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ORIGINAL RESEARCH

Current Rehabilitation Practices for Children with
Cerebral Palsy: Focus and Gaps

Dana Anaby, Nicol Korner-Bitensky, Emma Steven, Stephanie Tremblay,
Laurie Snider, Lisa Avery, & Mary Law

School of Physical and Occupational Therapy, McGill University, Montréal, Québec,
Canada

ABSTRACT. Aims: To describe the focus of therapy practices in occupational and
physical therapy for school-aged children with cerebral palsy, and better understand
whether it is congruent with recommended practices. Methods: A Canada-wide Web-
based survey was completed by 62 occupational and 61 physical therapists to identify
problems, assessments, and treatment interventions for two case-based scenarios. Data
were coded using the International Classification of Functioning, Disability and Health
(ICF) definitions for “body functions and structure,” “activity and participation,” and
“environment.” Results: Physical therapists, in comparison to occupational therapists,
were more likely to select interventions classed in the “body functions and structure”
category (34–42% and 18–20%, respectively). Both professions focused on “activity and
participation” (34–61%) when identifying problems, assessing, and intervening; atten-
tion, however, was mainly directed towards task-oriented activities such as activities of
daily living and mobility. Participation in leisure or community-based activities received
less attention (2–15%). The environment received limited attention for problems and
assessments (4–25%), though it was an important focus of intervention (19–37%). Con-
clusions: While body functions and structure are well-addressed, other ICF elements,
specifically participation, are poorly integrated into practice. The emerging focus on
the environment in therapy intervention, by modifying the context rather than chang-
ing aspects of the child, is consistent with current approaches and evidence. Knowledge
translation implementation initiatives are recommended to bridge identified gaps.

KEYWORDS. Cerebral palsy, focus of intervention, occupational therapy, pediatrics,
physical therapy

Conceptual models of disability have undergone a shift in the past two decades,
broadening the focus beyond the level of the impairment to account for every-
day areas of functioning and role performance.12 The International Classification
of Functioning, Disability and Health (ICF) is an example of one such model,
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emphasizing the emerging concept of participation as a form of functioning and
disability, and placing importance on the role of the environment in determining
participation restrictions.28 While body functions and structures have been readily
addressed in practice for many years, it is now widely recognized that participa-
tion is also key to a child’s development, health, and well-being, and is one of the
most important outcomes of rehabilitation intervention for children with cerebral
palsy (CP).18,24 The participation of children with physical disabilities, however, is
significantly restricted in comparison to their typically developing peers.10,14

While knowledge of child participation is increasing, the extent to which it is in-
tegrated into practice is unclear. Previous studies that examined therapy practices
for children with CP provide preliminary evidence that is, as of yet, inconclusive.
Two studies examined the practices of occupational therapists (OTs) and physical
therapists (PTs) working with young children (<6 years) with CP. Saleh et al. found
that, in Quebec, little emphasis was placed on assessments or interventions specific
to leisure, participation, and play.23 Overall, clinicians tended to focus more on the
ICF’s traditional components of “body functions and structure” (e.g., muscle tone,
motor control) and “activity” (e.g., gross-motor skills, gait functioning) rather than
on “participation” (e.g., socialization, recreation). Similarly, Palisano et al. found
that, based on parental reports, interventions generally focused on primary physical
impairments.21 Another study investigating therapy practices specific to goals and
interventions in Alberta revealed that only 15% of therapists (n = 53) identified
participation-focused goals, with limited attention to participation as an interven-
tion strategy (7%).9 Clearly, a more in-depth, nationwide exploration of therapy
practices for school-age children with CP that is based on clinicians’ perspectives is
needed.

In conjunction with evolving conceptual models of disability, therapy ap-
proaches for children with CP have been increasingly focused on the child’s ability
to complete activities and to facilitate their participation in different life settings
(i.e., home, school, and community). Concepts emerging from the dynamic systems
theory of motor learning as well as ecological approaches have prompted therapists
to focus on functional goals within the child’s environment.1,26 Thus, interventions
aim to improve the child’s functional activities primarily by changing identified
constraints in the task or environment rather than aspects of the child (e.g., body
functions and structure).8 A randomized controlled trial by Law et al. found that
context therapy, which focused on changing the task and/or the environment, was
effective in improving the performance of young children with CP.17 Another ran-
domized trial demonstrated that therapy focused on changing the performance of
a task within the child’s natural environment (top-down approach) was more ef-
fective than therapy targeting quality of movement (bottom-up, impairment-based
approach).13 A recent systematic review of the effectiveness of interventions for
children with CP revealed that the majority of studies focused on outcomes at
the level of the activity and their intervention approaches were found most ef-
fective (“green go”).20 Examples of these approaches included context-therapy,
constraint-induced movement therapy (CIMT), and goal-directed therapy, among
others. Clearly, evidence for contemporary interventions is available supporting a
shift towards more ecological, activity-based approaches.16
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The purpose of this study was to describe current therapy practices applied by
OTs and PTs in the management of school-age children with CP. Specifically, the
research question was: How does each profession allocate focus across the key ele-
ments of the ICF (i.e., “body functions and structure,” “activity and participation,”
and “environment”) when identifying problems, selecting assessments, and propos-
ing treatment interventions? The survey also explores the use of standardized as-
sessments and protocols of intervention (e.g., CIMT). Such information will help
better understand whether current practices are in line with up-to-date approaches
and recommended practice, and identify specific knowledge-to-practice gaps that
can then be addressed.

METHODS

This cross-sectional study was approved by the Institutional Review Board of
McGill University. Eligible participants were registered OTs and PTs in Canada
who have provided services for at least 4 months in the past year for school-age
children (aged 5–10 years) with CP. The Canadian Association of Occupational
Therapists (CAOT) and the Canadian Physiotherapy Association (CPA) Web sites
provided the names and contact information of participating provincial and terri-
torial licensing agencies or recognized professional associations of OTs and PTs in
Canada. All possible agencies were approached, with nine of the 13 physical ther-
apy organizations agreeing to participate as well as 10 out of the 12 provincial oc-
cupational therapy organizations (response rate between 69% and 83%), forward-
ing the online survey to their members. Additionally, all members with electronic
contact information listed on the CAOT Web site were forwarded the survey and
encouraged to in turn forward it to colleagues who would potentially meet the eligi-
bility criteria, therefore promoting a snowball sampling effect. Pediatric clinicians
who consented online and were determined to be eligible based on the above cri-
teria responded to questions on the actual management of children with CP using
case scenarios describing two different children with CP.

Participants

A total of 366 clinicians responded to the online invitation to complete a survey,
of which 281 were eligible responders and 123 participants completed the survey
(44% response rate). The sample involved both OTs and PTs from across Canada
working in a variety of settings including schools (41%), outpatient clinics (38%),
community organizations (7%), and hospitals (6%), among others (see Table 1).
Sixty-seven percent worked full-time, and the majority of responders (54%) met
with two to five children with CP every week. Certain responders were eligible
but did not complete the survey (n = 158), and chi-square tests indicated that this
group was not significantly different from those that fully completed it (n = 123) in
terms of available demographic characteristics (e.g., language, province), therefore
attenuating the potential risk of sample bias.

Survey

FluidSurveys. The online survey was created using FluidSurveys, a Web-based soft-
ware specializing in collecting responses using questionnaires and forms.11 The
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TABLE 1. Sample Characteristics

N Percent

Profession OT 62 50.4
PT 61 49.6

Sex Male 6 4.9
Female 117 95.1

Education Bachelor 88 71.5
Masters 34 27.6

Years of experience
with CP patients

<2 12 9.8

2–5 33 26.8
6–10 17 13.8
>10 61 49.6

Province Alberta 15 12.2
British Columbia 15 12.2
Manitoba 9 7.3
New Brunswick 13 10.6
Newfoundland and Labrador 3 2.4
Nova Scotia 3 2.5
Ontario 28 22.8
Quebec 26 21.1
Saskatchewan 10 8.1
Yukon 1 0.8

Environment Urban 81 65.9
Suburban 16 13.0
Rural 26 21.1

survey was available to participants in both English and French, and was designed
for the accessibility to the greatest number of responders as well as to be of a
reasonable length to optimize response time. Case scenarios were developed, pilot-
tested, and validated; expert clinicians and researchers serving children with CP
were asked to create a “typical” child and describe them in terms of gross- and fine-
motor functions, sensory function, behavior, language, psycho-educational and
cognitive functions, activities related to participation, family structure, and phys-
ical and social environments, representing a range of key elements of the ICF.23

The first case described a 6-year-old girl with hemiplegia and the second case illus-
trated a 7-year-old boy with diplegia; both were included in regular schools.

A standardized and validated questionnaire tested among pediatric clinicians
was used, with slight adjustments to reduce the length of administration.23 The
questionnaire consists of four components: (1) clinician characteristics; (2) work
setting; (3) the case vignette(s); and (4) open-ended questions related to the vi-
gnette including identification of problems, and choices of assessments and inter-
ventions that would typically be used in clinical practice for the child described, as
well as specific referrals to other services. For each case, clinicians were prompted
to answer open-ended questions based on actual daily practice. Specifically, they
were asked to identify problems and suggest assessments and intervention ap-
proaches they would use. The therapists could list up to 10 answers for each section.
A certificate of completion recognizing their contribution to the study was print-
able upon completing the survey.
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Data Analysis

Each completed questionnaire was reviewed by two independent evaluators, and
the data regarding problems, assessments, and interventions were coded according
to a coding system discussed and developed by the authors that incorporated the
ICF linking rules proposed by Ceiza et al.7 The codes were reviewed by another
member of the research team and, where appropriate, grouped to eliminate redun-
dancy. In addition, a third person, an investigator on the project, verified the codes
when the terms were ambiguous. Finally, codes were grouped according to the ICF
classification: body functions and structure, activity and participation, and environ-
mental factors. Specific subthemes for each category of the ICF were developed
while drawing on the Canadian Model of Occupational Performance components
and terminology.6

As suggested by Whiteneck and Dijkers, a conceptual distinction between “ac-
tivity” and “participation” was made, where activity occurs at the personal level
(e.g., getting dressed) and participation involves role performance at a societal level
(e.g., joining a team sport).27 An initial coding structure (including subthemes and
examples) was developed and reviewed by three independent OTs with expertise
in pediatrics, and feedback was provided. Examples of categories and subthemes
are described in Table 2.

To describe the distribution of focus areas by the ICF categories, frequency
scores were calculated for each of the subcategories. These scores represent the
proportion of category responses with equal weight given to each therapist. To
examine the differences in rates of use of ICF categories/subcategories between
the professions and across cases, Fisher’s exact tests were used. To describe and
compare the rates of use of standardized assessments between professions, the z-
statistic was used. The assessments were included in the analysis if they were cited
by at least 5% of therapists. In addition, the number of times each standardized as-
sessment was reported by therapists was counted in proportion to overall cited as-
sessments and ranked to exemplify the most common assessments used in practice.
Finally, a total count of therapists who suggested specific therapeutic approaches
was tallied/calculated across cases and professions.

RESULTS

Overall Patterns of Practice

OTs and PTs focused considerably on the “activity and participation” category
(34–61%) when identifying problems, assessing and intervening across both cases.
Attention, however, was mainly directed towards task-oriented activities (19–56%)
such as activities of daily living (ADLs; e.g., dressing), mobility (e.g., gross-motor
skills), and academics (e.g., writing), whereas participation, particularly in leisure
or community-based activities (e.g., biking, hockey), received the least attention
(2–15%).

Focus of Occupational Therapy

As shown in Figure 1, OTs mostly identified, in both cases, activity-based problems
related to mobility/motor skills (15–25%), ADLs (13–18%), and body functions of
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TABLE 2. Examples of Categories and Subthemes Used for Coding Data

ICF
Categories Subthemes Problems Assessments Interventions

Body
functions and
structure

B1. Muscle/Joint
mobility/Motor
control

Lower extremity
spasticity

Ashworth Scale;
BOT-2a

NDTb Strengthening
exercises

B2. En-
durance/Balance

Poor endurance Berg Balance Scale Cardio training

B3. Cogni-
tive/Emotional

Spatial/Visual
perception;
Attention

Beery VMIc/DVPT-2d Visual perception
interventions

Activity D1. Moving
around/Mobility

Stair climbing;
Positioning

GMFMe-66 or -88;
MABC-2f

Gross/fine motor
skills

D2. ADLsg Toileting;
Independence
with dressing

PEDIh Functional tasks
with adaptations

D3. Academic Math; Written
productivity

McMaster printing
assessment tool

Handwriting
program
(ABCBoom,
Handwriting
Without Tears)

D4. Communication Social skills Verbal interactions Computer/iPad for
communication

Participation D5. General
participation

Riding bike; Sports COPMi; Narrative
participation

Adapt games/sports
(adapted bike,
sledge hockey)

D6. School
participation

Gym participation SFAj; Physical
education
observation;
Observation at re-
cess/playground

Gym participation

Environment E1. Physical Home access;
Transportation

Home accessibility
assessment

Supportive seating

E2. Social/Cultural Family supports Interview with family Educate school on
CP and its effects;
Consult with gym
teacher to
promote inclusion

E3. Institutional Lack of support staff
at school

Adapt school
curriculum and
program; Explore
funding options
for renovations to
environment; Ask
for one-on-one
support at school

Other O1. Medical history Chart review
O2. Observation
O3. Multidisciplinary

aBruininks–Oseretsky Test of Visual Motor Proficiency, second edition.
bNeurodevelopmental Therapy.
cBeery–Buktenica Developmental Test of Visual Motor Integration.
dDevelopmental Test of Visual Perception, second edition.
eGross Motor Function Measure.
fMovement Assessment Battery for Children, second edition.
gActivities of Daily Living.
hPediatric Evaluation of Disability Inventory.
iCanadian Occupational Performance Measure.
jSchool Function Assessment.
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motor control (13–15%), whereas participation-based issues received the least at-
tention (6–8%). Considerable focus was directed to identifying barriers within the
physical environment (15%), in particular in Case 2. These domains were also tar-
geted when selecting assessments. OTs, in Case 1, focused on evaluating aspects of
the child (muscle/joint mobility and cognitive abilities; 17% and 10%, respectively)
followed by activity performance (ADLs and academic activities, 13% and 10%, re-
spectively) and the physical environment (10%). Notably, OTs tended to report a
generic nonspecific assessment of “observation” quite often (15% in Case 2; 10%
in Case 1) and this was classified as “other.” Therapy intervention was most often
activity-focused (ADLs; 25%) and attention was equally directed towards modify-
ing the environment (physical; 17%) and the child’s body functions (muscle/joint
mobility; 17.5%).

In Case 2, OTs’ assessments focused on the physical environment (e.g., home
accessibility, equipment related to mobility; 22%) followed by body functions
(muscle/joint mobility; 17%) and ADLs (11%), and these domains also received
attention when providing interventions. Indeed, OTs focused mostly on modify-
ing the physical environment (26%), followed by task-oriented activities (ADLs;
18% using strategies for task accomplishment or compensatory approaches) and
improving body functions related to muscle/joint mobility (18%)—the latter illus-
trating impairment-level approaches where the focus is on changing the child. In
both cases, little attention was directed towards assessing and intervening at the
level of participation (e.g., recreational out-of-school activities; 1.6–7.6%).

Similar attention was given in Case 1 to “activity and participation” across all el-
ements of practice: problems, assessments, and interventions. However, while simi-
lar attention is directed to both identifying and assessing problems related to “body
functions and structure” (28%) as well as to the “environment” (16%), OT inter-
ventions (in Case 1) are more focused on changing the environment (30%) rather
than body functions (20%). Relatively similar patterns were observed when analyz-
ing Case 2, where OTs assessed aspects of body functions and environment equally
(23% and 25%, respectively) but intervened more at the level of the environment
(37%).

Focus of Physical Therapy

As shown in Figure 2, PTs tended to identify problems related to “body functions”
(e.g., muscle/joint mobility) and “activity” (mobility/motor skills). In both cases,
PTs focused mainly on assessing body functions related to muscle/joint mobility
(37–42%) and activities related to mobility and motor skills (35–37%). While in
both cases PTs targeted mostly muscle/joint mobility (in the body functions and
structure category, addressing the impairments using, for instance, stretching ex-
ercises; 30–33%) when providing interventions, however there were some differ-
ences across cases. In Case 1, attention was designated towards participation (12%)
and in Case 2, the physical environment received attention (23%). PTs directed lit-
tle attention towards assessing the environment (3.7% in Case 1; 9.1% in Case 2);
however, when intervening they tended to focus on it more (19% in Case 1; 28% in
Case 2).
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Differences Between Focus of OT and PT Interventions

There were no significant differences between OTs and PTs with respect to their
classification of problems across both cases (z = 0.22, p = .26 for Case 1; z = 0.5,
p = .73 for Case 2). There was, however, a difference in the allocation of assess-
ment tools between OTs and PTs. PTs were more likely to choose assessments in
the “mobility/motor skills” category (z = −3.54, p < .001 for Case 1; z = −2.95,
p = .003 for Case 2) and less likely to select assessments in the “environment”
category (z = 2.22, p = .03 for Case 1; z = 2.04, p = .04 for Case 2). For the case
involving a child with diplegia (Case 1), the PTs were also significantly less likely
to select an assessment in the “ADLs” and “academic” categories (z = 2.05, p =
.04; z = 2.11, p = .035, respectively). A similar trend was observed for the case
involving hemiplegia (Case 2) but was not statistically significant (z = 1.22, p =
.22). Additionally, there was a significant difference in the categories chosen for
interventions between the two groups for Case 1, with PTs being more likely to
select interventions classed in the “body functions and structure” category (z =
−2.5, p = .01), and less likely to select “ADL” interventions (z = 2.66, p = .008).

Most Commonly Used Standardized Outcome Measures

While PTs reported using standardized assessments more often (56% for Case 1;
39% for Case 2) than OTs (44% for Case 1; 27% for Case 2), these differences
were not statistically significant for either Case 1 (z = −1.24, p = .22) or Case 2
(z = −1.22, p = .22). A wide variety of assessments were listed (38 standardized
assessments total). Table 3 lists the five most common measures used by each
profession. Overall, across all therapists, range of motion (ROM) and goniometry
(body functions and structure) were most often cited (45%), followed by the
Gross Motor Function Measure (GMFM; activity, 30%) and the Beery–Buktenica
Developmental Test of Visual Motor Integration (body functions and structure,
26%). The Canadian Occupational Performance Measure (COPM), which assesses
performance in different participation domains, was ranked fifth overall (18%),
specifically third among OTs (26%), and 11th among PTs (9%). Measures that ex-
plicitly assess participation were rarely cited (e.g., LIFE-H, 2.6%; PACS-Pediatrics
Activity Card Sort, 1.8%) and standardized assessments of the environment were
not reported at all.

As shown in Table 3, the five most common outcome measures listed by PTs are
for body functions and structure, with the exception of the GMFM, which assesses
activity. OTs also used assessments related to body functions and structure and
activity (mobility/motor skills) and included aspects of participation (measured by
the COPM) in their evaluation process.

Use of Clinical Protocols for Interventions

A relatively low percentage of therapists suggested the use of neurodevelopmental
therapy (NDT). This was observed for each of the cases and for each profession
(OTs, 18%; PTs, 13%). Evidence-based protocols such as CIMT were rarely cited
(less than 1% of responses) whereas context-therapy and cognitive orientation to
daily occupational performance (CO-OP) were not explicitly reported across cases
and professions.
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TABLE 3. Most Common Standardized Assessments Used by Clinicians

Assessment Theme

Occupational therapists
1 Beery VMIa Cognitiveb

2 ROMc/Goniometry (30%) Muscle/Joint mobility/Motor controlb

3 COPMd (26%) General participatione

4 BOT-2f (21%) Muscle/Joint mobility/Motor controlb

5 QUESTg (11%) Mobility/Motor skillsh

Physical therapists
1 ROM/Goniometry (60%) Muscle/Joint mobility/Motor controlb

2 GMFMi (58%) Mobility/Motor skillsh

3 Manual Muscle Testing (21%) Muscle/Joint mobility/Motor controlb

4 Berg Balance Scale (19%) Endurance/Balanceb

5 BOT-2 (19%) Muscle/Joint mobility/Motor controlb

All clinicians
1 ROM/Goniometry (45%) Muscle/Joint mobility/Motor controlb

2 GMFM (30%) Mobility/Motor skillsb

3 Beery VMI (26%) Cognitiveb

4 BOT-2 (20%) Muscle/Joint mobility/Motor controlb

5 COPM (18%) General participatione

aBeery–Buktenica Developmental Test of Visual Motor Integration.
bBody functions and structures.
cRange of Motion.
dCanadian Occupational Performance Measure.
eParticipation.
fBruininks–Oseretsky Test of Motor Proficiency, second edition.
gQuality of Upper Extremity Skills Test.
hActivity.
iGross Motor Function Measure.

DISCUSSION

This study sought to examine the current focus of rehabilitation practices when
providing services to school-age children with CP. Findings reveal some gaps
between what we know and what we do in practice. To illustrate, considerable at-
tention is directed towards the ICF category of body functions and structure in-
volving a focus on quality and patterns of movement (muscle tone, ROM, motor
control), when assessing and intervening, in particular among PTs. Such “bottom
up,” impairment-level approaches are not grounded in evidence and it is uncer-
tain whether such efforts will translate into improved functional independence and
increased participation in different life situations.16,19

At the same time, the focus on activity and participation is mainly directed
to task-oriented activities such as ADLs and mobility/motor skills, while limited
focus is directed to participation in community-based leisure activities (such as
hockey and bike riding). Previous research examining therapy practices indicates
similar patterns (among younger children), where interventions focus on primary
impairment or body functions and motor skills.23 Although research indicates that
practitioners including therapists, pediatric physicians, and neurologists value the
outcome of social participation and consider it as a relevant area of functioning, and
60% of our sample indicated that a change in their clinical practice has occurred in
the last year, gaps still exist and the shift has not been fully incorporated.3,24

The observed focus on the environment as a target of intervention is encouraging
as it is in line with contemporary therapy approaches as well as evidence related to
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context therapy whose focus is on modifying the task and/or the environment.16,17

While the physical environment received most of the attention, we recommend
consideration of the social and attitudinal environment, such as lack of social
support as well as lack of knowledge, and at times willingness of community
service providers and staff to accommodate their programs that often restrict
participation of children with disabilities.2 A recently developed environment-
based intervention called Pathways and Resources for Engagement and Partici-
pation (PREP), which aims to remove barriers within the environment and coach
families, was found to be effective in promoting youth’s participation in
community-based leisure activities.4,5,15 In this approach, all elements of the en-
vironment are addressed, including social, cultural, attitudinal, and institutional,
and intervention occurs in the community where activities take place.

Other specific approaches that have established evidence of effectiveness
(“green light” interventions) such as CIMT were scarcely mentioned by study par-
ticipants. NDT, classified by Novak and colleagues (2013) as an ineffective “red
light” intervention in which, for the most part, evidence base is unfavorable, was
reported in some of the cases (range 13–18%) as a clinical protocol used in practice;
however, percentages were relatively low and showed a decline in comparison to
previous research (where the prevalence was about 30%).20,23

A “know–do” gap was also observed for therapists’ use of standardized assess-
ments. While the COPM, a measure that assesses activity performance and par-
ticipation, received a certain degree of attention in practice (19%), the most com-
monly used assessments still fall within the “body functions and structure” category
(or impairment-level assessments such as the Beery-VMI and goniometry). Assess-
ments that lie within the “activity” category were mainly directed to motor skills
and mobility (e.g., GMFM), whereas psychometrically sound assessments of par-
ticipation and the environment such as the Children’s Assessment of Participation
and Enjoyment (CAPE), the Participation and Environment Measure for Children
and Youth (PEM-CY), and the Craig Hospital Inventory of Environmental Fac-
tors (CHIEF) were rarely reported. Similar patterns were also evident in a study
exploring the use of assessments by Thai rehabilitation specialists across the ICF
categories, suggesting a widespread gap.25

Limitations and Further Directions

As the survey is a self-reported consideration of what clinicians would do in prac-
tice, it represents what they would intend to do but may not, in fact, reflect the clin-
ical realities of their practice (secondary to time management difficulties, work en-
vironment culture/pressures, limited standardized assessments available). Future
studies can include chart reviews to record what is actually being done in therapy,
followed by an interview with therapists to discuss their practice behaviors includ-
ing potential gaps between desired and actual practice.

Another limitation is that the case scenarios represent a narrow age group of
children with CP (ages 6 and 7 years); however, this represents a critical time
point in terms of transitioning to school, as well as falling within a developmen-
tal stage where improvement in motor growth curves is no longer observed and,
consequently, implies using more adaptive rather than remedial impairment-based
approaches.22 Nevertheless, it would be important to widen the targeted age range
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and verify whether this has any impact on practice. Finally, while all Canadian agen-
cies and associations of OT and PT were approached, resulting in representatives
from the majority of provinces (see Table 1), caution should be taken when gener-
alizing the findings.

An a priori power analysis was not conducted because expected differences
among groups were difficult to estimate. However, the differences between pro-
fessions (with respect to how the scenarios were classified) were statistically
significant based on both the traditional chi-square and the Fisher’s exact tests;
this indicates an adequate power for comparisons.

Conclusions and Implications

Some gaps between current and recommended practice exist across OT and
PT practice, illustrating the need to expand the scope of practice to include
participation-related domains beyond ADLs and mobility. Considerable attention
is still directed to changing aspects of the child (i.e., body functions and structure)
although evidence for its benefits is limited. Current approaches encourage a more
activity-based ecological intervention focus. Furthermore, while the emerging fo-
cus on the environment in therapy intervention (which modifies the context rather
than the child) is encouraging, it is largely limited to the physical environment. Fi-
nally, knowledge translation implementation strategies (e.g., sharing educational
material through a Web site/workshop, facilitating case-based tutorials/learning
sessions) are therefore needed to bring about a change in practice towards a greater
emphasis on all aspects of participation and the environment.
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du Centre-Ouest-de-l’Île-de-Montréal, Quebec, Canada. Stephanie Tremblay and
Laurie Snider are also affiliated with the School of Physical and Occupational Ther-
apy, McGill University, Quebec, Canada. Lisa Avery is from Avery Information
Services Ltd., and Mary Law is from CanChild, McMaster University, Ontario,
Canada.

REFERENCES

[1] Ahl, L. E., Johansson, E., Granat, T., & Carlberg, E. B. (2005). Functional therapy for chil-
dren with cerebral palsy: An ecological approach. Developmental Medicine and Child Neu-
rology, 47, 613–619.



14 Anaby et al.

[2] Anaby, D., Hand, C., Bradley, L., Direzze, B., Forhan, M., Digiacomo, A., & Law,
M. (2013). The effect of the environment on participation of children and youth
with disabilities: A scoping review. Disability and Rehabilitation, 35, 1589–1598. doi:
10.3109/09638288.2012.748840

[3] Anaby, D., Korner-Bitensky, N., Law, M., & Cormier, I. (2015). Focus on participation
for children and youth with disabilities: Supporting therapy practice through a guided
knowledge translation process. British Journal of Occupational Therapy, 78, 440–449. doi:
10.1177/0308022614563942

[4] Anaby, D. R., Law, M. C., Majnemer, A., & Feldman, D. (2015). Opening doors to partici-
pation of youth with physical disabilities: An intervention study [Favoriser la participation
des adolescents ayant des handicaps physiques: Étude d’intervention]. Canadian Journal of
Occupational Therapy. doi: 10.1177/0008417415608653

[5] Anaby, D., Law, M., Teplicky, R., & Turner, L. (2015). Focusing on the environment to
improve youth participation: Experiences and perspectives of occupational therapists. In-
ternational Journal of Environmental Research and Public Health, 12, 13388–13398. doi:
10.3390/ijerph121013388

[6] CAOT. (2002). Enabling occupation: An occupational therapy perspective. Ottawa, ON:
CAOT Publications ACE.

[7] Cieza, A., Geyh, S., Chatterji, S., Kostanjsek, N., Üstün, B., & Stucki, G. (2005). ICF linking
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