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Abstract  
The movement-oriented curriculum ‘Mobility Opportunities Via Education’(MOVE) is one of the 
few curricula whose starting point is the abilities of children with profound intellectual and 
multiple disabilities (PIMD). One of the specific characteristics of MOVE is the reduction of 
support when performing movement skills. Thus far, little research has been conducted into 
MOVE, certainly with regard to the reduction of support. The primary question in the current 
research was whether support for movement skills can be systematically reduced for children with 
PIMD following the MOVE curriculum. In total, 32 children with PIMD participated. The support 
needed for sitting, standing and walking skills is determined by means of a scoring system. 
Analyses of the dimensionality of this scoring  instrument was performed before the start of the 
study. Over a period of 12 months, the support after implementation of MOVE was measured 
seven times. The results showed that the average amount of support when sitting, standing and 
walking decreased significantly during the intervention period. Another factor affecting these 
results appears to be the age of the child. Positive effects were not only observed at group level but 
also on an individual level. It is thus possible to conclude that children with PIMD, despite their 
physical limitations, and can profit from movement-oriented activities. Reduction in support may 
lead to an increase in the independence of the child. 
 
 
Keywords Intellectual disability, Movement-oriented activities, Profound multiple 

disabilities, prompt reduction, movement skills 
 
 

60  Moving towards independence? 



 

Introduction 
There are various types of interventions available for supporting children with profound 
intellectual and multiple disabilities (PIMD) (Nakken et al.,1998). However, for the majority of 
these interventions it has not yet been shown whether or how the effects can be or are achieved. 
Insight into the effectiveness of the interventions available for children with PIMD is crucial so 
that the correct support can be provided at the right moment with the right choice from the total 
care package available for this group. In addition, insight into how an intervention works also 
helps both the further development of the intervention and the way in which it must be realized 
and implemented in practice. Alongside research directed towards the external legitimation of the 
effects of interventions, academic research can also contribute to fundamental knowledge about 
children with PIMD as a group, knowledge that is currently very limited. Given the profound 
intellectual and often profound or severe motor disabilities, it is often assumed that this group of 
children has hardly any ability to master skills. This leads to the danger that ‘direct support 
persons’(DSP) such as parents, therapists and teachers offer these children few opportunities to 
train skills. Recent research, however, has demonstrated that despite their disabilities, these 
children are able to master adaptive skills (Lancioni et al., 2004; Saunders et al., 2004; Saunders et 
al., 2001) and are also able to develop in the field of movement skills (Barnes and Whinnery, 
2002; van der Putten et al., in press). Despite the apparently limited abilities of children with 
PIMD, there are programmes and curricula whose starting point is emphatically the abilities of 
these children. One example is the movement-oriented curriculum ‘Mobility Opportunities Via 
Education”(MOVE) (Bidabe and Lollar, 1995). This curriculum was developed by Bidabe and 
Lollar in 1995 and is currently implemented in various countries in Asia, Europe and America 
within care for children and adults with (severe)  multiple disabilities (Barnes and Whinnery, 
2002; Elkins, 1994; Schomerus, 1996). The developers of the curriculum assume that nearly 
everyone can sit, stand and walk if given enough physical assistance and can improve these skills 
if they are taught and practiced in a systematic fashion (Burton and Miller, 1998). In the MOVE 
curriculum, a child is given only as much help as he/she needs to accomplish a task. Despite their 
motor disabilities, the children are stimulated to be as physically active as possible, even if they 
need support. In their research, for example, Barnes and Whinnery (2002) describe how a child 
who is not able to move independently without mechanical support can cover reasonable distances 
with the support of an aid and participate in activities.  
The curriculum works from the top down: the starting point is the provision of the maximum 
amount of support the child needs to perform a certain skill. This support is then systematically 
reduced so that the child becomes more independent and less dependent on his or her environment. 
The reduction of support, so called prompts, is thus a specific characteristic of the MOVE 
curriculum.  
Thus the MOVE curriculum looks at children with PIMD in a completely different way to many 
other interventions. The starting point with MOVE is to use all the abilities of these children, no 
matter how disabled they may sometimes appear to be. It does not look at what a child cannot do 
(for example sit independently) but at what that child could do in the future (sit independently). 
Independently sitting is then practiced, starting with maximum support and working down to 
sitting independently with as little support as possible. Thus the curriculum is directed not so much 
towards the qualitative aspects of (movement) skills, such as sitting correctly, but towards 
quantitative aspects – how can this child be enabled to sit. The amount of support is measured 
within the MOVE curriculum with an instrument, the Prompt Reduction Plan (PRP) (Bidabe and 
Lollar, 1995). 
Thus far there has been little research into the MOVE curriculum. Those studies which have been 
conducted have significant shortcomings, such as relatively short intervention periods, small 
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research groups and designs without control groups. Further, the studies have tended to 
concentrate on persons with mild or severe disabilities and not on children with profound multiple 
disabilities (Barnes and Whinnery, 2002; Bidabe and Lollar, 1995; Elkins, 1994; Schomerus, 
1996). In addition, none of the studies have concentrated on the reduction of support, something 
that is one of the critical components of the MOVE curriculum. Thus it continues to be unclear 
whether a reduction in support as applied within the MOVE curriculum is possible for the group of 
children with PIMD, or how the eventual reduction is implemented.  
This research has examined these aspects, and has also investigated whether the age of the child 
influences the reduction in support. MOVE was originally developed for children of seven years of 
age and older. Bidabe and Lollar (1995) assumed that the support for this group in particular fell 
short of ideal because it was assumed, mainly by the DSP, that children older than seven years did 
not develop any more and had few abilities to master skills. The developers of MOVE assumed 
that children younger than seven years would develop with or without training. However, it was 
also generally assumed that training should start at a very young age, and thus the target group for 
MOVE was expanded and the curriculum also concentrated on young children without there being 
any straightforward academic proof for this assumption. Research by Elkins (1994) showed a 
limited effect of age on the acquisition of the movement skills sitting, standing and walking in 
children with multiple disabilities. In order to clarify the effect of age on the reduction of support, 
the current research has differentiated between young children (younger than seven years) and 
older children (seven years of age and older).  
Preceding the effects study, research was conducted into the ‘dimensionality’ of the ‘level of 
support’. The level of support was measured using the PRP, an instrument developed within the 
MOVE curriculum. However, it is unclear whether this instrument and its various parts is 
measuring a single underlying trait or several.      
 

Method 

Participants 
A group of 52 children with PIMD participated in this study. The data from the initial 
measurement of these children were used in a principal component analyse for the analysis into the 
dimensionality of the ‘level of support’. Twenty children in this group could not be included in the 
effect measurements due to the absence of information from actual practice or because the periods 
between their measurements conflicted with the research design as described below.   
In total, 32 children (17 girls, 15 boys) with PIMD participated in this effect study (mean age 8.8, 
SD 3.7 years). All participating children have profound intellectual and severe or profound motor 
disabilities (Nakken and Vlaskamp, 2002). The children have an estimated IQ equal or below 20 to 
25 points. All of the children are non-ambulant and require extensive support to accomplish daily 
living tasks. In addition to their profound intellectual and severe or profound motor disabilities, 
these children also suffer from additional problems such as sensory disorders, seizure disorders 
and medical problems such as reflux, recurrent respiratory infections, etc (Hogg and Sebba, 1986). 
The children live at home and attend a centre for special education (CSE) during the day.  
The participating children were recruited from five CSEs throughout the Netherlands. Before the 
study started, these CSEs were planning to implement the MOVE curriculum as part of their 
services. Children who met the following criteria were selected to participate in the current study: 
1. diagnosed as PIMD (Nakken and Vlaskamp, 2002) and 2. eligible to participate in the MOVE 
curriculum (Bidabe and Lollar, 1995). Written informed consent was obtained for all children from 
the parents. The additional disorders recorded in the medical files of the children are presented in 
table 1.   
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Table 1 Additional disorders of the participants 
Additional Disorders n 

Seizure disorders 
Visual disorders 
Auditory disorders  
Constipation 
Problems with food ingestion  
Chronic lung problems 
Behaviour problems 

21 
8 
2 
4 
6 
5 
4 

 

Design 
A longitudinal repeated measurement design was used in which the support when performing 
movement skills was measured seven times over a period of 12 months. The first measurement 
was carried out when the MOVE curriculum was implemented at the CSE. Every two months, the 
support was measured again.  
 

Instruments 

Amount of support for movement skills 
The amount of support when sitting, standing and walking was measured with the ‘Prompt 
Reduction Plan’ (PRP) (Bidabe and Lollar 1995). This assessment indicates ‘the amount and type 
of physical assistance the individual needs to perform the skill’ (Bidabe and Lollar, 1995). There is 
a PRP for sitting which consists of four items, and one for standing and walking which consists of 
six items. Tables 2 and 3 decribe the items in the various PRPs and their scores (Bidabe and 
Lollar, 1995). 
 
Table 2 PRP for sitting, description of the items and the scores (Bidabe and Lollar, 1995) 
Item Description Score 
A: Head control The number of directions of the head 

that need to be prompted in order to 
perform a task. 

Score 1 for back, front, chin tuck, right and left side. 
Score ‘5’ for use of a mechanical aid. 

B: Trunk control  The type of control needed in order to 
maintain a sitting position. 

No prompts:  0, back: 1, low: 2, high: 3, symmetry: 4,  
reclining: 5 

C: Hip control The number of prompts needed to 
keep the hips placed for sitting. 

Score 1 for flexion, retainer, symmetry, pull-in and 
separation prompts. 

D: Foot control The amount of control needed in 
order to keep the feet in place while 
sitting. 

No prompts: 0, floor: 1, back plate: 3, foot strap: 5 
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Table 3 PRP for standing and walking, description of the items and the scores  
(Bidabe and Lollar, 1995) 

Item Description Score 
A: Top down The height of the prompt at the trunk or hip 

level etc. 
No prompt: 0, below hips: 1, hip level: 2, trunk 
level: 3, shoulder level: 4, head level: 5   

B: Centre out  The distance of the prompt from the centre 
of the body. 

Below trunk or no prompts:  0, hand: 1, 
forearm: 2, elbow: 3, upper arm: 4, shoulder or 
trunk: 5 

C: Body segment 
control 

Count the segments of the body that need to 
be prompted for standing or walking. 

Score 1 for each segment needed to be 
prompted. 

D: Amount of prompt The amount of assistance needed to stand or 
walk. 

No assistance: 0, guidance: 1, balance: 3, 
support: 5 

E: Type of prompt If the person needs a mechanical or flexible 
prompt. 

No prompt: 0, flexible: 1, person’s hand(s): 3, 
mechanical: 5 

F: Prompt position  The placement of the prompt. No prompt: 0, beside: 1, in front: 3, behind: 5 
 
 
The data from 52 children with PIMD were used to conduct a principal component analysis 
(Stevens, 2002). Principal component analysis can be used to ‘determine empirically how many 
dimensions (underlying constructs) account for the most of the variance’ in the different PRPs 
(Stevens, 2002). The number of factors to be differentiated provides insight into the 
dimensionality of the ‘level of support when performing movement skills’. In other words, if the 
principal component analysis can be used to differentiate a single factor, this provides insight into 
whether the level of support when sitting can be perceived as a one-dimensional construct, or 
whether there are possibly several factors to be differentiated, for example the level of support for 
specific parts of the body. Due to the limited number of items, only those factors with an 
‘eigenvalue’ greater than or equal to 1 are differentiated (‘Kaiser criterion’) (Stevens, 2002). The 
results of the principal component analysis show that the items in the sitting PRP cluster on two 
factors which explain 87% of the total variation. Items A (head control), B (trunk control) and C 
(hip control) cluster on the first factor and item D (foot control) clusters on the second factor. 
Factor one described as the amount of support ‘close to’ the centre of the body (proximal) and 
factor two as the amount of support ‘further from the centre of the body’ (distal). With standing 
and walking, the items cluster on a single factor that explains 82% and 62% of the total variation 
respectively. These factors can be described as the amount of support while standing and the 
amount of support while walking. 
 

Procedure 
The MOVE curriculum was implemented at the CSEs by a internationally trained MOVE trainer 
(see for further details: www.move-international.org) with means of a structured protocol. One or 
more goals for the child were formulated during a meeting with the child’s DSP. For each goal, a 
PRP was filled in in close consultation with the child’s therapist and under the guidance of the 
international MOVE trainer. The formulated goals are predominantly formulated in concrete skills 
and the objectives deal with mobility skills, play, communication and self- care skills (van der 
Putten et al., 2004). If the content of the goal dealt with skills relating to sitting, the PRP for sitting 
was filled in. Of the goal concerned standing or walking skills, the relevant PRP for those skills 
was scored. Every two months, the child’s therapist filled in the amount of support on the PRP 
under the supervision of the MOVE trainer. 
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Intervention 
The MOVE curriculum was added to the regular program at the CSE. For each goal set, decisions 
were made concerning the type, frequency and duration of the MOVE activities to be performed in 
order to achieve this goal. All activities focussed on sitting down/being seated, standing 
up/standing or walking. Only those skills that the child could use immediately in his or her natural 
environment were trained. The ‘MOVE activities’ were integrated into the daily routine of the 
child and supported by all the child’s DSP. During each activity, the children were encouraged to 
be as active as possible and to function at their highest potential. For instance, when a child arrived 
at the CSE, the DSP supported the child when walking (with or without a walking aid) and gave 
only the support the child needed. Or during play activities the child sat in a special MOVE chair 
with only the support he or she needed while playing. In addition, therapy sessions continued with 
the same duration and frequency; however, the therapist(s) now continued to support the child 
when performing the MOVE activities in the child’s daily environment.  
 

Analysis  
For the entire group of children, it was determined per movement skill whether the support had 
changed over the seven  measurements. Sumscores were calculated in accordance to the results of 
the principal component analysis. To this end, the scores for the items A, B and C in the sitting 
PRP were added together. This sumscore can theoretically vary from ‘0’ (no support) to ‘15’ 
(maximum support). The scores for item D were analysed separately. With the PRP for standing 
and walking, the scores for the items A to F were added together. This sumscore can theoretically 
vary from a score of ‘0’ (no support) to ‘30’ (maximum support). A Friedman test was used to 
determine whether the support had changed over the seven measurements . Effect was said to be 
significant if the probability level of a type I error was .05 or less. With significant changes, the 
size of the effect related to the treatment was determined by calculating the effect size (ES), 
whereby the correlation between the first and the last measurement was corrected for (Middel and 
van Sonderen, 2001). An ES <.20 was judged to be ‘trivial’, an ES ≥ .20 < .50 as ‘small’, an ES ≥ 
.50 < .80 as ‘moderate’ and an ES ≥ .80  as ‘large’ (Cohen, 1977). In order to determine the degree 
to which age influenced the decrease in support, the research group was divided into a group of 
young children up to the age of seven years (n=14) and a group of children who were seven years 
of age and older (n=18). Because this created smaller groups, the analysis have  not been 
statistically tested but only graphically. Incidentally, no difference was made between the various 
items in the sitting PRP that referred to proximal or distal support of the body. 
In order to determine the influence of the sumscores of the individual children, it was checked how 
many children between the first and the seventh measurement increased, decreased or maintained 
their level of support when sitting, standing and walking. For each child, the difference in the 
sumscore was determined for the first and the seventh measurement. Finally, in order to gain 
insight into the individual progress of the decrease of support, the individual scores of the children 
on the various items in the PRPs over the seven measurements were analysed. To this end, line 
diagrams were created with the scores per child and per item for the seven measurements and these 
were subsequently graphically analysed.   
 

Results 
A total of eight children had a goal for ‘sitting’ and a related PRP was filled in for them. The same 
applied to 14 children for standing and to 16 children for walking.  Table 4 illustrates these data, 
with a subdivision into ‘younger’ and ‘older’ children. 
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Table 4 Number of children for whom a PRP for respectively sitting,  
standing and walking was filled in, as well as the division by age 

 
PRP for: 

Young children 
n 

Older children 
n 

Total 
n 

Sitting 4 4 8 
Standing 9 5 14 
Walking 7 9 16 
 

Reduction of prompts 
Table 5 presents the mean scores and standard deviations (SD) for the amount of support at the 
seven assessment points for support when sitting (both factors, proximal and distal) and the 
amount of support when standing and walking. A lower score indicates less support. The average 
amount of support when sitting, proximal to the body, decreases significantly (χ²=32.1, df=6, 
p=.000). This effect can be said to be ‘large’ (ES=1.6). However, the average amount of support 
when sitting, distal to the body, does not decrease significantly (χ²=11.6, df=6, p=.072). With both 
standing and walking, the amount of support 12 months after the introduction of the MOVE 
intervention has decreased significantly (χ²=52.1, df=6, p=.000, en χ²=16.8, df=6, p=.010, 
respectively). Both effects are judged to be ‘large’ (ES= 1.7 and ES= .80, respectively). 
 
Table 5 Mean scores and standard deviation for the amount of support during sitting, proximal 

(prox) and distal (distal) to the body when standing and walking, at the seven 
assessment points (O1, O2, O3, O4, O5, O6 and O7) 

Sitting 
n=8 

Standing 
n=14 

Walking 
n=16 

 
 
 
 
Measurement 

Mean 
Prox 

SD 
Prox 

Mean 
Distaal 

SD 
Distaal 

Mean SD Mean SD 

O1 10.1 4.5 4.3 1.5 26.6 3.3 26.6 3.2 
O2 9.4 4.0 4.3 1.5 26.1 3.4 26.3 3.4 
O3 7.5 3.3 4.3 1.5 25.8 2.9 25.8 3.5 
O4 5.9 2.7 3.5 1.8 25.2 3.0 25.4 4.0 
O5 5.5 2.5 4.0 1.5 23.7 3.5 24.9 3.9 
O6 5.4 2.5 3.5 1.8 22.0 4.7 24.8 3.9 
O7 5.4 2.5 3.5 1.8 21.7 4.9 24.6 4.1 

 
 
Of the various items in the PRP for the movement skill ‘sitting’, with the exception of item ‘D’ the 
decrease in the level of support on all items (A, B and C) is significant. With the exception of item 
‘E’, there is also a significant decrease over the seven assessment points in the various items in the 
PRP for standing. In the PRP for walking, there is only a significant decrease over the seven 
assessment points under item ‘C’; the other items show no significant changes over time.    
 

Effect of age 
With sitting, when examined graphically there is no difference in the amount of support at the start 
of the study between ‘young’ and ‘older’ children. Over time, graphically speaking, the level of 
support when performing skills to do with sitting decreases more strongly with the ‘younger’ 
children than with the ‘older’ group. With standing, the level of support for the group of ‘older’ 
children was higher at the start of the study than for the group of ‘younger’ children. The average 
decrease in the amount of support during activities to do with standing was about the same for 
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both groups. With walking, the graph shows that at the start of the intervention, the average 
amount of support for the ‘younger’ children was less than for the ‘older’ children. Within both 
groups, the average amount of support for skills to do with walking gradually decreased over the 
12 months of the MOVE intervention.  
 

Individual analyses 
Table 6 shows the number of children whose support decreased between the first and the seventh 
measurement, whose support remained the same, or whose support decreased for the skills sitting, 
standing and walking. This table also provides an overview of the division into young or older 
children. 
 
 
Table 6 Number of children whose support decreased, remained the same or decreased 

between the first and the seventh measurement, also according to age 
Decrease Stayed the same Increase 

Group Group Group 
 
 
 
PRP for: 

<7 ≥7 <7 ≥7 <7 ≥7 

Sitting 
Prox n=8 
Distal n=8 

 
3 
2 

 
4 
0 

 
1 
2 

 
0 
4 

 
0 
0 

 
0 
0 

Standing 
N=14 

8 5 1 0 0 0 

Walking 
N=16 

4 5 1 4 0 2 

Prox: proximal 
 
 
The amount of support when sitting, proximal to the body, decreased for a total of seven children 
during the 12 months of the intervention. The amount of support when sitting, distal to the body, 
decreased for two children during the study. Support remained the same for the other six children. 
When standing, the support for 13 of the 14 children decreased during the 12 months of the 
MOVE intervention. The support for one child did not change during the study. Finally, the 
support when walking for nine of the 16 children decreased, and for five children it remained the 
same. For two children, the support during the 12 months of the MOVE intervention increased. 
The support remained the same for one child. The divisions by age are indicated in Table 6. 
    

Individual progress of the decrease 
When sitting, the support did not change under any item for only one child. A temporary increase 
in support happened to three children: two children under item A and one child under item D. For 
the other children, either there was a decrease in the support or it remained (temporarily) the same. 
This decrease was mainly visible for items A and B. In addition, it appears from these individual 
analyses that all children have support for all items with the exception of item A.  When sitting, 
the decrease in support generally occurred after the first measurement, but there was hardly any 
change after the fourth and fifth measurement.  
With standing, the support did not remain the same for any child on any item over the seven 
assessment points. All children experienced a decrease in support during the study on at least one 
item and only six times was there a (temporary) increase in the group as a whole over the seven 
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measurements. The greatest change in support can be seen on items A and C, and to a lesser 
degree on items B and D. The scores for standing at the start of the study were generally high; not 
a single item scored less than ‘2’, with most children scoring a ‘3’ or a ‘5’ on the various items. 
The amount of reduction in support mainly took place after the third measurement and after the 
sixth measurement the support remained more or less the same.  
With walking, the change in support was generally less than with sitting and standing. The support 
for 5 children remained the same during the study. With the other children, the progress of the 
support was more variable than for sitting and standing. No general picture emerges with regard to 
the time of change either. What is noticeable is that the scores on all items and at all measurements 
is relatively high; higher than by sitting and standing. Changes that do occur are mainly visible 
under item C. 
 

Discussion 
Within the study here reported, the central point was the decrease in support when performing the 
skills sitting, standing and walking with children with PIMD. The primary question was whether 
support when learning movement skills can be systematically phased out for children with PIMD 
following the MOVE curriculum. The results of the present research support this view. Group 
analyses show that the average amount of support for skills related to sitting, standing and walking 
decreased significantly during the 12 months of the MOVE intervention with a large ES (Cohen, 
1977). With regard to the various aspects where support could be decreased, it appears that with 
sitting a decrease in support occurs with all items except D. This may be because item D concerns 
a four-point scale and the other parts a five-point scale and, in addition, item D deals more with the 
place of the support and is less directed towards the amount of support. With standing, a decrease 
occurs on all items with the exception of item E. This may possibly be explained in the same way 
as for the sitting PRP, although it then remains unclear why there is a decrease under item F. With 
walking, the only decrease occurs under item C. The significant decrease found in the analyses 
subjected to sumscores (see table 4) can be completely attributed to the decrease under this item. 
The progress of the decrease appears to be related to both age and the various items for which 
support can be phased out. With sitting, the amount of support decreases most significantly in the 
group of young children. This is supported by the results of the individual analyses. With walking 
and standing the differences are less great; the support decreases gradually for both young and 
older children. However, the amount of support at the start of the study was generally higher for 
the group of older children than for the young children. 
Positive results are also visible at an individual level. Most of the children show most 
improvement with sitting and standing: the amount of support decreases throughout the 
intervention period. With walking, the amount of support decreased for over half of the children. 
With sitting and standing, children younger than seven years of age seem to show most decrease in 
support. The individual child analyses support the premise that the positive results found at group 
level were not caused by extreme scores for a few children within the group analyses.  
With sitting, in general all children experienced a decrease in support or this remained 
(temporarily) the same. The decrease was particularly evident for items A and B and generally 
occurred immediately after the first measurement; there was hardly any more change after the 
fourth measurement. With standing, the support for all children decreased on at least one item.  
The greatest changes in support were visible in items A and C and occurred between the third and 
sixth measurements. With walking, the changes in support were generally much less. No general 
picture emerges with regard to the time of change either. On the basis of the results presented in 
this report, it can be concluded that support when performing skills such as sitting, standing and, to 
a limited extent, walking can be decreased for children with PIMD. The progress appears to be 
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dependent on the age of the child, the part of the body and the amount of support as well as to a 
lesser degree on the position and type of support.   
 
Several critical remarks should be made about the research results presented above. First, a 
comment on the sample is in order. It is possible that a selection bias was operating at various 
levels because the children and DSP were not selected at random. The children were selected using 
an internationally accepted description by Nakken and Vlaskamp (2002) and were representative 
of the whole group of children with PIMD (Hogg and Sebba, 1986). A certain amount of selection 
bias may have occurred in the sense that only those children who could be supervised in the longer 
term with MOVE participated in the current study. However, given the research population, it is 
very difficult to compile a stable group. Due to their fragile state of health, dropout and variation 
in data are characteristics of research into this group. The CSEs participated in the research on a 
voluntary basis and intended to implement the MOVE curriculum before the start of this study. It 
is possible that the DSP involved were thus extra motivated. The generalizability to other facilities 
and other DSP may thus lessen. The design followed had no baseline measurement and no control 
group. This creates a real threat for the internal validity (Cook and Campbell, 1979). The aim of 
the research, however, was not to determine whether MOVE was more effective than another 
intervention, but to investigate a critical element of the MOVE curriculum, namely the reduction 
in support. Thus a design without a control group was chosen. Ideally, there should have been one 
or more baseline measurements. However, the PRP and the way this is implemented is a fixed part 
of the MOVE curriculum. In practical terms it is almost impossible to conduct measurements with 
the PRP before the MOVE curriculum is implemented.  
The results show that in general the children already had high scores on the various PRPs at the 
start of the study thus they have a high level of support. Given the target group and the severity of 
the disabilities, it stands to reason that the possibility of a further increase in support was very 
slight.  
 
This study was able to perform a large number of measurements with a relatively large group of 
children with PIMD. Additionally, they were a group of children whereby research into the effects 
of motor activities has rarely been conducted. Although it is clear that (movement) skills and 
posture are very important, for example for the performance of activities of daily living, this also 
applies to communicative activities, such as maintaining head balance so that eye contact can be 
made (Bower Hulme et al., 1987; McEwen, 1992).  
The results of this study show that these children, despite their disabilities, do have abilities and 
that they can profit from the movement-oriented activities within a curriculum such as MOVE. It 
should also be noted, that the reduction in support must always be seen in the light of what this 
means for the child. A reduction in support must be accompanied by an increase in the 
independence of the child. It is possible that children with PIMD may benefit significantly from a 
certain amount of support, for example if a walking frame enables them to take a few steps or a 
certain amount of support when sitting enables them to operate a communication tool. The aim of 
a maximum reduction in support must not be at the cost of the abilities of the child to be 
independent. Further research should thus be directed towards the relationship between the amount 
of support and the functional abilities of a child with PIMD.     
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