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New Body-Based Therapies

For AutiSm,ADD, and Other Childhood Disorders '

Maya Muir

nuts,” says Patti Lans, O.T., in
private practice at Albuguerque
Therapy Services, New Mexico, “Then 1

IIS ome days my own kids drive me

say, wait a minute, what’s happening :

here? It's too much noise, too much
input—that’s what is getting to me. And
that's exactly the same response many of
the ‘autistic’ children I treat feel all the
time. Autism is just the extreme.”

Ms. Lans uses two techniques, sensory
integration therapy (SIT) and Cran-

ioSacral therapy (CST), in a very special=

W‘cﬁ to the damaged children
who come her way. These techniques and
- others, such as Rolfing, contrast with
many of the previous freatments for con-
ditions such as autism, developmental
delays, learning disabilities, attention
deficit disorder {ADD), and sometimes
attention deficit hyperactivity disorder
(ADHD). Previously, behavioral and edu-
cational approaches bent on teaching
practical skills have been the norm for
autistic children and medication has been
- mandated for children with ADD or
ADHD. But practitioners of new body-
based approaches assume that these chil-
dren act with their own logic that is a
response to their experience of their bod-
ies and of the world. If this experience can
be decoded, the pain at the heart of it can
be healed, and the child can be coaxed
into a more normal framework.

Because each body-centered approach
springs from a different discipline, each
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approach brings different insights and
techniques to bear on treatment. Many
practitioners employ several approaches,
either in combination or drawing on
whichever appears most useful for a par-
ticular child. Eminent child psychologist
Stanley Greenspan, M.D., clinical profes-
sor of psychology, behavioral sciences,
and pediatfics at George Washington
University Medical School and a super-
vising child psychoanalyst at Washington
Psychoanalytic Institute, both in Wash-
ington, D..C., now includes body-based
techniques in his treatment of children to
achieve what he calls an “integrated
approach.” :

Sensory Iniegration

Jean Ayres, Ph.D., O.T.R., an occupa-
tional therapist, developed the theory of
sensory integration based on an assess-
ment of problems in neurologic develop-
ment that create inabilities to process
sense stimuli, whether these stimuli are
vestibular, proprioceptive, or tactile.

“Some children { see are ‘gravitational-
ly insecure,” or what I call ‘ground-

bound,’” says Ms. Lans. “Others are

unable to screen out the visual or audial
stimulation around them. We find some
kids crave only pickle juice. Some are
driven crazy by a grain of sand in [a
sock]. Then there are the ‘fussy babies’—
the ones who scream for the first two
years of their ives. Essentially, they don’t
feel secure in their own bodies.”

When children cannot interpret their
sensory experiences meaningfully, high-
er-order learning skills are difficult to

master. Sensory integration therapy is
designed to strengthen the brain’s ability
to handle and interpret the world, laying
a foundation on which specific other
skills can be more easily acquired.

Patty QOetter, M.A, O.TR, FA.OT.A,,
now director of the Ayres Clinic in Tor-
rance, California, learned of Dr. Ayres’
work in the early 1960s while working in
a psychiatric ward for children. “The kids
there had a lot of motor problems,” says
Ms. Oetter. “They had a very hard time
with many different kinds of sensation. I
became convinced Jean Ayres was on to
something.” Ms. Oetter went to work
with Dr. Ayres, joining the team that elab-
orated the theory of sensory integration
and methods for evaluating children in

- light of if.

“Now we use the sensory integration
and praxis tests, which have become very
sophisticated and work well—for certain
kinds of children,” says Ms. Qetter. “For
all children, we also draw out a sensory
history, observe them clinically, and inter-
view their caretakers.”

“We watch to see what children choose
when they play and how they are creative
and use language,” says Ms. Lans. “We
ask their caregivers when children get
tired, what foods and textures they like,
what they avoid. What are their sleep pat-
terns? Are they hard to wake up? Do they
get locked into watching TV? Are transi-
tions difficult?”

The design of treatment is very individ-
ual. “Each child’s body knows what it
needs,” says Ms. Oetter. “Our job is to be
silent, be with it, to help it do what it

#T2
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“QOverall, we tryl to see that children have the
opportunity to experience sensation in a safe way.”

Frank Faustine, M.S,, S.L.P,, CP.C,isa
speech pathologist at Albuguerque Thera-
py Services, working with Ms. Lans.
“Language is symbols, or codes, for
ideas,” says Mr. Faustine. “This popula-
tion doesn’t get that symbolic meaning
well. So I work pragmatically to engage
[these children]. I encourage them to
interact with the environment, people,
and objects. ]

“Many children, whether they have
autism for] developmental or psychologi-
cal problems, rarely feel comfortable and
safe,” Mr. Faustine continues, “Therapists
who go in with their own agendals] may
violate the fragile sense of safety these
children possess. I try to listen in all kinds
of ways, including to their body lan-
guage. Slowly, [ become part of where
they are in the environment.

- “I provide stimulation, but only what
feels safe,” Mr. Faustine continues.
“Because kids” greatest joy is through
movement, which affects their arousal
system, I use it often. Many of these kids
have shut doewn so much. Movement
wakes them up. Then they can use their
whole brains and have fun. I tap into a lot
of the joy there, which I bring out and
shape into commuricative function.”

Dr. Ayres postulated that children
experiencing sensory overload may
develop “sensory defensiveness,” or char-
acteristic modes of coping, ranging all the
way from avoidance of the source of pain
to seeking it out.

Di. Ayres developed pressure touch

with joint compression to breach this

defense, using tactile stimuli to affect the
body’s neural organization. In this proto-

Frank Faustine, M.S., 5.L.P,, C.P.C, Albuquerque

5 e

Therapy Services, works with a patient.

col, a child’s arms and legs are briskly but
lightly brushed for two to three minutes
every hour of the working day, followed
by pressure on the joints. “It’s a way to
work on the nervous system,” says Ms.
Lans. “We think the sense receptors in the
skin are alerted by it. The deep pressure is
very grounding. Using both, we get opti-
mal sensory input to the body.”

In addition, treatment rooms are char-
acteristically filled with soft pillows for
jumping on, suspension equipment for
swinging or climbing, and a multitude of
textures for feeling. “Heavy work”—
climbing, pushing, and pulling-—is

encouraged. Therapists often use music
or, when they can, movement in water.

“QOverall, we try to see that [children
have] the opportunity to experience sen-
sation in a safe way,” says Ms. Oetter,
“and to give them the comfort to take
risks to deal with other issues.”

The Controversy Over
Sensory Integration

Sensory integration therapy has
many passionate adherents, but it also
has detractors. Even the latter admit
that ideal studies comparing similar
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“f teach children how to integrate into life.”
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“Actually, there’s an equal

amount.or more research on sensory
intagration therapy that shows it is effective.”

children treated with SIT to children
~treated with other modalities and
untreated children are difficult. Chil-
dren’s conditions vary so widely that
“similar” groups are difficult to find
and controlling for normal matura-
tion—which often brings improvement
on its own—is impossible.

However, studies have been attempted
and these studies provide fodder for con-
siderable controversy. A metastudy of
sensory integration’s first decade was

conducted in 1982 by Kenneth Ottenbach- -

er, Ph.D., O.T.R,, an assistant professor in
the Occupational Therapy Program, Uni-
“versity of Wisconsin-Madison. On the
basis of 8 studies suitable for inclusion
out of 49 reviewed, Dr. Ottenbacher con-
cluded that “subjects in sensory integra-
tion therapy performed significantly
better than members in control groups.”

A later (1992) study of 103 children at the
Hospital for Sick Children in Toronto,
Canada, compared children treated with
integrative and motor therapies, concluding
that both had positive effects on motor per-
formance, but that motor therapy resulted
in greater improvements. In 1993, a report
on efficacy studies in Toronto and Alberta
led investigators to conclude that “sensory
integration therapy is no better than more
traditional treatment for children.”?

The most negative assessment, howev-
er, was delivered in 1994 by Theodore
Hoehn, Ph.D,, a research associate at Van-
derbilt University in Nashville, Ten-

nessee, and Alfred Baumeister, Ph.D., a -

professor at Vanderbilt University. They

strongly criticized the methodology of all-

previous studies of SIT that had positive

findings and challenged many of the ther-
apy’s assumptions and achievements. For
example, they studied Dr. Ayres’ analysis
that hyponystygmus (an involuntary lat-
eral oscillation of the eyes} was an accu-
rate indication of vestibular-system
impairment in a child. If so, reasoned Drs.
Hoehn and Baumeister, these children
should be particularly aided by SIT. Yet
in 5 out of 6 studies they reviewed, this
was not the case. They concluded that “an
obvious interpretation of [previous posi-
tive findings] is that the observed
changes...were due to changes in extra-
vestibular variables, to maturation,
and/or non-specific treatment
effects....There are absolutely no unique
benefits to SIT.”*

John E. Upledger, DP.O., O.M.M., The
Upledger Institute, Inc., with an adult patient,
Photo ® 1996, by Camera Graphics, North Palm
Beach, Florida.

“Hyponystygmus? We've moved away
from that as an outcome measure for
SIT,” says Sharon Cermack, Ph.D., profes-
sor of occupational therapy at Boston
University in Massachusetts, who teaches
SIT alongside other treatment modalities.
“We're really looking now at improve-
ment in the ways children function,
instead. : : '

“Actually, theres an equal amount or

more research on SIT that shows it is effec-

tive,” Dr. Cermack continues. “But there is
some validity in criticisms of the method-

-
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“Ten sessions of CranioSacral therapy

- ~have brought permanent, significant improvement"

to 80 pekcent'of the dyslexic patients we’ve seen.”

ology of some of the studies. For example,
“many studies have been small, but that’s
because it's very difficult and expensive to
do a large study on this subject. Also, we
haven't yet really answered the question
of whom SIT is most effective for.”
|A study now under way at Children's

Hospital in Denver, Colorado, is designed -

to answer methodologic questions of the
past. Principal investigator Lucy Miller,
O.T., Ph.D., will be measuring a number
of physiologic factors before, during, and
after 20 sessions of SIT in an effort to pro-
. vide objective and replicable results. A
control group will be comprised of chil-
dren who receive no treatment, then they

Lee Nugan, MLA., The Upledger Institute, Inc. )

. will be treated and monitored. A second

- group will receive placebo treatments.

Thirty-five children will participate this

- year, with more to follow if funding

allows. Several other similar studies are
under consideration around the country,
says Sharon Trunnell; O.T., a master clini-
cian in the project. At the least, these
studies should adwvance the debate over

SIT’s effectiveness. -

Meanwhile, SIT is widely employed for

. a range of conditions. Dan Kerlinski,

Ph.D., a child psychiatrist and assistant,
. professor at the University of New Mexi-

co in Albuquerque, primarily treats
severely.damaged children. “Brain devel-
opment is so complex,” Dr. Kerlinski
says, “and so many things can go wrong

" with it, that—with the patients I see—I

think it’s overly optimistic to think that
some SIT or CranioSacral therapy will do
the trick. Neither is enough. 5IT can bring
about maybe a 5-20 percent improve-
ment. : o

“However, I do recommend it,” con- -
‘cludes Dr. Kerlinski. “I think patients

should have the opportunity to experi-
ence those modalities.”

CranioSacral Therapy

Trained in manipulation as an

‘osteopath, John E. Upledger, D.O.,
O.M.M., the Upledger Institute, Inc.,
Palm Beach Gardens, Florida, devel-
oped CST after observing a pulse sepa-
rate from the heart or breathing rate
generated within membranes surround-
ing the skull and spinal cord. (The
pulse is caused by the increase and

decrease of cerebrospinal fluid that is

_created by the brain. This fluid builds

up until the volume reaches a certain
point; then it is drained into the blood-
stream.)

His curiosity piqued, Dr. Upledger
unearthed the work of an earlier
osteopath, William Sutherland, D.Q., whe

had experimented with pressures on dif-

ferent parts of the cranium. Putting this
information together in the late 1970s, Dr.
Upledger led a multidisciplinary team at
the Osteopathic College at Michigan State
University, East Lansing, to investigate

¢ further. o
“. Dr, Upledger found that the ¢ran-
i{osacral system could be palpated any-

where on the'body, although the bones o.
the skull, sacrum, and coccyx were the
easiest. He learned to inierpretrate
amplitude, symmetry, and quality of the
pulse to diagnose a number of condition:
inthebody. - :

The technique Dr. Upledger developec
to manipulate this system was extremel:

" gentle—usually less than 5 grams of pres

sure—primarily to adjust the bones of th.
skull to allow it to move freely ir
response to changes in pressure.

By removing restrictions on the cran
josacral system, malfunctions in the cer
tral nervous system could be amelioratec
Dr. Upledger postulated. Moreover, give:
the central role of this system in runnin.

- the body, many other conditions shoul:

be positively affected as well, particularl’
the body’s ability to heal itself.
In 1985, Dr. Upledger founded th

' Upledger Institute to expand his practic

and make training available. There, CS
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“When undergoing CranioSacral therapy,
children may experience strong emotions
relating to their births, accidents, or other issues.”

is now used to relieve pain and to treat
iraumatic brain and spinal-cord injuries,
scoliosis, multiple sclerosis, orthopedic
probiems, chronic fatigue, and other con-
ditions.

Many of Dr. Upledger’s clients have
been children with a variety of condi-
tions. “We’ve had great success working
with dyslexic and hyperkinetic kids,”
says Dr. Upledger. “Ten sessions of C5T
have brought permanent, significant

- improvement to 80 percent of the dyslexic

patients we've seen.”

For 3 years, Dr. Upledger studied chil-
dren’s behavior each year for half a year
at the Genessee Intermediate School Dis-
trict Center for Autism in Flint, Michigan.
Dr. Upledger postulated that many of the
children’s behaviors, which appear
bizarre, were reasonable responses to
their interior experiences. He observed
that the areas of the cranium where chil-

- dren banged their heads were usually
areas most restricted to normal cran-
iosacral motion.” “The membrane in those
kids was very tight, the craniosacral
rhythm almost nonexistent,” Dr.
Upledger recalls. “But we found that
when we performed an anterior—posterior
adjustment, the patients voluntarily
stopped their seif-abuse. When they were
laterally decompressed—on the temporal
lobes which are the seat of emotions—
they gained affect, and could express
emotion.”

In 1978, Dr., Upledger studied 203 grade
school children, in whom he found a posi-
tive relationship between elevated total
craniosacral motion restriction scores and
behavior problems or learning disabilities.5

Craniosacral evaluation and therapy
have also been applied to newborns
with interesting results. In a review of
54 infants born in Waterville Osteopath-
ic Hospital in Waterville, Maine, Cather-
ine Kimball, D.O., found an overall
correlation beiween abnormal cran-
iosacral structural findings and shorter
second stages of labor. Infants with pre-
cipitous births may particularly benefit
from manipulation, says Dr. Kimball.

“Early treatment of structural abnormali-.
ties may enhance brain and central ner- - -

vous system function,” Dr. Kimball
concluded, “and therefore prevent vari-
ous learning disabilities.”

Lee Nugan, M.A,, a psychotherapist at

‘the Upledger Institute, counsels children

who come there for C5T, and she siresses
that therapists are trained to handle the

. emotional issues that come up during

therapy.

Often, children do react strongly. This is
not surprising, says Dr. Upledger, who has
come to believe that “organs, tissues, and
perhaps even individual cells possess
memory, emotional capacity, and intellect.”

Physical release may precipitate emotional |

release—and both components aid recov-
ery, says Dr. Upledger. (Dr. Upledger has
developed a procedure called SomatoEmo-
tional Release,® but that protocol is beyond
the scope of this article.)

“When undergoing CST, children may
experience strong emotions relating to
their births, accidents, or other issues;”
says Ms. Nugan. “Sometimes they even
take on aspects [of] their parents’ issues
and pain. Children may go through their

birth[s] again. You can tell by the posi-

Briah Anson, M.A., Heartland Personal
Growth Center, uses Rolfing on a patient.
Phote by Steven Jolinson.

tions they move into and the parent/[s]
will often say, ‘That’s exactly how the
birth took place.””

Controversy and
CranioSacral Th'erapy‘ .

Interestingly, much of the controversy
surrounding CST has focused on Dr.
Upledger’s analysis of anatomy. In the
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United States, the bones of the skull had
been thought to be immovable; nor was
the existence of the craniosacral pulse sus-
pected: Dr. Upledger’s discoveries chal-
lenge accepted wisdom. A number of
studies by investigators other than Dr.

Upledger now support his contentions.”?
""As to studies to prove the efficacy of
CST, Dr. Upledger demurs. “I"m not
interested in working in double-blind sit-
uations,” he says. “If I come into contact
with someone who needs CranioSacral

Patients often report vivid

emotional memories while being Rolfed.

tth'erapy,. I'm not goiﬁg to withhold it from -

him.” _

In the meantime, the Upledger Institute
is flooded with referrals, many from
M.D.s. And while there is some question
as to whether CST is useful for as many

complaints as Dr. Upledger believes it is,

no one has accused it of harming any-
thing other than patients’ pocketbooks.

~ Rolfing or Structural Integration

A chemist and research scientist, Ida
Rolfe, Ph.D., drew on osteopathy, chiro-

practic, yoga, and other forms of bodywork
to develop her own systematic approach to
restructuring the body by stretching the
myofascia and guiding it into proper posi-
tion. Muscle and connective tissue, pulled

out of place by stress and accidents, drag.

bones, and eventually the posture of the

“whole body, out of alignment. Rolfing, or

structural integration, frees the myofascia
to release these distortions. The technique
involves deep pressure by a therapist using
hands and arms. S
Patients often report vivid emotional

“memories while being Rolfed. “Emotions

are intimately involved with our muscular

‘tone,” Dr. Rolfe said. “They reflect the state
#10

- of balance or imbalance in.our bodies.” >

~ Dr. Rolfe employed her technique with
children to improve the development of
their bodies. Children are typically

" “broughit to Rolfers for physical problems.
. Less often, children are brought for

tautism, ADD or ADHD, or the other con-
ditions discussed above, but as interest in
bodywork rises, more clients of this kind
seek Rolfers out. :

Briah Anson, M.A., a certified
advanced Rolfer and founder of the -
Heartland Personal Growth Center ir
Kansas City, Missouri, states: “Many o!
the children I've worked with were hand-
icapped or had bodies that didn’t form
well. After 10 sessions (the Rolfe regimen

* their IQ[s] may not have changed, bu:

[these children] are usually far mor¢
responsive to their environment.”

Ms. Anson is receiving more referrals o

. children with ADD or ADHD from psychol

ogists these days. “In every case, these chil
dren become more focused and centere:
after treatment,” she notes. In Portland, Ore
gon, Jan Rizzo, a certified advanced Rolfer
also reports an upsurge of interest amon;
parents of ADD children. “Rolfing addres:
es the symptoms of compensation, not thei
main problem,” she says. “These kids nee:

L
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For many children, finding the
suitable “key” will unlock their capacities.

several levels of ireatment, inciuding nutri-
tonal counseling and craniosacral work.”

An Integrated Approach:
Dr. Stanley Greenspan

One might think Dr. Greenspan would
be an unlikely advocate for body-based
therapies for children with developmental
delays, autism, etc. And, true to the psy-
chiatric discipline, Dr. Greenspan believes

_that emotons serve as “the mind’s prima-
ry architect.” Yet, the therapy he engages
in shares much with SIT practiioners.

- “First we woo [autistic] children into rela-
tionships,” says Dr. Greenspan. “We build
on emotional exchanges with their care-
givers, beginning with simple facial expres-
sions.” He describes Steven, a two-year-old

boy who would engage only in rubbing one

spot on the carpet. Dr. Greenspan asked his
mother to sit down next to him and rub the
carpet nearby. Within two days, the moth-
er, with coaching, turmed the rubbing into a
game of cat-and-mouse, and the child was
engaged on a new level.

- Like Ms. Lans, Dr. Greenspan begins
treatment by paying profound attention to
what a child’s behavior tells of his or her
inner experience. “The first developmental
level is making senise of sensations,” says
Dr. Greenspan. “We all have different
experiences of our bodies. Severe emotion-

al problems, even psychoses, may result

~ from the failure to master this most ele-
mentary level of developmental tasks.”

In the case of Steven, Dr. Greenspan

conciuded that the child used rubbing the

“‘carpet to comfort himself in a world with

stimuli that he found to be overwhelming.

Dr. Greenspan discovered that Steven was

comfortable with a narrow band of sound

and a firm touch on the back. He helped
Steven’s mother use those stimuli to build
her relationship with her child until his
range of tolerable sound and touch could
be expanded slowly. '

In a review of more than 200 children

--diagnosed. as autistic, with whom Dr.

Greenspan's group worked, most made
some improvement in mental and emo-
tional functioning when parents and ther-

apists were able to provide suitable .

“keys” to working with the children.
Between 58 and 78 lpercent made substan-
tial improvements.}!

Like SIT therapists, Dr. Greenspan holds
that symptoms of children with ADD or
ADHD may also spring from an oversensi-
tivity to sights or sounds or their processing,

For many children, therefore, finding the -
- suitable “key” will unlock their capacities.

Not surprisingly, Dr. Greenspan works with
therapists who employ SIT, which he consid-
ers to be “very important for some children.
“There’s a growing awareness in the field
of child psychiatry and medicine that these
are extremely complex problems we're deal-
ing with,” says Dr. Greenspan. “These chil-
dren all have theirown physical
characteristics which lead to different pat-
terns of social interaction, and these cause
different emotional patterns. Only an inte-

grated model that treats all these compo-
nents will do thejob.” - [
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