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Chapter 1: Abstract
1.1
Introduction to Rebound Therapy
Children with various motor disabilities and conditions such as Cerebral Palsy (CP), attending Conductive Education (CE) services have the opportunity to undergo alternative types of interventions. One such intervention is Rebound Therapy developed by Eddy Anderson in 1972. Rebound Therapy takes place on a trampoline with a Rebound Therapy practitioner and learner in order to develop themselves and learn different skills. Anyone with physical or cognitive impairments is a suitable candidate for this intervention. This specialist and unique approach on the trampoline can develop new movement skills for the individuals (Rebound Therapy Organisation 2016).
People with various motor disorders can attend not only CE but also Rebound Therapy. This study explores whether there are opportunities for Rebound Therapy to be considered within the practise of CE. The research questions have been drawn from articles, which outline the practise and benefits of Rebound Therapy. This research project aims to explore whether there are similarities between these two interventions, and whether there is a possibility to create a place for Rebound Therapy within CE.
This study has both a qualitative and quantitative approach to data collection and analysis and the research questions were designed with this in mind in order to establish whether Rebound Therapy has a positive outcome. These include conducting a case study on one individual, interviews with two Conductors (Conductive Education professionals) and one parent, observations and questionnaires. The Parents of the child, who attend, both CE and Rebound Therapy complete the questionnaires.
Chapter 2: Justification
2.1
Reasons for Undertaking this Study
My background is in the fitness industry, I have worked in this for over ten years, and both anatomy and physiology interest me. I was introduced to Conductive Education (CE) five years ago and was fascinated by the approach. At the time, I was working in a leisure centre where children came for Rebound Therapy. These children also accessed CE and this sparked my interest in the approach. After completing 3 years work as a CE assistant, I decided to enrol on the degree course to further develop my knowledge of CE. Within my experience of CE I have seen the groups that I work in become more complex and seen individuals with increasingly profound learning difficulties. Working with these groups has highlighted that they may benefit from more input, and the use of different techniques to complement their experience in CE.
I qualified as a Rebound Therapy practitioner four years ago and during the half term holidays; I worked as part of a fun club team. These holiday clubs were held in a leisure centre that had trampolines. The children could use these in order to access Rebound Therapy. Children who attended CE and other children from our local area with a very wide range of conditions attended the Rebound Therapy sessions. During my four-year’s experience in Rebound Therapy, I have observed a significant number of positive effects on the children who attended both interventions. These positive effects varied greatly from, increased weight bearing to just a few seconds of eye contact. Having talked about Rebound to my Conductor colleagues, one Conductor in particular had noticed a difference in one group that had attended for Rebound Therapy. Another Conductor asked to join me over a two-week period to see the effects of this Therapy. This Conductor also noticed a positive impact on the children who came to CE after attending Rebound. It was from these observations, I considered that Rebound may have a place in CE, and that Rebound could perhaps be utilised before their CE session starts, to relax muscles, or to give a sensory input, and for calming hyperactive children.
My aim in this research is to examine CE and to see if Rebound Therapy could be an aid, and how the two might be linked together, by looking for similarities between them.
Chapter 3: Research Questions
1. What is Rebound Therapy? 

2. What are the similarities and differences between both interventions?
3. What is the impact of Rebound Therapy on the child and how might this impact on CE practise?
Chapter 4: Literature Review
4.1
Introduction
Rebound Therapy is a programme of movement involving a Rebound Therapy practitioner and an individual participating on a trampoline. Rebound Therapy was developed by Eddy Anderson who was a head teacher at a special needs school. He believed that the simple movement of bouncing on the trampoline enhanced the individual’s spatial awareness (Smith and Cook, 2007).
Rebound is considered to enhance individuals in many different ways. Esslemont (2011) describes Rebound as building confidence and self-esteem, giving a form of exercise, providing an environment which can help improve balance and co-ordinations, muscle tone, weight bearing, promote posture and to gain problem solving skills. Rebound is recognised as both a social and fun experience, which can develop an individual’s communication skills. Rebound Therapy uses a grading system in order to identify aims to the learner to help progress them further (Esslemont, 2011).
Conductive Education provides a holistic approach and looks at the individual’s development, using a highly structured pedagocal group led approach. Conductors lead individuals to develop their social interaction, become more active as part of a group and examines the whole personality in their practise. Tatlow (2005) describes that Conductors will give different experiences to enable individuals to develop movement and learn skills to be active, successful and achieve their goals.
The Conductor greatly influences the learner. They vocally or manually facilitate and motivate the learner, to move forward and achieve their set aims. As the learner’s skills develop, it is crucial to reduce the level of facilitation and this gives the opportunity for further improvements (Tatlow, 2005). In CE, part of the goal is to develop motor learning. Brown & Mikula-Toth (1997) explains that an individual should understand that they are capable of learning motor control and developing their level of skill.
The learnt movements may be applied to everyday situations. By both Rebound Therapy and CE. Millar (2007), mentions that Rebound Therapy has a wide range of benefits and can be used across a range of motor disorders and other conditions, which is mirrored by Brown & Mikula-Toth (1997) adding that CE is beneficial in multiple areas to individuals with a wide range of neurological conditions.
4.2
Equipment
In Conductive Education wooden furniture is used, one of the main pieces is a slatted bed/table called a plinth. Individuals with motor disorders can benefit by using this. Tatlow (2005) describes the rectangular plinth as a multi-purpose piece of equipment that has specific use for mastering body movements. This gives the individuals the opportunities to learn to, grasp and release, pull themselves up the plinth and to lay in the middle, thus learning symmetry of their body control and isolation of movement. Brown & Mikula-Toth (1997) explains that using the slats to hold on to enables individuals to achieve tasks in different positions and to learn how to fix their limbs.
With the trampoline in Rebound Therapy, being able to find the middle of the bed is also an important objective, and is regarded as important in developing body and spatial awareness and developing posture. Anderson (2016), states that, properties of the trampoline provide opportunities for individuals to enhance their movement patterns. Again, parallels could be drawn between the equipment with both approaches to enhance and guide individual’s development.
4.3
Facilitation of Movement
Within Rebound Therapy, movement on the trampoline can be facilitated by the bounce. This provides the therapist with the ability to work with individuals, without being too hands on, since the therapist can control the bounce from a short distance by transferring their own weight or increasing the bounce. This offers the individuals a chance to achieve the position, they have been asked to do, to maintain it with the steady bounce and to feel a sense of independence (Roberts, 2006).
Depending on the type of motor disorder, individuals may need more therapists around them. For example, one therapist may stand at the end of the trampoline maintaining the bounce. In order not to disturb the distribution of weight, or to negatively influence balance, the other therapists sit with the individual providing support to help them to keep the position. Eventually, with observation, facilitation can be reduced once the individuals feel able to achieve it themselves. This then gives the individual potential for initiating movement themselves (El-Aziz, 2014).
Nabavi (2013), explains that facilitation can influence movement from a distance which can help individuals to achieve their position without realising they are still being helped. This demonstrates the secondary effect that regular participation in Rebound can result in increased motivation, self-confidence and promote social interaction.
In CE, facilitation has many different elements. It involves a wide variety of manual, psychological and non-manual methods. The amount of facilitation needed will also vary greatly. The Conductors will use their observations to determine what and how much physiological facilitation is needed (Tatlow, 2005). All the variety and amounts of physiological facilitation are important. Facilitation starts with the Conductor stating the task, giving prevention and a demonstration of what the task is, to start the rhythm and count for the task to begin. 

Individuals however need to understand what is being required of them and to initiate the movement. This is where the manual facilitation may arise, if the individual starts the movement, but is not able to carry the movement through. Guidance may be needed from the Conductor, once the facilitation has been identified and implemented for the task. Tatlow (1990) explains, Conductors will assess the effectiveness of the task to evaluate the individuals learning outcome. Similarities between both interventions are noted, as both interventions prompt independent movement with the guidance of facilitation.
4.4
Use of Rhythm
In Rebound Therapy, the rhythm of the bounce or jump led by the therapist is very important. According to N.A.S.A. (1981), the bounce can have an effect on muscle tone and reduce tone disorders with rhythmical bouncing. This can overload muscles in order to reduce spasticity. The trampoline bed made from elastic fibres can provide a sensory input to the individual’s skin that can be stimulated by the feel of the texture.
Depending on the condition, muscles can be relaxed with the constant and steady rhythm of bouncing, this maybe a gentle or vigorous bounce, depending on the individual. Smith and Cook (2007), suggest it has been observed that with the correct rhythmical application of bounce, being vigorous can increase muscle tone and enhance a good position, and gentle can reduce tone and provide relaxation.
Graham (2006) considers that the rhythm can have an impact on improving muscle tone, balance, movement, body awareness and functional skills. Having different positions to maintain on the trampoline gives individuals who have proprioception problems a chance to develop in this area. The rhythm of the bounce and movement, can thus improve body awareness. Roberts (2006) discusses that Rebound can improve body image and proprioception skills. The movement and impact on individual joints that is experienced with a rhythmical bounce move can also improve hand-eye co-ordination. Impact on the joints can help individuals to isolate their limbs in movement.
The trampoline can be used to encourage an individual to learn or develop their protective and saving reactions. Rhythmical movement, in which different parts of the body move in a repetitive form, can give co-ordination of limb movements (Behesti, 1994). Increasing the bounce will also help with the individuals cardiovascular system, giving a source of stimulation. Millar (2007) suggests, Rebound Therapy provides the opportunity for children with severe learning difficulties to experience exercise activities.
Rhythm is an integrated element of CE. It creates a motivational group, getting the group to work together, which influences both the group’s mood and enhances movement. Depending on the conditions in the group, the rhythm will be different. Brown & Mikula-Toth (1997) explains having this unique tool, rhythm gives the group and individuals time to achieve the task given. Slowski (1998) explains, the rhythm is a powerful tool and that it adds a special quality to the system. Rhythm links the task and movement into one, therefore enabling the task to flow smoothly.
Conductors encourage individuals to create controlled movements by giving them the rhythm to move to. This can be achieved by singing, counting or dynamic speech. Depending on the level of the group and conditions this will determine, the tempo, tone of voice and intonation (Brown & Mikula-Toth, 1997). The tempo will need to allow enough time for the task to be completed, with both the instruction and intention included. Tone also goes back to symptoms, spasticity, involuntary movements and initiation of movements. Sutton (2000) explains that rhythm helps develop an individual to co-ordinate their tasks in time and space.
Having a constant bounce in Rebound Therapy serves the same purpose as the count or the song in CE. Both maintain a constant rhythm allowing sufficient time for the task to be completed.
4.5
Tasks
Both CE and Rebound Therapy, have sets of task that provide aims to work to and show achievement. CE has the task series developed by the Conductor on an individual basis so that each individual can see success and gain a feeling of achievement and success. Rebound has the training tool, the Huddersfield Functional Index which unlike the CE task series is not tailored to the individual but is a target of pre-set goals to achieve. This is a system for measuring and recording the results from a Rebound session. This system provides the award programmes for Rebound that covers all levels of ability for gymnastics, mainstream and for people with special needs. ReboundTherapy.org (2016) explains that Rebound gives a safe, structured and progressive development of the individual.
The Task series in CE is a well thought through framework of practical material to learn and practise. The Conductor has to design and structure the daily programme, providing the individual with learning techniques and developing necessary skills (Tatlow, 2005). Tasks and movements in the task series are built around careful and detailed observations. Conductors have theoretical and practical knowledge of the various conditions of Cerebral Palsy (Slowski, 1998) which contributes greatly to their ability to observe and set appropriate tasks.
Task series reflect what the Conductor strives to achieve (Levitt, 2010). Tasks such as, practising to abduct the lower limbs in all positions, and lifting the extended legs. Additionally, practising bending the knees, learning to sit, stand up whilst keeping the heels down, learning to keep their knees apart whilst standing, and to practise weight bearing through their heels, drawing the hips gently forward, to enhance their posture and balance. It is important to practise these movements frequently to develop their spatial and proprioceptive experiences (Tatlow, 2005).
When the group is participating in the task series, members are learning to control their movements, developing skills to achieve their set goals, moving gradually through each stage of the tasks. Tasks should be revised on an on-going basis. When an improvement has been achieved and practised sufficiently the individual moves towards the next stage. It is important to note down, once each aim has been achieved. Each task must be set at the right level for the individual, to prevent unnecessary experience of failure (Tatlow, 2005).
It is essential to work continuously towards keeping the individuals motivation level as high as possible. According to Slowski (1998), the Conductor describes and demonstrates the task as well as uses various differentiations when needed, making sure that everyone has the chance to achieve regardless of their level of skills.
Differentiations of tasks can be performed by providing guidance for prevention before the execution of the tasks, in order to facilitate the best possible way of carrying out those tasks. During and at the end of executing the tasks the Conductor encourages the group, giving personalised, constructive and positive feedback. Each group have a task series to follow with generic, specified, and highly detailed aims, set by the Conductor, based on conductive observations, this enables Conductor to set goals on an individual level. Brown & Mikula-Toth (1997), suggests, conduction led by the Conductor can greatly help the individual gain confidence and safety by all possible means to reach their set aim.

Rebound is assessed by using The Huddersfield Functional Index, (Appendix 4) with two grades. We will be looking at grade one which has five sections A – E. Each of these five sections, have sub sections of tasks, with a total of twenty eight tasks. At the start of the grades, tasks are set at a basic level. For example, task one lying or sitting on a soft object e.g. a beanbag. Then, task two, enjoying being bounced whilst lying or sitting on the beanbag. Each section develops, by achieving different positions and movements, and suggests that the minimum requirements to complete the grade, is two tasks. These are achieved with or without facilitation. Like CE, the tasks are gradually built up, seeing the individual learn and develop. The teacher is able to identify where to progress to and develop in certain areas if needed. N.A.S.A. (1981), states that the level of the individual’s skill depends on their condition, but it has also seen that individuals with multiple, complex-learning difficulties can quickly progress and excel.
Both interventions, cover and give different experiences in movement, isolation of limbs, anticipate cause and effect, and help maintain eye contact. All of these help develop the individual in some way.
4.6
The Learning Environment
Rebound has been seen to have an impact on individual learning, using methods such as national curriculum. N.A.S.A. (1981), conducted a study that used the bounce to teach an individual to learn to count, the times tables and even the alphabet by repeating it on every bounce. Learning communication skills was also examined, using objects of reference and visual aids. Roberts (2006) states, that it was a path to communication, when an individual started to give eye contact, vocalise, or make a sound, during the bounce. It was also observed that the individual took a spontaneous intake of breath.
Asking an individual to initiate the bounce, could show if they understand instructions when asked, linking the concepts of movement and language, and taking control of their movement. Roberts (2006), describes that being on the trampoline can also develop body awareness, spatial awareness, proprioception and sensory awareness. This can challenge an individual depending on their condition to listen to the task and respond to it. Rebound is seen as an activity that promotes fun, social interaction and aims to encourage development in communication and problem solving, (Farrow, 1995).
In CE, the Conductors sets the room out to give positive experiences, well planned out it will provide motivation to practise skills that they have learnt. With direct learning, the individual can interact with the environment. This can be done by trial and error, with observation, and active play to enhance the individuals experiences (Farrow, 1995). Creating the right learning environment for both interventions enables development of skills in communication social development and working together.
4.7
Self Development

A Rebound session can give an individual or group a sense of achievement, be it in life skills, motor learning, social, communication or sensory and cognitive development. The trampoline gives a feeling of weightlessness, which is hard to achieve, in other interventions. It gives energy to any movement and gives the individual motivation and emotion on achieving their goal, building their confidence, self-esteem and independence. Millar (2007), explains that Rebound provides, an enjoyable method of exercise and that it gives independent movement and a feeling of freedom, and develops life skills and personalities.
CE provides self-development referred to as orthofunction and is the main aim in CE. The Conductor has the knowledge of the group and the level they are at. The Conductor can guide them through a positive experience in a safe environment which will help them problem solve and give them the tools to succeed in their everyday life. Slowski (1998), explains that in human nature, we are constantly changing from experiences had, which develops skills for new experiences causing changes in personalities.
4.8
Conclusion
Considering the key elements of both CE and Rebound Therapy with specific examination of literature from both approaches, it can be seen there may be a cross over with elements in each approach which link. Rebound Therapy has shown a range of different aspects, in developing communication, sensory input, body control and developing relationships. It also shows that it is a fun experience and providing the right environment to promote achievement. Both CE and Rebound Therapy have a positive impact on body control, balance and dynamic balance and helps improve function of movements and promotes a positive relationship between child and adult, showing an overall positive impact.
The two interventions have similarities between them. Both are a dynamic system in a structured and controlled environment, both aim to develop motor skills and to develop problem solving. This facilitates social interactions and communication skills between child and adult, which is recognised and identified as being important, especially in the development of individual personalities. These similarities support an argument that there is potential for Rebound Therapy to develop further and that it may have a place within a CE setting. Rebound Therapy may be used as part of a therapy programme adding to existing interventions and not in isolation (Smith and Cook, 2007).
Chapter 5: Methodology
5.1
Research

Research is carried out to develop further theories and knowledge, and to continue the gathering of new information on the topic. Basit (2010) explains that research is about producing new theories or developing on existing theories. This mixed methods study has both a qualitative and quantitative approach to data collection and analysis. These include conducting a case study on one individual, interviews with two Conductors and one parent, observations and questionnaires. Denscombe (2010) explains that methods can take shape in a form of words and visuals, including interviews, case studies, theory and observations, giving a broad approach.

Mixed methods have three features. Firstly, the use of qualitative data can give in-depth answers to questions, collects evidence that helps present results and findings, delivered in a social context, this combining experiences, opinions, emotions, behaviours and beliefs. Bell (1993), explains that once the results have been analysed, they may show a different outcome to what was expected or hypothesised. This in turn may provide the opportunity for further research.
Secondly, quantitative data is based on figures that can be collated through methods such as questionnaires. Bell (1993) explains that data can be presented clearly, like in this project, as pie charts and graphs. The pie charts are easy to understand and are kept simple and clear. Denscombe (2010) describes pie charts as segmented, are visually clear, and draw the eye to particular parts of the data. The graphs are a simple form in which to present the data and should show the most popular results by organizing and displaying the information. This may help identify associations (Basit, 2010).
Thirdly, the combining of all methods gives triangulation and gives the project an overall picture. Denscombe (2010) explains that giving different opinions and looking at the information from different angles having mixed method shows a better understanding of the varied forms of data. This discusses that using a single method will not cover all aspects and may not give a valid outcome. Denscombe (2010) explains using qualitative and quantitative methods gives the researcher the opportunity to cross the information over, mix the data, and give an outcome using the results to give validity to the project. The information gathered then supports the literature, research questions and the reliability of the project that was researched on neutral grounds (Basit, 2010).
In the project the methods used were to gain information, collect data, to re-enforce the questions asked (Chapter 3), and obtain more evidence to give solid data on the literature review.
5.2
Questionnaires

This method is a way of collecting data. Questionnaires are designed carefully and structured in the way they are worded in order to obtain the right information. They need to be piloted before being administrated. The researcher did a pilot on a peer group that had no relevance to this project and no link with the participants who would be in this research. The response was positive and constructive feedback, It was suggested that some questions needed to be explained more and to put them in an order to build up a beginning, middle and an end. Basit (2010), describes that questionnaires are useful in collecting data to convert easily into figures. Before the questionnaires could go out, an ethics form was declared for permission and a gate keepers letter (Appendix 1) to the place in which the research was taking place.
The questionnaire needs to have relevance to the project. The Education of Duel Sensory Impaired Children (2016) explains the importance of recognising and developing ability linked with the project from which the questions are designed to get the information. Consideration was therefore given to support what was being discussed in this project, and that each question will link to the next question and therefore building up a solid ground of evidence, even if the results come out differently to what is anticipated. The researcher who provides the questionnaire must know if the question asked are to do with their opinions or are they factual (Denscombe, 2010).
The questionnaire (Appendix.2.) designed for this project was to assess if there was a place for Rebound Therapy within CE. Eight questionnaires were handed out to parents at their Children’s CE centre. The parents that were chosen for this research were those whose children attended both interventions. The questionnaire contained ten questions that linked to the project, which started with a closed question “yes or no” to progress to open questions to gain more in depth data and opinions. It was simply designed by keeping the question short and straightforward.
The first question asked for a “yes or no” response to achieve factual answers, this was followed on by finding out background information on their children, which condition were they diagnosed with and did they attend any other interventions. This then progressed to the end questions with the parents opinions, if they noticed a difference with their child attending Rebound, if they did, then in what area, and if they “strongly agree to strongly disagree” if they would like their children to have access to Rebound Therapy CE. Denscombe (2010) describes that the order of the question should start straightforward and then move into more depth. This will give a greater chance in achieving the results. On this project, “words” are used to give the options to the answers to questions to give a clear view of what is expected instead of “number”, as numbers can be misleading. Survey Monkey ( 2016) explains that using numbers can be confusing as people don’t always know which end of the scale is “positive to negative” or “good to bad”. Having this method made it easier to display the data produced.
5.3
Interviews and case study
Interviews aim to provide factual and more in-depth information about this project. Interviews are on a personal level and can bring out different outcomes for results (Valenzuela and Shrivastava, 2016). In this project, three people were involved in this process. They were chosen to give different perspectives of the project. The type of interviews that took place were conversational and on neutral ground which kept the interview informal.
The first interview that took place was with a parent, the parent also filled in a questionnaire and is the parent of the child that the case study took place on. This was to find out more of what the parent thought and what feelings the parent had, knowing that the parent had an overall knowledge of both interventions, and having an equal balance of knowledge. The questions asked in the interview had similarities to the questionnaire. This was done in order to maintain a link, but would also obtain a more in-depth understanding about the parents view on whether Rebound has had an effect on the child. Denscombe (2010) explains that interviews can support evidence and views that are being discussed by the researcher.
Two senior Conductors were interviewed (Appendix 3), Conductor 1 has over ten years experience in CE, has had no experience of Rebound, and has only some knowledge through what has been discussed in a CE session. Conductor 1 was chosen, as there was a need to see the impact of Rebound with an individual who then attended CE after to observe any changes in the individual from a perspective that was not biased towards Rebound (Appendix 5). Conductor 1 did observe a positive impact on the individual’s physical abilities. In the interview, this was discussed in more detail since having an opinion from a Conductor was important for the research project. The questions asked still linked to the questionnaire. The purpose of the interview with the Conductor was to see how the perspective of the Conductor and parent differed.
Conductor 2 has had experience in Rebound and observed the same individuals, which Conductor 1 discusses. Conductor 2 gives a very detailed interview. She links Rebound and CE together and links, the tasks, rhythm, environment, and other aspects. She discusses the similarities of both interventions and gives opinions that individuals attending these interventions need more than one type of intervention. Conductor 2 goes through the physical and psychological effects. In this interview, all questions link back to all the others, but having a greater knowledge of the effects of Rebound, Conductor 2 has observed many different outcomes. Having questionnaires followed by interviews gives a more solid foundation on the information gathered. Family Health (2016), suggests that qualitative research is able to provide more of an in-depth description of how peoples experiences have affected a project.
Case studies are another method of finding more in depth information, for the research. Studies can be in a group or a single person. The aim of a case study is to learn and have a better understanding in a real life situation. Showing an account of individuals in a setting, showing experiences, opinions, and emotions (Basit, 2010). This can be a versatile method as it generates information, observation, learning from it, and building theory from this approach to support findings in this project.
The case study can give the opportunity for the researcher to focus on a certain aspect of their project to identify links to interviews and questionnaires (Bell, 1993). The child chosen for this case study was the child of the parent who was interviewed, and completed a questionnaire. The child has been in CE sessions with both Conductors, therefore supporting other information gathered in this project. In this case, the study explained information discussed in the literature review (Chapter 3) to show how the Rebound therapy Functional Index (Apendix.4) was performed, what the child could achieve and the impact it had. It also showed other observations and that Conductor 2 is present to witness the impact and see the similarities between both interventions.
5.4
Ethics
This gives the researcher the opportunity to carry out their research in a moral way and a good code of practice for their actions in the process of their research (Basit, 2010). Guidelines are put in place in order to protect all involved in this project. The participants were voluntary. All had consent forms, and where the interviews took place a gatekeeper letter (Appendix 1) was given to the person in charge. Cover letters were given out with the questionnaire (Appendix 2), explaining what the research was for. BERA (2011) explains, to have full respect to all who take part and take into consideration the ethics of sensitivity, fairness, identity, discrimination and prejudice.
Informed consent was discussed with all the participants taking part, giving full details of the project, and what was expected of them. With regards to openness and disclosure, it was explained that all data collected would be kept confidential, protecting their privacy and the researchers as well. Participants had the option to withdraw at any point, this was stated on the consent form.
Questionnaires were filled in when the parents arrived at the centre, (it was kept anonymous, where their child attends their CE session). The questionnaire only contained ten questions and they were structured and designed to get the answers required in a non- threatening and sensitive way. The questionnaires were in a plain envelope and handed personally to the parent and they were returned sealed to the researcher. The time to fill the questionnaire in would take less than fifteen minutes. There was a private room for the parent to sit in while they filled the forms in. The questionnaires were anonymous, so all the data that was collected from the questionnaires could not be traced back to the participant and would not be discussed further (Basit, 2010).
The interviews were conducted at the same centre in the private room, the interviews were recorded using a USB Flash Drive recorder and then transcribed into a document (Appendix 3). All participants were anonymous, and information was confidential. As a researcher in an interview environment, it was their duty to welcome the participant and to put them at ease. Basit (2010) describes that the researcher should be positive and create a calm environment and be appreciative of them participating. As the interview takes place, at no point should the researcher either agree of disagree or change the perception of the person being interviewed, and not to be biased in any way. The participant’s point of view is needed for the project, not the researchers.
The case study had to be discussed with the parent as the child was under eighteen years old and they were classed as a vulnerable young adult (BERA, 2011). The consent form had to be filled in from the parent (Appendix 4), giving the parent the right to withdraw, guaranteeing privacy and confidentiality, and that being a physical case study to note any harms and benefits that can occur during Rebound therapy. The tasks on the trampoline are relevant to what is being researched. Denscombe (2010) discusses, that case studies, should reflect the chosen project and have relevance to it
5.5
Conclusion

The researcher has identified how the data will be collected and the rationale for using these methods. By collecting and displaying data from different perspectives demonstrates triangulation. The data gathered gives a stable overview of the project and gives validity and reliability (Denscombe, 2010).
Chapter 6: Analysis
6.1
Introduction
Considering the discussion in the literature review, there is a likely connection between both interventions. Each component of both interventions could be broken down to demonstrate a link between the two thus suggesting that they complement each other. As this is a small-scale project, only eight participants were chosen to take part.

Having an overview of the benefits of Rebound Therapy together with the data that was collected from the questionnaires, interviews and case study will show whether a positive effect has been shown. Showing the evidence in a suitably, easy and clear way to be analysed and discussed (Bell 1993).
6.2
Question 1
Does your child attend Rebound Therapy?
The first question was to obtain confirmation from the parent or guardian that the child has attended Rebound Therapy. Without this confirmation, the rest of the questions asked would have had no value in this research. Answering yes to this question confirms that the child is a valid candidate for this research.
6.3
Question 2
How old is your child?
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Figure 1 Age Range of Children
The second question was to ascertain the age range of the children taking part. These age ranges were divided into three groups, 6 - 8 years, 9 – 11 years and 12 – 14 years. This was done since the sample was small and covering the full range of 6 – 14 years could potentially mean that every child could be in a different age group. It was considered, easier to illustrate to take a sample of the ages in groups of three years.
The researcher wanted to see if Rebound Therapy was beneficial over a range of ages and as the sample group was only eight this obviously meant that limits had to be placed on the range of ages. The youngest age was set at 6 years because this was the youngest age that is permitted under the terms of insurance for the Fun Club. This dictated the youngest limit for the research. With the small number involved in the research, 14 years seemed a reasonable age to be set for the upper limit. As suggested in the literature review, anyone with physical or cognitive impairments and from a young age is a suitable candidate for this intervention. (Rebound.org)

Figure 1 shows the how many children there were in each group
6.4
Question 3

What diagnosis has your child been given?

The researcher wanted to determine the variety of conditions that the individuals in the research project had been diagnosed with and if these conditions showed any benefit for the individuals taking part in Rebound Therapy in addition to attending CE. Question 9 asks questions on various types of improvement, and Question 10 asks would they like to continue with Rebound Therapy. The result of these answers would indicate whether Rebound has been successful as an aid to CE for the various conditions below.
The individuals were diagnosed with the following conditions

· Cerebral Palsy

· Spastic Quadriplegia

· Spastic Athetosis

· Spastic Diplegia

· Global Brain Disorder

· Global Brain Disorder, and Development Delay
· Cornelia de Lange syndrome

In the literature review, it is describe that Rebound is considered to enhance individuals in different ways (Esslemont, 2011).
6.5
Question 4

Are there other therapies that your child attends?
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Figure 2 Other Therapies Attended
The word “Therapies” was deliberatly used instead of the word “Intervensions” as it was thought that although it may not always be technically correct in all cases use of this word would be more easily understood and not cause confusion when answering this question.
There are many other interventions available besides the two that are the subject of this research that may also be beneficial to the individuals. This project presented an opportunity to see which other interventions, the individuals in this project also attended as these could possibly form the basis for a future research project.
A short list of these was created for the participants parents or guardians to choose from. The results can be seen in Figure 2. In the literature review, it was discussed that Rebound Therapy may be used as part of a therapy programme adding to existing intervention and not in isolation (Smith and Cook, 2007).
6.6
Question 5

How long has your child attended Rebound Therapy?
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Figure 3 Number of Years Attending Rebound

The researcher asked this question to ascertain if individuals once started with Rebound Therapy continued to attend Rebound over a sustained period or just for a short period of time.
As can be seen from figure 3, most had been attending for three years, which was the shortest period, any of subjects had attended. The others had attended for four and five years. This result was most encouraging since it implies that once started, individuals continue to attend Rebound Therapy.
The results in improvement shown later in this research project therefore shows the benefits that can be achieved over a sustained period.

This question links with Question 8.
6.7
Question 6

Why did you child attended Rebound Therapy?
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Figure 4 Reasons for Attending Rebound
With working in CE and as part of the fun club team, the researcher gave information to parents or guardians about Rebound therapy and explained what could be the potential benefits for their child attending. The majority of the children have come over three years, to both interventions, which is shown in the results in Question.5, Figure 3
Having first encouraged the parents or guardians to have their children to participate in Rebound Therapy it is important to ensure that they continue to attend to get full benefit of this Therapy. For that reason, the question was asked “Why did your Child Attend Rebound Therapy?”
It was encouraging to see that so many attended because it was fun, people will learn better and continue with a project if they find the experience enjoyable. Farrow (1995) explained that Rebound is seen as an activity that promotes fun, social interaction and aims to encourage development. An equal number said there was “Improved Movement” which showed a positive result.
Figure 4 shows the full results. Three were recommended by friends and it is good see that people thought highly enough of Rebound to make personal recommendations.
6.8
Question 7
Does you child attend Conductive Education?

This was asked for the same reasons as Question 1. As the research was investigating whether Rebound Therapy could be used in conjunction with CE, it was important to confirm that the individuals attend CE as well. Without this confirmation, the research would have been invalid.
6.9
Question 8
How long has your child attended Conductive Education?
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Figure 5 Number of Years Attending CE
This was asked to see how the number of years that the child had been attending Rebound (Question 5) compared with number of years they had been attending CE.

As can be seen from Figure 5 the minimum number of years that any of them had attended CE was five. While the maximum number of years any of them had attended Rebound was five (see Figure 3). This showed that Rebound had been added at a later stage in their development and would show an increased rate of improvement over the more recent years if Rebound has had a positive effect.
Question 9 looks at the effect that Rebound Therapy has had in different areas of their development.
6.10
Question 9

What was the impact on your child attending Rebound Therapy?

Movement and Physical Skills
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Figure 6 Movement and Physical Skills
Both CE and Rebound promote “Movement and Physical Skills” all of the parents said Rebound had a positive impact as is shown in Figure 6. The case study in Appendix.5 shows the benefit of using the rhythm of the bouncing for improving “Movement and Physical Skills” which is discussed in more detail in Chapter 7.
Communication
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Figure 7 Communication
The question of communication covers a wide area, for example, speech, gestures, eye contact and facial expression are a few of these. To investigate all the possible means of communication was too wide a field to cover in this research and may be an area for future research. So the question was asked in broadest form.
Figure 7 shows that the majority found that Rebound had no impact on communication though a smaller number did find that there was a positive impact.
Chapter 7 will discuss this further with the case study in Appendix 5
Social Interaction
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Figure 8 Social Interaction
In order to communicate with others it is necessary to interact with them socially and the response shown in Figure 8 indicates that Rebound has been successful in doing this. Eesslemont (2011) describes that Rebound Therapy is recognised as both important socially and a fun experience which can develop social interaction in a group setting.
Problem Solving
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Figure 9 Problem Solving
Like the question about communication, problem solving can refer to many types of problems for example how do I sit up straight? or how to add numbers together?. To go into such detail would involve a much more detailed and finely tuned research product.

Figure 9 shows that only two found that Rebound had a positive impact while six said it had no impact. This was a disappointing result as the quote from Farrow shown below indicates that a more positive result could have been expected. Farrow (1995) explains that Rebound is seen to be an activity that promotes fun, social interaction and to encourage development in communication and problem solving.
Self Development
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Figure 10 Self Development
Rebound Therapy aims to develop the individual as a person. The previous answers to the options given in Question 9 (What was the impact on your child attending Rebound Therapy?) all relate to how the individual has developed as a result of Rebound Therapy.
The previous results showed that nobody had reported a negative impact whilst other results showed a mixture of no impact or positive impact. Figure 10 shows that overall half of those thought there had been no impact while the other half thought there had been a positive impact.
6.11
Question 10

How much would you like your child to have access to Rebound Therapy.
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Figure 11 Would Like Access to Rebound Therapy
Figure 11 shows all the parents or guardians in the survey would like their children to continue to have access to Rebound Therapy even though only half of them had seen a positive impact on the children’s Self Development. It could be argued that as all those taking part agreed that that there had been a positive impact in the areas of “Movement and Physical Skills” and “Social Interaction” that these could be the reasons for wanting access to Rebound Therapy.

Chapter 7: Discussions 
In this chapter, the information collected from the interviews, the case study and the results of the questionnaires will be discussed, and how this information correlates with the literature review. The discussion will conclude, based on this research project, whether Rebound Therapy has an overall positive outcome and how this might influence CE practise and what further research is recommended.
7.1
Interviews

Parent Interview & Case Study
The parent interviewed, was the parent of child (K) in the case study (Appendix 5). The child chosen, K has attended Rebound for three years and CE for eleven (Appendix 3). K has been consistent in both interventions. Child K was not chosen due to her condition but at random since the researcher wanted to show a range of conditions that could benefit from Rebound and not pick out any particular condition. The various conditions are listed shown in 6.4 but are not linked to any child in this research.
In the interview, parent identified her condition as Athetoid Cerebral Palsy. (Appendix 3, Q 4) This information was only revealed after the questionnaire had been completed and K had been selected for the case study. The parent explains the benefits that the continuous movement therapy is what K needs. Doing this physical activity for a period, the parent said that Rebound has kept K fit and without it, may have affected muscle tone and well-being. K also enjoyed the social interaction and peer integration. Section 6.10. (figure 8). Appendix.5 showed other benefits highlighted from her case study, during her Rebound session K maintained a better sitting position and head control, which was her aim. Child K benefited from a vigorous bounce on the trampoline , to keep her position maintained.
The impact of Child K on the trampoline was demonstrated by the family stating they have the confidence to use their own trampoline and that it has enhanced interactions with K and their siblings. Esslemont (2011) describes that Rebound Therapy is recognised as both important socially and a fun experience which can develop social interaction in a group setting. This also links back to section 6.7 question 6.

The other individuals observed in the case study were child A and H. Child A whose aim was to maintain a good position in sitting and to actively move his arm down to maintain sitting. Child H was developing her communication skills by using sign language to sign for “more”. The results in section 6.10 (Figure 7 Communication) showed five said no impact, three said yes. The observation, which the researcher had witnessed, is an individual using sign language for the word “more” for more bouncing. It was noted that Roberts (2006), explains that it was a path to communication, as an individual started to give eye contact, vocalise, or make a sound with the bounce.
When question 6 (Appendix 3) was asked “If rebound was within a CE setting, and how valuable would it be” the parents gave a positive response that Rebound could work alongside CE and may give extra benefits. See section 6.10. Figure 11.
Conductor Interview 
Both Senior Conductor interviews had more in-depth information. They have both had a lot of experience in CE and other interventions. They were chosen as, Conductor 1 had little to no knowledge of Rebound and would only see the impact after a Rebound session, whilst Conductor 2 had knowledge and had spent time in Rebound sessions to give an overall opinion about Rebound Therapy keeping the information valid and reliable.
Conductor 1 & 2 interview 

 Conductor 1 (Appendix 3) qualified as a Conductor and a teacher fourteen years ago. This Conductor also worked at a special needs inclusive nursery with children zero to five. Conductor 2 has had 12 years experience in CE in different countries. Both Conductors have been involved in other therapies. Also Conductor 1 was working within the nursery, when there were Physiotherapists and an Occupational therapist. Conductor 1 explained that one of the Physiotherapists was also a Rebound therapist and was positive and promoted Rebound to the Conductor. Another intervention that Conductor 1 commented on was Bobath Therapy. Conductor 2 had also encountered Bobath but only had theoretical knowledge. Conductor 2 also mentioned another Intervention as Bathing Methods. This shows other types of interventions in addition to those mentioned in section 6.5 figure 2. It also shows that other therapists are interested in other interventions as well.
Conductor 1and 2 both commented and explained that they had an awareness of the sensory integration needs of the children within the setting. They both felt that even though individuals in some of the groups have good physical abilities. Some of the other groups need other inputs, and that they would look at a sensory development approach as well. Conductor 2 explained that Rebound provides a great sensory stimulation giving an individual a chance to develop spatial and body awareness. This question links back to section 6.5. figure 2. In the literature review, it was discussed that Rebound Therapy may be used as part of a therapy programme adding to existing intervention and not in isolation (Smith and Cook, 2007). The researcher wanted to show that Conductors had experienced other interventions.
Conductor 1 had only known Rebound as a technical term and only had some knowledge of it, when it was discussed in a CE session from the researcher. Conductor 2 had more practical knowledge. When both asked the question “have you seen an impact on individuals who have attended Rebound and CE?” Conductor 1 said “Yes” which was inspiring. The Conductor talks about her CE group and what the group is working on, the aims and tasks from the task series set, which is also described in the literature review (Chapter 3). Building up their core strength and to balance in different position such as, lying, sitting, four point kneeling and high kneeling. This links back to section 6.10 figure 6.
She describes that tasks are done but all individuals need close supervision and facilitation, this links back to the literature review. Conductor 1 explains that one individual who had attended intense Rebound therapy sessions over a week and then came back to CE, was more stable on the plinth, noticeably stronger, more confident and developed better co-ordination in movements when given a slow rhythm. This links back to Chapter 3 and section 6.10. Conductor 2 looks at Rebound differently from the psychological effects, having positive effects on their mood while being on the trampoline, giving motivation and fun, which is good for other development. In the literature review Nabavi (2013), describes regular participation in Rebound can result in increased motivation, self-confidence and promotes social interaction.
Another individual, who has spasticity with very tight arms and legs was lying on the trampoline with vigorous bouncing, Conductor 1 noticed how relaxed they were and eventually brought their arms down by their side and kept their legs straight while keeping their head in the middle. Referring to the literature review, Smith and Cook (2007), observed with the correct rhythmical application of bounce, being vigorous can increase muscle tone and enhance a good position, and gentle can reduce tone and provide relaxation. Muscle tone refers back to the type of condition the individual has. Conductor 2 was interested in the rhythm of bounce as it gives the individual a source of relaxation if the bouncing was low amplitude. Conductor 2 goes on to say that it allows freedom of movement when they are a millisecond in the air.
Conductor 2 relates all the elements of Rebound Therapy to CE, saying that Rebound manifests itself like CE but in a different dynamic form, using the rhythm, ongoing facilitation looking at the person and body. Rebound promotes independence, movement and fun.
Both Conductors value Rebound Therapy as potentially beneficial as part of a CE setting, as the, more able-bodied individuals could practise before their CE session, to see if they preformed better in the task series. They also consider that with the groups that have more profound multiple learning difficulties for them to have for sensory stimulation which Rebound can provide may have benefits, section 6.11 figure 11. Overall, both Conductors were positive and said that an open mind should be kept about different approaches.
7.2
Conclusion

Rebound Therapy is a type of intervention, that aims is to develop the individual. All participants that took part found some positive feedback. The data collected showed that nobody had reported a negative impact whilst other results showed a mixture of both no impact and positive impact.
Referring back to the research questions, question three, “What was the impact of Rebound on the child and how might this impact on CE practise?” An example, of where Rebound can have a positive effect and aid CE is shown in the case study (Appendix 5). Child A normally needed arm gaiters during a CE session but after the session in Rebound Child A did not need these and was able to sit independently. After observing Child A at the start of a CE session the Conductor may have a new set of aims and the Child A could progress further during the CE session. As discussed by N.A.S.A. (1981), explains that no therapy should really be considered as more beneficial, as having, multiple therapies could provide the most holistic benefit for each child.
Chapter 8: Recommendation for Future Research

As the project was an exploration to see if Rebound could be an aid to CE. This was an overall view of Rebound to find similarities between the two interventions. This was a small-scale project as the researcher needed the participants to have attended both interventions and there were a very limited number of candidates available.
The questionnaire asked broad questions to give an indication of the effects of Rebound Therapy and it was pleasing to see that there were no negative results responses to these questions. However as they were broad questions, they did lack detailed information.
Chapter 6.3 Question 2 Figure asks the age but is split into groups. A more detailed study could be used to see it there is an age group where the combination of the two interventions is more beneficial.

Chapter 6.4 Question 3 gives details of the conditions of the individuals but does not link these to the results of the other questions and because of the small sample, only a small number of conditions are shown. A larger study would be able to show the results for a wider range of conditions and the benefits for each condition.
The above shows two examples where more research could be carried out but the same can be said for other questions in this research project to obtain a much more detailed picture of the effects of using Rebound as an aid to CE. Based on this research project within my work place setting, Rebound Therapy is a valuable tool and appears to complement CE. Further large scales studies could be done to see its effectiveness in other setting. Comparison between Rebound and other interventions would also be necessary to show if Rebound is effective and produces more significant improvement than other therapies, (Millar, 2007).
(Word Count 9427)
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Appendix: 1
Ethical Forms

Ethics Form

Below is the Header, which is shown on all pages of the “Request for Ethical Approval” form, pages 53 & 54
“Faculty of Education, Law and Social Science – Ethical Procedures 2011-12 

Approved by FAEC February 2011 for review December 2011”
Request for Ethical Approval
Section 1 – to be completed by the researcher

Please read the guidance carefully

	Full name


	RACHEL HOLLAND



	Module number and title

(student researchers only)
	6C006 RESEARCH PROJECT

	Research Proposal title


	EXPLORING THE USE OF REBOUND THERAPY AS AN AID TO CONDUCTIVE EDUCATION 

	Funding body applying to if applicable


	N/A

	Brief outline of proposal (including research questions where appropriate)
You are also asked to submit with your application copies of any questionnaires, letters, recruitment material you intend to use if these are available at the time of requesting approval

	I will research Rebound Therapy and Conductive Education, looking at both therapies and describing the similarities and differences between them. 

Looking at an overview on a wide range of participants with different conditions and analysing the impact on the participant from experiencing Rebound Therapy and the impact on CE practice.

Research questions 

4. What is Rebound Therapy 

5. What similarities and differences between both therapies

6. What is the impact on the child and impact on CE practice  



	Level of research, e.g. staff, undergraduate, postgraduate, master’s (award related), MPhil, PhD
	UNDERGRADUATE 

	Please outline the methodology that would be implemented in the course of this research.


	 To do 1 case studies on 1 participant to see the impact of Rebound therapy and how this impacts On CE. 

To show observations on participants on their achievements. 
To give out questionnaire to 8 parents whose children attended Rebound Therapy sessions and CE.

Interview 2  Conductors on their views on Rebound Therapy and the perceived impact it has on CE. 

Interview one parent on case study

	Please indicate the ethical issues that have been considered and how these will be addressed.


	That the participants have full access to my project and that all parties who agree to take part can withdraw at any point. Confidentiality and Anonymity. 

Consent form from parents for photos and child anonymity. 

	Please indicate any issues that may arise relating to diversity and equality whilst undertaking this research and how you will manage these.
	None anticipated 

	Please indicate how participants will be de-briefed about their involvement in the research process and or provided with opportunities for reflection and evaluation
	Parents will receive a consent form asking permission for their child to participate in Rebound Therapy and for results and photos to be displayed. And a declaration form if parents would like to discuss any other information 

A consent form for the Conductor and parents for interviewing and to record session and transcribe the interviews.




Please answer the following questions by circling or highlighting the appropriate response:

1.
Will your research project involve young people under the age of 18?

YES 


NO

If yes, do you have an Enhanced Disclosure Certificate from the Criminal Records Bureau?

YES


NO
2. Will your research project involve vulnerable adults?

YES


NO
3.         For which category of proposal are you applying for ethical approval
Category 

A

B

Letter to Parent or Guardian

Dear parent of Guardian

The purpose of this form is to provide as the parent or guardian of the potential participant, information that may affect your decision as to whether or not to let you child participate in this research study.  The person performing this study will answer all your questions. Read the following information below and ask any question you might have before deciding whether you child takes part. If you decide to let your child take part this form will be used to record your permission. 

Consent Form for Parent or Guardian
IS THERE A ROLE FOR REBOUND THERAPY WITHIN A CONDUCTIVE EDUCATION SERVICE.

NAME OF REASEARCH: Rachel Holland

Please tick the following box(s) if you agree to the statements:


1. I have read the attached information sheet with the study and researcher  

3. As such I agree to let my child take part in the above study  

4. I understand that I may withdraw my consent and participation, without giving an explanation  

                                                                                                                                                            
5. I understand that my details will be kept confidential  


6. I understand that photos may be taken to use to support the study.  
Name of participant:                                           Name of researcher:

Signature:                                                           Signature:

Date:                                                                    Date:

Gatekeeper letter

Rainbow House 

Salt Pit Lane

Mawdesley

L40 2QX

1/01/2016

Dear Lead Conductor
I am Rachel Holland, a third year Conductor student at the National Institute for Conductive Education   in collaboration with Birmingham City University, and work at Rainbow House. As part of my studies I am required to conduct a piece of research. The title of my research is “Exploring the use of Rebound Therapy as an aid to Conductive Education” I writing to ask if it would be possible to recruit participants for this study from your organisation.  

I would like to ask the parents to complete a questionnaire and one parent and 2 Conductors to participate in a short interview, which will be held at Rainbow House, in a quite place on your premises. I will endeavour to keep the disruption to your working day to an absolute minimum and to keep confidentiality.  I would like to begin data collection after the 10th January. 

Regards 

Rachel Holland 

Letter for Conductor

1/012016

Dear Conductor 1

 I am Rachel Holland, a third year Conductor student at the National Institute for Conductive Education   in collaboration with Birmingham City University, and work at Rainbow House. As part of my studies I am required to conduct a piece of research. The title of my research is “Exploring the use of Rebound Therapy as an aid to Conductive Education”.

I would appreciate the opportunity to meet with you briefly for approximately 20 minutes to discuss your views on Rebound Therapy as an aid to Conductive Education, and any further insights you have would be greatly appreciated. The interview will be recorded and transcribed, you will have the right to withdraw and all information will be kept Confidential and anonymous. I will contact you to set up a mutually convenient time for this informational meeting.

Sincerely 

Rachel Holland. 

Letter for Conductor

1/012016

Dear Conductor 2 

 I am Rachel Holland, a third year Conductor student at the National Institute for Conductive Education   in collaboration with Birmingham City University, and work at Rainbow House. As part of my studies I am required to conduct a piece of research. The title of my research is “Exploring the use of Rebound Therapy as an aid to Conductive Education”.

I would appreciate the opportunity to meet with you briefly for approximately 20 minutes to discuss your views on Rebound Therapy as an aid to Conductive Education, and any further insights you have would be greatly appreciated. The interview will be recorded and transcribed, you will have the right to withdraw and all information will be kept Confidential and anonymous. I will contact you to set up a mutually convenient time for this informational meeting.

Sincerely 

Rachel Holland. 

Letter for Parent

1/012016

Dear Parent

 I am Rachel Holland, a third year Conductor student at the National Institute for Conductive Education   in collaboration with Birmingham City University, and work at Rainbow House. As part of my studies I am required to conduct a piece of research. The title of my research is “Exploring the use of Rebound Therapy as an aid to Conductive Education”.

I would appreciate the opportunity to meet with you briefly for approximately 20 minutes to discuss your views on Rebound Therapy as an aid to Conductive Education, and any further insights you have would be greatly appreciated. The interview will be recorded and transcribed, you will have the right to withdraw and all information will be kept Confidential and anonymous. I will contact you to set up a mutually convenient time for this informational meeting.

Sincerely 

Rachel Holland. 

Consent form for Interviews

Please read the following information below and ask any questions you might have before taking part in the interview. 

1. I have read and signed for information sheet 

2. The interview will be recorded and transcribed

3. I am aware of the right to withdraw at any time

4. All information will be anonymous and confidential

Name of participant                                                                     Name of researcher 
Signed………………………..                                   Signed………………………..

Print………………………….                                   Print…………………………. 
Appendix: 2
Questionnaires
Parent or Guardian

Questionnaire

Dear Parent or Guardian.

I am Rachel Holland, a third year Conductor student at the National Institute for Conductive Education   in collaboration with Birmingham City University, and work at Rainbow House. As part of my studies, I am required to conduct a piece of research. The title of my research is “Exploring the use of Rebound Therapy as an aid to Conductive Education”

Please find attached my dissertation research questionnaire. Please could you spare 5mins of your time to complete the questionnaire and return it back to myself after your child’s session at Rainbow House. Your answers will enable me to analyse your views if there is a place for Rebound Therapy within a Conductive Education.

Thank you,

Rachel Holland

1. Does your child attend Rebound Therapy? 

YES




NO


2. How old is your child?


6 – 8




9 – 11




12 – 14


3. What diagnosis has your child been given?


4. Are there other therapies that your child attends?


Hydrotherapy




Physiotherapy 




Occupational Therapy



Horse riding





Gym






Music Therapy



5. How long has your child attended Rebound Therapy?


6. Why did you child attended Rebound Therapy?


Fun







Improve movement





Recommended by a friend




Respite






Other 






7. Does you child attend Conductive Education?


YES




NO



8. How long has your child attended Conductive Education?

9. What was the impact on your child attending Rebound Therapy?

	
	Positive Impact
	No Impact
	Negative Impact

	Movement and Physical Skills
	
	
	

	Communication
	
	
	

	Social interaction
	
	
	

	Problem solving
	
	
	

	Self Development
	
	
	


10. How much would you like your child to have accesses to Rebound Therapy.

	Strongly Agree
	Agree
	Undecided
	Disagree
	Strongly Disagree

	
	
	
	
	


Thank you for your time and taking part.

Interview Questions for Conductor 1

Interview question Conductor 1

1. How long have you been in CE as an Conductor?

2. Have you been involved in any other therapies?

3. Do you know any information on RT?

4. Have you seen an impact on the individuals who have attended RT and CE?

5. How valuable is Rebound in a CE setting?   

Interview Questions for Conductor 2
Interview Question for Conductor 2

1. How long have you worked in CE as a Conductor?

2. Have you been involved in any other therapies?

3. Do you know any information on Rebound Therapy?

4. What benefits does Rebound therapy?

5. Can you see any similarities between CE and RT?

6. How valuable is Rebound in a CE setting?  

Interview Questions for Parent

Interview for Parent

1. How long has you child attended CE?

2. How long has you child attended RT?

3. What type of CP does you child have?

4. What benefits has you child had from attending RT?

5. Has there been a difference since RT has stopped?

6. How valuable is RT in a CE setting?

Appendix: 3
Interviews

Interview 1 Parent 

Rachel: Hi “L”. How are you?

Parent: I’m fine thank you. How are you Rachel?
Rachel: Very well thank you. Thank you for joining me today for this, I’m going to ask you about six questions. Feel free to answer them how you wish. It will last 10 - 15 minutes, okay.
Q.1. So how long has “K” been coming to CE.
Parent: “K” has been attending conductive for probably about 11 years now.

Rachel: Good time.
Q.2. How long has “K” done Rebound? 
Parent: Three years. Three years mainly through the holiday periods when its been run as part of the fun club activities. 
Rachel. Cool. That’s good. Long time then.
Q.3. What type of CP does “K” have?

Parent: “K” has numerous things wrong her, but she has with athetoid cerebral palsy. She has a Gross Motor Function Score of 4, if that’s of any use to you.
Rachel: Thanks. I can check that up.
So while “K” has been attending Rebound,

Q.4. What benefits have you seen while she was doing it during the holiday.

Parent: I think because it’s mainly during the holidays, it’s that continuous type of movement therapy, that she needs. A lot of the time in summer holidays or winter holidays you go to school, you got your moves stuff at school you come here to conductive education then in the holidays it kind of stops. So, one of the best things I’ve seen with Rebound is that now got continuation of “K” moving.  Doing some physical activities for a certain period of time which I believe has enabled her to keep relatively fit. I think also during the holiday period it is good for social interaction, she is meeting up with people that sometimes she knows from a conductive session and sometimes she just knows from fun club sessions, so it’s that peer integration. And, also I think by seeing her on a trampoline it has given me and her siblings a bit more confidence to use a trampoline  at home, because we have a trampoline in our garden like most families do. So its’ given us that confidence to say come on, lets get her on, lets do this, lets do that. And I know that you gave me a few hints and tips last time of what to do with her. So again, its that social interaction with her siblings at home which is beneficial as well.
Rachael: Really good. That sounds really nice.
Ok.
Q.5. So since Rebound has stopped have you seen a difference?
Parent: Yes.  I think as I said before we don’t have that continuity now. We have set periods of time where she is very active and then it stops. and there is nothing. And as much as we might be able to access other fun club activities as such, a lot of the time it is not a physical fun club activity which I think “K” needs for her health and well being. So yes, I think it affects her tone, her general well being. 
Rachael: OK,

Q.6. If we did have Rebound therapy within a CE setting , how valuable do you think it would be?

Parent: In a number of ways really. I think it works hand in hand with CE, but as a stand alone thing as well, it also gives her extra benefits as well.  Yes, I’m a big advocate of Rebound therapy.
Rachael: Brill.  Ok. Well. thank you very much. that was less than ten minutes. Speak to you soon.
Interview 2 Conductor 1.

Rachel: Ok. So good morning “L”. Thank you for coming.
Conductor 1: Good morning.
Rachel: Are you OK?

Conductor 1: Yes. Very well.
Rachel: Good Right, well, let’s get on. So “L”

Q.1. How long have you been seen as a Conductor?

Conductor 1: I qualified as a Conductor in 2002, as a teacher and a Conductor from Keele University. So it wasn’t actually for a while until I worked purely as a Conductor. but I always felt that I have been working within the principles of conductive education because I worked initially as a teacher in a special needs inclusive nursery with children zero to five. I had a really good supportive head teacher and some children that I knew had respond positively to conductive education so we were able to set up some groups in that environment. Then in 2008 our school closed and we merged with the Authority and I became an advisory teacher again for children from zero to five. I always kind of still went out there and encouraged the children to be active as they could be, and felt that the philosophy of conductive education lived within me and I was still working up as a Conductor then. But then more traditionally,  working as a Conductor I started here at Rainbow House in 2013, so I have been here now for three years Just mainly where we are doing much more pure conductive work.
Rachel: Great. Nice background.
Q.2. So have you been involved in any other therapies?

Conductor 1:  Yes.  I think as an advisory teacher, particularly when I was working out in the Authority I linked up with quite a lot with physiotherapists, lots of occupational therapists. One particular physiotherapist sticks in my mind and she was quite positive about Rebound and she was a Rebound therapist herself and she used to promote it a lot with quite a lot the children I work with. At this point, I didn’t know a lot about it but she was someone, something that she was very positive about it and promoted it.  So it was something that I had heard about at the time. My brother had a therapy called Bobath for many years as I was growing up so I am aware of kind of that intervention. Also my mum continued to support some of the families as a volunteer doing the Bobath approach and I myself then helped a couple of families as I was growing up as a helper there. And then, I think more recently, we had a lot more information about the role of sensory integration for children, particularly quite  a few of the children that attend here the importance of us basically not neglecting this area that they’ve got really alongside their physical development but we need to be looking at their sensory development as well. And so we have started to integrate a little bit of the sensory integration approach into how we work as well.
Rachel: Good. OK. 

Q.3. Do you know any information about Rebound therapy?
Conductor 1: I don’t know a lot about it in technical terms. Obviously Rachel is always very inspiring about it and tells us a lot about her experience. I have been about to watch a couple of Rachels’ sessions herself and again I’ve heard from the other physio that I work in the Authority how she promoted it in a few of the schools that she works in, she does do Rebound therapy for children. But I don’t know a lot about it technically, no, but it is something that I would definitely like to know a lot about. Its not something that I’ve got a lot of training on really.
Rachel: OK.
Q.4. So doing conductive have you seen an impact on individuals who have attended Rebound therapy and then Conductive?

Conductor 1: Yes I have, and I think that’s why I’ve got an interest in it really. I ran a group 18 months ago for a group of teenagers who have ataxic movements and you know a lot of our tasks was about building that core strength and that balance in different positions, lying, sitting, in four point kneeling, high kneeling. We do a lot tasks in most positions and these children generally needed somebody close by, quite a lot moderate help if they were to be lifting their arms up on the plinth trying to balance on hands and knees. A particular time springs to mind really, in the group of children that we were with. As I was carrying out these tasks they were particularly stable on the plinth and noticeably much more stronger and confident and it was at that time that Rachael had done quite an intensive fun club with this group and was in the group with me and said that we’ve kind of done a lot of these tasks we’ve done on the trampoline. We’ve been working on their sitting as we’ve been doing a steady rhythm, then we’ve been moving onto our hands and knees, into high kneeling in these positions, playing games in those positions, and I did really think that had an impact because it had this intensive five day fun club session. It did appear to make a difference on how they were in the task series that following week. And then I’ve had some experience with quite a different, a very spastic child. One of the sessions I managed to watch Rachel in doing her session. She was a child that when you put her on a plinth on her back she immediately the reflex that went into a candle stick position, arms up, legs crossed. Quite uncomfortable, quite doesn’t feel safe or anything and quite difficult to get stretched really. Even after a stretch its hard to bring her arms down. Usually we’d have to use arm gaiters and grasping bars to get her to feel comfortable. But when I saw her on the trampoline having quite a vigorous bounce on the trampoline it was quite amazing to see how her arms were relaxing, how her legs relaxed, how just her whole head and shoulders relaxed on the trampoline. And If I would have had the opportunity it would have been nice to have done some conductive with her afterwards to see if it made a difference on her performance but we weren’t in that environment where I could have done, but you know she was lifting her head up really nicely afterwards and I think that it definitely impacted on her physical abilities afterwards.
Q.5. So do you think it is valuable to have Rebound in a CE setting?

Conductor 1: Yes, I do and I would be really interested in working along side Rachel with the opportunity of using a trampoline in our setting. It’s something that we’ve talked about because we do value it, her skills, and definitely we have varied children of some very active children that are quite mobile and often I think would it benefit them to have something like the trampoline in there. Again, having the trampoline for the sensory integration for other children and then you know being  able to have Rebound for some children to see if it does impact on their ability to perform better in the task series, or their just general sitting in the chairs, or whatever we are asking them to do. So yes, I do think it is valuable thing to look at, definitely, and anything that is going to improve that child’s active learning and their abilities to be more all orthfunctional it is something that we shouldn’t be negative about. We should be open minded about these different approaches.

Rachel: Thank you very much for your time, its been a pleasure talking to you.
Conductor 1: Thank you

Interview 3 Conductor 2

Rachel: Hi

Conductor 2: Hi Rach

Rachel: Are you Ok?
Conductor 2: Yes.

Rachel: Thank you for participating in this interview. I’m just going to ask you a few questions, be around 10 mins. Ok with that?

Conductor 2: Ok. Yes I am.
Rachel: Ok. 

Q.1. So, how long have you worked in conductive education as a Conductor? 

Conductor 2: I finished my studies at the Peto Institute in Budapest at 2007 and since then I’m working, I have been working as a Conductor in many countries. So altogether, 12 years I would say.
Rachel: Good.  Lots of experience then. Ok.
Q.2. So, have you been involved in any other therapies while you have been a Conductor.

Conductor 2: I have some theoretical knowledge about other therapies such as, the so called bathing method, which is, which was developed by Hungarian therapist and it aims to relax the muscles, its like a help the child with, with it’s a special massage to deep massage, tissue massage and it’s used, its used by those therapist to release spastic muscle tone.

Rachel  That’s good.

Conductor 2: Also, I have some theoretical knowledge about the Bobath, Bobath method, but only theoretical, not practical. 

Rachel: Ok. As you know I do Rebound.
Q.3. Do you have any information on Rebound therapy that you know of?
Conductor 2: Actually, my first encounter with Rebound was through to you. I saw you first working with children on the trampoline and I was impressed what I saw. We, as you remember, were the children, one of them were spastic, had a spastic quadriplegia. The other child had athetosis but a spastic type of athetosis, umm, and, yes, these conditions.
And, my experience, yes, so I gather information spending, spending time with you on the trampoline with this children. And what I saw is that this, the Rebound therapy has a positive effect on their mood. It has a very positive psychological effect. It is very motivational, it is fun which is a really good basis for them to develop other, other skills, or to enhance, so it’s good basis for, for doing more things physically with them. What I saw is that, obviously it has to have a cardiovascular effect, quite strong cardiovascular effect as they are moving up and down. It is very relaxing for the spastic child to experience this. So I have practical information, not theoretical about Rebound therapy, so I don’t know the technical use. But yes, I think I have, have some level of knowledge and information through you.
Rachel: Yes. Ok.
Q4. So you have seen benefits from Rebound.

Conductor 2: Yes. Yes, as I just started to say before, what benefits I saw. I think it is a great sensory stimulation. I think it has a, it has a chance for the child to develop their spatial and body awareness. I think it’s a great source of relaxation for them if the bouncing is the very low amplitude, there is a low amplitude in the bouncing. They can experience the, the freedom of movement when they are in the air for milliseconds. This also has a relaxing effect of, on, their bodies. As a result they can also develop some more co-ordination as they are practising, they are doing the bouncing in every position possible. And this can enhance body experiences, such as protecting movements, enhance their balance. It depends, certainly it depends on the child, child’s abilities. (Rachel: Yes) But in lying they can experience these things as well, very easily. It has, it has an effect on the bodily organs which is very valuable thing, especially for severely disabled children and, and it is a very high level of stimulation for the whole nervous system which is also a very good thing.

Rachel: Q.5. So after seeing Rebound can you see any similarities between Conductive and Rebound?

Conductor 2: Yes. I certainly do. The Rebound manifests itself just as in conductive education but in a dynamic, in its dynamic form. So, the rhythm, by the whole body which is I think very beneficial. There is, there is an ongoing facilitation during this process. Rebound therapy also promotes independent movement so the less facilitation possible with you try to work with the children, which was good to see. There is a very good level of connection between the therapist and the child because it is a fun situation at the same time so that the connection, the trust is there, which I think is very valuable. As you move around the child, the child was very willing to follow you with head movements and eye movements which was, also , something similar what we do in conductive.
Rachel: Q.6. And how valuable do you think Rebound is in a Conductive setting?

Conductor 2: I can imagine Rebound in a conductive setting for example to start with, because of the cardiovascular effect, because of the effect of the bouncing to warm the body up. To relax the body and to be dynamic to, to begin with, to prepare the body for, for the movements carried out on the plinth which is the more static situation.  I think in my mind, it is not impossible to incorporate the two, and yes, I can imagine some sort of Rebound activities at the beginning of the conductive programme for example. It doesn’t mean that we wouldn’t be able to do it at the end even, also. Yes, and my ideas are something like that about them.
Rachel: Thank you very much for your time.
Conductor 2: I am happy.
Rachel: I shall see you soon. Thank you.
Appendix: 4
Rebound Therapy Forms
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Badge and certificate awards
are available for these grades.
To download an order form or
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REBOUND
EXERCISES

Compiled by, copyright of and
produced with the permission of
“Rebound Therapy dot Org” — the
official body for Rebound Therapy

Winstrada

PROFICIENCY
GRADE 1

Suggested minimum
requirements to complete the
grade: at least two from at least
four of the five sections.

All movements may be performed
with support as necessary.

OR

To accurately measure outcomes
for Rebound Therapy, this
scheme can be used with the
Huddersfield Functional Index. A
minimum HFI score of 32 is
recommended to complete the
grade.

SECTION A

1. Lies or sits on soft object e.g.
beanbag

2. Enjoys being bounced while
lying or sitting on beanbag

3. Enjoys movement with
parachute

4. Enjoys rocking motion of bed
when lying down

5. Being bounced in back lying
position — maintains shape

HFI Total for Section A (if used)
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REBOUND
EXERCISES

PROFICIENCY
GRADE 1 Continued

SECTION B

6. Differentiates stillness and
movement

?
7. Anticipates cause and effect
\

8. Waits patiently for turn on
trampoline

9. Maintains eye contact when
appropriate

10. Show and hold star position

HFI Total for Section B (if used)

SECTION C

11. Enjoys being bounced in
hands and knees position

12. Initiates bouncing in hands
and knees position

13. High kneeling position

14. High kneeling — swimming
arm movement

HFI Total for Section C (if used)
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REBOUND
EXERCISES

PROFICIENCY
GRADE 1 Continued

SECTION D

15. Sits facing adult in stiliness

16. Compensates for movement
when trampoline bed is moved in
front, behind and to the side of
student

17. Regains sitting position when
moved off balance

18. Enjoys being bounced in
sitting position

19. Sitting position — initiates
movement by pushing into bed
with hands

20. Sitting position — swimming
arm movement to initiate bounce

HFI Total for Section D (if used)
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REBOUND
EXERCISES

PROFICIENCY
GRADE 1 Continued

SECTION E

21. Standing in stillness with feet
flat on bed

22. Standing position —
maintains shape while being
gently bounced

23. Standing position — initiate
bounce (bobble)

24. Standing position —
swimming arms to initiate
movement

25. Standing position — hang and
bounce

26. Standing position — pogo in
centre

27. Standing position — bounce
and stop - stillness

28. Climb onto trampoline, locate
centre of bed and climb off again
safely

HFI Total for Section E (if used)

HFI Total of all Sections (if used)

Date grade passed

Further copies of this sheet can be downloaded from the following website: www.winstrada.com/sdf
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Appendix: 5
Case Study
Myself, Rachel Holland (Rebound Therapist) & Conductor 2
Child K, aged thirteen years, attended both CE and rebound over the summer. She has Athetoid Cerebral Palsy, learning difficulties, Cortical visual impairment, Astigmatism and previous minimal Keratopathy to the right eye. She is Gastrostomy fed with poor weight gain, recurrent chest infection and reactive airways disease. (see file) In addition, she has a right over extended arm, jerking head control, hips out of alignment and legs have “wind swept” look.

At the beginning of the Rebound session K started in lying position on the trampoline with a mat and a coloured parachute, as the mat provides more support and the parachute gives a sensory input and sound. When the parachute flaps it makes a noise and the bright colours are attractive to look at and these provide a sensory input.
K needed at least 20mins to relax, with passive stretches and a gentle bounce. I was facilitating her, keeping a good lying position starting with the legs then arms and keeping her head in the middle. K gets very excited and laughs a lot which impacts on her position. Her right knee has contractions, which affects her posture.

I then reduce the facilitation, taking her hands off and Conductor 2 sits by K to continue keeping K in position. I kept the bounce going and started to walk around K on the trampoline. Keeping the rhythm of the bounce and engaging K in eye contact, while keeping a good position. During this part of the session K is aiming to achieve Grade 1, Section A, numbers 1, 2 & 3. This results in whole body relaxation, keeping head control, posture and physiological effects of enjoyment, excitement and fun and having the input of the parachute giving sound, colours, light, touch.

On grade 1, section A ,number 4, K had to work harder in keeping her position as I was rocking from side-to- side, even though K was relaxed this motion made her turn her core on, activating muscles so she could maintain her lying position this while a gentle bounce is being maintained.

Other tasks were also carried out in lying position, moving arms up and down to see if her legs stayed straight, which they did, with a little facilitation (verbal prompts and minimal manual facilitation) and gave a count 1-5 with the rhythm of the bounce. I  then asked K to bend one of her legs and to put her foot flat again. With the bounce, rhythm, and facilitation she was able to keep her knee bent and her foot flat in line with her hip, and hold this position for approximate of two minutes. K was asked to put her leg straight, and then encouraged to kick her foot out to come back to straight lying position.

I then bounced around the trampoline and K was asked to watch me as I moved, keeping eye contact and trying to turn her head side to side to keep contact while in lying. We moved K into a sitting position. K needed maximal manual facilitation to help keep her head up and in the middle of the trampoline as she has very low tone in her neck muscles. Helping her to fix and relax her arm down and to gradually cross her legs to get the position. 
It took around fifteen minutes to achieve a good posture. Conductor 2 suggested putting an arm splint on to help her to fix her arm and to give a bit more independence in sitting. The arm splint did help and when she was more relaxed, I then removed it. The same rhythm of the bounce is continued though out the process.

I started to increase the bounce making it more vigorous and after another ten to fifteen minutes, K starts to maintain her head control and keep it in the middle for around four bounces, independently for twenty to twenty five seconds, while keeping her arms down. Facilitation was needed around her back to help her keep it straight. K was very happy with herself as she was smiling and you could see her sense of achievement.

I then asked the Conductor 2 to helped K into a four point kneeling position, using maximal manual facilitation. The aim was to try to keep her head control and weight bearing though her arms. I was facilitating from behind to keep her hips and back in position and the Conductor 2 stood at the front of her to motivate her to lift her head up, while both the Conductor 2 and myself to keep the vigorous bounce. K managed to keep her arms fixed and weight beard a little. I had to help at the elbows so they didn’t hyperextend. K did lift her head up approximately three to four times.

K completed Grade 1, section A, and section B, and 1 from section C. It has taken a long time to achieve getting the right facilitation, the bouncing and rhythm but this has shown an achievement. K also has CE with Conductor 2 and myself, so there is a good social relationship between the three of them.

Other observations

 Child A has spastic quadriplegia, and is visually impaired with learning difficulties A has very contracted arms and needs a lot of time for him to relax with lots of passive stretches. After fifteen minutes A starts to relax in his lying position, he also likes the trampoline and gets excited which makes him tense up so having a clam environment compliments the session. I walked around and bounces side to side to encourage him to give eye contact and to turn his head, while keeping a straight lying position. I discovered that A responds to a bigger vigorous bounce to release his contractions.

Side lying to see if A can keep a straight lying position, maintain his position and try to lift his arm up and down keeping his arm and wrist relaxed and following though the movement. A went into the sitting position with myself facilitating him to keep arms down and relaxed. With Conductor 2 keeping the bounce, A lifts his head straight up but his arms followed. I helped to bring his arms down and he then had to work harder to keep his head up. After fifteen minutes of sitting, we moved him into standing this needed Conductor 2 and I to achieve this. A is very good in pushing himself up in standing but needs to push his heals down. With the bounce over five minutes, he put his heels down due to the stretch in his legs, facilitation at his knees, under his shoulder and gravity. A then stood with head up with good posture smiling, laughing, and bouncing.
After the sessions, Conductor 2 noticed that both children while sat watching some “entertainment” on the mats, Child K keep her arm down and relaxed and had a good sitting posture but still need head facilitation but only moderate manual facilitation, this was an improvement. Child A kept sitting for over thirty minutes with his arms relaxed, he sometimes needed verbal prompts to keep his head up but kept a good posture. Conductor 2 saw a positive impact on the two children.

Another child H, while being on the trampoline is non-verbal and has limited sign language, so finds it difficult to communicate. While Rachel is bouncing her gently and counted up to five bounces then Rachel stopped. This was too encourage the child to ask for “more” using sign language, approximately fifteen minutes into her session    
After showing her “stop” and “more bouncing” she signed back at me with “more” this showed a positive effect on the child in developing communication skills.
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