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Following the war in Viet Nam, American soldiers came home with Post-
Traumatic Stress Disorder {PTSD) and for the first tine, we began to rec-
oguize the deep impact of chronic and acute stress. Many veterans were
plagued by PTSD and continued to relive the traumatic events of the war in
spite of having returned safely to the bosoms of their loving families. It was
later found that veterans with PTSD had deterioration in important brain
structures including the hippocampus, which is an important component in
the “limbic system” in humans and is responsible for memory, learning and
ermotions.

Although it is not fully understood why brain structures continue to
deteriorate even after danger has passed, it is clearly understood that there
are significant alterations in the brain functioning of individuals who have
experienced chronic stress. A stress hormone, cortisol, is believed to be one
of the mechanisms driving these alterations. There appears to be a strong
link between elevated levels of cortisol and deterioration in sensitive regions
of the brain, such as the limbic system. These neurological changes have the
ability to significantly affect behavior across many domains.

Cortisol Is a stress hormone emitted in low levels among healthy individ-
uals. However, during acutle stress, cortisol and adrenaline flood the human
brain and body, enhancing the capacity for quick movernent and thought,
which are needed for swift escape from dangerous circumstances. Cortisol
serves as a survival mechanism—as part of our “fight or flight” response.
Although the function of cortisol in normal daily life is as an aid for sur-
vival, in individuals who experience ongoing stress, it actually becomes a
threat to survival. If the stressors oceur early in developrent, they may ac-
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tually induce organizational changes in responses to future stressors, which
are mediated by the HPA* axis. Children who experience sub-optimal care
during the early months of life are susceptible to hyper-responsiveness of the
HPA. Part of that responsiveness may include chronically elevated levels of
cortisol which can become foxic to sensitive regions in the brain such as the
hippocampus the limbic system which are tavolved in decision-making, and
in understanding and expressing emotions.

In contrast, Serotonin is a protective neurotransmitter in the brain with
primarily inhibitory functions, which is emitted, in normal amounts dur-
ing normative development. Serotonin is produced naturally when a parent
cuddles, holds, rocks or sooths their child. Tt is the “master-regulator” of
the brain and in addition to giving a sense of well being, serotonin inhibits
over-production of excitatory neurotransmitters. Children who don’t receive
touch (hugging, rocking, holding) during their early months of life may have
alterations in their neurochemistry which induce decreased levels of sero-
fonin in addition to elevated levels of cortisol. Sadly, children who come
from emotional “war zones” may ultimately develop neurochemistry akin to
that of the Viet Nam war veterans.

A growing body of developmental research is uncovering new information
about these mechanisrns and how they affect hwman behavior. Our own
research in a five-week summer camp for at-risk adopted children, The Hope
Connection, is uwncovering new information about how to positively calm
these hyper-responsive neurological systems in children who have come from
“hard places.”

Megan Guunmnar, a researcher at University of Minnesota, recently tested
cortisol levels in a sample of children who had been adopted from orphanages
in Romania. Although the children had been home with their adoptive
families for an average of five years, a sub-set of themn continued to have levels
of cortisol that were drastically elevated above normal levels. In addition,
another sub-set of the children continued to have levels of cortisol that were
significantly elevated.

Dr. Harry Chugani of Wayne State University in Detroit, Michigan, did
some groutudbreaking research several years ago by imaging the brains of
children adopted from orphanages in Romania. He found that in some of
the children, sensitive regions in the brain were reduced in size as well as
in activity. It is belicved that chronic levels of cortisol may be one of the
mechanisms that is driving these developmental aberrations.

In the wake of current research, adoptive parents may ask what can be

"Hypothalamic-Pituitary-Adrenal



done if their children are experiencing PTSD? or anxiety states associated
with elevated levels of cortisol. We offer numerous suggestions from The
Hope Connection, which are garnered from our years of work with families
who've adopted children from hard places. Recognizing anxicty states can
be accomplished through observation of behavior, physiological states and
physical traits.

¢ BEHAVIOR CoONSISTENT WITH ADHD:® First, we encourage parents
begin to take stock of their children’s activity and attention states.
Do they scern hyperactive? Have they been diagnosed with attention-
deficit? If so, there is a chance that they’re not hyperactive, but simply
hypervigilant. That is, they are always on gnard, observing the en-
vironment for signs of “danger.” Hypervigilance is common among
children who did not have attentive, protective parenting during im-
portant developmental periods of their lives.

* FrEQUENT/CHRONIC PUPIL DIiLATION: Second, we encourage par-
ents to observe the pupils of their children’s eyes for signs of anxiety
or fear. Ave the pupils enlarged? Do they become enlarged often and
during minor stressors? Are the pupils enlarged even though the child
seems calm? Most children with histories of early neglect have learned
to mask their behavioral responses. As a matter of fact, they may not
even be able to identify their own states of fear or anxiety, until parents
guide them to yecoguize and “name” the feclings. We invite parents
to look at the pupils of their children’s eyes. Enlarged pupils typically
indicate excitation in the central nervous system, which may be asso-
ciated hyper-respounsiveness of the HPA axis and with the release of
stress hormones in the body and brain of the child.

s RAPID HEART-RATE/RACING HEART: Third, we encourage parents
to monitor the heart rate of their children. Many of our parents pug
their hand over the heart of their child when they speak to them, or
for a small child, parents can put & gentle hand over their children’s
hearts while they are sitting in their laps. Is the heart pumping wildly,
even though the child appears to be sitting calmly in your lap? These
are signs of a chronic state of anxiety. Some children even mask their
anxiety and fear by becoming aggressive. Guiding your children to
understand their states, and guiding thern to “use their words” and tell
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you what they feel and what they need are critical tools for adoptive
parents. Many parents find “feeling charts” to be helpful in guiding
their childven to identify and name the feelings. Charts of children'’s
facial expression of feelings can be purchased at bookstores and school
supplies stores.

* Prysican CHANGES: Finally, we encourage parents to observe their
children for other physiological evideneces of elevated cortisol, such as
pain agnosia and diminished physical size. Pain agnosia means liter-
ally “to be agnostic (not knowing) of pain.” Elevated levels of cortisol
can block sensations of pain. This is actually part of the protective
survival response, which under normal circumstances numbs pain from
occasional physical injuries. However, children with pain agnosia con
have significant injuries, which seem to go unnoticed. These are the
children who barely whimper with injuries that might send other chil-
dren screaming to their mothers. In addition, diminished physical size
can also be associated with chronically elevated cortisol. Again, under
normal circumstances, this is part of the survival mechanism in which
during occasional crises, the body uses all of its energy to mount &
respontse to the stressor. However a body that is on chromic “alert”
does not expend energy for growth for long periods of time—all enorgy
remains devoted to constant vigilance against threats of danger. Of
great interest, following our surmimer camp each year we have children
who experience dramatic growth for the first time since their adoption.
That growth is associated with reduction in their anxiety levels and
reduction in their attendant levels of cortisol.

In our summer camp program with adopted children we began collecting
salivary cortisol three years ago. What we discovered the first year when
we gathered cortisol was astounding. We discovered that in their homes,
the week prior to camp, the morning cortisol in our children was inflated
to levels two-and-a-half times greater than normal. Both at home the week
before camp, and the fivst week of camp, their levels were virtually identical.
However, much to our delight and amazement, during the second week of
camp, we documented cortisol levels that were half of the previous levels! At
the same time, we documented positive changes in behavior, attachment and
language that were statistically correlated with the reductions in cortisol.
These data provided us with increased understanding about why our summer
camp intervention is so effective for children with histories of neglect or
maltreatment. What we have learned can be applied by any parent, in any



home, with any child. We call it creating an environment of “felt safety.” It
is not enough that the parents know the children are safe—it only “registers”
in the children’s physiology and neurochemistry if the children themselves
know that they are safe!

Adoptive parents may ask what can be done if their children show signs
of hypervigilance, enlarged pupils or rapid heart-rate. Again, we offer sug-
gestions from our work with families of adopted children. Helping children
heal these anxiety states can be accomplished through multiple mechanism
including physical activity, appropriate sensory input, and by creating an
environment of predictability and control.

o PHYSICAL AcTIviTY: Physical exercise naturally reduces cortisol and
increases serolonin. In the camp, we offer physical activity every two
howrs during the day. Running on the playground, climbing the slide,
jumping on a trampoline, riding a bike - all of these physical activities
bring down levels of cortisol. Auny “stereotypic” movement (doing the
same movement over and over again), such as walking, riding a bike,
bouncing on the trampoline, and swinging, not only reduce cortisol,
but actually elevate serotonin.

e SENSORY INPUT: Appropriate levels of sensory input are calming.
Tiffany Field found in her work with premature infants, that if she
gave them “baby massages” several times a day, they gained weight
faster then children who were not touched. In addition, she found
that the “touched” preemies were released from the hospital much
carlier than infants were did not receive the baby massage. Tiffany
has published nuraerous articles and books on touch in which she doc-
uments the fact that touch is one of the mechanisms of early child
development that calms the infant’s central nervous system, and in-
duces balanced neurochemistry in the developing child. Safe sensory
input such as hugging, rocking, touching—all help the infant’s HPA
axis down-regulate and arrive at a calm state.

¢ PREDICTABILITY: Creating a safe place for children can be accom-
plished through the mechanism of predictability and control. Pre-
dictability can be established by telling the child what will happen
next. Parents can do this naturally throughout day, by saying “In five
minutes, we will put up the toys and have supper.” “In ten minutes
we're going to bed.” “In 10 mimites, we're going to leave for church.”
By “marking the task” and making it predictable, parents can al-
lay their children’s anxiety about what happens next. We encourage
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parents for example, when they go to the home of a new friend, to
seelc permission from the hostess to take their children on a tour of
the house, and show them where different rooms are—where the toys
are-—where the family puppy sleeps. By familiarizing a child with the
strange house, the child can feel safer. Most adults rermember times
during their own childhood that they were afraid of “something” sin-
ister inn their dark closet, or under their bed. Because it was dark,
it was easy to imagine fearful, terrifying things. Simply {urning on
the light and looking under the bed was enough to ensure us (and I
do means “ug”) that we were safe. In many ways parents can “turn
on the lights” for their adoptive children and let them see that they
are actually safe. Predictability about their environment is a major
element in helping children experience this type of “felt safety.”

e CONTROL: Giving appropriate levels of control to children helps them
feel safe. Ongoing research has repeatedly demonstrated that having a
sense of control over the environment greatly reduces anxiety. Giving
appropriate control can be as simple as asking a child “Would you like
to wear your red dress or your blue dress today?” or “Would you like
to hold niy hand or just walk beside me? or ¥Would you like to play
on the playground first or have your snack first?” or “Would you like
to use the crayons or the markers?” By simply giving children choices,
parents can help them learn to make good choices, but also, help the
child feel appropriately empowered. And a child who feels empowered
and is in an environment that feels predictable is far less likely to have
negative physiological and emotional responses.

When we look at the three years of cortisol data from The Hope Con-
nection, we see that every year our new campers have an average cortisol
level that is more than double the normal rate. Each year we document the
fact that by the second Wednesday of camp, our children have cortisol levels
in the normal range. To many parents amazement, their children begin to
speak, to express emotions and appropriate social responses during camp.
Possibly the most important lesson we have learned during our vears in this
work, is that children who experience “felt safety” are free to learn and to
grow. Children who feel safe can be released from emotions that have held
them hostage. They are no longer prisoners of war: they are free to heal and
to become secure, trusting children!

]



Six Words for Adoptive Parents to
Live By

By: Dr. Karyn Purvis



Six Words for Adoptive Parents to Live By*

Karyn Purvis, Ph.D. & David Cross, Ph.D.
Institute of Child Development!
Texas Christian University

December 10, 2007

During the course of the last six years we have been involved in an
exciting project with adoptive parents and their children. Our journey with
these families has been filled with joy and delight. The mission statement
of our project cites a passage from the book of Isaiah, which says simply
“and a child shall lead them” {Isaiah 11:6). The greatest and most significant
rescarch findings garnered in our work are the simple truths that the children
themselves have taught us. Among the greatest lessons of truth that we have
learned from the children are those insights about how to guide parents and
children to connect in new ways. Thus our project is aptly named, The Hope
Connection.

For many children who have experienced neglect or maltreatment prior
to their adoption, the path between them and their adoptive parents is
unclear. It is providing guidance toward deeper connections that has become
our favorite focus when we speak to parent groups; our most common topic
s Lessons of Hepe from the Hope Connection.

In the process of walking with adoptive families through the years, we
have come to realize that there are six words which identify some of the
most effective mechanisms for building strong relationships between parvents
and children. Our six important words for adoptive parents to live by are:
B CoMpassioNaTs! B FirM! Be PRoaCTIVE!

Bre CoOMPASSIONATE!

We ask parents who have adopted children from the “hard places” to be
aware of the implications of non-optimal care on developing children. Before
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we can provide these children with a message of safety and love, we must
first learn to “speak their language”. In order to do that, it is imperative
that we have insight about neural and sensory development and possible
alterations in belief systems, which may significantly affect behavioral and
attachment.

NEURAL SUB-SYSTEMS ISSUES: An example of understanding neural de-
velopment through the lens of compassion can be found in viewing children’s
idiosyncratic behaviors and beliefs. Children adopted before the age of two
rarely have retrievable memories of their experiences. However, if they ex-
perienced hunger, or loneliness, or fear during this time, they may exhibit
a chronic and pervasive sense of hunger, loneliness or fear. Their brain de-
velopment was not complete enough for them to have tangible memories
such as those of four or five year old children. Yet in spite of now living in
safe homes with adoring parents, these children may be haunted by over-
whelming feelings of being unloved. Paradoxical as it may seem, children
with concrete memories of their hardships are often easier to guide. They
can learn to “use their words” to talk about pre-adoptive memories. “I was
hungry and there wasn’t enough food, or “I was lonely and I wanted to be
held and no one was there for me.”

Those children with touchable memories can learn to use their words to
tell their stories and to be released from the power of early experiences. But
for younger children who experience harm before myelinization of the brain
was complcte and before brain maturation gave rise to tangible memories,
the journey for healing can be at times frustrating for both parents and
children. However, in time, and with consistent, compassionate care, parents
who understand their children’s neurological issues can guide little ones to
the trath-—that they arve safe, and loved and deeply cared for!

Most adults can remember a time in their own childhood when they
experienced food poisoning; many have not eaten the “poisonous” food since
that childhood experience. In evolutionary terms, we recognize this to be a
function of the “primitive” brain structures that are responsible for survival.
Humans are considered “opportunistic feeders” which means that we eas
whatever is available to us in the envivonment. Therefore, evolutionary
brain structures developed which were designed to protect us from death.
Our avoidance of a childhood “offender-food” which appears idiosyncratic,
is actually an evolutionary skill designed to ensure our survival.

We invite parents to ask two questions when they observe behaviors that
seem unacceptable or idiosyncratic. The first question is “What is your
child really saying,” and the second is “What does my child really need?”
By being attentive to neurological and sensory issues, and residual belief



systems, compassionate parents can more eagily navigate their children’s
histories and understand their children’s language.

SENSORY SUB-SYSTEMS ISSUES: Sensory processing deficits are another
common outcome for children who fail to experience optimal care during
the early months of life. Sensory processing deficits can cause children to
misunderstand their environrment in ways that canse them to misinterpret,
for example, social cues, facial expressions, and the meaning of touches
and hugs. In these things, parents must be informed about how semsory
issues can be addressed and treated, and must also understand behavioral
manifestations of sensory processing issues. We recommend the book by
Carol Kranowitz, The Out of Sync Child, which clearly describes each of
the “internal senses,” how sensory defensiveness manifests, and how we can
effectively intervene in the home and school environments.

We encourage parents to be compassionate towards the behavioral issues
that might be associated with sensory-processing deficits. For example, a
newly adopted child who is tactile-defensive may not want to be hugged or
touched. Although this is a painful experience for parents, (and is often
mistaken for attachment problems), this deficit can be effectively ircated.
However, it will require compassionate patience on the part of the parent.
A similar corollary to a child who does not want to be hugged due to tactile
defensiveness, is the child who has a proprioceptive deficit and yelps when
his parvents hug him, claiming that they are hurting him. This hypersen-
sitivity to physical pressure can also be effectively addressed (for specific
information, see The Out of Sync Child).

BELIEF SUB-SYSTEM ISSUES: Adopted children very frequently develop
belief systems associated with their experiences with early carcgivers. Those
belief systems may include beliefs like “I am not loveable,” “Adults can’t he
trusted,” “H I had value I wouldn’t have been given away.”

It is important for adoptive parents to be compassionate toward the
children’s belief systems, while gently leading them to know the truth—that
they are beautiful, and precious, and valuable, and loved!

We ask parents in their compassionate responses towards their children
to honor the child’s history while giving them a hope for the future that they
can live by, For example, if the child has not received adequate nutrition
during early development, they may “hear” a message of hunger that causes
them to hoard or steal food. In this circumstance, a parent can say “It
is true that you were hungry many times before you came home, but my
promise is that you will never be hungry in our home. But, you may not
steal food, nor hide food. Anytime that you are hungry, come to me and
T will go to the kitchen with you and you may sit and eat whatever you



are hungry for. If you would like, I will even take you to the grocery story
and let you choose favorite snacks and nuts and fruit to put in a basket in
your room.” In these ways we show compassion towards our children while
bringing them out of their pre-adoptive history and into the complete safety
of our home and our love.

BE Firm!

While compassion is a profoundly important component for parenting
a child from the hard places, compassionate firmness is equally important.
Children—who have not had-healthy boundaries before they came home
to you—will need clear, enforceable boundaries. They need to be encour-
aged to “use words and not behaviors” to tell you their needs. They need
to be encouraged that “all feelings are okay,” but need to be guided into
appropriate ways to express those feelings.

Because sensory deprivation in the early months of development, and/or
chronic ecar infections, can disrupt auditory processing, we encourage parents
to use few words! Children who have auditory processing deficits can easily
become lost in an “onslaught” of words. Unfortunately, these children may
be labeled as “disobedient” or “willful,” when in truth they did not fully
understand the meaning of their parent’s “word clutter.” These children
need to be given short auditory scripts that they can easily encode and
learn to follow.

Important concepts to teach younger children are “Be gentle and kind,”
“Listen and obey,” “Practice showing respect,” “With permission and su-
pervision,” “Making compromises,” and “Accepting no.” ACCEPTING NO
is an important principle, because many children from hard places find it
difficult to relinquish control to their adoptive parents out of fear. This is
becanse in the child’s past, those who were in control were not trustworthy
and his or her life felt out of control. It is important to gently wrest control
from the child because a child who is “boss of the world” doesn’t need a
mommy or daddy.

Be Proacrivel

In a home where there is a balance of compassion and firmness, murture
and stracture, it is also important to be purposefully proactive. By analyzing
our children’s behaviors we can make realistic plans for how to address
their needs. We encourage parents in our program to make careful journal
notes about when and where their child has behavioral difficulties. Do they



become tearful when they go into a new environment? Does going into a
crowded room cause them to become withdrawn, afraid or agitated? When
they are hungry do they have behavioral meltdowns? By keeping thorough
journal notes for a few weeks, most of our families can identify events, places
and times which present particular challenges for their children. Parental
regponses can be guided by compassionate understanding of the neurological,
sensery and belief-gystem issues, which are fueling their children’s behaviors.
For example, we recommend feeding children a nourishing snack every
two to three hours. Many parents have reported that simply providing sta-
bility to their child’s blood sugar signilicantly reduces behavioral challenges
during the day. Other parents have discovered through assessing their jour-
nal that their child needs appropriate sensory input before activities that
require them to sit still for a long period of time. Those parents may opt
for & half-hour at the park or McDonalds playground prior to sitting in the
doctor or dentists office for an hour or prior to going to the grocery store.
The goal of our work at TCU’s Institute of Child Development is helping
parents and children make deeper connections. We believe that these six
words, BE CompassioNaTE! Be FIrRM! BE PROACTIVE!, are among the
most powerful tools we have observed for not only bringing our children into
the safety of our homes, but for bringing them into the safety of our hearts!
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sensory Integration Dysfunction -
ng a Sensory Deteclive

By Polly Godwin Emmons and Liz McKendry Anderson.
Authors of Understanding Sensory Integration

People often ask, "What constitutes sensory integration dysfunction or a sensory
processing disorder? When do we know the child has sensory integration dysfunction?
What is the difference between a sensory issue and sensory dysfunction?" These are good
questions and this remains a somewhat complicated issue. First of all, sensory integration
dysfunction by itself is not a clinical diagnosis, according to the DSM-IV (American
Psychiatric Association 2000). Which, translated, means that there are no blood tests of
biological markers, so basically it requires a health professional (usually an occupational
therapist or a physical therapist) working from an observational checklist marking off
specific indicators under specific categories. Second, the term "sensory integration
dysfunction" is often used interchangeably with "sensory dysfunction" and sensory
processing disorder,” making things confusing at times. And frequently sensory
integrations dysfunction is concurrent with diagnoses such as autism spectrum disorder,
cerebral palsy, Down syndrome, ADHD, learning disabilities, etc. However, it has been
our experience as teachers (special education and general education) that sensory
integration dysfunction is most often a co-condition with another diagnosis. Only rarely
have we encountered a child with a straight diagnosis of only sensory integration
dysfunction.

Again, it is our belief that there is a significant difference e between sensory integration
dysfunction and a mild sensory issue. For us the bottom line is "Are the sensory
difficulties impacting daily living, relationships, learning, and behavior; and, if so, to
what degree?" Here is where we need to talk about degree and quality. Now, for a four-
year old who is exhibiting "typical behavior in every other area but refuses to put her
hands in the sandbox, is this really a big problem? Is it really pervasive? Is it really
adversely impacting her life? Could it be that this is just a "stage" or something
ephemeral? In other words, will she grow out of this? And, does it really matter if she
does? (There are plenty of adults who do not lie to get their hands dirty.) However, if she
doesn't like to put her hand in the sandbox, and gags when she touches blue or finder
paint, and falls out her chair, and the slide terrifies her, and her mother has intense daily
power struggles with her about what hose is going to wear and what she is going to eat,
and is obviously overwhelmed by large group activities, now do we have a big problem?
Is it pervasive? Is it impacting her life/learning/social development? Maybe. At this point,
as parents and as teachers, we would want to take a closer look at this child's level of
previous experience and exposure these types of activities. If lack of exposure and
experience can be ruled out as a strong contributing factor, then we would recommend t
this child's parent that she receive further evaluation while at the same time begin to kick
into gear some sensory-based strategies to help this child's individual needs.



If, as a parent or a teacher, you suspect that a child (or your child) has significant sensory
issues or sensory integration dysfunction, you now become the detective. Now is the time
to start documenting your dealing with the inevitably complicated array of service
providers, and gathering information that will be useful for a professional assessment.

This article is excerpted from Understunding Sensory Dysfunction by Polly Godwin
Emmons and Liz McKendry Anderson, with permission of Jessica Kingsiey Publishers.
Read about the book or purchase: Undersianding Seansory Dysfunction.
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Lindsey Biel and Nancy Peske, authors of Raising a Sensory Smart Child,

describe how sensory integration disorder can affect your child's social skills
and ways to help, in this exclusive interview.

Can sensory Integration disorder adversely impact my
child's socialization and social skills?

Yes. For example, while the other children are enjoying socializing in the halls,
playground, and cafeteria, the child with sensory integration dysfunction may feel she has
to plug her ears to be able to handle the noise, and stay away from the other kids because
she's afraid of getting bumped into. Social activities other children find enjoyable can be
extremely uncomfortable for kids with sensory integration issues. As a 'tween or teen, a
child with sensory integration issues may have difficulty tolerating the clothes that all the
kids are wearing, and feel ostracized because he constantly wears ratty old tennis shoes
and sweatpants. Eating with other kids can cause social anxiety, as a child's inability to
tolerate different food textures, or notice if he's got crumbs on his face, can make him feel
embarrassed. Then, too, a child who has a high need for sensory seeking can have social
problems because she can't stop touching or banging into the other kids when she's
playing, or she has difficulty observing the rules of social space, getting right info
someone's face to ask him a question.

How might sensory integration issues interfere with my
child's social interactions?

You may see social behaviors like anxiety and withdrawal. The child's social behavior
may Jook "odd," "geeky," "immature," or "goofy." Trouble with transitions, from one
activity to the next or one state to the next (such as alert to calm, sleeping to fully awake}
are another sign that a child is struggling with sensory integration issues. Some kids will
become angry, defiant, and defensive about their sensory integration behaviors and are
seen as "problem” kids with "an attitude." On the other hand, a child who is a 'sensory
seeker' be too physical with other children. A child who craves tactile input may
constantly touch other children to the point of irritation. A child who has difficulty with
body awareness, may lean against other children at circle time, or frequently bump into
other children.



How can parents (or others) modify social situations so
my child can be a success?

The most crucial thing a parent can do is to acquire sensory smarts. Recognize that life is
a sensory event, and there will often be times when the sensory input most of us take for

granted and don't even notice will greatly affect their child. Respect your child's sensory

integration needs and teach him how he can meet his needs in a socially acceptable, safe

manner. Throwing stones into a creek is okay, but throwing objects at your little brother

is not!

The second most important thing a parent can do is teach the child sensory smarts. Kids
need to know that yes, their bodies are wired differently and that's okay7it just means
they have to be a little creative and find ways to meet their sensory integration needs
without breaking the important rules of social interaction.

Of course, everyone has a different level of comfort with "breaking the rules." It's an
important subject to discuss with your child, who will face many sensory integration
challenges. If he needs to stimulate his mouth before eating, is it okay for him to stuff
paper napkins in it? Is it okay when he's four, but not when he's eight? Is it okay at home,
but not at someone else's house, or in a restaurant? What are the social consequences of
his behaviors? If his friends are going to ridicule him, are they friends he wants to be
around? Are there other, more socially acceptable ways to get his needs met?

What can parents teach their children with sensory
integration issues so they can mix in, and even enjoy,
social settings?

Teach children to respect their needs, but also the needs of others. Encourage them to be
creative in finding ways to make social settings more comfortable for themselves without
making them less comfortable for others. Encourage them to talk to you, and to other
important people, about their choices. Maybe your child can explain to grandma why he
chose to wear black sweatpants and a nice shirt to a holiday gathering instead of scratchy
khakis with seams. Help your child feel good about herself by pointing out her wonderful
qualities, and explaining that sensory integration issues are simply a physiological
challenge she has to deal with. A child with a strong sense of self can much better
navigate social settings when others don't understand her sensory needs.

How can parents help their children with sensory
integration issues in these social situations?
Planning is important. Let's say you're going to a family gathering. Talk to your child

about what she finds most unpleasant about these social gatherings. Does she have more
difficulty inside, where the sound of many voices is excruciating? Can she tolerate it



better if she wears earplugs and takes frequent breaks to go to a quiet space -- an
unoccupied room, outside, or even the car (if she's mature enough to sit in a car alone)?
Or, if she has more difficulty outside, can accommodations such as sunglasses, a
windbreaker, and mosquito repellent help her handle the outdoors better? Then, when you
arrive, take notice of any sensory integration challenges she might have difficulty
tolerating and get creative about how you can accommodate her. If you forgot to ask
about what foods will be served, and there are no foods she can tolerate, perhaps you can
take a quick run to get her an apple and some crackers from the convenience store.

Use your sensory smatts to encourage your child to engage in sensory diet activities he
finds calming and focusing. Doing shuffle races, marching in place, doing chair pushups
or pushups against the wall, and carrying heavy objects are all activities that stimulate the
joints, providing proprioceptive input that many kids find calming. Let your child wear
comfortable clothing, and use earplugs, fidgets, and other devices to help them get calm
and focused.

Lindsey Biel and Nancy Peske's book, Raising a Sensory Smart Child has
huge sections on practical solutions for everyday social problems as well as
sensory diet activities that will help your child with sensory issues.
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SPD Symptom Checklist For Infants & Toddlers

__ Resists being held or cuddled

.. Cries and/or arches back when people try to hold him/her

__ Distressed by diaper changes

__ Distressed by baths and/or water splashing on him/her

__ Doesn't fall into a predictable sleep/wake pattern or cycle

__ Cries excessively throughout the day {more than a half hour or hour at a time)
_... Doesn't smile often, appears “sad” or “uncomfortable” much of the time

__ Has distinct preferences for adults of certain energy levels or voices (i.e.,
intonation, loudness, high pitched, low pitched, etc.)

__ Avoids eye contact, has difficulty focusing on objects or following them with eyes
. Distressed when moved suddenly or whole body and/or head is tipped
___ Distressed by rocking motions

. Distressed when moving in space (i.e., swinging around, bouncing up and down,
or being “thrown” up in the air)

__ Doesn't appear to respond to name or familiar voice

__ Can't seem to calm baby down no matter what you try (or there is only ONE thing
that does, i.e., a car ride)

_ Difficulty breastfeeding
__ Difficulty with sucking, chewing, or swallowing
__ Doesn't tolerate new foods well

__ (Gags or vomits from textured foods or on variety of different foods (very limited
diet for age)

—. Does not seem to sense when diaper is wet or dirty
_... Cries inconsolably until a wet or dirty diaper is changed

___ Prefers to be without clothing



_. Severe separation anxiety

___ Tantrums many times a day

__ Distressed by sunlight or bright lights

... Distressed in public places, especially if crowded or noisy

... Doesn’t enjoy regular interactive movement games, i.e., peek-a-boo, pat-a-cake,
ete.

__ Doesn't notice new toys/novel toys and/or resists playing with them

__ Only uses one hand to manipulate and explore toys and/or can't switch from hand
to hand

__Unable to bang toys together or ciap hands (at appropriate age)
__ Keeps hands fisted and closed most of the time
__ Distressed by dirty hands or face

... Cries inconsolably when left with strangers or less familiar people

__ Significantly {ate to talk, walk, gesture, smile, hold bottle, sleep through the
night, manipulate/play with toys, etc.

__ Major difficulties transitioning to solid foods and/or rice cereal after bottle or
breast fed

___ Can not hold onto or use objects or utensils welf for age

_. Regularly aveids certain foods, food categories, consistencies, temperatures of
food, eliminates whole food groups, etc.

__ Difficulties with excessive reflux or allergies to foods and/or formulas
__ Doesn't seem to notice sounds others do

___Frequent ear infections

__ Sensitive to sounds others don't seem to be bothered by

___ Difficult to engage; is an observer, doesn't interact with peers or adults
... Apprehensive and/or distressed by playground equipment

.. Distressed by baby swings, jolly jumpers, wagon/stroller rides, car rides, etc.



__Avoids putting toys in mouth, exploring them with her mouth
. Baby gags or vomits when objects are placed in his mouth

_ Beyond teething stage, always has something in his/her mouth, or chewing on
clothes, hands, fingers

. Avoids categories of toys, i.e., vibrating, stuffed animals, rough textured toys,
slippery/slimy toys, brightly colored objects, etc.

__ Appears overwhelmed, cries, or falls asleep when overstimulated

__ Refuses/distressed by certain positions, i.e., being on tummy, on back, sitting,
etc.

_. Stays in one position and becomes uncomfortable when moving to another; if
moving on own has significant difficulty transitioning to another position (hard to do,
awkward)

.. You find you are always trying to be one step ahead of baby; trying to control his
environment and “warning” people what to do/not to do so baby is comfortable

... Difficulty staying asleep for more than 30 minutes at a time, or wakes up
frequently throughout the night, unable to soothe himself back to sleep

___ Seems to get too much sieep, very short time when he is alert, playing,
responding, and interacting

__ Has significant difficuity waking up

__ Needs a particular sound to stay asleep, i.e., fan, nature tape, white noise, music,
ete.

—_ Will not sleep if there is any noise
__. Wakes with the sun
__ Can not fall asleep anywhere but home, in familiar environment

__ Needs excessive help to fall asleep...rocking, bouncing, singing, rubbing back,
etc. for long periods of time

__ Uncomfortable if not swaddled tightly; or, if older, needs heavy blankets, stuffed
animals, or tighter pajamas for weight and pressure on them to fall asleep well

__ Able to switch moods effectively and relatively quickly... easily distracted if upset,
“gets over it” within a reasonable amount of time, a favorite toy/face/sound will
soothe him/her

___ Excessively attached to a pacifier



... Never attached to any comfort object, i.e., blanket, stuffed animal, rubbing
something, pacifier, thumb, etc.

__ Doesn't reach for or hold toys (especially textured toys) at appropriate age
__ Closes hand if toy coming near it, or drops it immediately if placed in hand

__ When begins to walk, walks on tip toes only, will not put bare feet on
ground/floor

__ Distressed by textured materials under themselves

__ Appears distressed by movement; i.e., a startled response, arches back,
frightened look in eyes, etc.

_._. Does not crawl before walks (or limited/different type of crawl)

... Craves movement, distressed if not moving, being swung, rocking, bouncing,
rocks self constantly

... boes not play reciprocally with caregivers or familiar people
__ Frequently engages in repetitive, non-purposeful play with one or two objects

_. Can not switch activities or participate in daily routines without distress when
transitioning from one to another

___ Baby is not understood using language, cues, gestures, etc. and becomes
frustrated frequently

__ Freguent head banging, hitting, biting, pinching, or hurting self or others
___ Breaks toys frequently

__Unable to be gentle with animals

__ Appears uncoordinated, frequently bumps into things

__ Can not focus attention on play, caregiver, or toy long enough to interact (for age
level)

__ Wanders around aimlessly or engages in non-purposeful activities in excess, i.e.,
spinning, rocking, staring at certain objects, etc...not interested in play or doesn't
use objects for purposefui play

Excerpt taken from: Sensory Processing Disorder Website
www.sensory-processing-disorder.com
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Sensory Integration
Resource List

Helpful Websites:

WWW.Sensoryresources.com

www.oui-of-sync-child.com

www.sifocus.com

WWW,sensoryint.com

www.alertprogram.com

WWW.Sensory-processing-disorder.com

www.spdnetwork.org

www.comeunity.com/diability/sensory integration/

Sensory Gym:

It's A Sensory World — www.itsasensoryworld.com — Dallas
972-239-8100

Pediatric Therapy Services:

Playworks — www.playworkspts.com — Dallas - 972-387-1100




Wilbarger Brushing Protocol Websites:

www.pbbkids.com

www.bevondplay.com

www.FACE/!.org

Books on Sensory Integration:

The Connected Child - by: Dr. Karyn Purvis

The Qut-of-Sync Child: Raising and Coping With Sensory Integration
Dysfunction — by: Carol Stock Kranowitz

The Qut-of-Sync Child Has Fun: Activities for Kids With Sensory
[ntegration Dysfunction — by: Carol Stock Kranowitz

Parenting a Child with Sensory Processing Disorder — by: Christopher
Auer and Susan Blumberg

Raising a Sensory Smart Child: The Definitive Handbook for Helping
Your Child with Sensory Integration Issues — by: Lindsey Biel and
Nancy Peske

Sensory Integration and the Child — by: A. Jean Ayres

Building Bridges through Sensory Integration — by: Ellen Yack, Paula
Aquilla, Shirley Sutton

Sensory Secrets: How to Jump-Start Learning in Children — by:
Catherine Schneider

Answers to Questions Teachers Ask About Sensory Integration — by:
Carol Stock Kranowitz, Deanna Iris Sava, Elizabeth Haber, Lynn
Balzer-Martin, Stacey Szklut




101 Activities for Kids in Tight Spaces: At the Doctor's Office, on Car,
Train, and Plane Trips, Home Sick in Bed... - by: Carol
S. Kranowitz

Too Loud, Too Bright, Too Fast, Too Tight: What to do if You Are
Sensory Defensive in_an Overstimulating World — by: Sharon Heller

Help for the Hopeless Child — by: Ron Federici

Facilitating Developmental Attachment — by: Daniel Hughes




