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Dedication 

This manual is dedicated to all those brave and resilient children 
who put their heart and s oul into improving their condition and 

situation, opening themselves to treatment, persevering through 
hardship and frustration, and coming-out on the other end 
happier, more successful and confident, and pursuing their 

dreams. In the light of their spirit, it is hoped and trusted you’ll 
find this manual to be helpful in moving your family toward 

fulfilling ever-loftier dreams and ambitions.   

God bless all of you in that effort.  

 

You can read more about Dr. John Carosso, Psy.D., and get 
more valuable information at: 

 HelpForYourChild.com 

AutismCenterofPittsburgh.com 

AppleTreeInstitute.com 

DylexiaTreaters.com  

He can be reached for an appointment at  

412-372-8000 and 724-850-7200 

Follow Dr. Carosso on facebook, Twitter, and LinkedIn  

Dr. Carosso has a number of local offices for your convenience.   
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CHAPTER ONE: FAMILY AND PARENTING 

Relationship: The Foundation of Discipline 

The discipline trap 

How beneficial is time-out, taking away the TV, or ‘grounding’ a child from going outside? Of 

course, as most parents have come to find, all of these discipline strategies can be effective. 

However, what happens if you rely too heavily on these strategies? Well, first, your 

household can become like a gulag; not too pleasant. Second, you and your child will be 
miserable. Third, the discipline strategies become less effective. 

Relationship: Beyond Softer and Closer 

That’s why I recommend relying on the ‘softer and closer approach (see the blog, “softer 

and closer approach”). However, no matter what discipline you attempt, it will all go to 

waste, and you’ll feel like banging your head against the wall, if you don’t have a healthy, 
positive, and pleasant relationship with your child. 

Quality and Quantity 

The key to parenting and discipline is you and your child doing things together, laughing 

and enjoying each other’s company, and spending time (quality and quantity time) in fun 

activities. Actually, even ‘not so fun’ activities can be quite bonding and reinforcing (e.g. 

helping with homework or school project, assisting in getting your child ready for 

bedtime…). In any case, absent a healthy relationship, there is no glue to connect a 

parental directive to the subsequent (hopefully) compliant behavior. Kids comply because, 

ultimately, they love their parents, want their parents to be happy, want to get-along and 

have a good relationship, and realize that ‘we’re all in this together’ so I might as well do 
my part. 

The fear factor 

If your child is complying predominately due to a fear of punishment, then you’re in trouble. 

In that case, your child’s ‘compliance’ is based in manipulation and fear, and tasks are often 
completed superficially and marginally.  

The fun factor 

Instead, build the relationship and you’ll have a disciple (a willing follower) and be less 

reliant on discipline. Don’t get me wrong; both are vital, but the former is a lot more fun:) 

 

The Softer and Closer Approach 

How it all began 

Many years ago, starting out as a Psychologist, I came across a Principal who established a 

ritual with his teachers. At the conclusion of every morning meeting, he would huddle the 

http://www.cpcwecare.com/blog/?p=167
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teachers together and lead a chant “softer and closer” repeated four to five times, before 

sending the teachers off to their students.  

Repeat after me… 

I am hard pressed to contemplate a more significant or relevant mantra for teachers or 

parents. I have espoused the “softer and closer” approach since that time, and can think of 

no better way to connect with a child. Getting on the child’s level, moving-in close, and 

speaking in a soft tone, if not a whisper, is remarkably powerful, comforting, and bonding 

for a child in any situation, but especially when the child is experiencing a difficulty and 

needs supportive guidance.  

Go get softer and closer 

Try it with your own child; rather than standing across the room and yelling, get close, soft, 

and comforting in tone, and see the difference.  

Time-In? 

 

I’ve also espoused time-in rather than time-out. Of course, the latter is necessary at times, 

but far too often we neglect trying the former.  

Try it, the softer and closer approach, and see the difference.  

Let me know your thoughts. God bless. 

 

 

Are Your Kids “Lazy”, Or Are They Being Lazy? 

Subtle difference? 

Well, it’s really not so subtle. It’s the difference between labeling your child, or simply 

describing an annoying and transient behavior.  

What’s the big deal? 

When we call our kids “lazy”, “rude”, “liars”, “thieves”, or whatever, we are defining their 

character, and suggesting that this is their enduring quality. Okay, so now you’re saying, 

well, they are!! That may be true, but I’ll bet you can think of lots of times when your child 

is motivated, nice, told the truth, and did not steal. Even if the particular behavior is 

somewhat enduring, your child is still young; their personality is molding and shaping, and 

you’re in a strategic position to help shape it in the right direction.  

What “labels” tend to do 

Okay, here’s a scenario for you; you’re young, impressionable, don’t have a solid grasp or 

sense of yourself as a person, and have a tendency to believe what you’re told especially 

when told by the most important person in your life. In this scenario, you’re consistently 

told that you’re “lazy” or a “liar” or whatever. One can imagine that you may come to 

personally identify and internalize these traits, and expect to consistently behave in that 

way. Note that kids, and people, often live up (or down) to expectations.  
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A better option 

Here’s a better option for you; label the behavior, rather than the child. Quite simply, for 

example, say “you’re lying” rather than “you’re a liar”; or you’re being lazy, or you’re being 

rude”. This option is definitely better than directly labeling the child, but it’s still not the best 

option. 

An even better option? 

Yes, there is an even better option. Instead of labeling the child or the behavior, simply 

redirect the behavior, describe very specifically what you want to see, and use the situation 

as a teachable moment. Think about it, calling your child “rude” does not teach; it simply 

degrades and disparages. Instead, if you’re child calls you a name, rather than call him 

“rude”, describe the behavior as unacceptable, explain how he could have better-expressed 

his frustration, maybe even have him repeat the more appropriate words, and then 

implement a fair consequence. Same holds for “lazy”. Rather; tell your child exactly what 

you need to see him doing, set a firm limit for him to get started, and then implement a 

consequence if necessary.  

You get what you praise 

If your child has a particular problem with not being especially motivated, or telling 

mistruths, or taking items, then pay very close attention to her behavior and praise big-time 

when your child demonstrates the pro-social alternative. Remember, if you consistently 

praise a behavior, it is much more likely to be repeated. Sticker charts also do wonders.  

Happy and Harmonious 

You want your home to be a happy, pleasant, and cordial environment, right? Of course. 

You’ll go a long way to making that happen after dropping labels, describing behaviors you 

instead want to see, relying on firm consequences without yelling and emotion, and using 

lots of praise. Not to be redundant, but think about it, how do you feel when you’re called 

lazy, rude, or a liar? Would you do better calling your husband “lazy” or simply telling him 

exactly what you need and that he’ll suffer a consequence (he knows what you mean) if he 

does not immediately help you?  

Hope this was helpful. By the way, if you have any helpful personal experiences, or other 

good alternatives to labeling, please share at jcarosso@cpcwecare.com. Thanks.  

 

Would You Rescue Your Spouse Before Your Kids? 

Here’s a story for you 

A Dad and his son were fishing in a boat. The son looked toward his Dad and inquired, 

“Dad, if Mom and I fell out of the boat and were drowning, who would you save first?”  His 

Dad, without hesitating, responded “son, I’d have your Mother in the boat, and dried off, 

before I’d even think about coming after you.” The son, astonished, looked with eyes wide 

mailto:jcarosso@cpcwecare.com
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and was about to exclaim his disapproval but stopped, appeared contemplative, then 

grinned and said, “yea, that’s the way it should be.”  

The kid’s pretty wise 

The son came to understand that the strength of the home, the foundation of the family, is 

Mom and Dad, together in harmony, close in their relationship, working for the family, 

strong in their bond, and on the same page with the kids. It’s true, there is no stronger glue 

to hold the family together than when Mom and Dad are secure in their relationship, which 

helps the kids to also be secure with themselves. Secure kids are far more likely to be 

calmer, more compliant, and easier in disposition.  Of course, we don’t want to interpret the 

story literally, any number of factors may contribute to the Dad rescuing his son first (his 

wife is a better swimmer…) but, of course, that’s not the point of the story.  

Single parent? 

If you’re a single parent, for whatever reason, then you’re undoubtedly doing the best you 

can, and God bless you in your efforts.  The sentiment of this post in no way diminishes 

your diligence and love for your children, or suggests that your child is not healthy and 

happy. The basis of this story is simply to express the importance of parents remaining 

strongly committed, and clearly there are advantages of having two loving, committed, and 

harmonious parents working together with the kids. In a single-parent situation, of course, 

when possible, it’s optimal that both parents, despite separated, remain highly involved with 

the children, civil with one another, and work toward having consistent expectations 

between the homes.    

Bottom line? 

Simple; do whatever you can to maintain the sanctity, security, commitment, closeness, 

and bond in your marriage.  Place your spouse first in your life (well, technically, second to 

God, but He too understands the importance of two becoming “one”… see Genesis 2:24). 

Live like it’s you two against the world, and you’ll always be ready for that overboard 

plunge. God bless.  

 

Spanking: Might makes right? 

The standard line 

Okay, as a professional you know that I am supposed to tell you that corporal punishment 

(spanking) is a no-no and you shouldn’t do it. I’m supposed to tell you that it’s ineffective 

and simply does not work. Well, I’m not going to tell you that; or at least not that it doesn’t 
work. 

The kid’s perspective 

http://www.cpcwecare.com/blog/?p=165
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Think of it this way, I imagine most of you men (If any men actually read this blog) would 

think twice before crossing a guy three times your size. Well, likewise, your kiddo isn’t 

stupid and realizes when he’s been out-gunned; which is why spanking works. Of course, 

many of us have our own experience with being spanked, and recognize first-hand the 

potential effectiveness of a hand on the back-side. However, once we move past the 

recognition of spanking being effective in getting kids to obey (at least in the short-term), 

we are left with some potential problems. I hear you saying ‘I knew you were going to say 

that…” Well, ignorance can be bliss, but maybe not so blissful for your kids, especially if you 
rely on spanking as your primary form of discipline. 

Maybe not the best approach? 

What are the problems? First, do you really want to hit your kids? Is there not something 

inherently wrong with hitting anyone, let alone somebody you love? Also, are we not trying 

to send appropriate messages to our kids? Do you prefer the message of ‘when somebody 

frustrates you, hit them?’ If your child is prone to be aggressive, e.g. hits his sister when 
angry, then does it help to tell him “no hitting” and then spank him? 

Other options? 

How does a parent feel while spanking? Obviously, they’re angry and frustrated; is it a 

stretch that an angry parent, in the heat of the moment, might hit too hard, or too many 

times? Does spanking teach the child more appropriate ways of behaving? Is time-out, loss 

of privilege, the softer and closer approach, or behavior charts, more effective? Does 

spanking create good or bad feelings; does it promote a positive, or negative tone in the 

family? Is spanking consistent with Jesus’ command to do unto others as you’d have done 
to you?  

Go easy with the rod: 

Those are questions to ask yourself; I imagine the answers will lead you in the right 

direction. Oh, by the way, since I brought-up Jesus, you may be thinking about that ‘spare 

the rod, spoil the child’ verse. However, God’s “rod” also provides comfort (23rd Psalm… 

“Your rod and Your staff, they comfort me”); rods were used in Biblical days to guide sheep, 

not beat them. We want to guide our children; love them, teach and comfort them. The 

manner in which you carry out those duties, using a consistent, loving, and firm approach, 

maybe even with a sense of humor, will serve you well in raising your chidren. Now, go get 
softer and closer with your kids.  

 

Research Findings: Should We Trust Them? 

To Believe or not to Believe? 

We are deluged daily with research findings concerning everything from A-Z. The findings 

often come from prestigious journals and universities and from people with lots of letters 
after their names. However, can we trust the findings?  

http://www.cpcwecare.com/blog/?p=212
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The Short Answer 

 

No, we can’t. 

The Long Answer 

 

Oh, you’re looking for some elaboration. Well, there are problems on so many levels it’s 

tough to decide where to begin. If, by the grace of God, the research study actually used a 

sufficient sample size, an adequate research design, stringent statistical methods, and has 

been replicated (all of which not uncommonly is not the case), the subsequent headline 
touting the findings still may be misleading. 

Examples? 

 

You’d hurt your back picking-up all the articles and books chronicling flawed research. The 

less strenuous approach of any quick Google-search will demonstrate myriad studies 

targeting everything from vaccinations and autism, vitamin D and cancer, anti-depressants 

and depression/autism, climate-change analysis and global cooling from the 1970’s 

(remember being told we were all going to freeze to death?) and caffeine and Alzheimer’s 

that have proven inaccurate and/or misleading. Moreover, it seems that the more money 

and politics involved, the more invalid the research finding.  

Recent investigation into this matter, from UCLA and Harvard, found that, for example, 

between 27% and 37% of the studies of various medications utilized outcome measures 

that were misleading. For example, the finding that a medication may prevent heart disease 

by 50% but also increases cancer deaths by the same percentage (guess with statistic was 

touted); or that a medication reduces risk of heart attack by 50% when, stated another 

way, the medication lowers risk from two-in-a-million to one-in-one-million (again, guess 
which statistic was head-lined).  

Speaking of Media Hype 

 

I subscribe to a number of listserv journal outlets that email well over a hundred research 

headlines per week in the mental health and medical arena. I’ve found many of the 

headlines misleading. Those same misleading headlines are touted all over the news media. 

When I’ve looked past the headlines to read the actual research article, almost always there 

are vital distinctions and discrepancies that are not included in the headline and neglected in 

the subsequent news article. Example: recent finding that mothers with diabetes are more 

likely to have a child with autism. The media often excluded the lack of statistical 

significance of that finding. I could provide countless examples of headlines that completely 
missed the boat.  

What to do? 

 

The following might help: 

• Don’t rely on headlines; rather, read the actual research article (most are easy to find on-

line). 

• Look to see if it’s a one-time finding, or replicated. 

• On a more technical level, you want to see large sample sizes, control groups, and 

randomized and double-blind assignment to groups. 

• I don’t want to sound conspiratorial, but also consider the source of the research and 
remember that money and politics can be a corrupting influence.  
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A healthy Skepticism 

 

There’s a difference between being cynical and skeptical; try for the latter. Don’t get lazy 

and don’t get caught-up in the hype. 

Despite concerns, there are quality research findings that help immensely in our 

understanding of disorders and best-practices in treatment; you just have to look hard for 
them.  

 

Research Findings: Can We Trust them, Part II 

Two years ago I wrote about the problems we face trusting research findings. To bring you 

up-to-date, here is my follow-up post. Unfortunately, the situation isn't much improved.  

The information, or misinformation, we face daily 

You may have read the recent study out of Warwick Medical School in the UK suggesting 

that kids from families that frequently moved when the child was young (resulting in child 

often-changing schools) have an increased risk of psychosis. I imagine there a bunch of 

parents feeling guilty that they may have “caused” their child’s mental health issues 

because they frequently moved years ago. This type of interpretation, or misinterpretation, 

is all too common. Hardly a day goes by when we don’t hear another such aspersion from 

the news media. Why might this be off-base? That is correlational and observational-type 

research (not randomized or double-blinded); it’s not cause-effect. It’s simply indicating an 

apparent association between these two things; moving, and later evidence of psychosis. 

There are ample alternative explanations; for example, given that schizophrenia is 

predominately genetically-based, and can lead to job and housing instability, it’s reasonable 

to assume that families with a higher schizophrenia-loading are more apt to move, and it’s 

more likely that one of the children will later show some signs of psychosis. One may not 

have “caused” the other as the news reports would have you believe.  

What made all the difference? 

How are we able to cease making such associations between likely unrelated events? 

Historically, such capacity is relatively recent; think about it, how did we come to stop using 

‘bled-letting’ to “cure” illnesses? What made the medical community finally realize these 

approaches were ineffective, and how did we come to realize that subsequent medical 

treatments were effective beyond simply doing nothing (or draining the blood out of 

somebody)?  

Randomization 

Yes, that simple word, but not so simple a process, saved the day for medicine and all 

subsequent treatment approaches to this day. The concept is relatively recent; first 

hypothesized and documented in the 1930’s, but not used to assess surgical treatment until 

the 1960’s. In the absence of randomization and, even better, single or double-blind 

controls, there are all sorts of things that can make you think the treatment works, or 

doesn’t work, when it really does, or doesn’t. These things are called confounding variables, 

and they wreak havoc on a study’s or a “treatment’s” apparent result or effect. Keep in 

mind that blood-letting was the treatment of choice for 2000 years and continued into the 

late 19th century. So much for basing a treatment on one’s clinical observation.  
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How much havoc? 

Well, here’s the sad truth; when it comes to the predictive value of studies, randomized 

trials have an 85% Positive Predictive Value (PPV) rate. However, once you leave the world 

of randomization, it gets really bleak, really fast, with PPV dropping to between 20% and 

.1% for nonrandomized epidemiological studies (you know the ones, announced daily on the 

news saying that if you eat something in particular you’re going to get some type of horrible 

malady; or if you move, your child may become psychotic).  This led to the prominent 

researcher, Dr John Ioannidis, asserting that half of all research findings are false (even 

worse, he suggested that 90% of all medical research is inaccurate, and 50% of the 

research deemed ‘most reliable’, in the most reputable journals, is inaccurate). In that 

regard, it doesn't matter if the research is coming from the most reputable of journals; it 

was still found to be flawed (see hormone-replacement therapy, vitamin D for heart disease, 

and coronary stints, among countless of other research topics).  

It's also common to find a self-serving statistical sloppiness. In a 2011 analysis, Dr. 

Wicherts and Marjan Bakker, at the University of Amsterdam, searched a random sample of 

281 psychology papers for statistical errors. They found that about half of the papers in 

high-end journals contained some statistical error, and that about 15 percent of all papers 

had at least one error that changed a reported finding—almost always in opposition to the 

authors' hypothesis. These errors have far-reaching implications. For example, claims based 

on fMRI brain-scan studies are increasingly being allowed into court in both criminal and 

civil cases. However, study in 2009 found that about half of such studies published in 

prominent scientific journals were so "seriously defective" that they amounted to "voodoo 

science" and "should not be believed." 

What to do? 

We’re bombarded daily with news of the ‘latest research’ asserting one thing or another. 

What can we believe?  I wish I had an easy answer for you. All I can communicate, as 

emphatically as possible, is that if the research is not based in randomization, then it’s a 

crap-shoot. Moreover, factor the all-too-common politicization of research findings that 

further bias the results. Bottom-line: always be skeptical, always look below the surface, 

study the research design, do not take the news reports at face value, and don’t take the 

reseacher’s findings, as reported directly in the study, at face value. In that respect, lots of 

researchers will report findings that sound convincing (they want to get published, get 

tenure, and be seen on 60 Minutes) but are based in correlational or even purely 

observational designs, both of which are ripe for errors.  To make the matter worse, even 

randomized designs can have problems and inaccurately skew the results in a favorable 

light (see “enriched” design). 

Where do we go from here? 

We have a few options: 1.) read and accept research results, as the mainstream press and 

journals would prefer, 2.) believe nothing and remain skeptical about everything you read 

and hear, 3.), learn how to effectively analyze research, or 4.) don’t read anything and turn 

off your TV.  Option 4 doesn’t sound so bad, but I suggest options 2 and 3. It’s not easy, 

but the alternative is, in my opinion, worse.  

If you want some resources to learn about effectively interpreting research, email me at 

jcarosso@cpcwcare.com. God bless you in your ongoing pursuit of the truth.  
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Smart vs. Wise: Which Is Better? 

The benefits of brilliance 

 

Okay, I know you want your kiddo to be smart, get good grades, and achieve lots of 

academic success. It’s wonderful to see that ‘A’ on the report card, and it makes you feel 
proud and encouraged for your child’s future.  

Smart = Wise? 

 

We want our kids to be smart, but does that mean they’ll be wise too? If a child gets good 

grades, will they also make good decisions in their life? That’s a tough one. Research has 

shown that smart people tend to be happier and more successful. However, is it always a 

sure bet that they’re wiser? I think we know that there are lots of smart people in jail. As a 

psychologist, I also know that there are lots of smart people who are not especially happy. I 

also know that there a lot of less-than-brilliant people who are very happy, and not in jail. 
Smart doesn’t equal wise. 

The Wisdom Factor? 

 

So what the different between being smart and being wise. Smart people may have a high 

IQ, but wise people make good decisions. They know when to say no. That begs the 

question: what are “good decisions?” It could be said that ‘good decisions’ are those choices 

that keep us out of trouble, help and bring us closer to others, and benefit our lives and the 
lives of others. The more we do such things, the happier and more content we’ll be. 

Where does wisdom come from? 

 

We can read from the book of Proverbs, the “manual for living”, that God cherishes wisdom 

much more than smarts and such has since helped to “keep us from making wrong turns or 

following the bad direction.” Am I saying that wisdom comes from our relationship with 

God; well, yea, I am. How else do we learn right from wrong and stay strong to do what’s 

right? 

Where does that leave our kids? 

 

Okay, back to where we started; you want your child to be smart and earn good grades. 

However, you also want your child to be make good decisions, have good and healthy 

interpersonal boundaries and relationships, not make a wreck of their lives, help others, and 

be as joyful as possible despite inevitable trials and tribulations. To put it more simply 

(albeit less clinically), we want our children to avoid sin and do what is pleasing in God’s 

eyes. I think that’s why we, as parents, go to such great lengths to get our kids to church, 

Sunday school, CCD, Synagogue, or wherever you go to get closer to, and learn about God. 

We inherently know that the closer our child is to knowing and understanding God, the more 

likely he or she is to make better choices. We also remember that ‘what you do speaks so 

loudly I can’t hear what you say’, so we work extra hard to model, for our children, a 
virtuous life. 

Smarts vs wisdom 

 

I’ll be happy if both my kids earn straight A’s, are valedictorians, go to medical school, and 

http://www.cpcwecare.com/blog/?p=184
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find a cure for cancer. However, I’ll be positively thrilled if they, quite simply, are wise. How 
about you? 

 

Separation Anxiety: A Kindergartner’s Struggle 

Off to school blues 

 

Have you had smooth experiences getting your kids off to school? I hope and trust that your 

kids have navigated this transition without undue difficulty. However, my kiddo has not 

been so fortunate. Much to his chagrin, Nico is starting Kindergarten, and the separation 

process has not been easy. Our mornings have been replete with his crying, clinging to his 

mother’s leg, making a run for it, and exclaiming his desire to “skip” Kindergarten. 

Heal thyself 

 

Of course, as a child psychologist, I have dealt with this problem countless times. I know 

what to do; but it sure can be tough to do it. How hard is it to see your child suffer? It’s our 

first impulse to ‘do something’ to remedy the problem and see our child smile again, as 
quickly as possible. 

Temptations 

 

It has been very tempting to simply send Nico back to his small, private school with only a 

handful of classmates. I’ve talked to parents who have been equally tempted to home or 

cyber-school. I appreciate, now more than ever, their inclination to do so. It’s tortuous to 
see our kids struggle. 

What to do? 

 

The answer is to compel Nico to face his fears. Despite the impulse to do otherwise and 

simply wait (hope) for maturity, there is no guarantee that time will solve this problem. I’ve 

reminded myself of having worked with High School students who continue to struggle with 

school refusal due to anxiety. So, rather than capitulate, we have remained firm but have 

accommodated. Nico has been given ongoing encouragement, calming strategies, he’s been 

driven to school, the Guidance Counselor has met him to walk to class, and he has been 

given some extra attention from the classroom teacher. We’ll fade these strategies over 

time, but so far we’re seeing progress. He’s still not too happy about Kindergarten, but the 
fuss is reducing. 

One size fits all? 

 

The motto for anxiety disorders is ‘face your fears’; and it’s the most effective avenue for 

overcoming such problems. However, the key question is how, when, and how much fear 

we face at any given time. Sometimes we need to face the fear all at once; but sometimes 

gradually. It all depends on the severity of the fear, and the child’s response to ‘facing’ the 

fear. Nevertheless, either way, the goal is always a progressive and unrelenting pursuit of 
facing the fear. 

http://www.cpcwecare.com/blog/?p=181
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Future Anxiety? 

 

Children who struggle with separation anxiety tend, by their very nature, to be more 

sensitive, anxious, and uptight about other things, and such often carries-on throughout 

life. However, while excessive anxiety may surface now and then, the key is to teach Nico, 

and your kiddo, to learn now how to manage the fear so that they control it, rather than it 
controlling them. He will be able to use what he learns now for the rest of his life. 

I’ll keep you abreast of Nico’s progress; in the meantime, feel free to email me about any 
anxiety problems with your kids as well  God bless and happy separating.  

 

Getting kids to listen: Do rather than say 

As parents, we expect kids to follow directions when told to do so, and that our child will do 
so immediately. Oh, that it would be so. To our despair, it’s not, and likely shall never be. 

That’s the important point; kids are not automatons (or at least mine aren’t) – oh that it 
would be so:).  

I tell parents that we don’t expect a table or chair to move immediately on our command; 

so why do we expect our kids, who have their own agendas, wants, and distractions, to 
immediately follow our direction with a sense of urgency? 

In fact, we might have better luck with that wooden table.  

So, should we simply give-up? Okay. Well, maybe not. Instead, how about changing our 
expectations and, in doing so, lower our blood pressure. 

Recognize that kids often need that ‘softer and closer’ approach (see former blog on that 

subject) and a physical prompt (gently guiding them in the right direction) and getting them 

started on the task. Helping them begin the chore also helps. 

It helps to back-up our direction with firm consequences, and soft-spoken reminders of 
rewards that can be earned, and privileges that will be lost. 

However, to our avail, we as parents tend to rely on pestering with an ever-increasing 

volume. This approach is the least favorable, and results in the most frustration and bad-
feelings for all involved. 

Remember, as parents, emotion and words are your enemy, while a softer and closer 

approach, and clearly explained expectations and consequences, is your friend. 

Rely on consequences and action, not pestering. After you’ve explained expectations and 

consequences (i.e. rewards and punishments), one time, then you’ve said enough; time to 
be quiet and follow-through. 

Try it, you’ll like it. Now, go get softer and closer with your kids. 

http://www.cpcwecare.com/blog/?p=105
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Child Won’t Sleep In Her Own Bed? Here’s What To Do.  

How it all starts 

It usually begins innocently enough; your child isn’t feeling well and wants to sleep in your 

bed. One night turns into two, then three… Or your infant child has colic and is difficult to 

soothe and you find yourself often falling asleep with your child, year after year. In either 

case, as well as countless other potential scenarios, the end result is the same; your child is 

consistently sleeping in your bed and won’t sleep alone in her own bed. 

What’s the big deal? 

Interestingly, some parents don’t seem to mind, and there is even a movement by some 

groups to suggest that this is a healthy arrangement. If you’re in that group, I guess you 

can stop reading. Otherwise, if you’re a parent who actually wants to be alone with their 

spouse, is tired of constantly being kicked in the stomach during sleep by their forever-

moving child, or is somehow aware that a healthy child is able to sleep comfortably alone in 

her own bed, then definitely keep reading.  

Is it best for my child to sleep alone? 

Yes, it is. The process of falling asleep is rather complex and particular skills are involved. 

For example, a child needs to be able to clear their mind, turn off their thoughts, calm 

themselves, and allow themself to comfortably drift away into la-la land. This is no easy 

task, especially for kids who find themselves, at bedtime, away from everyone and alone in 

a dark room. The process of self-soothing is a learned skill, and is also subsequently used 

during the day to calm when in a stressful situation. It’s a skill that definitely comes-in 

handy. In fact, countless times I’ve seen kiddo’s appear more mature, relaxed, and 

confident after they learn how to fall asleep alone at night. Not to mention parents 

appearing a lot happier.     

What to do? 

If you find yourself consistently sleeping next to a very small person who, nightly, finds 

their way into your room, you’ve probably tried the common strategy of taking the child 

back to their bed only to find the child back in your bed when you awaken in the morning. 

Or maybe you’ve attempted to reason with your child, or use sticker charts, and other 

rewards. If you remain consistent, these are all commendable approaches, and it can also 

be quite effective to use these commonly applied approaches: 

1. Talk to the child during the day, pleasantly explaining the expectations and rewards 

for sleeping on their own. 

2. Keep a consistent bedtime routine. 

3. Answer any fears the child may have.  

4. Comfort your child at bedtime while sitting beside the bed as they begin to relax and 

fall asleep.  
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However, it’s vital you do not fall asleep with the child, or have the child fall asleep while 

you’re beside the bed (the goal is for the child to fall asleep alone). Yes, your child may 

fuss, cry, and call-out for you, but it’s vital you allow your child to learn that ‘everything is 

okay’ and he or she can fall asleep on their own. The first few nights may be tough, but 

hang in there.  

What if? 

Okay, I hear your big question: what if my child simply will not remain in her bed, 

tantrums, and won’t stay in her room? What then? Okay, here’s the hard part; you have 

two choices. 1.) keep-up with the slow but progressive approach of walking your child back 

to their bed, getting them comfortable, and then leaving. You may make that trip many 

times, but consistency is the key. Do not verbally engage, and remain with your child for as 

little time as possible (the less attention, the better). Of course, that approach is quite 

taxing, especially after you’ve worn a path in the carpet between her room and yours.  

What else can I do? 

Well, this next tip can be tough for many parents, but it’s also quite effective and faster as a 

remedy to this problem. Here’s what you do: you tell your child the expectations for 

bedtime and offer all the aforementioned reassurances. Explain that you’ll be leaving their 

door open, and yours, so that she can feel comfortable at bedtime. You’ll explain, however, 

that if she won’t remain in her room, that you’ll close her door. If she still won’t remain in 

her room, you’ll explain that you’ll be securing the door from the outside or in some way 

confining in their room (by using a gate, or ¾-door…). Of course, you won’t confine your 

child until you’re sure that the room is safe, and that she won’t tantrum in a manner that 

will cause her harm. You may even drill a peep-hole in the door so you can always see 

what’s going on in there. However, ultimately, if necessary, you’ll close and secure the door 

or use some type of gate that keeps your child in the room. Of course, she’ll tantrum, 

cajole, complain, threaten, and may even kick the door. However, you’ll stand firm and you 

will not provide any verbal feedback (you want her to think you’ve fallen asleep and can’t 

even hear her). What will happen next? Your child may tantrum for an hour or so the first 

night, but you’ll see the tantrums reduce appreciably the next night. In fact, most kids don’t 

tantrum after the first night; they’re not stupid and don’t want to be confined in their room. 

However, I want to emphasize again that safety is the key; it’s vital to ensure the room is 

safe and that your child will not become self-injurious when tantrumming. I usually advise 

starting with the first approach (walking the child back to their room…) before moving to 

confining your child, and I imagine your kiddo will appreciate that latitude. Also, if your child 

is prone to violent tantrums and extreme emotional reactions, it’s best to contact me to 

discuss, at jcarosso@cpcwcare.com or call me at one of the offices, before moving forward 

with the approach of securing your child in their room. However, in the vast majority of 

cases, with typical kids, it works out just fine.   

The three ticket strategy 

On a different but related note, if you have a child who gets in bed but then pesters for 

everything under the sun including a drink, a hug, to go to the bathroom or to get 
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something to eat, or any number of other things to keep you around and to keep from going 

to sleep, here’s a strategy you may find helpful. Of course, you can simply ignore these 

requests, or you can give your child 2 or 3 “tickets” that can be traded for something they 

want. However, after getting the drink, for example, they give-up a ticket. After 2 or 3 

times, they have no tickets left and no more requests are indulged. I’ve found, and research 

results support this observation, that many kids will ultimately use none of the tickets and 

simply go to sleep. They find that having the tickets is comforting and knowing they can use 

them, if necessary, is enough for them.  

That’s about it 

Okay, that sums it up. You have two choices to get your child to sleep alone, both of which 

can be effective: the more traditional but longer approach, or the quicker albeit more 

stressful strategy (in that regard, it can be stressful to consider securing your child in their 

room). It’s advised to start with the first, and then think carefully before trying the second. 

Remember, safety is the key. Please feel free to contact me at jcarosso@cpcwecare.com 

with any thoughts or questions about this common problem, and these strategies.   

 

The Science (Art?) of Getting Your Child to Sleep 

It’s fascinating how parents have such a difficult time with their children’s sleep. Kids won’t 

go to bed, can’t fall asleep, won’t stay asleep, won’t sleep alone, want a drink or snack, 

awaken and get in the parent’s bed, sleep walk, or have night terrors. Parents typically find 

themselves awake at 2:00 AM with their child, sleeping with their child, and bleary-eyed the 
following morning. What is a parent to do? 

Fortunately, there are answers 

First, to the extent that we can imagine, lets think back to the ‘good old days’ before 

electricity. As far as we can tell, people spent daylight hours out-of-doors in ‘real’ light. As 

evening approached, light slowly dissipated and the family ventured in-doors, with low light 

thru candles or a lantern, and the family environment calmed and quieted before bed. The 

process of going to sleep actually took place over a period of hours in a gradual, natural, 
and unencumbered manner. 

Compare this pleasant and sleep-inducing process to what our kids experience in these 

modern times. It’s a wonder that any of us sleep. We are exposed to unnatural light during 

the day (light bulbs), way too much light at night, we’re over-stimulated by television and 
videos, and it’s typically only exhaustion that finally overtakes these sleep-inhibitors. 

Here are some helpful sleep tips 

Get your child up early, on-time, in the morning. No nap during the day unless you find a 15 
minute nap is helpful (children should be done napping by four or five years of age).  

Get your child exposed to outdoor light during the day. 

mailto:jcarosso@cpcwecare.com
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-Activity and exercise is vital. 

Create a calming effect as evening approaches, turning down the lights, TV, and computers; 
reduce stimulation. 

Maintain a consistent bedtime routine complete with warm bath and warm milk. 

Quiet time should precede bedtime, then move to night-time prayers (asking Jesus for a 

good rest and fun dreams) and reading a bedtime story. 

Some children respond favorably to one to three milligrams of melatonin an hour before 
bedtime as directed by the child’s pediatrician.  

Going to sleep is a process, not an event. Implement these strategies and see the 
difference. Pleasant dreams.  

By the way, if you liked this, subscribe and forward to a friend. God bless. 

 

So, Whose Behavior Are We “Managing”? 

When we think of behavior management, we tend to think of time-honored strategies such 

as time-out, loss of privilege, or “grounding” a child. We tend to think of “behavior 
management” as how a child’s behavior will be managed. 

Instead, we may be better-off to think of behavior management of how the parent or 

caregiver is going to “manage” their own behavior that will hopefully have a positive impact 

on their child. It could be said that a child’s behavior, whether good or problematic, is a 

response to the parent’s behavior and actions. Therefore, we may be more effective if we 
focus on our own behavior. 

That means focusing on what we say, how we say it, how consistent we are, the relationship 

we have with our child, how often we praise, and how we model effective problem-solving, 
all of which has a profound effect on the child’s behavior. 

Consequently, as a parent, it may be helpful to think of “behavior management” in terms of 

how you are going to manage your own behavior, and adjust your responses to your child’s 
behavior, to promote harmony within the family home. 

Remember, you may have more success focusing on how you’ll change your own behavior, 

which will then have a positive impact on your child. 

 

Behavior Charts: How to Make Them Work 

Sticker charts can be an invaluable resource. Kids love to get stickers, which are 

inexpensive, highly motivating, and can be used numerous times throughout the day or 

http://www.cpcwecare.com/blog/?p=93
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week. From my professional and personal experience, I have seen first-hand how kid’s eyes 
light-up when they earn stickers, and the opportunity to cash-in for some later reward.  

However, sticker charts have their draw-backs; they can be cumbersome (parents rarely 

stick with them beyond a few weeks), it can be tough to figure-out how many stickers to 

give before a reward is provided, and how often should stickers be earned and allocated in 
the first place? All good questions. So, lets get them answered: 

1. Prior to setting-up a sticker chart, count how many times the problematic behavior is 

occurring per day (hitting brother). Child would then earn a sticker, for example, 

once every three hours if he has not hit his brother. 

2. Stickers are ‘cashed-in’ for a reward. 

3. Establish an ‘economy’ whereby child has to earn at least 70% of all possible stickers 

to earn the ‘top prize’. However, they may earn lesser-valued items for some 

success.  

4. Keep charts simple; no more than two or three targeted behaviors. 

5. One targeted behavior should be very easy for which to earn a sticker 

6. Children younger than five years need stickers allocated at least two or three times 

per day, sometimes every hour in the beginning. At that age, stickers need to be 

cashed-in at least once per day for a reward. Thereafter, rewards can be cashed-in 

twice a week, moving toward once per week over time. 

Children older than 12 tend to prefer ‘point charts’ (child earns points, rather than stickers) 

that are added to determine if reward is earned). Variations abound and include marbles 

being placed in a jar when chores are complete; if child earns all seven jars in a week, then 

a weekly reward is given. Or, a marble in the jar determines if favorite show can be viewed 

that evening. 

Point charts are a highly effective and motivating. Give them a try. Don’t worry if you only 

stick with it for a few weeks; in fact, you can tell your child that this “contract” (i.e. the 

sticker chart) is for only a few weeks, until a desired reward is earned; then feel free to take 

a break for a week or two and regroup. Also, don’t forget to get softer and closer with your 

child (see prior post). Go buy them there stickers. God bless you and your little ones this 
New Year.  

 

How to listen so your kids will too: The art of reflective listening 

You get into an argument with your spouse. You know your point is valid but you’re having 

trouble getting your mate to acknowledge your view; instead, he just wants to “move on” 

and “forget about it.” So, he tries to change the subject and you’re left feeling unheard and 

misunderstood. You’re simply not ready to “move on” and you feel ‘stuck’ and frustrated. As 

you’re stewing over the problem, you think that, if only your point of view was 

acknowledged, even in disagreement, you’d feel more at-ease and prepared to move-on. 

Well, the same thing happens every time you want to “move on” past your child’s 

disappointment, frustration, anger, or problem. 

Okay, here’s the scenario: your child complains that he does not want to stop playing that 

new video game, you just purchased for him, to empty the trash. You abruptly respond, in 

irritated fashion, for him to follow your direction “NOW” and ignore his obvious frustration. 

http://www.cpcwecare.com/blog/?p=64
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Okay, I know what you’re thinking; there are situations when there is simply no time for 

discussing the matter; nevertheless, you may find that, just as with your prior argument 

with your spouse, that a simple ‘reflective’ comment, acknowledging your child’s feelings, 

would help him to more quickly move beyond his feelings and carry-out the assigned task. 

For example, a comment such as “I understand it’s frustrating to be taken away from your 

new game. After you finish the chore you can return to playing” may prove to be quite 

helpful. Feeling ‘heard’ is extraordinarily powerful; it bolsters a sense of comfort and then 
allows for moving beyond, and past, the problem at hand. 

Otherwise, we tend to feel ‘stuck’ in the argument. Reflective listening is vital in all 

relationships, for topics that are both positive (“I’m so happy for your accomplishment, you 

worked so hard…”) and negative (“you’re feel sad that your friend didn’t show-up, that can 

be disappointing”). In regards to this latter situation regarding the friend not showing up, 

the child will sense his feelings were acknowledged and more likely be willing to move 

forward to problem-solving, e.g. “why don’t you call your friend Timothy and see if he wants 

to come over instead.” In the absence of reflective listening, there is a tendency for your 
child to become argumentative (“I’m not calling Timmy, I wanted Jim to be here…”). 

You can more readily avoid such conflicts with your child, and with any other person in your 

life, by listening for, and acknowledging, their feelings. Try it; you may find yourself feeling 

happier too. God bless. 

 

Good Morning America, and Sleeping with Our Kids 

What happened? 

 

You may have noticed that, despite announcement otherwise, I did not appear on GMA last 

Wed. It was disappointing given that the interview was taped and the segment was ready to 

go but, as I was informed later by the Producer, at the last minute the segment had to be 

shortened due to time constraints. Guess that’s life in show business. 

What would have happened? 

 

If I had been interviewed on GMA, the topic was pros and cons of parents sleeping with 

their kids; I was supposed to be the “expert” speaking on the potential “cons.” Not that I 

am totally against kids sleeping with their parents. God knows my kids have far too 

frequently snuck-in and we’ve been too tired to fuss about it (with no harm done and, in 

fact, it can be a nice bonding experience). Moreover, as you know, kiddos who’ve had a bad 

dream, or aren’t feeling well, may wind-up sleeping with their parents, and I doubt any 
“expert” would describe that as remarkable or damaging. 

So what’s the problem? 

 

Seems I’m treading on thin ice here, because some parents get really sensitive about any 

negative comments regarding regularly sharing the bed with kids. I was recently quoted in 

the Huffington Post in that regard and subsequently called, by one of my admirers, as 

myopic and ethno-centric. Well, I’ve been called worse (and expect more of the same after 

today post), so here it goes. 

http://www.cpcwecare.com/blog/?p=179
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The Parent Trap(s) 

 

Scenario: 

-Child has bad dream or isn’t feeling well 

-Parents indulge child in parent’s bed 

-Child later finds other reasons to sneak-in 

-Pattern of behavior is quickly established 

-Parent can’t get child out of bed This is an all-too-common scenario. Not to mention an 

infant who presents with colic and can only be put-to-sleep in Mom’s arms, in the parent’s 

bed. Next thing y’know, the child is three years old and still in Mom and Dad’s bed. I know 

about this one first-hand. Believe me, it was no easy task to get my daughter back into her 
bed.  

Another scenario: Single parent wants some company, so indulges child to share sleeping 
quarters. Parent later gets married; you guess the rest. 

What parents really want 

 

After discussing this issue with parents for over 20 years, I’ve come to the conclusion that 

the vast majority of parents do not want their kids in bed with them. Need I mention the 

intimacy-thing; and that it’s hard to sleep with kids (they’re squirmy and kick…)? However, 

parents don’t know how to get them out without subsequent emotion, tantrums, and 
upheaval. I should post next time about how to do that. 

What’s best for the kids 

 

Okay, feel free to call me myopic, but children can learn a lot by sleeping on their own. 

These posts are supposed to be brief, so I’ll cut to the chase: the act of falling asleep, and 

falling back to sleep, requires the ability to self-soothe, which is a skill that comes in handy 

even during the day. I’ve seen countless kids who appear more self-confident, secure, and 

calmer after finally learning how to remain in their own bed and sleep through the night. 
I’ve seen parents who appear happier too, which is another plus for the kids.  

Don’t want to forget to mention: research suggests that SIDS rates are significantly higher 

for children sleeping with their parents. One would think that there is at least some danger 
of rolling-over on an infant or toddler. 

Good Morning America revisited? 

 

Maybe someday I’ll get on that show but, in the meantime, I covet and appreciate this 

wonderful audience of remarkable parents and individuals who put their heart and soul into 

caring for kids, and who actually take time out of their busy schedule to read these posts. I 
take this writing seriously, and hope you find them worthwhile. God bless.  

 

Resiliency: Factors that Matter 

Why is it that some show resilience and bounce-back from bouts of depression, anxiety, and 

terrible life circumstances, while others continue to struggle? That’s an age-old question 
with no easy answers, but there are some factors that count. Lets take a look: 

http://www.cpcwecare.com/blog/?p=175
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Impervious insight 

It’s vital to recognize that we have a problem, a realistic sense from where our problem 

originates, and that our problem needs to somehow be managed. Those who have such an 

understanding (insight) are usually more motivated to take responsibility for their problem 
and make changes. Oh, that reminds me of the next factor… 

Miraculous motivation 

It’s vital to want change, and be willing to move toward altering one’s lifestyle to live in a 
healthier fashion. Those who are motivated are, by definition, more energized and focused. 

Maximum extraction 

It’s amazing how some people, no matter how horrible their situation, find ways to 

compensate, rebound, and rise above their circumstances. I’ve seen this capacity in adults 

and kids alike. Some refer to this as the ‘ability to extract’ that refers to the ability to pull, 

from one’s environment, the strength and fortitude to move forward. These heroic 

individuals are able to extract strength from any healthy person with whom they have 

contact (a coach, neighbor, teacher, relative…); they see their glass as half-full, and see the 

silver linings in the darkest of clouds. God has blessed these people with such a capacity, 
and they ultimately move forward, and prove to be a blessing to others. 

Heavenly help 

Resilient individuals have a broader, more meaningful perspective of the world, above their 

own personal problems. I’ve worked with a host of children who gain substantial comfort 

from knowing they’re not alone and that the Almighty Creator, who has the universe in His 

hands, won’t let go of theirs. 

Ask and you shall receive 

Those who bounce-back find somebody to bounce off of. They recognize that they need 

help, and that two can accomplish more than twice as much as one. They ask for help; 

could be from a friend, relative, teacher, or neighbor, but sometimes it needs to come from 

a professional, and they’re okay with that. Resilient people seek the counsel of others, and 

remain open to guidance.  

The family factor 

Of course, it’s easier to ask for help if you feel you have a supportive family. However, 

those who fare better have families members who have good personal boundaries (mind 
their own business but are available when needed), avoid undue drama, and are loyal. 

From where, and how do I instill? 

You may be asking ‘how do I get these qualities?’ or ‘how do I instill these attributes into 

my children’? I’ll elaborate on those questions in future posts. In the meantime, keep in 

mind that these factors are simply ‘mind-sets’; that you can choose to embrace at any time. 

Moreover, daily you teach your kids these qualities by how you handle problems. However, 
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it’s less by what you say, and more by what you do. Remember the old saying ‘what you do 
speaks so loudly, I can’t hear what you say.’ 

 

Structure: Let’s build a house 

Parents are often directed by professionals like me to provide “structure” for their child, 

which is said to be a benefit to the child’s overall development. However, do you know what 

“structure” means? This often-used term is usually misunderstood and trying to define 
precisely what professionals mean when they say “structure” is often tough to pin-down. 

Okay, so here goes my try at it: one way to perceive “structure” is to compare the term 

with a “building” or “house” within which there are walls, doors, windows, and other 

“boundaries” that show us where and how we can go. Walls stop us in our tracks (no one 
likes to walk into a wall), while windows and doors provide fresh air and a way out.  

In the same way, limit-setting by parents provides “walls” that stop children from 

problematic behavior that could cause them harm. Doors would be those parent-provided 

openings for potential freedoms (when the door is open). The younger the child, typically 

the more there are ”walls” and “doors.”  

‘Structures’, such as our home, provide a sense of security for kids and parents alike. 

However, by the same token, at times those same walls and doors can make us feel 

“claustrophobic”, which necessitates time for going outside away from those confines of 
walls and doors.  

In a similar manner, at times, limit-setting needs to be reduced and children need to be 

provided freedom (especially as they grow older); a balanced approach to providing 

structure (limit-setting) and going outside (freedom) is vital. Moreover, as a child grows 

older, the walls tend to come down, and doors open, so long as the youth is responsible, 

trustworthy, and maturely handling the increased levels of freedom.  

The complexity of parenthood is maintaining that proper balance between walls, doors, 

windows, and being outside (so to speak).  

 

The Argument Squelcher 

Let’s set the scene: 

You get into an argument with your spouse. You know your point is valid but you’re having 

trouble getting your mate to acknowledge your view; instead, he just wants to “move on” 

and “forget about it.” So, he tries to change the subject and you’re left feeling unheard and 

misunderstood. You’re simply not ready to “move on” and you feel ‘stuck’ and frustrated. As 

you’re stewing over the problem, you think that, if only your point of view was 

acknowledged, even in disagreement, you’d feel more at-ease and prepared to move-on. 

Well, the same thing happens every time you want to “move on” past your child’s 
disappointment, frustration, anger, or problem. 

http://www.cpcwecare.com/blog/?p=163
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Scene II: 

Okay, here’s the next scenario: your child complains that he doesn’t want to stop playing 

that new video game you just purchased for him, to empty the trash. You abruptly respond, 

in irritated fashion, for him to follow your direction “NOW” and ignore his obvious 
frustration. 

Reflection to avoid rejection 

Okay, I know what you’re thinking; there are situations when there is simply no time for 

discussing the matter; nevertheless, you may find that, just as with your prior argument 

with your spouse, that a simple and quick ‘reflective’ comment, acknowledging your child’s 

feelings, would help him to more quickly move beyond his feelings and carry-out the 
assigned task. 

For example, a comment such as “I understand it’s frustrating to be taken away from your 

new game. After you finish the chore you can return to playing” may prove to be quite 

helpful. Feeling ‘heard’ is extraordinarily powerful; it bolsters a sense of comfort and then 

allows for moving beyond, and past, the problem at hand. 

The Alternative? 

Otherwise, we tend to feel ‘stuck’ in the argument. Reflective listening is vital in all 

relationships, for issues that are both pleasant (“you’re really happy you got an A on that 

test, you worked so hard…”) and not to pleasant (“you feel sad that your friend didn’t show-

up, that can be disappointing”). In regards to this latter situation regarding the friend not 

showing up, the child will sense his feelings were acknowledged and more likely be willing to 

move forward to problem-solving, e.g. “why don’t you call your friend Timothy and see if he 

wants to come over instead.” In the absence of reflective listening, there is a tendency for 

your child to become argumentative (“I’m not calling Timmy, I wanted Jim to be here…”). 

Spread the reflections: 

You can more readily avoid such conflicts with your child, and with any other person in your 

life, by listening for, and acknowledging, their feelings. Try it; you may find yourself feeling 
happier too.  

 

Spirituality: Father knows best 

Wouldn’t it be nice to be omniscient, omnipresent, and omnipotent, especially when it 

comes to caring for your kids? Well, you’ll never be any of those things, but you can 

introduce your child to someone who is. Imagine how comforting and reassuring for your 

child to know, during times of good and bad, that he or she is being watched-over, 

protected, helped, comforted, and that he is part of a larger, heavenly clan of his Father, 

brothers, and sisters. I have seen time and time again; children with a spiritual sense tend 

to have a stronger conscience, are easier to comfort, and have a better understanding and 

sense of purpose and meaning in their life. Parent can pull, for example, from the Bible to 

teach and help their child to understand about morality, compassion, love, the 

destructiveness of sin, and how to combat sin and, put more simply, how to stay on the 

http://www.cpcwecare.com/blog/?p=27


Page  28 
D R .  C ’ s :  T H E  B E S T  O F  T H E  B L O G  –  S e c o n d  E d i t i o n  

 
‘straight and narrow’. I can say, first-hand, that having a personal relationship with my 

Heavenly father is rewarding beyond words, and I relish sharing Him with my kids and 

watching them grow in their spiritual relationship. Even putting aside the reality of Christ 

and implications of turning away from God, I strongly suggest that you take advantage of 

developing, within your child (and why not within yourself too?), a strong spiritual life, 

based in a loving relationship with Christ. Otherwise, you lose access to an invaluable 

anchor and rudder that can be the utmost guiding force for good and joy. Comments on this 
post are welcomed:) 

 

Getting Back to School: Autism and Beyond 

Yes, it’s that time 

It’s that ‘back to school’ time. Yes, it’s sad to see the summer coming to a close but 

definitely time to get back to the school routine. 

Summer vs. School Routine 

Need I mention the difference between summer and school-year routines? If you start about 

2-3 weeks out, it’s much easier to ship your kids into shape. Otherwise, it’s a culture-shock 

for your child, and not too pleasant for you either. 

 
What to do (tips for parents of children with autism, and typical kiddos): 

1. Begin slowly adjusting routines for earlier bedtime. 

2. Incorporate lengthier study and quiet-reading sessions throughout the day and week. 
This could include anything even remotely academic. 

3. Visit the school playground more frequently to promote your child becoming more 

comfortable with being at school, and on the school grounds. 

4. Arrange play-dates with school friends/acquaintances not seen for most of the summer, 
especially those kids who will be in your child’s class or grade. 

5. If you can arrange a visit to the classroom, and meet the teacher, so much the better. 

6. It can be helpful to color-code school supplies (notebooks, file-folders…). Integrate 
material-color with picture schedule. 

7. Purchase school clothes early, wash them a few times, cut-off tags, and make sure your 
child is comfortable with them well in advance. 

8. Pick-out a “cool” outfit for the first day and get a fresh haircut (first impressions are 
important). 

9. Use picture schedules and social stories to prepare for the first day. 
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10. Prepare school with emergency contacts and any dietary issues. 

11. Prepare the teacher, aide, Guidance Counselor, ‘specials’ teachers, cafeteria workers, 

and anybody else who will listen for what to expect, and how to effectively intervene if 

necessary. 

12. Don’t forget to say a prayer with your kids before they venture off to school; they find 
that comforting and reassuring. 

13. Autism-Speaks also has some nice back-to-school bulletins (I especially like the ‘about 

me’ activity): 

http://www.autismspeaks.org/family-services/community-connections/back-school-its-

transition-time 

God bless and enjoy the rest of the summer 

 

Can the Disney Channel Cause Depression? 

Is Your favorite Show Harmful? 

Do you watch re-runs of your favorite show, or do your kids enjoy the Disney Channel. 

Seems pretty harmless, right? Well, maybe not so much. 

The TV Blues 

Does watching TV cause depression? Well, the poor quality of television programming may, 

in fact, be quite depressing, but a team of neuropsychologists at Ohio State University 

Medical Center studied the effects of falling asleep while watching television. More 

specifically, the effect of sleeping in dim light as opposed to total darkness. The results 

weren’t good. 

When It’s Best To Stay ‘In The Dark’ 

The researchers, studying mice, found that the little critters were far less happy when 

exposed to dim light while sleeping. How does one measure mice sadness (or happiness for 

that matter)? Well, apparently unhappy mice are less active and show little interest in 

activities they had found to be fun (bothering humans and enticing cats?). Anyway, the little 

mice got back their mojo when the dim light was removed, suggesting that this condition is 
reversible. 

Anything Else? 

Yes, there’s more. Check-out my prior post about sleep disorders. Over a year ago I wrote 

about how ‘garbage-light’ (from light-bulbs as opposed to the sun) in our civilized world has 

messed-up our sleep and our mood. Rather than sleep being a slow process, as the sun 

slowly sets in the sky; sleep is now a sudden event. We turn off the TV (computer or 

whatever), and expect to immediately ‘turn off’ ourselves and go to sleep. For many, that 
ain’t so easy. 

http://www.autismspeaks.org/family-services/community-connections/back-school-its-transition-time
http://www.autismspeaks.org/family-services/community-connections/back-school-its-transition-time
http://www.cpcwecare.com/blog/?p=232
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What’s More… 

Even worse, we often don’t turn off the TV or computer. We’ve grown accustomed to 

sleeping with the TV on, as have our kids. We’ve known for years that even super-dim light 

(eg. light from a digital alarm clock) can interfere with REM sleep; now we have reason to 
believe it can also impact our mood (no real surprise). 

What To Do? 

Fortunately, this is an easy fix. Don’t have to go to be a rocket scientist to know to off the 

TV, and any light source, when going to bed. Even better, turn down lights as the evening 

and bedtime approach, making a calm and soothing transition to lullaby-land. This will 

improve you and your kid’s sleep and how you feel the next day. If you’re prone to 

depression, or your kids are prone to irritability, this is especially important. Try it now; it 

only took two weeks, sleeping in darkness, for the little mice to smile again. Don’t you want 

to see more smiles in your home? 

Sleep tight. 

Let me know what you think. 

 

A Prayer a Day Keeps Anger Away? 

I was perusing a recent Personality and Social Psychology Bulletin and came across a 

research article that caught my attention. I think it will catch your attention too. 

 
The research: 

In the article, researchers found that when people were provoked by somebody, they were 

less angry and much quicker to calm when they spent a few minutes praying to God, 

compared to those who used other coping methods (thinking about a person or other 
distraction methods). 

Not even close 

In comparing the results for the two groups (praying vs non-praying), it wasn’t even close. 

Those who briefly prayed were much calmer and felt better about the situation than those 

who did not. Similar outcomes were seen in four separate trials and, in every instance, the 

results were significant when compared to those who did not pray. It didn’t matter if the 

person rated themselves as devout or not; they calmed quicker just the same. Most 

identified themselves as Christian, but not all. 

 

Not too surprising 

I imagine God isn’t too surprised by these results; He’s been telling us for quite some time 

to pray when we’re troubled or distressed (James 5:13). We shouldn’t be surprised either. 

However, it’s always nice when the “scientific” supports the spiritual. However, one of the 

researchers explained the outcome in a manner discounting the spiritual; but we know 

better;)  

http://www.cpcwecare.com/blog/?p=150
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Practice makes perfect 

Many of you have particular prayer-times for your kids (before bedtime, before sending 

your kids off to school, saying Grace before dinner…), which I trust you’ve found to be 

meaningful and helpful. How about also incorporating prayer into your daily arsenal to 

combat arguments and conflict? You may want to practice with your child to use prayer to 
calm, feel more in control, and tap-into a source of comfort and guidance. 

Pray for your “enemies”? 

The research was also compelling in that the prayer was directed toward helping another 

person. It’s especially useful to teach our kids (and remind ourselves) to move away from 

self-absorbed anger and focus on helping those in need, including the person doing the 

provoking. Okay, I know, kids may not be too enthusiastic about that last part, but it’ll grow 
on them. 

The Enhancer 

Of course, a brief prayer doesn’t replace conflict-resolution, it enhances it. It’s easier for 

your child, after a prayer and feeling a bit calmer, to talk about a peer bothering him at 

school and figure out a game-plan.  

Give it a go 

Try it and let me know how it works for you and your kids. I’ve done this with my kids and 
have seen, first hand, how this can be helpful.  

That reminds me 

By the way, this article reminded me of a post I wrote last year. I reprinted it below 

(Spirituality: Father knows Best). Feel free to check it out; I hope you find it worthwhile. 
 

Lying: Turn off your kid’s brain 

To lie or not to lie 

Okay, I’ll set the stage. Harvard researchers used an MRI to assess people’s brain wave 

functioning comparing those who lied vs. those who did not lie when asked a particular 

question. 

What’d they find? 

Those who lied tended to have significantly elevated brain wave activity in the prefrontal 

cortex (PFC) of the brain, which suggests that the “liars” were involved in quite a bit of 

mental wrangling before making the decision to lie. However, a portion of the ‘truth-tellers’ 
had minimal PFC brain wave activity. 
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So what? 

It would appear that those who lied put ample thought into how to handle the situation, and 

ultimately chose to lie. In contrast, those who told the truth often did not think much about 

it; they simply told the truth. It was not hard for them to make the decision; they 
apparently acted on moral principle. For them, there wasn’t much to think about. 

How do we get our kid’s brain to turn off? 

Wouldn’t it be nice if our kiddos don’t think much about doing right or wrong but, instead, 

they simply, easily, quickly, and handily choose to do what’s right even if it’s not entirely 

convenient at the time? How do we instill this sense of moral strength and conviction in our 

children? Here are some ideas: 

1. Model honesty daily for your children. If they frequently see you telling ‘little white lies’ 

then you can bet those PFC neurons will be firing big-time when they’re tempted to lie. 
Remember the old saying, ‘what you do speaks so loudly, I can’t hear what you say’. 

2. Speak to your child about the complications of lying. More importantly, make sure they 
do not get away with lying and face natural consequences. 

3. Get your child church or synagogue-involved, or wherever you may attend. Children have 

a natural faith in God; fostering their faith will strengthen convictions, inner strength, and a 
desire to ‘what’s right.’ Suppose that’s true for us adults as well.  

The coma-club 

During times of temptation, I want my PFC to be coma-like. In fact, I want that too for my 

kids (my wife is perfect already); which translates into having the moral conviction to 

simply, easily, quickly, and handily choose to do what’s right, even if it’s not entirely 

convenient at the time. How about you? Let’s start today. 

 

 

Herbals, “Natural Remedies”, and Over-The-Counter (OTC) Supplements: Better 

than prescribed meds? 

 

“Natural” is better? 

  

I often hear from parents a preference for “natural” alternatives to their child’s emotional or 

behavioral issues. Examples include Omega III and tyrosine for ADHD, melatonin for sleep, 

valerian for anxiety. The idea is that these supplements are naturally occurring substances 

and not artificially manufactured by pharmaceutical companies. Consequently, they are 

“better” and healthier for their child. 

Are they healthier? 

Well, that seems to be the easier question to answer; by and large it would seem that there 

are less side effects and, in general, most supplements could be described as “healthier” 

given they are “natural”. In that respect, most prescribed medication has no inherent 
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nutritional value especially compared to something like the Omega III’s. However, are they 

‘better’ for you or your child? The truth is that we often don’t know about long-term effects, 

and the possibility of adverse reactions of herbals and supplements. For example, I know of 

parents relying on caffeine to address their child’s attention deficit and hyperactivity; 

caffeine is definitely ‘natural’ but do you think it’s the best option? Not that it hasn’t been 

shown to be somewhat effective, but how much should you give based on your child’s 

weight, how many hours will it last, and what to after your child ‘crashes’ and thereafter 

feels worse? Also, how often do we hear today of something being “healthy” only to hear 

otherwise tomorrow. Just the other day I read of a link between Omega III and prostate 

cancer. Say it ain’t so; Omega III, the wonder supplement that is known for all things good, 

may have some nefarious long-term effects? To add salt to the wound (no pun intended) 

and cause more confusion, there has been plenty of subsequent analysis suggesting that 

study, suggesting such a link, was flawed and the headline very misleading. In fact, there is 

a ton of research to suggest just the opposite; that Omega’s reduce the chance of cancer.  

What’s the real problem? 

The big problem is that we often don’t have quality clinical studies to help us determine 

what type, and at what dose, to prescribe of any given supplement, especially for kids. Also, 

each brand may have different amounts and purities of any given active substance.  

Consequently, it tends to be somewhat of a crap-shoot. We also tend to lack information 

about long-term side effects. Example: is there a long-term effect of melatonin?  

Are the prescribed meds any better? 

We have clinical studies helping to determine the efficacy of any given medication, at 

particular doses, for children and adults. We also tend to have an understanding of long-

term effects. Example, we have over 50 years of studies targeting Ritalin. Moreover, it’s 

abundantly clear that some prescribed medications are very effective; namely the 

medications to treat ADHD (something like 80% of ADHD children respond favorably in 

terms of symptom relief). Some depressed and anxious kiddos also respond very favorably 

to anti-depressants, and there are very effective medications to target mood stability and 

outbursts. OTC supplements sometimes have a pronounced positive effect, but more 

typically the effect is rather modest compared to their prescribed counterparts.  

But… 

Just like that Omega III study I mentioned earlier, the same holds true for prescribed meds. 

The research results can be variable and contradictory. Studies are often carried out by the 

same pharmaceutical company who is later selling the medication, which can lead to, well, 

questionable favorable outcomes. Also, once you move past the ADHD meds, it can be quite 

hit-or-miss regarding how most kiddos are going to respond. Also, there’s the whole other 

issue of meds being used off-label.   

So what should you do? 

It seems quite reasonable for parents to pursue OTC options, but do so with guidance from 

a trained and experienced practitioner who has such a specialization. Locally, in that regard, 
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I often refer to Dr. Faber of The Children’s Institute; Dr. Joe DiMatteo of the Medicine 

Shoppe; and Dr. Suzanne DaSilva. If you have an interest in exploring prescribed 

medications, you won’t do better than Dr. Robert Lowenstein, M.D., Board Certified Child, 

Adolescent, and Adult Psychiatrist right here at Community Psychiatric Centers. It’s best to 

not assume that because something is considered “natural” that it’s “better” than a 

prescribed alternative, or that it will necessarily be healthier. Get fully informed and utilize 

experts in the field.  

Hope that helps. Please let me know your thoughts and experiences using supplements and 

OTC options, at jcarosso@cpcwecare.com. Thanks.  

 

A Recipe for Ruining a Perfectly Good Kid 

The Essential Ingredients 

-Start with a fun-loving, intelligent, inquisitive child who wants nothing more than to please 

his or her parents. 

-Add-in a demanding, critical parent. 

-Keep adding the parental demands and expectations. 

-Add only a pinch of some subdued praise, and praise only for the highest of achievements. 

-Add a few hundred cups of ‘you should have done better’ no matter the accomplishment. 

-Add a few hundred more cups of admonishment, even when the child achieves. 

-Add modeling of a workaholic lifestyle, achievement at all cost, and no room or tolerance 

for failure. 

-Stir-in a perspective that everything is a competition. 

-If someone complains this combination of ingredients is bitter, add a rationalization that 

“it’s the only way my child is going to become somebody” and “they’ll thank me some day 

for this…” 

-Add a dash or two of parent being emotionally detached, especially for any positive 

interactions. 

-Mix these ingredients together for fifteen years, beginning at a very young age, and try to 

keep ingredients from boiling over (won’t be easy).  

Viola 

Just like that, you’ll serve-up a completely neurotic, anxious, panicked, overwhelmed 

teenager who must earn straight A’s or it’s ‘the end of the world’; not only has to be in 

every club and sport but must be the captain of the team and president of the club; and 
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does not know how to relax or calm themselves. You’ll have a teenager who ends-up in my 

office, experiencing panic attacks, feeling depressed, having trouble with friends because 

everything is an Olympic-style competition, and feeling that no matter what they do, no 

matter how much they achieve, that it’s simply not good enough; a feeling that will haunt 

them their entire lives. 

If this sounds too familiar; if you think it’s time to change your order and put-out a new 

menu, contact me at jcarosso@cpcwecare.com.  God bless. 

 

Teaching Moral Behavior Tim McGraw Style 

Gotta like Tim McGraw 

All of you Tim McGraw fans know his song, Drugs or Jesus, where he sings: 

In my home town 

For anyone who sticks around 

You’re either lost or you’re found 

There’s not much in between 

In my home town 

Everything’s still black and white 

It’s a long way from wrong to right 
From Sunday morning to Saturday night 

Is it as simple as that? 

Well, people in Tim’s home town seem to think so. 

C’mon, isn’t that rigid and narrow-minded? 

I suppose that’s up to you to decide. However, ask yourself; is morality synonymous with 

basic ‘truths’ or facts like math; or is it bendable according to our preferences, like whether 

today I prefer vanilla ice cream? 

What’s better for our kids? 

Children respond much better when presented with straight-forward ‘right and wrong’ 

morality. Gray is not good for morality, or our kids. There are plenty of research studies to 

support this notion, most recent out of the Journal of Experimental Social Psychology, 

conducted by researchers out of Boston College. They found that when approached with the 

idea of morality as fact, as opposed to being flexible, increased moral behavior followed. 

But kids will do bad things anyway 

Some may, but we underestimate the fortitude and will-power of kids and teens to resist 

‘bad’ options. If presented, from a young age, with the notion that particular behaviors are 

mailto:jcarosso@cpcwecare.com
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simply ‘wrong’, and if provided with oversight to help them be strong, you’d be surprised 
how well they’ll do. Of course, it’s important for parents to demonstrate that same fortitude. 

Well, I did that when I was a teenager, so how can I tell my teen not to do it? 

I imagine we’ve all done things that were mistakes and ‘wrong’, especially when we were 

younger. Now that we know better, do we want our kids repeating our past mistakes? 

But who decides what’s right and wrong? 

Yes, that is the 64,000-dollar question, isn’t it? Children pick-up quite early that relying on 

our own judgment opens the question; ‘who says you’re right and I’m wrong’? It also opens 

the door to the ‘might makes right’ quandary. However, children seem to intuitively 

acknowledge and accept the logic and rationale that what’s ‘right and wrong’ is best left to 

the auspices of someone higher and wiser than mere humans. 

Is that all? 

Yea, pretty much; morality and wisdom have a simplicity that is very appealing and stark, 

like Tim’ McGraw’s lyric, “it’s a long way from wrong to right”. So now, as Dr. Laura used to 
say, go do the right thing. 

 

Treating Anxiety and Obsessions: Nothing to Fear but Fear itself? 

Nothing to fear…? 

Y’ know, Franklin Delano Roosevelt may have been on to something. You see, anxiety is 

considered to be based in fear and, more often than not, there really is nothing to fear but 

the fear itself. Anxiety can manifest in worry, obsession, irrational fears (phobias), 

compulsive behavior, school avoidance, fear of sleeping alone, and social withdrawal. 

Anxiety disorders can stand alone, but often accompany depression, autism, bipolar, and 

trauma.   

Not sure I understand the ‘nothing to fear’ part? 

Yea, I suppose that can be somewhat confusing. The idea is that anxiety is the great con 

artist; it cons people into believing that something is legitimately worrisome when it’s really 

not. Of course, sometimes we’re worried about real-life and legitimate issues, but far more 

often that’s not the case when it comes to phobias, OCD, and similar types of fears. Rather, 

I see children like the two I saw last week, washing their hands over and over for fear of 

germs, or checking locks before bed, over and over, for fear of being robbed despite living 

in a safe neighborhood, the doors clearly being locked, no history of being robbed, parents 

being dutiful and responsible, and having two big dogs in the home. Most fears of that 

nature are, by their very nature, irrational, silly, and nonsensical but, by the same token, 

profoundly troubling and bothersome.  
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Okay, so what’s the treatment 

Like I said (okay, like F.D.R. said), there’s nothing to fear but fear itself; so, first we clearly 

identify the enemy. I often refer to anxiety as a ‘monster’ that whispers to the child any 

number of anxiety-provoking things.  In treatment, we help the child to bolster their 

reasonable and rationale thinking to help them combat those anxiety-ridden thoughts. This 

is especially important because children (and adults too for that matter) who struggle with 

anxiety often have ill-equipped platoons to do battle. Meanwhile, the ‘monster’ is well 

supplied with an abundance of anxiety-provoking thoughts that can leave the child feeling 

overwhelmed. However, by the time we’re finished in treatment, the child’s army is fully 

prepared to counter those anxiety-provoking thoughts with self-soothing reminders that, for 

example, they’re safe, competent to problem-solve, and that whatever bad thing they think 

is going to happen, in reality, is extraordinarily unlikely to occur and not worth fussing 

about. 

Anything else? 

Yes, there is more. In some cases, it’s also vital to have the child actually be exposed to 

whatever scares them. This could include, for example, a spider, elevator, sleeping alone in 

their own bed, dirt (and not washing their hands right away), or whatever else. The 

exposure may be all-at-once, or gradual. At the same time, they are taught to use soothing 

self-talk to calm themselves and recognize that they’re going to be okay and that, really, 

there is nothing to fear. We also use deep breathing, imagery, reassurance, and ongoing 

parental support to ensure success. In those instances that the child is too overwhelmed 

with anxiety to allow for any exposure, there are medications that can be quite helpful.  

Is this approach helpful? 

Yes, it’s super helpful, with over 80% success rates. It’s used with phobias, OCD, 

generalized anxiety, isolated obsessions and worries, separation anxiety, fears of sleeping 

alone, social anxieties including public speaking, and frankly anything related to any anxiety 

or fear. If you’re interested in more technical terminology, the approach is referred to as 

exposure and response prevention.  

If you want more information about these techniques, email me at 

jcarosso@cpcwecare.com. Also, don’t forget to follow me on facebook  

http://www.facebook.com/pages/Dr-John-Carosso/311702302274217 and twitter 

https://twitter.com/DrCarosso    for daily tips, suggestions, and research. God bless.  

 

Our Christmas Gift: The Wonderful Counselor  

What I’m expected to do… 

As a psychologist, I’m expected to talk about traditional and clinically-relevant approaches 

to help kids, and parents, work through difficulties. This of course would include helping 

people to think in more reasonable ways (cognitive therapy), behave in ways that are 

mailto:jcarosso@cpcwecare.com
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productive and healthy (behavioral approaches), be emphatic (Rogerian techniques), stay 

in-the-moment (Gestalt), incorporate the family (systems approach), and use praise in 

systematic ways (Applied Behavioral Analysis). 

Is there more? 

Well, yes there is. I’m usually not expected to discuss spiritual options but, in some cases, 

it’s like watching somebody drown and tossing a small life preserver when I have ready 

access to a large life-boat. Don’t get me wrong, the life-preserver is effective but, well, 
wouldn’t you rather be in a boat? 

Seems only fitting 

During this Christmas season, it seems fitting to offer a reminder that God gave His Son not 

only to rescue us from sin, but also to rescue us from ourselves and, in the process, heal 

us, soothe us, and relieve us during our times of stress, burden, and strife. Think about it, 

in Scripture, He’s referred to as our Advocate, the Almighty, All in All, Breath of Life, 

Comforter, Counselor, Cornerstone, Creator, God Who Sees Me, Goodness, Guide, 

Hiding Place, Hope, Intercessor, Keeper, Leader, Life, Light of the World, Living 

Water, Loving Kindness, Maker, Mediator, Our Peace, Physician, Portion, Potter, 

Teacher, Refuge, Rewarder, Rock, Servant, Shade, Shield, Song, Stone, 

Stronghold, Strength, Strong Tower, Truth, Wisdom, and Wonderful to cite just a 

few of His names. Hmmm, I wonder if maybe God is trying to tell us something about 
turning to Him for help? 

Tap into the Source 

Those strategies I cited above (cognitive-behavioral…) are undoubtedly worthwhile and 

helpful. God gives people like me lots of ways to help and give relief (not to mention that 

most of those strategies have a basis in Scripture). However, there is something quite 

powerful and life-changing about tapping directly into the Source (another one of His 

names, by the way). Give it a try, what have you got to lose? May God deeply bless you and 

yours during this Christmas season. I’d love to hear your comments at: 

jcarosso@cpcwecare.com 

 

Demystifying ‘Pica’ 

First, what is it, and what’s with the name? 

Pica is an unusual compulsion to eat nonfood items. It goes beyond ‘mouthing’ objects to 

actually swallowing; most common items include dirt, clay, paint chips, chalk, baking soda, 

feces, hair, glue, toothpaste , and soap. However, the list of potential items is endless. The 

condition most often occurs in two to three year old children with developmental delays, 

autism, people with epilepsy, pregnant women, and those with brain injuries. The condition 

must persist for more than a month to be diagnosable. The name is Latin from the Magpie, 
that bird with an indiscriminate appetite. 

What causes it? 

mailto:jcarosso@cpcwecare.com
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Some suggest that the child or individual is attempting to compensate for lacking minerals, 

but this is inconclusive and, besides, the ingested substance does not always contain that 

lacking mineral. The condition may also carry-over from the developmentally appropriate 

tendency to mouth objects. There are also secondary gains that may sustain the behavior 

(attention-seeking or avoidance of an unfavored task) but these likely do not originally 

cause the disorder but can be helpful to consider in treatment. Pica is also being considered 

as a complexity within the spectrum of Obsessive-Compulsive Disorder, and there are also 

sensory factors that have been implicated. Moreover, ingesting nonfood items is also a 
cultural practice in some regions. 

Is it common? 

Yes, it’s surprisingly common. Among mentally and developmentally disabled people, 

especially those ages 10 to 20, pica is the most common eating disorder and is found in 20 

percent of children treated at mental health clinics. Between ages one and six, this non-food 

craving disorder can be found at rates of 10-20%. The exact rate for children with autism is 

unclear but studies of mentally challenged adults found rates of upwards of 25%. In 

developing countries, the rates can be as high as 74% for pregnant women. The condition 
dates back to Roman times but was not clinically chronicled till 1563.  

What do we do about it? 

The treatment depends on whatever identifiable cause can be ascertained. We first screen 

for any mineral deficiencies and accommodate accordingly. Treatment protocols also assess 

for any toxic levels. Behavioral interventions are considered through principles of applied 

behavioral analysis (ABA) to determine triggers and anything potentially reinforcing. For 

example, if the behavior is sustained via the inadvertent provision of extra attention, or by 

enabling avoidance a non-preferred task, we treat by providing minimal attention and 

ensuring that the child cannot avoid the task. The youngster is also highly reinforced for 

appropriate food choices, and sensory issues are targeted by finding similar oral-sensory 

options. A “Pica Box” can also be helpful: a container of edible items for the child to mouth. 

Of course, during this process, close physical monitoring is vital to redirect the behavior. 

Various medications can be helpful, especially if the condition has an anxiety-related 

(OCDish) undertone. Aversive techniques have been used in more extreme situations but 
this obviously is absolute last resort. 

Outcome? 

Pica tends to wax and wane in severity, and subside as the child ages. However, once the 

condition surfaces, there is an increased chance it will resurface again later. Nevertheless, 

I’ve seen quite positive outcomes with behavioral approaches; keeping the condition in 
check and quite contained, if not extinguished entirely. 

I hope that helps to understand the basics of Pica. By all means, contact me at 
jcarosso@cpcwecare.com with any questions or thoughts on the matter. God bless. 

 

 

 

mailto:jcarosso@cpcwecare.com
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Epi-Pen: Save a Life 

The Sting 

Not too long ago I was stung by a hornet. Not a pleasant experience by any means, but it’s 

not like I haven’t been stung before so didn’t think it would be much more than an 

annoyance. 

All stings not created equal 

Well, as it turns out, the first sting, possibly years earlier, may only result in a minor 

reaction but it can sensitize a person for major reaction the next time. Also, of course, there 

a bunch of different types of bees (upwards of 4 different types of hornets in this area, 

wasps, and regular old honey bees). Turns out I’m not allergic to honeybees, but big-time 

to all the rest of them. Who knew? 

What happened?? 

Only seconds after the sting, I was bright red, burning-up, and super itchy. About two 

minutes later, I went into anaphylactic shock and fell unconscious. Actually, I apparently 

came-to (don’t remember a thing) but again passed-out, fell down once more, causing 
further injury and whatnot. 

How did it end-up? 

By the grace of God, Frances, my wife, was present and she understood what was 

happening, alerted our quick-acting neighbor, Mr. John Sarneso, who just happened to be 

available with an epi-pen. Otherwise, I probably would not be writing this now. Within 

seconds after the shot, I started to come to my senses and become coherent. It took a few 

more hours in the hospital to finally feel somewhat okay; but I didn’t get back to work till 48 

hours later.  

An ounce of prevention… 

These days, I don’t go too far without an epi-pen, which is available from your local 

allergist, PCP, or pediatrician. I got mine from my dear friend and allergist, Dr. Pierre 

Dauby, M.D.,FAAAAI who is an excellent doctor and also works great with kiddos. Dr. Dauby 

is with UMPC Greensburg Allergy Associates (724-837-4070). He also provided more specific 

allergy testing and will soon begin my desensitization regimen so that, in a few months, I’ll 
have a minimal reaction to a bee sting. 

What about you and your kids? 

I am now on an epi-pen crusade. No home should be without one. You never know whether 

a direct family member, neighbor, relative, visitor, or whomever is suddenly going to have a 

horrible reaction to a sting (or peanuts, tree nuts, diary, various medications…) and you’ll 

be helpless without an epi-pen. They come in two different doses based on weight: below 
and above 60 pounds. 

 

http://www.cpcwecare.com/blog/?p=243
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Another tip 

I’m no paramedic, but apparently it’s best to NOT sit-up the person; rather, keep them 

down and elevate their feet. This way, the blood is more likely to remain available for the 

heart and brain. Otherwise, well, the opposite is true, which is not a good thing. 

This isn’t a typical post? 

True, this post is not about autism or childhood behavioral health, which is uncommon for 

me. However, there are few issues that are so potentially fatal while, at the same time, so 

easily preventable. Keeping you, your family, and your child safe is of primary importance, 

which is why I wrote this post. Moreover, most people are completely ignorant (as was I) 

about the utility of epi-pens. 

Some shout-outs!! 

Want to take this opportunity to again thank John for his quick-acting and unflinching jab 

with that epi-pen, in spite of my incoherent attempts at pushing him away. Thanks again to 

Dr. Dauby who hopefully will make me immune to those little stinging gremlins, and also a 

big thanks to my neighbor, Dr. Emmanuel Frempong-Manso, M.D. who made a special trip 

to the hospital after a long day, got everything in-line, and got me out of there in a timely 

manner. Thanks again to all and, of course, thanks to God for deciding to keep me around 
for at least a little while longer. 

Comments and share your story 

Okay, that’s my drama and hopefully never to have another. I’d love to hear your stories, 

comments, and feedback about this issue. Feel free to email me at 

jcarosso@cpcwecare.com 

God bless and stay safe.  

 

Helping Children deal with loss, tragedy, and fears 

Tragedy happens: what can we say? 

Whether it’s a school shooting, car crash, natural disaster, or a natural death of a loved one, 

we must regularly face the pain of tragedy and loss. I am often asked by parents how they 

can relieve the pain and fear experienced by their child. That’s a tough question; there is no 

way to completely alleviate pain, worry, and suffering from this life, but there are ways to 

help. Here it goes.  

Time heals all wounds? 

It may be true that time heals, but there are ways to help and speed-along the healing 

process, increase resiliency, and put things into perspective to promote acceptance of 

hardships. It makes a difference if a child is fearful of a tragedy they see on TV, or if they 
are directly experiencing the event. We’ll touch on both here in this post. 

mailto:jcarosso@cpcwecare.com
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Worriers 

I often work with kiddos who struggle with “what if’s” and fears that the worst will occur 

(someone will break into the house, a tornado will strike, the house will burn down, Mom or 

Dad will die…) and usually these fears are exacerbated by some recent tragedy witnessed 

on TV. Children who have a history of worry and anxiety are obviously more vulnerable to 
such fears (may be best to turn-off the TV).  

Bolster the ‘Truth’ Army 

We use the ‘truth’ to manage this problem; plain and simple. We’re honest with kids that 

bad things happen at times, and that there could be a robbery, or a tornado, or fire. 

However, the truth of the matter is that the likelihood is, generally speaking, remote. Other 

reassurances include that Mom and Dad are sleeping right down the hall, they are both 

healthy and show no signs of illness, we have an alarm and locks on the doors, there has 

not been a tornado around here in the past 50 years, we live in a relatively safe 

neighborhood, we’ve never been robbed (given these things are true)… During the countess 

encounters I’ve had with worrying kiddos, I’ve often found them to be ill-prepared to 

counter worries with such truthful and reassuring thoughts. So, we need to bolster the 

‘army’ of reassuring self-talk through reminders, postings on the wall, and journaling, all of 

which invariably has a calming effect. 

What else is there? 

 

Children are remarkably perceptive to life events and realities. On many occasions young 

children have explained to me a recognition, on varying levels, that life is difficult and loss is 

to be expected, and there must be something more. To help children deal with loss, 

clinically, we’ve found that children experiencing loss need lots of extra attention, empathy, 

reassurance that their needs will be met, ongoing consistency and predictability in their 

environment (to the extent possible), patience, extra love, and adults who are emotionally 

strong and ‘keeping it together’. From a spiritual perspective, I have found the Judeo-

Christian perspective quite helpful, which explains, in no uncertain terms: we live in a fallen 

world where bad things happen; we try to make the world a better place by showing God’s 

love; this world is not where we belong, this is not our home – we’re just passing through 

on our way to a better place; we will go through bad times; God will help us through the 

bad times; we all will die someday; and we have hope of all meeting together again in 

Heaven. This reality does not take away the pain, but helps kids (and adults) to recognize 

the realities of life, and squelch the destructive mentality of “why me” or “why did this 
happen”.  

What not to say? 

 

I’ve read that we should not tell kids who have experienced a loss of a loved one that, for 

example, “Grandpap is in a better place.” Well, I’m not sure we shouldn’t say that. It 

depends on lots of factors, but I think that we all take comfort believing our deceased loved 

ones are in a “better place” awaiting our arrival. This has been helpful for me, how about 

you? Of course, we also need to provide the reassurance I suggested above, both in what 

we do and say. People deal with loss in different ways; the goal is that we demonstrate 

resiliency, after a time of mourning, by ‘keeping on’ with life and finding joy where you can.  
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Now what? 

 

There are no magic words to help a person heal. It’s a matter of listening, empathizing, at 

times being quiet and ‘just being there’, providing comfort and affection, and reminding that 

you’ll all be working together to move on with life, no matter how hard it may seem at the 

time.  

I hope you found this to be somewhat helpful. I’d love to hear what has worked for you in 

managing your child’s fears or loss. Feel free to Comment here, or email me at 
jcarosso@cpcwecare.com. God bless you.  

 

Improve Your Child’s Community Behavior 

No Drama Outings 

 

As many of you are too well aware, taking your kids out to the store, or restaurant, can be 

as adventure-packed as any Indiana Jones movie. However, those are occasions you’d 

rather do without the drama.  

Get some help 

 

If you want some help to improve your child’s behavior during outings, just go 

cpcwecare.com, click on Parent Resources, and you’ll find a downloadable packet that 

provides dozens of tips and suggestions to help improve your child’s public behavior. While 

you’re there, you’ll also see a bunch of other free and downloadable packets and e-

pamphlets targeting childhood: 

-Autism 

-ADHD 

-Mood problems 

-Dietary considerations 

-Toilet training 

-Attachment Disorder and the Traumatized Child 

-Encopresis (may not want to read that one before a meal) 

-Helping the over-indulged child (I’ll need that for my kids) 

-Dyslexia, and more. 

Hope you find the packets and e-pamphlets to be helpful. Feel free to refer a friend. Please 
let me know of any other topics you want covered. God Bless 

Eight Things Parents Can Do About Bullying At School 

Bullying at school has become a major source of anxiety and trauma for many children in 

school. Going to school on the bus, eating in the lunchroom, or simply walking school 

hallways has become a time of pain and suffering for  too many of our children. In severe 

instances, it even has led to children committing suicide. 
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Here are some tips parents can use to counter this experience: 

1. Talk with your child about whether it is happening if they seem sad and afraid of 

school. 

2. Report the bullying to school authorities. 

3. Expect and insist that the school staff meet alone with your child to find out what has 

happened. 

4. Expect that school staff meets with the child or children who have bullied your child 

to make it clear that bullying will not be permitted, and that they will face 

disciplinary action if it continues. 

5. If these steps do not work, write your concerns to the school administrator, including 

specifics of the events in question,  and complain about the situation. 

6. Call the police if your child has been physically injured or seriously threatened. 

7. If all else fails, involve an attorney to pursue it further. 

8. If your child seems depressed, withdrawn, or anxious, have him evaluated by a child 

mental health professional to determine the need for mental health counseling. 
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CHAPTER TWO: AUTISM 

Autism: What works; What Doesn’t; and What Causes It 

Every so often we get a review of research that tries to shed some light. Three government 
funded studies, published in Pediatrics, is the latest in that regard. Lets take a look: 

Three targets 

The researchers looked at meds, behavioral interventions and, for some reason, Secretin 

(it’s long been recognized that Secretin doesn’t work, not sure why they wasted time with 
that). 

Medications 

It’s long-since been established that meds don’t “cure” autism but treat symptoms, which 

can be helpful for some children. For example, the study indicates that Ability and Risperdal 

can decrease irritability, crying, hyperactivity, and noncompliance. However, side effects, 

especially with long-term use, can be troubling. 

Behavioral Interventions 

Behavioral strategies are undoubtedly effective for all kids with autism. There is a host of 

studies suggesting that discrete trial and other interventions, relying on Applied Behavioral 

Analysis (ABA), improve children’s IQ, language, and social skills. The question, however, is 

how much any given child benefits? In fact, it’s disheartening to note how much we don’t 

know about the traditional interventions based in ABA, early intervention programs, and 

parent-training models. Upon the researcher’s analysis of the years of past research, they 

found the results biased and flawed. Moreover, generalizing any finding is challenging given 

the wide range of functioning demonstrated by kids on the spectrum, i.e. two children may 

both be diagnosed with PDD, but present very differently. Not to mention factoring-in the 

cost-benefit ratio; Lovaas found his discrete trial methods were very effective, but at 30 

hours per week of individualized attention, which can cost tens of thousands of dollars per 

year. These days, trying to persuade any insurance company to pay for that is an uphill 

battle. 

We are what we eat? 

In a separate set of analyses, there is more evidence that we can “let food to be thy 

medicine” (Hippocrates). It only stands to reason; what we put in our bodies affects every 

aspect of our functioning. Would you put water in your car’s gas tank? It’s well known that 

children with autism tend to have nutritional deficiencies, gut problems, and food allergies. 

Upwards of 69% of parents report positive outcomes from dietary regimens including going 

gluten and casein free. Yes, these surveys can be quite biased, but my own clinical 
experience suggests they’re not far off.  

Just when you thought it was safe to vaccinate… 

To vaccinate or not to vaccinate? I wonder if this debate will ever end? I think it continues 

because it is difficult for parents, and practitioners, to not have some intuitive inclination 

that putting a bunch of chemicals in an infant can possibly cause some problems. We first 

http://www.cpcwecare.com/blog/?p=159
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hear that it’s harmless, then later that it does cause problems, then an onslaught from the 

medical community that it does not. Helen Ratajczak now tells us, in the Journal of 

Immunotoxicology (“Theoretical Aspects of Autism: Causes – A Review”) that “documented 

causes of autism include genetic mutations and/or deletions, viral infections, and 

encephalitis (brain damage) following vaccination” especially due to an ever-increasing 

number of vaccines given to an infant over a short period of time. Of course, critics suggest 

that her review is of theories, not science, so the saga continues. However, as I have 

blogged before, it’s encouraging that pediatricians are more prone to space-out the 
vaccinations. 

Where does that leave us? 

It leaves us where we usually find ourselves especially with any research related to social 

“science” or psychology; in the dark. Consequently, we have to rely on clinical experience 

and anecdotal evidence, which leads to a multi-faceted approach using strategies based in 

applied behavioral analysis including discrete trial and verbal behavior; social-based 

interventions including floor-time; psycho-educational pursuits whereby parents are taught 

how to intervene; beginning treatment with children as young as possible; modifying diet 

accordingly, and closely assessing the child’s response. That’s why data collection is vital; 

how else are we to know if the intervention is working? Fortunately, in spite of the 

‘darkness’, with a diverse approach focused primarily on the fundamentals of ABA, and an 

open mind to trying new things, daily I see children’s improved eye contact, communication, 

play, and social interactions, and the accompanying smiles and happiness from parents and 

kids alike. So, hang in there, keep fighting the good fight, pay close attention to results (i.e. 

your child’s improvement) and then you can rest-assured that what you’re doing is 
effective, and that your child is benefiting. God bless.  

Feel free to comment, and forward to a friend. Thanks. 

 

Autism: Facts and Fallacies 

Lets clear some things up:) 

First: “autism” is not a diagnosis, but a term used to describe the wide spectrum of autistic 

disorders, ranging from Autistic Disorder, to Asperger’s, to Pervasive Developmental 
Disorder NOS. 

Second: children with “autism” are, far more often than not, loving, affectionate, and 
empathic (to one degree or another) especially with their family members. 

Third: These children are typically not mentally retarded but, rather, intelligent. However, 

their language deficits often interfere with learning. 

Fourth: the “epidemic” is among the higher functioning types of autism. The rates of 

children with ‘Autistic Disorder’ have always been, and remain, at about 1-2% of the 

population. The reason for the increase in rates for these ‘higher functioning’ kiddos (often 

those diagnosed with Pervasive Developmental Disorder or Asperger’s) may be due to some 

environmental toxin and that practitioners are now diagnosing children who would have 
‘slipped through the cracks’ years ago. 

http://www.cpcwecare.com/blog/?p=74
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Finally: we don’t know what causes autism, but there is growing evidence that vaccinations 
don’t. 

Hope that helps to clear things up. Lets hear your response. God bless. 

 

Autism: When is it good to talk to yourself? 

Is it good to talk to yourself? 

Sure it is. In fact, this is how we, as humans, problem-solve and work through our 

difficulties. We learn, beginning at a young age, how to ‘talk things through’ in our head, 

which helps us to process our feelings, experiment with potential problem-solving 
strategies, and rehearse resolutions.  

Go on, let it out 

How often have we heard young children ‘talking out loud’ in their play, or when working 

through some difficulty? In fact, as adults we not uncommonly do the same thing, but are 

more discreet about it (you know what I mean; talking out loud while driving home from 

work and hoping other drivers don’t think you’re strange). However, it’s not until about 

seven year old that children begin thinking more in words, quietly in their head, as opposed 
to out-loud and in pictures, the former of which tends to be more efficient and effective. 

What’s this got to do with autism? 

As we know, children with autism struggle with expressive language. Children who struggle 

with talking to others also struggle with talking to themselves. In fact, a recent study out of 

Durham University (Development and Psychopathology, January 26, 2012) found that 2/3 

of children with autism experience significant difficulty with self-talk, even if they had some 
level of expressive language capacity. 

Lets talk this out 

So, what do we do about this skill deficit? Well, for starters we take every opportunity, in 

the presence of children with autism, to ‘talk out’ our thoughts as we plan our day and 

problem-solve, and we give children the words to problem-solve on their own. We do so as 

simply as possible, using as few words as possible depending on the age and language skill-
level of the child.  

Younger the better 

To help young children and those with more severely compromised language, we use visual 

cues and schedules with actual pictures of the child or item. However, it’s important to 

transition, over time, to symbols, then symbols with written words, then only written words 

with speech, we then rely solely on speech; all of which builds the foundation toward inner 
speech.  

 

http://www.cpcwecare.com/blog/?p=202
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20 Questions 

This process is no game, but you’ll present it that way. We build foundations of self-talk by 

asking questions, during games and activities, which promote planning and ‘thinking things 

through’. Such as: “what can you do with that puzzle piece?” “What will you need next to 

finish the puzzle” “Where can you find that piece?” “What will happen after you’re done? 

Sometimes the questions can be posed to direclty promote self-talk, “I wonder what will 

happen next if you do that…?”  

Turning action into words 

The approach I find to be invaluable is ‘parallel talk’ that involves playing alongside a child 

and talking through what he or she is playing (putting actions into words, which is exactly 

what we want the child doing to plan and problem-solve). This is also helpful to enhance 
play skills.  

Summing it all up 

It is vital that children are able to utilize ‘self-talk’ to plan and problem-solve; it’s a skill that 

all children need to master but is usually quite deficient in children with autism. These 

strategies can help to increase your child’s ability to ‘talk to themselves’ and thereby more 
effectively plan and problem-solve.  

 

Autism: Do Teenage Social-Skill Groups Work? 

I’ll keep this one short and simple; yes, they work. However, as usual, there’s a bit more to 
it than that. 

Short and long-term 

A social group program out of UCLA found that a social group for teenagers with autism 

proved to be successful not only for the short-term, but the gains were ongoing and 

generalized. 

The power of peers 

The social group was, however, was a bit different in that the leaders tended to role play 

and rehearse responses to social encounters that were socially acceptable from a teenager’s 

point of view. For example, if faced with teasing, most adults might suggest the teen ignore 

and walk away. However, fellow teens would likely be more inclined to give a short come-

back such as “whatever” or something along those lines. It seems that the autistic teens 

were far more receptive to teen-oriented strategies, and more likely to use them into the 
future, and in other settings. 

Conclusions? 

What do we take from this? Well, we know that rehearsal and role-play work well, and it 

works even better when in the company of peers, and when using appropriate and non-
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confrontational approaches approved by peers. Good to know. Now go and do those role-
plays. 

 

Autism: What about that “spectrum” thing? 

In the autism community, parents must sift through a host of confusing, murky, and 

contradictory words, terms, and concepts. It’s no wonder there is frustration and 
misunderstanding. Hopefully this post will help to clear the waters a bit. 

In a prior posting (autism: facts and fallacies), I discussed that “autism” is not a diagnosis, 

but simply a term that represents the ‘autism spectrum’. However, that begs the question; 
what is the autism spectrum? 

Okay, I suppose we’re all aware that the ‘spectrum’ reflects that any child with autism may 

‘look’ quite different from another. One child may be nonverbal, while another may be fully 

conversational but with some social quirks. However, how does that relate to the actual 
diagnosis any given child on the “spectrum” might get from a doctor? 

Okay, here goes an explanation, for better or worse:) 

1. The three most commonly used diagnoses for a child on the autism spectrum are: 

2. Autistic Disorder…PDDNOS…..Asperger’s Disorder 

More Severe  Less Severe 

3. I know it’s not perfect, and many of you will see shortcomings (as do I), but I find it 

helpful to view these three diagnoses as reflective of the “spectrum” we hear so 

much about. 

4. At the far end of the spectrum is ‘Autistic Disorder’, which is how we tend to perceive 

classic ‘autism’ such as what was seen in the movie “Rain Man.” These kids tend to 

have more significant social and language difficulties. 

5. At the other end of the spectrum is ‘Asperger’s Disorder; kids who are conversational 

but have social problems and tend to obsess on things. 

6. For those kiddos who do not meet the diagnostic criteria of those two extremes, we 

have the diagnosis of ‘Pervasive Developmental Disorder Not Otherwise Specified’, or 

PDDNOS, or simply PDD. These kids show signs of ‘autism’ but have strengths and 

differences that exclude an ‘Autistic Disorder’ or ‘Aspergers’ diagnosis. For example, 

they may be quite social and talkative, but don’t always “know what to do” in social 

situations. These children may also speak mostly in short phrases, which precludes 

an Asperger’s diagnosis. 

7. Clearly, PDD is the fastest growing diagnosis on the spectrum, likely for a bunch of 

reasons including we (professionals) are more aware of the condition than 10 years 

ago, and that the rates seem to be genuinely increasing for reasons we’re still 

exploring, e.g. vaccinations, genetics, toxins… 

8. Understanding the ‘spectrum’ helps in many ways including appreciating the extent 

to which your child will improve and recover. For example, it’s not entirely 

uncommon for children at the upper PDD range, or upper Asperger’s range, to 

demonstrate wonderful progress and, down the line, recover and no longer need 

services. In fact, I’ve seen two discharges from services in just the past month, 

which further reminds us of the potential for very positive outcomes:) 

http://www.cpcwecare.com/blog/?p=116
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9. However, even kids who are diagnosed with Autistic Disorder can, and do, show lots 

of progress but it’s more likely they will have some ongoing deficits. 

10. Well, hope that helped in understanding the ’spectrum’. I know there are still lots of 

questions, so feel free to comment and I’ll follow-up. If you found this helpful, please 
forward to a friend. Thanks. 

 

Autism: Ten ways to De-Stimulate those ‘Stims’ 

Children with autism invariably demonstrate what are called ‘self-stimulatory behaviors’. 

These are compulsive rituals and behaviors that can be quite challenging to squelch, 

including hand-flapping, rocking, jumping, squealing, pacing, echoing, and obsessing. To 

manage these behaviors, parents must first realize that we all ‘self-stimulate’ to one degree 

or another; hopefully we do so in more socially acceptable ways. Take a look around you, 

and you’ll see finger, pencil, and foot-tapping, pacing, biting fingernails, chewing on a 

pencil, rocking in a rocking chair… These are outlets for our anxiety and energy. It’s also 

important to note that, equally often, these behaviors tend to be self-soothing as opposed 
to stimulating. So, with those considerations in mind; here’s what to do: 

1. Determine the underlying purpose of the behavior. For example, is your child rocking 

after an over-whelming day (self-soothing), or pacing when bored (self-stimulating). 

2. Find more appropriate or less noticeable avenues of expression. This would include 

finger or hand-flapping as opposed to flapping the entire arm; going for a brisk walk 

or jog rather than pacing, using a trampoline rather than jumping… 

3. Teach more appropriate coping strategies, including teaching mindful breathing 

(deep breathing), healthy self-talk, and communicating thoughts and feelings to 

problem-solve. 

4. Limit these ‘stimming’ behaviors to certain times of the day, and particular places. 

5. Keep your child occupied with more appropriate activities. Children who are 

unoccupied are more prone to self-stimulate. 

6. Play music that is soothing, enjoyable, or with a fast tempo, depending on whether 

bored or anxious. 

7. Anticipate what causes your child stress, and prepare ahead of time either by 

avoiding the stressor, or helping your child to better-cope (deep breathing; allowing 

for breaks from the stressful activity, picture schedule…). 

8. If your child is obsessive, for example, on the military or the tornado’s, such can be 

limited to a particular time or place. However, another approach is to permit your 

child free indulgence as long as another topic is broached, in conversation, in less 

than two minutes, or some similar arrangement. Of course, this would need to be 

rehearsed and practiced. 

9. Reinforce (praise, stickers, hugs…) appropriate behavior; do not punish self-

stimulatory behavior. 

10. In the event that the self-stimulatory behavior is self-injurious, or unresponsive to 

the aforementioned strategies, it’s important to seek professional treatment. Call us 
toll-free at 1-877-899-6500. 

I trust you’ll find these strategies to be effective. Please provide some feedback regarding 

what you’ve found to be helpful. Also, feel free to ask any questions and don’t forget to 

subscribe to regularly receive our posts the emails. Also, if you found this helpful, why not 
forward to a friend. God bless. 

http://www.cpcwecare.com/blog/?p=86


Page  51 
D R .  C ’ s :  T H E  B E S T  O F  T H E  B L O G  –  S e c o n d  E d i t i o n  

 
Asperger’s and Social Outings: Don’t leave it to chance 

The Challenge 

In my work with parents, it’s all too common to hear the concern that their child, with high 

functioning Autism/Asperger’s, initially tends to ‘fit-in’ but, invariably, peers begin to notice 

peculiar tendencies, and social immaturity, and then shy away from their child. Of course, 
this causes distress, sadness, and frustration for everyone involved. 

The Dilemma 

Parents want to promote their child’s independence, and give them opportunities to 

socialize. Consequently, they’ll let their children play in the neighborhood, or participate in a 

sport or activity. However, again, invariably there are problems and the child feels 

distressed. 

The Answer 

It is vital and necessary to encourage social opportunities for children with high functioning 
Autism and Asperger’s. The key is to “success” is four-fold: 

1.) Provide ongoing, child-friendly, rehearsal of social skills, and preparation for the social 
encounter. 

2.) Monitor the social situation. The ‘monitoring’ is done by an adult who is familiar with the 

child, understands the potential problems, and is instructed how to intervene. This could be 

the parent, neighbor, coach, youth pastor, cafeteria aide, teacher, teacher’s aide, family 

friend, relative, babysitter, librarian, camp counselor, TSS, Mobile Therapist… Actually, it 

could also include an older sibling or peer, if mature and trustworthy in that regard. The 

adult does not necessarily need to be well-trained, but simply have an understanding of 

what may ‘not go so well’ and some simple steps on how to respond. In that regard, it’s 

likely unwise to simply send-off the child to the social encounter with expectation that ‘all 
will go well.’ Structure and over-sight is imperative. 

3.) Group-oriented social skill training. However, it can be quite challenging for a parent to 

find the proper social group for their child with Asperger’s. These high functioning kiddos, 

whose symptoms are often mild, don’t fit-in so well with children struggling with more 

severe autism. Groups for such children, especially those with very subtle symptoms, are 

not especially abundant. Here at Community Psychiatric Centers, we put together group 

therapy sessions for just these type of children. However, otherwise, the pickings remain 

slim. Consequently, we must rely heavily on social gatherings with typical peers, but with 
adult oversight. 

4.) To the extent possible, instruct and help peers to be compassionate, empathetic, and 
tolerant. Many kids will rise to the occasion, if given some direction and information. 

The Bottom Line 

Your child with Asperger’s needs to be monitored, when possible, in a social setting. 

Reinforce good social skills, and gently and tactfully redirect peculiar tendencies. Don’t leave 

http://www.cpcwecare.com/blog/?p=169
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it to chance. Educate adults who will be present during the encounter on what to ‘look out 
for’, and inform of simply ways to intervene. That is the recipe for success. 

Please let me know your success stories and how they came about. Thank you. God bless. 

 

To Vaccinate or Not to Vaccinate? 

Now we have more evidence, care of the British Medical Journal, that prior assertions of 

vaccinations causing autism are false. Of course, Dr. Wakefield is standing firm on his 

earlier claims but not looking especially credible in the process. Nonetheless, if nothing else 

good has come from this, at least there is more care regarding how vaccinations are 

administered. Regardless of whether vaccinations caused autism or not, I always had 

concerns about putting so many chemicals, all at once, in that little infant body. Otherwise, 

there is ample evidence to suggest that withholding vaccinations harms your child given the 

subsequent increased susceptibility to disease and illness. I would appreciate your 
comments; please provide feedback with your opinion. God bless and stay healthy. 

 

Self-Stimulatory Behavior: Anti-depressants and beyond 

It’s only been a week: 

It’s been barely a week since my last post about the difficulty deciphering research findings 

given the bias in the reporting. In that respect, you may already have heard the findings of 

a recent meta-analysis, regarding the effect of anti-depressants on self-stimulatory 

behavior, suggesting that studies reporting positive results were more likely to be published 
than those with negative or neutral results. 

The Bane of Bias: 

This type of misrepresentation is destructive for many reasons; including that it may 

dissuade parents from considering such medication even when their child is struggling 

significantly with self-stimulatory behaviors (hand-flapping, rocking, obsessing…). These 

findings only result in more confusion and cynicism, which is especially troubling given the 

evidence that these medications can have a positive impact on certain types of “stims.” I 

work as a Licensed Child Psychologist, not a psychiatrist, but I have seen countless kiddos 

benefiting greatly from an antidepressant. However, I have found such benefit more-so for 

obsessive tendencies, compulsive behaviors, and rumination rather than stims such as 

hand-flapping or rocking. In any case, it’s vital to consult with your child’s psychiatrist or 
pediatrician to thoroughly discuss the pro’s and con’s. 

Behavioral interventions for “stims”: 

Check out my prior post, “De-Stimulating those Stims” for a full description of how to use a 

litany of behavioral interventions to target those troublesome behaviors. 

 

http://www.cpcwecare.com/blog/?p=72
http://www.cpcwecare.com/blog/?p=216
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Speaking of depression: 

Talk with your child’s psychiatrist, pediatrician, or DAN doctor about the natural 

supplement, SAMe (S-Adenosyl Methionine) for the treatment of depression. The recent 

studies, which appear to be well-done with valid results, have been exceedingly positive 
with a quick reaction time and few side effects. 

Diet and ADHD: 

Researchers from the University of Copenhagen just completed an extensive report 

reviewing the potential benefits of dietary modifications in the treatment of ADHD. The 

report suggests that any number of dietary changes have produced positive results, such as 

increasing fatty acids, as well as elimination diets (removing red dye). Okay, like we did 

didn’t already know this? In any case, the reports also highlights that more research is 

needed due to some contradictory findings (kinda already knew that too). Nevertheless, 

given that such dietary approaches are benign if not beneficial, experimentation would 

appear worthwhile. Professionally, I’ve seen a hundreds of children benefit; talk to a 
dietitian or DAN doctor in that regard. 

More about Depression 

There is evidence to suggest that a new computer game is beneficial for treating adolescent 

depression. The program, called “SPARX”, is interactive, 3-D, and involves the teen taking 

on various challenges that ultimately attack the child’s “Gloomy Negative Automatic 

Thoughts.” I don’t know if the program works, but clearly the underlying strategy is vitally 

important; I tell parents all the time about how to help their kids to view the world in a 

more positive way. The classic book “Feeling Good”, by Dr. David Burns, is a good read in 

that regard. 

Sum it up 

1. Don’t be afraid to talk to your child’s doctor about any troublesome self-stimulatory 

behavior, especially if obsessive in nature. 

2. Do some research on SAMe 

3. Go to cpcwecare.com, to our Parent Resource section, and find the dietary guide, which 

can be very helpful regarding ADHD. 
4. Attack negative self-talk that contributes to depression. 

 

Autism: Squirt in the face for misbehavior? 

Water in the face, Tabasco sauce… 

 

There have been some recent stories about parents and teachers using ‘aversive’ techniques 

to ‘punish’ autistic children for misbehavior. One boy was stuffed in a bag and another was 

squirted in the face with water. I’ve also heard stories of parents using Tabasco hot sauce 
on the tongue of a child. So, is this the way to go, or not so much? 

 

http://www.cpcwecare.com/blog/?p=207
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The rationale? 

 

Some time ago, aversive techniques, including mild electric shock, were thought to be quite 

useful and appropriate. In some respects, practitioners found that, for example, shocking a 

person for a particular behavior can, in fact, actually stop that behavior (no kidding); but at 

what cost? The child or individual becomes angry, fearful, and the behavior can resurface 

when the aversive stimuli is removed given there has been no training of a substitute 

behavior or coping strategy. In more recent times, we’ve become a bit more civilized 
(arguably) and ethics panels have justifiably frowned on such strategies.  

Taking the easy way out… 

 

Despite our newfound civility, the temptation to “shock” raises its ugly head every now and 

then; heck, it sure is easier to squirt a child in the face rather than take the time to think-

through the function of the behavior, precipitating triggers, ways to effectively redirect the 

behavior, teach replacement (substitute) behaviors, experiment with different approaches 

for a period of time, collect data, analyze the results, and ultimately determine an effective 
game-plan.  

No choice? 

Now-a-days, practitioners sometimes use aversive techniques as a last-resort to avoid self-

injurious behavior when there has been no response to other strategies. It would seem that 

stopping a child from permanently self-injuring would appear to be a compelling 
justification.  

A reflection of mental laziness? 

Except in the most extreme of circumstances, I would argue that the reliance on aversive 

techniques reflects a clinician’s lack of gumption to ‘think through’ the problem, be creative, 

think outside the box, and develop an effective treatment protocol relying primarily on the 

use of reinforcement. Moreover, to a lesser extent, I would suggest the same for 

‘punishment’ including time-out and loss of privilege though both of these strategies can be 

quite effective and definitely have their place in any discipline approach. However, the 

reliance on “punishment” tends to be counterproductive; more often than not, no one wins. 

If the misbehavior is actually reduced, such is accomplished with the child’s accompanying 

‘bad attitude’, negative feeling, and a potential fracture in the parent-child relationship, 
especially if the punishment is frequent.  

Seek help 

 

If you’re stuck in a rut of relying heavily on using punishment (child is in time-out all day, 

frequently screaming and yelling at your child), and even considering anything aversive 

(Tabasco sauce on the tongue, soap in the mouth, spanking…), then drop me an email 

(jcarosso@cpcwecare.com) or Comment here at the Blog and request some help or email 

me at jcarosso@cpcwecare.com. Believe me, there is a better way. Parents often need 

some assistance to game-plan, but it’s time well-spent. Don’t be bashful, contact me for 

some guidance. God bless you and your family. 

Think that sums it up. Please comment about your experiences. God bless you. 



Page  55 
D R .  C ’ s :  T H E  B E S T  O F  T H E  B L O G  –  S e c o n d  E d i t i o n  

 
DSM-V and the Autism Diagnosis: Is the Change Hurting Children? 

Fuss 

There has been lots of fuss about the DSM-V and the autism diagnosis; will it result in less 

children meeting diagnostic criteria and therefore less children getting the services they 

need? Is this concern legitimate? I’ve written about this in prior posts, but here I’ll provide 

further elaboration.  

What’s the problem, and what is the diagnostic criteria? 

Is the DSM-V Autism Spectrum Disorder (ASD) diagnosis the issue at hand, or is it another 

DSM-V diagnosis that might be a “problem”?  

First let’s take a brief look at the ASD, the criteria includes:  

1. “Deficits in social communication and social interaction” manifesting in, for example, 

poor back-and-forth communication, deficient eye contact, and absence in an 

interest in peers or inability to sustain the relationship/interaction.   

2. “Restricted, repetitive patterns of behavior, interests, or activities, and/or hyper or 

hypo-sensitivities.  

There are also specifiers for severity of the social and verbal deficit, and the extent of 

restricted interests. Finally, there are specifiers for “with or without intellectual impairment”, 

“with or without language impairment”, and “associated with a known medical or genetic 

condition or environmental factor”.  

So, you can see that this criteria, with the specifiers, cover everything from what formerly 

was called ‘Autistic Disorder’ at the more severe end; ‘Asperger’s Disorder’ at the ‘high end’ 

and ‘Pervasive Developmental Disorder NOS’ for those in-between.  

Is There Another Diagnosis? 

Yes, there is another ‘competing’ diagnosis, and this is where there may be a potential 

“problem”.  In that regard, the DSM-V has a new diagnosis referred to as “Social 

(Pragmatic) Communication Disorder (SCD), which entails “persistent difficulties in the 

social use of verbal and nonverbal communication manifesting in”, for example, difficulty 

“greeting others and sharing information”, using “overly formal language”, and “following 

rules for conversation” such as in turn-taking and rephrasing, and “difficulty understanding 

what is not explicitly stated.” 

This diagnosis would cover those kiddos who may have autism-like verbal and social deficits 

and kiddo’s who ‘don’t quite get it’ socially, but who do not have any restricted or repetitive 

patterns of behavior or interests. 

Which DSM-IV diagnosis will be most affected by the SCD diagnosis? 

At least a portion of the kiddo’s who would have been diagnosed with Pervasive 

Developmental Disorder Not Otherwise Specified (PDDNOS) will now be diagnosed with 
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Social Communication Disorder (SCD). Research published in January 2014 in the American 

Academy of Child and Adolescent Psychiatry found that about 8% of kids diagnosed within 

the autism spectrum under DSM-IV have subsequently been changed to SCD, which is a far-

cry from the 20% predicted earlier by the Center for Disease Control (CDC). Most of the 

children whose diagnosis was changed had been diagnosed with PDDNOS, and were 

changed to SCD, which is understandable given that PDDNOS has such vague criteria. 

Those who had been diagnosed with Autistic Disorder or Asperger’s Disorder under DSM-IV 

were largely unaffected.   

Nonverbal Learning Disability 

Another “diagnosis” that may be impacted is “nonverbal learning disability” which 

essentially is the same as SCD. However, given that there has never been a formal DSM-IV 

“nonverbal learning disability” diagnosis, now these NVLD kiddo’s too have a better 

diagnostic fit with SCD.  

Consequence of the DSM-V? 

It’s likely this change in diagnosis to SCD, for the very few children who will be affected, will 

generally be positive. In that regard, having seen these kiddo’s first-hand, they clearly 

struggle with verbal and social skills, but are not “autistic”. Up to now, the diagnostic 

options have been few besides PDDNOS. These children can still obtain services consisting 

of individual and group speech/language, and outpatient social skill training, while avoiding 

the autism diagnosis that does not quite fit anyway. 

Hope that helps to clarify the effect of DSM-V regarding the “Autism Spectrum Disorder” vs. 

PDDNOS, Autistic Disorder, Asperger’s, and Social Communication Disorder.  

Feel free to follow-up with me, with any questions at jcarosso@cpcwcare.com. 

 

DSM-V and Autism: Don’t Fret 

The Diagnostic and Statistical Manual is the primary manual psychologists use to diagnose. 

The upcoming Fifth Edition will have some significant revisions to how autism is diagnosed, 

and I’m hearing concerns from parents that this could effect insurance reimbursement and 

services.  

Well, there are some significant changes; gone are the current diagnoses such as Autistic 

Disorder, PDDNOS, and Asperger’s. Instead, the more global term “Autism Spectrum 

Disorder” is used, but the specific diagnostic criteria, and qualifiers, seem to be quite 

explicit and appear to cover the necessary bases. Severity criteria is also forthcoming to 

help differentiate between the former diagnoses. Some might say the upcoming diagnostic 

criterion is more user-friendly and specific. Of course, between now and release in May 
2013, some things could change, but have a look for yourself: 

Autism Spectrum Disorder 

Must meet criteria A, B, C, and D: 

mailto:jcarosso@cpcwcare.com
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A. Persistent deficits in social communication and social interaction across contexts, not 

accounted for by general developmental delays, and manifest by all 3 of the following: 

1. Deficits in social-emotional reciprocity; ranging from abnormal social approach and failure 

of normal back and forth conversation through reduced sharing of interests, emotions, and 

affect and response to total lack of initiation of social interaction, 

2. Deficits in nonverbal communicative behaviors used for social interaction; ranging from 

poorly integrated- verbal and nonverbal communication, through abnormalities in eye 

contact and body-language, or deficits in understanding and use of nonverbal 

communication, to total lack of facial expression or gestures. 

3. Deficits in developing and maintaining relationships, appropriate to developmental level 

(beyond those with caregivers); ranging from difficulties adjusting behavior to suit different 

social contexts through difficulties in sharing imaginative play and in making friends to an 

apparent absence of interest in people 

B. Restricted, repetitive patterns of behavior, interests, or activities as manifested by at 

least two of the following: 

1. Stereotyped or repetitive speech, motor movements, or use of objects; (such as simple 

motor stereotypies, echolalia, repetitive use of objects, or idiosyncratic phrases). 

2. Excessive adherence to routines, ritualized patterns of verbal or nonverbal behavior, or 

excessive resistance to change; (such as motoric rituals, insistence on same route or food, 

repetitive questioning or extreme distress at small changes). 

3. Highly restricted, fixated interests that are abnormal in intensity or focus; (such as 

strong attachment to or preoccupation with unusual objects, excessively circumscribed or 

perseverative interests). 

4. Hyper-or hypo-reactivity to sensory input or unusual interest in sensory aspects of 

environment; (such as apparent indifference to pain/heat/cold, adverse response to specific 

sounds or textures, excessive smelling or touching of objects, fascination with lights or 

spinning objects). 

C. Symptoms must be present in early childhood (but may not become fully manifest until 

social demands exceed limited capacities) 
D. Symptoms together limit and impair everyday functioning. 

I’ll keep you informed of any other changes but, in the meantime, I hope this helps to 

squelch some fears. We’ll look at this further as the release date nears. 

Please feel free to comment or ask any questions. 
God bless.  

 

Autism and Early Intervention; What Works and How Well it Works 

The Study 

Pediatrics (2009, November) compared traditional early intervention approaches commonly 

utilized in the community (S/L, OT, Specialized Preschool) to the more intensive Early Start 

Denver Model (ESDM) based in applied behavioral analysis.  

Who was assessed? 

Forty-eight children diagnosed within the autism spectrum, between 18-30 months of age, 

were randomly assigned into one of two groups, and assessed at one and two-year follow-

up.  
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What was the intervention? 

The ESDM model integrates applied behavior analysis (ABA) with developmental and 

relationship-based approaches. The intervention was provided in the toddler’s natural 

environment (the home) and delivered by trained therapists and parents. The children 

received, on average, 15 hours per week of intervention by trained therapists and the 

child’s trained parents. The Assess and Measure (A/M) group received an average of 9.1 

hours of individual therapy (S/L and OT) and an average of 9.3 hours per week of group 

interventions (eg, developmental preschool).  

 

Results? 

 

After the first year of treatment, both groups showed improvement, but the ESDM group 

improved a whole lot more. There was even more improvement after two years. In that 

regard, the ESDM kids increased in IQ by 17.6 points, A/M by 7.0. This increase was largely 

due to gains in receptive and expressive language (18.9 and 12.1, respectively) compared 

to 10.2 and 4.0 for the A/M group. Moreover, adaptive behavior scores remained stable for 

the ESDM group, but tended to decline (regress) in the A/M group. Furthermore, children in 

the ESDM group were significantly more likely to improve in diagnostic condition (move 

from Autistic Disorder to PDD, or progress to not having a diagnosis at all) compared to the 

A/M group (29.2% prog compared to 4.8%). 

 

What to make of this? 

 

Seems pretty clear that early intervention is vital; both groups demonstrated improvement. 

However, the kiddo’s receiving more intensive intervention based in the ESDM model, which 

appears to incorporate elements of discrete trial, verbal behavior, and RDI, demonstrated 

significantly greater progress. It’s worth noting that the children received intervention from 

therapists, and the parents were trained in the techniques and carried-out the strategies 

independently, which is vital for parents to consider given the ongoing cut-back in services. 

It’s imperative for parents to learn how to implement strategies and do so as any 

opportunity presents in the natural environment. In the meantime, continue to fight for your 

child’s services, recognizing that the traditional approaches (OT, S/L, and specialized 

preschool) are very helpful, but simply not as effective as the more intensive and 

individualized treatment that based in applied behavioral analysis.  

 

See the study for yourself: 

http://extension.ucdavis.edu/unit/autism_spectrum_disorders/pdf/dawson_rogers.pdf 

 

Feel free to comment at jcarosso@cpcwecare.com; I’m also available for evaluations and 

consultation.  

 

God Bless.  

 

Autism: Melatonin Update 

Marvelous Melatonin 

It seems that melatonin is becoming increasingly popular as a sleep aide. This trend stands 
to reason, given the anecdotal and research-based evidence that it’s effective and safe. 

http://extension.ucdavis.edu/unit/autism_spectrum_disorders/pdf/dawson_rogers.pdf
mailto:jcarosso@cpcwecare.com
http://www.cpcwecare.com/blog/?p=240
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Drawbacks? 

It would seem intuitive that it’s always best to first try behavioral approaches and more 

“natural approaches”. Not that melatonin isn’t “natural” (it’s a hormone that naturally exists 

in our bodies), but artificially increasing the levels of melatonin in our body may be 
something not considered the best ‘first-option.’ 

When melatonin is something to be considered 

Consider melatonin only when all other options have been attempted, under the guidance of 

a sleep specialist, pediatrician, psychiatrist, or dietitian. Melatonin is more regularly used 

with children who have developmental issues, as opposed to typical children. In that regard, 

the former kiddo’s tend to have more problems producing optimal levels of melatonin on 
their own. 

Other options? 

I’ve written in earlier posts about any number of strategies to help induce sleep in children, 

and naturally raise melatonin levels. These include lots of activity during the day; ample 

exposure to natural sunlight, turning-down the lights, noise, and stimuli as the evening 

approaches and throughout the night; turning-off the computer and TV two hours before 

bedtime, no light in the bedroom (I know, some kids rely on a nightlight, but there is an 
alternative – see below), and a consistent bedtime routine. 

One more thing: Blue-Blocking Glasses and Bulbs 

There is increasing evidence regarding the benefits of Blue-Blocking Glasses to improve 

sleep. These glasses block blue rays, which apparently helps to increase melatonin levels 

(blue rays inhibit production of melatonin). They are worn two hours before bedtime. There 

is also some evidence suggesting that blocking blue-rays also helps with ADHD, avoiding 

post-partum depression, and seasonal affective disorder. An alternative to the glasses is 

night-lights and bulbs that have a coating that block blue light. Oh, by the way, in terms of 

the glasses or bulbs improving ADHD symptoms, it has been found that improving the 
sleep-wake cycle benefits attention to task and impulse control, which sort of makes sense. 

Okay, hope this helps; pleasant dreams. I’d love to hear your feedback regarding sleep 
issues and what has helped: jcarosso@cpcwecare.com 

 

Getting Back to School: Autism and Beyond 

Yes, it’s that time 

It’s that ‘back to school’ time. Yes, it’s sad to see the summer coming to a close but 
definitely time to get back to the school routine. 

Summer vs School Routine 

mailto:jcarosso@cpcwecare.com
http://www.cpcwecare.com/blog/?p=235
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Need I mention the difference between summer and school-year routines? If you start about 

2-3 weeks out, it’s much easier to ship your kids into shape. Otherwise, it’s a culture-shock 

for your child, and not too pleasant for you either. 

 
What to do (tips for parents of children with autism, and typical kiddos): 

1. Begin slowly adjusting routines for earlier bedtime. 

2. Incorporate lengthier study and quiet-reading sessions throughout the day and week. 
This could include anything even remotely academic. 

3. Visit the school playground more frequently to promote your child becoming more 

comfortable with being at school, and on the school grounds. 

4. Arrange play-dates with school friends/acquaintances not seen for most of the summer, 
especially those kids who will be in your child’s class or grade. 

5. If you can arrange a visit to the classroom, and meet the teacher, so much the better. 

6. It can be helpful to color-code school supplies (notebooks, file-folders…). Integrate 
material-color with picture schedule. 

7. Purchase school clothes early, wash them a few times, cut-off tags, and make sure your 
child is comfortable with them well in advance. 

8. Pick-out a “cool” outfit for the first day and get a fresh haircut (first impressions are 

important). 

9. Use picture schedules and social stories to prepare for the first day. 

10. Prepare school with emergency contacts and any dietary issues. 

11. Prepare the teacher, aide, Guidance Counselor, ‘specials’ teachers, cafeteria workers, 

and anybody else who will listen for what to expect, and how to effectively intervene if 
necessary. 

12. Don’t forget to say a prayer with your kids before they venture off to school; they find 
that comforting and reassuring. 

13. Autism-Speaks also has some nice back-to-school bulletins (I especially like the ‘about 

me’ activity): 

http://www.autismspeaks.org/family-services/community-connections/back-school-its-
transition-time 

If you have any other tips, please comment; it’ll be appreciated. Comment at 
jcarosso@cpcwecare.com.  

God bless and enjoy the rest of the summer! 

 

http://www.autismspeaks.org/family-services/community-connections/back-school-its-transition-time
http://www.autismspeaks.org/family-services/community-connections/back-school-its-transition-time
mailto:jcarosso@cpcwecare.com
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Induced Labor and Increased Autism Risk: Another misleading Headline 

What was that all about? 

You remember the recent headline, based on a study from JAMA Pediatrics (August 12, 

2013), claiming a link between induced and augmented labor and the child later receiving 

an autism-related special education services down the road. The study looked at birth 

records from ’90 to ’98, and subsequent educational records from ’97 to ’07.   

So what’s the problem? 

Emily Willingham of Forbes provides a concise and thorough breakdown of the study’s 

results, and accurately (in my opinion) concludes that the study, and most studies like it 

(my conclusion) are quite misleading for lots of reasons including that there is no proven 

‘cause-effect’ relationship; only a loose correlation, and many excluded relevant factors.  It 

should also be noted that the issue at hand is inducement and augmentation; when 

considering only inducement, the effect was 1.1; when adding augmentation it rose to a not 

especially compelling 1.27 (13% and 27%, respectively). 

Other factors 

Factors not considered in the study included mother’s BMI pre-pregnancy, father’s age, child 

head circumference, specific child birth weight, mother’s insurance status, family 

socioeconomic status, the presence of any sibling births in the cohort, and if there was any 

autistic sibling(s). It would seem that these are important factors. Also, interesting, the 

study looked at link between autism and birth year, with the rates decreasing from 50% to 

11% when comparing 1994 and 1998. Your guess is as good as mine as to what that 

means, but it adds further speculation to the results.  

Wrap-up 

Willingham wraps-up the conclusions rather succinctly and logically, based on the data 

delineated in the study, she writes: 

“If anything, based on earlier literature, it (the study’s results) adds a slight if only 

mathematical confirmation of the perception that births involving autistic children can be 

associated with more complications, such as the presence of meconium, gestational 

diabetes, and fetal distress, than births involving non-autistic children. And that points to 

induction and augmentation as useful in these situations, not as problematic, and certainly 

does not affirm them as a risk.” 

In fact, one of the authors, Dr. Chad Grotegut, M.D., stated: 

“This does not mean that labor induction and augmentation cause autism. It simply 

demonstrates an association between the two, but we don't know what’s causing this 

increased risk. We don’t know if it’s the mom’s medical conditions or fetal conditions that 

warrant labor induction or augmentation, the medications used, events that occur prior to or 

during labor, or something else all together that might explain the association. There are 

clear benefits to labor induction and augmentation for both moms and their babies. Given 

that we need more research to determine what is actually causing this increased risk for 
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autism, the results from our study should not be used to change current practices in labor 

and delivery.” 

Just another example 

This is yet another example of the need to read and study beyond the headlines. It’s 

important to try to find the actual article and wait for subsequent analysis before you draw 

any conclusions. Also, note that many on-line news sources are paid by advertisers per 

‘click’; the more clicks they can elicit from you, the more money they make. Consequently, 

the allure of an alarming headline, to compel you to ‘click’ and read further, is quite 

tempting.  

Okay, enough about that for now. I hope that helped to clarify that issue. God bless.  
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CHAPTER THREE: BEHAVIOR AND ADHD 

ADHD: 5 Top Tips / new ADHD E-Pamphlet 

Hair-loss prevention 

 

The behavior of children with attention deficit and hyperactivity can cause parents to pull 

out their hair. So, before you become bald, which clearly would add insult to injury, you 

may want some pointers. Fortunately, I have an approach to treating hyperactive kids that 

might save what’s left of your hair. 

 
I love you just the way you are! 

Remind yourself to love your child the way he or she is. Accept that your child is more 

active and easily distracted than most, and subsequently needs more attention, guidance, 

support, and love. Nevertheless, there are some specific things you can do to help. 

Softer and closer yet again 

First, the ‘softer and closer’ approach is vital (see my earlier post by that name). 

Hyperactive kids need individual attention, close proximity with eye contact, speaking firmly 

but softly, and to be taken by the hand and walked-through through their responsibilities 

including chores. I’ll be describing some specific strategies to promote independence but, no 

matter, for the time being, don’t expect your child to go upstairs, brush his teeth, put on his 

pj’s, clean-up after himself, and come downstairs without you repeating step-by-step 

directions and providing ample oversight. Your individualized attention is invaluable and 

vital. Enjoy this time of bonding. Don’t become frustrated but, rather, enjoy the 

opportunities to spend extra time with your child, helping him to complete daily tasks and to 

make good decisions. Keep in mind that there will be a day when he’ll be out of the home 

and, believe it or not, you’ll miss this time. In the meantime, in trying to promote 
independence, here ya go: 

Top-Tips: 

1.) keep the daily schedule and expectations as routine and consistent as possible. Your 

child will carry-out tasks easier if the responsibilities are completed at the same time, done 

the same way, and in the same manner on a daily basis; no guesswork. 

2.) Use schedules, both written and visual; such cues are invaluable as reminders of ‘what 

to do next’ and can include, for example, to ‘turn out the light’ either in writing or a picture 

of your child turning out the light. 

3.) Get eye contact, give direction in short phrases, and ask child to repeat the direction 

before beginning. 

4.) Allow opportunities for ‘blowing off steam’ (ample time to run outside…). Provide 

vigorous exercise prior to expecting prolonged seat-work such as homework. 

5.) Keep the homework area quiet, distraction-free, well-organized, and allow breaks as 

needed (complete one page, take a break…). Ironically, some children perform homework 

better with some background music. 

6.) One more tip (here’s a bonus tip); don’t forget behavior charts!! For example, child 

completes homework and gets a sticker that can be ‘cashed-in’ later that evening to watch 

his favorite show. Kids love it and it’s increased motivation to stay on task. 

http://www.cpcwecare.com/blog/?p=189
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These strategies can be faded as your child uses more mature coping strategies and 

becomes increasingly independent. Follow these steps, see the difference, and keep the hair 

on your head. Now, go and get softer and closer with your kids. 

Ten Tips for Managing Meltdowns 

It’s not uncommon that kids may become overly emotional, even tantrummatic at times. 

Parents typically ignore such behavior and send the child to their room to calm, which can 
be an effective and appropriate strategy. 

To isolate or not to isolate? 

 

For kids who show more severe emotion, banishing to the room may not be entirely 

effective. In some cases the child, in their room, may become destructive or self-injurious. 

Moreover, sometimes these kiddos refuse to go to their room, leaving parents in a 

quandary.  

What to do? 

 
Here is a ten-tip prescription for success: 

Remain Calm 

 

Do not lose your cool, raise your voice, or become overly emotional, it only worsens the 

situation. Two out-of- control people certainly doesn’t help. Rely on the softer and closer 

approach espoused and explained by me in a prior post (see ‘the softer and closer 
approach’).  

Pick your Battles Carefully 

 

Some battles simply aren’t worth it. You may have to decide whether your child picking-up 

their toys is worth a three hour battle that may ensue. 

 

Accessing Antecedents 

 

It’s often possible to predict emotionally volatile situations before they occur. If the problem 

can be predicted, it can often be avoided. For example, if your child tends to tantrum soon 

after returning home from school in response to contact with a sibling; you may keep the 

two apart for 30 minutes after the return from school, and provide a structured routine of 
after-school activities to slowly bring them back together on your terms, not theirs.  

The Struggle for Power 

 

Some kids are especially strong-willed and looking for a fight. If you butt heads, you may 

win the battle but find yourself losing the war if your home is turning into a battle-zone. 

Instead, avoid power-struggles by providing choices, using humor, starting the chore with 

your child, making a race of the chore (who can get done faster…), using hand-over-hand, 

utilizing the softer-and-closer approach, tag-teaming with your spouse (take a break and let 

your spouse intervene), reminding of good consequences for compliance, walking away and 

dealing with it later, giving a choice between a quick ten-minute time-out or losing TV for 

http://www.cpcwecare.com/blog/?p=186
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the rest of the night, and a host of other options. The larger your tool box is, the better-
prepared you will be. 

The safety zone 

 

It’s sometimes necessary to turn the child’s bedroom in a safe and secure place for your 

child to calm. Otherwise, parents may find themselves restraining their child for extended 

periods of time, which often leads to someone getting hurt. If you find yourself in this 
situation, contact this psychologist, for guidance, at jcarosso@cpcwecare.com. 

The Beauty of Behavior Charts 

 

Yes, sticker charts can be a pain, but they sure can provide children with extra motivation 

to control themselves. When they don’t work it’s often because they’re being used 

incorrectly. It can be more complicated than people think to figure-out how often, how 

much, and for what should stickers and rewards be given. For example, it’s all for naught if 

you give a 4 year-old stickers once per day, and extra rewards once per week (a four year-

old often needs reinforcement far more frequently). I’ve found it best that parents seek 

professional guidance to devise a chart but, in the meantime, see my earlier post explaining 
behavior charts.  

The Medication Malady 

 

Parents are usually hesitant to consider medication. However, many children who struggle 

with more extreme emotion respond very favorably to various medications. In more severe 
situations, it may be wise to consider seeing a psychiatrist.  

What About Autism? 

 

Many of these strategies also pertain to children with autism. However, we would also want 

to target sensory issues, language difficulties, and socialization deficits that can quickly lead 

to heightened emotion. It’s vital that we avoid sensory overload, find ways for children with 

autism to communicate their needs and wants, and avoid social situations that we know will 

likely contribute to frustration. I’ll write a separate post on managing meltdowns for children 
who have autism.  

The Spiritual Connection 

 

Get your child involved in activities that enhance spiritual development (church services, 

Sunday School, Children’s Ministries, Youth Group, Retreats, listening to KLOVE (98.3FM), 

playing with Spiritually-Minded friends…). It is comforting to be reminded that God loves, 

cares, is a protector, comforter, helper during times of frustration, and that He’s only a 
prayer away (see my prior post, “the argument squelcher“). 

Praise without Ceasing 

 

Always be on the look-out for good behavior, self-control, and cooperation. Praise whatever 

you want to see more of. Don’t miss an opportunity to praise your child for handling a 

situation without excess emotion, or for calming-down quicker than usual. Big hugs, high-

fives, a big smile, and words of praise go a long way to increase your child’s motivation for 
next time.  

mailto:jcarosso@cpcwecare.com
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ADHD: A sprint to better grades!! 

Traditional approaches, for better or worse 

You all know the traditional approaches to helping kids with ADHD. Children are often 

prescribed medication, and a number of behavioral approaches are used in the classroom 

including sitting away from distractions, near the teacher, calling on these children more 

often, and using sticker charts for success in completing assignments. These approaches 

have varying success rates; sometimes the distractions are too tempting, and some kiddos 
can’t tolerate medication. 

A ‘stationary disorder’ 

For lack of a better description, ADHD can be considered a stationary disorder; the child has 

a very hard time remaining stationary. They have an overwhelming compulsion to move, 
fidget, look around the room, and get out of their seat. 

If you can’t beat’em, join’em 

We spend so much time trying to keep our ADHD kids stationary that we end up, as 

someone very important once said, ‘kicking against the goads’ (your quiz for the week is 

figuring out who said that). Anyway, why fight it; if your child wants to move then, by all 

means, let’em move. 

A recent study 

At Michigan State (study published in Journal of Pediatrics), they found kids functioned 

significantly better on an lengthy academic task after 20 minutes of running around like a, 

well, running around a lot; compared to those who did not. They focused better and, if they 

made a mistake, were better-able to slow themselves to avoid making another error. By the 

way, there has been prior research suggesting that brisk activity in green space was even 
more calming. 

Why not at home too? 

Why not use this approach in brief stints throughout the day to help your child persevere 

through school, homework, before a trip to the store or church, and in any endeavor that 

requires sustained attention, self-control, and being stationary. Otherwise, you can keep 

kicking against the goads, which will make both you and your kiddo quite frustrated. This 

approach should be incorporated into the school day (and for goodness sake, never have an 

ADHD child lose recess as punishment) and ensure the child is actually running vigorously 

rather than standing around playing video games or talking. You may want to get on your 

running shoes as well. We need more research to specify the necessary length of the 

activity; the research subjects were active for 20 minutes, but I’ve seen success at 8-10 
minutes. 

Give it a try 

Let me know about your positive outcomes and how you’ve adapted this technique to make 

it more practical. I can be reached at jcarosso@cpcwecare.com. Okay, let the running 

begin. 

http://www.cpcwecare.com/blog/?p=247
mailto:jcarosso@cpcwecare.com
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How is ADHD Diagnosed? (and is it over-diagnosed?) 

Pathologizing? 

There is wide-spread belief that children are over-diagnosed and over-prescribed, which 

implies that some kids are ‘just being kids’ and we’re pathologizing them, i.e. giving them a 

diagnosis, counseling, and medication when we should, rather, be sensitive and 

accommodating to the wide-spectrum in children’s activity-level and ability to attend. Is this 

an accurate perspective? 

Just the facts Mam’ 

First, lets look at the stats: Rates of children, ages 4-17, diagnosed with ADHD are at about 

7.8% (according to a recent National Health and Nutrition Examination Survey), which is 

not especially high, and stimulant prescription rates range between 4.3% and 4.4%, which 

you can see is substantially lower than 7.8%. Also, in that same survey, it was found that 

only 48% of the ADHD sample had received any mental health care over the prior 12 

months, which would suggest children are, actually, being under-treated. 

How is the diagnosis made? 

To make the point further, if a clinician uses a strict clinical protocol, false-positives 

(inaccurate diagnosis) should be kept to a minimum. I provide a thorough explanation of 

the evaluation process in my video on the ‘evaluation process’ 

(http://www.youtube.com/channel/UC57Fa3L2HSpQifNJAMBiVVA) but here is a quick 

overview of specifically what is needed for an ADHD diagnosis: 

-The child must have a long-history of demonstrating the core ADHD symptoms of 

inattention, impulsitivity, and hyperactivity. ADHD does not suddenly ‘spring-up’ one day 

after years of attentiveness. It’s usually something teachers and parents see from as early 

as the pre-school years. 

-The signs are seen in multiple locations (school, home, community…). 

-The problem is really getting in the way of the child’s functioning. 

-Someone else in the family also has a similar problem with inattention, impulsivity… (ADHD 

tends to run in the family). 

The problem cannot be explained better by some other malady. For example, if the child is 

distressed, depressed, anxious, or has learning issues, that may explain the symptoms 

better than ‘ADHD’. In that regard, if a child is experiencing some sort of stress or serious 

problem, it’s likely he or she will be preoccupied and subsequently have trouble 

concentrating.  

So you can see… 

If this protocol is followed, it’s far more likely that there will be an accurate diagnosis, and 

an effective treatment plan can then be established. I’ve written at length about proper 

http://www.youtube.com/channel/UC57Fa3L2HSpQifNJAMBiVVA
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strategies to address ADHD (please see my prior blog posts) that include a consistent and 

predictable routine, visual reminders, an organized environment, extra attention and 

assistance, counseling to improve insight and coping strategies and, in some cases, a 

medication consultation.  

Questions? 

If you have questions about this process or your child’s diagnosis, email me at 

jcarosso@cpcwecare.com or call the office. I’d be happy to answer your concerns.  
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Page  69 
D R .  C ’ s :  T H E  B E S T  O F  T H E  B L O G  –  S e c o n d  E d i t i o n  

 
CHAPTER FOUR: LEARNING PROBLEMS AND DYSLEXIA 

Dyslexia: What it is, and how to treat it 

I am often asked, “does my child have dyslexia.” A follow-up question usually pertains to 
what exactly is “dyslexia” and what can a parent do to help. Here’s what you need to know: 

‘Dyslexia’ vs a ‘Learning Disability’ 

Dyslexia (disorder of reading) and Dysgraphia (disorder of writing) are two conditions that 

are often labeled by school districts, more generally, as a “learning disability”. In fact, over 

90% of students classified as having a ‘Specific Learning Disability’ (and given an IEP) are 
classified as such because they have some form of dyslexia.  

Like father, like son 

These conditions are almost always inherited (that’s right kids, don’t say your parents never 

gave you anything) and can greatly interfere with a child’s ability to make progress in 

school.  

More than just a reading disorder 

Dyslexia is actually a problem with the processing of language; kids have difficulty 

processing the sequence of sounds that comprise spoken words. Consequently, you get 

words like “psghetti” and “amninal.” Interesting, these kiddos genuinely don’t ‘hear’ 

themselves saying the words incorrectly so it’s difficult for them to self-correct. Moreover, 

they also struggle with visually processing the specific sounds. Consequently, they may read 
“gut” for “glut” and so on.  

The foundation of treatment 

All of the effective strategies are based in a ‘multi-sensory’ approach that incorporates, in 
the learning process, visual, auditory, and kinesthetic.  

In that respect, a child may be shown the word, asked to say the word, hear it spoken by 

the teacher, write the word on paper, and write the word or letter (using his finger) on a 

rough surface. Consequently, the child is receiving varied feedback (visual, auditory, 

kinesthetic) regarding how that word looks, sounds, feels, and is written. 

Kinesthetic tends to be especially important (once you learn how to ride a bike, you never 
forget…) 

The Orton-Gillingham approach is commonly used, and incorporates this multi-sensory 
approach. 

What you can do 

Here are some considerations: 

http://www.cpcwecare.com/blog/?p=161
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Read to your child daily, assuming that the person reading to the child is a good reader and 

can clearly and accurately pronounce the letters and words. In that regard, there’s no sense 

in confusing the child further. Books on tape can be helpful otherwise and Kindle is 
becoming popular (read-aloud option) 

Two second rule 

When reading to your child and taking turns, use the ‘two second rule’. When your child 

struggles, wait two seconds, then quickly pronounce the word for your child and move-on 

with the reading. Otherwise, the reading experience becomes burdensome, boring, and your 

child will resist. Moreover, basic reading passages have lots of repetition of words, so you’ll 
re-encounter that word soon enough.  

Practice makes perfect 

Practice writing by tracing and progressively moving to free-hand. Tracing and writing of 

problem letters (b’s, p’s, d’s…) is helpful. There are also various helpful tricks (“bed” 

featuring a picture of two people – pictured as the ‘b’ and ‘d’ – holding between them an ‘e’ 

on which a person is sleeping…). 

 
“Those letters are jumping around…” 

Use off-white paper or background with larger-size (14 pt or more) comic sans font to 

reduce the letters appearing to “move around on the page” (a common complaint from kids 
struggling with dyslexia). 

Technology is our friend 

Practice phonics on-line; simply google “free phonics games” and plenty of sites will be 

available for daily, fun-filled practice. There are also inexpensive ‘apps’ that can be 

downloaded. I also refer parents to any number of commercial software products that 

provide comprehensive instruction, in a child-friendly manner, on the computer. 

Get our Dyslexia Packet free of charge 

Simply email me at jcarosso@cpcwecare.com and ask for our Dyslexia Packet that outlines 

these strategies, helpful websites, websites addresses for software, and a host of other 
treatment options. 

What to do in the meantime 

Parents often ask how their child can manage during the time they’re receiving support at 

school, but not yet showing marked improvement, and therefore still struggling in 
completing assignments. I’ll cover those very helpful tips in my next post. Stay tuned. 

Lets hear from you 

Please comment on what you’ve found to be helpful for your child. Also, if you found this 

helpful.  

mailto:jcarosso@cpcwecare.com
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A Learning Disability: What do I do now? 

Okay, so your child has been found to have a learning disability. The big question now is, 

what do you do about it? It seems like you’re doing all the right things; an IEP is being 

developed at school, you have a tutor, and you spend extra time reading to your child and 

reviewing phonics. All those interventions are appropriate and can be quite effective. Of 

course, there is a host of other things to consider for remediation, and I’ll cover those things 

in my next post. However, the most important thing to consider is what do you do, in that 

interim, between implementing these interventions and your child actually demonstrating 

progress? Is it realistic that your child can be expected to read two chapters and write a two 

page essay? Well, for some children with learning disabilities it is, but for most it’s not. 

When discussing issues of dyslexia and dysgraphia with parents, I make the point that 

what’s important is that their child demonstrates that specific facts have been learned; how 
that is demonstrated can be inconsequential. 

So, I suggest using any number of modifications including books on tape, a parent reading 

the chapter to their child, a scribe, dictation software, oral responses, learning to type, and 

any number of other legitimate interventions that help the child to learn, and demonstrate 
what they’ve learned on tests and in the classroom. It’s important to think outside the box. 

It’s vital your child learns these strategies because they may rely on them for the rest of 

their life; which is fine. It may be that your child is never a strong reader or writer; 

however, there are plenty of ways to compensate so that he or she can function just fine in 

society. 

Of course, we’re not going to give-up on improving reading and writing skills, but we have 
to be realistic when considering strengths and weaknesses. 

Hope that helps. God Bless. Feel free to leave a comment or question below:) 

 

How to treat a Learning Disability: The in’s and out’s of dyslexia and dysgraphia 

I specialize in the diagnosis and treatment of dyslexia and dysgraphia; two conditions that 

are often, more generally, labeled as a “learning disability.” These conditions are usually 

inherited (that’s right kids, don’t say your parents never gave you anythingJ) and can 

greatly interfere with a child’s ability to progress in school. Fortunately, there are an 

abundance of treatment options but the options can also result in parents being 
overwhelmed and not knowing what’s best for their child. 

Here are some considerations: first, read to your child daily, assuming that the person 

reading to the child is a good reader and can clearly and accurately pronounce the letters 

and words. In that regard, there’s no sense in confusing the child further. Books on tape 
can be helpful otherwise. 

Second, practice writing skills initially thru tracing and progressively moving to free-hand. 

Repetitive tracing and writing of problem letters (b’s, p’s, d’s…) is helpful. Use off-white 

paper with larger-size font (14 pt or more) to reduce the letters appearing to “move around 

on the page” (a common complaint). 

http://www.cpcwecare.com/blog/?p=48
http://www.cpcwecare.com/blog/?p=56
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Third: practice phonics on-line; simply google “free phonics games” and plenty of sites will 

be available for daily, fun-filled practice. I also advise a multi-sensory approach, such as the 

Orton-Gillingham reading program.  

There are a host of other options that can be found in a nifty hand-out available by simply 

requesting, in the Comments section below. Also, feel free to ask any questions in the 

Comments section. If you found this helpful, forward to a friend and subscribe. Happy 

reading. 

 

Five Ways to Jump-Start Classroom Achievement 

Okay, here it goes; whether your child is a typical kiddo or struggles with attention, 

learning, social, or developmental issues, these strategies will help any child perform at his 

or her best. These strategies are well-founded in research and over 20 years experience in 
clinical and educational practice. 

Billboard your child’s strengths 

Go overboard to inform teachers, and remind them regularly, of your child’s strengths. Send 

notes and emails, write in a daily log, leave phone messages, yell if from the roof-top, send 

smoke signals, and do whatever else it takes to establish and maintain the teacher’s 

positive impression of your child. Over 10 years of research is abundantly clear that 

teacher’s preconceived notions about a student, whether good or bad, even if untrue, tend 

to come to pass. For example, students who are described as smarter (even if they’re not) 

subsequently score higher on tests; students who are described as social and cooperative 

(even if they’re not) later do better socially, and on and on it goes… I’m not suggesting that 
you mislead, but simply ‘talk-up’ your child’s strengths:) 

Power-sitting 

Make sure your child is seated in the ‘Attention Zone’ of the classroom (i.e. the triangle-

shaped area with the base of the triangle being the front row of the class). Students seated 

in this triangle area receive more eye contact, oversight, monitoring, and attention than 

anywhere else in the classroom. These students subsequently tend to score higher, and feel 
more supported. 

The classroom stepping-machine 

Look for teachers who wear running shoes (or buy the teacher running shoes). There is an 

inverse correlation between the number of steps a teacher takes throughout a classroom 

and the subsequent behavior problems in the class. The more steps, the less behavior 
problems (and more academic success!). Kids do better when an adult frequently passes by.  

The break that keeps on giving 

Okay, we know that kiddos need breaks throughout the day, but these breaks need to 

involve movement; at least a brisk walk if not vigorous running for at least five minutes; 

and be offered two or three times per day (sometimes more; e.g. for kids who have ADHD). 

Thereafter, students are more attentive, cooperative, and interested in learning. Moreover, 

http://www.cpcwecare.com/blog/?p=135
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walking in a green-space area has shown to be far superior than a gray-space for 
subsequent attention to task and achievement. 

Fill-er-up 

Kids want attention. Okay, I know, that’s no revelation. However, what isn’t so well known 

are these two points, 1.) kids want their ‘attention-tank’ to be full, but they are not 

particular with what, or how, it gets full. Students will seek attention negatively if teachers 

don’t give it positively. So, for every negative redirection, there needs to be at least 10 

praises (“catch them being good…”). This way, your child can focus on learning, not getting 

attention, and feel confident in doing so. 2.) Research shows that kids do better if praised 

about their hard work, rather than their intelligence. The former can be improved, the latter 

ends-up being an expectation that increases pressure and stress, and has actually been 

shown to cause grades to drop.  

Your child will be happier, more successful, and confident when these strategies are used 

(maybe they can be used at home too:) Each needs to be tailored to your child, but you get 

the idea. You only have so much control over what the teacher will do in the classroom, but 

now you know what needs to be done. Stay tuned; I’ll provide some more tips in weeks to 

come. In the meantime, feel free ask questions, comment, and forward this to a friend (or 
maybe to a certain teacher…). God bless.  

 

Five (5) Things You Really Need To Know About Special Education 

The School District Does not have to evaluate your child just because you submit a 

signed request to evaluate. 

When you submit a written and signed request for an evaluation, the school district has 15 

days to meet as a team, discuss your child’s educational needs, and provide a written 

response with indication of a game-plan to meet your child’s needs. That “game-plan” does 

not necessarily need to include a referral to the school psychologist for an educational 

evaluation. It may, rather, include any number of other options including modifications to 

how the classwork is assigned. However, you can appeal their feedback and request due 

process in that regard. 

To determine eligibility for special education services, most Districts still use the 

15 point discrepancy guideline 

If your child is evaluated by the school psychologist, various tests are administered (IQ, 

Academic…). The scores are listed as “Standard Scores” with an average of 100 (average 

runs from 90 to 109). There generally needs to be a 15 point “discrepancy” or difference 

between the IQ score and the academic scores (reading, math…) for a child to be deemed 

eligible for special education (Specific Learning Disability). For example, if the child obtains 

an IQ of 100, then it’s expected the reading and math scores will also be about 100 (it’s 

expected that the child will achieve at the same level as their IQ). However, if the reading 

or math scores are 85, that’s a 15 point difference and would qualify the child for special 

education (under the classification of a Specific Learning Disability). Less than a 15 point 
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difference would preclude qualification. Other factors are also considered including PSSA 

scores, grades, work effort, prior opportunity for being appropriately educated, and English 

language proficiency. However, the 15 point rule is often primary.   

The 15 point discrepancy model is why many kids, who may need special 

education, don’t qualify 

It can be quite challenging to obtain a 15 point discrepancy, especially in the lower grades, 

and even more-so if a child has a lower IQ, say in the low average range. For example, if a 

child has an IQ Standard Score of 82 (low in the low average range), then the reading and 

math standard scores would have to be as low as 67, which is quite deficient and unlikely 

except in the most severe of situations. So, kids who have a lower IQ, and who are often in 

most need for special education, are often excluded. Keep in mind that, in this scenario, a 

child with a Standard Score of 70 in Reading is clearly struggling, but does not qualify 

because there is less than a 15 point discrepancy. This is a situation that most school 

districts acknowledge as a problem and try to provide alternative options such as Title I and 

similar programs. 

The benefit of using grade-equivalents in addition to standard scores 

A child may have a Standard Score of 87 in reading comprehension, which is at the upper 

end of the “low average” range and, on the surface, does not appear significantly deficient 

and often would not lead to a child meeting criteria for special education (under the 

classifiation of a specific learning disability). However, despite the low average score, the 

grade-equivalent (the grade-level on which the child is working) for that child may be two 

grades behind, truly revealing the degree to which the child is struggling. Most often, grade-

equivalents are not listed in the report, and their importance tends to be down-played for 

various reasons I won’t bore you with today. However, I’ve found that grade-equivalents 

are important and need to be reviewed, discussed, and taken seriously during team 

meetings.    

A classification of “specific learning disability” or “learning disability”, used by the 

school district, is essentially synonymous with “dyslexia” 

The terminology used by school districts (Specific Learning Disability, Other Health 

Impairment…) comes straight from the Pennsylvania Department of Education in Harrisburg. 

This Department tells the Districts what terms they must use to receive funding. 

Consequently, school districts use the term “specific learning disability (SLD)”. It’s 

important to know that well over 90% of all kids who fall under the classification of SLD, 

have dyslexia (or dysgraphia, or dyscalculia…). In that regard, the reason they have a 

specific learning disability is because they have dyslexia. I’ve written at length about 

dyslexia, so feel free to read my prior posts about that disorder on the cpcwecare.com blog. 

What does this mean for you? 

In summary, there are lots of accommodation options besides directly referring to the 

school psychologist for an evaluation. In fact, you may find the process faster and smoother 

to receive feedback from the team regarding simple and efficient things they can do, now, 
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in the classroom to help your child, and things you can do at home rather than waiting 60 

days for the school psychologist to complete and present evaluation results. This is 

especially true given that a 15 point discrepancy is often needed for eligibility to receive 

special education services, and the chances are not great your child will have that 

discrepancy; especially in the lower grades. A 504 Plan may be more than sufficient and is 

much faster to develop. A 504 Plan is used for children who have a diagnosis for which 

various modifications can be used to ensure they have the same opportunity for an 

appropriate education as everyone else. It’s often used, for example, with kids who are 

diagnosed with ADHD. Ultimately, however, it’s vital to obtain information about what you 

can do at home to help your child learn. Again, see my prior posts about dyslexia (learning 

disabilities) for specific tips and suggestions. Also, feel free to email me at 

jcarosso@cpcwecare.com.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:jcarosso@cpcwecare.com
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SECTION II: BEHAVIORAL INTERVENTIONS 

 

 

The Top Ten Behavioral Interventions 

 

ASSUME CONTROL 

Control based in Action/Relationship     

Don’t entertain explanations 

Project self-confidence      

Business-like 

Give direction, don’t make requests 

 

AVOID ARGUMENTS AND EMOTION 

 Cut-off communication if child becomes belligerent   

Avoid reasoning with child 

 Give direction and walk away      

 1-2-3 Magic        

  

PLAN FOR NEXT TIME 

 Discuss ahead of time what will happen if noncompliant 

 Also discuss between parents – PLAN AHEAD and BE ON THE SAME PAGE 

 Predetermined expectations and consequences (behavior charts…) 

 Most problem behavior is predictable and patterned 

 Be consistent 

Don’t give a direction if not ready to back-it-up (each time you do that, you lose 

some control) 

 

DON’T LECTURE 

 Brief and to the point      

Humor 

 No emotion (be the James Bond of parents)   

Don’t lecture 

 1-2-3 Magic 

 

FOCUS ON THE PROBLEM BEHAVIOR; BE SPECIFIC 

 Be specific (what you want, and what you like)   

No emotion, models self-confidence 

Don’t focus on “attitude” – focus on behavior 

  

AVOID DISTRACTIONS 

 Turn off TV, video games     

Remove siblings 

 Remove siblings, friends     

No distractions during confrontations and chores 

   

USE POSITIVE PRAISE AND EMOTION 

 Catch them being good      

Whisper (softer and closer) 

 You get what you praise     

Attention-Tank (fill child’s attention tank with positive praise) 
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SELF-DISCLOSURE 

 Use judiciously and cautiously 

 I-Feel Statements (“I feel frustrated when you ignore me…”) 

 Tell them how you feel, don’t show them (control your emotional response) 

 

ROLE MODEL APPROPRIATE PROBLEM-SOLVING 

 ‘What you do speaks so loudly, I can’t hear what you say’ 

 Words and emotion are your enemy (brief, no emotion) 

 Role model effective problem-solving 

 

PICK YOUR BATTLES 

 Be flexible       

Check-in later 

 

 

INTERVENTIONS THAT CAN HELP YOUR CHILD 

 

The following are strategies and interventions to help with defiance, anxiety, autism, mood 

problems, and school issues: 

 

Effective Strategies to Manage an Oppositional Child 

 

Provide high levels of reinforcement for compliance and pro-social behavior, and meaningful 

consequences for being oppositional.  While redirecting misbehavior, keep statements brief 

and rely on fair, firm and consistent limit-setting based in logical consequences. Remain 

calm and mention the child’s strengths and accomplishments. Rely more on praise and 

reinforcement than punishment. 

 

A consistent daily routine is advised during which unfavored tasks (clean-up) are completed 

before favored activities (watching television).  

 

When teaching problem-solving and task completion, rely on “experiential” approaches 

(literally walking the child through the activity) as opposed to explaining and using only 

“words.” The same is true for teaching parents new strategies; rely on actual “hands-on” 

and experiential strategies as opposed to didactic.  

 

Teach self-monitoring techniques such having the child tally the number of times they 

comply with a request. 

 

Solution-focused strategies are recommended (focus on what works, and what’s working, as 

opposed to only focusing on “problem” behavior). Target strengths and generalize them to 

other areas.  

 

Utilize a token economy system (point/sticker chart); kids love stickers and working toward 

a reward.  

 

Daily/Weekly responsibilities (included as tasks on the sticker or behavior chart) can 

include: cleaning room, taking care of belongings, helping to launder, fold, and/or put away 

clothes, doing family chores in timely manner, completing homework, and proper grooming 

and dressing. 
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Ignore attention-seeking behavior, walk away and take time-out to gather thoughts.  If 

you’re followed, express that you won’t argue and offer a designated time-out area to cool 

down. Model an appropriate tone of voice (calm and reassuring) and offer praise when you 

hear an appropriate tone of voice.  

 

Time-out is a traditional and often-times helpful technique.  Use of a timer may be helpful. 

Time-out can be preceded by the strategy of counting to “3”. It’s often best to use the 

child’s room, free from toys and electronics, rather than a corner.  If there is excessive 

emotionality and tantrums during time-out, then remove potentially dangerous items from 

the room. 

 

If faced with aggression, use a behavioral approach that may include immediate time-out 

with gentle physical prompts if not compliant in going to the time-out area.  After time-out, 

review posted house rules. After a period being calm, ask what could have been done to 

express feelings rather than being physically aggressive or destroying property. For 

property destruction, in a calm manner, direct to clean-up area and “pay back” what was 

destroyed by doing extra chores or in some way providing restitution. Utilized logical 

consequences such as losing, for a pre-established period of time, a valued item that was 

thrown or broken.  

 

Spiritual Considerations 

 

It is highly recommended to promote involvement in those activities that enhance spiritual 

development (Services, Sunday School, Children’s Ministries, Youth Group, Retreats, 

associating with Spiritually-Minded friends…). In that regard, it is comforting to be reminded 

that God loves, cares, is a protector, comforter, and helper, is always available, and is a 

guide to those in need. It can also be beneficial to be held accountable to a moral code that 

is clear and concise, and based in grace and mercy.    

 

Health and Dietary Considerations 

 

A consistent exercise regimen is advised including involvement in sports/gross-motor 

activities and/or a specific aerobic exercise regimen 

 

It would likely be helpful to implement a healthy diet of fruits, lean proteins and vegetables, 

void of excessive additives, caffeine, and refined sugars. Dietary interventions can also 

include restrictions from gluten, casein, salicylates, dyes, and related items (please see 

“resources below for respective websites) that, by some accounts, are said to improve 

attention to task, awareness, communication skills, and mood. It is recommended that such 

restrictions are conducted under supervision of the pediatrician and a nutritionist.  

 

Strategies to Address Sibling Conflicts 

 

Target cooperative sibling behavior on the aforementioned behavior chart. To the extent 

possible, it is advised that the parent/guardian not intervene, take sides, or attempt to 

determine “who started it…” Rather, encourage the siblings to problem-solve on their own. 

If a punishment is necessary, then implement the consequence equally on involved siblings. 

It may be helpful for guardian to have the mind-set that anything short of bodily injury and 

destruction of property can be considered minor. It is hoped that the child realizes that 

name-calling and related minor nuisances can be effectively managed by not becoming 

defensive but, rather, “brushing it off” and moving on to something or someone else as 

opposed to becoming angry and fighting, which only adds fuel to the conflict. Moreover, 
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parent intervention too, ironically, tends to only add fuel to future sibling bickering, 

especially if parent “takes sides.” Rather, limit intervention to giving the child the “words” to 

help problem-solve and/or parent can “divide and conquer” (separate the siblings) if the 

children are unable to resolve in timely manner.  

 

Bedtime routine and sleeping through the night 

 

Utilize two minute warning prior to beginning of bedtime routine. Keep the lights dim as 

bedtime approaches. Maintain a quite environment by turning the television down, or off. 

Create an environment, as bedtime approaches, of quiet, peacefulness, and that things are 

“winding down.” Use a visual schedule to emphasize routine.  Utilize a favored activity as 

the last activity prior to going to sleep and reinforce adherence to the routine prior to going 

to sleep. However, the activity should be relaxing, not stimulating. At the end of the 

routine, refuse to attend to questioning or stalling. Utilize a time bank with an earlier bed-

time the following night if the routine is not followed. If child frequently leaves bedroom 

after going to bed, may help to provide up to three “passes” that can be used per night to 

leave bedroom and ask parent for something such as a drink of water (research has shown 

that this technique often results in only one or none of the passes being used and the child 

more readily staying in bed)  Sleep can be induced by using warm milk, white noise, ear 

plugs, eye masks, and aromas such as lavender. A small dose of Melatonin can also be 

helpful, with oversight from a Pharmacist.  Avoid daytime naps longer than 15 to 30 

minutes.  

 

Targeting Attention To Task and Over-activity (these strategies can also be used in the 

classroom setting) 

 

Possible strategies to address listening comprehension skills may include, but are not 

limited to: 

-Get child’s attention before you speak 

-Break information into shorter "chunks" 

-Encourage child to let you know when he/she doesn't understand 

-Restate, rephrase, restructure 

-Check for understanding (What did I say?  Can you tell me what you heard?) 

-Take breaks after listening activities 

-Speak/read slowly 

-Use praise and rewards for positive listening behaviors 

-Ask open-ended questions to find out how much child remembers and understands of what 

he/she hears 

-Repeat important points 

-Call child by name when important information is presented 

-Provide visual information to support auditory information 

-Tell child what to listen for before delivering auditory information 

-Use pictures and diagrams to deliver information 

-After listening to a story, have child recall the names of characters, main events, 

sequences 

-Reduce distracting stimuli as much as possible 

-Make sure child is attending when directions are given  

 

Strategies to increase self-control and frustration level may include, but are not limited to: 

 

-Present al tasks in carefully arranged sequences from easy to difficult  

-Provide frequent reassurance 
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-Provide as many successful experiences as possible 

-Give child ample "warning" when situations will be coming up that require extra control or 

attention 

 

 

Interventions for children with autism and other developmental challenges 

 

It is vital to initially promote the child’s cooperation. If child is already cooperative, move 

forward with general compliance and mand (request) training.  

 

If child is uncooperative, use current motivator (bubbles, books, access to a video or toy) 

and pair this motivator (reinforcement) with therapist/parent after child follows even 

approximations of the directive. It is vital that therapist/parent not be associated with the 

removal of ongoing reinforcing activities. In that regard, it’s best to approach the child, to 

begin a training lesson, when child is not involved in a highly reinforcing activity, and 

provide reinforcement for the child’s engagement and cooperation.  

 

Begin with simple and easy tasks and provide immediate reinforcement that is faded over 

time. Vital that child has positive associations to parent/therapist during the lessons. Begin 

with parent/therapist having access to highly reinforcing item (toy), with child subsequently 

approaching to obtain access to the item or activity. Responses are shaped over time for 

child to obtain access to reinforcer; simple to more complex over time (beginning possibly 

with just reaching for the reinforcer, or walking, upon request, with therapist/parent to a 

desired activity; to more complex such as labeling or requesting using words. 

 

Do not allow access to reinforcement after negative behavior; at same time teach ways to 

positively obtain reinforcer.  

 

Shape targeted behaviors using a high level of reinforcement for approximations of behavior 

consistent with discrete trial therapy principles. A thorough assessment of antecedents and 

subsequent behaviors will be necessary consistent with the use of applied behavioral 

analysis techniques and procedures.  

 

Elements of Errorless Learning (for skills not yet mastered) and No-No Prompting (for 

mastered skills) is advised.  Fade prompts over time. This type of intervention is best 

completed by a professional or see AppleTreeInstitute.com for a full description of how to 

utilize this type of programming.  

  

Verbal Behavior strategies and related Social Based interventions are recommended. 

Similarly, Greenspan methods (floor play, completing “circles” of communication) will likely 

be helpful to promote socialization and imagination.  

 

It is recommended that visual strategies are emphasized including visual schedules and 

visual cues as opposed to relying purely on verbal input. Consistency and predictability are 

vital with avoidance of excessive stimuli and distractions particularly when attempting to 

complete tasks. Sometimes it is helpful to use headphones, play relaxing music, and/or use 

natural light sources as opposed to, for example, fluorescent lights that can emit a 

distracting “hum.”  Sensory brushing, joint compression, weighted blankets or vests, and 

various gross motor activities can also, ultimately, have a calming effect. Keep group-size 

moderate to avoid over-stimulation. Be cautious of the effect of various textures and 

materials that can contribute to agitation and general discomfort.   
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Stereotypical behavior can be addressed by maintaining involvement in meaningful activity 

(children tend to self-stimulate more when unoccupied) and it is advised to provide 

additional reinforcement (attention, praise…) when not self-stimulating. It is also advised to 

incorporate the self-stimulatory behavior into meaningful activity such as, for example, 

permitting the use of a rocking chair if self-stimulatory rocking is evidenced. Substituting 

the behavior can also be helpful with use of squeeze balls and related items. It is important 

to positively reinforce meaningful activity rather than solely correct or redirect the undesired 

behavior.  

 

Errorless learning is advised through use of task analysis, fading (slowly reducing prompts 

to increase independence), chaining (breaking the task down into small steps) and 

backward chaining (beginning the steps in reverse order with the last step established first, 

then the next to last step and so forth, which can be especially helpful to teach motor tasks 

such as, for example, tying shoes).    

 

It is recommended that routine is maintained and that changes in the routine are well-

rehearsed. It helps to post a daily visual schedule with frequent review. It is occasionally 

helpful to have each part of the schedule on individual Velcro strips that can be removed 

upon completion.  

 

Keep directions short and to the point. Picture-cards of direction can be helpful. Allow amply 

processing time after a direction. Avoid jargon and figures of speech (e.g. “don’t give me 

any lip…” may only cause confusion).  

 

 

The following is adapted from “Tips for Teaching High-Functioning Persons with 

Autism” by Carol O’Neal and Susan Moreno of the MAAP Organization: 

 

People with Asperger’s/PDD have a lot of trouble with organizational skills, regardless of 

their apparent intelligence and/or age.  Use: verbal cues, clear visual demonstration, 

physical cues. 

 

Remember that people with Asperger’s often have problems with abstract thinking and 

concepts: avoid abstract ideas when possible; when abstract ideas are necessary, use visual 

cues as an aid. 

 

An increase in unusual or difficult behaviors may indicate an increase in stress or a feeling 

of loss of control in a specific situation. Try saying, “do you have something to tell me?” The 

individual may need to go to a “safe place” and/or a “safe person” If classroom conditions 

permit, allow changes in activities. Don’t take misbehaviors personally. 

 

Most high-functioning persons with Asperger’s use and interpret speech quite literally. Until 

you know the word processing capabilities of the individual from personal experience, avoid: 

“cute” names such as Pal, Buddy, Wise Guy, etc…; idioms (“save your breath,” “jump the 

gun,” “second thoughts,” etc.; double meanings (many jokes have double meanings); 

sarcasm; teasing 

 

Be as concrete as possible in dealing with these individuals: remember that visual social 

cues rarely work with them; avoid using vague questions with them (“Why did you do 

that?”); avoid essay-type questions with them.   
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They rarely know when they have said enough or if they are properly addressing the core of 

the question. 

 

If the individual doesn’t seem to be learning the task or concept: break it down into smaller 

steps; present it in more than one way (visually, verbally, physically). 

 

Avoid verbal overload.  Be clear.  Remember that although they don’t have a hearing 

problem and they may be paying total attention to what you are saying, they may have 

difficulty in understanding what you feel is important in what you are telling them. 

 

Prepare the child for all changes in his routine and/or his environment. 

 

Behavioral management works, but if incorrectly used or used without keeping the 

individual’s level of ability in mind, it can result in robot-like behavior or be ineffective.  Use 

with creativity. 

 

Consistent treatment and expectations from everyone is vital. 

 

Be aware that auditory and visual input can be extremes of too much or too little, 

depending on the individual. 

 

If your high-functioning child with Asperger’s uses repetitive verbal arguments and/or 

repetitive verbal questions, try requesting that they write down your reply.  If that doesn’t 

work, you write down their repetitive argument and/or statement, and then ask them to 

write down a logical reply.  This serves to distract them from the escalating verbal aspect of 

the argument or question and sometimes gives them another way of expressing their 

frustration and/or anxiety. If your high-functioning student does not read or write, try role-

playing the repetitive verbal question and/or argument with you taking their part and them 

answering you in a way they think would be logical.  This last suggestion should only be 

used if you think they are still at a point where they will willingly try this.  If not, catch their 

argument and/or question closer to the beginning next time before they work themselves 

up too much. Remember that logically replying or arguing back with them by itself seldom 

stops this behavior.  This repetitive behavior usually indicates a feeling of loss of control in a 

situation or uncertainty about someone or something in the environment. 

 

Since people with Asperger’s have various problems in communication, do not rely on the 

student with autism to relay messages back home about school events, assignments, school 

rules, etc., unless you try it on an experimental basis with follow-up or unless you are 

already certain that the student is capable of relaying the message.  Even sending home a 

note may not work.  The student may not remember to deliver the note.  A phone call to 

the parent works best until this skill can be developed. 

 

If an activity involves pairing-off or choosing partners, either draw numbers or use some 

other means of doing the pairing.  A person with autism is often the individual left out.  This 

is a potentially hurtful situation.  Another suggestion is to ask someone especially kind if he 

or she would choose the individual with autism for a partner. 

 

 

To address issues of hypersensitivity or hyposensitivity 

 

Use the following techniques under supervision of Occupational Therapist.  
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In general, activities and movements that are low in intensity and rhythm (e.g. slow and 

shallow swinging on a swing) tend to be calming, while those that are high or rapid in 

intensity and rhythm tend to be stimulating and increase levels of alertness. Frequency and 

duration of the activity or movement can also be modified depending on the goal in mind 

(increasing awareness, attention to task, reducing overactivity…).. Calming techniques 

include slowly rocking in a chair, Rubbing lotions on child’s arms/legs; massage; sandwich 

between two pillows, place hands heavily on child’s shoulders, bear hugs, cuddling, warm 

drinks, wear weights on extremities, relaxing music, and warmth such as hot water bottle, 

heating pad…).  

 

Address auditory sensitivities by providing verbal warnings of upcoming increases in 

environmental stimuli (the class will be more noisy in a few minutes…); use noise-muffling 

headphones, offer a less-noisy alternative location, or use of a tape recorder that can be 

listened to later in a quiet location. 

 

Tactile defensiveness can be addressed by possibly allowing the use of gloves, introduce 

aversive textures slowly, or use appealing textures over the ones found to be aversive. 

Improve tolerance by small but frequent exposures to a variety of textures on hands or feet 

(dry macaroni, beans, water, play dough, tacky glue, finger paints…). Place child at end or 

beginning of line to avoid being touched. 

 

In the case of craving tactile input, and subsequently touching “everything,” use social 

stories about appropriate touch; use hula hoop to mark personal  boundaries, use a squeeze 

toy, mark personal space by a small square carpet when seated on floor or standing, and 

have a “hand pouch” ready for use as needed to place hands in. Tactile activities can also 

include playing with various textures, drawing in sand, use a “feely bag” (identify objects in 

bag by touch), hide objects in sand to be found by child, finger painting with various media, 

glue art, walking barefoot on various surfaces (grass, sand, carpet, sidewalk…), play water 

games or under a sprinkler, Trace designs in shaving cream, when applying sunscreen or 

lotion, identify body parts and whether left or right, play back chalkboard (identify letters 

and such written with finger on child’s back, hand mix food items to be cooked, use the 

Wilbarger’s brushing program.   

 

In the case of Olfactory sensitivities, it may be best for adults to not use cologne or 

perfume, avoid strongly scented shampoos and deodorants, use unscented art supplies, 

position near window… 

 

For visual sensitivities and needs, assess extent of visual stimulation in the room; is it too 

“busy.” Use exaggerated facial expressions, utilize clearly defined boundaries in the room, 

use real objects to mark abstract ideas (hula hoop for space, colors on poster board to 

indicate quiet time, use visual cues and schedules (icons rather than words).  

 

In the case of proprioceptive dysfunction, allow the use of a weighted vest, allow to stand 

at desk at times, walk up and down stairs, use a chubby pencil grip, squeeze a tennis ball, 

joint compression (under supervision of OT or PT), use physio-ball or T-stool, give self a 

bear hug.  Proprioceptive activities can include push, pull, and carry activities, wheelbarrow 

walking, hopscotch, jump rope, leap frog, pillow fights, punching bags, obstacle courses, 

trampoline or old mattress, wall push-ups (arms on wall), floor push-ups, chair push-ups 

(push body off of seat without using feet), play hot-potato with bean bag, hike or picnic with 

child carrying some of the supplies in backpack, sand in socks to make “sand bags” to place 

across child’s shoulders or lap during fine-motor activities.  
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Guidelines for Deep Pressure and Proprioceptive Techniques (Wilibarger Protocol) 

o Child can be in any position. 

o Remove socks/shoes, push up sleeves 

o Can be done over skin or clothing, but do not cross over. Pull the clothes so they do 

not move with the device. 

o Use a corn brush type device with thousands of bristles, manufactured by Clipper 

Mills. Device should always be held in a horizontal fashion.  

o Provide deep pressure as you move the brush along large areas of the body. The 

bristles should all be bent as moved across the skin. 

o Move as quickly as possible through the steps while keeping pressure constant. 

o Keep the same sequence from start to finish. 

o Begin with hands and arms. Slow movements, back and forth, covering area three 

times. Turn arm with other hand to the palms in a back and forth scrubbing motion. 

o Move to the back.  

o Similar fashion to legs as with arms; very deep pressure to soles of feet. 

o Never brush stomach, neck, or head.  

 

For vestibular sensitivities, use periods of activities that involve motion such as swinging, 

jumping, sliding, walking, see-saw, mini-trampoline, and dancing. Use these activities 

before a period of quiet listening or working. Any movement activity in which the head 

moves will activate the vestibular system. Ensure child is in control of the movement and 

monitor for nausea. Some vestibular activities include rocking on porch swing, rocking chair, 

or hammock, activities done in upside down position (watching TV upside down on coach, 

hanging upside down from jungle gym), balancing activities, horseback riding, use of 

trampoline, jump rope games, sliding on slip and slide, swings, see-saw, sit-n-spin, 

somersaults, running, skipping, amusement park.  

 

Other sensory activities include (please see this Psychologist to discuss specific details of 

each activity) for Tactile: a “Feely box,” sensory bin, dress-up clothes, bathtub play, 

therapuddy, toy play, fingerpainting, food experimentation; chewy tubes and food can help 

with oral issues as can crunchy items, cold beverages, thick beverages, and blowing 

bubbles. Vestibular: use of Hippity Hop, rolling, swinging, obstacle course, 

running/jogging, spinning; Proprioceptive: Carrying heavy things, pushing activities, 

pulling, “crashing” activities, pouring, spreading things, hanging from monkey bars, and 

batting. Message, deep pressure, and joint compression especially toward the mid-line, tend 

to be calming and grounding in effect. Spandex can also be calming and increase attention 

to task.  

 

To Address Issues with Anxiety and Depression 

Think of anxiety and depression as a monster in the room, sitting beside the child.  The goal 

of the monster is to make the child depressed and anxious, to have him/her become sad 

and worried over irrational things, and at times, to have him/her engage in depressing 

and/or compulsive behaviors.  As such, the monster whispers silly things to the child – 

thoughts that are depressing and/or nonsensical.  The objective of treatment is to have the 

child not “feed into” the monster (do what the monster says), as that will only make it grow 

stronger.  Whatever the monster is telling the child (for example, “if the door locks are not 

checked at least 10 times each night, someone will break in,” or “don’t go outside and play 

– it will end badly – stay inside and play video games or stay in bed…”), the child must not 
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carry-out the behavior (for example, check the doors only once or not at all, knowing that 

mom and dad have already done so; or go outside and play…).   

Fighting the monster is not an easy task.  The monster’s army can be quite intimidating and 

large, and the child’s “army” (ability to counter the “silly” or depressing thoughts) can be 

quite small.  So, what can the child do to fight the powerful monster?  Of course it is easy to 

simply say do not feed into the monster, but children often lack the tools to do this alone.  

They need assistance with being able to ‘think through’ the situation, rationalize, to remind 

themselves about the truth (no need to worry, check, count, repeat…; remind themselves 

that they are quite competent, worthwhile, and can be successful…), to stay calm, attaching 

thoughts with feelings, and learning to say “no” to depressive thinking and compulsions.  

Thus, we must empower them, as parents and therapists, by utilizing the following 

techniques: 

 Using visual cues to remind and/or reassure the child that he/she does not have to 

worry, obsess, or engage in compulsive or depressing behaviors. 

 Utilizing “mindful breathing” both in the moment and throughout the day. 

 Engaging in aerobic activity 20-30 minutes, 4-5 days per week.   

 Maintaining a healthy diet, which includes eliminating caffeine, refined sugars, 

processed foods, and red dye. 

 Taking over-the-counter SAM-E, B-Complex vitamins, a good quality Multivitamin, 

and Fish Oil, with oversight from the pediatrician or child psychiatrist.  

 Possibly a medication consult.  

 Utilizing exercises from the Anxiety and Phobia Workbook by Edmund J. Bourne, 

PhD; or “Feeling Good” from Dr. David Burns; Fear’s, Doubt’s, Blues and Pouts:  

Stories of Handling Fear, Worry, Sadness and Anger (Wright) ; The Complete 

Depression Treatment and Homework Planner (Jongsma); and Raising Depression-

Free Children (Hockey, K). There are other resources listed below in this Appendix.  

 Obtain counseling. 

 

Strategies and Interventions to help children who have experienced loss, neglect, 

and abuse:  

 

It is Important to establish and sustain eye contact whenever possible. All conversations, 

especially positive interactions, should include ample eye contact (eye contact = 

attachment). Also, at the same time, “mirror” the affect and/or mood of the child. For 

example, smile when the child is smiling and show sadness or disappointment when child 

speaks of something troubling him or her. “Mirroring” in this regard shows the child that you 

are “attuned” or connected with the child’s feelings and thoughts, which significantly helps 

to facilitate attachment and bonding. A further example would include providing eye contact 

and smiling as the child explains that he got an A in school that day; or showing concern in 

your facial expression, and eye contact, as child explains how he had trouble on a test. At 

the same time, a reflective and empathic comment would be helpful such as, “that must 

have made you feel sad when you didn’t do so well on the test or “looks like you’re happy 

for earning that A… you worked hard…” 

 

Keep in mind that child may function well with secondary and tertiary figures in their life 

(extended relatives, teachers…) but have difficulty with primary attachment figures such as 

their adoptive parent. In that regard, closer attachments can be anxiety-provoking for 

children who have histories of trauma.   
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Remain calm and emotionally in control when dealing with behavioral issues of children who 

have experienced trauma. Stress for a vulnerable child, with a history of trauma (especially 

repeated trauma), leads to mental confusion and short-term memory lapses; consequently, 

confronting in a harsh manner, with threats and punishments, only worsens the child’s 

problem-solving abilities and worsens acting-out. Remember, stress can cause the child to 

regress back to age when trauma took place. Before dealing with the problem, calm yourself 

(take three deep breaths, breathing deeply, in through your nose, out through your mouth, 

then approach child in a calm and supportive manner). Use reflective listening techniques to 

emphasize that you understand the level of fear that underlies the misbehavior. Remember, 

for a traumatized child, misbehavior is often a signal of underlying, unresolved fear. 

Misbehavior does not necessarily denote a child wanting negative attention but, rather, that 

they need attention. Time-out tends to be counterproductive; what is needed is “time-in” 

(spending extra time with the child). Try to see the child’s behavior not as manipulative but, 

rather, as fear-based and subconscious, which will help to reduce your frustration. Get on 

child’s level (kneel down if you have to), make eye contact, and especially control nonverbal 

cues such as tone of voice, facial expression, posture, and gestures to avoid presenting as 

threatening or intimidating. Many children were traumatized at a pre-verbal age such that 

the nonverbal is more important than verbal (“it’s not what you say, but how you say it”).  

 

Give the child the correct or appropriate words to bond and problem-solve. Provide a cue 

such as “Johnny, tell your mother to please help you…”  

 

There is a difference between knowing and doing. A child may “know” what to do, but 

struggle with carrying out the behavior. It may be necessary to walk the child through the 

activity or endeavor.  

 

When dealing with child, especially during times of difficulty, consider the child’s 

developmental or emotional age as opposed to their chronological age. In that regard, 

expectations would be considerably different for a three year-old (emotional age) compared 

to a 13 year old (chronological age).  

 

Utilize “pizzazz” that entails an animated response to good behavior including wide-eyed 

wonder, excited tone of voice, shocked disbelief, exaggerated body gesture, and gleeful 

response. To be used when child is demonstrating respectful and responsible behavior, 

being fun to be around, completing chores, and making any change from anti-social to pro-

social behavior.   

 

Caregivers need to spend 30-45 minutes of daily quality time with child (not including 

watching television). National average is between 10-13 minutes. This would need to 

include activities that involve eye contact and close interactions. Vital to strengthen the 

relationship and build the bond.  

 

Vital for caregivers to decrease their level of stress. A parent who is stressed-out will have 

trouble bonding with child just as a traumatized child has difficulty attaching to the parent 

and family. Stress = Dysregulation = Detachment. 

 

Caregivers should never threaten a child’s placement, or at least not in front of child. This 

issue can be discussed, as needed, with professionals but not in front of child and never as 

a means of punishment.  

 

In the event of parent “losing your cool” and being harsh or emotional, shortly thereafter 

(once you’ve taken the three breaths and calmed down) repair the interaction with a hug 
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and comfort. Anger is destructive and the "separation" from the angry parent is sometimes 

seen as intolerable and can worsen the misbehavior.  

 

Consistent with the tendency to “regress when stressed,” take note of the toys to which the 

child is drawn especially when they are having a rough time. Usually more sensory as 

opposed to abstract (symbolic) toys. Make those types of toys available, as needed. Usually 

toys from 0-3 years of age. Play for these children is often destructive; teach them, in a 

patient and sensitive manner, to play in a constructive manner.   

 

It is important to help child feel as “fear-free” and open to others as possible. The more 

uncomfortable and fearful they feel, the more closed-off they will be from interacting with 

others in a positive and pro-social way. In that regard, it can be helpful to develop a 

"sensory map" in terms of discovering what child finds pleasurable for each of the senses 

(olfactory, tactile, visual, auditory). Then, provide lots of pleasurable stimuli over the course 

of day. This could include purchasing certain fabrics for clothes, painting bedroom a 

particular color, using various scents, calming music, and various recipes. Sweets, namely 

chocolate, can be quite effective but need to be used judiciously. However, if sweets are 

used, do so during the quality time with parent (to increase positive associations between 

good feelings and parent).    

 

To promote “object constancy” and “permanency”; something often lacking in children 

traumatized at an early age (that contributes to separation anxieties, fears, and subsequent 

misbehavior), play "hide and go seek" on a regular basis. This can involve actually hiding 

(and the child hiding, taking turns) or a personal object being hidden. This is helpful to heal 

developmental delays and, with creativity and various twists, can be made to be fun. Until 

this capacity develops, it will be necessary to provide direction in a highly concrete, simple, 

specific, and direct manner. Multi-step directions are usually counterproductive.  

 

Transitional objects (comforting items that remind child of safety, warmth, and love) during 

times of separation (e.g. school) are often helpful and can include audiotape recordings of 

the foster/ adoptive parent's voice at bedtime. For example, can utilize places such as 

Kinko’s and have a blown-up picture of the child and parent hugging imprinted on the child’s 

pillowcase and sheet, which helps to increase feelings of “safety, warmth, and comfort” 

during vulnerable times such as bedtime. Pictures of this sort can be placed on key chains, 

lockets... Use all the senses. Some children are comforted by taking a piece of cloth to 

school with adoptive parents perfume sprayed on it or wearing an undershirt worn by 

guardian the night before. Telephone call to parent or audio tape (of parent's voice) during 

the day while at school... 

 

There is a tendency for children to sabotage family fun but parent can remain in control of 

nurturing hugs, smiles, and encouraging attention and affection. Adults need to be role 

model of what “being fun to be around” means. When frustrated, take a few deep breaths, 

remember where the misbehavior originates (child’s fear based in early trauma), and use 

“time-in” (spending quality time with child) to work thru the issue.  

 

Power-sitting can be helpful to increase self-control and for self-soothing. Used to help child 

re-group during times of transition. Not punishment or time-out. Should be on floor and 

near blank wall. Provide mat or carpet. Child should maintain good posture (sit straight, 

legs folded, hands on knees, head straight) but do not punish for poor posture but use 

Pizzazz (see above) for good posture. Please contact this Psychologist for more information 

in this regard.  
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Lap-time can be helpful to increase feelings of attachment and bonding. It involves child 

sitting on parents lap and helps in many respects including teaching the child how to receive 

appropriate touch from, for example, adoptive parent. Parent/Guardian controls time and 

place but, obviously, open to child-request (in that regard, we need to question the 

commonly held tenet that “RAD” children should never be permitted to receive a hug upon 

request. This seems counterintuitive and counterproductive; pre-supposes manipulation 

and, really, do we want to turn away a child asking for a hug? Try to maintain eye contact. 

A pillow between child and parent can be used for sexually reactive child. If child refuses, 

then need to begin with less intrusive touching (please contact this Psychologist for 

recommendations).  

 

Help child develop cause-effect by learning sequential steps for achieving goals as opposed 

to using “magical thinking”. For example, to make the football team will require practicing 

daily, learning the plays, being a team-member… 

 

It is often best to deal with problem behaviors as a sign of child’s fear. Please contact Dr. 

Carosso for specifics but interventions, for traumatized child, should typically be based in 

empathy, rather than punishment. Consequently, try to ignore the behavior (lying, stealing 

trivial items…) and attend to the child through “time-in” that may include something as 

simple as sitting quietly next to child or reflecting that you’re looking forward to when child 

can feel comfortable telling the truth. Avoid being confrontational, judgmental, 

argumentative, or accusing. Interventions for traumatized children tend to be rather simple, 

but not easy due to our long-standing impulse to implement some type of punishment for 

fear that, if we don’t, the behavior will worsen or we will be reinforcing misbehavior. “Time-

in” may be seen by some as reinforcing, but it’s precisely what the child needs. Please 

contact this Psychologist regarding specific problem behaviors. 

 

Classroom-Based Strategies and Best Practices for Autism Spectrum Disorder child 

(from the National Educational Association) 

 Direct Instruction (due to lack of generalization) 

 Consistent daily routine with use of regular times, time-lines for activities, and 

expectations.  

 Visual instructions, rules, and schedules 

 Be alert for triggers and signs of anxiety. Signs include putting hands over ears, 

squeezing a body-part, and repetitive behaviors such as rocking. In such instances, 

direct child to self-calm area where stress-release items can be found such as 

brushing, compression items (koosh balls and squeeze toys), weighted blankets, 

headphones, and music. Provide a visual menu of potential stress-reducing 

strategies. Ask child to use a “wait card” placed on preferred tasks while non-

preferred tasks are being completed.    

 Provide periodic breaks 

 Plan for, and practice for, transition time. Use visual reminders of activities child can 

do after finishing an activity.  

 Maintain consistency of where the items in the room are located. Ensure the items 

and areas and clearly identified. 

 Maintain consistency of the format and presentation of worksheets. Highlight 

directions, number the steps, provide examples. 

 Provide step-by-step procedure for projects; color code due dates. 

 Use strong interests as motivators and incorporate into lessons and activities.  

 Use peer buddy when possible.  

 Assign specific rules for collaborative work.  
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For ASD children in the mainstream, provide the following supports and structure:   

 Establish a routine and procedure for recording homework, assignments, and tests.  

 Daily schedule laminated and placed on student’s desk or front panel of binder. 

Water-soluble markers can be used for changes in schedule.  

 List tasks to be accomplished during the day, or during any given activity. Picture or 

written task lists are advised; teachers can review list to see what was accomplished 

by the student.  

 Use a color code for each subject area or activity.  

 Encourage use of pencil bag. 

 Divide a binder or folder into sections. Clearly identify where h/w, completed 

assignments, and hand-outs need to be placed.  

 Use color code system to signify behavior (green, yellow, red). 

 Provide examples of completed projects and assignments. 

 

To Improve Communication Skills in the Classroom: 

 Pre-teach new concepts and content vocabulary (helps to reduce anxiety). 

 Model procedures, expectations, thinking strategies, or directions. Example: teacher 

holds-up the book showing the correct page after announcing “everyone should have 

this page in front of them.” Provide a visual example to promote self-checking and 

self-correcting.  

 Identify auditory signals such as a poster with an ‘ear’ and the words listen for these 

phrases, “listen”, “remember”, “this is important”, and a cue “when I hear these 

phrases I need to (red stop sign) and look at (picture of teacher). Social stores that 

include these signal phrases can be helpful.  

 Pair verbal instruction with visual cues.  

 Get homework out of my backpack 

 Put my bookpack in my cubby 

 Put my homework in the finished homework bin 

 Sit down in my seat 

 Wait quietly for morning exercises 

 

Provide visual supports (key words or pictures) on overheads or white boards 

Identify verbally and visually when transitions will occur 

 

Steps to Improve Expression in the Classroom: 

 Develop a functional communication system (verbal, sign, PECS, combination) 

 Create assignments that do not rely heavily on essay or short answer questions. 

Break-down longer assignments into step-by-step questions.  

 Teach student procedures to ask for help (step-by-step cue cards or visual 

schedule). 

 Use Semantic Mapping to help child remain focused on pre-determined group topic. 

A written circle is used, with main topic written in the center. As each child 

contributes, teacher draws line connecting contribution to the center circle. If ASD 

child contributes off-topic, the facilitator records the contribution in a different color 

significantly distant from the center circle. The lack of connecting line between the 

off-topic contribution and the center circle provides visual reminder that the 

comment is off-topic, and the appropriate topic being discussed.  

 

Sensory Integration and Regulation in the Classroom 

Accommodations: 

 Layout of classroom 
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 Delineate work areas, sensory areas, leisure/free time areas using labels, line room 

dividers, or combination of both. 

 Provide air pillow: allows movement without leaving seat. 

 Provide a quiet reading corner with bean bag (may prefer the pressure of the bean 

bag on his or her body rather than sitting on it.  

 

Movement Activities: 

 Provide opportunities for rhythmic, sustained movement (jumping or jogging on 

trampoline, marching, bouncing on a ball). 

 May be helpful to provide a five-minute sensory task (swinging or rocking) before 

seat work. 

 Encourage child to hang by arms on monkey bars. 

 Use tasks that require opportunities for movement: erase the board, wash desks, 

retrieve messages… 

 Provide a rocking chair in the classroom. 

 Use timers for specific tasks to help with timely task completion. 

 

Addressing Writing Difficulties: 

 Encourage keyboard use, e.g. Alpha Smart, Neo, or Dana. 

 Use graph paper to organize math problems or lined paper for writing tasks. 

 Pencil grippers. 

 Mechanical pencils (for those who press too hard). 

 Use of markers (for those who press too light). 

 Remind to use non-dominant hand to hold the paper. 

 Ensure ergonomic seating – feet should touch the floor. 

 Modify assignments: shortened assignments, reduced copying from the board, 

varied pencil size and texture, audio-taped or typed responses, peer note taker… 

 

Accommodations for Sensory Sensitivities in the classroom: 

 Create a menu and daily schedule for stress release activities (leave a noisy 

environment, a “chill” corner…) or alternate pleasurable activities that can be 

used when child is tired or overwhelmed. 

 Have “obsessive” items or stress relief materials in designated place. Provide 

visual instructions of how, when, and where to use them.  

 Minimize auditory and visual distractions. 

 Identify appropriate activities for free time. 

 Avoid crowded places. 

 Use chew toys or water bottles. 

 Approach child from the front. 

 Adjust amount of information presented verbally. When child is overwhelmed, 

dramatically lower your verbal directions (speak in short phrases). 

 Use headphones to lower stimulation.  

 

Strategies to Improve Socialization Skills: 

 Teach students to associate different facial features with emotions. 

 Teach appropriate social behaviors, rather than only redirecting inappropriate 

behaviors.  

 Provide explicit instruction and reminders of conversation etiquette. Remind 

of body position, facial expression, voice tone, and volume. 

 Teach how to enter into, and end, a conversation (say “bye” rather than just 

walk away…) 
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 Practice, Practice, and Practice some more. Rehearse, role-play, use social 

stories, puppets… 

 Practice turn taking (the person holding the token is permitted to talk…) 

 Use Stress Thermometer or Tension Gauge: Teaches self-monitoring, but 

takes practice during non-anxious times.  

  Practice transition procedures (engage in a preferred activity easing into non-

preferred); substitute individual activities for group activities until comfort 

level for topic is obtained.  

 Assist child in understanding their strengths and weaknesses.  

 Topic bags (place pictures into a bag, or a written topic for older children) can 

be used to help focus on non-preferred topic and turn taking. 

 

Behavioral Issues in the Classroom: 

 Conduct a Functional Behavioral Assessment (FBA) 

 Intervene before behavior becomes a habit. 

 Teach students when ritualistic behaviors may ‘appropriately’ take place. 

 Develop a daily sensory menu. 

 Remove or minimize environmental stressors that serve as triggers. 

 Modify schedule to reduce stress and ease transitions. 

 Clearly identify all components of a task. 

 Provide clear directions. 

 Rehearse social interactions. 

 Reward appropriate behaviors. 

 Use social stories.  

 

Restricted Interests in the Classroom: 

 Allow breaks (specific times during the day) for child to pursue their own 

topics of interest during the day.  

 Introduce new activities incrementally. Allow sufficient time for guided 

practice before demanding independence.  

 

The following interventions are recommended to enhance socialization skills: 

 

It is recommended that eye contact is prompted, and social engagement is reinforced.  

 

Utilize prompting, encouragement, and redirection during social encounters. 

 

Use social stories, role playing, and/or rehearsal of social situations.  

 

Utilization of feedback, i.e. videotape or audio recording may also be helpful.  

 

Explain why a particular behavior is necessary; don’t assume an understanding of the 

reasoning behind the pro-social behavior.  

 

Introduce child to peers, or structure social opportunities, with peers who have similar 

interests. 

 

Skills that will need to be emphasized include (Attwood & Gray) Entry: how to join-in with a 

group of children and how to welcome a child who wants to join-in; Assistance: recognizing 

when and how to provide and accept help from others; Compliments: providing 

compliments at appropriate times and knowing how to respond to a friend’s compliment; 

Criticism:  knowing when criticism is appropriate and inappropriate, how it is given and the 
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ability to tolerate criticism; Accepting Suggestions: incorporating the ideas of others in the 

activity; Reciprocity and Sharing: a “back and forth” sharing of conversation and resources 

(toys…); Conflict Resolution: working through disagreements with compromise, accepting 

opinion of others; Monitoring and Listening: learning to observe peer’s body language and 

monitor their contribution to the activity. Monitor one’s own body language to reflect 

interest in peer and activity; Empathy: recognizing when appropriate comments and actions 

are required in response to peer’s circumstances and the feelings of others; Avoiding and 

Ending: teach the appropriate comments and behavior to maintain, end, or avoid an 

interaction.  

 

Focus on areas such as topic selection; repertoire of interests that can be discussed; ways 

of marking topic shifts; conversational expectations, i.e. turn taking, listening, building on 

what is said; reading of social cues; eye contact; posture; volume; inflection; and 

generalizing to different settings.  

 

Emphasize the potential benefits of associating with peers who a good influence as opposed 

to those who are not. Encourage opportunities for involvement with such peers and 

reinforce that choices in that regard can result in increased privileges.   

 

To address bullying or child being teased, teach any number of easy-to-use diffusing 

strategies to avoid worsening the situation. In that regard, it tends to be counter-productive 

for child to become defensive or argumentative when teased but, rather, it’s often best for 

child to respond to the teasing in an unemotional and nonchalant. A sense of humor also 

tends to be quite helpful. Clearly, the child becoming emotional and upset only ‘adds fuel to 

the fire.’  It is advised to work with school staff to ensure that, while they protect all 

students from physical danger, they do not take sides when faced with accusations of minor 

teasing. Taking sides and punishing tends to only worsen the subsequent teasing given that, 

after being punished, the “bully” tends to seek revenge on the “victim.”  

 

LEISURE TIME TIPS 

 

Productive use of leisure time may be achieved by developing a structured daily routine that 

includes various choices of activities during free time.  

 

It is recommended that reinforcement (praise) is provided for using free time in a 

productive manner without becoming disruptive and with the expectation that the work/play 

area is clean and orderly before moving to the next activity.   

 

STRATEGIES TO PROMOTE SELF-CARE (GROOMING, HYGEINE…) 

 

Grooming and hygiene skills can be addressed through a consistent “self-help routine” 

targeting neglected areas (brushing teeth, combing hair, bathing…).  

 

A daily schedule, or picture schedule, may be helpful.  

 

A reinforcement schedule is advised to increase independence with a decrease in prompts 

over time.   

 

Chaining and backward chaining techniques may be helpful for skill acquisition.  
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Enuresis can be addressed via: reinforcement and responsibility training; bladder training; 

conditioning; and/or medication. Please consult with Dr. Carosso for specifics regarding 

these approaches. 

 

Encopresis can be addressed via a medical consult to rule-out constipation; a consistent 

voiding schedule with reinforcement program; and journaling to assess antecedents. 

 

Dealing with Difficult Community Behavior 

 

It is recommended that structured public outings and involvement in community activities 

(adult structured and supervised) are utilized with expectations clearly  explained prior to 

departure and high levels of reinforcement (praise…) provided during the outing to promote 

sociality, compliance, self-control, and safety awareness.  

 

After the outing, it is recommended that the positives of the outing are discussed (waited in 

line without disrupting, did not run down the aisles…) as well as problem areas to be 

targeted for next time. Subsequent privilege level can then be determined.  

 

Re-Directing Issues with Drugs and Alcohol 

 

Provide coping strategies to avoid future substance use 

Utilize regular drug testing (can be purchased at local Pharmacy) 

Teach of the need to change “people, places, and things.” 

Investigate Nicotine patch and other strategies to avoid cravings and withdrawal 

Monitor extent of cravings and withdrawal and provide coping strategies (support person, 

cognitive strategies, distraction methods…) 

Refer to D/A facility such as Gateway or Greenbrier for assessment and treatment 

Identify triggers to substance use 
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SECTION III: RESOURCES!!! 

 

HERE’S A LIST OF SUPER HELPFUL INTERNET AND BOOK RESOURCES 

 

 Apple Tree Institute (appletreeinstitute.com): provides step-by-step 

instruction, through videos and webinars, for parents of children with autism and/or 

behavioral problems.   

 

 CPC’s Television Program: “Community Psychiatric Centers Presents: All 

About Childhood Mental Health Issues” The show is informational regarding the 

nature and treatment of childhood mental health issues including autism, ADHD, 

oppositionalism and defiance, mood disorder, and related concerns.   Episodes can 

be viewed on the website: cpcwecare.com and helpforyourchild.com 

 

 CpcWeCare.com is a wonderful website offering an array of helpful resources, tips, 

and guidance to manage any number of behavioral, emotional, and developmental 

issues.  

 

 The CPC Answers Series at cpcwecare.com (Parent Resources Section) providing 

detailed programming for behavioral problems, ADHD, Encopresis, Autism, and 

more.   

 

To address autism and PDDNOS): 

 The company “Different Roads to Learning: Your Complete ABA Resource” 

(www.difflearn.com) is an invaluable resource for various materials including most of 

the books listed below 

 Children with Autism: A Parents Guide. Edited by Powers, 2000 

 Demystifying Autism Spectrum Disorders: A Guide to Diagnosis for Parents and 

Professionals. Bruey, 2004 

 Emergence: Labeled Autistic. Grandin and Scariano, 1986 

 Facing Autism: Giving Parents Reasons for Hope and Guiidance for Help. Hamilton, 

2000 

 Overcoming Autism: Finding the Answers, Strategies, and Hope That Can Transform 

a Child’s Life. Koegel and LaZebnik, 2004 

 A Treasure Chest of Behavioral Strategies for Individuals with Autism (Fouse and 

Wheeler) 

 Siblings of Children with Autism: a Guide for Families (Harris, S.) 

 Taking Care of Myself: A Healthy Hygiene, Puberty and Personal Curriculum (Wrobel, 

Mary) 

 

To address high-functioning Autism and Asperger’s Disorder 

 Helping the Child Who Doesn’t Fit In (Nowicki, Stephen & Duke, Marshall) 

 OASIS (on-line Asperger Syndrome Information and Support) 

http://www.udel.edu/bkirby/asperger 

 More than Words (www.hanen.org) 

 The complete Guide to Asperger’s Syndrome (Attwood) 

  

Autism-Related Websites 

 Autism Coalition (autismcoalition.org) 

 Autism Society of America (autism-society.org) 

 Weightedvests.com or therapyshoppe.com 

 therapyshoppe.com 

http://www.difflearn.com/
http://www.udel.edu/bkirby/asperger
http://www.hanen.org/
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 Division TEACCH (http://www.unc.edu/depts/teacch 

     

Sensory Integration 

 The Sensory-Sensitive Child: Practical Solutions for Out-Of-Bounds Behavior (Smith 

& Gouze) 

 Understanding Sensory Dysfunction ((Emmons & Anderson) 

 The Out-Of-Sync Child (Kranowitz, Carol) 

 

Dietary Interventions 

 Autism Network for Dietary Intervention (http://www.autismndi.com/) 

 The GFCF Diet (http://www.gfcfdiet.com/) 

 The Feingold Diet (feingold.org/faq-pg.html) 

 

To address attention-deficit/hyperactivity: 

 Childswork-Childsplay (www.childswork.com): quality resource for counseling games 

and books for children  

 Taking Charge of ADHD (Barkley) 

 Various workbooks including: The “Putting On The Breaks” Activity Book For Young 

People With ADHD; and The Best of “Brakes” (Quinn & Stern) 

 Getting a Grip on ADD: A Kid’s Guide to Understanding and Coping with Attention 

Disorders (Frank and Smith) 

 ADD/ADHD Behavior Change Resource Kit (Flick) 

 

Improving relationship between parent and child 

 How To Talk So Kids Will Listen and Listen So Kids Will Talk (Faber & Mazlish)  

 

Addressing Teenagers’ Issues 

 STEP (Systematic Training for Effective Parenting): Parenting Teenagers (Dinkmeyer 

and McKay) 

 Parents, Teens, and Boundaries: How to Draw the Line (Bluestein) 

 Brief Adolescent Therapy Homework Planner (Jongsma, Peterson, and McInnis) 

 

To address behavioral issues (noncompliance, defiance, develop parenting skills) 

 STEP (Systematic Training for Effective Parenting): Parenting Young Children Under 

the age of six (Dinkmeyer and McKay) 

 1-2-3 Magic System (Phelan) 

 How to Behave So Your Child Will Too (Sal Severe) 

 Parenting with Love and Logic (Fay and Cline) 

 Skills Training for Children with Behavioral Disorders (Bloomguist) 

 Defiant Children: A Clinician’s Manual for Assessment and Parent Training (Barkley) 

 

Addressing problems with Mood, Anxiety, and Fears 

       Bipolar 

 The Bipolar Child (Popolos & Popolos) 

 Bipolar Disorders: A Guide to Helping Children and Adolescents (Waltz) 

 

Depression 

 Tell Me Something Happy Before I Go to Sleep (Dunbar and Gliori) 

 Fear’s, Doubt’s, Blues and Pouts:  Stories of Handling Fear, Worry, Sadness and 

Anger (Wright) 

 The Complete Depression Treatment and Homework Planner (Jongsma) 

 Raising Depression-Free Children (Hockey, K) 

http://www.unc.edu/depts/teacch
http://www.autismndi.com/
http://www.gfcfdiet.com/
http://www.childswork.com/
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 The Coping Skills Workbook: Teaches Kids Nine Essential Skills to Help Deal with 

Real-Life Crisis (Schab) 

 Feeling Good Handbook (Burns) 

 Help Me, I’m Sad (Glasser, D) 

 

Anxiety / OCD / PTSD 

 Helping Your Anxious Child:  A Step-by-Step Guide for Parents (Parpe) 

 The Anxiety and Phobia Workbook (Bourne) 

 Self-Coaching: How to Heal Anxiety and Depression (Luciani, J) 

 If Your Adolescent Has an Anxiety Disorder: An Essential Resource for Parents 

 The Boy Who Couldn’t Stop Washing (The Experience and Treatment of Obsessive-

Compulsive Disorder (Rapoport) 

 The PTSD Workbook: Simple, Effective Techniques for Overcoming Traumatic Stress 

Symptoms (Williams & Puijula) 

 

Self-Injury 

 Treating Self-Injury: A Practical Guide (Walsh, Barent) 

 

Addressing Shyness and Social Anxieties 

 Talk to Me: Conversation Tips for the Small-Talk Challenged (Honeychurch & 

Watrous) 

 10 Simple Solutions to Shyness (Antony) 

 

Developing friendships 

 Good Friends are Hard to Find:  Help Your Child Find, Make and Keep Friends 

(Wetmore) 

 Social Stories and More Social Stories (Gray) 

 The New Social Story Book, Illustrated Edition (Gray) 

 

Dealing with Bullies (Avoiding being a “Victim”) 

 Bullies to Buddies: How to Turn Your Enemies into Friends (Kalman, I) 

 www.Bullies2Buddies.com 

 

Sibling issues: 

 Siblings Without Rivalry (Faber & Mazlish) 

 Bullies to Buddies: How to Turn Your Enemies into Friends (Kalman, I) 

 www.Bullies2Buddies.com 

 

Down’s Syndrome 

 Communication Skills in Children with Down’s Syndrome (Kumin) 

 A Parent’s Guide to Down’s Syndrome (Siegfried) 

 

Attachment and Bonding 

 Troubled Transplants (Delany, R. & Kunstal, F.) 

 Building the Bonds of Attachment (Hughes) 

 When Love is Not Enough (Thomas) 

 Community Psychiatric Centers has available a number of helpful videos by Nancy 

Thomas including “Give Me A Break: Help for Exhausted Parents of Difficult Children” 

and “Captive in the Classroom” 
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Information about medication 

 Straight Talk About Psychiatric Medications For Kids (Wilens) 

 Medications for School-Age Children: Effects on Learning and Behavior (Brown and 

Sawyer) 

 

Sleep problems 

 Solve your Child’s Sleep Problems (Ferber) 

 Nightlight: A Story for Children Afraid of the Dark (Gutro and Boyle) 

 

Learning Disabilities 

 Learning Disabilities Association of America (http://www.ldanatl.org) 

 

Recommended Autism Videos 

 Embracing Play Video (Baldi & Detmers; Behavioral Intervention Association (BIA) 

 Passport to Friendship Video: Facilitating Peer Play for Children with ASD (Baldi & 

Detmers) 

 Relationship-Based Intervention Video (Klaw, R.) 

 Appletreeinstitute.com (On-line training videos- very helpful) 

 

Additional Internet Resources 

 cpcwecare.com (website provides dozens of links for information on many 

childhood disorders and related resources) 

http://www.ldanatl.org/

