyzed in this study did not show any influence on ACTIVLIM-CP measure. Other factors related to personal context, such as the motivation (21), or other environmental factors may have played a role. 
A slight gender difference, favoring girls, was observed in this study but did explain only a small variation in ACTIVLIM-CP measures, similarly to previous normative values of the PEDI and the daily activity domain of the PEDI-CAT.(18, 22) We did not observe an influence of hand-dominance, like observed in previous studies on daily life activities.(19, 23) Our sample size of 30 to 35 children by age group is considered as the minimum required to accurately infer normative values from measures.(13) Furthermore, in each age group, left-handed children represented around 14% of the children, which is slightly higher than the mean of 8-10% in the general population.(24) Despite a tendency of a slight overrepresentation of left-handed children and educated mothers, our sample appears to be generally representative to infer clinically relevant normative values. 
Discriminative ability of ACTIVLIM-CP 
Consecutive groups of children with CP classified by MACS or GMFCS-E&R levels showed a decrease of ACTIVLIM-CP measure as functional limitations increased. This is in accordance with the fundamental assumption of the Rasch model : a child with a higher level of performance should have a higher probability to successfully achieve any item than a child having a lower ability level.(25) This capacity to distinguish children along a continuum of functions, identified by MACS and GMFCS-E&R levels, reinforces the construct validity of the ACTIVLIM-CP questionnaire. 
MACS and GMFCS-E&R levels are widely used in clinics to assist communication between therapists and parents or in research and potentially better match individuals with specific therapies.(26) While these classifications are strongly correlated, they are not measuring the same variable. GMFCS-E&R is the strongest predictor of daily life activities related to mobility (PEDI), while MACS is the strongest predictor of daily life activities related to self-care (PEDI).(8, 27) Interestingly, ACTIVLIM-CP was able to discriminate along the continuum of both GMFCS-E&R and MACS levels, excepted in discriminating between children with MACS levels III and children with MACS level IV. The discriminative ability of ACTIVLIM-CP is similar to that of the PEDI (8), and of the PEDI-CAT (27). This discriminative ability indicates that ACTIVLIM-CP can be used as an outcome measure to describe global activity performance across the different functional levels for children with CP. However, we were not able to investigate the discriminative ability of ACTIVLIM-CP to differentiate children with CP with levels I of MACS and GMFCS-E&R as they had to be compared to TD children (i.e., the “next” highest level of performance). Indeed, some of children with CP with level I (MACS or GMFCS-E&R) had measures located within the 5th percentile of normative values, i.e, not considered as having significant limitations in global activity performance. It is not surprising as they are identified as “walking without limitation”(9) and “handling object successfully and easily”(10) and most of them reach functional independence during childhood (as measured by the PEDI)(8).  In the present study, these children presented mostly a unilateral CP commonly causing limitations in daily life activities related to bimanual activities.(12) Additional information on activity limitations may be obtained by using tools that assess more specifically activities related to bimanual performance in daily living, such as the CHEQ questionnaire developed for children with unilateral impairments.(28) 
Although global activity performance as measured by ACTIVLIM-CP decreased as functional limitations in manual ability (MACS) and in gross motor function (GMFCS-E&R) increased, children within the same functional level presented a relatively wide range of global activity performances. This may be explained by the fact that performance in daily life activities is not only explained by motor components but also by other aspects of the child’s body function and structures such as cognitive function(8, 10, 11) and personal and environmental context (20).

Clinical implications
Professionals use functional tools  to describe a child’s function, to guide their intervention and/or assess changes after treatment.(29) 
ACTIVLIM-CP can be used to describe global activity performance for children with CP of various functional levels. The functional delay in global activity performance of children with CP, at any age between 2 and 18 years old, can be highlighted using normative values developed in this study. For instance, a child with CP aged 5 years old presenting a measure of 0,98 logits having a measure below the 5th percentile at this age (1,48 logits), will be considered as presenting a significant limitation in daily life activity. Considering that ACTIVLIM-CP is a quantitative measure of activity, it allows to appraise how far the child is from the 5th Percentile by subtracting his/her score to the 5th Percentile score.
ACTIVLIM-CP can also be used to assess changes after treatment, as it demonstrated a good sensitivity to change after intervention.(30) 
For an easy transformation of total raw score into linear measure expressed in logits, clinicians can freely access an online converter (www.rehab-scales.org). 

Limitations
Normative values developed in this study should preferably be used in countries with a similar cultural context (Western Europe and countries with close life habits / daily life equipment to Belgium), as previously demonstrated  with the PEDI. (19) 
Another limitation is that two items were not appropriate for TD children and were excluded from the normative values.
Although ACTIVLIM-CP was able to discriminate children with CP of various functional levels of MACS and GMFCS-E&R, it was not possible to investigate the discriminative ability of the tool between children with CP and TD children. Indeed, this has been prevented by our small sample size of children with CP as compared to TD children, especially as we had to stratified children with CP by age and functional levels. Consequently, the sensitivity and specificity of ACTIVLIM-CP were not calculated in the present study. The analysis of the sensitivity and the specificity of the ACTIVLIM-CP in each functional level (and each age) would add information about the accuracy of ACTIVLIM-CP to differentiate TD children and children with CP, specifically children with level I of MACS and GMFCS-E&R.
Another limitation concerns the use of the MACS with young children, as the mini-MACS (31) is more appropriate, although the mini-MACS was not developed at the time we started recruiting children with CP for this study (2013-2016). 
Finally, ACTIVLIM-CP measure might have been influenced by other factors, such as cognitive deficits, that were demonstrated to play a role in the development of activity performance in children with CP (11, 12).
CONCLUSION
ACTIVLIM-CP normative values developed in this study with a representative sample of TD children demonstrated typical age-related changes. Normative values can be used in research and clinical practice to differentiate the disruption caused by the CP on the ACTIVLIM-CP measure from the normal age development. ACTIVLIM-CP demonstrated a good discriminative ability across levels of manual and gross motor functional of children with CP, therefore supporting its construct validity and clinical relevance to describe limitations in children with MACS and GMFCS II to V.
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Figure 1. Black areas represent ACTIVLIM-CP measures of TD children ranging from the 5th percentil (P5) to the 95th percentil (P95) and the grey lines represent the median value. Dots represent children with CP’s measures, categorized by GMFCS-E&R (n=285) on the left side and MACS level (n=281) on the right side of the figure. For both MACS and GMFCS-E&R, levels are represented as followed; levels I (green circles), level II (orange circles), level III (blue triangles), level IV (pink triangles) and level V (green squares). 
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	Table  1: Sample description of children with CP (n=285)

	 
	 
	MACS levels
	GMFCS-E&R levels

	
	N (%)
	I
	II
	III
	IV
	V
	I
	II
	III
	IV
	V

	Age (years)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	2-3
	9    (3)
	2
	1
	2
	4
	0
	3
	3
	2
	1
	0

	4-5
	35  (12)
	9
	10
	8
	5
	1
	12
	9
	6
	4
	4

	6-7
	46   (16)
	7
	22
	12
	1
	3
	21
	13
	6
	2
	4

	8-9
	45   (16)
	14
	19
	8
	1
	3
	15
	10
	14
	3
	3

	10-11
	46   (16)
	14
	16
	9
	2
	4
	16
	10
	8
	9
	3

	12-13
	31   (11)
	12
	11
	4
	3
	1
	14
	4
	5
	4
	4

	14-15
	42   (15)
	14
	10
	6
	6
	6
	11
	11
	7
	4
	9

	16-18
	31   (11)
	2
	15
	5
	5
	4
	7
	3
	12
	3
	6

	N (%)*
	
	74
(26)
	104 (37)
	54
(19)
	27
(10)
	22
(8)
	99
(35)
	63
(22)
	60
(21)
	30
(10)
	33
(12)

	CP type
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Hemiplegia
	139 (49)
	50
	65
	14
	6
	2
	90
	39
	7
	0
	3

	Diplegia
	43 (15)
	17
	19
	6
	0
	0
	6
	10
	22
	4
	1

	Quadriplegia
	97 (34)
	7
	17
	32
	21
	20
	3
	10
	29
	26
	29

	Unknown
	6 (2)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	ACTIVLIM-CP 
mean measures (SD) (logits)
	 
	2.74 (1.96)
	1.60
 (0.38)
	-0.02
(0.24)
	-1.44 (0.07)
	-5.03 (0.57)
	2.53 (2.06)
	1.37 (0.89)
	0.74 (3.99)
	-0.99 (1.45)
	-4.01 (2.05)

	MACS, Manual Ability Classification System; GMFCS-E&R, Gross Motor Function Classification System-Expanded and Revised; CP, cerebral palsy; SD, standard deviation. * N=281 children with CP for MACS levels and N=285 for GMCFS-E&R levels.





	Table 2: Normative data expressed in logits of global activity performance measured with ACTIVLIM-CP for typically developing children (n=503).

	Age
	N
	Min
	Max
	P5
	P50
	P95

	2
	31
	-1.01
	2.55
	-0.69
	0.69
	2.41

	3
	30
	-0.18
	5.28
	0.26
	2.07
	4.73

	4
	32
	0.62
	5.76
	0.90
	2.06
	4.78

	5
	30
	1.43
	5.76
	1.48
	2.83
	5.05

	6
	30
	1.28
	5.76
	1.66
	3.83
	5.76

	7
	32
	2.32
	5.76
	2.66
	4.05
	5.76

	8
	30
	1.89
	5.76
	2.11
	3.98
	5.76

	9
	35
	2.72
	5.76
	3.10
	4.25
	5.76

	10
	30
	1.83
	5.76
	2.32
	4.77
	5.76

	11
	32
	3.44
	5.76
	3.60
	5.61
	5.76

	12
	35
	3.62
	5.76
	3.91
	5.76
	5.76

	13
	35
	3.99
	5.76
	3.99
	5.76
	5.76

	14
	30
	4.94
	5.76
	5.32
	5.76
	5.76

	15
	30
	3.69
	5.76
	3.85
	5.76
	5.76

	16
	30
	4.38
	5.76
	4.69
	5.76
	5.76

	17-18
	31
	5.76
	5.76
	5.76
	5.76
	5.76

	N= number of children, P5=Percentile 5, P50= Percentile 50 (or median), P95=Percentile 95
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