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and demands provided by the external dimensions, the types of sensory stimularion
thar caused the referral symproms, and how the sensory processing problems might
have been affecting the children's emotion and attention processes.

The Assessment and Intervention Process in SMD

The Assessment Process
Parham and Mailloux {1996) summarized the limitations and disabilicies in SMD as:

1.

I~

=

-

2.

decreased social skills and parricipation in play

poor self-confidence and self-esteem

difficulties with dailv life skills and at school

anxiety, poor attention, and poor ability to regulate reactions to others

poor skill development in fine, gross, or sensorimotor domains

The assessment process includes a variety of scales thar assess the internai and exzer-
nal dimensions thar affect a child behavior and funcrional abilities, including both
behavioral and phvsiological measures. {See Appendix 13-A for more detail about the
assessments used in the Sensorv Integration Dvstuncnion Treatment And Research
[STAR] Center at The Children's Hospital in Denver, CO.}

At the STAR Cenrer. the assessment process for children with SMD generaliv follows
the sequence listed below.

1.

I~

=5

~1

Upon referral. parents receive by mail a derailed medical and deveiopmental
questionnaire, which they rerurn prior ro evaluadon.

Clinicians use either the Sensory [nregration and Praxis Tests {SIPT: Ayres, 1989)
or the Miller Assessment of Preschoolers (MAP; Miller, 1982, 1988}, and First
STEP {Screening Test for Evaluating Preschoolers; Miller, 1993} to test the child.

Parents complete the Short Sensorv Profile (SSP; Mclnrosh, Miller. Shvu, &
Dunn, 1999). the Parent Rating Scale of the Leiter International Performance
Scale-Rewised iLetter-Py Roid & Miller, 1997), and the Child Behavior
Checklisi-Paren: Rating Scale iCBCL; Achenbach, 1991).

The parents recsive a copy of the Lefter—R Teacher Ruting Scale (Roid & Milier,
1997) to give to the child’s teacher and rerurn ar the next visit.

The occupational therapist completes the SMD Behavior During Testing
Checklist {see Appendix 15-B) and Lester—R Examiner Rating Scale {Roid &
Miller, 19971

[nvestigarors administer cthe Sensorv Challenge Protocol, a controlled laborato-
ry paradigm thar gauges an individual’s responsivity to 50 sensorv stimuli, with
10 rrials in tive sensory domains, by continuously sampling the individual’s elec-
trodermal reacuvity {EDR) after sensation {Miller et al., 1999). (See Appendix
4-B in chaprer 4 tor derails of the Sensorv Challenge Protocol.)

The cherapist conducts and videotapes a parent interview (see Appendix 13-C}.

The occupational therapist and the psychologist administer other scales fe.g..
Wechsler [ntelligence Scale for Children—Third Edition, Wechsler, 1991;
Multidimensional Anxietv Scale for Children, March. 1997, March, Parker,
Sullivan, Stallings. & Conners, 1997; Vineland Adaptive Scales, Sparrow, Balla,
& Ciccherti, 19841,
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Electrodermal Reac-
HUtty to Sensation:
Researchers hypothe-
size that SMD occurs
when a disorder exists
in the sympathetic
nervous system
{DeGangi, DiPietro,
Greenspan, & Porges,
1991; Mcintosh et al.,
1999). [nvestigators
measire SMD symp-
toms in the laboratory
by admintstering
sensory stimuli and
examining the child’s
phvsiologic reactions,
including electro-
dermal reactivity
(EDR). The case
studies in this chapter
discuss the EDRs

jor two children

with SMD. Figures
1.3a. 438, and

43¢ in chapter +

are examples of
wpical, huperreactive,
and hvporeactive
EDR resuits.

9. The wreating therapist reviews the parenc interview rape and drafts the Goal
Arainment Scale {(GAS) (see sample GAS in Appendix 13-D). The therapist
reviews che GAS with the parent during a joinr session before iniriating the inter-
venoo.

As a final step in che assessment process, and in preparation for creating the inter-
vention plan, the therapist retlects on the case by posing a series of self-retlective ques-
tions such as:

* How does che child perceive vestibular/propriocceptive information? [s the child
a “movement seeker” or a “movement avoider”?

* How does the child perceive other sensorv sumuli? Does the child seek or avoid
tacrile, audirory, visual, and olfacrory informartion?

s Whar is child’s emorional reaction in stresstul sinzatons? Does child withdraw,
show aggression, or become rearful?

e What are the child’s mortor responses? Does child shut down, stop moving,
hecome hyperacrive?

» Whar affects the child’s attention? Does child perseverare or become distractible.
inactentive, and impulsive?

The process is iterative with constant questions abour how the external dimensions
affecs the internal dimensions and how the child mighr be manifesting underlying neu-
rological or physiological reactions in observable behaviors.

The clinician rakes inro consideration rhe family’s priorities for intervention, The
inrervention plan afways redects the tamilv's priorities. To ensure thar this reflecrive
process includes the family’s concerns and goals, the therapist asks her- or himseif a
series of questions such as: Whar inputs {sensory and/or compensatory) can we use [o
nelp the child master his or her life demands? Whart can we reacn parenrs, teachers, or
others to assist che child in achieving a regulated, “just-right” stare, where he or she
can learn. play, and relare? Having generated a diagnostic hyporthesis related o the
seven external and internal dimensions (see the Ecoiogical Model of Sensorv
Moduiation in Figure 15.1), the therapist then designs the first therapy session.

The Intervention Process With SMD

Therapists provide occupational therapy for children with SMD using a sensory ince-
arative frame of reference chart is cmded by clinical reasoning Mdle: Wiibarger,
Stackhouse. & Trunnell, in press; aiso sez chaprer 11 in this rext, Clinical Rensoning
and the Use of Narratve in Sensorv [nregraton Assessmenr and [nrervenrion, by
Burke). The factors guiding intervention are a derailed analysis of the child’s internal
dimensions {sensation, emedon, and arention), an understanding of how the child’s
SensSOry processing probiems mighe be related co difficulties with other internal dimen-
stons, and insight into how the specific external dimensions {culture, environment,
refationships and task) attect the child. [n the authors’ program, intervention begins
in & direct service setting, providing individualized occupational therapy with a sen-
sory integrarion irame of reterence. Each session includes intensive parent education.
When readv, the the-'apm child, and parent design additional sessions that occur at
home. at school, or in the communicy as dicrared by the circumstances.

The STEP-SI clinical reasoning tramework {Miller e al., in press) provides strucrure
to the therapist’s ongoing chinking process when constructing the direct intervention
plan and making observations and decisions during intervention sessions. Each STEP-
SI element represents a question clinicians ask before, during, and after each activity
int cherapv.
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Figure 13.2. Erm and Eric receive
proprioceptive input during activites
at the pumpkin patch.
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S How does the child’s response to sensatlons dunng the therapeuttc,
activity affect success? I3 s e

T How do specific elements of the task that are reqmred by the actmty
affect success? X C —

m———r— e -

E How do elements in the environment dunng the therapeutlc actwlty=
affect success? . L

P How do predictability and repetmon dunng the therapeuﬁc actlvrty

affect success? 3
S How successtul is the child in self—momtortng reactions durlng the
therapeutic activity? . o

1 How do interactions with the therapist, parent, and!or peers dunng
the therapeu‘tlc activity affect success?

Euch eiement can be eicher a support or a challenge to successful completion of an
activiee. The cherapist uses clinical reasoning {Martingly & Fleming, 1994; Marring gly,
i”Ql o analvze the child's responses and to interoret the child’s action-reacrion,
which leads dirscrly to the nexr activiry.

Tvpicaliv, occupationa Lne"aplsts are the professionals involved in rreating SMD
Avrss, 1972, 1989 The objective of intervention is to afford rthe chiid sensory or
compensarory methods of :,eli modulating his or her own reactions, first in the
chinte and then in dailv life situations. Best results seem to occur when children
receive individual direct therapy combined with
consultation in natural environments (ie.,
home. school, and community). For example, |

Figure 13.2 Erin and Eric. who are both in
direct therapy tor SMD, have gone on an outing
with their therapist to the pumpkin patch. This
activity provides excellent tactile and proprio-
ceptive inpur within a natural context. Erin’s
and Eric's parents have accompanied them so
that the therapist can use the pumpkin patch
acriviry to show the parents how to use sensory
techniques to assist the children in self-regulation.

[ntecvention is acruallv an ongoing diagnostc
evaluation process in which the ciinician consid-
ers the contriburing facrors to poor behavior reg-
ulation and explores the supports the <hild needs
ro maintain a modulared state in a variety of
environments. The clinical reasoning involved in
this type of mntervention is an Iferative Process
involving rehearsal. careful observarion, and
ongoing interprezation of responses. Each child s
the clinician’s “professor.” teac‘nnu the prore:.-
sionals abour him- or herseif over the course of
the intervencion.

In direct intervendon, the therapist and the par-
ents work together to assess, support, and chal-
lenge the chids abilitvy to modulate sensory
information from his or her body and environ-
ment. The therapist might start with exrernal
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dimensions chat are supportive for the child, incrementally adding elements from
external dimensions char serve to challenge the child. Then, with the assistance of the
therapist, the child is guided to use his or her internal dimensions to regulate activiries
and be successtul. Ultimarely the child generalizes this ability so that he or she can
mainrain a modulared state of arousal withour the cherapist’s support.

The acrivides ofren include gross and fine moror activities; however, the goal of cherapy
is not ro improve motor skills (as it mighr be for children who have deveiopmental
motor disorders such as dyspraxia: see Cermak,
1991). For children with SMD, therapists consider
inrervennion a “success” when the child can gener-
alize the type of self-regulation he or she main-
tained in a clinic seming to the home, school, or
community environments. For example, jeremy
came to therapy with severe svmptoms of gravita-
tional insecurity. During his direct therapy thar
occurred once a week for a vear, he received inrer-
venrion t help him inregrate the vestibular overre-
activity in an appropriate manner. His underlving
nearal processing might have been altered by direct
therapy, and in addition he learned self-regulatory
rechniques thar he could use in naniral serungs o
maineain 2 modulared stace of arousal. [n Figure
i 2 > 13.3, feremv has gone ourside the direcr therapy
Figure 13.3. leremy begins to tolerate slow vestibular fﬂmnj-‘ c?,che. parx ‘m_d s plaving on e merm=s0-
stimulation at the park with his therapist. round, D¢ i able © malntan an Approprte

arousal sraté using the sensory CeChﬂIqUES ne

learned during cherapy.

The chiidren ar che STAR Center are also enrolled in an occuparional sherapy etiec-
dveness research study, consequently each recaives occupational therapy for the same
amount of rime before cuccomes are measured. Currendy the effectiveness study pro-
cocol begins with 3 weeks of individual occupational cherspy rwice 1 week 1 a clinic
cquipped with saspended equipment, mats. oalls. and 1 wariery of swings and other
rvpical sensory ingegrative tovs and objecrs tParham & Mailloux. 19965, Parents arz
present and actve during inrervennon. Typically, afrer che ficst 5 weeks or incerven-
Hon { 10 sessions), the therapist/parent ream has developed excellent hvpotheses about
which activities and modalities best promore adaptive, reguiared reactions in the chiid,
Then the cherzpist and parents address larger quality-ot-iite goals in parural ConrexTs
eicher in the Jirect service setting or in narural sertings. Some pareng/therapist teams
elect to use all 20 sessions in direct service in the clinic serwing.

The therapist and the parents collaboratively pian the remaining 10 sessions to include
1t least one home and one school visit. During sessions ourside the clinic, the ques-
tions broaden from the effect of guided and controlled sensation, envirenment, rela-
sionships, and so forth, on activities in the <linic. co the impact of the child’s internal
dimensions on his ot her ability to function well in natural environmenrs. The remain-
ing sessions can be allocated to addirional direcs service sessions in the clinic; work
with parenss. ceachers. andior uther individuals in natural serings i.e. babysitrer,
plano teacher, dance reacher. grandparents <tc. ; Or ©o OTher COMmMuNIry 1Cuvines, such
as going swimming, buving shoes, or going o 1 neighborhood playground. The exact
nature of the second half of the sessions depends on the needs of che child and family.
All children are retested for the effecriveness study ar the end of 20 sessions using the
imidial assessment tools, wich the exception of the SIPT. Children whose therapists and
parents feel that they need further intervention eicher axtend the treatment tme or
take a break and return for moce intervention Je a kacer time.
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Case Study: Kamon

Referral Issues and Assessments

Kamon was an endearing 3-year, 6-month-old boy referred by his family coun-
selor because of extreme oppositional behaviors when dressing. It sometimes
took Kamon several hours to dress, and he frequently refused entirely. The
family counselor was working on parenting issues and behavior modification,
but no improvement had occurred in the dressing problem. Kamon's parents
also were concerned because he refused to try most fine motor tasks.

The foillowing sections give the results from MAP, First STEP, SSP Leiter-P
Rating Scales, CBCL, Goal Attainment Scale, and parent interview {(all scores
transformed to z-scores). Because Kamon refused to finish most fine motor
activities on pretest and thereby completed only two MAP subtests, his
therapist was unable to obtain final scores on pretest. The discussion below
demonstrates how the Ecological Model of SMD served as a framework to
synthesize assessment resuits.

External Dimensions Affecting Function

According to the Ecological Model of SMD, all four external dimensions
created significant challenges for Kamon related to his presenting problems.
In direct therapy sessions, Kamon's therapist explored each dimension and
suggested methods of modifying external dimensions so that the dimensions
could become supports rather than demands.

Culture

Kamon was limited by his sensitivity to sensation and withdrew if the sen-
sory demands of his culture became too great. He had a iarge extended
family {more than 40 people) who gathered for holidays and birthdays.
At a recent avent, Kamon hid under a bed as people arrived, and the
family had to instigate an all-out search to find him.

He demonstrated most of his problems at home, despite the fact that both
his mother and father were gentle, understanding, and weil educated.
Because home was "safe” for Kamon, he aillowed himself tc fall apart and
express his feelings there. For example, frequently upon arriving home
after school, Kamon would exhibit tantrums, ¢rying, and screaming in
response to simple requests by his parents.

Environment

Kamon was extremely sensitive to auditory and visual stimuli, and many fami-
ly activities {e.g., TV) were troublesome. If the stimulus was too active, bright,
or loud, Kamon wauld dissolve in tears. Leaving the house to shop, eat out, or
go to church was stressful because Kamon frequently became overwhelmed
and aggressive. Kamon spent most of his time at home playing alone.

Relationships

Kamaon “refused” 1o interact with certain children because of his olfactory
sensitivities. For example, he said that the hair of the girl in front of him at
school “smelled,” his personal rug at circle time was “too rough,” and he felt
"smothered” by other children. His low Aggressive score (CBCL, —3 SD} reflect-
ed his tendency to act cut his problems at school. However, the support pro-
vided by Kamon'’s warm, caring teacher allowed him to flourish in school, so
far. His parents were concerned that as demands for relationships increased,
he might not adapt. A significant discrepancy existed between relationships

Part 2: CLUNICAL APPLICATIONS




at home, at school, and in the cfinic. During the occupational therapy evalua-
tion, Kamon was shy and withdrawn, rarely interacted with the examiner, and
sat in his mother’s lap. Low scores on Vineland Socialization domain {(—2 SD),
Leiter-P Social Abilities (—2.7 SD} and CBCL Social Problems (-2.4 SD) reflected

these difficuities.

Task

Most fine motor activities (e.qg., puzzles, coloring, building) resulted in tears
and refusals. Kamon's parents were concerned that Kamon's refusal to partici-
pate in many activities would affect his kindergarten success. They were con-
cerned about how his refusal to play with toys would affect his sense of
competence and his friendships.

internal Dimensions Affecting Function

Sensory Processing

Kamon's extreme hyperresponsivity to sensation showed in his SSP scores
(total SSP —4.15 SD; Taste/Smell Sensitivity —5.5 SD; Tactile Sensitivity —4.33
SD; Visual/Auditory Sensitivity —3.0 SD) (see Figure 13.4). The parent interview
highlighted the impact of Kamon's heightened reactions to sensations. The
therapist hypothesized that Kamon's strong resistance to dressing might have
a tactile basis. He was remarkably resistant to certain textures (e.q., fuzzy
socks), to tags in clothing, to seams in socks. He would wear only loose-fitting
pants, preferring shorts and short-sleaved shirts even in winter. His sensory
hyperreactivity interfered with bathing, and he refused to have his hair
brushed. Although Kamon enjoyed movement activities at home, he

became disorganized and hyperactive when engaged in hignly active tasks.
His low Vineland score on the Daily Living Skills subtest (- 1.9 SD) reflected
these groblems,

Pre-treatment / Post-treatment
Scores: Scores:
MAP-Refuses all MAP-All scores
fine motor within normal limits
EDR-Couid not EDR-Couid tolerate
tolerate in ali domains
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Figure 13.4. Examples from Kamon's pre- and post-treatment scores.
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Kamon's sensitivities had an enormous impact on
his diet, which was limited to mostly breads and
cereals. He refused to be in the kitchen when his

mother made dinner because of “bad smells”
and refused to sit at the dinner table when it
"smelled yucky.” His visuai and auditory sensitivi-

Amplititude in MicroMHOS
[=1
4
4
{

J\ J\ AMA b AN ties made it difficult for the family to spend time
i ! Y\ Wi ﬂ H |
"‘ IJ\(J V\\UAJ\J\IJ U“\f\v_ A j\ together on most activities. He cried upon hear-

ing a hairdryer or shower. Clearly, Kamon’s
axtreme sensory defensiveness was dramatically
affecting daily living abilities.

L Kamon's electrodermal reactions on the Sensory

779 793

& 6 % Challenge Protocol confirmed his physiological

Time in Seconds sensory reactivity (see Figure 13.5). His hyper-

~each vertical line reprasents a visual stimuius

Figure 13.5. Sample from Kamon's
electrodermal reactivity recording.

reactivity is evident in the high amplitudes,
many peaks after each stimulus, and no habitua-
tion. His behavior in the “space lab” was hyper-
active, and he could barely toierate the
electrodes on his palms.

Emotions

Kamon had significant emotional problems, confirmed by scores on Leiter-P
and CBCL. Parent interview and resuits from the SMD Behavior During Testing
Checklist reinforced these findings. Parents and the examiner rated Kamon's
Adaptation as significantly impaired (<—2 SD); his low Leiter-P score (—1.7 sD}
on Moods and Confidence and Energy and Feelings confirmed his
Anxious/Depressed score {CBCL, —2.5 SD) (see Figure 13.4).

Attention

Kamon's attention was normal during his occupational therapy assessment
and at school {=.5 SD). He sat quietly and attended to stories or games at
schoot and in the occupational therapy evaluation, althougn he refused to
do tasks at which he might “fail.” His scores from behavior and performance
at home indicated difficulties, reflected in his inability to attend to board
games, books, drawing, and so forth. Kamon’s parents’ rating of Attention
on Leiter-P was —2 SD (see Figure 13.4).

Kamon's Intervention

Kamon's Goal Attainment Scale Objectives

1. to dress independently and in a timely manner

2. to demonstrate a typical number of tantrums for a chiid his age
3. to tolerate everyday noises without becoming upset

4. to have his hair brushed on a regular basis

5. to perform age-appropriate fine motor tasks

Parent £ducation

An important step in Kamon's intervention was parent education related to
sensory modulation dysfunction. When Kamon’s parents understood the
sensory basis of Kamon’s difficuities, they began to empathize with how life
“falt” to Kamon. They were able to identify, avoid, or prepare better for situ-
ations that were threatening to Kamon. Kamon’s parents began to under-
stand that because home was “safe,” Kamon was secure enough in this place
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: io express his distress. Instead of viewing his home behaviors as his fault or
i as parenting problems, they realized that his good behavior at school was
due to the care and shelter that they provided at home.

Direct Tharapy With Sensory Integration Framework

The first step in direct service was to explore the effects of touch pressure/
propriocentive activities to establish whether Kamon would respond positively
with calmmg and decreased sensitivity. His therapists focused on activities that
he and nis parents could do at home, providing a daily “sensory diet” (Frick

et al,, in press; Wilbarger & Wilbarger, 1991). Developing home activities was
chailenging because Kamon continued to “act out” at home.

Kamon attended individual occupational therapy twice a week for 5 weeks
whera he began to feel safe and try new activities, accepting small challenges.
His strong relationship with his therapist was a tool that his therapist used
to help him try novei games, The therapist provided touch pressure and
propriocaptive input as well as vestibular games before novet activities,
which nelped to regulate Kamon's sensory reactivity. Kamon sought pre-
aictabifity and responded enthusiastically to pretend play. He did best when
therapy followed a set routine, Each session started with massage and joint
comprassion in a playtul manner that he called “checking for and fixing
broken nones” (massage, joint comprassion, and traction), 3 routine that
Kamon's parents gradually transferred 1o his home routines.

Consultation at Home

For the second set of 10 sessions, Kamon’s
therapist and his parents decided to con-
tinue direct cinic-based therapy onca a
wesk, io have cne schooi consuitation, and
0 use the remaining four therapy sessions
at home. In direct therapy, the therapist
tried cut games for home and then imple-
mented them during the home visits.
Kamon played the “broken-gones” game
daily and told his parents, “That Lroken-
bones game helps me get dressed.” Kamaon
began to be aware of how much the
games heiped him, and he began 10 pre-
pare himself Tor situations, Other play
activities that provided deep oressure and
proprioceptive input included beating up a
tent filled with pillows, tug-of-war with a
farge piece of stretchy faoric, and being a
“hotdeg in a bun” {under a therapy ball).

i

During the therapist’s home visit, Kamon,
his parents, and the therapist visited the
nearby park (Figure 13.5). The therapist
helped the parents to undersiand how
they could use many of the opportunities
at the park to help regulate Xamon's
tendency to become dysregulated. in this
way, Kamon's parents couid continue many
of the therapeutic activities begun during
his direct therapy sessions through home-
based follow-up on their own.

. e : oSl AT *-
Figure 13.6. Kamon receives deep pressure
and propricceptive inout while plaving with
his therapist in the sandbox at a nearby park.

—an

CAAPTIR |30 T ancAL APPLICATIONS N SENSORY MODBULATION DYSFUNCTICN [255



256/

Consuftation at School

Kamon's therapist observed him at school and provided his teacher with gen-
eral information related to Kamon'’s underlying strengths and sensitivities and
activities that would fit within a typical classroom. His parents suggested, and
the therapist agreed, that Kaman should be allowed to enjoy his successes at
schoo!l. The team felt that providing additional challenges in the school envi-
ronment might lead to anxiety at schaal, so together with the teacher, they
set up a routine that wouid not provide challenges at school.

Qutcomes of Intervention for Kamon

Kamon made both qualitative and quantitative changes on testing after
20 occupational therapy sessions (see Figure 13.4, which displays both his
pre- and postintervention scores on assessments).

External Dimensions

Kamaon's therapist discussed the qualitative changes in the parent exit inter-
view where his parents expressed delight and joy over the changes Kamon
had made. However, they noted, “There is still a long way to go.” They

were thrilled that Kamon could join the family at most dinners and for
family activities such as watching TV, After therapy, he could dress himself
"mast” days and allow his hair to be combed. His tolerance of new or
frustrating situations had improved markedly. A significant difference after
therapy was the consistent support and understanding that both parents
were able to offer him. They no longer felt that something “bad” about their
parenting had “caused” his difficulties, and they could heip him seff-regulate
in public places.

Sensory Processing

Kamon's posttreatment iab results indicated a lingering physiological hyper-
reactivity (measured by electrodermai reactivity in the laboratory paradigm);
however, his behavior in the “space lab” was remarkably different on post-
testing. He tolerated all 5 sensory stimuli and allowed the examiner to admin-
ister all 10 stimuli in each sensory domain. Quantitatively, Kamon's scores

on the SSP showed sensory improvements on all six subtests that had abnor-
mal scores in the pretast condition (average improvement of .80 5D). After
therapy, Kamon was able to self-regulate enough to complete the MAP
evaluation, with all scores within normal fimits. This was a marked improve-
ment over his pretreatment status.

Emaotion

At home, his behavior fluctuated. Certain weeks, he was emotionally labile
with numerous tantrums; other weeks, he was a delight. However, his
parents were optimistic because 5 out of the 6 preceding weeks he had
shown "mostly positive behaviors.”

Kamon's family decided to "take a vacation” from occupational therapy
after the 20 sessions; however, they planned on returning a couple of months
before he began kindergarten. They continued to follow through with
Kamon's sensory diet and other occupational therapy adaptations at home
and when they went as a family to community events and activities.
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Case Study: Stevie

Referral Issues and Assessments

Stevie was an outgoing, attractive 5-year, 8-month-old boy with presenting
problerns of frequent angry outbursts with peers and siblings, extreme hyper-
activity in quiet settings, and fear of new activities. He had significant school
difficulties because of extremely disruptive and aggressive behaviors. His peers
were afraid of him, and his kindergarten was considering expulsion. Stevie
was assessed in the laboratory to measure his electradermal reactivity during
the Sensory Challenge Protocol, and the evaluating occupational therapist
administered the SIPT, CBCL, SSP, Leiter-R Parent Rating, and Vineland scales.
Qualitative measures included Goal Attainment Scaling and parent interview.

External Dimensions Affecting Function

Culture

Stevie's family had many demands far quiet, good behavior. For axample,
his family belonged to a church that met three times a week, during which
there was “quiet worship time.” His family stopped participating in church
as a family, aithough both parents still went separately. Family gatherings
presented the expectation that “children were to be seen and not heard.”
Stevie's ramily, unablie to controi his hyperactivity, coped by not attending
rmost famiiy events.

Environment

Stavie was upset by new and crowded snvironments. Stevie’s family avoided
taking him out of familiar anvironments. His family had not viewed the anvi-

ronment as an active element that they could manipulate to support Stevie.

Relationships

Stevie was aggressive with geers, siblings, and parents. Interpersonal relations
were always chalienging for Stevie, aithough he adored his parents, who
spent immense 2nergy structuring Stevie when he was near ather children

or adults.

Task

Stevie was an intelligent, taiented little coy. e joved to olay with toys that
had moving parts and lights or sounds. Tasks were heloful in organizing
Stevie's unreguiated behavior if an adult could “catch” the disintegration
in time.

Internal Dimensions Affecting Function

Sensory Processing

stevie showed extreme hyporeactive vestibuiar and proprioceptive processing,
manifesced by continual sensation seeking. At his occupational therapy eval-
uation, Stevie was in constant motion, continually chewing on his shirt and
other objects. His SIPT scores reflected his poor perception of vestibular

and propriocaptive sensations (fow scores in Standing and Walking Balance
—1.5 $D, Postrotary Nystagmus —2.35 $D), as did his 55° score on Under-
Responsive/Seeks Sensation (-4.33 SD). Figure 13.7 gives Stevie’s assessment
rasuits before his therapy was initiated {all scores transformed to z-scofes

for comparison).
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Figure 13.7. Stevie's pretreatment scores on assessments,

L Stevie demonstrated a hyporeactive “flat-line” profile on
S EDR (see Figure 13.8). Children with sensory modutation
S dysfunction sometimes exhibit this type of EDR record-
HL _ ing. It shows no amplitude and no peaks and thus no
RN : habituation. Behavioral hypotheses regarding “shut-
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processing, Stevie demonstrated mild sensory defensive-

Figure 13.8. Sample from Stevie’s
pretreatment electrodermal reactivity

recording.
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ness in tactile and auditory systems. Certain clothing
textures bothered him, and he was uncomfortable with
grooming tasks {washing face, combing hair, cutting
nails). He became fidgety and giggly during the tactile
tests on the SIPT and had more difficulty attending to those subtests than
others. His mild sensitivity to touch and auditory sensation were also reflected
in his SSP scores (Tactile Sensitivity —1.33 SD; Auditory Filtering —1.7 5D}.

Emotions

Scores on the Leiter—P and CBCL concurred with the information from Stevie'’s
parents’ interview. Stevie had pronounced difficulties in emotion reguiation,
particularly in social situations (CBCL Social Problems —3 SD; Leiter-P Social
Abilities —2.5 SD). Stevie's parents reported that his aggression seriously
affected his school and home life (CBCL Aggressive score —4 SD) (see Figure
13.7). He fought with peers at school and in the neighborhood. Agemates
were terrified of Stevie and avoided him. ¥ not supervised, Stevie would bite,
push, and kick his sister. He had difficulty transitioning between activities

and situations, becoming angry and agaressive. His “short fuse” and low
frustration tolerance put his parents in a constant state of hypervigilance in
case he "blew up.” When upset, he stuttered and could not perform simple
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tasks. Stevie's parents could not separate Stevie's manipulative behaviors from
true functional disabilities.

Attention

Stavie showed poor attention accompanied by hyperactive, impulsive behav-
ior (Leiter-P Activity Level —2 5D; Impulsivity —2.5 SD; Attention —2.2 D)
(see Figure 13.7). Stevie was constantly in motion, seeking intense vestibular
and proprioceptive input, which distracted him from attending to tasks for
more than a minute. In school, his teachars viewed him as hyperactive and
disorganized (teacher rating on Leiter-P of —3 SD on Activity Level and
Organization). During his occupational therapy evaluation, Stevie neaded
repeated cues to focus on tasks. He had difficuity listening, and needed
instructions repeated often. When overwhelmed, he demonstrated difficuity
completing a thought or explanation.

Stavie's Intervention
Stevie’s Goal Attainment Scale Objectives

1. to improve ability to seif-requlate emotions, resulting in consistent
emotions from day to day

2. to increase social participation at home and school by decreasing
aggressive behavior with peers and siblings

3. to improve ability to transition between activities and settings

4. to increase self-confidence and improve abilities to perform age-expected
tasks by helping him to self-regulate during tasks requiring skill

5. to improve parents’ understanding of difficuities and hehaviors and
orovide toqls for parents to use when unraguiated behavior occurs

Direct Therapy

Stevie had direct occupationai therapy using a sensory integration frame of
reference Twice a week for 8 of his 10 weeks (16 of 20 sessions, the typical
number of visits approved by managed care). After that time, his course of
intervention changed to once-a-week direct therapy, alternating home and
school interventioniconsultation.

In Stevie's first therapy session, he resistad antering the occupational therapy
dlinic, using inappropriate and aggressive language and attempting to hit,
bite, and kick his therapist. Clearly, therapy was just like any other new transi-
tion to Stevie. His therapist used his reactions t0 transitioning into therapy
therapeutically. In the beginning of the therapy sessions, she focused on help-
ing Stevie learn tools to self-requlate and adapt to this change.

The task of blowing bubbies mesmerizad Stavie. The therapist utilized the
component of predictability as Stevie sat blowing bubbiles, keeping the door
open so he could see into the clinic and watch his therapist playing with the
toys and equipment. Eventuaily, Stavie edged into the clinic area and hesi-
tantly tried a few activities, selecting deep oressure activities (being picked up
and squeezed, roiling an a iarge air mattress, and being buried with weighted
piflows). When Stevie's first session was over, he was sager to return,

At his second session, Stevie aasily entered the occupational therapy clinic.
The therapist again consciously selected predictability as a therapeutic tool,
having Stevie play only those games he'd played in his first session for half of
the second session. Though Stevie resisted anything new, the therapist used
sansation to ready Stevie for new challenges. Lifting Stevie up and providing

et
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firm hugs helped him calm and iessened his resistance to new activities. A
safe, fun place was clearly essential to Stevie, although his therapist made
small changes in the environment each week that allowed incremental
challenges to the difficulty of tasks.

By the third week (sessions five and six), Stevie had identified the clinic as

a secure place, and his relationship with his therapist permitted him to try
challenging activities. For example, using pretend play and having Stevie
control the situation, the therapist could engage Stevie in pretend war games
that allowed him to express his aggressive tendencies. The therapist showed
Stevie how to control his outbursts by using sensory techniques such as deep
pressure and proprioception for calming.

On frequent occasions, an upsetting experience at home or demands in his
culture (e.g., visiting his grandparents, going to a frenetic birthday party)
caused aggressive outbursts and increased resistance in the subsequent
occupational therapy session. The therapist tried to reenact many of these
scenarios during therapy and led Stevie through several alternative outcomes,
One parent was always present in the clinic, so his parents also became
familiar with afternative strategies for interacting and preventing his aggres-
sion, which seemed to calm effectively with sensory input in vestibular

and proprioceptive domains.

' By week five (10th session), Stevie easily transitioned in and out of therapy

: even when changes to routine or upsetting events occurred at home
before his therapy session. He was also able to begin self-monitoring when
i he began to get out of control, obtaining what he needed to reorganize
himself (e.g., chewing bubble gum or rubber tubing, jumping activities,
and fast movement). His behavior and mooed became somewhat more
consistent at home and school, but even after 5 weeks of direct inter-
vention twice a week, his emotional intensity at school and home was stilf

a significant issue.

; In direct therapy, the therapist noticad that “heavy work” in oral motor activi-
= ties had a significant calming effect. £ating is such a common, everyday activi-
! ty occurring not only during meaitimes but also during snacks, so Stevie's

: therapist and parents devised an intensive oral motor program that encour-

; aged Stavie to eat foods that were crunchy and
chewy and foods that required “work,” such as
sucking pudding and gelatin through a straw.

t the review session haifway through the 20
sessions, Stevie's parents and therapist agreed
that Stevie still needed the intensity and direct
support that the dinic environment was able to
offer him. By the eighth week, the therapist and
parents agreed that Stevie would benefit from
a few consultation visits. His therapist used these
visits to get a better idea of which external
dimensions disorganized Stevie,

Stevie was one of those children who need such
sensory intensity that direct intervention is the
best way to satisfy their needs. With a child like
Stevie, it can take 20 sessions or more to provide
what the child needs. Stevie communicated that
he was this type of child by continuing to seek

r< B

Figure 13.9. Providing a crunchy, chewy, texture-fulf
sensory diet improved Stevie’s behavior dramatically
at mealtime.
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intense vestibular and propricceptive input throughout his first 16 sessions. He
never seemed to “get enough” input, yet intense movement activities often
overwhelmed Stevie, causing aggression. The therapist had to provide struc-
ture and proprioceptive input consciausly and continually by selecting tasks
and structuring the environment to help Stevie maintain control. Roughly
one-third of each session consisted of training Stevie’s parents to reason
through and identify activities that provided the “just-right” intensity while
still affording the structure that Stevie required.

Home Consuftation

Once Stevie's therapist understood his internal needs and Stevie was able

to transition into and participate in therapy without constant aggressive out-
bursts, parents and therapist collaborated on ways to incorparate these inter-
vention strategies into daily routines. During the therapist’s visit to Stevie’s
home in the 17th session, Stevie’s parents and the therapist devised a plan

to use the family’s unfinished basement as a playroom for Stevie. The parents
purchased a minitrampoline at a thrift store and made an air mattress by
roping together inner tubes from Stevie's dad's garage Dusiness. Stevie’s
mother fashioned a huge pretend boat filled with blankets and piliows. They
made plans to construct an indoor tire swing so Stevie could give himself the
intensa movement ne craved, aven though it was winter, Stevie’s parents and
therapist also developed a springtime plan to add a spinning swing and a
climbing rope to the outside swing set.

Stevie’s parents had saen immense changes in Stavie during the therapy ses-
sions after movement and oropricceptive input began, so they were wiiling
and creative in making accommeodations at home. 3ecause the therapist had
trained them to understand why these adaptations could heip Stavie, they
began to reaize that many of Stevie's aggressive pehaviors were a resuft of
sensory modufation dysfunction rather than an attempt to manipulate his
parents. ¥When his parents segan to grovide Stevie with the intensity of move-
ment and proprioceptive information that he consistently sought, Stevie was
3ble to nandle transitions better and his aggression decreased consideradiy.

Outcomes of Intervention for Stevie
Stevie’s changes during the 20 sessions of occupational therapy were

immensa, as reflected in scores on some of his tests {see Figure 13.10), yet
Stevie was a child who wasn't “done” after the 20 sessions. Even he could
articulate his feelings and said, “1 saa| patter, a lot more in control.” The
largest and most meaningful changes were evident on Goal Attainment
Scaling, and Stevie's parents discussed these improvements with the therapist
in the parent exit interview. Stavie's parents were thriiled that he now

could eat dinner with the family, show affection o his grandparents, and
(usually) sit through & church service (while chewing vigorousiy—out quietiy!).
Although significant, tife-changing improvements had taken place, the
therapist recommended continuing occupational therapy to focus on
improving peer refaticns, refining skills, and develening additional nome
program routines and activities.
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Figure 13.10. Stevie's postireatment outcome scores.

FDR was undderreactive but did demonstrate some reactivity.

Conclusions and Discussion Points

The Ecological Model of SMD. in combination with the STEP-51 clinical reasoning
framework. are useful rools for structuring and orgaanizing the assessment, interven-
rion. and clinical reasoning processes of oc:upamonal therapists who work with
children who demonstrate SMD, The case studies demonstrate not only the usetul-
ness of this approach bur also its effectiveness. Several keyv factors regarding this
approach are:

+ Importance of considering external and internal dimensions of the model.
Children with SMD can have arvpical interactions in both external and internal
dimensions. [t is important to consider zach elemensz of the Ecological Modei of
SMD i evaluating and treating SMD. Therapists often receive referrals for emo-
tional and attentional problems that occur in narural sertings. These emotion,
artention. and sensation problems often distingnish chitdren with SMD trom
children with other tvpes of sensory integration problems.

o Difficulty in therapy sessions. Chiidren with SMD frequently demonstrate
severe aggression, withdrawal, or other social/emotional disturbances, making
direct therapy challenging. Developing a strong therapeuric alliance or r..lacxon-
ship with both the parents and the child is viral to be able to use the trust the
child and parents have in the therapist to help the child wy new activites.
Helping parents understand and articulate the underlying sensory processing
problems that cause or contribute co the child’s extreme behavior pronicrns is
essential to generalize the interventions ourside the direct service serring. Once
parents observe the changes in their child in center-based therapy, they fre-
quently are willing to make more changes at home. In the authors’ e\:penence
the more the parents actively participate during the therapy, the more confident
they become in adapting environments, tasks, and relationships at home and in
natural sertings in the communiry. This parricipacion must be much more than
being in the room observing the child and therapist: it should involve acrive
problem solving by the parents.
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« Importance of family-centered care. The parents of children with SMD some-
dmes feel guilty abouc being a bad parent and might have been accused by well-
meaning relatives. friends, and neighbors of “spoiling” their child. They
frequently hear, “Don’t worry so much: he will grow our it,” ot “There’s noth-
ing wrong, you're overreacung.” When parents receive a diagnosis for the prob-
lern, along with wrirten. website, audiotape, or videotape informaiion abour the
condition, their own ability to cope with the child often increases dramaticalty.
The authors encourage development of their clinic’s lending library with as
many adult learning tools as possible so parents can check our materials thar bt
their learning stvles. Whenever possible. the authors also help arrange parent-to-

parent nerworking for supporr.

« Importance of parent-to-parent nerworking. To protect their children, families
sometimes disengage from extended family, neighbors, and friends and do not
receive the personal support they need. However, once the problem is diagnosed
and parents understand that their children's difficulcies are not their ~fault,” chev
can be more assured when explaining their child’s problems co others. The more
information parents have and can actually articulare, the betrer prepared they
can be to advocate for their child. Therapists can consider training parents o
ralk knowledgeabiy abour their child’s condidion as an active part of the thera-
peuric process.

 Importance of using a clinical reasoning approach ro inrervention. Using specit-
ic rechniques and lists of sensory integration inrervention ideas is & much casler
way to treat children than che rime-consuming proczss ot using <lincal reason-
ing to derermine plan ind impiement intervention. However, it is the auchors’
contenrion that the onlv effective sensory integraton NTETVenrion 5 QCcupl-
tional therapy focused on qualitv-of-lite issues. using an ongoiny process of clin-
ical reasoning to design incerventon. Using chese suidelines, the therapist Aarst
sets a specific goal for each activiry, subsequently questions whether the activity
accomplished the goal. then thinks through what he or she couid have Jone
differently before or during the acmivity to mcrease the gains provided by the

activiry. Each success or failure of a specific acaviry should invoke a follow-up

v .

question by the therapist re.g. This activicy succeeded pecause
Consequently, { can make the actviry more challenging by . . . ¥ or This activ-
ity faifed because . .. 7 Consequently. [ van support the child o be successiul
by ... 7 This is 1 challenging approach for the rreating therapist. The process is
an acrive, o0going evaluaron process moment o moment ather than & more
DaSSLVE, routines-dased approach o intervention.

« Importance of a multidisciplinary approach. Because the sensorv problems ot
SMD can lead 0 extreme behavioral and emotional dysregulation, collabora-
tion witch other professionals is critical in designing and implementing ineer-
ventions for SMD. Occupational therapists uaderstand the conrribution of the
sensorv processing dimension and how it affects the other internal and exrer-
nal dimensions bur mayv not be comiortable deaiing wirh familv issues char
cesule. such as differences of opinion between pareats in 10w (0 c0pe with che
child’s challenges. Alchough it may be difficulr co tind 2 counseling protession-
al who is competenc in family svstems and who also understands SMD, i s
critical to incorporace the expertise ot ocher professionals, such as psvchologiss,
behaviorists, and learning specialists for interventions with the arrav of complex
issues that arise in creatment of SMD.

« Difficulev derermining duradon and focus of intervendon. Determining the dura-

ton and focus for intervenrion is challenging, particularly if che number of
sessions is limited te.z., by 1 managed-care system!, Often childeen make huge

——
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initial gains bur then show slower gains through home programs, schoot pro-
grams. and in natural community sertings. Not all third-party payers are wifling
to support nondirect types of interventons outside the clinic, and nor all
intervencionists feel comfortable with intervention ourtside of a direct-service set-
ting. Deciding the amount and type of therapy needed and explaining and just-
fving these decisions to insurance companies and other professionals (docrors,
teachers, other therapists), although frustrazing, is critical.

s Importance of conrinuing research in SMD. Only recently has the professional
literature begun to describe sensory modulation dysfunction. Pracricing clini-
cians desperately need rigorous study designs o provide empirical data related
to this disorder. Onlv through implemenring and reporting well-controlied, rig-
orous studies will investigators be able to answer questions such as, is SMD a
valid svndrome? Does occupational therapy help ameliorate the condition?
Whart are the underlying mechanisms in the disorder?
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APPENDIX

Description of Assessments Used in

Evaluation of SMD at the STAR Center
at The Children’s Hospital in Denver, CO

The Child Behavior Checklist (CBCL,; Achenbach. 1991) measures social and emo-
donal behaviors based on parent reports. The CBCL is widelv used and its construct.
content, and criterion validiry are well estabiished {Chen, Faraone, Biederman, &
Tsuang, 1994; Eilior & Busse, 1992; Jensen, Wantanabe, Richrters. & Roper, 1996;
Vlacmann, Barnert, Burd, & Jones, 1992; Mooney, 1984). The CBCL subtests
Withdrawn, Anxious/Depressed, Thought Problems., Aggressive. and Social Problems
assess emodions: the Arrention subrtest ussesses behaviors in zhe actentional domains.

Goal Attainment Scale: Using a system such as Goal Amainment Scaling {GAS) that s
sensitive [0 individual variarion is critical in SMD because symproms vary widely
{Owenbacher & Cusick, 19901 A GAS is constructed for each child based on the
parent(s)’ priorities and goals on a tive-poin scale:

1 | 2 3 4 | 5
i H '
B - - i R i N - i
decine irom I currant axpectag i better-than- | long-term
current level levei outcome of | expected i goai
intervention I autcome i

At outcome. 2 GAS tinal score is calculated that represents che child’s change {Kiresuk
& Sherman, 1968). Appendix 13-D presents a sample goal irom one child’s GAS.

The Leiter [nternational Performance Scale—Revised Lewer-R; Roid 3¢ Mliller.
1997} includes several well-standardized raring scales chat include domains or arten-
rion emotion, and sensation. The Leiter—R parent rating subtests of Adapration, Social
Abilities, Mood/Confidence, and Energy/Feelings assess emotions, and the subtests
Arrention, Activicy Level, and Impulse Control assess behaviors in the acrendonal
domain.

The Sensorv Profile {SP: Dunn, 1999) is a parent report measure of funciional behav-
lors associated wicth abnormal responses co sensorv stimuli, motor tasks, and emo-
ions. Duan and colleagues nadonally standardized 123 items thar {all inro eight
domains and aine factors {Dunn & Brown, 1997; Dunn & Wesumnan, 19973,

A short version of the SP, the Shorr Sensorv Profife (SSP: Mclntosh et al., 19991, eval-
uates only sensory aspecss of funcrional performance to discriminace specitically
berween chiidren who are tvpicaily developing and those wich SM:D. The SSP con-
struction, reliabilitv, and validicy, derailed elsewhere { Mclntosh eral.. 1999), demon-
scrare chat che SSP adheres to recognized standards of reliabilicy and validicy ( Miller,
1989). The SSP includes seven factors {subtests) and uses a scoring systerm based on
the cumulative frequency distribution of the national standardizazion sample,
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cransformed into z-scores. We used a conservative criterion to qualify children as
SMD in our research project: total score <~ 3 SD, or scores on two Of more subtests
<~2.5 SD, or one subtest score <—4 SD. We analyzed performance in sensory pro-
cessing 1o identfy sensitivities (i.e., Taste/Smell, Movemenr, Visual/Auditory, and
Tacrle Sensitivity subtests), sensory seeking {Under-Responsive/Seeks Sensation
subrest), and byporeactivity (i.e., Low Energy/Weak subtest).

The Vineland Adaptive Behavior Scales {Sparrow er al., 1984) is the most frequentty
used norm-referenced scale of adaptive performance in published research. The
Vineland is validared by many studies for accurate discriminarion (.40-.70) of abnor-
mal daily living skills (Altman & Mills, 1990: Douhirr, 1992; Rosenbaum, Saigal,
Szamari, & Hoult, 1995; Voelker, Shore, & Brown-More, 1990). In this study, we
used the socialization abiliries and daily living skills subtests to measure social parti-
cipation and functional abilities.

The Multidimensional Scale for Children {(March, 1997) s a norm-referenced anxiety
scale, valid in separating children with and without anxiery disorders {classificarion
accuracy 87%). The reliability is also excellent {.79-.93} {March, 1997; Parker &
March, 1997).

To measure inteiligence, the Wechsler Intelligence Scale for Children-I11 and/or the
Wechsler Preschool and Primary Scale of Intelligence are administered {Wechster,
1991).

Parents’ Priorities, Resources, and Goals: Clinicians conduct semistructured, open-
ended narrative interviews of parents prior to designing 4 child’s inrervention pro-
gram. A qualitative study of interview themes noted five areas in which parents hoped
for therapy changes: for their child they wanred o see {a) social participation, (b) self-
regulation, and {c} perceived comperence: for thernselves, they wanted {a) tools to heip
their child regulate him- or herself and {b) feelings of comperence abour living with a
child with SMD (Cohn, Miller, & Tickle-Degnen, 2000).

PART 2: CLINICAL APPLICATIONS
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APPENDIX

13B!

SMD Behavior
During Testing Checklist

Observations made during (name of test administered)

om | =& | = a
Behavior 33 32| g2 98
Response to Sensory Stimuli
Siiliness or giggling during tactile tests | 3 i 2 1 0
“Shutting down” during tactile tests 3 5 2 : 1 ] o0
Withdrawal frem or aversive reaction to tactile stimuli E 3 1 2 E 1 ; 0
Bothered by shield touching bady F 3 I 2 1 0
Bothered by having shieid occlude vision b3 i 2 1 i "
Compiaints of feeling ill during or after PRN/spinning % 3 2, 1 I 0
Continues o spin ont PRN board after test is administered i 3 ] 2 | 1 g
Distracted by items in visuai field { 3 2 i 1 4]
Unable to keep ayes closed ; 3 2 1 )
Aversive response to routine noise i 3 I 2 1 )
Distracted by outside noise ,1 3 2 ] 1 l a
Attempts hy the Child to-Self-Regufate . - -~ EER B
£xcassive movement {rocking, bouncing in seat, tipping chair) i 3 ! 2 i G
Puts things in or around mouth (food/nonfood) 3 2 1 0
Heavy or hard poking, pounding, slapping when rasponding 3 ! 2 E T 4
Needs mora than typical number of breaks during testing 3 2 , 1 4]
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SMD Behavior During Testing Checklist (continued)

Behavior

uolIeay
EIHEY bl

uojioeay

ajesapopy

uoipesy

PIIN

uopIeay
|ewion

Behavioral Disorganization.

L

&

Restless, fidgety, impulsive grabbing

Inability to stay seated

(o]

Overly talkative

Impulsive responses to test items

NP R RN

Poor focus on tasks, needs redirection

(%)

Lack of persistence, needs cues 10 persist

w | Wt Wl ow

o|lojol o]l @

Difficulty entering or transitioning into testing room

Somatic Responses to Testing Situation -

Repeatedly requests to go to the bathroom

Complains excessively of being thirsty or hungry

Complains of being tired even though reportedly well rested

Complains of headache/stomachacheleyes hurt/not feeling well

Yawning

Wl wi wl w) w

NN RN

clojololal,

1. Observed but no modification by therapist needed to continue testing reliably

2. interfered with testing; but with therapist’s intervention and modification could continue test

reliably {note modifications made)
3. Had to discontinue testing or felt performance was unrefiable

Other Commaents:

[
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APPENDIX

13C

Parent Interview
for Children With SMD

Child’s name:

Chiid’s ID #:

Parent's name:

Interview date:

Parent Interview

1.

Tell me about [child's name: |. | especially want to hear
about the kinds of things that you enjoy about [child: I,
what are his or her gifts and talents; what are his or her strong points.

What has led you to seek occupationai therapy services for [child:
1?7 (If necessary: what have you noticed about [child’s;
| development that concarns you?)

What da you know about sensory processing that has led you to seek
occupational therapy for your child?

Tell me about [child’s: ] abilities in:
daily care activities

playing

rmaking Triends

following directions

communicating

regulating his or her behavior:

aggrassion

anxiety

activity level

attention span

sleep patterns

self-asteem/contidence

Tell me what you notice about [child’s; ]:
reactions o sounds

reactions to lights and other visual stimuli

reactions to being touched

reactions to smelling things

reactions to moving in space

Tell me about your pregnancy, delivery, and [child’s; ]
early history.
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Parent Interview for Children With SMD (continued)

10.

11,

12.

13.

14.

15.

16.

Tell me about {child's: ] prior hospitalizations or medical
problems.
Tell me about [child's: ] previous therapeutic interventions.

Teil me a little about whoa is in your family. What do you enjoy about your
family the most?

Tell me what a typical day is like with your child.

(If in schoof) What is school {preschool) like for [child: I?
is there anything that you would like to see changed about his or her school
situation or the way he or she behaves or learns at school?

What are the barriers in [child's: ] world to his or her successtul
participation in meaningful activities?

What things do you think might help [child: ] to participate
in those activities?

Has [child: ] had any traumatic experience that might affect
his or her interventions?

What kind of equipment and/or toys do you have at home that
{child: | enjoys playing with? What kinds of activities does
[child: ] do after school and on weekends?

What are your expectations and/or hopes for therapy? (Or what is it about
[child: ] that you are hoping will change?)

2721 PART 2: CLINICAL APPLICATIONS




APPENDIX

13D Sample Goal Attainment Scale for Kamon

Narme: Kamon
D.0.B.: 11/26/94
Age: 3 years 6 months
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