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Minta: Hello and welcome back to the Fourth Annual Online Conference
for Moms Fighting Autism. If you're still with us, thank you. We've had
such great guests today and we have another wonderful guest coming up. We
are now speaking live with Anna Keenaghan; she is the owner and the
executive director of an outstanding sensory integration gym called Sensory
Freeway here in New York. Hi and welcome to the show, Anna. Thank you for
coming.

Anna: Hi, Linda. How are you?

Minta: Hi, I'm very well, thank you. Can you tell us a little bit
about what a sensory gym is? The floor is yours.

Anna: Okay. Not a problem. I am an owner and executive director of
Sensory Freeway. It's a pretty large clinic at this point; we
serve almost 300 families at the center with their children and
we've been in this clinic for about ten years now. Actually,
it's our tenth anniversary this year.

I do want to talk a little bit about what sensory integration is
because I think there is a lot of confusion, especially from the
parents. When they come to us, it's a big topic. Sometimes
it's difficult to follow and to understand exactly how all the
systems within our [communities] do work. As a therapist, what



is it that I'm looking for? What is it that I'm looking to
improve?

Let me back up a little bit. What is sensory integration? Who was
the founder of sensory integration? It was Dr. Jean Ayers; she
was an unbelievable occupational therapist. She's done tons of
research on many different children with learning disabilities.
She started her work in the '50s, so at that point there were
not that many children with autism but she did have encounters
with children with autism and developmental disabilities and she
looked into the sensory processing and the sensory integration
dysfunction and how it affected each child's skill level. When
she looked at all the senses, the senses that we are very
familiar with: sight, taste, touch, tactile, smell, and hearing,
the auditory. But there is---

Minta: Anna, can I just interrupt you?

Anna: There are two very important senses: one is the proprioceptive
and the other is the vestibular. There are basically seven
senses in our bodies; not five. As a therapist I look closely
at all of them. But the proprioceptive and the vestibular and
probably the tactile are the top three that will have a lot of
influence on all the other sensory systems.

So what is proprioception? It's frequently used by the therapist and
sometimes the parents come in and they have no idea what I'm
talking about. What proprioception is basically the position of
your body in space. We all have receptors within our joints and
that's how you know where your body is in space.

For instance, if you close your eyes and you move your arms to the
side, you do not have to visually see where your arms are. You
know you are standing up and your arms are out to the sides.
This is the proprioceptive sense that will let you know exactly
where your body is in space. And the receptors are throughout
all your joints like your ankles, your knees, your feet, your
wrists, your elbows. They all pull together and that message
gets sent to your brain and interpreted by the brain saying
you're standing up straight, but your arms are to the side.



The vestibular sense is another huge [one]; maybe the biggest sense
in our body. That 's the position of the head in space and it's
the location of that particular sense is within the inner ear.
The importance of that sense actually happens from very early
on. All of them develop really on but the proprioceptive and
the vestibular; those are really early on.

Inside the womb of the mother when the fetus is developing, those
senses are very important for the positioning of the child.
When the child is getting ready to be born, it turns around and
the head goes down and that's all the vestibular sense that
allows the fetus to get into position before its born. At the
same time, the fetus is tightly in the uterus and is surrounded
by amniotic fluid which puts pressure on the fetus. There is a
lot of proprioception and vestibular sense going on at that
time.

Once the baby is born, the vestibular has a lot to do with the
child's position. As a parent, I'm sure you've seen your baby
developing and reaching all of those developmental stages such
as rolling, sitting up, going against gravity. That is all
vestibular and proprioceptive senses that helps that child to
develop going against . . . developing the body going against
gravity. Rolling from the belly to the back and back to the
belly. Then sitting up and being able to get into quadruped
position on the hands and knees and being able to crawl. And
being able to go all the way up to the standing position and
eventually walk.

Minta: Anna---

Anna: The importance of each developmental stage is dramatic for each
child. It's critical that each child will go through these
stages and I can't emphasize enough how important it is for a
child to crawl and creep. This is probably the most important
developmental stage.

Unfortunately, a lot of our children may skip the crawling stage; it
may be very short which is letting us know that there is some



kind of dysfunction within that body that is not able to
position itself into certain positions like sitting or crawling
or creeping. That kind of development relies heavily on the
vestibular and the proprioceptive senses.

Tactile: tactile is a big one too. Once the child is crawling and
creeping, they have to be on their hands and their knees, so the
hands are open, there's a lot of proprioceptive messages going
through and tactile information going through the hands and the
knees. That's how the child knows how to do crawling. That is
extremely important. And obviously, all the other senses are
equally important. The vision, the hearing, the sense of taste
and smell.

They all have to work together. That's what sensory integration is
all about. It's not taking one sense out of the seven senses.
It's about how they work together. How are they going to
interact with each other for the child to be successful and be
able to go through all the developmental stages they are
expected to go through?

Minta: Anna, can I interrupt you? Can you hear me?

Anna: Yes, I can hear you. Can you hear me?

Minta: Yes, but there's too much background noise. You're not on
speakerphone, are you?

Anna: I am.

Minta: You need to get to a quieter place. Don't be on speakerphone.

Anna: There is nobody here. It's just me.

Minta: Well, I hear a lot of moving going on, so can you please just
take it off speaker and just put it to your ear?

Anna: Can you hear me better?



Minta: Yes. A thousand times better. Thank you, Anna.

Anna: Okay. There's nobody here so I'm not sure where the bouncing
is coming from.

Minta: I can hear you so much better now. Could you please continue?
Thank you so much.

Anna: Sure. Not a problem. So when we look at our children, it
depends on how soon they get to us. The sooner a child with
sensory integration dysfunction comes to us, it's better because
we can work on a lot of the issues that may be out there and
they end up completely developed. Children, infants and babies
and toddlers tend to adapt to their needs very quickly. They
find a way of being able to do things.

For instance, if the child does not want to put their hand on the
floor and crawl in a reciprocal kind of movement, they're going
to maybe roll their body to get from point A to point B. Or
they will scoot on their behinds rather than actually putting
their hands on the floor. If we start dealing with these
children earlier, it's much easier for us to work with the child
whose brain has such a plasticity and the ability to actually
mold the sensory input that the child will get.

I'm going to move on a little bit to the different assessments that
we do as therapists. Frequently, we give the parent a
questionnaire that they have to fill out. Sometimes we get the
questionnaires back and we look at the child and the answers are
very different from what we see. Sometimes the parents don't
see it because they don't understand exactly what the child is
supposed to be doing and which things are appropriate.

If your child is screaming in the shower or when you want to brush
their teeth or when the child is put down to change their diaper
and they really can't tolerate that input, something is going
on. Clearly, that child is very uncomfortable. Uncomfortable
in the position that they're in and uncomfortable with their own
bodies.



I think when we move our children around -- and especially children
with sensory integration dysfunction -- it depends. You may
have this seeking child; a child who is seeking and running all
over the place and has the inability to sit down and focus on a
certain toy, or maybe they just take the toys and throw them
around. They really seeking a lot of that input from the
proprioceptive and the vestibular. They never stop.

Or you may have a child who really does not want to move and may be
on the other side of the spectrum; just staying in one place
saying well, I can't move. I'm really afraid to move. You can
bring this stuff to me. They usually come to the center and
everybody else walks around them.

A child with sensory integration dysfunction has a pretty complicated
and complex life. The interactions with the environment becomes
much more difficult because they don't understand their own
bodies. Their bodies and their brains are telling them
something very different than what it should happen. The brain
perceives certain things as threatening or something that is
overwhelming and that fight or flight response comes in.

Or the child is feeling that they don't feel anything. If they run
and crash into people, maybe they'll feel their body in space.
That's where they get the proprioception. Those are very
frequent comments that I get from parents when they come to me
and are not sure why their son or daughter is running into
groups of people rather than running around them. It feels
good. They get that proprioception. They get that vestibular
bumping into others.

Children do learn by movement, they learn by touching, they learn by
doing things. Our children when they are on the high energy
level really have no time to stop and look at things because
they really need to move constantly. Maybe the other side of
the spectrum will be the child who won't move and won't explore
enough. The interaction between the child and the environment
becomes not coherent enough.



Children may be very overwhelmed in situations that we think there's
nothing wrong with this place. There might be a very light
sound that you don't even hear, but the child is overreacting to
the sound. Whether it's auditory hypersensitivity, visual
hypersensitivity, vestibular hypersensitivity, proprioceptive,
it's going to really influence the child's performance.

I'm going to go a little more into children with autism. In the
center, probably about 70% of the children who come to us have a
diagnosis on the autistic spectrum or PDD. All these children
exhibit some kind of sensory integration dysfunction and it's a
wide, wide range of things that can happen. These children
exhibit those sensory integration dysfunctions from a very young
age.

In fact, research shows that a child who has a very difficult time
bringing the head up against gravity while on their belly or
sitting up and have a sluggish neck and head extension may have
a possibility of autism. It can be looked at very early on in
that child's development.

Children with autism see the world around them very differently
whether it's a visual stimulus or behavior or auditory, they
will find certain ways that feel good to them but will also
eliminate a lot of the world outside of the body. That's why
when we started doing therapy with children with autism, I find
the combination of sensory and integration and maybe ADA and
play therapy or floor therapy are great things because it
enhances and generalizes that child's skills into any possible
situation.

Whether the child is severely affected by the diagnosis or is on the
other side of the spectrum and is highly functioning, they have
all done very well with sensory integration. But that's where
the importance is; it's not really the equipment that does the
job. But the therapist utilizes the equipment within any
sensory clinic. The importance of how we're going to start the
therapy. What is it we're going to look for? How are we going
to promote the child's skills?



With a child with autism, some of them we may take them into very
tiny and small sets and really break things down. But again, I
can't emphasize enough the importance of actually integrating
all of the senses rather than separating them into individual
parts. At times, we might do some of it; say auditory
stimulation, maybe some tactile stimulation, but it's all going
to be taking place in one big collaboration with all the other
senses.

As you can see on my slide, I took a shot of our sensory gym. As you
can see, there is a lot of suspended equipment and that promotes
a lot of the vestibular and proprioceptive senses.

Minta: Can you hear me?

Anna: When you look at that picture, a lot of the suspended equipment
really helps the child to go through all the different sensory
systems in one way. Let's say I put the child on the suspended
tire swing, I may give them some passive movement. But first,
they have to get onto that tire swing. I'm going to try to lead
them through practice and that's another big area: the motor
planning and the practice has to do with the sensory integration
approach.

Every child has to be able to do certain things for themselves. As
we know, it is difficult for children with autism to figure out
how to do certain things and which way. It's not so simple
getting on that tire swing so we would break that down and
really look and give them some tactile cues, some verbal cues,
even show them how to get on. And they will get a lot of
stimulation from that movement whether it's a linear movement or
rotary movement. Those are two very different movements and
they both address different parts of the vestibular system.

As I mentioned earlier, it is a system within our inner ear that has
a lot to do with the balance, bilateral coordination, co-
contraction. It's going to have a lot to do with your whole
postural control and overall coordination. It also has a lot to
do with muscle tone.



Usually children who have some deficits in that area may display a
low muscle tone. They may be afraid to go on any kind of
moveable equipment when the feet are off the floor which is
called gravitational insecurity. They always have to have their
feet planted on the floor as that's how they feel secure. Once
their feet are off the floor, they just don't know. They
completely lose where the body is in space.

When that child is craving that vestibular input, they will be going
on that swing and really trying to get extremely high. What I
usually do with a child like this when I put them on the swing I
would ask them to hold onto a strap or any kind of rubber band
type of strap like a [Thera-Band] so they will be able to
actively participate in that movement. They can create the
movement on that particular swing.

That's only one swing. We probably have 15 swings in our center.
Each one will promote a different position of proprioception
which I mentioned earlier is the movement of the body in space,
but also the vestibular, the head. The way we pick which swing
the child should go onto once they've arrived is called the
platform swing. That's the nice swing the child can go on to be
on their belly, they can put some heavy weighted blankets, it's
to give them a lot of that integrated input instead of just one
input at a time.

At the same time, the child can hold onto that strap I was talking
about earlier, so to say I can pull the child or the pull
themselves on that swing and they can rate how far they can go.
If I need to look at a child's post-rotatory nystagmus, it
reflects in the eyes. The eye and the vestibular system work
very closely together.

As I would rotate the child on the swing in slow motion and I stop
doing so, there is a certain movement to the eyes. I can see
whether the child is really perceiving that input, whether the
child has that kind of reflex and can respond to that rotation
in an appropriate way.

Any typical child or adult if I were to do this rotation would



stimulate a lot of that post-rotatory nystagmus. Some of our
children when you spin them three times may have this ongoing
post-rotatory nystagmus and they cannot tolerate this. That
modulation of that particular input becomes very intense for
that child. That child may be what we call a high-arousal
child. A child with a lot of modulation issues.

The seeking child -- the seekers as we call them -- go on the swing
and I might spin them ten times and there's absolutely nothing.
The brain never registered that kind of information. It can be
the registration of that particular input or actual modulation.
Different causes can effect why the child responds in that way.
Again, if I see that, that child will need quite a bit of
stimulation.

For the seekers, I would work a lot on giving them the input that the
brain is seeking so much. This way, once they've received that
kind of input in collaboration with a lot of other inputs like
auditory and visual and vestibular at the same time -- again,
we're talking about sensory integration -- they will probably
process that information more. And probably, after intense
input to a seeking child, maybe 15-20 minutes, I will be able to
sit them down at the table.

As an occupational therapist, I do have to work on the skills that
the child has to develop. But if I do not address their sensory
processing issues, they will not be able to sit down at that
table. They don't where the body is in space. I will do
anything to promote that. The visual and auditory attention and
that coordination that they may need to develop heavily relies
on the sensory integration in that child's body.

In order for that child to sit down and pick up the crayons requires
a lot. They have to be able to feel the sensory pathways within
their bodies that they will be able to sit at the table and not
be seeking a lot of input at that point.

When the child picks up the crayon, again, we're going to talk about
the practice. They have to have the practice, the motor
planning in order to pick up the pencil or the crayon or self-



feed themselves. They have to know what to use their hands for.
Many times they come to us and they don't know. They have no
idea how to use their hands.

Most of the time they may hold things in their hands rather than use
them appropriately. And those are probably children that
avoided a lot of the crawling and creeping and that type of
exploration when they were younger.

Then you have the children who are really hypersensitive to touch
anything. So on the tactile level as they're going through that
sensory gym, they'll have to go through a lot of different
textures. As you can see on the floor, there might be carpet,
there might be a mat on the floor. Then there are pillows.
There are different kinds of pillows with different kinds of
textures on them. There are spikey mats, there are soft mats,
there are mats that may have gel in them. They will have the
exploration not only on the proprioceptive and the vestibular
but also on the tactile.

Then getting that readiness for sitting down and taking that
information in and process it and be able to auditorally or
visually to perform [inaudible 00:28:41] coordination and
bilateral coordination.

I find children with tactile defensiveness. Tactile defensiveness is
a usually a child who displays fear or aversion to textures and
it can be clothing with labels that bother them or washing their
face or brushing their teeth. Any water type of things.
Anything wet they want to take off. Or children who won't touch
even different types of foods.

Tactile defensiveness will relate a lot with oral defensiveness
meaning that child may not want to eat a whole variety of foods.
The child may be actually looking for only certain textures
that feel comfortable them. That relates a lot to oral motor
processing too. All the sensory input happening around the
child's mouth will have a lot to do with what's happening
throughout the whole body.



I have been doing a lot of tactile-based feeding and a lot of oral-
tactile stimulation with children who have those types of
issues. Children who may look at food and gag. They may have
this over reactive gag reflex that can sometimes lead to
throwing up and they didn't even get close to the food. They
just looked at it. Even a piece of apple can bring such an
adverse reaction. Again, it may happen that the child throws up
and vomit. That's how intense aversions are.

The brain is perceiving that input as very threatening. The
modulation of the different foods that are presented to the
child becomes really threatening. Again, we are talking about
sensory integration so the child may not be ready to be able to
sit down and eat that type of food. They really have to get out
a lot of the tactile and proprioceptive and the vestibular prior
to eating any kind of food, before entering any kind of kitchen.

Whether it's a child with autism or whether it's a child who just has
sensory problems, it doesn't matter what the cause of the
aversion is, but that aversion must be addressed. That aversion
has to be addressed through very intense sensory integration
approaches.

Do you want me to go on a little bit more, Linda, or do you want me
to answer some questions?

Minta: I'd love to go to some questions, but I'm still hearing quite a
lot of background noise and getting some complaints from the
audience.

Anna: It's not from me.

Minta: It's not from me. I'm on mute.

Anna: There must be somebody else on the line or something.

Minta: I don't know. I keep hearing children. You hear that too?



Anna: Yes, but nobody's in the office.

Minta: And I have my phone on mute. I don't know what's going on. Is
there anything else you want to say?

Anna: I could go on a lot, but I think there are some questions. You
forwarded some questions. Go into those questions and we can
talk a little bit more about it.

Minta: That would be great. There are so many questions pouring in
and I think answering directly would be better.

Anna: The truth is, sensory integration is such a large area and
there's so much that's going on. In a very quick way looking at
and talking about things, I went over some of the important
parts, but there's so much going on. That's why sensory
integration is such a wide topic. And it works on individual
levels within the seven senses and it's actually about looking
at how those senses are working together. That's the most
important thing.

And how you're going to address the tactile issues before you fix the
vestibular issues and the proprioceptive issues. Before we do
any type of food thing, it's as much affected. We know a lot of
children with autism would stay with certain white foods because
they cannot chew or they cannot tolerate textures. It's a whole
wide range and it all depends on where the child is at.

Minta: Yes. Very good. I'm going to move to some questions now.
Just to remind you: for those of you calling in, you can ask a
question by raising your hand. You just press star 2 to raise
your hand. If you want to ask a question and you're dialing in,
press star 2 and I will see that you're asking me a question.
For now, let's start with all of these wonderful email questions
that we have. There's a lot about sensory issues here. Barb
from Portland wants to know: I have a student who bites at his
fingers continuously. Could this be caused by sensory issues
and can you recommend a way to get him to stop?

Anna: Is he biting on his fingers or his fingernails?



Minta: It says fingers.

Anna: Right. Obviously there is some kind of need for oral
stimulation. If the child starts putting the fingers and the
hands into their mouth, are they actually biting on it? That's
the kind of question I usually investigate a little further.
What exactly happens? Is it only that he bites on his fingers?
Or does he also eat other inedible objects? Like sleeves
sometimes go in, the shirt goes in, it depends.

But yes, it sounds like it is certainly sensory based. The child may
feel very pressured. It's not necessarily that he may feel
pressured, but it feels good to him to have his fingers and his
hands in his mouth. I see quite often with children who do that
-- say, biting on the fingernails or biting on their fingers or
biting on the side of the hand -- there is not only a lot of
input into the mouth but also input into the hand. It can go
either way.

In order to distinguish which one it is -- whether he's seeking input
through his hands or his mouth or both -- maybe there are some
things that you could give him that would satisfy the tactile on
his hands. Also, putting stuff on his pencil. There's a lot of
stuff on the market the child can chew on rather than chewing on
their fingers. It's kind of substituting but also kind of
asking the child if maybe they can give themselves a different
pressure around the mouth.

Maybe asking the parents to get the child a vibrating toothbrush to
stimulate the mouth and the oral cavity and seeing if that would
help the child on the oral level and also on the tactile. For
his hand, any kind of fidget toys are strongly recommended
meaning a lot of texture type of things that he can squeeze, he
can touch. Hopefully that will satisfy the hand but also give
something for the mouth.

Minta: Very good. Monica from Houston. I'll paraphrase this: Monica
has a child who is 17 years old, he's low functioning, and he
started having seizures last year. She asks what kind of



sensory activities will the child need who jumps a lot and loves
to smell? He seems to love to smell. He's very sensitive to
noise and light and he has difficulty with transitions. This is
a very mixed bag child where obviously there's a lot of things
going on. What is your opinion of that?

Anna: Well, if he just developed seizures last year, I don't know why
he developed seizures so late in his life. What was the
trigger? Is too many seizure medications? Those are things I
would be very careful about what kind of sensory input I gave to
a child with the type of seizures. How frequent have the
seizures been since he just developed them?

Obviously, his senses are somewhat heightened on some level and
overstimulated on another level. There is no balance among his
senses. If he is really hypersensitive to noise, for instance,
I don't know. The noise or music or anything like that could
stimulate his seizures. Again, this is something that needs to
be really closely looked at by a therapist or monitored by a
neurologist that is making sure that child could get sensory
integration therapy.

But really I would not go into any rotations even though for a child
who is jumping and loves moving constantly. That would be a
great thing to do but not for him because of his seizures.
Maybe linear movements. Things like animal walks, teaching them
how to use his body in different positions. Animal walks could
be like a bear walk or a frog so the child can engage their
whole body.

It's a lower functioning child but that doesn't mean you can't break
down those animal walks into really simple things and let him
use his whole entire body to actively get involved in those
particular positions and actually move in those different
positions.

He loves to smell things. Again, with the seizure disorder, it could
also be that the smell triggers the seizures. I would have to
know a little bit more about what kind of seizures he exhibits.
But you could present him with different types of smells. That



would be more like a sensory stimulation versus sensory
integration.

Let's say if he's eating different foods, smelling different foods,
touching them. In the context of foods, he would get the
tactile and the olfactory input at the same time. I think with
him it's more difficult to give a straight answer because that
child has seizures so it's something that will have to be looked
closely at by whomever is treating that child at this point.

Minta: Right. It would need to be very personalized. I didn't see the
connection between seizures and stimulation possibly causing it.
You had mentioned in that answer something about you do sensory
stimulation and then sensory integration. I don't know if that
question makes sense or if there is a difference, but Depak from
Abu Dhabi would like to know: are sensory stimulations part of
sensory integrations?

Anna: Sensory stimulation is when you take one sense at a time and you
really stimulate that sense. On some level, let's say if I
implement Will [Berger's] proprioceptive technique which is the
brush, it is a passive input and that would be more of a sensory
stimulation. It's getting the child ready for that sensory
integration input. Before I take that child and put them
through a lot of different activities throughout the gym, I may
do some of the sensory stimulation, but they are two very
different things, actually. Sensory integration really is
integrating on many levels and pulling all the senses -- a
minimum of two or three or four -- in one shot.

For instance, when I have a child on a swing and I let them hold onto
a [Thera-Band], flexible strap and that child is going to pull
on that, I am really affecting the proprioceptive, the
vestibular, the auditory, the visual. At the same time, I speak
to the child and maybe we can think. There is more than one
sense I'm going to address. With sensory stimulation you're
talking about one specific sense being affected at that time.
That's the difference.

Minta: Very well. Thank you for making that distinction. That was a



very good explanation. Thank you. This is a great question
that Antoinette from South Africa asks. She says she has son
with SPD and ASD and he has difficulties with vestibular,
proprioception and other sensory sensitivities. Will he always
have challenges in those areas? Will OT help him overcome those
difficulties or just help him to cope? Will he continue to need
OT throughout his life?

Anna: It's hard to explain whether he's going to need this throughout
his life. For instance, when a child with ASD has sensory
difficulties, when they go to occupational therapy or physical
therapy, they are trained in this area. We are kind of training
the brain. We're not really teaching them how to cope with the
sensitivities or the hypersensitivies or an under sensitive
child, but we actively stimulate the brain.

We go into open up that brain for whatever input we're giving the
child. We're actually moving that child's perception of things
in a different way. I've had a lot of children with autism who
discontinued therapy after a certain time and they were really
pretty good. They knew how to go about. If they felt like they
needed the input, they were able to get that input but in a
certain way.

A child may require the therapy for longer, some may not. Will some
of them require the therapy throughout their whole life? They
may need some support, but I don't think it would be as intense
as it would be in earlier years. That's why it's so important
to start these therapies as early as possible because that's
where we have the most influence on that developing brain.

The earlier we start, the better the child will respond. It will be
easier and the child will be able to learn in a functional way
to deal with things. So it's not only helping him cope but
we're also as occupational therapists adjusting how the brain
reacts to things. I hope that was helpful. I hope that was
helpful.

Are you there, Linda?



Minta: Sorry about that. I muted myself. I think that was very
helpful for people to know that the OT -- if I may paraphrase --
is actually correcting the problem, not to be completely
corrected, but it's more than just helping them cope. It's
actually helping them get better.

Anna: Right. Opening up the pathways within the brain. When you
look at how the whole system works, how you perceive all of that
information from the outside world; it goes up to your brain
through your spinal cord and that brain will open up. It's
really amazing sometimes to see these children. They come in
and they are fearful of certain things. It's not that they got
used to all of it. You can see that it feels good, actually.
This is way I know they're not just coping with it. They're
actually processing the information. That's the difference.

Minta: Yes. Thank you. That's very hopeful. Let's move onto some
undesirable behaviors here. Ray from New York City wants to
know how he can teach his son not to touch himself on the rear
end and smell it and pick his nose and put his fingers in his
mouth. I know the children are getting some sensory input out
of it, but this kind of thing can be very embarrassing in
public. What can you tell Ray about how he might curtail these
behaviors or change them?

Anna: Those are pretty common behaviors with some children. It
depends on how young they are. Some of them don't understand
the social aspect of things. Putting your hand in your behind
and smelling it is certainly a different smell than just
smelling your hand without putting it there. It just feels
good. It feels good. It's really amazing what the brain is
looking for and it searches for certain smells where they
[inaudible 00:49:02] olfactory. There is also a tactile
stimulation he's getting from that particular movement.

Putting fingers up your nose, again, that's a hole right there and
the finger perfectly fits. Why not put the finger in it?
Again, it feels good to them. Again, with a child like this,
you'd want a lot of sensory integration type things. A lot of
textures, rice, scents, really bringing a whole world of tactile



stuff and proprioceptive stuff and making sure that child is
engaged in other things and using his hands functionally.

Kind of redirecting that behavior to other things. I think just
saying don't do that they may not understand. Get them into
those different positions so that body doesn't seek that type of
input so much. It's a very frequent kind of thing. Give him a
lot of things for him to do with his hands; play-doh,
Theraputty, rice, scents, rice and beans. You can put some
scents into the rice. You can make it a little different.
Different smells. You can get natural smells. Nothing too
strong or too light, but those are the things that the child
could substitute for that behavior and hopefully with that
sensory integration approach they will redirect that brain.

The most important thing is that they will transition to it
themselves. Redirecting them to do other things but in a
different way than saying don't do that. Say why don't we play
with this right now? Let's go and play kitchen and we can take
different pretend foods and different textures so the child has
exposure to all the things they're seeking. It's a seeking
behavior.

Minta: Very good. I have a question from a mother, Neha from Plano;
her daughter's not on the spectrum but she thinks she has a
sensory integration disorder. She says: my daughter who is six
and not on the spectrum is very uncomfortable with bathing.
With bucket water even. She doesn't want us to pour water on
her head with a mug. Is there any sensory processing disorder
with that? Also, she has a hard time with tooth brushing. My
two year old son had a hard time with tooth brushing. What can
you do? I guess what she's asking is can her children have a
sensory processing disorder without having ASD?

Anna: Absolutely. It's very common and what you can do is if you go
to our website, there is a whole list of things. You can go
through them. If the child has three to four things on that
list, there is a possibility of having sensory integration
dysfunction. That's probably the best way. It sounds like she
has more than one area of concern. Usually that's what you



would look at. Is it only one particular thing the child is
having difficulty with and everything else is fine?

But if you're talking about bathing and brushing teeth, those are two
different things. There is a lot of tactile stuff going on with
that child and proprioceptive. I would investigate a little
further. But it sounds like a tactile-based type of
difficulties that this child has. Maybe going for a screen at a
sensory gym or a sensory therapist, occupational therapist or
sometimes physical therapists are also trained in how to screen
or evaluate a child with sensory issues. That would be
advisable. It sounds like there are some difficulties that that
child has.

Minta: Yes. Some sensory issues definitely. Thank you. Barry from
Leesburg, Vermont. It sounds like he's asking what type of
service he should seek. He says: our thirteen-year-old daughter
is middle of the spectrum. We'd like her to run in a more
coordinated manner, swinging her arms with her knees, landing on
the balls of her feet, and running in a straight line. Any
suggestions? So what area of [inaudible 00:54:20]

Anna: That's a lot of things. That's a whole list of things. He's
talking about that coordination that we talked about; the
practice. Unfortunately, with children with autism, that is one
of the hardest things. To motor plan for just simple running.
We take things for granted. Their brains are not as coordinated
as a typical child's. So I'm not sure if she's running in a
very stiff manner. Is she not bending her knees enough? But
it's all about coordination and that bilateral coordination and
that reciprocal coordination.

In order for her to be able to run straight, she also needs to know
what straight means. That's a visual kind of thing. I need to
run straight. I can 't run to the left or the right. Well, I'm
not supposed to the left or the right. You could. It all depends
on what kind of running you're doing. But they think that's a
visual thing. So maybe making sure the child sees this is your
path and visually give them some kind of outline that they know.
And you can [inaudible 00:55:37]



With the reciprocal, that has to come from within the internal rhythm
that the child has and reciprocal movement. I think going
slowly through these and just teaching her on a slower basis and
then moving more into that automatic run. Again, it depends.
If she's somewhere in the middle of the spectrum, it's going to
be challenging. And she is thirteen-years old. I'm wondering
does she ride a bike? That kind of reciprocal movement riding a
bike would promote a lot of that reciprocal movement and
bilateral coordination of the body.

Again, get advice from a physical therapist on something like this
who is trained in sensory integration because as I was
mentioning before balance and coordination are all under
vestibular input. Maybe if she would get more of the vestibular
input also on that suspended equipment, coordination might get
promoted more and she might be able to be more fluid in her
coordination.

Minta: You had mentioned earlier a little bit about . . . you
mentioned it in passing motor planning. I'm not sure if it
relates to it, it seems to, but perhaps you can talk a little
bit more about motor planning and how it might relate to this
story.

Anna: Sure. It's the practice. Practice has so much to do with the
actual proprioceptive and the vestibular system. The motor
planning is like when you take something, when you look at
something and you know how to use it. It can be as simple as
how you use a fork. You look at the fork, you know it's a fork,
you know what it's for. You pick it up, you hold it a certain
way, you pierce your food and you bring your food to your mouth.
There is a certain sequence of movements and a certain sequence
of motor planning in order to do that. We do things on a
regular basis every single day.

If we have to get dressed in the morning, again, the motor planning,
the practice comes in. There is a sequence of things as to what
kind of clothes you're going to put on first and which way
you're going to put them. Children with autism and children



with practice problems, they may be have to be taught every
single particular part of that motor planning independently.

Teaching a child how to pierce food may become a really challenging
thing because of the way they hold the utensil, the way they
push and pierce the food with the fork. It's very, very
important. Practice is one of the most important things that
the child has to develop. Later on, it's going to relate to how
the child holds the pen and the pencil and the writing and
really looking at every single thing that we perform in our
lives. Practice every single thing. Some on the higher levels,
some on the lower levels.

Children with practice, they struggle. They struggle with the whole
understanding of the body. Usually there are a lot of
proprioceptive deficits going on. A lot of vestibular deficits
going on. If you can't really feel your body how are you going
to motor plan for something that you need to use your body for?

Again, using a lot of the sensory integration approach that has
tremendous practice, it all has to come out from within the
body. They have to be able to feel the body in order to use the
body appropriately for whatever it is, whatever function that
they do. Practice and the motor planning are very important
parts.

It may happen also that the child may not have other sensory issues.
They may just have the difficulty with the practice. You really
break things down to very small steps and you really teach that
child from the very beginning on and move on from a very simple
motor planning piece to more complex.

There are three different parts of motor planning or practice.
There's the ideation of practice meaning you look at the fork
and you know it's a fork. You don't have to do anything in
order to know what to do with that fork. I know what it's for.
The second one is doing the things with the fork. Let's say
piercing. The execution of that motor planning. There are



things we need to do are the planning of the action and the
execution of the action. It's a very, very complex area. And
the children . . .

Minta: It sounds like you're saying you need to break it into smaller
pieces.

Anna: With children with dyspraxia, you really do. They really do
struggle with the smallest possible things. Sometimes the
parent comes in and says maybe they'll sign them up for
gymnastics. Please don't. You'll just destroy this child
because they don't even know how to bring the leg up. They
don't even know how to bring the arm up and they will be asked
to do all these different things and all the kids will be able
to do it but they won't be able to do it.

It also relies on visual things. Looking at somebody and being able
to imitate that kind of movement or that kind of sequence of
behaviors. They may have a very difficult time. It depends on
the level of severity of dyspraxia this child has -- the
difficulty in motor planning -- that's where we're really going
to put things into the simplest possible stages so that child
can learn one thing at a time and hopefully things will come
together for them.

Minta: Very good. Lindsay Cannon of Chehalis, Washington asks: what
tips do you have for creating a home gym for and active,
anxious, ASD child who seeks stimulation particularly bouncing,
rocking and climbing? There is limited space indoors and we
live in a rainy climate.

Anna: You have to look around in your house and ask what you can use
for your child. How can your child get a lot of the sensory
integration within the home? The best things are throwing your
pillows on the floor. Throwing your clothes on the floor.
Having some cushions. Asking them to build things out of heavy
cushions. You can use baskets, your laundry baskets. Load
them. Tell them to put the cushions and the clothes into the
basket so they get a lot of the heavy work, we call it. They
will get a lot of the proprioceptive. Heavy work will deal with



a lot of proprioception.

At the same time, maybe get a tunnel. Let them go through the
tunnel. A lot of rolling, crawling and creeping. That's really
important. Setting up obstacle courses and at the same time
having a puzzle and saying why don't you get the puzzle piece
from one corner of the room and bring it all the way over the
chairs, through the tunnel, over the pillows and put it in.
Those are things you can set up really quickly and you can take
them off really quickly, and cleaning them up.

Cleaning up is a very good heavy type of activity for a child.
Obviously, you don't want them to carry really heavy things, but
heavier things. Let's say you if you have groceries, ask them
to bring them to you, ask them to help with carrying the bags,
all that heavy work that they will do is a great thing for them.

Also making sure, like I said, setting up the obstacle course for the
child. And the child can also do motor planning for the obstacle
course and maybe makes them say we did that last time, let's do
something else this time. Especially the seekers. And they
will. The child that is verbal will say maybe today we can put
the pillows under the tunnel and we'll make a big mountain and
go over the mountain. Or go under the mountain. Or we can be a
snake.

You can really come up with a lot of different ideas for a child at
home kind of thing. Also, if you have softer blankets or harder
blankets or even place mats from your bathroom floor, sometimes
people like them a little harder. Make sure there is a variety
of textures on the floor. Spending the time on the floor is a
great thing for a child who is seeking a lot of the input
because as they're crawling, creeping and putting the whole
thing together by themselves, that's already a nice workout. So
you can certainly set things up at home by just looking around
the house and seeing what you have available for that child to
do.



The other great thing is you can have some soda bottles and maybe
fill them up with water and ask them to bring the soda bottles
and put them into my laundry basket or getting a couple of balls
and putting them in a laundry bag and letting them go into the
bag if they're seeking so much. Also, doing a hot dog thing.
You can have a blanket and let them roll in the blanket. Those
are all great ideas and they will. You can switch them around
every day.

Minta: Okay. Great ideas. Very good ideas. I don't know if this is
quite your forte, quite your area of expertise, but this is
something that so many parents struggle with. Donna from
Illinois says a friend of hers has a child who doesn't want to
wear clothes. Do you have any suggestions?

Anna: A child who doesn't want to wear clothes? That's a tactilely
defensive child. That's a child who really needs a therapist to
look over the therapy that is going to take place because
usually children who do prefer being naked and everything
bothers them, they feel much better when there is nothing on the
body, they are one-year-olds or two-year-olds. Not a big deal.
But as they grow older, that becomes an issue.

For children who have to wear uniforms, it's torturous. That child
really is not feeling comfortable with clothes so they need a
lot of tactile-based activities. A lot. Swimming is a great
thing actually to do a lot of tactile-based activities. If they
can, put the child in swimming. But I would strongly recommend
that they get some consultation from an occupational therapist
that is knowledgeable in the sensory integration field because
that child certainly needs help.

When they are young, some things may look cute, but they don't. Some
of them are in pain. I had a child who felt like clothing was
like somebody putting heavy iron on them. You really have to
understand why they don't want to wear them, why it bothers them
so much. Again, on the brain level, they way the brain
perceives that kind of input becomes very threatening to them.
It feels so much better. So they're adopting to what feels
better. The older they get, it gets harder. Especially with



tactile defensiveness. It's a very tricky area. I would
strongly suggest that they get help from a professional on this
that can monitor exactly what's happening. Okay.

Minta: Very good. Here's another question that's very similar. That
was a great answer about something I didn't know had to do with
sensory issues. Bedwetting. Anne from Seattle would like to
know: is bedwetting a typical issue for ASD? Their son is
eleven, wets his bed about three times. She wants to know if
you have any recommendations to reduce the bedwetting. She's
tried an alarm that goes off when his undies get wet, but the
noise was too loud and frightening. Is there anything that you
could suggest to these parents to help with bedwetting?

Anna: Yes. Again, bedwetting is tactilely based. The next thing is
when that child wets the bed, do they wake up or do they sleep
through it? Sometimes it is a tactile kind of issue because
they may not feel that it is happening. Especially if they are
in a very, very deep sleep. Again, the brain is not going to
send that signal. It's not going to wake that child up. It's
not a strong enough signal saying you need to get up and you
need to go to the bathroom if you need to.

The other thing is eliminating liquids prior to bedtime. By two
hours prior to bedtime, that child should really not get any
liquids. I'm not sure if this is a consist accident that he's
had for a really long time or is it something that's happening
recently? You have to investigate this a little bit more by
eliminating liquids before the child goes to bed but also
working on the tactile. I find it is a lot of tactile-based
issues. Maybe tactile stimulation would be a good thing.

If they put alarms in the beds, and I have had children with those
issues too, it may be very scary and you get woken up in the
middle of the night. It's amazing that the tactile is not
waking them up. It's the auditory that is waking them up. I do
use a lot of music and therapeutic listening that I find has a
lot to do with actually training the body on that level of that
awareness. So it depends.



The other thing I do use with children, that internal is not there.
It all has to do with your internal rhythm and how you are able
to control your bladder. Everything is connected to your brain.
That's how you're able to not wet your bed. So interacting
with a metronome is another thing that I would use for that
child just to promote a lot of that internal rhythm. Just for
them to understand their bodies.

Again, is it common? Yes, but if the child was completely toilet
trained and that was not an issue and it just all of a sudden
starts to be an issue at 11 that is a little strange. If it was
a late toilet trainer, maybe he just started to be toilet
trained recently. It all depends. If it's a child that has
been toilet trained and just so happens to have accidents, I
have had that, like I said. I would promote a lot of that
internal rhythm and work on a lot of the tactile parts. This
way, they can feel and understand they need to go to the
bathroom at certain points.

Minta: Very good. Monica from Pasadena has another question. She
said her son started licking the back of his hand and then he
smells his hand. She also explains that he has chronic
seizures. The neurologists [says it's] because puberty and then
smell comes. There's a lot of different things going on here.
What do you make of this picture of the boy licking his hands?

Anna: He's licking his hands, or he's looking?

Minta: Licking. Licking the back of his hand and smells his hand and
she explains he has seizures. The neurologist says he has
seizures because of puberty but she says the smell calms him.
Let's stick with the licking the hand and the smelling the hand.
What are your thoughts on that?

Anna: I think again, seizures, right? I'm sure this child is on
seizure medications and the side effects of the seizure
medications, it's really amazing. I'm not sure. They do become
much more sensory oriented children on seizure medication. It
could have something to do with a side effect. Every child
responds very differently to seizure medications. I'm sure he



is on some kind of seizure medication.

Licking the back of your hand gives him nice oral stimulation because
he is using his tongue and licking his hands. He's getting
stimulation on his tactile level on his hand. There is on top
of everything is smell so you have three different systems in
one shot that he's getting stimulation from.

If that becomes a self-stimulatory behavior as secondary to a seizure
medication, it's a much harder thing to deal with. If it's a
purely sensory-based thing that this child has, do a lot of
tactile-based activities. Like shaving cream or lotion. Asking
him to rub the lotion on their body. And also addressing the
oral stuff because he's looking for a lot of the licking. The
vibrating toothbrushes are great because this way he can get a
lot of the input into his mouth.

Also if the child is looking for different food flavors, maybe giving
him something spicier or lemon or oranges. These things help to
organize the child. Or ice. You can make your own ice cubes
with the lemon or with the orange and have the child lick that
type of texture. They will get what they're seeking. They're
also getting the smell from the different things whether it's an
orange or a lemon. It has a very organizing effect on the
child. And ice. That could help.

They would probably have to take a look at both ends to give the
child enough tactile input through his hands and his body. We
can't just do hands. We want to do a lot with the whole body
and also on the oral and tactile levels. Like the ice pops.
They are wonderful. They do wonders to a lot of the kids.
Basically you can do half water and a couple drops of lemon into
that water and freeze it. They have all different trays so you
can make them as small as possible if you don't want to the
child to get too much of that. Or you can just freeze juice
from orange juice. Those are all good organizing things and
hopefully that will help the child with the seeking kind of
behavior.

Minta: That's very practical and inexpensive. That's a great



suggestion. Thank you. I want to remind the callers that if
you are calling in and you want to ask Anna a question, please
just dial star 2. That's the star and the number 2 and I will
call on you to ask her a question. We have a very quiet phone
today. Please get your questions out. We have a few more
questions. We have just about ten more minutes so get your
questions in if you want to ask Anna anything. I will take
maybe one or two more questions.

I have some parents concerned with hair brushing. I don't see her
name but a woman writes that her daughter hates her hair to be
brushed. She needs her hair brushed and the girl hates it.
What would you suggest, Anna?

Anna: Any kind of hair brushing is on the tactile level. You have to
look at the tactile. There is something going on on the tactile
level. I guarantee there are some other issues that that child
has unless she has really long hair and maybe it tangles. Make
sure that she has plenty of sprays and making sure she uses
conditioner and involving her in her hair brushing herself.

Children with tactile defensiveness will have great difficulties
brushing their hair. But they will have difficulties also
brushing their teeth and having water on their bodies. If it's
just the hair, I would make sure that child is using
conditioners and there are no tangles and getting a really
comfortable brush so the child can brush their hair
independently. If there are other underlying issues, make sure
that you can do some tactile activities.

Great activities for a child who has difficulties with the head --
basically on top of the head and putting with brushing the
hairbrush through and you're really brushing hair out -- you can
do what we call [ghost] packets. They are little packets that
the child can go in so the child can get a lot of the tactile
and proprioceptive through the head and it becomes a fun thing
to do. Put a blanket over their head. Things that would
involve the head part so they will get a lot of the input over
the head.



Some of the children with tactile issues of the head may also have
issues with the visuals. If you put something over their head,
they kind of freak out so you have to make sure the child is
comfortable. Really push against pillows. She can put the
pillow on the couch and say okay, let's see if you can push that
pillow with your head. A lot of the input is going through the
head and through the spinal cord so hopefully that will decrease
the hypersensitivity to the brushing of the hair.

Minta: Very good. Great suggestions again, Anna. We have a caller
in. We have time for just about one more question so let's hear
from Roberta Bellamy from Philadelphia, Pennsylvania. Are you
with us?

Anna: Yes.

Minta: Hi. Your name's Roberta. Hi, Roberta. Welcome to the show.
What would you like to ask Anna? I thought that was Roberta. I
guess that was you answering me. Hi, Roberta?

Roberta: Yes. Hello?

Minta: Hi, Roberta, hi. Welcome to the show.

Roberta: Thank you.

Minta: Do you have a question for Anna?

Roberta: Yes. I have a 15-year old son who has autism and he likes to
chew on water bottles -- the plastic bottles and the tops -- and
he seems to have developed a form of OCD. Is that common?

Anna: Yes, it is. He's seeking a lot of oral input. Oral,
proprioceptive input. When you chew on the plastic bottle, it's
hard, but it feels good to him. Do his teeth hurt when he does
that?

Roberta: Does it what? I'm sorry.

Anna: Does it damage his teeth when he's chewing on the plastic



bottles?

Roberta: No, I've actually been taking it from him, giving him a piece
of sugar-free chewing gum. He actually just saw the dentist
[inaudible 01:23:24] so he has excellent teeth.

Anna: That's a great idea actually. Chewing gum is a great idea. If
you can find some hard chewing gum, sugar-free, it's a great
thing for him. There are other things like chewables. There
are a lot of things on the market. Around the wrist chewables
so he can have it to chew on. He certainly needs some kind of
input. Sometimes, I find if I do a lot of the oral-tactile
stimulation for the child like the vibrating toothbrush, that
oral-tactile stimulation on the gums that kind of subsides. The
chewing gum is an excellent idea. Maybe you could put a little
more flavor to the chewing gum too, but make sure he brushes his
teeth at least three or four times a day with that vibrating
toothbrush to give him that input that he's seeking for and
looking for. Does the chewing gum work for him?

Roberta: It does. We give it to him whenever he's chewing on the
plastic. He gets to the point now when he's chewing plastic,
I'll tell him, "Do you need gum?" and he'll take it out of his
mouth and go get the gum.

Anna: Right. That's what I want to stress to you. If you do ask him
to brush his teeth three or four times a day, he won't need to
have it. He's not waiting until the moment where he really needs
to chew on something. Kind of getting him more into the routine
of things and saying, Okay, you know what, this morning we're
going to brush you teeth and then later on. Instead of waiting
until the moment where he's reaching for that plastic bottle,
give him chewing gum before. Give him gum tell him it's your
chewing gum and have it now and then see if he can regulate this
a little better rather than waiting for the actual behavior to
come up and then addressing the behavior. Addressing the
difficulties before they appear. That's what I'm saying.

Roberta: Thank you.



Anna: You're very welcome.

Minta: Thank you, Roberta. Thanks for the question. Thank you. Bye
now. Do we have any other callers that would like to call in?
We only have a few minutes left so if you want to talk to Anna,
we have just about three more minutes. I'm going to take one
more question. Steven from Bowling Brook, Illinois would like
to know: Have you come across children on the spectrum who have
no interest in oral feeding? My son is G-tube fed.

Anna: This is what I was talking about earlier. There are a lot of
children on the spectrum who just can't tolerate foods. The
texture of the foods. I'm a little bit surprised that he's
actually on the G-tube. Usually we work with these children and
we work on the oral-tactile level with a lot of the sensory
integration. Very intense input and the system does open up to
foods and different textured foods.

I'm a little bit afraid since he's on the G-tube and did not have any
exploration of the foods after this point it will really
difficult to move that direction, but I think they should start
as soon as possible with letting him explore a lot of the foods.
They really need to contact a good feeding therapist. Like I
said, I do, it's kind of my specialty doing the feeding with the
children who have hypersensitivities like that. Obviously, he's
having a very difficult time. That's a very severe level that
they had to place him on the G-tube.

A lot of the oral-tactile stimulations, the tactile throughout the
body, the vestibular, the proprioceptive are really intense
inputs. Maybe that would help him get off the G-tube. You
really don't want him to stay on it for too long because it's
going to get more difficult. The whole system is going to get
adapted to it. Unless there is another medical reason for that,
I think that certainly can be worked on. There is a wonderful
approached called the SOS of feeding and maybe that's something
they need to look for. They're from Pennsylvania, right? That
last caller?

Minta: Right.



Anna: Maybe they can look to see if there is anyone in the area who
specializes in the SOS feeding. It's a nice progression for
children with aversions. They should look for someone in the
area who specializes in that type of feeding.

Minta: She's from Illinois. Bowling Brook, Illinois.

Anna: Illinois, sorry.

Minta: It might be hard to find. Recommending a feeding specialist
was such a great idea, Anna. I'm glad you mentioned that.
Maybe a speech therapist if they can't find a feeding therapist?

Anna: Yes. Just make sure that the speech therapist is trained in
feeding. Not all the speech therapists are. If it comes to a
child who is on a G-tube at this point, they really need
somebody who knows what they're doing. It can be very dangerous
for the child if someone doesn't know the field enough for that
child and where you start and how you start.

Minta: Anna, we're just about to get cut off. Thank you so much. Is
there anything else you'd like to add? I'm going to say thank
you so much.

Anna: No. It was a pleasure to speak and present about sensory
integration. It's a wonderful approach. It works beautifully.
A lot of the children in our clinic do make great progress once
they get the right input. They move on into different skills
much faster. It's a very enjoyable kind of work and it's a
great work to be doing with the children. I hope it was helpful
to a lot of the parents out there.

Minta: I'm sure it was. Thank you so much, Anna.

Anna: You're very, very welcome.


