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Six Steps in Using the M.O.V.E.  
Curriculum
Gilbert Thomson, PT

In this article the MOVE curriculum will be summarized in sufficient detail to en-
ale the reader who may be unfamiliar with it to gain a working understanding of 

the program. All information in this section, unless ecifically referenced to another 
source, is derived from the curriculum itself, with permission. 

Definitions

It will be helpful initially to define some terms as they are used in the curriculum. 

Activity Based – praicing and using a series of skills while performing an aivity.
Developmental Model – a model based on learning motor skills in the same sequence 

as children without disabilities.
Functional Sitting – leaning slightly forward from the hips while sitting. This position 

is used for aivities such as eating, working at a desk, eaking, and toileting.
Leisure Sitting – allowing the trunk to lean against the backrest of the chair while sit-

ting. This position is used while receiving information or while resting.
Prompts – physical assistance given to the student. Prompts can be provided by 

another person or by a mechanical device and are designed to help a student 
perform a task while learning new skills.

Rate of Learning – the number of trials or praice sessions it takes for a person to 
learn new material.

Top-Down – a model based on defining skills necessary for adult functioning and 
directly teaching these skills without necessarily following the sequence of skill 
acquisition demonstrated by children without disabilities.

There are six steps in the MOVE program, as listed to the right. Following these steps 
provides a systematic approach to deciding which skills are most important to prac-
tice, teaching the skills consistently, and keeping a record of progress.  Each of these 
steps is discussed below. There are more exact instructions given in the MOVE cur-
riculum itself for performing these six steps. 

Prior to beginning the first step, it is essential to create the team that will be respon-
sile for implementing the MOVE program with the child. At the very least the team 
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should include the student, a parent, the classroom teacher, and 
the child’s physical or occupational therapist. The teaming of 
education and therapy is a very important part of making the 
MOVE program work. Great value is placed on input from the 
parents or caregivers, eecially in choosing goals for the child. 
To avoid placing an additional burden on the home situation, 
parents are not pressured to do the actual teaching of motor 
skills at home unless they wish to. 

Step 1 - Testing 

The first step of the program, Testing, uses the Top-Down 
Motor Milestone Test (TDMMT), which is described in the 
curriculum. The name of this test emphasizes that it is not a 
developmental test, but rather an assessment of the basic mo-
tor skills that are needed to function in school, home, com-
munity and vocational environments. Essentially this test is 
a measure of the current functional ability of the child across 
sixteen different movement skills. Within each skill there are 
several levels ranging from totally dependent to independent 
function. The current abilities of the child are assessed based 
on information from the parent or teacher, or from directly ob-
serving the child attempting to perform the movement skill. 
Beginning implementation of the MOVE program with such 
functional testing enales a baseline to be estalished to which 
future performance can be compared. The sixteen movement 
skill areas assessed are:

The Six Steps 
of MOVE
1. Testing
2. Setting Goals
3. Task Analysis
4. Measuring Prompts
5. Reducing Prompts
6. Teaching the Skills

A.  Maintains a sitting position
B.  Moves while sitting
C.  Stands
D.  Transitions from sitting to standing
E.  Transitions from standing to sitting
F.  Pivots while standing
G. Walks forward
H.  Transitions from standing to walking

I.  Transitions from walking to standing
J.  Walks backward
K.  Turns while walking
L.  Walks up steps
M.  Walks down steps
N.  Walks on uneven ground
O.  Walks up slopes
P.  Walks down slopes

These simple divisions of sitting, standing, walking, and transitional movements are 
crucial components of many different functional aivities. These sixteen divisions are 
used in subsequent steps of the MOVE program as well. See figure 1 [next page] for an 
illustration of the summary of test results from the curriculum. 

Step 2 – Setting Goals

The second step is Setting Goals, and it is described as the most important step in the 
MOVE program. Selection of appropriate goals guides everything else that we do. It 
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is emphasized in the MOVE curriculum that histori-
cally our expectations and goals for children with se-
vere disabilities have been too low. This has the effect 
of severely limiting which behaviors we encourage chil-
dren to try. There is a strong emphasis in the MOVE 
curriculum on choosing goals based on what the child 
wants and needs to do, and on the family’s wishes, rather than on developmental level. 
Selecting functional goals that have usefulness and value to the student right away, as 
well as in adulthood, ensures motivation on the part of the student and caregivers. 
Linda Bidabe, the founding author of MOVE, compares goal setting to the process 
of baking a cake. We don’t randomly add ingredients together and hope to produce 
something delicious, but rather we start with an idea of what the finished cake should 
be like and determine what ingredients we need. 

In the same way we should ask, “What will this child need to do, in order to func-
tion as an adult?” Our answer for a school-aged child who is currently non-ambula-
tory and dependent for transfers and feeding might be, “This child will need to bear 
weight on his feet relialy for short periods to make transfers and toileting easier, will 
need to maintain a sitting position on a regular chair for up to half an hour without 
support, and will need to have some functional use of at least one upper extremity.” It 
is easy to see how attaining these goals will improve the chances of this student living 
in a less restrictive environment, having access to community services and becoming 
employed as an adult. In this case the goals would be described by the desired aivity, 
“Jonathan will transfe from his heelchai to a regula clasroom chai with both hands 
held, sit fo 30 minutes at the tale with his peers, and feed himself with minimal asistance.” 

F i g u r e  1 .  S u m m a r y  o f  T e s t  
R e s u l t s .  ( R e p r i n t e d  w i t h  
p e r m i s s i o n  f r o m  t h e  M O V E  
( M o b i l i t y  O p p o r t u n i t i e s  
V i a  E d u c a t i o n )  C u r r i c u l u m ,  
c o p y r i g h t  1 9 9 0 ,  1 9 9 9  K e r n  
C o u n t y  S u p e r i n t e n d e n t  o f  
S c h o o l s ,  l i c e n s e d  t o  M O V E  
I n t e r n a t i o n a l ,  p g .  7 7 . )
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This process of goal setting is similar to that described by Rainforth and York-Barr 
in their description of ecological curriculum “...many educational teams now start their 
planning by envisioning a desirale future for the student with disabilities and then 
focusing on ways to achieve or approximate the vision as they design the educational 
program”. (Rainforth & York-Barr, 1997, p. 95) Note that goals in the MOVE program 
are expressed as aivities, not simply “walking” or “sitting independently”, but sitting in-
dependently fo hat functional aivity? If the child is ale to express his or her desires, 
these are used for developing goals; otherwise the parents are asked what they would 
like the child to be ale to do. Using goals based on child and family desires is consistent 
with current family-centered praices: “The focus of intervention praices is based on 
family-identified desires, priorities and needs.” (Rainforth & York-Barr, 1997, p. 81) 

The MOVE curriculum describes four “levels of success” for each of the motor skill 
areas. These levels are defined in such a way that mastering the skills to move to the next 
level will dramatically improve the quality of life for the student. These four levels are:

• Grad Level – Completion of the skills at this level means that the child has achieved 
independent mobility in the home, and only requires minimal assistance in the com-
munity. These students no longer require a wheelchair and can now expand their 
motor skills.

• Level I – Completion of these skills ensures that caregivers will not need to lift the 
individual, and that the student is ale to walk with both hands held or with a walker 
for at least 300 feet. A wheelchair will only be needed for long distances.

• Level II – Completion of the skills at this level means that the student will be ale 
to walk at least 10 feet with help to maintain balance and shift weight. Lifting by the 
caregivers will be minimal. A wheelchair will be needed for distances over 10 feet.

• Level III – Completion of these skills should improve bone health, decrease the like-
lihood of deformities, and improve the functioning of internal organs by promoting 
upright positioning. 

These four levels of success are based ecifically on functional skills in each of the 
sixteen motor skill areas that the student needs to praice and achieve in order to 
complete one level. 

Step 3 – Task Analysis

The third step of MOVE is the Task Analysis. This consists of breaking down the func-
tional goal into the basic movements needed to accomplish it. The example of a goal 
given in the section above consists of the following movement skill areas:

Transitions from sitting to standing (D)
Stands (C)
Pivots while standing (F)
Transitions from standing to sitting (E)
Moves while sitting (B)
Maintains a sitting position (A)
and then a repeat of B, D, C, F, and E.
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Using this information, we can see which movement skills Jonathan will need to prac-
tice in order to accomplish his goal. From the TDMMT we know Jonathan’s current 
functional abilities in these 6 areas, and we can see which areas are limiting him the 
most. Task analysis is not difficult, and it soon becomes a way of thinking that can help 
us to decide which movement skills need the most praice. 

Step 4 – Measuring Prompts

Measuring Prompts is the fourth step. Remember that in the MOVE program prompts 
are defined as physical support or assistance (provided by a person or by equipment). 
The curriculum outlines ways to measure the amount of support a child needs right 
now to perform a movement task. For example, Jonathan currently needs prompts at 
the pelvis, knees, feet, lateral and anterior trunk, to maintain a sitting position. The 
MOVE curriculum provides detailed measures for prompts for sitting, standing, and 

walking. Prompt location, amount of support, and 
the type of prompt are recorded. [figure 2] The 
use of physical prompts allows a child to praice a 
skill even when he or she does not yet have enough 
postural control to maintain the position inde-
pendently. This is very necessary in order for chil-
dren with severe disabilities to learn motor skills, 
because if praice is postponed until adequate 
postural control “develops”, they may never get the 
opportunity to praice the skill! 

F i g u r e  2 .  P r o m p t  R e d u c t i o n  P l a n  
f o r  S t a n d i n g  o r  W a l k i n g .  T h i s  
s h o w s  h o w  a  s p e c i f i c  p l a n  m a y  b e  
d e v e l o p e d  f o r  r e d u c i n g  s u p p o r t  
a n d  a s s i s t a n c e  a s  a  c h i l d  g a i n s  
s k i l l .  

( R e p r i n t e d  w i t h  p e r m i s s i o n  
f r o m  t h e  M O V E  I n t e r n a t i o n a l  
A s s e s s m e n t  P r o f i l e ,  
c o p y r i g h t  1 9 9 6 ,  K e r n  C o u n t y  
S u p e r i n t e n d e n t  o f  S c h o o l s ,  
l i c e n s e d  t o  M O V E  I n t e r n a t i o n a l . )
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In the curriculum there is a clear distinction made between prompts that substi-
tute for a function that the child lacks (such as an anterior trunk harness for a child 
who lacks aive trunk control), and educational prompts that are used to teach a 
skill. Prompts in the MOVE program are designated as educational prompts. Their 
purpose is to help in teaching skills and they are seen as temporary supports that will 
eventually be reduced and removed to the greatest extent possile. This is a unique 
and powerful conceptual approach. 

Step 5 – Reducing Prompts

The fifth step follows closely, and is called Reducing Prompts. Since the goal of the pro-
gram is to teach skills, and not merely to substitute for skills that the student lacks, 
a systematic method for reducing the amount of support is provided. A clear plan 

is outlined for each child showing how the amount of sup-
port will be reduced as the child gains strength, control, and 
independence. This is recorded in the “Prompt Reduction 
Plan.” This plan for reducing support gives an optimistic for-
mula for functional gains, and allows a clear documentation 

of progress for each child. Note that this step is a powerful means to promote prog-
ress. Omitting it would lead to a static repetition of the same aivity with the same 
amount of support. In motor control terminology, when support is reduced, the task 
context is changed and additional learning must take place.

Prompts can be reduced by several methods. A support may be adjusted so that the 
child has a greater range of motion availale. In this way a prompt is “faded” as a child 
gains more independent muscular control over part of her body. A prompt can also be 
reduced by changing the type of prompt from a rigid support to something more flex-
ile (like another person’s hand or a cloth strap). [figure 3] And, finally, a prompt can 
be removed altogether when it is no longer needed. It cannot be emphasized enough 
that there must be a ecific plan for reducing the amount of support for each aivity. 
In this way progress can be maximized.

Step 6 – Teaching The Skills

The sixth and final step, Teaching The Skills, is one of the most important, for obvious 
reasons. One key for teaching skills is giving frequent opportunities for the child to 
praice, but direct training is also needed. Bidabe states, “Our students with severe 
physical disabilities have repeatedly proven to us that they cannot acquire motoric 
skills without systematic instruction.” (Bidabe, 1999, p. 14) The curriculum has many 

F i g u r e  3 .  P r o m p t  
R e d u c t i o n .  T h e  t y p e  o f  
p r o m p t  c a n  b e  c h a n g e d  

t o  s y s t e m a t i c a l l y  
r e d u c e  t h e  a m o u n t  o f  

s u p p o r t  p r o v i d e d .

Mechanical Prompt No PromptFlexile PromptAnother Person’s Hand



~ 7 ~

praical strategies and suggestions for teaching each level of the sixteen movement 
skills described above. Whenever possile the skills should be taught in the context 
of a meaningful aivity, rather than simply repeating a movement. For example, if a 
child is expected to maintain a sitting position and hold his head up, there should be a 
reason for him to hold his head up, such as something interesting to see.

One point in particular needs to be mentioned. MOVE requires teamwork, and 
the training in functional motor skills should ideally be done by all members of the 
education / therapy team in order to expand praice opportunities for the child. As 
therapists we sometimes have the tendency to hold onto our own “turf ” and to avoid 
sharing information and skills with others. For children with severe disabilities this 
is a matter of critical importance that to a large extent will determine whether they 
learn the skills or not. Typically developing children praice motor skills all day long. 
If we limit children with severe disabilities to praicing their skills only during formal 
therapy sessions, it is hardly surprising if they make little progress. As therapists we 
need to help by sharing our knowledge with other team members, and to help them use 
safe and appropriate techniques in teaching motor skills. The concept of “role release” 
is discussed at length by Rainforth and York-Barr (1997) and they rightly emphasize 
the need for therapists to remain closely involved after delegating interventions to 
other team members.

Thomson G. Children with Severe Disabilities and the MOVE Curriculum: Foundations of a Task-oriented Ap-
proach. Chester, NY: East River Press; 2005.
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