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Abstract

Introduction: The social-emotional impacts of Developmental Coordination Disorder (DCD)
for children and young people (CYP) are often the most disabling. Occupational Therapists
(OTs) have a central role in facilitating holistic service provision for this population. There is a
need to understand OTs’ perceptions regarding provision of support for the social-emotional
needs of CYP with DCD.

Method: A focus group (n=9) explored issues pertaining to OT support for the social-emotional
needs of this population. Qualitative data were analysed through collaborative coding,
organization and reorganization following the classic analysis strategy.

Results: Findings suggest that social-emotional support is not explicitly addressed in service
provision for CYP with DCD. It appears that OTs know what needs to happen to improve
social-emotional outcomes, and have made some progress, but more remains to be done.
Holistic service provision depends upon varied factors, many of which are outside individual
therapists’ control.

Conclusion: In England, OTs working with CYP with DCD may be providing services in
settings not geared to supporting social-emotional needs. This raises concerns as to whether
practitioners are enabled to stay true to holistic principles, as well as concerns related to
delivering evidence-based practice in light of growing evidence regarding this population’s

social-emotional risks.
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Introduction

Developmental Coordination Disorder (DCD) is a neurodevelopmental condition marked
by ‘long-standing non-progressive problems of specific motor skill performance, not
attributable to any other known medical or psychosocial condition’ (Blank et al., 2019:245).
DCD affects ~5% of the population (Lingam et al., 2009), and diagnostic criteria include
evidence of impact upon occupational performance and participation (APA, 2013; Black and
Grant, 2014). Research highlights risks of the secondary effects of DCD, specifically those
within the social-emotional realm (Blank et al., 2019; Zwicker, et al. 2018).

Dunford and Richards (2003) note occupational therapists’ (OT) central role in the
assessment, diagnosis, treatment and management of DCD in young people. Additionally, the
Royal College of Occupational Therapists’ top ten research priorities (RCOT, 2020) highlights
OT services that address both mental and physical health, reflecting a professional
responsibility to facilitate holistic practice. As part of a broader study, this study aimed to
explore the perceptions and practices of OTs working with children and young people (CYP)
with DCD regarding provision of support for social-emotional needs.

Literature Review

Social-emotional wellbeing is a complex construct implying a range of concepts (including
mental health, self-esteem, self-efficacy, self-belief). In this paper, the term social-emotional
wellbeing is used to link between personal, social and emotional development (Dfe and DfH,
2015). ‘Mental health’ is only used in the context of direct participant quotes.

While the primary concerns of DCD relate to below-expected levels of motor performance,
leading to disturbances in activities of daily living or academic performance (APA, 2013), there
is increasing awareness of secondary social-emotional impacts (Hill and Brown, 2013) which

have been linked to social marginalization (Wall, 2004) and poorer quality of life (Karras, et



al., 2019). Insight gleaned from the increasing body of research exploring the impacts of DCD
demonstrate the range of potential social-emotional consequences. For example, van den
Heuvel et al. (2016) report a four-fold increased risk of emotional and behavioural problems in
children with DCD while Chung (2018) suggests that these problems are related to reduced
social and emotional efficacy across home, school and community settings. Payne and Ward
(2020) expand on the ubiquitous nature of self-efficacy on motivation, resilience, agency,
ambition and identity of adolescents with DCD, while the psychosocial impacts of DCD have
been described as the ‘most disabling” (Karkling et al., 2017:149). DCD has also been linked
to anxiety and depression in adolescence, leading to perceived lower health-related quality of
life compared to peers (Draghi et al, 2019). Delays in addressing these issues, for example
through educating parents and education staff, have been found to lead to persistent secondary
social-emotional difficulties (Zwicker et al., 2013).

Children exist within multifaceted and multi-layered systems comprising complex
reciprocal interactions which impact on their development (Bronfenbrenner and Morris, 2006).
When a CYP with DCD brings motor difficulties to a complex interaction, they are likely to
experience reduced competency and self-efficacy. This aligns with core OT principles,
acknowledging the complex interaction between person, occupation and environment (AOTA,
2020). Recent research highlighting both primary and secondary longer-term outcomes (Tal-
Saban, Ornoy and Parush,2014) raises important questions about service provision that meets
this population’s full range of needs across the lifespan.

In the UK, there appear to be specific DCD-related service characteristics. In 2003, a report
from the UK National Association of Paediatric OTs (Dunford and Richards, 2003) highlighted
that this population is ‘doubly disadvantaged’ due to service challenges and inconsistent
pathways, with statutory healthcare services traditionally organized into physical or mental
health domains. The OT profession espouses core values of holistic practice (RCOT, 2021)
with therapists trained — in principle — to work across physical and mental health. However,
using a school-based service example, Schultz (2003) highlights the ongoing need for OTs to

‘activate’ core values of holism and consider CYP’s psycho-social experiences. She proposes



that OTs traditionally fail to recognise that occupational dysfunction resulting from conditions
like DCD affects the whole person and thus calls into question adherence to core OT values of
holism.

Intervention approaches espousing function and participation have been found to offer
optimal outcomes for CYP (Blank et al., 2019; Novak and Honan, 2019). For CYP with DCD,
early interventions across multiple environments (Blank et al., 2019), with parent-teacher-
therapist collaboration (Kennedy et al., 2020), are encouraged to reduce secondary social-
emotional consequences. However, service challenges and inconsistencies described above,
along with concerns over OTs’ adherence to principles of holism, raise questions regarding
clinical confidence and competence in meeting the full range of this population’s needs. There
is a need to further understand OTs’ perceptions regarding the provision of services to support
the social-emotional needs of CYP with DCD. The objectives of this study were to explore
OTs’:

e cxperiences of, and perspectives on, addressing social-emotional needs of CYP with
DCD within their current practice

e perspectives on service-specific issues impacting upon the application of research
evidence to meet social-emotional needs of CYP with DCD

Methods

Methodology

According to Sandelowski (2000), qualitative descriptive research is a relatively
unacknowledged methodological approach, yet one of notable value in providing a
comprehensive summary of an event in everyday terms. In comparison to highly interpretive
approaches, qualitative description enables researchers to remain close to the participants’
original data (Neergaard et al., 2009) and lends itself to ‘obtaining...largely unadorned answers
to questions of special relevance to practitioners and policy makers’ (Sandelowski 2000;337).
As a pragmatic approach which may be ‘best-suited for providing the descriptive information
that can inform professional practices’ (Savin-Baden and Howell Major, 2013;170) it was

deemed most suitable to support the achievement of the study objectives.



Sample and recruitment

Ethical approval was granted by XXX. A free university-based study day was offered to
paediatric OTs working with CYP with DCD; final year OT students were also invited to
facilitate research-informed learning. It was clarified that aspects of the event would be used to
collect research data. Clinicians were recruited via opportunistic, snowball sampling; student
OTs were recruited via the online student forum. Participants provided written informed
consent. As noted above, the results reported here reflect one component of a broader research
study which aimed to explore factors informing OT practice with CYP with DCD within the
UK, whilst considering means of further development of this field.

Potential participants completed an online questionnaire which confirmed
inclusion/exclusion criteria and provided an opportunity to rank six potential study day topics
and their application to CYP with DCD. ‘Supporting CYP with DCD with social-emotional
issues’ was the highest ranked topic selection. The other selected topics were: ‘supporting
transition phases,” ‘Health & Education Care Plans,” and ‘theory to guide DCD practice’
(findings from these focus groups are in preparation for publication).

The study day included training sessions related to the selected topics, followed by focus
groups exploring these areas. Participants collaboratively reflected upon learning and shared
ideas for implementation into their practice (Appendix A). Focus groups were selected due to
the exploratory nature of the study (Kreuger and Casey, 2015), as well as the nature of the study
event which afforded the opportunity to generate rich discussion and sharing of participant
views.

Participants were randomly allocated to the social-emotional focus group. Focus groups
lasted one hour and were double video and audio-recorded. Initial transcription was undertaken
by one member of the research team. Since multiple recordings could potentially lead to
inaccuracies, two further members of the research team verified transcription accuracy before
collaborative data analysis.

Nine people (qualified OT: n=7; student OT: n=2; all female) participated in the social-

emotional focus group. Inclusion criteria for qualified OTs: HCPC-registration; >5 years



clinical experience; carry or manage a clinical caseload with CYP with DCD. Inclusion criteria
for student OTs: final year; completion of all clinical placements; paediatric placement
experience with CYP with DCD.

The qualified OTs had extensive experience (mean years of OT practice=13.29; mean years
of DCD practice=12.71) and 5 held managerial responsibilities. No participants worked in
Child and Adolescent Mental Health National Health Service (NHS) settings or held formal
school-based roles. Five English counties (out of 48) were represented (Cambridgeshire,

Greater London, Shropshire, Warwickshire, West Midlands).

Data collection

Demographic questionnaire: used to determine inclusion/exclusion criteria and gather
descriptive information about participants’ practice profiles.

Focus group interview schedule: comprising six trigger questions, based on review of
relevant literature and collaborative discussion between researchers. A focus group interview
guide based on expert knowledge aligned with the qualitative descriptive approach of the study
(Neergaard et al., 2009). Questions were intended to allow for spontaneous, natural and
nuanced discussion as opposed to being adhered to rigidly (Kreuger and Casey, 2015:41).
Data analysis

Data were analysed manually by three researchers, through collaborative data coding,
organization and reorganization. While the classic analysis strategy (Kreuger and Casey, 2015)
was used as a guide, analytical processes were iterative, with researchers supporting each other
to maintain objectivity. Constant reference was made to the research questions, ensuring that
the study purpose guided analytical direction, depth and intensity (Kreuger and Casey,
2015;138), and ensuring proximity of the results to the participants’ original data (Neergaard
et al., 2009).

Steps were undertaken to ensure the critical features of focus group data analysis (Kreuger
and Casey, 2015). To ensure systematic analysis, all transcripts were numbered and colour-

coded with consideration of frequency, specificity, emotion and extensiveness in the



identification of patterns and themes. Data analysis was verifiable (verification of transcription
and collaborative data analysis), sequential (adherence to pre-defined procedures; trigger
questions developed based on literature related to study aims) and continuous (semi-structured
focus group discussion, with open-ended questions allowing for flexibility).

The trigger questions that had structured the focus group, as well as regular and consistent
referral back to the study objectives, became that which guided the analysis and evolution of
themes (Dickie, 2003). Transcription and coding processes suggested initial themes closely
aligned with focus-group trigger questions, however, additional perspectives raised by
participants were incorporated into the iterative process of mapping and re-mapping. This
ensured that themes were identified using a data-driven analytical stance that transcended
individual questions and allowed collective data integration to shed light on the overall study

objectives.

Results
Three themes were identified, each with two or three sub-themes (figure 1). Theme 1: Jack of
all trades... but not a master of this one. Theme 2: How do you eat an elephant? Theme 3:
Structure of public sector services

Insert Figure 1 about here
Theme 1: Jack of all trades... but not a master of this one.

Despite the holistic foundation and wide scope of OT practice, social-emotional support for
CYP with DCD does not appear to be explicitly embedded within the professional remit with
this population group.

Subtheme 1: Jack of all trades...

While OT practice is founded on principles of holism, findings suggest that the social-
emotional needs of CYP with DCD are targeted implicitly rather than explicitly. P2 stated that:
“we always do questionnaires after (groups) just to get feedback from the parents and the
children and we always ask about self-confidence and stuff and usually there is a positive

impact on that, but it’s not something that we work on specifically”. This observation suggests



an acknowledgement that concern for social-emotional needs is an important aspect of holistic
practice, yet may be neglected as a primary therapeutic target. The positive impacts of OT on
social-emotional well-being were highlighted by P6 who noted “that comes out a lot in parents’
feedback forms is they’ll often just mention the fact that their self-confidence has improved,
they re not so bothered about anything else but they 're just happier. And that actually is really
important isn’t it?” However, OTs working with CYP with DCD do not seem to explicitly
articulate social-emotional goals within the observable OT process. P8 acknowledged that “we
really should be looking at this. And in a more of a sort of substantial way that we are at the
moment, whereas well yes it’s at the back of our minds and we 're thinking about it, actually we
maybe need to bring that to the forefront a little bit more”.

The statement that “there are things like the Movement-ABC checklist, you’ve got all the
other lists where it has about self-esteem and you 're picking up that information...and get some
of that through from the children as well” (P5) suggests that OTs may not separate out social-
emotional factors influencing function, despite their centrality to various assessments.
However, as highlighted by P3, OTs draw on expertise in activity analysis to facilitate
successful participation, through setting ‘just right challenges’: “Well they live in a world of
failure, don’t they? And sometimes we re just the one person to say, ‘well have you tried rock
climbing’? and they 're like ‘oh wow’ and then they try and obviously they re really good at it”.
Additionally, the tendency of OTs to adopt strength-based approaches — implicitly supporting
social-emotional wellbeing — was highlighted by P7, who noted that in direct work with
children it is “lovely to be able to say ‘you 're really good at this bit” and in report writing “we
really try and draw out the strengths as well, so in the summary at the beginning we sort of do
the strengths and challenges.”

Subtheme 2: ...but not a master of this one

While social-emotional wellbeing improvements for CYP with DCD is often a welcome OT
intervention by-product, a suggestion of an ‘it’s not my job syndrome’ (P4) arose, with lack of
confidence or experience in targeting these needs. According to P1, “my skill set, and my

training is very different and so it wouldn’t be something I would be specifically, explicitly



advertising that I could do.” P3 noted that further training is needed to meet wider social-
emotional needs, saying, “I’'m not able to do that. I can do the basics and we re all trained to
deal with that to a level but then you know you need extra training so...”. Concern was also
raised about the risks of structuring explicit social-emotional interventions without appropriate
skills, as highlighted by P2: “I think personally if there was a lot of anxiety and mental health
stuff that came out I don’t know whether I would feel confident about where I would...you know
you can sort of unleash, open a can of worms, can’t you, but then it’s what you actually do
about it.”

Perceived limitations in supporting social-emotional needs appeared to be influenced by
several external factors. P2 gave the example of children not being referred into OT services
early enough: “Which is obviously difficult when you get the one’s coming in where they re 12,
13, 14 and it’s the first time it’s been picked up and you think how have you gone all of this way
through school and nobody once has thought ‘ah, you could access (MH support)...”
Practicalities and risks of onward referral to CAMHS were noted by P7, “...because, I think,
giving another referral to mental health might make them feel ‘oh there’s another thing wrong
with me’.” Furthermore, P3 highlighted perceived lack of understanding about the social-
emotional complexities of DCD, saying, “I think in mental health services it’s not really thought
about. And I think there is something to be said about educating schools and educating mental
health services to try and make them aware because I think they underestimate the impact it
[DCD] does have.”

Theme 2: How do you eat an elephant?

Although OTs recognize their limitations in meeting the social-emotional needs of CYP
with DCD, they identify what needs to happen to increase awareness and improve this
population’s social-emotional wellbeing outcomes. The evidence suggests that OTs have

successfully made some progress, but there is still much more to be done.

Subtheme 1: We know what we need to do



The challenges facing OTs in addressing the social-emotional needs of CYP with DCD do
not seem to be based on a lack of knowing what is needed. There was consensus regarding the
importance of educating others about early intervention relating to secondary DCD social-
emotional risks, as emphasised by P3: “...but this is... going into schools and educating them,
what is DCD, the difficulties that they re going to have and then having a whole debate with
them about how much pressure they put onto the kids.” The need to advocate for early
intervention to avoid secondary social-emotional impacts was reinforced by P1, who “always
stress/es] to parents, especially with younger children, how important early support is in order
to hopefully avoid those social, emotional impacts later on.”

Subtheme 2: We’ve made some progress

Progress is being made to raise awareness about, and address the needs of CYP with DCD
holistically, with increasing focus upon social-emotional needs. Therapists discussed how some
intervention strategies used are appropriate to addressing social-emotional impacts of DCD,
such as increasing self-efficacy by “teaching kids to ask for help or teaching parents to...break
stuff down and then give kids more time to learn”(P1). It was also suggested that educating
CYP about their diagnosis can enable better coping and adaptation through increased
understanding of the source of their difficulties. P8 suggested that, “if you explain the physical
difficulties so it might be that actually then they 're not feeling sorry or frustrated because then
they understand why they can’t do it and their mates can. It’s given them a reason behind it
rather than just thinking ‘well why am I different to everyone else’?”

Subtheme 3: But there is much we can still do

Participants discussed the need for greater general awareness about DCD, which may be
supported by training teachers to adopt early universal approaches for all children rather than
waiting for problems to become apparent for a few children. According to P5, “Universal is a
lot about schools managing and actually them learning and being educated so I think weve
got a really good place to get in there...to go and do the training.” P8 highlighted the
importance of well-formed SMART goals that allow the child to experience success, noting

that, “It’s about setting realistic goals...once you 've achieved those that’s going to boost self-



confidence and self-esteem and self-worth.” According to P7, capturing this information
explicitly would allow services to demonstrate clinical outcomes, acknowledging the backdrop
of evidencing clinical outcomes to support a holistic service provision for this population:
“some of what you already do, if you could then prove that it’s having this positive impact you
might be able to focus more on it.” Further, the OT profession was described as having a unique,
holistic skill-set that has potential to be used to greater advantage in supporting the social-
emotional needs of CYP with DCD. Indeed, P3 claimed that, “as OTs we 've got such a great
skill set...I think we need to stop shying away from just saying we can’t do that because it’s not
in our service spec and instead saying to whoever ‘look what we could do’ and look at the
potential outcomes...We'’ve got to be savvy and promote what we can.”

OT provision has potential for positive impact on the social-emotional needs of CYP with
DCD through making intelligent use of available research evidence. One example was provided
by P3, who noted that “loads of these kids end up in mental health services, they end up in
youth offending services, they end up on the unemployment list you know all those things that
are actually going to cost society a fortune and there is some research that backs that up and
it’s about us being really clever with that and using it and shouting about it a bit more with
commissioners because I don’t think we re very good at that part.” In addition to using research
data to demonstrate funding needs to commissioners for supporting early intervention for CYP
with DCD, OTs could easily capture patient narrative as further essential evidence of the lived
experience and impact of DCD. P7 gave the example of “the lead of patients voice [who is]
using digital storytelling software where you don’t even need like a camera man or anything
its basically just like a PowerPoint and then you just speak over it which is a cheap way that
any of us could [capture patient experience].”

Theme 3: Structure of public sector services

Social-emotional outcomes of CYP with DCD seem to depend upon various factors, many
of which are outside the control of individual therapists/teams. One such factor appears to be
the structure and funding of public sector services, with private sector services having more

autonomy regarding the OT scope of practice.



Subtheme 1: As compared to private services

Provision for those who can access private OT services highlighted what is missed by those
who cannot in terms of meeting social-emotional needs. P4, who works in private practice,
noted that, “one of my colleagues...[is]...also qualified to...offer different programmes,
loneliness, enhancement...” Although participants working in the public sector indicated that
this type of freedom to apply fundamental clinical reasoning strategies for addressing the social-
emotional needs of CYP with DCD was not always available to them, P3 suggested that “we
need to stop being restrictive of what we offer cause we re all so protective ‘we can’t do that,
cause we haven’t got the money to do that, we haven’t got the time to do that’ but instead we
could promote what we can do.”
Subtheme 2: Impacts of cost efficiency and inconsistency

Despite providing statutory services across all four UK countries, DCD service availability
and provision within the NHS is inconsistent across different geographical areas. Service
restructuring and cost efficiency requirements have resulted in the cessation of some
interventions, as highlighted by an exchange between P6: “we used to do self-esteem groups,
didn’t we?” and PS5, “(nods) yeah, all those sorts of groups and things but we don’t have that
capacity to do that now.” OT services are required to make cost savings that lead to reduced
resources, and a need to refine the OT role and scope of interventions available. P6 mused that,
“every year in the NHS you have to make a little cost savings, I don’t know how [’'m going to
keep making cost savings cause I'm sure we've all costed ourselves out.” A comment made by
P3, “Wouldn 't it be nice if you could be holistic OTs? ” emphasised the perception that the NHS
does not genuinely support holistic practice, and that services are organised in silos around
physical and mental health needs. This may lead to piecemeal and disconnected services
causing negative impacts for CYP; according to P5, “Sometimes, by the time we see the children
they 've been assessed by everybody, and it’s like ‘oh, another assessment.”

Support for the social-emotional needs of CYP with DCD is often sought by schools via
other services because NHS services are not addressing these needs. According to P6, “now

there’s this new programme called XX that schools are having, sending people on training and



that’s all about sort of like helping children with self-esteem issues.” However, participants
raised questions about the quality of these offers. For example, P1 said, “it’s very hit and miss
though because 1 find sometimes the training is delivered by teachers that might have had
special interest and maybe that extra training and sometimes its reluctantly delivered by
teachers that have been told that they have to do it because it’s now part of what the school has
to offer.”

Subtheme 3: Schools

Perceptions specific to the school environment were noted in relation to public sector
services addressing social-emotional needs of CYP with DCD. These included a sense that,
although schools do recognise social and emotional needs and may seek external support, they
do not necessarily focus upon these issues in terms of child achievement, but rather tend to
focus upon academic results. According to P4, “/schools] want kids to be getting C and above
and really, as long they re getting C and above that’s what they re monitoring isn’t it?” P3
highlighted that comparing children to peers using standardized testing approaches may prevent
children from having the positive experiences of reaching their own full potential, stating that
“they compare everybody to their peers, how about that child’s ability, their own potential?...I
had one kid who was getting Bs in his A levels. He said I'm getting B’s but I should be getting
A*”

Standardized assessment is founded on the premise of pre-defined levels of achievement at
certain ages. This may miss the identification of chronological achievement and skill mastery,
leading to rigid approaches when supporting CYP with DCD, as highlighted by
P1: “education...doesn’t work from a developmental approach, they work from a learning
objective curriculum approach.” Furthermore, it was felt that — rather than pursue early
intervention which may ameliorate later social-emotional impacts — “there is very much a ‘wait
and see’ attitude in the world of schools...I work in private practice so I'm fortunate to [see]
parents that are a bit more proactive...and the ones who sort of say ‘oh well school said ‘wait
and see’ but we weren’t sure’” (P1).

Discussion and Implications



This qualitative study explored OTs’ perceptions of supporting the social-emotional needs
of CYP with DCD, with a range of implications for OT practice. The first theme (Jack of all
trades...but not a master of this one) suggests that OTs working with this population do consider
social-emotional factors, yet these achievements appear to be almost ‘accidental’, with lack of
explicit social-emotional goal setting and outcome measurement. It is encouraging that the
relationship between occupational competence, attainment of occupational potential (Wicks,
2005) and social-emotional development in childhood (Karras et al., 2019) is recognised, while
simultaneously concerning that these aspects of a child’s ‘being’ appear to be frequently
separated out from more ‘formal’ OT goals in other areas of occupation. OTs working with this
population are confident in setting functional motor-based goals, yet goals explicitly focusing
on social-emotional wellbeing appear to be infrequent with gains in this realm viewed as
welcome by-products.

The OT profession espouses holism as a core value (Pentland et al., 2018), and the
foundation for this seemingly reductionist approach is not clear. It is possible that — despite
being fully aware of what support should be offered to achieve holistic provision — OTs feel
hindered in doing so by the structures in which they work, particularly for those who work
within the NHS (e.g. theme 1, subtheme 2). Alternatively, this finding may be explained by
therapists doubting their competency in addressing social-emotional needs of CYP with DCD
due to perceived lack of knowledge and training, or issues of role definition (‘this is not in my
remit’).

The seemingly contradictory findings of the first two themes may be explained by
therapeutic confidence to prevent secondary difficulties as opposed to knowing how to treat
those which have already developed. Participants seemed to express greater confidence to
address broad well-being needs rather than specific, client-centred, social-emotional OT goals.
This dichotomy appears to be underpinned by potentially contradictory professional
requirements. Our codes of practice mandate us to work within the scope of our competency
(RCOT, 2021:p24), however - when considering the professional instruction to adopt principles

of holism (Pentland et al., 2018) - tension is created. Despite being supported by the



foundational literature of our profession (AOTA, 2014; Pentland et al., 2018), it is of concern
that the therapeutic confidence of OTs does not seem to be high enough to confidently claim
ownership of this aspect of participation and function as part of the profession’s scope of
practice with this client group.

The tension created between the imperative for holistic practice, with the apparent lack of
ownership of the social-emotional practice dimension with this clinical population, may relate
to the ‘Structure of Public Sector Health Services’ theme. In England, physical and mental
health needs are provided for through distinct clinical services with significant implications. In
2016, a King’s Fund commissioned report identified "particular fragmentation between support
for physical and mental health — a finding that is perhaps unsurprising given the institutional
separation of mental and physical health care in England" (Naylor et al., 2016:15-16). This
creates barriers to integrated OT provision, and may prevent the development of advanced
clinical skills in this area. However, there is increasing evidence highlighting that the social-
emotional needs of CYP with DCD should not be ignored (e.g.Chung 2018; Draghi et al., 2019;
Karras et al 2019), with core OT policies emphasising the imperative for integration of physical
and mental health (RCOT, 2020) thus raising ethical concerns for OT practitioners.
Additionally, the ethical concern highlighted by Dunford and Richards in 2003, that ‘children
with DCD are doubly disadvantaged by having to compete for OT services against other
children with apparently more severe disabilities” may still be the case today.

The influence of service setting on holistic OT was further highlighted by findings that
practitioners in private practice appear able to offer more integrated services. This suggests a
two-tiered health system, where CYP whose families can afford to pay privately may access
more holistic OT, as highlighted for example by a private practitioner participant who described
their ability to undertake a broad range of assessment if deemed necessary, while those working
in the NHS described commissioned service constraints. Potentially, this is also due to more
opportunities for privately practicing OTs to prioritise continuing professional learning in this

regard (Durocher et al., 2016).



Not only did the study findings demonstrate differences between statutory and private
provision, considerations around participants’ perceptions of service provision within the
schools also came to the fore. This revealed participants’ perceptions that stigma related to
DCD, and the experiences of comparing children to other children (as opposed to comparing to
themselves and their own potential [Wicks, 2005]) is particularly strong in the school
environment. Lower self-efficacy has been identified in adolescents with DCD in environments
where performance is measured against expected standards (Chung, 2018; Payne and Ward,
2020), and this study lends further support to these findings. Considering this, it is encouraging
to note UK practice developments in recent years which have seen increasing shifts towards
school-based OT practice, including the setting up of a sub-group for this within the RCOT
CYP and families specialist section.

Despite the challenges identified in addressing the social-emotional needs of CYP with
DCD, with a recent review of intervention effectiveness finding little evidence to guide clinical
OT interventions to improve participation outcomes (compared to activity performance)
(O’Dea et al., 2020), the focus group highlighted achievable changes that could be made. For
example — considering the wider impacts of DCD across family members (Cleaton et al., 2019)
— initiatives such as support groups for fathers/grandparents could be developed. The focus
group experience led to sharing of practical ideas between participants, with the ‘we’ve made
some progress’ sub-theme highlighting a broad range of good practice.

At the end of the event, participants collaboratively reflected upon their learning and shared
ideas for practice (Appendix A). This exercise revealed ideas closely aligned with the study
findings and suggest practical strategies that might feasibly be adopted by OTs working with
CYP with DCD as well as further areas of work for future research. Examples of
recommendations included facilitating networking opportunities between different NHS
service strands, linking more effectively with and between parents, and working with service
commissioners to facilitate joint funding and integrated pathways. Enhancing the skills,
knowledge and confidence of paediatric OTs to explicitly address this population’s varied needs

regardless of therapeutic context is an important recommendation from this study. Furthermore,



education providers should consider how OTs learn practical skills for applying principles of
holism in practice regardless of clinical population, specifically in terms of bridging between
physical health and components of social-emotional wellbeing (Naylor et al., 2016).

There were several limitations to this study. The length of focus group questions may have
resulted in lack of clarity, however, this was ameliorated by providing copies of the questions
to be viewed by focus group members during the discussions. Lack of a sufficiently clear
operational definition of social-emotional well-being may have constituted an additional
limitation, with participants using varied terms interchangeably (for example, ‘mental health’
was repeatedly used). While an overview of current research in the field was presented to
participants prior to the focus group, this interchangeability of terms suggests even greater need
for professional clarity around this emerging body of knowledge. Finally, pragmatism resulted
in the inclusion of study participants who were only from England and only five counties were
represented. While these counties represented a geographical spread encompassing the West,
East and South of England, it would have been recommended to include participants from the
North of England, as well as other areas of the UK.

Conclusion

OTs working with CYP with DCD do not seem to identify explicit social-emotional therapy
goals, with clear monitoring and outcome measurement, despite the ubiquitous impacts of the
CYP’s difficulties across more than just the functional motor domain. Health services are not
sufficiently integrated, such that by the time social-emotional difficulties are identified, they
have often become the primary concern. Meanwhile, OTs continue to focus on supporting
functional motor concerns, in settings that are not geared to supporting social-emotional ones.
This raises concerns as to whether OTs working in this field are being enabled to stay true to
their core values of holism, as well as concerns related to being evidence-based practitioners in
light of growing evidence regarding the social-emotional risks to this population.

Key Findings
e OTs supporting CYP with DCD understand the social-emotional risks, yet social-

emotional therapy goal setting is insufficiently explicit



e Holistic service provision is impeded by institutional separation of mental and physical
health
What the Study has Added
OTs working with CYP with DCD are aware of the evidence regarding the social-emotional
risks to this population, however, structural service constraints may be hindering them from

implementing professional values of holism and evidence-based practice.
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