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I recently saw the play “Fall-
ing” by Deanna Jent, now 
being performed at the Mi-

netta Lane Theater in the Village. 
The author is herself the mother 
of an autistic child and undoubt-
edly this factor has prompted 
her to write this provocative 
piece about a family caring for 
their autistic son. Now an 18-
year-old teen, he continues to 
live at home with the flow of the family life 
built largely around his needs. 

The core of this piece is how strongly 
this demanding routine controls the lives 
of everyone in the household. There is the 
loving but real resentment of the younger 
sister, the pull on the marriage of the par-
ents and the denial and ignorance of the 
visiting grandmother. There is also love, 
devotion and enormous commitment in 
spite of great fatigue, frustration and un-
certainty.

The mother, in particular, is a constant 
hero in the lives of her family and cer-
tainly in the ongoing attention to and sen-
sitivity towards her son. She is exhausted 
and she is torn, but in spite of natural 
doubts and great stress, she remains that 
constant center around which the care 
the boy needs is rooted. The father is the 
other half of this extraordinary team and 
fortunately, he is right there too, taking 
the other shifts, fulfilling the other myriad 
of needs that comprise the day to day op-
eration of this care giving. 

This is a rare theatrical focus on a 
story that touches thousands of families. 
Whether it’s autism, or learning issues, or 
a myriad of other special needs, this is a 
conversation we as a society need to have 
and keep in the spotlight of our attention. 

There is enormous cost here, 
the cost of medical care, the 
cost to the structure of these 
families and the cost to the 
society as a whole.

With these kinds of realities 
in mind, our goal as publishers 
of our Special Child magazines 
is to offer positive articles 
that will support and inform 
the many parents in our New 

York communities facing these great chal-
lenges. So many wonderful, generous and 
knowledgeable people have contributed 
to our editorial. We are grateful for their 
input and for their expertise. They are 
also heroes and partners together with 
these families in striving to move beyond 
the boundaries of diagnosis into the light 
of achievement. 

More is known everyday and the on-
going research and dedication of profes-
sionals throughout the globe is helping to 
provide new vital techniques and treat-
ments. Education is the key and more and 
more valuable professionals are offering 
programs to educate children with a spec-
trum of issues. We are fortunate to have an 
abundance of such options here through-
out the New York metropolitan area and 
we salute them.

Let us know your thoughts. We look for-
ward to hearing from you. 

Thanks for reading.

Letter from the publisher

Susan Weiss-Voskidis
Publisher/Executive Editor
Family@cnglocal.com 

We are a 
community
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Dear Editor,
 I just picked up a copy of the Spring–Summer 

Long Island Special Child that I noticed at my 
church. To make a very long story short, my 
wonderful, adorable, lovable, special nephew 
is 3 years old, and I have noticed many signs of 
autism (I have also worked with special-needs 
children for years). 

While so many articles in this issue offered a 
wealth of information, support and reassurance, 
one stood out to me: Theresa Lynn’s article “Fac-
ing the challenges of autism” (p. 38) presented 
parallels to the struggles, challenges, and ac-
ceptance that my sister is now facing. It brought 
tears to my eyes reading each section, thankful 
that someone was able to put into words exactly 
what my sister is going through now. 

I am going to pass this issue on to my sister, 
and gently, lovingly encourage her to read this 
article with the hopes she reads it the same way 
I did. 

I can’t thank you enough.

With gratitude and hope,
Michelle Pugliano, Merrick, NY

LETTERS

From our 
readers

I am going to pass this issue on to my sister, 

From our 
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PARENTING

BY THERESA LYNN

I didn’t know that anything was wrong. When my son turned 2 years old, I didn’t realize that anything was “wrong” with him.
He didn’t speak, but was otherwise a very happy, healthy, active, beautiful little boy. There is a history of late talkers in my family with boys, and my husband himself was also a late talker. So, I really didn’t think anything of it.My son also had a history of ear infec-tions and asthma, so we attributed his si-lence to that and figured it would happen eventually. 

A few months later there was still no change, and after speaking with my mother, who is a psychologist, I proceeded to have him evaluated through the local early intervention program. He qualified for both speech and special-education services due to his speech delay, and began receiving services several times a week in our home and at a local center. He began making progress, but it was slow.
The diagnosisAt that time, we also requested he get a developmental physical to see if there was anything else going on aside from his speech delay. In my heart, I knew there very well may be something bigger going 

on.
My husband actually went with me to the evaluation appointment (the only time). The report from this developmental physical told me that my son was just fine, they did not believe him to be autistic, he was just speech delayed. I was relieved by this news and I believed it, because I wanted to, but I just knew there was some-thing more.

As a follow-up to the physical, we were directed to go see another doctor who spe-cialized in speech disorders to see if there was more to the delay. Was it apraxia? Was it an auditory processing disorder? Was it a non-verbal learning disorder? Or, some-thing else? This was one of those doctor visits from hell — my son did not connect at all with the doctor and was terrified, he clung to me like never before, and he had a tantrum.
The doctor then proceeded to talk to me like my child was a monster, or at least that is how I perceived it. “He needs compliance training,” she said — as if he was some sort of an ani-mal. She spoke frequently of the “A” word (autism) and said he was moderately to severely autistic. She made me feel as if I was a horrible parent. I left there in tears and wouldn’t accept her words, I tried to block them out and made myself believe the first report.

When I received a copy of her report in the mail I called my service coordinator and set up an IFP meeting, since we were now approaching my son’s third birthday and he would have to transition from the early intervention program over to the school district. 
At the mutual decision of my son’s speech and special-education teachers, myself, and the service coordinator — it was agreed that we would have him see another developmental psychologist for another opinion.

I went to this appointment with the service coordinator. We spoke to the doc-tor at length about my son, and then he began the testing and observation, which involved him playing and interacting with my little guy with various toys.At the end of the testing he left for a bit and then came back to deliver the news. The diagnosis was confusing. It mentioned things like: “behaviors consistent with an Autism Spectrum Disorder. Testing solidly suggestive of an Autism Spectrum Disor-der, though certainly at the mild end. Hy-perlexia may be developing.” And it gave a diagnosis of pervasive developmental disorder. It is this diagnosis that was in-strumental to getting my son the help that he needed. Coupled with my advocacy for him, we now had all the tools needed to get him the appropriate services.
The transition to preschool

In New York State, when your child turns 3, he exits the county early inter-vention program and enters the school district. 
For some, this is a big nightmare. But for me, thankfully, this has so far gone pretty smoothly. The biggest change for us is that my son now attends a preschool itinerant program for other autistic and developmental-delayed children.His classroom consists of six children, a special-education teacher, a speech teacher, an occupational therapist, and an aide. They have a music therapist who vis-its the class on a weekly basis. He goes to school for three hours every day and takes a school bus there and back. It is hard to put your 3 year old on a school bus (they do have car seats), but it is also liberating to know that I have three hours “for me” each day.

I often feel as if I have given up a huge chunk of my privacy with this revolving door of people coming and going in and 

out of my house. I sometimes wish I could have that privacy back, but this loss of privacy is just a small sacrifice on my part in order for my son to succeed. And want him to succeed, I do.

The reactions of familyAs if my own acceptance of my son’s autism diagnosis was not difficult enough, there is the issue of how others will per-ceive it. 
It is the harsh reality that some will not accept or understand this diagnosis. I have friends and family who “get it” and some that do not. My mother is a psy-chologist and works directly with autistic children. Her knowledge has been both comforting and terrifying to me — though ultimately she and my dad are my biggest sense of support.

Because they live close to me they see what I am going through and have close contact with their grandchild and see his progress. I have other relatives, siblings, in-laws, etc. who do not live close by. Per-haps due to the distance and the fact they do not see what we go through on a regu-lar basis, it is harder for them to accept or realize the diagnosis.Even my spouse has had a difficult time coming to grips with it all. His schedule keeps him apart from us for extended periods of time, which is stressful on the family unit.

Dealing with friendshipsI have lost friendships and let friend-ships go during this trying time of my own acceptance of my son’s autism. I found that it was very easy for me to 

go into a hole and just go through the day-to-day motions instead of dealing with others.
This isn’t the healthy way to deal with it and I now make the effort to not seclude myself. The bottom line is that, for me, I needed to identify which friendships could maintain this and which ones stress the heck out of me.You need to be open and honest with friends about your stress, your feelings, and present them with facts on your child’s diagnosis. 

They may never understand what you are going through because they’ve not walked in your shoes. But, they can hold your hand and be by your side while you climb this mountain. You cannot let the diagnosis consume you and your friend-ships.
At the same time, I have built new friendships by reaching out to other par-ents of autistic children.

This is my childAs a parent, my biggest want is for my child is for him to be happy, healthy, and to succeed. Through lots of trial and error, many tears, and lots of laughs, my son and I are climbing this mountain, called au-tism, together. I would be a liar if I told you that I wouldn’t have it any other way. Of course, I would never wish this diagnosis on my child, or on anyone. But, we’ve got it and we have to deal with it to the best that we can.
The autism diagnosis is a label, and a weighty one at that. But, above every-thing, he is my little boy. Though he wears this label, “autism,” on an ID tag around his wrist, my love for him has not changed. I loved him before the diagnosis and this will never change.

I brought him into this world and I do my best each day to ensure that his health, happiness, and well-being are maintained. He, in turn, is constantly teaching me new things. I have a newfound appreciation for little things now that I previously would have taken for granted. He makes me a bet-ter person and he completes me. I recently saw a button that said: “My child is my life, and the rest is just the details.” That pretty much sums it up.
Editor’s note: The rate of autism was one in 10,000 births just 10 years ago. Today, one in every 250 children born this year will have some form of autism. This makes autism the third most common developmental disorder — more com-mon than Down syndrome or cystic fibrosis.

Facing the 
challenges of autism

How to move from initial shock to getting the help your child needs
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Help for Children’s Behavioral Problems
 Comprehensive Behavior Modifi cation Treatments

 Oppositional and Defi ant Behavior
 Attention Defi cit Disorder (ADHD)
 Autism; Asperger’s Disorder; PDD-NOS
 School and Learning Problems
 Poor Social Skills: Relationship Problems
 Anxiety; Depression; Fears and Phobias
 Childhood Obesity; Eating Disorders
 Bedwetting
 Stuttering

Our Professional Credentials
Our clinical director has been a distinguished behavioral psychologist 
for more than 30 years. He has served on the staff of the Child 
Development Clinic at Long Island Jewish Hillside Medical Center, 
and has directed child behavior modifi cation treatment programs 
at St. Joseph’s Medical Center in Westchester.

To learn more about our comprehensive behavioral treatments
and professional qualifi cations, please visit our websites:

www.behaviortherapist.net

www.treatmentforautism.com

www.stutteringcontrol.com

Our services are provided through offi ce visits or house calls.
Most health insurance plans are accepted. Please call for a free telephone consultation.

228 Birch Drive, Manhasset Hills (New Hyde Park)  (516) 294-5000

Behavior Therapy Associates
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Education

By Myrna Beth haskell

S ince Asperger’s Syndrome was first 
recognized in the American Psychi-
atric Association’s Statistical Manual 

of Mental Disorders in 1994, it was widely 
viewed as a disorder mostly found in the 
male population. The Interactive Autism 
Network reports that some studies continue 
to show that “the ratio of boys to girls with 
Asperger’s syndrome is between six and 
11 to one.” However, notable experts in the 
field say the ratio of boys to girls with the 
syndrome is much lower, at 3.4:1, with an 
even lower ratio for adults, 2:1.  

Experts are beginning to realize that, for 
years, girls were misdiagnosed or diagnosed 
late — in adolescence or adulthood. Unfor-
tunately, girls who do not get an accurate 
and early diagnosis do not reap the benefits 
of early intervention, and, consequently, 
often suffer from depression and anxiety 
later in life. 

Therefore, it is imperative that caregiv-
ers, healthcare providers, and school per-
sonnel are educated on the unique charac-
teristics of girls with Asperger’s Syndrome 
so that young girls on the spectrum can get 
the help that they need in order to be suc-
cessful throughout their lives.

the diagnosis dilemma 
I attended a conference in Albany, NY, 

in October 2011, hosted by the Center for 
Disability Services. Tony Attwood, PhD, a 
world-renowned expert and author of sev-
eral books on the subject, including “The 
Complete Guide to Asperger’s Syndrome,” 
was the guest speaker. It was refreshing to 
attend a conference that focused on girls on 
the spectrum. During his talk he addressed 
the issue of why it is difficult to diagnose 

girls with Asperger’s.  
“Girls fly ‘under the radar’ of diagnosis. 

They are often less disruptive and, there-
fore, are less likely to be noticed,” he ex-
plained. “They tend to be on the ‘invisible 
end of the spectrum’ because they are able 
to camouflage their disorder better than 
boys. In other words, they are chameleons 
and can ‘fake it ’til they make it.’ ”

Boys and girls with Asperger’s exhibit 
many of the same characteristics and traits 
— such as impaired social interaction, obses-
sive interests, and inflexible thinking — but 
there is a difference in their outward behavior 
and coping skills. Boys tend to act out their 
frustrations by being disruptive. On the other 
hand, girls will tend to withdraw or become 
mute when they experience social anxiety. 

“By imitation and role modeling girls pre-
tend to be normal,” Attwood reports. 

So, it is not uncommon for girls on the 
spectrum to be diagnosed with disabilities 
other than Asperger’s — such as attention 
deficit disorder, obsessive-compulsive disor-
der, or an expressive or receptive language 
delay — without any recommendation to be 

tested for an autism spectrum disorder. Even 
more unsettling, some girls with Asperger’s 
are just seen as introverted or “strange,” and 
do not get tested at all. Since school person-
nel and general practitioners may not see ob-
vious “red flags,” many girls wind up with no 
accommodations and supports.  

Suzanne Gunther, a resident of Guilder-
land, NY, and a mother of a teenage daughter 
with Asperger’s, noticed her daughter’s in-
ward behavior when she was young. 

“My daughter internalizes her emotions. 
When she was younger, she seemed to live in 
her own little world. She went about her busi-
ness and didn’t really display emotions like 
anger or frustration. I have witnessed boys 
with Asperger’s, and when they are upset or 
feel disconnected, they often lash out physi-
cally or become disruptive.”

Many girls on the spectrum are able to 
hold it together during the school day. How-
ever, parents often see a different side to their 
child at home because there is a need to re-
lease pent-up stress from desperately trying 
to contain oneself all day long. 

“My daughter would hold it all together, 
and then when she got home in a ‘safe’ en-
vironment, she would unravel,” explains 
Gunther.

An accurate diagnosis can only be made 
after a trained professional has observed 
the communication, behavior, and devel-
opmental skills of the individual. A psy-
chosocial evaluation and a communication 
evaluation (focused on non-verbal forms 
of communication) will take place. Parents 
shouldn’t hold anything back in interviews 
or when filling out forms on their child’s so-
cial, emotional, and behavioral history. The 
parent perspective is an integral part of the 
diagnostic puzzle.

issues in adolescence 
Valerie Paradiz, PhD, the developer of In-

Girls
on the spectrum

tegrated Self Advocacy ISA™ (a curriculum 
and training series for educators and thera-
pists who wish to help individuals with au-
tism spectrum disorders achieve self-advo-
cacy), and author of “Elijah’s Cup: A Family’s 
Journey into the Community and Culture 
of High-Functioning Autism and Asperger’s 
Syndrome,” claims that girls find ways to com-
pensate for their social disability by throwing 
themselves into academics or obsessive inter-
ests. These might include video games, draw-
ing, or other solitary activities. Unfortunately, 
this type of compensation does not help girls 
learn to cope in social situations.  

“In my case, I was an academic nerd, 
studying all day long. Although I got straight 
As, this pattern followed me through col-
lege and graduate school, which rendered 
me not so adept in understanding the social 
aspects of work,” admits Paradiz.

Attwood clarifies that the enormous 
stress of having to “pretend to be nor-
mal” can lead to a low self-esteem. A low 
self-esteem can subsequently lead to other 
problems, such as eating disorders, abusive 
relationships, and anxiety disorders. 

Anorexia nervosa is a huge concern for 
teenage girls on the spectrum. Attwood 

explains that this is because weight control 
and calorie counting can become an obses-
sive interest for girls with Asperger’s. They 
might equate being thin with being popular, 
and their obsessive-compulsive tendencies 
and low self-esteem can lead them down a 
dark path quite quickly.

Girls with Asperger’s also have a hard 
time negotiating sexual attention. 

“Girls on the spectrum are intoxicated by 
the interest that boys give them, so they are 
a target for predators,” explains Attwood. 

Girls with Asperger’s can be more sus-
ceptible to being deceived by a pedophile or 
entering into a relationship with an abusive 
boyfriend. This is partly due to the fact that 
girls with Asperger’s lack character judg-
ment, have a hard time reading non-verbal 
cues, and are desperate to fit in socially.   

Paradiz believes that teenage girls need 
extra support from parents and caregivers 
when it comes to relationships. 

“Explicit support is needed with the so-
cial aspects of sexuality, especially how to 
identify abuse, coercion, and date rape,” 
she says.  

Girls on the spectrum are also at a much 
younger age, in terms of emotional develop-

ment, than their female peers as well.  
“My daughter is emotionally at a much 

younger age, and it is hard for her to deal 
with situations that other 17-year-olds are 
prepared to handle,” says Gunther. 

Paradiz also cautions parents to be aware 
of signs of depression as their daughter en-
ters adolescence and adulthood.  

Looking to the future
If a college degree is in her future, parents 

should contact the prospective institution to 
find out what supports they have for students 

with disabilities. They should also plan to 
visit the campus several times in order to 

help with the transition. Many girls with 
Asperger’s find it beneficial to attend 
a community college and continue to 
live at home, especially for the first 
two years. This gives them more 
time to mature emotionally and so-
cially, and they can concentrate on 
academics without the added pres-

sures of independent living.
Attwood reports that women with 

Asperger’s have a 50 percent chance of 
having a child with Asperger’s. However, 
he believes that women on the spectrum 
handle children with Asperger’s extremely 
well because they can relate to their unique 
attributes. He has found that women with 
Asperger’s make great mothers and have 
both unconventional and conservative par-
enting styles. He says that they also tend to 
be distrustful of public school systems, es-
pecially if their own needs were not handled 
well when they were in school. So, many 
Asperger’s mothers choose homeschooling 
as an option.

It is also imperative that girls on the spec-
trum find a career that is suited to their spe-
cial talents. Besides looking for the right skills 
fit, she should be sure that the environment 
is one that she will be comfortable in. For in-
stance, if she finds noise to be a distraction, 
she should find a job where she can work in 
a quiet space. 

“There are many people with AS who have 
chosen a career in psychology and who sub-
sequently develop psychotherapies for ‘Asp-
ies,’ which is a great thing!” says Attwood. 

Finding a support group is critical as 
women look ahead to living life with Asperg-
er’s. 

“With the age of the Internet, we are lucky 
to be able to connect with people beyond 
our geographic location, and there are many 
associations and forums available to lend 
support and share knowledge and informa-
tion,” adds Gunther.

Contact your local hospital or center 
for disabilities to see if there are sup-
port groups specifically for girls on the 
spectrum and their families. Additional 
resources are listed below:
• Autism Women’s Network
Specifically for girls and women with 

Asperger’s and their families: 
http://autismwomensnetwork.org/
• OASIS @ MAAP 
Provides articles, educational re-

sources, links to local, national, and 
international support groups, lists of 
camps and schools, conference informa-
tion, recommended reading, and moder-
ated support message boards. 

www.aspergersyndrome.org/
info@aspergersyndrome.org
(219) 662–1311
• GRASP: The Global and Regional 

Asperger Syndrome Partnership 
The largest organization of adults and 

teens on the spectrum. 
www.grasp.org/   (888) 474–7277

Resources
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Education

By Myrna Beth haskell

S ince Asperger’s Syndrome was first 
recognized in the American Psychi-
atric Association’s Statistical Manual 

of Mental Disorders in 1994, it was widely 
viewed as a disorder mostly found in the 
male population. The Interactive Autism 
Network reports that some studies continue 
to show that “the ratio of boys to girls with 
Asperger’s syndrome is between six and 
11 to one.” However, notable experts in the 
field say the ratio of boys to girls with the 
syndrome is much lower, at 3.4:1, with an 
even lower ratio for adults, 2:1.  

Experts are beginning to realize that, for 
years, girls were misdiagnosed or diagnosed 
late — in adolescence or adulthood. Unfor-
tunately, girls who do not get an accurate 
and early diagnosis do not reap the benefits 
of early intervention, and, consequently, 
often suffer from depression and anxiety 
later in life. 

Therefore, it is imperative that caregiv-
ers, healthcare providers, and school per-
sonnel are educated on the unique charac-
teristics of girls with Asperger’s Syndrome 
so that young girls on the spectrum can get 
the help that they need in order to be suc-
cessful throughout their lives.

the diagnosis dilemma 
I attended a conference in Albany, NY, 

in October 2011, hosted by the Center for 
Disability Services. Tony Attwood, PhD, a 
world-renowned expert and author of sev-
eral books on the subject, including “The 
Complete Guide to Asperger’s Syndrome,” 
was the guest speaker. It was refreshing to 
attend a conference that focused on girls on 
the spectrum. During his talk he addressed 
the issue of why it is difficult to diagnose 

girls with Asperger’s.  
“Girls fly ‘under the radar’ of diagnosis. 

They are often less disruptive and, there-
fore, are less likely to be noticed,” he ex-
plained. “They tend to be on the ‘invisible 
end of the spectrum’ because they are able 
to camouflage their disorder better than 
boys. In other words, they are chameleons 
and can ‘fake it ’til they make it.’ ”

Boys and girls with Asperger’s exhibit 
many of the same characteristics and traits 
— such as impaired social interaction, obses-
sive interests, and inflexible thinking — but 
there is a difference in their outward behavior 
and coping skills. Boys tend to act out their 
frustrations by being disruptive. On the other 
hand, girls will tend to withdraw or become 
mute when they experience social anxiety. 

“By imitation and role modeling girls pre-
tend to be normal,” Attwood reports. 

So, it is not uncommon for girls on the 
spectrum to be diagnosed with disabilities 
other than Asperger’s — such as attention 
deficit disorder, obsessive-compulsive disor-
der, or an expressive or receptive language 
delay — without any recommendation to be 

tested for an autism spectrum disorder. Even 
more unsettling, some girls with Asperger’s 
are just seen as introverted or “strange,” and 
do not get tested at all. Since school person-
nel and general practitioners may not see ob-
vious “red flags,” many girls wind up with no 
accommodations and supports.  

Suzanne Gunther, a resident of Guilder-
land, NY, and a mother of a teenage daughter 
with Asperger’s, noticed her daughter’s in-
ward behavior when she was young. 

“My daughter internalizes her emotions. 
When she was younger, she seemed to live in 
her own little world. She went about her busi-
ness and didn’t really display emotions like 
anger or frustration. I have witnessed boys 
with Asperger’s, and when they are upset or 
feel disconnected, they often lash out physi-
cally or become disruptive.”

Many girls on the spectrum are able to 
hold it together during the school day. How-
ever, parents often see a different side to their 
child at home because there is a need to re-
lease pent-up stress from desperately trying 
to contain oneself all day long. 

“My daughter would hold it all together, 
and then when she got home in a ‘safe’ en-
vironment, she would unravel,” explains 
Gunther.

An accurate diagnosis can only be made 
after a trained professional has observed 
the communication, behavior, and devel-
opmental skills of the individual. A psy-
chosocial evaluation and a communication 
evaluation (focused on non-verbal forms 
of communication) will take place. Parents 
shouldn’t hold anything back in interviews 
or when filling out forms on their child’s so-
cial, emotional, and behavioral history. The 
parent perspective is an integral part of the 
diagnostic puzzle.

issues in adolescence 
Valerie Paradiz, PhD, the developer of In-

Girls
on the spectrum

tegrated Self Advocacy ISA™ (a curriculum 
and training series for educators and thera-
pists who wish to help individuals with au-
tism spectrum disorders achieve self-advo-
cacy), and author of “Elijah’s Cup: A Family’s 
Journey into the Community and Culture 
of High-Functioning Autism and Asperger’s 
Syndrome,” claims that girls find ways to com-
pensate for their social disability by throwing 
themselves into academics or obsessive inter-
ests. These might include video games, draw-
ing, or other solitary activities. Unfortunately, 
this type of compensation does not help girls 
learn to cope in social situations.  

“In my case, I was an academic nerd, 
studying all day long. Although I got straight 
As, this pattern followed me through col-
lege and graduate school, which rendered 
me not so adept in understanding the social 
aspects of work,” admits Paradiz.

Attwood clarifies that the enormous 
stress of having to “pretend to be nor-
mal” can lead to a low self-esteem. A low 
self-esteem can subsequently lead to other 
problems, such as eating disorders, abusive 
relationships, and anxiety disorders. 

Anorexia nervosa is a huge concern for 
teenage girls on the spectrum. Attwood 

explains that this is because weight control 
and calorie counting can become an obses-
sive interest for girls with Asperger’s. They 
might equate being thin with being popular, 
and their obsessive-compulsive tendencies 
and low self-esteem can lead them down a 
dark path quite quickly.

Girls with Asperger’s also have a hard 
time negotiating sexual attention. 

“Girls on the spectrum are intoxicated by 
the interest that boys give them, so they are 
a target for predators,” explains Attwood. 

Girls with Asperger’s can be more sus-
ceptible to being deceived by a pedophile or 
entering into a relationship with an abusive 
boyfriend. This is partly due to the fact that 
girls with Asperger’s lack character judg-
ment, have a hard time reading non-verbal 
cues, and are desperate to fit in socially.   

Paradiz believes that teenage girls need 
extra support from parents and caregivers 
when it comes to relationships. 

“Explicit support is needed with the so-
cial aspects of sexuality, especially how to 
identify abuse, coercion, and date rape,” 
she says.  

Girls on the spectrum are also at a much 
younger age, in terms of emotional develop-

ment, than their female peers as well.  
“My daughter is emotionally at a much 

younger age, and it is hard for her to deal 
with situations that other 17-year-olds are 
prepared to handle,” says Gunther. 

Paradiz also cautions parents to be aware 
of signs of depression as their daughter en-
ters adolescence and adulthood.  

Looking to the future
If a college degree is in her future, parents 

should contact the prospective institution to 
find out what supports they have for students 

with disabilities. They should also plan to 
visit the campus several times in order to 

help with the transition. Many girls with 
Asperger’s find it beneficial to attend 
a community college and continue to 
live at home, especially for the first 
two years. This gives them more 
time to mature emotionally and so-
cially, and they can concentrate on 
academics without the added pres-

sures of independent living.
Attwood reports that women with 

Asperger’s have a 50 percent chance of 
having a child with Asperger’s. However, 
he believes that women on the spectrum 
handle children with Asperger’s extremely 
well because they can relate to their unique 
attributes. He has found that women with 
Asperger’s make great mothers and have 
both unconventional and conservative par-
enting styles. He says that they also tend to 
be distrustful of public school systems, es-
pecially if their own needs were not handled 
well when they were in school. So, many 
Asperger’s mothers choose homeschooling 
as an option.

It is also imperative that girls on the spec-
trum find a career that is suited to their spe-
cial talents. Besides looking for the right skills 
fit, she should be sure that the environment 
is one that she will be comfortable in. For in-
stance, if she finds noise to be a distraction, 
she should find a job where she can work in 
a quiet space. 

“There are many people with AS who have 
chosen a career in psychology and who sub-
sequently develop psychotherapies for ‘Asp-
ies,’ which is a great thing!” says Attwood. 

Finding a support group is critical as 
women look ahead to living life with Asperg-
er’s. 

“With the age of the Internet, we are lucky 
to be able to connect with people beyond 
our geographic location, and there are many 
associations and forums available to lend 
support and share knowledge and informa-
tion,” adds Gunther.

Contact your local hospital or center 
for disabilities to see if there are sup-
port groups specifically for girls on the 
spectrum and their families. Additional 
resources are listed below:
• Autism Women’s Network
Specifically for girls and women with 

Asperger’s and their families: 
http://autismwomensnetwork.org/
• OASIS @ MAAP 
Provides articles, educational re-

sources, links to local, national, and 
international support groups, lists of 
camps and schools, conference informa-
tion, recommended reading, and moder-
ated support message boards. 

www.aspergersyndrome.org/
info@aspergersyndrome.org
(219) 662–1311
• GRASP: The Global and Regional 

Asperger Syndrome Partnership 
The largest organization of adults and 

teens on the spectrum. 
www.grasp.org/   (888) 474–7277

Resources
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Special needS

By Jamie LoBer

M ost families have heard of the 
term Down syndrome, but they 
may not understand what it truly 

means and how it affects children living 
with the condition.  

“It is an extra copy of the 21st chromo-
some that is usually identified after birth, 
but can also be identified by amniocentesis 
prior to birth,” said Julie Cevallos, vice presi-
dent of marketing with the National Down 
Syndrome Society. 

According to the Society’s website, a few 

of the common physical traits of Down syn-
drome are “low muscle tone, small stature, 
an upward slant to the eyes, and a single 
deep crease across the center of the palm.” 
Most people with Down syndrome have cog-
nitive delays that are mild to moderate. But, 
ultimately, every child with Down syndrome 
is affected differently.  

“Some children have medical complica-
tions that need to be taken care of right 
away, whereas other children do not have 
any immediate medical threats,” said Dr. 
Susan Gottlie, chief of child development at 
New York Methodist Hospital. 

Doctors are now paying more attention to 
the signs of Down syndrome, which has led 
to earlier diagnosis and better outcomes.  

“The latest news is that non-invasive pre-
natal tests that are close to 100 percent ac-
curate are being tested in the market now,” 
said Cevallos.  

Most pregnant women inquire about pre-
vention, but the truth is that there is really 
nothing anyone can do.   

“It is a random error in cell division so 
there is nothing to avoid, though chances 
increase with maternal age,” said Cevallos.  

Common questions parents have, such 

Down syndrome
Clearing up misconceptions about this diagnosis
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When it comes to

Autism
identifying the  

challenge  
should be par  
for the course.

You wouldn’t tee up a baseball, so why put your 
special needs child into a school not designed 
specifically for them?

At Gersh Academy and The Gersh Experience 
we have been working with children and young 
adults on the Autism Spectrum for over 20 
years. What we know is that no two children are 
alike. Each child needs their own customized 
plan in order to identify their deficits, support 
their strengths and provide the most conducive 
learning environment possible to give them the 
best shot at long-term success.

To talk to an educational professional or to 
arrange a tour please call:

631-385-3342

as how delayed a child will be 
and whether he will be able to 
finish school or be indepen-
dent, cannot be answered at 
the time of diagnosis.  

“It is an issue where you 
have to follow the child and 
give them the best medical 
care and environment that you 
can with the hope that they 
will be able to fulfill their po-
tential,” said Gottlie.  

But, once a child is diag-
nosed with Down syndrome, 
the key is to be open-minded, 
because the way you react 
is contagious. Becoming in-
volved early can make a dif-
ference, as well as following up 
with services.  

“Be an advocate for your 
child,” said Gottlie. Whether 
you talk to a genetics person or 
pediatrician, someone is sure 
to know about early interven-
tion and give you resources to 
get started. “Sometimes fami-
lies do not know that, with a di-
agnosis like Down syndrome, 
a child is entitled to services 
from the time they are diag-
nosed.”

In fact, therapies can start 
in infancy.  

“Many of the agencies will 
provide services in the home, 
daycare, or wherever the child 
is during the day,” said Gottlie. 
You will find that there are 
few barriers from the assis-
tance point of view. “We try to 
make it as easy as possible for 
kids to get services in a timely 
way.” 

Every family is different, and 
the individual circumstances 
are going to vary as well.  

“Some of these children will 
have cardiac problems or be 
prone to ear or other infec-
tions, so depending on medi-
cal issues, the child may need 
to see either their pediatrician 
or one of the specialists more 
frequently,” said Gottlie.  

Do not hesitate to ask ques-
tions and share any concerns 
with your pediatrician, as she 
will be able to send you in the 
right direction.

“You may be offered the op-
portunity to be followed by 
a developmental pediatrician 
— who is someone who spe-

cializes in child development  
— in addition to your regular 
primary care doctor,” said Got-
tlie. Having good resources at 
your fingertips makes a big 
difference.  

“Physical, occupational, 
and speech therapy can help 
children develop the skills 
they need, and beginning 
these early intervention thera-
pies soon after birth can help 
children sit, walk, jump, run, 
throw, talk, and draw earlier 
than they would otherwise,” 
said Cevallos.  

Kids with Down syndrome 
may take longer than a typi-
cally developing child to reach 
various milestones, but every 
child has his own pace, and 
that makes him unique. Down 
syndrome does not have to be 
seen in a negative light. 

“Quality educational pro-
grams, a stimulating home en-
vironment, good healthcare, 
and positive support from fam-
ily, friends, and the community 
enable people with Down syn-
drome to develop their full po-
tential and lead fulfilling lives,” 
said Cevallos.

The best way to be support-
ive is to keep an open mind, 
says Cevallos. This means 
talking to someone with Down 
syndrome or getting involved 
with a local Buddy Walk or 
other event sponsored by the 
Down Syndrome Association. 
Outcomes can be quite posi-
tive.  

“People with Down syn-
drome attend school, work, 
participate in decisions that 
affect them, and contribute 
to society in many wonderful 
ways,” said Cevallos.  

If you or someone you know 
has a child with Down syn-
drome, there is no reason to 
fret.  

“People with Down syn-
drome are prospering and 
have hope for even greater po-
tential,” said Cevallos.  

Jamie Lober, author of Pink 
Power (www.getpinkpower.com), 
is dedicated to providing informa-
tion on women’s and pediatric 
health topics. She can be reached 
at jamie@getpinkpower.com.  
 © 2012 Jamie Lober.
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Parenting

By Dana Connelly

F or parents of special-needs children, 
the idea of bringing the child out to 
run errands is an exhausting thought. 

They may be afraid they will spend most of 
the time chasing the child down the street, 
concerned that he doesn’t seem to be aware 
of dangers. 

These are all understandable fears but 
ones that, if indulged, could possibly create a 
hindrance in the child’s ability to gain appro-
priate community behaviors. Perhaps you are 
utilizing a stroller or a child leash as a means 
of containing him. Maybe you are leaving him 
at home all together with another caregiver. 
Let’s face it, those errands need to be tackled 
and such tactics are quick fixes that actually 
let you get things done. But it is important to 
look at the big picture: employing restraining 
tactics or postponing the opportunity to learn 
within the community will not help improve 
your child’s behavior outside of the home or 
foster his independence in the long run.

Life and daily-living skills involve your little 
one’s ability to function independently in the 
home and in the community. When one thinks 
of a 3 year old, typically or atypically develop-
ing, we hardly think of him as being ready to 
cross the street on his own, or being able to 
make a phone call independently. According 
to such formal assessment tools as the De-
velopmental Assessment of Young Children, 
by the age of 3, a child is expected to have 
mastered the following skills: washes and 
dries his face and hands without assistance, 
attempts to obtain his own snacks, takes 
responsibility for toileting (needing some as-
sistance with wiping), cleans up spills with a 
cloth, and manipulates large zippers, snaps, 
and buttons. These are the prerequisite skills 
for more complex tasks such as bathing on 
his own, picking out appropriate clothing, and 
assisting with household chores. The ideas 
of the child living in his own home, holding 
down a job, and commuting to work every-
day seem like very distant goals. Maybe you 
are under the impression that such goals are 

not even going to be possible for your child. 
Never say “never,” and that later may be too 
“late.” According to the assessment tool, daily 
living skills are capable of being present as 
early as infancy.  

When your child enters into Early Interven-
tion or the Committee for Pre-School Educa-
tion, there are long- and short-term goals 
developed as part of his Individualized Fam-
ily Service Plan or Individualized Educational 
Plan. To clarify, a Family Service Plan is for a 
child in Early Intervention, aged 3 years old 
or younger. The Educational Plan is for a child 

in Committee for Pre-School Education, aged 
3 to 5. These goals are initially developed by 
the professionals who evaluate your child and 
will be addressed by the providers who are 
assigned to your child by the service agency. 
The Educational Plan is a living document, in 
that these goals change based on further as-
sessment and progress over time, in an effort 
to bring your child’s skills closer to age appro-
priate levels. The two plans are documents 
that you as the parent are very much a part of 
developing. If your child qualifies for services, 
consider your challenges when exposing him 
to tasks at home and in community life. Re-
quest that additional goals be developed if 
you are struggling with anything from toilet 
training, to dressing, or to holding hands ap-

propriately when walking down the street. 
Let’s consider the current behavior of a 

hypothetical boy named Sammy. Sammy 
is a 3 year old recently diagnosed by a psy-
chological evaluator as being on the autistic 
spectrum. Sammy requires goals that involve 
improving his cognitive and language skills, 
but also tends to display self-directed and 
resistant behaviors when required to engage 
in daily-living skills. He runs without fear 
across streets, unaware of traffic. He falls to 
the ground when holding hands and tends to 
vocalize and cry when required to walk more 
than one block. He wears diapers through the 
day and night and removes his diaper when it 
is wet or soiled without alerting an adult. He 
does not complete a meal while seated and 
depends on his mother to feed him. Here are 
some examples of potential goals to include 
in Sammy’s Individualized Family Service 
and Educational Plans’ goals:

annual goal: Sammy will improve his be-
havior while walking outside.

Short-term objective:
• Will  respond  to  stop  and  go  commands 

across at least two environments with 80 
percent accuracy during two consecutive 
sessions.

• Will walk at  least two blocks without fa-
tigue, without presence of the stroller, with 
80 percent accuracy during two consecutive 
sessions.

• Will  hold  hands  appropriately  with  an 
adult or peer upon verbal instruction with 
80 percent accuracy during two consecutive 
sessions.

• Will  wait  appropriately  without  hand 
being held and without darting for at least 10 
seconds upon adult request with 80 percent 
accuracy during two consecutive sessions.

annual goal: Sammy will develop appro-
priate behavior during meal times.

Short-term object:
• Will  remain  at  the  table  for  five  minute 

intervals for two consecutive sessions.
• Will  remain  at  the  table  for  a  10  minute 

interval for two consecutive sessions.
• Will use utensils  to  feed himself with 80 

Take me out!
Introducing life skills to special-needs children

percent accuracy during two consecutive 
sessions.

• Will  wipe  his  face  with  a  napkin  upon 
presentation of napkin without additional 
cues with 80 percent accuracy during two 
consecutive sessions.

• Will  drink  beverages  from  an  open  cup 
with 80 percent accuracy during two con-
secutive sessions.

annual goal: Sammy will be toilet trained.
Short-term objective:
• Will  tolerate  his  diaper  or  pull-up  being 

changed while standing in the bathroom near 
the toilet without falling to the floor or escap-
ing across three consecutive opportunities.

• Will  remain  seated  on  the  toilet  for  one 
minute when supervised by an adult across 
three consecutive opportunities.

• Will  eliminate  in  the  toilet  when  taken 
by an adult for four out of five opportunities 
to respond.

• Will alert an adult  to his  toileting needs 
using verbal communication with 80 percent 
accuracy.

Most of the time, it just seems easier to 
prompt your child through these daily living 
skills or easier to do it for him all together. It 
saves you time and aggravation. Perhaps it’s 
almost painful to watch your child struggle 
with these tasks, becoming frustrated with 
himself. The service providers and evalua-
tors are the people to bring your concerns 
to. But it is important to address the pre-
academic, language, social and emotional, 
or motor challenges your child is faced with, 
because goals that develop your child’s 
daily-living skills are often not included in 
the Individualized Plans. It is not strictly up 
to the professionals, but also the parents to 
report and speak up, describing and identi-
fying the issues they are having. 

“My child refuses to sit on the toilet,” “She 

runs into the street and doesn’t respond 
when I scream ‘stop,’ ” “He does not sit with 
us during meal times, just takes a bite of 
food, and then walks away,” are important 
issues to bring up with these professionals. 

Turning these concerns into Individual-
ized Educational Plan goals will cue your 
providers to track the behavior and modify 
it, putting you and you child on a successful 
path to the future. 

Dana Connelly holds dual Master’s Degrees 
in Education and Special Education, working as 
an educational evaluator for a New York-based 
evaluation site. She specializes in Applied Be-
havior Analysis and is the proud single mother 
of a 5-year-old boy.
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Parenting

By Dana Connelly
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the time chasing the child down the street, 
concerned that he doesn’t seem to be aware 
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utilizing a stroller or a child leash as a means 
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home and in the community. When one thinks 
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attempts to obtain his own snacks, takes 
responsibility for toileting (needing some as-
sistance with wiping), cleans up spills with a 
cloth, and manipulates large zippers, snaps, 
and buttons. These are the prerequisite skills 
for more complex tasks such as bathing on 
his own, picking out appropriate clothing, and 
assisting with household chores. The ideas 
of the child living in his own home, holding 
down a job, and commuting to work every-
day seem like very distant goals. Maybe you 
are under the impression that such goals are 

not even going to be possible for your child. 
Never say “never,” and that later may be too 
“late.” According to the assessment tool, daily 
living skills are capable of being present as 
early as infancy.  

When your child enters into Early Interven-
tion or the Committee for Pre-School Educa-
tion, there are long- and short-term goals 
developed as part of his Individualized Fam-
ily Service Plan or Individualized Educational 
Plan. To clarify, a Family Service Plan is for a 
child in Early Intervention, aged 3 years old 
or younger. The Educational Plan is for a child 

in Committee for Pre-School Education, aged 
3 to 5. These goals are initially developed by 
the professionals who evaluate your child and 
will be addressed by the providers who are 
assigned to your child by the service agency. 
The Educational Plan is a living document, in 
that these goals change based on further as-
sessment and progress over time, in an effort 
to bring your child’s skills closer to age appro-
priate levels. The two plans are documents 
that you as the parent are very much a part of 
developing. If your child qualifies for services, 
consider your challenges when exposing him 
to tasks at home and in community life. Re-
quest that additional goals be developed if 
you are struggling with anything from toilet 
training, to dressing, or to holding hands ap-

propriately when walking down the street. 
Let’s consider the current behavior of a 

hypothetical boy named Sammy. Sammy 
is a 3 year old recently diagnosed by a psy-
chological evaluator as being on the autistic 
spectrum. Sammy requires goals that involve 
improving his cognitive and language skills, 
but also tends to display self-directed and 
resistant behaviors when required to engage 
in daily-living skills. He runs without fear 
across streets, unaware of traffic. He falls to 
the ground when holding hands and tends to 
vocalize and cry when required to walk more 
than one block. He wears diapers through the 
day and night and removes his diaper when it 
is wet or soiled without alerting an adult. He 
does not complete a meal while seated and 
depends on his mother to feed him. Here are 
some examples of potential goals to include 
in Sammy’s Individualized Family Service 
and Educational Plans’ goals:

annual goal: Sammy will improve his be-
havior while walking outside.

Short-term objective:
• Will  respond  to  stop  and  go  commands 

across at least two environments with 80 
percent accuracy during two consecutive 
sessions.

• Will walk at  least two blocks without fa-
tigue, without presence of the stroller, with 
80 percent accuracy during two consecutive 
sessions.

• Will  hold  hands  appropriately  with  an 
adult or peer upon verbal instruction with 
80 percent accuracy during two consecutive 
sessions.

• Will  wait  appropriately  without  hand 
being held and without darting for at least 10 
seconds upon adult request with 80 percent 
accuracy during two consecutive sessions.

annual goal: Sammy will develop appro-
priate behavior during meal times.

Short-term object:
• Will  remain  at  the  table  for  five  minute 

intervals for two consecutive sessions.
• Will  remain  at  the  table  for  a  10  minute 

interval for two consecutive sessions.
• Will use utensils  to  feed himself with 80 

Take me out!
Introducing life skills to special-needs children

percent accuracy during two consecutive 
sessions.

• Will  wipe  his  face  with  a  napkin  upon 
presentation of napkin without additional 
cues with 80 percent accuracy during two 
consecutive sessions.

• Will  drink  beverages  from  an  open  cup 
with 80 percent accuracy during two con-
secutive sessions.

annual goal: Sammy will be toilet trained.
Short-term objective:
• Will  tolerate  his  diaper  or  pull-up  being 

changed while standing in the bathroom near 
the toilet without falling to the floor or escap-
ing across three consecutive opportunities.

• Will  remain  seated  on  the  toilet  for  one 
minute when supervised by an adult across 
three consecutive opportunities.

• Will  eliminate  in  the  toilet  when  taken 
by an adult for four out of five opportunities 
to respond.

• Will alert an adult  to his  toileting needs 
using verbal communication with 80 percent 
accuracy.

Most of the time, it just seems easier to 
prompt your child through these daily living 
skills or easier to do it for him all together. It 
saves you time and aggravation. Perhaps it’s 
almost painful to watch your child struggle 
with these tasks, becoming frustrated with 
himself. The service providers and evalua-
tors are the people to bring your concerns 
to. But it is important to address the pre-
academic, language, social and emotional, 
or motor challenges your child is faced with, 
because goals that develop your child’s 
daily-living skills are often not included in 
the Individualized Plans. It is not strictly up 
to the professionals, but also the parents to 
report and speak up, describing and identi-
fying the issues they are having. 

“My child refuses to sit on the toilet,” “She 

runs into the street and doesn’t respond 
when I scream ‘stop,’ ” “He does not sit with 
us during meal times, just takes a bite of 
food, and then walks away,” are important 
issues to bring up with these professionals. 

Turning these concerns into Individual-
ized Educational Plan goals will cue your 
providers to track the behavior and modify 
it, putting you and you child on a successful 
path to the future. 

Dana Connelly holds dual Master’s Degrees 
in Education and Special Education, working as 
an educational evaluator for a New York-based 
evaluation site. She specializes in Applied Be-
havior Analysis and is the proud single mother 
of a 5-year-old boy.
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Employing restraining 
tactics or postponing the 

opportunity to learn within 
the community will not help 
improve your child’s behavior 

outside of the home or 
foster his independence in 

the long run.
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By Laura J. Varoscak

A ccording to the Centers 
for Disease Control and 
Prevention, 17 percent 

of children living in the United 
States have a developmental dis-
ability. Surprisingly, less than 
half of these children’s disabili-
ties are identified before start-
ing school.    

Binnie Sen, director of Rose-
garden Early Learning Center 
in Long Island, believes this is 
an accurate statistic. She shares 
her experience in identifying de-
lays in young children, adding 
that it is not uncommon for par-
ents to be the last ones to recog-
nize them.

Developmental delays are not 
the same as developmental dis-
abilities, but children with the 
former can learn new skills and 
continue toward normal devel-
opment with the help of early 
intervention.

Child development refers to 
the process in which children 
change physically, emotion-
ally, and psychologically dur-
ing predictable time periods. 
Developmental delays occur 
when children have not reached 
these milestones within these 
expected time periods. Since all 
children are unique, they will 
develop skills at their own pace. 
One child may begin walking at 
10 months while his peer may 
start six months later. Both are 
functioning within the normal 
range of development. However, 
there is a concern for a child 

who has not begun 
to walk by 18 to 24 
months. Developmen-
tal delays can occur in 
one or all five areas of 
development, includ-
ing cognitive, speech 
and language, social and 
emotional, and fine-motor 
and gross-motor skills. They can 
be major or minor, but regard-
less of their severity, they 
deserve attention. 

Observation is a sig-
nificant assessment tool, 
especially when a child 
is seen through the eyes 
of a teacher or other 
trained professional. Chil-
dren behave differently 
in a classroom than they 
do in other settings, espe-
cially at home. When chil-
dren begin school, their 
environment changes and 
their world becomes big-
ger. Suddenly, they are 
separated from their 
primary caregivers, 
placed with unfamiliar 
classmates and teach-
ers, and introduced to a 
variety of new routines 
and activities. Typi-
cally, developing chil-
dren struggle with 
this major transi-
tion but learn to 
adjust with time. 
Children with de-
velopmental de-
lays are often in-
capable of moving 
ahead in certain 

Early signs
Ways that parents can 
recognize developmental 
delays in their children
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areas without help.  
No parent wants to hear 

that her son or daughter is 
less than perfect. It is an over-
whelming and stressful mes-
sage to receive, and people 
process the weight of such 
news in a variety of ways. Some 
become angry or depressed. 
They avoid, blame, judge, 
deny, or make excuses. Others 
may listen, but struggle to ac-
cept what is being said about 
their child. The best scenario, 
of course, is when parents, 
teachers, and caregivers work 
together to provide the most 
consistent support possible 
based on the advice of profes-
sionals. Ignoring the problem 
will only make it worse for the 
child and the family.  

“It is very hard not be emo-
tional when it comes to work-
ing with parents and children,” 
Sen explains. “It’s difficult to 
have the conversation with 
parents, but I’ve learned never 
to make a decision based on 
emotion.”

When Sen discusses the 
development of children with 
parents in her school, she re-
lies heavily on the teachers’ 
reports. Educators who have 
concerns should keep careful 
notes based on their observa-
tions and refer parents to their 
pediatrician as soon as they 
recognize a problem. Below 
are some examples of common 
developmental delays Sen has 
seen.

Cognitive development: the 
ability to learn and solve prob-
lems

All babies cry. That is their 
primary means of communi-
cation. Sen has witnessed in-
fants who cried obsessively for 
hours after getting their basic 
needs met. Nothing calmed 
them and nothing held their 
interest. Unlike other babies 
comparable in age, they were 
not soothed by movement or 
fascinated by the stimulation of 
the five senses. 

Speech and language devel-
opment: the ability to under-
stand and use language

By 15 months, children 
should experiment with a wide 
range of speech sounds, start to 

imitate sounds and words, and 
begin to say their first nouns. A 
delay may also be present if a 
child cannot follow simple one-
step directions at this age like, 
“Give me your bottle” or “Show 
me the bear.”

Social and emotional devel-
opment: the ability to interact 
with others, including helping 
themselves and self-control

Most toddlers are highly so-
cial, emotional, and inquisitive 
little people with a huge sense 
of pride, but those with social-
emotional delays tend to iso-
late. They play alone, and usu-
ally engage in the same repeti-
tive activities over and over 
again (spinning or lining up the 
same toys).

Fine-motor skill develop-
ment: the ability to use small 
muscles, specifically their 
hands and fingers

Teachers will notice stu-
dents with poor fine-motor 
skills struggling to turn pages 
in a book, hold a crayon, or 
feed themselves.

Gross-motor skill develop-
ment: the ability to use large 
muscles

Typically developing infants 
have a tremendous physical 
accomplishment progression. 
There may be concerns if a 
baby does not reach certain de-
velopmental milestones, such 
as lifting his head, rolling over, 
and grasping for toys within 
the expected window of time. 

• • •

Parents who have questions 
about their child’s development 
should consult their pediatri-
cian or see a developmental 
specialist. There are a vast 
number of free and low-cost 
resources available, which will 
save many children from years 
of struggle and help them reach 
their full potential.  

Helpful links:
http://nichcy.org/
www.zerotothree.org

Laura J. Varoscak-DeInnocen-
tiis is a writer, educator, and mom 
living in Brooklyn. A regular con-
tributor to NY Parenting Media, 
she has won several editorial 
awards for her articles.
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By Dana Connelly

A s parents or educators, we find our-
selves occasionally faced with our 
children’s inappropriate behavior, 

actions that leave us feeling self-conscious 
and pressured to gain control of the situa-
tion quickly. However, some of the “quick 
fixes” can often cause more harm than good, 
causing a behavior to continue or even get 
worse. 

The techniques used in Applied Behavior 
Analysis are commonly associated with the 
autistic population, but are equally relevant 
to a typically developing child, a spouse, co-
worker, or even an in-law. 

A common concern of the families I work 
with is how to change a particular behavior 
that their child displays. Whether it’s getting 
him to move from the “family bed,” separate 
with ease when being dropped off at school, 
or being able to reduce the intensity and 
frequency of tantrum behaviors, it all starts 
with the ABCs of behavior modification — 
antecedent, behavior, and consequence.

Antecedent — This refers to the events 
leading up to a particular behavior. What 
is occurring right before the behavior is 
displayed?

Behavior — Take a moment to list the ac-
tions involved in the behavior. How intense 

is it? How often does it occur? How long 
does it last?

Consequence — What occurs right after 
the behavior is displayed? Does the conse-
quence positively or negatively reinforce 
the behavior? Does the consequence send 
a clear message as to how the behavior is 
perceived by others?

In the field of applied behavior analysis, 
there are core principles such as: 

• All  behavior  can  be  decreased  or  in-
creased by manipulating the consequences.

• Reinforcement  is  anything  that  in-
creases a behavior.

• All  behavior  has  an  antecedent,  some-
thing that initiates the onset of a particular 
reaction. So let’s apply the ABCs of behavior 
modification to some common behaviors we 
would like to change.

Behavior problem #1: Naveah is restless 
during circle time every day, often fidgeting 
and annoying the children around her, and 
frequently disrupting the lesson by calling 
out or talking to others.

Antecedent — Naveah began to protest 
attending circle time when the class was 
instructed to go to the rug and went to 
another center. She was redirected by the 
teacher’s assistant to join the other children 
on the rug. 

Behavior — Naveah does not sit properly, 

and lays her whole body on the rug. She 
leans against other children and plays with 
their hair and clothing. She begins singing 
a song while the teacher is reading a book. 
The song is out of context.

Consequence — Naveah is escorted by the 
teacher’s assistant to the hallway where they 
sit together talking until circle time is over.

Naveah demonstrated avoidance behav-
iors before circle time began. Her disruptive 
behaviors were reinforced by removing her 
from a situation she did not want to be part 
of to begin with. Perhaps a reward system 
could be developed where Naveah can earn 
tokens for appropriate attending, earning 
her some time to herself in a quiet area. Per-
haps Naveah finds group instruction over-
whelming and has issues processing infor-
mation in the presence of distractors.

Behavior problem #2: Jordan cannot sep-
arate appropriately from his mother when 
being brought to school every morning.

Antecedent — Jordan’s mother carries 
him in her arms into the classroom telling 
him not to worry and that mommy loves him 
and will miss him all day. She removes his 
outer clothing, hangs up his belongings for 
him, and gives him a long hug goodbye.

Behavior — Jordan begins to cry and 
clings to his mother’s body. He begs her 
not to go.

The aBCs 
of behavior 
modification

Consequence — His mother assures him 
that she will stay for five more minutes just 
to make sure he is safe and OK.

So what went wrong with Jordan and 
his mom? What did Jordan learn from the 
consequences his mother employed? Very 
simple: “If I cry and cling, mommy will stay 
longer.” Will those consequences help Jor-
dan to increase or decrease his levels of 
anxiety upon separation? 

How could the antecedent have been 
changed to create a less clingy situation? 
Perhaps Jordan’s mother could have walked 
him into class rather than carrying him. 
Maybe having him hang his belongings and 
praising him for doing so would have made 
him feel more independent. Further, she 
may have needed to adopt a less anxious de-
meanor herself, modeling for her child that 
this separation is not a big deal.

Behavior problem #3: Your teen leaves 

wet bath towels on the bathroom floor to 
ferment every time he takes a shower.

Antecedent — A stack of neatly folded 
fresh towels are available to him as he fin-
ishes bathing.

Behavior — The teen dries himself, then 
carelessly allows the towel to drop to the 
floor.

Consequence — The parent verbally ad-
monishes the young adult while picking up 
the towel and putting it in a hamper that 
is filled with laundry which she is about to 
wash. The towel gets washed by the parent 
while the teen gets an earful.

Based on the consequence, is the teen 
more or less likely to repeat this behavior 
in the future? While he audibly heard the 
reprimanding tone of the frustrated parent, 
he wasn’t being held accountable for his 
actions based on the consequences given. 
Perhaps the teen could be given his own 

hamper, and his responsibility would be 
laundering his contents.

Before conditioning any behavior in our 
favor, it is beneficial to step back from the 
situation and look at it with an analytical 
eye. Educators and parents should commu-
nicate the consequences they have devel-
oped with each other, not only to determine 
if they are increasing or decreasing the be-
havior but also to insure consistency across 
both home and school environments. Break-
ing a situation down to the ABCs of behavior 
modification can help us understand the 
role we play in the behaviors of others that 
trouble us.

Dana Connelly holds Master’s Degrees in both 
Education and Special Education, working as 
an educational evaluator for a New York-based 
evaluation site. She specializes in Applied Be-
havior Analysis and is the proud single mother 
of a 5-year-old boy.
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By Dana Connelly

A s parents or educators, we find our-
selves occasionally faced with our 
children’s inappropriate behavior, 

actions that leave us feeling self-conscious 
and pressured to gain control of the situa-
tion quickly. However, some of the “quick 
fixes” can often cause more harm than good, 
causing a behavior to continue or even get 
worse. 

The techniques used in Applied Behavior 
Analysis are commonly associated with the 
autistic population, but are equally relevant 
to a typically developing child, a spouse, co-
worker, or even an in-law. 

A common concern of the families I work 
with is how to change a particular behavior 
that their child displays. Whether it’s getting 
him to move from the “family bed,” separate 
with ease when being dropped off at school, 
or being able to reduce the intensity and 
frequency of tantrum behaviors, it all starts 
with the ABCs of behavior modification — 
antecedent, behavior, and consequence.

Antecedent — This refers to the events 
leading up to a particular behavior. What 
is occurring right before the behavior is 
displayed?

Behavior — Take a moment to list the ac-
tions involved in the behavior. How intense 

is it? How often does it occur? How long 
does it last?

Consequence — What occurs right after 
the behavior is displayed? Does the conse-
quence positively or negatively reinforce 
the behavior? Does the consequence send 
a clear message as to how the behavior is 
perceived by others?

In the field of applied behavior analysis, 
there are core principles such as: 

• All  behavior  can  be  decreased  or  in-
creased by manipulating the consequences.

• Reinforcement  is  anything  that  in-
creases a behavior.

• All  behavior  has  an  antecedent,  some-
thing that initiates the onset of a particular 
reaction. So let’s apply the ABCs of behavior 
modification to some common behaviors we 
would like to change.

Behavior problem #1: Naveah is restless 
during circle time every day, often fidgeting 
and annoying the children around her, and 
frequently disrupting the lesson by calling 
out or talking to others.

Antecedent — Naveah began to protest 
attending circle time when the class was 
instructed to go to the rug and went to 
another center. She was redirected by the 
teacher’s assistant to join the other children 
on the rug. 

Behavior — Naveah does not sit properly, 

and lays her whole body on the rug. She 
leans against other children and plays with 
their hair and clothing. She begins singing 
a song while the teacher is reading a book. 
The song is out of context.

Consequence — Naveah is escorted by the 
teacher’s assistant to the hallway where they 
sit together talking until circle time is over.

Naveah demonstrated avoidance behav-
iors before circle time began. Her disruptive 
behaviors were reinforced by removing her 
from a situation she did not want to be part 
of to begin with. Perhaps a reward system 
could be developed where Naveah can earn 
tokens for appropriate attending, earning 
her some time to herself in a quiet area. Per-
haps Naveah finds group instruction over-
whelming and has issues processing infor-
mation in the presence of distractors.

Behavior problem #2: Jordan cannot sep-
arate appropriately from his mother when 
being brought to school every morning.

Antecedent — Jordan’s mother carries 
him in her arms into the classroom telling 
him not to worry and that mommy loves him 
and will miss him all day. She removes his 
outer clothing, hangs up his belongings for 
him, and gives him a long hug goodbye.

Behavior — Jordan begins to cry and 
clings to his mother’s body. He begs her 
not to go.

The aBCs 
of behavior 
modification

Consequence — His mother assures him 
that she will stay for five more minutes just 
to make sure he is safe and OK.

So what went wrong with Jordan and 
his mom? What did Jordan learn from the 
consequences his mother employed? Very 
simple: “If I cry and cling, mommy will stay 
longer.” Will those consequences help Jor-
dan to increase or decrease his levels of 
anxiety upon separation? 

How could the antecedent have been 
changed to create a less clingy situation? 
Perhaps Jordan’s mother could have walked 
him into class rather than carrying him. 
Maybe having him hang his belongings and 
praising him for doing so would have made 
him feel more independent. Further, she 
may have needed to adopt a less anxious de-
meanor herself, modeling for her child that 
this separation is not a big deal.

Behavior problem #3: Your teen leaves 

wet bath towels on the bathroom floor to 
ferment every time he takes a shower.

Antecedent — A stack of neatly folded 
fresh towels are available to him as he fin-
ishes bathing.

Behavior — The teen dries himself, then 
carelessly allows the towel to drop to the 
floor.

Consequence — The parent verbally ad-
monishes the young adult while picking up 
the towel and putting it in a hamper that 
is filled with laundry which she is about to 
wash. The towel gets washed by the parent 
while the teen gets an earful.

Based on the consequence, is the teen 
more or less likely to repeat this behavior 
in the future? While he audibly heard the 
reprimanding tone of the frustrated parent, 
he wasn’t being held accountable for his 
actions based on the consequences given. 
Perhaps the teen could be given his own 

hamper, and his responsibility would be 
laundering his contents.

Before conditioning any behavior in our 
favor, it is beneficial to step back from the 
situation and look at it with an analytical 
eye. Educators and parents should commu-
nicate the consequences they have devel-
oped with each other, not only to determine 
if they are increasing or decreasing the be-
havior but also to insure consistency across 
both home and school environments. Break-
ing a situation down to the ABCs of behavior 
modification can help us understand the 
role we play in the behaviors of others that 
trouble us.

Dana Connelly holds Master’s Degrees in both 
Education and Special Education, working as 
an educational evaluator for a New York-based 
evaluation site. She specializes in Applied Be-
havior Analysis and is the proud single mother 
of a 5-year-old boy.
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Life skiLLs

By Dana Connelly

O ne of the first messages we send to 
our toddlers indicating that they are 
no longer the baby is the initiation 

of toilet training. Parents often struggle with 
determining if the child is ready, rationalizing 
that girls are easier to train than boys and that 
putting a child in pull-ups is a great first step. 
While these are valid considerations, there 
may be some missteps you don’t even realize 
you are making when getting that kid out of 
diapers and on to the bowl once and for all.

Do you change your child’s diaper or 
pull-up lying down 

or standing up? 
No lying down! 
Always change 
the soiled dia-
per, pull-up, 
or underwear 
standing up 
next to the 
toilet in the 
bat hroom. 

Children need 

to understand their role in a situation and 
laying her down to be changed sends a very 
clear message, “You are still the baby, and 
Mom or Dad will do all the work.” Having her 
stand while you change her increases her 
awareness of what is going on.

Do you still use a changing table? Lose 
it. Again, it sends a message to the child that 
she is the baby.

Make time at home a diaper-free zone. 
I know this inspires images of stained furni-
ture and wet spots on floors. But this is toilet 
training, folks, and it isn’t pretty. Of course, 
when taking trips or while out in the com-
munity, you want to eliminate disaster. But 
at home, your child should be in underwear 
or nothing at all. No pull-ups! Pull-ups make 
your life easier but do not lend too much to 
a child’s understanding that the toilet is the 
place to handle her business. 

If, while at home, an accident has hap-
pened, no biggie. Give your child a sponge 
or cloth so she can “help” clean. Have her 
remove her soiled clothing and underwear 
and place it in the sink to rinse out. This 
gives her responsibilities toward being suc-
cessful with toilet training.

Is the potty over? If your child is using 
a potty, you may need to consider whether 
your child is too big for it. Most potties are 
designed for a child who is just learning to 
walk. So if your child is more than 20 pounds, 
a potty may be too small, putting her body in 

a position that would make elimination 
difficult. Also, you don’t want her 

to associate elimination with 
a potty, but rather with a toi-

let. There are no potties 
in parks, restaurants, or 
relatives’ homes, and you 
want your child to see 

every toilet 

as an opportunity to relieve herself.
leave the party favors for after the 

party. This refers to the parents bringing 
bubbles, snacks, toys, etc. into the bathroom 
to encourage the child to sit and eliminate. 
Avoid placing your child on a potty (if it’s 
appropriate to use one) positioned in front 
of the TV. This could make this task confus-
ing and distract her from paying attention 
to the sensations associated with elimina-
tion. Save these types of items as a reward 
for after a successful elimination. A book or 
magazine is fine, but nothing more.

Consider that your child may want her 
privacy. Positioning yourself just outside 
the door or with your back facing away may 
make your child less anxious. Think about 
it: are you comfortable if someone is staring 
at you in that position, cheering “C’mon, do 
it for Mommy?”

adopt the one-minute rule. If your child, 
once sitting on the toilet, has not eliminated 
after one minute, it’s a wrap. Pull up the 
pants, and go do something else for a bit. 
Try again in a few minutes. Insisting that 
your child remain there any longer than one 
minute may cause her to lose sight of why 
she is sitting there to begin with.

An added struggle is if your child has 
special needs such as a speech delay, an au-
tistic spectrum disorder, or a sensory-pro-
cessing issue. A common thought may be, 
“She is barely able to communicate with me 
yet. How can she possibly be toilet trained if 
she can’t speak?” 

Let’s put her verbal ability on the prover-
bial back burner for a moment and consider 
the following: can she stand, walk, and run in-
dependently? Is she able to transition from sit-
ting to standing on her own? Is she removing 
her own diaper when it is soiled? Then toilet 
training can be initiated. Researchers at The 
Bristol-Myers Squibb Children’s Hospital at 
Robert Wood Johnson University Hospital and 
Robert Wood Johnson Medical School com-
pleted a study in 2010 that pinpoints the pe-
riod between 24 and 32 months of age as the 
most effective time frame for parents to begin 
toilet-training lessons with their children.  

These suggestions are practices that 
have been employed with the many families 
I have worked with, and they have made a 
difference for them. The best practices are 
the most practical ones. 

Dana Connelly holds dual Master’s Degrees 
in Education and Special Education, working as 
an educational evaluator for a New York-based 
evaluation site. She specializes in Applied Be-
havior Analysis and is the proud single mother 
of a 5-year-old boy.

Bowled over
What you might be doing wrong 
when it comes to toilet training
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Why do the best hospitals
   turn to St. Mary’s?

We’re St. Mary’s Healthcare System for Children, 
and we’re building hope and restoring lives for 
patients with special healthcare needs. Our unique 
brand of rehabilitation and specialized care helps 
kids from just after birth into adulthood to heal, 
grow and thrive. It is why many great hospitals 
turn to us after their course of treatment. 
Whether at our inpatient facility, at home or in the 
community, St. Mary’s delivers the pioneering 
post-acute care that children need to be their best.

Perhaps because we 
continue to develop 
the most innovative 
ways of caring for 
children with special 
healthcare needs.

1-800-270-2478 29-01 216th Street, Bayside, NY
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HealtHy eating

By Dana Connelly

P icky eaters — the term conjures im-
ages of pursed-lipped toddlers with 
a spoon pressed to their mouths 

or the pouting child in front of his plate of 
untouched vegetables. It can wear on a par-
ent’s patience to prepare a perfectly accept-
able and palatable meal for the family, only 
to have your child refuse to eat it.

First, it is important to distinguish a 
“picky eater” from a child with genuine 
feeding issues. Feeding issues involve poor 
coordination of the mouth muscles making 
swallowing, biting, or chewing difficult for 
a child. According to the American Speech-
Language-Hearing Association, feeding dis-

orders involve an observable difficulty in 
your child’s ability to gather food, put it in 
his mouth, and chew properly without the 
food falling out of his mouth. Swallowing 
disorders (dysphagia) involve the consump-
tion of food accompanied by gagging, chok-
ing, or vomiting. If you have concerns of this 
nature, please seek out a proper evaluation 
through your local educational system or 
consult your pediatrician. 

What we are addressing here is your 
child’s avoidant behaviors during meal-
times. Whether the issue is finishing his 
food or eating a particular food, there are 
some strategies you can adopt to make 
mealtimes a pleasurable daily routine.

• Cooking  and  eating  together  —  Many 

families have difficulty finding time to sit 
down and eat together on a daily basis, but 
it is an important learning experience for 
your child. Turn off the TV, phones, and 
computers and take a few minutes to sit to-
gether at a table to enjoy a meal or a snack. 
If doing so daily feels impossible, designate 
one to two nights a week where this is the 
routine of the household. 

Additionally, making your little one part 
of the food preparation gets his taste buds 
going and increases his motivation to taste 
what he his making. Even a child as young 
as 2 years old can be of some help. Give him 
opportunities to mix, shake, knead, pour, 
and scoop. 

• What you see is what you get — Do you 

The kid won’t eat!
Strategies for improving your child’s eating habits
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find yourself preparing an al-
ternative meal for your picky 
eater? Stop doing this. When 
your child refuses to eat what 
you have prepared, then he 
doesn’t eat. If you behave like 
a short-order cook, your child 
will treat you like one. Your 
child will not starve. If meal-
time is over and that plate of 
food is still being glared at 
by your child, untouched, stay 
cool, slap some foil on it, and 
tell him to let you know when 
he is feeling hungry. Guess 
what’s on the menu.

• Don’t  be  a  hypocrite  — 
Take a  look at your plate. Did 
you eat everything, or are 
your vegetables getting pretty 
cold hiding under that napkin? 
Practicing what you preach 
goes a long way when your 
child is testing the limits. Have 
your child see you eating the 
foods he tends to avoid during 
and outside of mealtimes.

• Don’t  be  sneaky  —  I’ve 
heard that some parents hide 
non-preferred foods in a pre-
ferred food by mixing veg-
gies into mashed potatoes or 
hiding chunks of fruit inside 
yogurt. Here is the problem 
with this: children don’t like 
to be tricked, and when you 
try to do so, it breaks down 
the trust between parent and 
child. Also, you may have now 
turned that preferred food into 
a non-preferred food. The next 
time he gets mashed potatoes, 
he might assume you are try-
ing to trick him again. 

If you are going to try mix-
ing the preferred and non-pre-
ferred foods, make your child 
part of the process, having 
him do the mixing. Or, as he 
watches you do it, explain 
to him what you are doing. 
“Mmm, this yogurt is yummy. 
Look, I’m putting in some 
grapes and apples. Can you 
mix that up? Can you fish the 
apple chunk out of your yo-
gurt?” 

This type of dialogue com-
municates to your child that 
you are not trying to fool him. 
Remember, if you are going to 
be sneaky, don’t be surprised 
when your child behaves the 
same way.

• Let’s make a deal — Have 
an arsenal of potential rein-
forcers to deliver to your child 
besides the obvious offering 
of dessert. Take some time 
to observe what your child 
would rather be doing instead 
of eating. Most children would 
be happy to tell you if asked. 
Maybe it’s watching a movie, 
playing a board or video game, 
or some rough-and-tumble 
playtime. Make a deal with 
your  child.  Determine  the 
amount of food you want him 
to eat, and put your offer on 
the table, so to speak.  

• Simplify your demands — 
Avoid trying to combat por-
tion consumption with intro-
ducing a non-preferred food. 
Address each issue at separate 
mealtimes. If the child avoids a 
certain food, accept his grad-
ual acceptance of it by intro-
ducing a small amount of it 
along with a greatly preferred 
food. (Don’t hide it!) For each 
taste of the non-preferred, he 
gets some of his preferred. 

If you are concerned that 
your child seems to have no 
appetite for much of anything, 
most likely, he is fine, but con-
sult with your pediatrician. If 
he takes a couple of bites, and 
then wants to leave the table, 
remind him of your deal. If he 
isn’t willing to sit, make sure 
that you have minimized ac-
cess to his favorite activities.

I’d like to emphasize that if 
you are concerned with your 
child’s speech development, 
and he is also displaying dif-
ficulty during meal times, you 
should have him evaluated. 
Aside from that, mealtimes re-
quire structure and boundar-
ies in order for them to run 
smoothly.  Determine  what 
mealtime structure works best 
for your family’s lifestyle. Re-
spect the fact that your child is 
“picky,” but don’t allow his eat-
ing habits to change yours.

Dana Connelly holds dual Mas-
ter’s Degrees in Education and 
Special Education, working as an 
educational evaluator for a New 
York-based evaluation site. She 
specializes in Applied Behavior 
Analysis and is the proud single 
mother of a 5-year-old boy.
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fearful of movement or trying anything new.  
Her loved one needed a weighted vest, 

but it had strings hanging and a negative ap-
pearance. To Weiss, the product appeared 
unfinished. So, she designed something bet-
ter looking that would hopefully achieve the 
same result. She developed a compression 
garment. She tested it out and asked for feed-

back, then made a few tweaks and ultimately 
put it on the market.  These garments, unlike 
the weighted vest, have few seams, no tags, 
and are imprinted with dolphins and motor-
cycles for boys and with polka dots, bows, 
and ribbons for girls.  

CS: What is it like wearing the garment 
instead of the vest?

AW: It is like wearing a deep 
hug, and it gives a fun alternative 
to the weighted vest. It also helps 
a child who has trouble transition-
ing to turn the chore of leaving the 
house into something fun.  

Children who have been diag-
nosed with special needs, like 
autism, can become easily over 
stimulated in everyday situations. 
This can be a nightmare for those 
having to deal with them. When a 
child falls apart and doesn’t want 
to go anywhere but has to, get-
ting in and out of the car, being 
in crowded places, and certain 
sounds or a particular environ-
ment can result in a tremendous 
amount of frustration. 

The child and caregiver can 
wind up crying all day and the 
quality of their lives is diminished 
greatly.  

She told me about a parent who 
was weary from the child screaming 
all day (due to over stimulation). 
The parent would go into another 
room and turn up the music very 
loud, so that it was louder than the 
crying child and was an escape 
from the frustration of the day for 
just a few minutes.

CS: What advice did you have 
for the frustrated parent?

AW: Fortunately, the parent 
found a turning point. Children are 
easy, because they know when you 
love them and care about them. 
What is frustrating is treating their 
symptoms. People who have to 
deal with special-needs children 
may find that there is a turning 
point in the child that comes with 
acceptance. If the parent can say 
inside, ‘I can accept this [child] 
and embrace them. This is just 
who they are,’ they can reach the 
turning point.

CS: What have you learned 
about yourself both through your 
work and your life as a parent?

AW: We can overcome a lot and 
become better and stronger than 
we think that we are.

For more about Fun and Function, 
visit www.funandfunction.com or call 
(800) 231-6329.

Candi Sparks is a speaker, trainer, and author 
of the “Can I Have Some Money?” book series. 
Titles include “Max Gets It,” “Nacho Money,” 
and the soon to be released “Sold Out.” She is a 
Brooklyn mom of two and you can find her on 
Amazon.com, Facebook (Candi Sparks. Author) 
and on Twitter (@Candi_Sparks). 

By CAndi SpArkS

I recently had the pleasure of speaking 
with Aviva Weiss, a pediatric occupa-
tional therapist and the head of Fun and 

Function, a company she founded in 2005 
that creates unique toys and helpful items 
for special-needs kids.  

Weiss is a loving and energetic mother 
of six, including a special-needs child, with 
a spectrum of opinions about children, 
parenting, and personal growth. The Penn-
sylvanian who lives and works just outside 
Philadelphia, has a multifaceted and com-
plex personal and professional life. There 
is not much she does not do. We started 
out discussing the subject we have in com-
mon: motherhood. Being the mother of six 
children, as well as a successful entrepre-
neur, I knew she had valuable advice to 
share.

Candi Sparks: How is it raising six chil-
dren?

Aviva Weiss: Busy. You need balance 
and lots and lots of rest. But mostly it is 
fun.  

CS: Is it hard to leave your professional 
hat in the office, then come home and be a 
mom with your own children?

AW: Not really. Whether I’m at work or 
at home, I try to approach things in the 
same way. I can’t be one person here, and 
another one there.  Whether I am dealing 
with the parents or the children, every 
single person is different. I respect that 
both parents and children mutually want 
respect.

CS: What it is like when a parent discov-
ers that a child has developmental chal-

lenges? How is this discovered?
AW: Sometimes certain milestones are 

not being met on time. For example, when 
a child does not roll over, walk, or speak 
by a certain age, it is a sign, and generally, 
when a child has motor skills that appear 
to be like a floppy doll. 

CS: Is there any advice that you have for 
a person who is just discovering that her 
child has a special need or developmental 
challenge?

AW: Everyone is different, and I respect 
whatever way a family wants to deal with 
it, whether it is my way or not. There is no 
right or wrong way to go, but I personally 
do not think that giving anyone a label or 
treating them as a diagnosis is the way 
to go — especially in dealing with young 
people.

CS: Why not?
AW: If you give a child a label, they may 

live up to it. 
We then talked about different types of 

special needs. In the case of a diagnosis such 
as autism (which encompasses an array of 
difficulties, which are a complex blend of 
medical, emotional, and educational devel-
opmental challenges), Weiss is committed to 
the philosophy of treating the symptoms, not 
labeling the person as a diagnosis.  

CS: Can you give an example of what 
you mean by treating the symptoms, not 
the diagnosis?

AW: I do not believe in labeling a child 
as “learning disabled.” Rather, I believe 
that finding the tools to help the child read 
and write is a more positive way to help 
them. Yes, there are different styles of 
parenting, but if anyone would like a sug-

gestion, it is to focus on the solution more 
than on the name.

CS: Is this a lot more work for the par-
ent?

AW: When an issue surfaces, interven-
tion can be fun. 

Fun interventions are at the intersection 
of Weiss’s life as a mom, a therapist, and 
businesswoman. She told me about her en-
counter with the weighted vest — a contrap-
tion designed to help soothe and calm those 
with a sensory condition, in which a person 
does not like to touch certain textures and is 

A mom with 

solutions
Aviva Weiss, founder of Fun and 
Function, helps special needs kids

Here are Weiss’s tips for parents 
and teachers of a special-needs child:  

Balance. Try to keep balance in 
your life by seeding energy to differ-
ent areas: “My creative talents make 
me a better mom, being a mom makes 
me more creative.” When you feel 
good about yourself and what you 
are doing, it feeds different areas of 
your life.  

Everything is a process. Most 
people want to solve the problem 
now. Life is a process, and things take 
time. Certain things may be not right 
for now. But the challenge is an op-
portunity for growth.

Business is a good outlet for cre-
ativity. The Fun and Function busi-
ness is run in partnership with Weiss’s 
spouse, Haskel. He runs the business 
side, leaving Weiss 
time to focus on 
creative pur-
suits, thus 
keeping the 
line fun and 
appealing.

C h i l d r e n 
need discipline, 
regardless of their 
challenges. “The rules are the rules.” 
It is important to establish boundar-
ies, although the protocol may be dif-
ferent for special-needs children.

Every child has to be viewed in-
dividually. Weiss says even her own 
children sometimes fall into sibling 
rivalry, complaining: “He is getting 
more attention,” or, “She gets to go to 
school late.” Her answer is that you 
are not equal and are not the same. 
We are all unique and your needs and 
his are different. Entitlement is not 
the issue. 

Top 
Tips

Aviva’s 
approach

Aviva Weiss and her family.
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fearful of movement or trying anything new.  
Her loved one needed a weighted vest, 

but it had strings hanging and a negative ap-
pearance. To Weiss, the product appeared 
unfinished. So, she designed something bet-
ter looking that would hopefully achieve the 
same result. She developed a compression 
garment. She tested it out and asked for feed-

back, then made a few tweaks and ultimately 
put it on the market.  These garments, unlike 
the weighted vest, have few seams, no tags, 
and are imprinted with dolphins and motor-
cycles for boys and with polka dots, bows, 
and ribbons for girls.  

CS: What is it like wearing the garment 
instead of the vest?

AW: It is like wearing a deep 
hug, and it gives a fun alternative 
to the weighted vest. It also helps 
a child who has trouble transition-
ing to turn the chore of leaving the 
house into something fun.  

Children who have been diag-
nosed with special needs, like 
autism, can become easily over 
stimulated in everyday situations. 
This can be a nightmare for those 
having to deal with them. When a 
child falls apart and doesn’t want 
to go anywhere but has to, get-
ting in and out of the car, being 
in crowded places, and certain 
sounds or a particular environ-
ment can result in a tremendous 
amount of frustration. 

The child and caregiver can 
wind up crying all day and the 
quality of their lives is diminished 
greatly.  

She told me about a parent who 
was weary from the child screaming 
all day (due to over stimulation). 
The parent would go into another 
room and turn up the music very 
loud, so that it was louder than the 
crying child and was an escape 
from the frustration of the day for 
just a few minutes.

CS: What advice did you have 
for the frustrated parent?

AW: Fortunately, the parent 
found a turning point. Children are 
easy, because they know when you 
love them and care about them. 
What is frustrating is treating their 
symptoms. People who have to 
deal with special-needs children 
may find that there is a turning 
point in the child that comes with 
acceptance. If the parent can say 
inside, ‘I can accept this [child] 
and embrace them. This is just 
who they are,’ they can reach the 
turning point.

CS: What have you learned 
about yourself both through your 
work and your life as a parent?

AW: We can overcome a lot and 
become better and stronger than 
we think that we are.

For more about Fun and Function, 
visit www.funandfunction.com or call 
(800) 231-6329.

Candi Sparks is a speaker, trainer, and author 
of the “Can I Have Some Money?” book series. 
Titles include “Max Gets It,” “Nacho Money,” 
and the soon to be released “Sold Out.” She is a 
Brooklyn mom of two and you can find her on 
Amazon.com, Facebook (Candi Sparks. Author) 
and on Twitter (@Candi_Sparks). 

By CAndi SpArkS

I recently had the pleasure of speaking 
with Aviva Weiss, a pediatric occupa-
tional therapist and the head of Fun and 

Function, a company she founded in 2005 
that creates unique toys and helpful items 
for special-needs kids.  

Weiss is a loving and energetic mother 
of six, including a special-needs child, with 
a spectrum of opinions about children, 
parenting, and personal growth. The Penn-
sylvanian who lives and works just outside 
Philadelphia, has a multifaceted and com-
plex personal and professional life. There 
is not much she does not do. We started 
out discussing the subject we have in com-
mon: motherhood. Being the mother of six 
children, as well as a successful entrepre-
neur, I knew she had valuable advice to 
share.

Candi Sparks: How is it raising six chil-
dren?

Aviva Weiss: Busy. You need balance 
and lots and lots of rest. But mostly it is 
fun.  

CS: Is it hard to leave your professional 
hat in the office, then come home and be a 
mom with your own children?

AW: Not really. Whether I’m at work or 
at home, I try to approach things in the 
same way. I can’t be one person here, and 
another one there.  Whether I am dealing 
with the parents or the children, every 
single person is different. I respect that 
both parents and children mutually want 
respect.

CS: What it is like when a parent discov-
ers that a child has developmental chal-

lenges? How is this discovered?
AW: Sometimes certain milestones are 

not being met on time. For example, when 
a child does not roll over, walk, or speak 
by a certain age, it is a sign, and generally, 
when a child has motor skills that appear 
to be like a floppy doll. 

CS: Is there any advice that you have for 
a person who is just discovering that her 
child has a special need or developmental 
challenge?

AW: Everyone is different, and I respect 
whatever way a family wants to deal with 
it, whether it is my way or not. There is no 
right or wrong way to go, but I personally 
do not think that giving anyone a label or 
treating them as a diagnosis is the way 
to go — especially in dealing with young 
people.

CS: Why not?
AW: If you give a child a label, they may 

live up to it. 
We then talked about different types of 

special needs. In the case of a diagnosis such 
as autism (which encompasses an array of 
difficulties, which are a complex blend of 
medical, emotional, and educational devel-
opmental challenges), Weiss is committed to 
the philosophy of treating the symptoms, not 
labeling the person as a diagnosis.  

CS: Can you give an example of what 
you mean by treating the symptoms, not 
the diagnosis?

AW: I do not believe in labeling a child 
as “learning disabled.” Rather, I believe 
that finding the tools to help the child read 
and write is a more positive way to help 
them. Yes, there are different styles of 
parenting, but if anyone would like a sug-

gestion, it is to focus on the solution more 
than on the name.

CS: Is this a lot more work for the par-
ent?

AW: When an issue surfaces, interven-
tion can be fun. 

Fun interventions are at the intersection 
of Weiss’s life as a mom, a therapist, and 
businesswoman. She told me about her en-
counter with the weighted vest — a contrap-
tion designed to help soothe and calm those 
with a sensory condition, in which a person 
does not like to touch certain textures and is 

A mom with 

solutions
Aviva Weiss, founder of Fun and 
Function, helps special needs kids

Here are Weiss’s tips for parents 
and teachers of a special-needs child:  

Balance. Try to keep balance in 
your life by seeding energy to differ-
ent areas: “My creative talents make 
me a better mom, being a mom makes 
me more creative.” When you feel 
good about yourself and what you 
are doing, it feeds different areas of 
your life.  

Everything is a process. Most 
people want to solve the problem 
now. Life is a process, and things take 
time. Certain things may be not right 
for now. But the challenge is an op-
portunity for growth.

Business is a good outlet for cre-
ativity. The Fun and Function busi-
ness is run in partnership with Weiss’s 
spouse, Haskel. He runs the business 
side, leaving Weiss 
time to focus on 
creative pur-
suits, thus 
keeping the 
line fun and 
appealing.

C h i l d r e n 
need discipline, 
regardless of their 
challenges. “The rules are the rules.” 
It is important to establish boundar-
ies, although the protocol may be dif-
ferent for special-needs children.

Every child has to be viewed in-
dividually. Weiss says even her own 
children sometimes fall into sibling 
rivalry, complaining: “He is getting 
more attention,” or, “She gets to go to 
school late.” Her answer is that you 
are not equal and are not the same. 
We are all unique and your needs and 
his are different. Entitlement is not 
the issue. 

Top 
Tips

Aviva’s 
approach

Aviva Weiss and her family.
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PARENTING

BY DANA CONNELLY

A child’s main objective is to figure 
out his place in the world. Children 
do this by exploring their surround-

ings and testing the boundaries given to 
them. You have seen it before: a child is act-
ing out and the parent, red in the face and 
sweating, is trying not to lose her cool. Cue 
the idle threat: “Do you want a time-out?” 

What an absurd question. Of course the 
child doesn’t WANT a time-out. But you 
know full well he deserves one for the ac-
tions he’s just displayed. So why are parents 
setting up a situation for an already unruly 
and willful child to defy and argue with 
them? It comes down to idle threats, and as 
parents and educators, we are all guilty of it 
to one degree or another. 

So how can we maintain authority without 
losing our minds or a child’s respect? Time-
out procedures, when used correctly, are 
techniques that should decrease displays of 
undesired behavior. Before implementing a 
time-out, determine what behaviors warrant 
one, because, if time-out is used for every 
behavioral misstep, it will lose its potency. 
Here are some suggestions:

1. Eliminate second chances. If your 
child has displayed a behavior that warrants 
a time-out, you simply state: “That gets you 
a time-out,” then put him there. You may 
need to physically prompt your child into 
the time-out area (a place that is quiet and 
contains minimal-to-zero distractions such 
as TV, computers, or other people). When 
you threaten a time-out, then don’t deliver, 
you send a message to your child that you 
don’t always mean what you say, and that 
he doesn’t always have to listen to you. It is 
fine to negotiate, but not when implement-
ing a new strategy for the first time. Save the 
compromises for when you have noticed 
your child’s behavior improving and he has 
grasped the concept of time-out.

2. How long should time-out be? Ac-
cording to the American Academy of Pedi-
atrics a time-out should be in a years-to-
minutes ratio. So if your child is 2 years old, 
the time-out should be two minutes long. 
Four years old should get a four-minutes-

long time-out. You get my drift.
3. Implement verbal accountability. Be-

fore time-out begins, state to your child why 
he is in time-out. “You pulled your sister’s 
hair. That is why you are in time-out.” After 
the minutes are up, return to your child and 
ask him to tell you why he is in time-out. If 
he cannot answer, then repeat the reason 
why and begin the minutes again. He can be 
excused from time-out when he can tell you 
why he is there to begin with. The whole 
purpose of time-out is that it gives the child 
a chance to reflect on his actions, so if he 
can’t state why he got into trouble, then the 
time-out was pointless.

4. Combat escape tactics. Every child is 
going to attempt to get out of punishment. 
“But I’m scared in here by myself.” “I miss 
you mommy.” “I love you, you’re so pretty.” 
“I hate you! You’re so mean to me.” Oh, what 
master manipulators children can be. All of 
these statements are made with the inten-
tion of gaining your attention and sympathy. 

Stay strong. Stay cool. Let them talk all they 
want, but do not respond or react until the 
time is up (and they made good on sugges-
tion number 3). 

If your child attempts to leave the time-
out zone, you should non-verbally put him 
back in, and start the time-out again. This 
might feel like a time-out tango, but what 
your child learns is that you are the author-
ity and he is responsible for his actions.

5. Check your ego at the door. This is 
for those times when your child acts out in 
public or at other peoples’ homes. You no-
tice how people are staring at your child act-
ing out. Your relatives are giving you looks 
of sympathy mixed with judgment. You want 
your child’s behavior to just stop. 

Don’t be self-conscious about employing 
your tactics of discipline. It’s tempting to 
think that your child’s behavior is a major 
reflection on you, but it’s actually your reac-
tion to the behavior that is judged. Kids are 
going to be impossible, that’s a given. But 
just because he lost control doesn’t mean 
you have to. Although you’re away from 
your home and your usual time-out zone, 
try to designate one. Again, it only needs 
to be an area that has minimal distraction, 
away from the situation. It could be a bath-
room, a car, a staircase, etc. 

• • •

In this day and age, the old forms of dis-
cipline (spanking, lashing, etc.) are not only 
illegal, but also found to be antiquated and 
ineffective. When a child is “physically” disci-
plined, he remembers the pain and develops 
a degree of fear, but rarely remembers why 
he was reprimanded to begin with. Time-outs 
provide a more dignified form of punishment 
when used effectively, and will aide in de-
creasing problematic behaviors with typical 
and atypically developing children. Remem-
ber, you may have a little “terrorist” living 
with you, but we, as parents, will not negoti-
ate with terrorists. Good luck, everyone.

Dana Connelly holds dual Master’s Degrees 
in Education and Special Education, working as 
an educational evaluator for a New York-based 
evaluation site. She specializes in Applied Be-
havior Analysis and is the proud single mother 
of a 5-year-old boy.

Time-out tips
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Does Your Child...
    “Tune You Out?”

Normal Kids? Or is something else going on?

E A S T  M E A D O W

HEARING & SPEECH CENTER
Shelley L. Francis, M.S., F.A.A.A. Audiologist

Has been specializing in the diagnosis & treatment of Auditory Processing for over 20 years.

®

576 Merrick Ave., East Meadow, NY 11554

Exciting 
News!

Now Available!
Exercises

 For Home Use

Visit the Listening Lab @
www.thelisteninglab.com 

and see how you can help your child at home.
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Diagnosis

By KiKi Bochi

Y oung children often have prob-
lems paying attention or con-
centrating, but when are these 

problems serious enough for parents 
and teachers to be concerned? 

The old guidelines for diagnos-
ing Attention-Deficit Hyperactivity 
Disorder were geared for ages 6 to 
12. But any parent who lives with 
a child who has attention deficit, 
hyperactivity, or impulsivity knows 
the symptoms don’t magically ma-
terialize after a kid blows out the 
candles of his sixth birthday cake. 
Usually, there are signs long before 
that.

At the same time, not every wiggle 
worm has ADHD. And, really, how 
much focus and concentration can 
you really expect of a preschooler? 

Last year, for the first time in 
a decade, the American Academy 
of Pediatrics revised its guidelines 
for diagnosing and treating ADHD 
to include children as young as 4 
years old. But parents are still often 
confused about when to bring concerns to 
their pediatrician. 

Dr. Mark Mahone, director of the Depart-
ment of Neuropsychology at the Kennedy 
Krieger Institute in Baltimore, encourages 
parents to be especially observant of their 
young child’s behavior. 

“Research shows that children with 
ADHD have abnormal brain development, 
meaning that ADHD has a biological basis 
that often makes it a lifelong condition,” 
he says. “We want to catch ADHD early 
because it has such a profound effect 
on learning and academic development. 
Children whose symptoms begin in early 
childhood are at the highest risk for aca-
demic failure and grade repetition.”

In preschool, or when children are of 

3 to 4 years of age, Mahone suggests par-
ents look for the following 10 signs that are 
associated with an ADHD diagnosis when 
children reach school age: 

• Dislikes  or  avoids  activities  that  re-
quire paying attention for more than one 
or two minutes.

• Loses interest and starts doing some-
thing else after engaging in an activity for 
a few moments.

• Talks a lot more and makes more noise 
than other children of the same age.

• Climbs on things even when instructed 
not to do so.

• Cannot hop on one foot by age 4.
• Is nearly always restless; wants to con-

stantly kick or jiggle feet or twist around in 
his seat. Insists that he must get up after 

being seated for more than a few 
minutes.

• Gets  into  dangerous  situations 
because of fearlessness.

• Warms up too quickly to strang-
ers.

• Frequently aggressive with play-
mates; has been removed from pre-
school or daycare for aggression.

• Has been injured (e.g., received 
stitches) because of moving too fast 
or running when instructed not to 
do so.

“If parents observe these symp-
toms and have concerns about their 
child’s development, they should 
consult with their pediatrician or 
another developmental expert,” Ma-
hone says. “There are safe and ef-
fective treatments that can help 
manage symptoms, increase coping 
skills, and change negative behav-
iors to improve academic and social 
success.” 

For preschoolers, the new guide-
lines recommend trying behavioral 
interventions, such as group ther-
apy or parent training in behav-

ior management techniques. Medication 
of Methylphenidate — Ritalin and simi-
lar drugs — should be considered only 
for preschoolers with moderate to severe 
symptoms who do not see significant im-
provement after behavior therapy. 

For  elementary  school  children  and 
adolescents, the American Academy of Pe-
diatrics recommends both Food and Drug 
Administration-approved medications and 
behavior therapy.

As guidance to parents, the Academy 
has updated information online about 
symptoms and treatment at www.healthy-
children.org/adhd. 

KiKi Bochi is an award-winning freelance 
writer and editor who specializes in health and 
family topics.

Is it typical toddler 
behavior, or ADHD?
Ten early signs of attention issues in preschoolers
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The Young Child Expo & Conference 
will provide early childhood professionals 
and parents the latest information about early 
childhood development, services, resources, 
and products to help all children reach their full 
potential. In one unique event, this conference 
integrates learning about a wide variety of 
important topics affecting typically developing 
children as well as those with special needs, 
including autism.

If your child is struggling with school...

...we can help.

The Winston Preparatory Schools
  Unique independent day school for students with learning disabilities.

NEW YORK     
126 W. 17th St.
New York City, NY 10011 
646.638.2705 x634

 “Someone mentioned 
to me that if I had a creative 
and bright child, he would 
thrive at Winston Prep.

Winston changed his life.”

Jenifer Levin, mother of Mak Levin
Winston Prep Class of 2008 

Roger WIlliams University Class of 2012

CONNECTICUT 
57 West Rocks Road
Norwalk, CT 06851 
203.229.0465 x535 www.winstonprep.edu

...we can help.

Extensive product lines New and Pre-owned Wheelchair accessible vehicles Custom mobility van conversions

(877) 346-7987 bussanimobility.com

I’ll Drive!

If You Can Dream It, We Can Get You There
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RESOURCES

BY JAMIE LOBER

I f you believe those with 
Down syndrome should be 
accepted and embraced by 

their families, schools, and com-
munities, and you want to find 
other people who share this phi-
losophy, look no further than Gi-
Gi’s Playhouse in Manhattan.  

“There is power of the com-
munity more than anything else, 
because our intention is to lift the 
self-esteem of people with Down 
syndrome and their families,” says 
Britt Sady, executive director and 
site coordinator at the New York 
City location, which opened in Feb-
ruary. The national non-profit has 
been around for 10 years and was 
started by a Chicago mom who has 
a child with Down syndrome.  

“This is our place, where we go to cele-
brate,” says Sady, who also has a son 
diagnosed with Down syndrome. 
GiGi’s Playhouse appears to be the 
only community center in the New 
York-metropolitan area specifically 
designed to serve this community. 

“We have people coming in from 
Connecticut, Staten Island, Brook-
lyn, Queens, and Westchester, be-
cause there is nothing else like 
this,” says Sady. The 1,200-square-
foot community center is tailored 
toward emotional fitness and is 
not a residence.  The staged apple 
trees, couches, sweet music and 
calendar of events keep the peo-
ple coming back for more. 

“The playhouse itself is a 
beautiful environment where 
everyone who walks in says, 
‘Mommy, I want to play here,’ and every-
one is welcome,” says Sady. “It is such a 

happy and joyful space.” 
The Gigi’s Playhouse focus is 

to help kids with Down syndrome 
function better, which is accom-
plished by teaching preschool and 
literacy skills, offering occupa-
tional and physical therapy, and 
hosting educational lectures and 
support groups. The services are 
free of charge.  Children of all 
levels and backgrounds partici-
pate, and the environment is in-
clusive.  

“My son has Down syndrome, 
but that is not what I see; I see a 
unique, complex individual that 
I have given my entire heart 
to and I want other people to 
come to the playhouse and as-
sociate with Noah and not with 

Down syndrome,” explains Sady. She com-
pares this to being friends with someone 
with arthritis. “I would not call my friend an 
arthritic; if you get to know the person, you 

will like him just as much as I do.”  
Strangers to Down Syn-

drome can benefit from Gigi’s 
Playhouse as well.  

“We want to be a melting 
pot and include all walks of 
life, because they are welcome, 
and it is fun and a place where 
no one will stare, because we 
are open, talk about things, and 
make differences approachable,” 
says Sady.  

She finds that there are still 
some members of the public that 
aren’t aware of this community 
and its challenges, including an 
understanding of exactly what 
“Down syndrome” does and does 
not mean.  

“It is important to learn that 
if a person’s tongue protrudes, it 

Safe haven for Down 
syndrome families

Gigi’s Playhouse offers education & community
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Britt Sady and her son Noah (above) and 
other families have fun in a photo booth.
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is because they have 
low muscle tone, but we can 
train muscle tone, if they have 
good oral motor therapy early 
on; they are not stupid,” says 
Sady. 

Supporting kids through 
therapies makes a difference 
and lifts families’ spirits. 
“Sometimes it is easy not to 
realize that you are setting 
the bar low, and the purpose 
of the playhouse is to lift the 
bar and let families see — in 
a community setting — what 
other children can do.”  

And it is stimulating for the 
children to be in a social envi-
ronment.  

“[On] pizza night, [we] turn 
the playhouse into a pizza 
parlor where children with 
Down syndrome exist in a cul-
ture with many developing 
people,” says Sady. The child 
may bring his mom, dad, sib-
ling, and a friend. “The whole 
purpose is getting people to-
gether. Since one in 700 people 
is born with Down syndrome, 
you are going to have a lot of 
friends that do not have Down 
syndrome.”  

Other Gigi’s Playhouse ac-
tivities include music class, 
open structured play, and 
Sunday brunch in Central 
Park during the summer. 
“The movement class is the 
most popular,” says Sady, so 
it is best to call in advance 
to reserve a spot. There is no 
charge for any of the classes 

— including one-on-
one literacy tutoring — so all 
you need to bring is yourself 
and your family.  

“When we started, every-
thing was drop-in, and we had 
five to 12 people showing up, 
but now people are coming 
out of the woodwork; we hope 
to be moving within 18 to 24 
months [to a bigger location] 
to accommodate everyone,” 
says Sady.  

The best part is that any-
one can become involved in 
Gigi’s Playhouse.  

“There is a beautiful per-
ception in the world that a 
typically developing child will 
gain a lot by becoming friends 
with someone who is chal-
lenged in certain ways, and it 
makes them feel more whole 
to be exposed to different 
types of learners,” says Sady.  

Regardless of what brings 
a visitor to GiGi’s Playhouse, 
they are sure to walk out as 
an advocate for children with 
Down syndrome.

GiGi’s Playhouse New York 
[106 W. 117th St. at Malcolm X 
Boulevard in Manhattan, (646) 
801–7529, http://gigisplayhouse.
org/newyork/].

Jamie Lober, author of Pink 
Power (www.getpinkpower.com), 
is dedicated to providing informa-
tion on women’s and pediatric 
health topics.  She can be reached 
at jamie@getpinkpower.com. 

© 2012 Jamie Lober.

is because they have 
low muscle tone, but we can — including one-on-

TM

DELIVERING RESULTS FOR OVER 20 YEARS

173 East Shore Road, Suite 201
Great Neck, NY 11023

516-487-8110

They may be more susceptible to tooth decay, gum disease or oral 
trauma. Due to their medical diagnosis or behavior therapy they may 
require medication or a diet that is detrimental to their dental health.

Many patients with special needs require special care

Dental Services for Special Needs and 
Medically-Compromised Patients

Distinctive 
Dental 
Services 
of New York, P.C.

Office 
based general 

anesthesia 
available.

Mary George, D.M.D./Pediatric Dentist
Ralph H. Epstein, D.D.S./General Dentist/
Dentist Anesthesiologist
Derek Zimbardi, D.D.S./General Dentist
Cristina David, D.D.S./General Dentist
Gina Sajnani, D.M.D./Pediatric Dentist

Variety of 
treatment 

modalities available 
depending on your 

child’s needs. 

Over 30 years 
experience caring 

for the dental needs 
of children with 
special needs.

OFFICE LOCATION:

For more info please visit www.ddsny.com
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Summer campS

By ReBecca McKee

The skies are still gray, the trees are 
bare, and our fingers and toes are 
bundled up in mittens and socks. 

Summer, not to mention scheduling sum-
mer activities, is a faraway thought for 
most. But for families with young children 
and teenagers with special needs, NOW 
begins the process of picking the right 
summer program.  

Summer programs are becoming more 
diverse…for both typical young people 
and those who differ from the norm. The 
idea that all boys live for sports, and all 
girls love dolls has gone by the wayside. 
It is now time for parents of those with 
special needs to ride this wave and accept 
that it is OK for their child to live outside 
of the box, too! Past practice was that a 
boy or girl with autism spectrum disorder, 
or other special needs, would spend the 
summer working extremely hard to fit in at 
a typical camp. As with any special educa-
tion situation, there were pros and cons. 

It’s a great idea for summer programs to 
expose young children or teenagers with 
special needs to natural settings alongside 
typical peers, but will the special-needs 
kids enjoy the experience? When picking a 
summer program, parents have to remem-
ber what matters most to and what is best 
for the special-needs child who will be 
attending the camp. We have to measure 
his level of enjoyment during his summer 
vacation.

To gain a broader view of activities, 
families can attend local parent support 
meetings at their children’s schools. You’ll 
find an abundance of information. With 
a little bit of research, you can find a va-
riety of summer programs — including 
agriculture camps at local farms; theatre 
programs that include drama, stage build-
ing, filming with both LEGOs and Robot-
ics; and other settings — that would fill 
those hot summer days with a program 
that accommodates your family member’s 
specific preferences. 

You can also contact local colleges 
and universities in your area. Certain 
academic programs offer half-day and 
full-day summer camps geared toward 
children with special needs. The counsel-
ors are actual college and graduate school 
students in the fields of special education, 
speech-language pathology, psychology, 
and other related fields — you can’t get 
better than that!

You’ll benefit greatly from shopping for 
camps early in the year. Once you’ve nar-
rowed down the choices on an adult level, 
take into account your child’s experience 
at the camp each day. Summer experi-
ences are supposed to be happy and fun! 

People with special needs need to al-
leviate anxiety and prepare for change by 
being exposed to information via multiple 

senses. Have the child preview the loca-
tion visually by looking at pictures from 
the pamphlets and websites. Touring the 
site will capture the auditory and kines-
thetic modalities, and counting down to 
the end of the school year and beginning 
of summer on a calendar will prepare the 
child for a change in routine. 

What matters most to the special-needs 
child or teenager should be the foremost 
thought when choosing a summer pro-
gram. Try to be flexible and think outside 
the box, and get a head start, too, so that 
you can have full access to all of the op-
tions out there.

Rebecca McKee, The 13th Child Autism 
and Behavioral Coaching. For more, visit 
www.mybehaviorcoach.com or the13abc@
aol.com.

Finding the right program for your special child

A special camp
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FOODS, MEALS, 
SNACKS, DESSERTS 

& MORE!

15% OFF  

YOUR GLUTEN FREE  
HEADQUARTERS!

Visit Our
Newest Store!

Wheat & gluten free foods
Organic dairy, produce and meat
Whole grains, dried fruit, nuts & seeds
Low GI (glycemic index) sweeteners
Vitamins & supplements
All natural body care & make-up
Holistic pet food and supplies

OPEN 7 DAYS

We Carry An Extensive Line 
Of Gluten Free/Allergen Free Products

Meals  Pizza  Desserts  Snacks  Cakes
Cookies  Bread  Bake Mixes

And More

600-16 Portion Road, Ronkonkoma, NY 11779
   631-981-0882        www.thedietshop.biz

Serving Long Island Special Needs Families For Over 8 Years!

$5 Off  Purchase Of $25 Or More
                       With this ad

Supporting the Manhasset 
community since 1996!

2120 Northern Boulevard
Manhasset, NY 11030

516-869-8900

Supporting the Manhasset 
community since 1996!

2120 Northern Boulevard
Manhasset, NY 11030

516-869-8900

Uncle Giuseppe’s stores have an 
extensive selection of

GLUTEN-FREE 
PRODUCTS

in our grocery and frozen aisles!
Glutino, UDI’s, Kinnikinnick, Bell & Evans, Katz, 
Pamela’s, Sam Mills, Envirokidz, Gluten Free 
Dreams, Glenny’s, Schär, and many more!

 2330 Hempstead Tpke., East Meadow, NY 11554 - Ph: 516-579-1955 
 95 Route 111, Smithtown, NY 11787 - Ph: 631-863-0900 

 364 Port Washington Blvd., Port Washington, NY 11050 - Ph: 516-883-0699 
 1108 Route 112, Port Jefferson Station, NY 11776 - Ph: 631-331-1706 

 37 Hicksville Rd., Massapequa, NY 11758 - Ph: 516-308-7377 

GLUTEN-FREE
GIFT BASKETS 

AVAILABLE!

Visit uncleg.com for our weekly 
sale on gluten-free sale items!

$5 OFF $50
VALID AT ANY UNCLE GIUSEPPE’S LOCATION - LIMIT ONE - EXPIRES 3/15/13

WITH REWARDS CARD. VOID IF 
DUPLICATED. STORE MUST RETAIN 
COUPON. NO CASH REFUNDS. NOT 

VALID ON ONLINE ORDERS. COUPON 
MUST BE PRESENTED AT TIME OF 

PURCHASE. 
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Autism

By ReBekah Wilson

O ur family understands both the 
word autism and the reality of it 
very, very well. Out of our eight 

biological children, four have been diag-
nosed with autism. Two more are on the 
spectrum but are not diagnosed. Our fam-
ily has practiced most of the traditional 
and nontraditional methods to help autistic 
children. Some methods have worked, and 
some have not. 

The most effective method we have 
discovered so far is an autism service dog 
trained by 4 Paws for Ability, an organi-
zation that specializes in placing highly 
trained, professional service dogs with 
children. Most service dog organizations 
will not place a dog with a child until the 
child reaches 16 to 18 years of age. Yet, it 
is when children are young that they need 
the dog the most. 

Here’s Luke’s story — maybe you know 
someone who can be encouraged by it.

Luke is our seventh child and the fourth 
diagnosed with autism. Nearly every au-
tistic child has secondary issues as well, 
and Luke is no exception. He had the 
most severe attention deficit hyperactiv-
ity disorder our child psychiatrist had 
ever seen. Once the disorder was under 
control through medication, the autism 
became glaring. Luke also has medical is-
sues that revolve around malabsorption, 
also common with autism. Luke received 
numerous therapies and services and we 
went through a medication regime too, but 
ultimately the psychotropic medications 
were not good for Luke’s health. Some 
have severe side effects, including irre-
vocable diabetes and liver failure — not 

something any parents want their child 
taking for very long. Also, the longer Luke 
was on those medications, the less effec-
tive they became. We needed something 
else in our arsenal of parental tools.

As a result of continual research and 
talking with others, the suggestion of an 
autism service dog came up. I was in-
trigued to say the least, because service 
dogs are generally seen with visually im-
paired or hearing-impaired adults, not au-
tistic children! I began to learn more about 
the topic of autism service dogs. More 
than a hundred hours of research later, for 
overwhelming reasons, we chose 4 Paws 
for Ability. We applied, were accepted, and 
began raising funds for Luke’s dog. 

However, less than two months later, 
my husband suffered a small stroke, and 
consequently I put on hold everything 
related to the service dog. Then, the Los 
Angeles Police Department, my husband’s 
employer, heard about Luke’s need and 
generously offered to help us reach our 
goal in just a few weeks!

I thought I was prepared for what an 
autism service dog would do for Luke and 
his autistic siblings. I knew the dog would 
be trained in search-and-rescue tracking, 
meltdown behavior disruption, tethering, 
and alerting, and would have a few tricks 
tossed in to keep Luke busy, but I wasn’t 
prepared for how strongly the dog could 
affect the child. There is an enormous, 
overwhelming calmness that transcends 
the spirit of an autistic child when he is 
near a service dog, something you have to 
witness to fully grasp and understand. 

The first time I saw this with Luke was 
during our third day of official training 
with the service dog, Bones, when Luke 

had a major meltdown and was hurting 
himself. Luke started to escalate and get 
upset because his hamburger was missing 
and we couldn’t find it; he sat down next 
to me and began slapping his head. When 
I tried to hold Luke’s arms, he began to 
punch his head, so I put him in a bear hug 
to hold his arms down and wait it out. At 
that point, Luke used his knee to whack 
his head and hit himself so hard that he 
nearly knocked us both off of the couch 
and onto the ground. I ended up crossing 
my legs over his as I gave him the bear hug 
(I felt like a human pretzel!). 

Bones was in the middle of the room 
practicing commands and got a little dis-
tracted when he saw Luke struggling and 
crying. When Bones’ training was over, he 
came to Luke and began to nuzzle him and 
lick him (he’s trained to do this to inter-
rupt Luke’s meltdowns). Luke suddenly 
stopped … completely. He became very 
still, melted into me, and then slid onto 
the floor in a heap. Bones sat down next 
to Luke and Luke scooted over, crouched 
behind Bones, and then simply leaned on 
Bones.

In the photo you can see that Luke’s 
eyes are closed and he is peaceful and 
relaxed. For 10 minutes, Luke stayed like 
that. Bones never moved or seemed to get 
annoyed or tired of Luke; Bones just sat 
there as if he knew this was exactly what 
was needed. 

When Luke finally got up, he patted 
Bones on the head and walked away a 
happy, smiling, and very peaceful little 
boy. Normally, we would have experienced 
escalated behavior from Luke, followed 
by a fallout period that would last from 
30 minutes to several hours. That was the 

first time I realized how strongly Bones 
could affect Luke’s behavior, i.e., shorten 
the lengthy meltdowns and periods of fall-
out. We had just watched the first of many 
miracles take place, and the realization of 
how this dog was going to change Luke’s 
life had me in tears for hours.

That happened a year ago. Since then, 
Luke and Bones have been constant com-
panions. Here are the top three enormous 
blessings we have observed since Bones 
joined our family:

• Because  of  the  service  dog,  Luke  is 
now off of all of his psychotropic medica-
tions; Bones has proven to be more effec-
tive in keeping Luke calm than any medi-
cation ever did. At times, this totally blows 
my mind because of the simplicity of it.

• Luke tends to wander away and get lost, 
and when he is upset he runs away and 
hides. He also has no “stranger awareness” 
and would follow anyone anywhere. Bones 
is able to track Luke immediately, in any 

situation and any environment, and Bones 
can find Luke within two to three minutes. 
When at Boy Scout camp this past summer, 
Luke got lost twice because he wandered 
away. Each time, Bones found Luke within 
five minutes, keeping Luke safe and sparing 
the camp from being alerted and having to 
search for Luke. 

• At 8 years of age, Luke had never slept 
in his own bed. Now he sleeps in his own 
bed every night with Bones snuggled next 
to him. 

The greatest blessing Bones has brought 
to Luke is the way that Bones “humanizes” 
Luke, drawing people to Luke for social 
interaction. The general public has a ten-
dency to be overly harsh, critical, and un-
friendly toward autistic individuals. This 
response limits Luke’s ability to interact 
with others, especially children his own 
age who tease or torment him. However, 
with a service dog at his side, Luke be-
comes a social magnet and people tend 

to accept his autism and disability — be-
cause the dog has accepted him. People 
ask Luke if they can pet his dog, ask ques-
tions about the dog, and in other ways 
draw Luke out into normal social situa-
tions with a positive twist to it.

 Bones has been an incredible bless-
ing for our family. If we had not observed 
the benefits firsthand, I would have not 
thought this possible. 

If you would like additional information, grab 
a tissue box, and visit 4pawsforability.org. You 
can also e-mail me at erccswil@aol.com with 
any questions you might have.

Rebekah Wilson continues to homeschool 
her children and is currently working on a MEd 
in Special Education. E-mail her at erccswil@
aol.com.
 Copyright 2012, used with permission. All rights reserved by 
author. Originally appeared in the February 2012 issue of The Old 
Schoolhouse® Magazine, the trade magazine for homeschool fami-
lies. Read the magazine free at www.TOSMagazine.com  or read it 
on the go and download the free apps at www.TOSApps.com to read 
the magazine on your mobile devices.

The four-legged
blessing
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Autism

By ReBekah Wilson

O ur family understands both the 
word autism and the reality of it 
very, very well. Out of our eight 

biological children, four have been diag-
nosed with autism. Two more are on the 
spectrum but are not diagnosed. Our fam-
ily has practiced most of the traditional 
and nontraditional methods to help autistic 
children. Some methods have worked, and 
some have not. 

The most effective method we have 
discovered so far is an autism service dog 
trained by 4 Paws for Ability, an organi-
zation that specializes in placing highly 
trained, professional service dogs with 
children. Most service dog organizations 
will not place a dog with a child until the 
child reaches 16 to 18 years of age. Yet, it 
is when children are young that they need 
the dog the most. 

Here’s Luke’s story — maybe you know 
someone who can be encouraged by it.

Luke is our seventh child and the fourth 
diagnosed with autism. Nearly every au-
tistic child has secondary issues as well, 
and Luke is no exception. He had the 
most severe attention deficit hyperactiv-
ity disorder our child psychiatrist had 
ever seen. Once the disorder was under 
control through medication, the autism 
became glaring. Luke also has medical is-
sues that revolve around malabsorption, 
also common with autism. Luke received 
numerous therapies and services and we 
went through a medication regime too, but 
ultimately the psychotropic medications 
were not good for Luke’s health. Some 
have severe side effects, including irre-
vocable diabetes and liver failure — not 

something any parents want their child 
taking for very long. Also, the longer Luke 
was on those medications, the less effec-
tive they became. We needed something 
else in our arsenal of parental tools.

As a result of continual research and 
talking with others, the suggestion of an 
autism service dog came up. I was in-
trigued to say the least, because service 
dogs are generally seen with visually im-
paired or hearing-impaired adults, not au-
tistic children! I began to learn more about 
the topic of autism service dogs. More 
than a hundred hours of research later, for 
overwhelming reasons, we chose 4 Paws 
for Ability. We applied, were accepted, and 
began raising funds for Luke’s dog. 

However, less than two months later, 
my husband suffered a small stroke, and 
consequently I put on hold everything 
related to the service dog. Then, the Los 
Angeles Police Department, my husband’s 
employer, heard about Luke’s need and 
generously offered to help us reach our 
goal in just a few weeks!

I thought I was prepared for what an 
autism service dog would do for Luke and 
his autistic siblings. I knew the dog would 
be trained in search-and-rescue tracking, 
meltdown behavior disruption, tethering, 
and alerting, and would have a few tricks 
tossed in to keep Luke busy, but I wasn’t 
prepared for how strongly the dog could 
affect the child. There is an enormous, 
overwhelming calmness that transcends 
the spirit of an autistic child when he is 
near a service dog, something you have to 
witness to fully grasp and understand. 

The first time I saw this with Luke was 
during our third day of official training 
with the service dog, Bones, when Luke 

had a major meltdown and was hurting 
himself. Luke started to escalate and get 
upset because his hamburger was missing 
and we couldn’t find it; he sat down next 
to me and began slapping his head. When 
I tried to hold Luke’s arms, he began to 
punch his head, so I put him in a bear hug 
to hold his arms down and wait it out. At 
that point, Luke used his knee to whack 
his head and hit himself so hard that he 
nearly knocked us both off of the couch 
and onto the ground. I ended up crossing 
my legs over his as I gave him the bear hug 
(I felt like a human pretzel!). 

Bones was in the middle of the room 
practicing commands and got a little dis-
tracted when he saw Luke struggling and 
crying. When Bones’ training was over, he 
came to Luke and began to nuzzle him and 
lick him (he’s trained to do this to inter-
rupt Luke’s meltdowns). Luke suddenly 
stopped … completely. He became very 
still, melted into me, and then slid onto 
the floor in a heap. Bones sat down next 
to Luke and Luke scooted over, crouched 
behind Bones, and then simply leaned on 
Bones.

In the photo you can see that Luke’s 
eyes are closed and he is peaceful and 
relaxed. For 10 minutes, Luke stayed like 
that. Bones never moved or seemed to get 
annoyed or tired of Luke; Bones just sat 
there as if he knew this was exactly what 
was needed. 

When Luke finally got up, he patted 
Bones on the head and walked away a 
happy, smiling, and very peaceful little 
boy. Normally, we would have experienced 
escalated behavior from Luke, followed 
by a fallout period that would last from 
30 minutes to several hours. That was the 

first time I realized how strongly Bones 
could affect Luke’s behavior, i.e., shorten 
the lengthy meltdowns and periods of fall-
out. We had just watched the first of many 
miracles take place, and the realization of 
how this dog was going to change Luke’s 
life had me in tears for hours.

That happened a year ago. Since then, 
Luke and Bones have been constant com-
panions. Here are the top three enormous 
blessings we have observed since Bones 
joined our family:

• Because  of  the  service  dog,  Luke  is 
now off of all of his psychotropic medica-
tions; Bones has proven to be more effec-
tive in keeping Luke calm than any medi-
cation ever did. At times, this totally blows 
my mind because of the simplicity of it.

• Luke tends to wander away and get lost, 
and when he is upset he runs away and 
hides. He also has no “stranger awareness” 
and would follow anyone anywhere. Bones 
is able to track Luke immediately, in any 

situation and any environment, and Bones 
can find Luke within two to three minutes. 
When at Boy Scout camp this past summer, 
Luke got lost twice because he wandered 
away. Each time, Bones found Luke within 
five minutes, keeping Luke safe and sparing 
the camp from being alerted and having to 
search for Luke. 

• At 8 years of age, Luke had never slept 
in his own bed. Now he sleeps in his own 
bed every night with Bones snuggled next 
to him. 

The greatest blessing Bones has brought 
to Luke is the way that Bones “humanizes” 
Luke, drawing people to Luke for social 
interaction. The general public has a ten-
dency to be overly harsh, critical, and un-
friendly toward autistic individuals. This 
response limits Luke’s ability to interact 
with others, especially children his own 
age who tease or torment him. However, 
with a service dog at his side, Luke be-
comes a social magnet and people tend 

to accept his autism and disability — be-
cause the dog has accepted him. People 
ask Luke if they can pet his dog, ask ques-
tions about the dog, and in other ways 
draw Luke out into normal social situa-
tions with a positive twist to it.

 Bones has been an incredible bless-
ing for our family. If we had not observed 
the benefits firsthand, I would have not 
thought this possible. 

If you would like additional information, grab 
a tissue box, and visit 4pawsforability.org. You 
can also e-mail me at erccswil@aol.com with 
any questions you might have.

Rebekah Wilson continues to homeschool 
her children and is currently working on a MEd 
in Special Education. E-mail her at erccswil@
aol.com.
 Copyright 2012, used with permission. All rights reserved by 
author. Originally appeared in the February 2012 issue of The Old 
Schoolhouse® Magazine, the trade magazine for homeschool fami-
lies. Read the magazine free at www.TOSMagazine.com  or read it 
on the go and download the free apps at www.TOSApps.com to read 
the magazine on your mobile devices.
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Our son, age 7, reverses letters when 
writing. We fitted him with glasses, but the 
reversals continue. Could he have dyslexia? 
What should we do?

I t’s not uncommon for children at ages 7, 
8, or 9 to reverse letters while writing. 

Dr. Martha Weber, an education pro-
fessor at Bowling Green State University, 
coined a term for this in 1972: the “Moma” 
concept. It illustrates the relationship be-
tween how young children perceive their 
world, and why they reverse letters while 
learning how to write.  

The concept is explained through how 
children see their mothers. 

A child who sees his mother dressed up 
and wearing makeup for a Friday night out, 
or wearing a bathrobe, hair curlers, and fa-
cial mask on Saturday recognizes that, no 
matter how different she may look, she is 

still his mother. 
Most young 

children who re-
verse letters do 
so, because al-
though the let-
ters may look dif-
ferent, to these 
kids, they’re still 
the same. (This 
is known as form 
constancy.) 

No wonder 
kids question our 
adult level-head-
edness when we 
tell them that 
merely moving, 
what looks to 
them like a “stick,” from one side of a circle 
to the other, creates a totally different con-

cept (a letter “b” becoming a “d”). 
And, how about the confusing visual 

similarities between p-q, m-w, M-W, m-n, 
or h-n? 

Even if eyeglasses enable the informa-
tion to enter your son’s brain at 20-20, 
he will draw upon his belief system to 
logically misinterpret the incoming visual 
information. 

For now, I’d advise not searching for 
other causes, such as dyslexia, to explain 
the letter reversals. Primary teachers have 
witnessed this problem work itself out 
most of the time. For now, just blame it on 
“Moma.”

Robert Morton, MEd, EdS has retired from 
his positions as school psychologist and ad-
junct professor in the School of Leadership 
and Policy Studies at Bowling Green State 
University, in Ohio. Contact him at robertmor-
ton359@gmail.com.

He reverses his letters 

Family 
Journal
RobeRt MoRton
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behavior

By ReBecca McKee

T he season of pump-
kins and ripe apples 
is clearly upon us. For 

most of us, sharing a seat 
alongside the crisp feelings 
of autumn is the love of 
football. This All-American 
sport is more of a passion 
than a pastime. Homes, 
families, and cities dedicate 
Sundays, Mondays, and life-
times to championing their 
special teams to victory. 
For those who struggle to fit 
in socially, while hoping to 
hold on to their individual-
ity, being part of the crowd 
during the big game can get 
quite tricky.  

For the moment, we are 
using football as an ex-
ample; mainstream events 
and activities may be uni-
versally unlucky for people 
with unique personalities, 
such as autism spectrum 
disorder. Balancing family 
time with sensitivity to all is 
a tough act to master. What 
usually happens is one end 
of the social see-saw falls 
flat to the ground with a 
bang — we all know how that feels! The 
trick is to pair reinforcing items and activi-
ties with non-preferred occasions.  

On a cerebral level, pairing is defined 
as making a desired item or activity equal 
to an undesirable one through linking the 
two together in space and time. Physically 
speaking, we would literally take part in or 
use what we love while being in the pres-
ence of something we are trying to avoid. 

For example, a teenage boy with autism 
may love clay and his iPod, and has zero 
interest in football and conversations with 
others. Every Sunday his family has a 
football brunch. He can relieve his social 
anxiety, which will make the day more en-

joyable for himself and his family, through 
pairing tricks. 

He will choose to sit on a chair so he 
has personal space. A couch will be over-
crowded. He will keep his iPod on through-
out the game. This looks typical, as many 
teens listen to music in their homes. Be-
tween bites of brunch, he can create mod-
els with his clay. This is pairing reinforcing 
items and activities with moments that we 
dread.  

Being sensitive to others who have 
vague social behaviors is the first step. 
Once this sentiment is accepted by the 
support group, everything else will fall 
into place. After all, we use these same 

techniques with ourselves. God knows, I 
get bored after I realize that 30 seconds in 
a game really equals 25 minutes! I compen-
sate by partaking in conversation, shar-
ing photographs, assisting in the kitchen, 
and other typical socio-behavioral move-
ments.

People with special needs need struc-
ture and actual help in order for them to 
be able to calmly co-exist in these set-
tings. Create a “Fun File” for the annual 
events that your family partakes in. Have 
your family member with special needs 
fill this with reinforcing items. This will 
create a level playing field for all of your 
teammates during the big game!

When one family member doesn’t want to watch football

The social score
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The big bully next door

Dear Parent, 
I am sorry to hear about this all too 

common problem.  
It is often challenging, although neces-

sary, to conduct a thoughtful and effective 
adult intervention when bullying occurs. It 
can be particularly difficult when tensions 
come from a menacing neighbor who is an 
ongoing presence in a young person’s life. 

There is rarely a simple solution to re-
peated intimidations, but here are some 
possible things to think about as you 
tackle the problem.  

It is important for parents to play a role 
in the resolution of bullying. It is often 
useful for moms and dads to enlist advice 
and specific assistance from a variety of 
sources who can keep discussions con-
fidential. Taking time to brainstorm and 
strategize with trusted family members, 
friends, and school or religious commu-
nity advisors before acting can help gen-
erate ideas that can effectively stop the 
problem. It is not uncommon for children 
like your son to fear vengence. 

Unfortunately, those fears are not un-
founded, all the more reason to have 
any parental actions be carefully thought 
out beforehand. Impulsive responses, an 
understandable reaction to bullying, are 
sometimes effective but can also lead to 

complications in 
the long run.  

Of course, one 
possible solution 
would be for an 
adult to talk di-
rectly to the child 
or his family. 
However, it can 
be useful to re-
member that bul-
lies are frequently 
experiencing fam-
ily hardships and 
this emotional 
discord might 
be contributing 
to the problem. 
Those underlying 
issues might have 
to be addressed 
or at least understood to have interven-
tions go smoothly. 

While sorting through ways to stop the 
harassment, I suggest that parents in your 

position set aside ample time to listen 
to the details of the child’s experiences 
and then provide good counsel about any 
steps that might be taken to interrupt 
the behavior like avoiding the bully, not 
responding, and asking for help from oth-
ers. Finding additional support through 
school or community resources such as 
counseling or support groups, in or out-
side of school, can be invaluable -- even 
when stopping the problem is not a quick 
or easy task.  

Parents are understandably upset and 
worried when their children are being bul-
lied. They also need plenty of support and 
good counsel. If parents can sort through 
their own feelings it is easier for them to 
provide the calm, reassuring emotional 
support and practical strategizing that an 
adolescent needs during this time.  

I am sorry to hear about your son’s di-
lemma. I know many moms and dads who 
have sorted through viable solutions to 
handle bullies over time. I wish you well 
as you do the same.  

 Sharon C. Peters, MA, is a mother and director of Parents Helping Parents, 669 
President St., Brooklyn (718) 638-9444, www.PHPonline.org.

If you have a question about a challenge in your life (no issue is too big or too small) 
e-mail it to Dear Sharon at Family@cnglocal.com.

Dear Sharon,
Our next-door neigh-

bor’s son is a bully. He 
is 12-years-old, size-
able, and formidable. I 
know he’s a bully be-
cause my 10-year-old 
son is one of his many 
victims. I don’t know 
what to do or how to 
deal with this situation. 
My son is afraid of ret-
ribution if I take action, 
but I think doing noth-
ing is more terrifying 
for everyone. What do 
you say?

Parents 
helPing 
Parents

SHAron C. PeterS
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Education

By Dana Connelly

A s parents, we are in frequent 
interface with pediatricians, 
child care providers, nan-

nies, and teachers. These are people 
who we put professional faith in, and 
those who, early on in our children’s 
lives, set the tone for how non-family 
members perceive our kids. It can be 
a heart-breaking experience to hear 
from someone that your child seems 
to have attention deficit hyperactivity 
disorder, autistic spectrum disorder, a 
behavioral disorder, or a developmen-
tal delay. Let’s consider the source: 
even with multiple degrees in a par-
ticular area, a professional may not 
technically be qualified to diagnose a 
child with a disorder. Yet a mere men-
tion of it from anyone under the um-
brella of child care can create extreme 
angst for a family. 

Pediatricians are the frontier profes-
sional, one of the first that are involved 
in your child’s life. They have put exten-
sive study and training into their craft, 
which centers on the biological func-
tioning of your child. As with any field, 
you have varying degrees of expertise, 
and perhaps you have scoured your town for 
the best one. Any pediatrician should have 
general knowledge of developmental mile-
stones, but I emphasize “general.” The spe-
cialization of a pediatrician is in the medical 
health of young children, not in the diagnosis 
of a mental disorder. In post-evaluation meet-
ings with families I have often heard that, 
“The pediatrician said it’s OK that Josh isn’t 
talking by 2 years old.” Or, “Her doctor said 
that lining toys up as the main form of play 
was just a phase.” The pediatrician means 
well, but he may be downplaying something 
that, if addressed early, can be treated to 
the point of non-concerning. An improved 
professional response of the doctor could be 
to ask additional questions related to the be-
havior and recommend an evaluation agency 
to the family, so they can be put in touch with 
the appropriate specialists.

Daycare providers spend longer periods 
of time with your child than a pediatrician. 

In some cases, due to work schedules they 
may even spend more time with your child 
than you are able to. While they may see 
your child across various forms of stimulus, 
they are not qualified to diagnose your child. 
It is inappropriate for them to use clinically 
diagnostic terms such as ADHD, speech de-
layed, obsessive compulsive, or emotionally 
disturbed. What should be expected is an 
expertise in the safety and security of your 
child. Depending on the program, a day care 
provider would have specific training in 
how to stimulate your child to an enriching 
level, provide nutritious meals, and afford 
opportunities for your little one to develop 
independence. If after a period of observa-
tion and assessment, a daycare provider has 
concerns about a child’s’ development, the 
focus should be on describing the behavior 
in detail, rather than trying to label it. By 
providing specific information about what 
the child struggles with, it opens the forum 

for the parent to become more specific 
about what her observations are at home. 
Any reference to a clinical term is pre-ma-
ture. A staff member or even the director of 
a daycare facility does not have the proper 
training to diagnose a child or appropriately 
and effectively handle a child with signifi-
cant special needs. Providing a parent or 
caregiver with information about getting her 
child formally evaluated is the act of a truly 
professional daycare provider. 

Teachers adhere to state regulations to 
help your child achieve academic success 
and prepare them for state standardized 
testing. They monitor and report the prog-
ress of your child’s journey through a mul-
titude of more advanced subjects and skills. 
It is appropriate to alert a family to any red 
flags in a child’s development, but dropping 
statements such as “I think he has…” or “I’m 
worried that she might be…” are a profes-
sional misstep. Even those well oriented 
within the educational system for numerous 
years are not qualified to diagnose a child. 

Think of it this way: if you had a tooth-
ache, would you go to a podiatrist? Every 
person is worthy of his credentials but 
sometimes one might step outside of what 
his training has provided. Most profession-
als have put in their time and have likely 
seen it all, but the reality is, if you are look-
ing for a formal diagnosis of anything for any 
child, you go to the appropriate professional. 
When your concerns are developmental or 
behavioral in nature a neuropsychologist, 
developmental psychologist, educational 
evaluator, speech and language pathologist, 
occupational therapist, or physical thera-
pist would need to be consulted. As the in-
terfacing professional (nanny, pediatrician, 
teacher, grandma, etc.), be mindful of your 
delivery when mentioning your concerns. 
Focus on describing the behavior instead of 
trying to put a label on it as it will set a tone 
of proactive empowerment, rather that an 
air of defensiveness or denial.

Dana Connelly holds dual Master’s Degrees 
in Education and Special Education, working as 
an educational evaluator for a New York-based 
agency. She specializes in Applied Behavior 
Analysis and is the proud single mother of a 
5-year-old boy.

A professional opinion
Understanding the roles of professionals in child care
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BY MARY CARROLL WININGER

D yslexia may be one of the 
most well-known and yet least 
understood of all the learning 

disorders. But many authorities in the 
field have begun to view dyslexia sim-
ply as a different way of absorbing and 
processing information, with its own 
inherent set of abilities and gifts. 

The common misconception is that 
dyslexia is characterized primarily by 
mirror writing (writing certain letters 
backwards) and rearranging letters when 
reading (reading “was” for “saw”), when, 
in fact, these behaviors only occur in a 
very small percentage of dyslexics. 

The disorder is actually more fre-
quently observed through other signs, 
such as difficulty with rhyming words in 
very young children, word or letter omis-
sion when writing and reading, and substi-
tution of similar-looking words to replace 
the ones intended (“help” for “held,” “who” 
for “how”). For these reasons, dyslexia has 
often been seen as a burden or a weakness 
— or even a condition to be overcome. But, 
now, experts and evaluators are starting 
to realize that the so-called disability can 
be accompanied by an array of skills and 
talents not understood or even noticed 
before now.

Two Seattle-based physicians, husband-
and-wife duo Drs. Brock and Fernette Eide, 
have written a book that details the valu-
able features that can manifest in a dyslexic 
person. The book, “The Dyslexic Advan-
tage: Unlocking the Hidden Potential of the 
Dyslexic Brain,” discusses how the dyslexic 
brain is different, the unique capabilities 
it can possess, and the different ways a 
dyslexic person can maximize his full ap-
titude. 

“[W]e’ve come to believe that thinking 
of dyslexia as simply a disorder of reading 
and spelling is both deeply incomplete and 
misleading,” says Dr. Brock Eide. “Usually, 
dyslexic individuals are thought of as hav-
ing brains that are trying hard to learn and 
work just like everyone else’s, but are failing 
because they’re defective in some way.” 

After working with and speaking to hun-
dreds of dyslexic individuals, the doctors 
have witnessed, again and again, that dys-
lexics “share many desirable and useful 
features in how they learn and process 
information.” 

In the book, the doctors detail four com-
mon areas of dyslexia-associated talents, 
which they call the MIND strengths: mate-
rial, or spatial, reasoning; interconnected 
reasoning, or the ability to see connections 
and relationships, particularly big-picture 
relationships; narrative reasoning, or the 
ability to see facts as stories, cases, or exam-
ples, rather than abstract, non-contextual 
information; and dynamic reasoning, the 
ability to use bits of remembered experi-
ence to make predictions about how things 
will change over time, which, the doctors 
write, “helps dyslexics function well in situ-
ations where the conditions are changing or 

all the facts are not completely known.”
These strengths can serve dyslexics 

well, in the fields of architecture, design, 
and surgical medicine (material); visual art 
(interconnected); law (narrative); and the 
sciences (dynamic). 

“Not every dyslexic individual has these 
strengths…in our experience all have at 
least some, and each of these tends to be 
much more common in dyslexic than non-
dyslexic individuals,” reports Dr. Brock 
Eide. “It’s important to recognize and 
understand these strengths, because 
we’ve found that dyslexic individuals 
who succeed in adulthood usually do 
so, because they’ve learned how to 
take full advantage of one or more of 
these strengths, and not just because 
they’ve fully overcome dyslexic chal-
lenges with reading or spelling. 

“Typically, they’ve learned to only 
use these strengths to work around 
their weaknesses, rather than letting 
their weaknesses define who they are 
or what they are capable of achiev-
ing.” 

How, then, can dyslexic individu-
als be assisted to embrace their full 

potential, seeing as how they’re capable of 
so much? In an ideal world, say the doctors, 
the current educational system would be 
different, and geared more toward students 
of all learning abilities.

“We need to focus much more heavily 
on understanding and taking advantage of 
how the brains of dyslexic students actually 
work, rather than teaching them as if the 
goal were to get their brains to work just 
like everyone else’s,” says Dr. Brock Eide. 
Dyslexic students follow a “different devel-
opmental pattern than other children” and 
they “need a different kind of education that 
reflects these differences,” he says.

“Schools cannot just operate on this 
‘mode of normal’ and expect all kids to 
learn well,” confirms Dr. Fernette Eide. “An 
ideal education needs to be tailored more 
towards [everyone’s] strengths.”

Mary Carroll Wininger is a writer based in 
New York City. She is a frequent contributor on 
topics ranging from etiquette to feng shui.

Dyslexia’s potential
New book uncovers a disorder’s inherent set of abilities

most well-known and yet least 
understood of all the learning 

disorders. But many authorities in the 
field have begun to view dyslexia sim-
ply as a different way of absorbing and 
processing information, with its own 

The common misconception is that 
dyslexia is characterized primarily by 
mirror writing (writing certain letters 
backwards) and rearranging letters when 
reading (reading “was” for “saw”), when, 
in fact, these behaviors only occur in a 

The disorder is actually more fre-
quently observed through other signs, 
such as difficulty with rhyming words in 
very young children, word or letter omis-
sion when writing and reading, and substi-
tution of similar-looking words to replace 
the ones intended (“help” for “held,” “who” 
for “how”). For these reasons, dyslexia has 
often been seen as a burden or a weakness 
— or even a condition to be overcome. But, 
now, experts and evaluators are starting 
to realize that the so-called disability can 
be accompanied by an array of skills and 
talents not understood or even noticed After working with and speaking to hun-
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well, in the fields of architecture, design, 
and surgical medicine (material); visual art 
(interconnected); law (narrative); and the 
sciences (dynamic). 

“Not every dyslexic individual has these 
strengths…in our experience all have at 
least some, and each of these tends to be 
much more common in dyslexic than non-
dyslexic individuals,” reports Dr. Brock 
Eide. “It’s important to recognize and 
understand these strengths, because 
we’ve found that dyslexic individuals 
who succeed in adulthood usually do 
so, because they’ve learned how to 
take full advantage of one or more of 
these strengths, and not just because 
they’ve fully overcome dyslexic chal-

potential, seeing as how they’re capable of 
so much? In an ideal world, say the doctors, 
the current educational system would be 
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HealtHy eating

By RichaRd Kahn, Phd, Rd

K ids, delayed or not, have their own 
agenda when it comes to food. Par-
ents are, rightfully, concerned about 

the nutrients and calories that make up 
long-term health, but such things do not con-
cern children. Parents speak the language 
of words and think about the future. Little 
children speak the language of gestures and 
think in terms of now. No wonder communi-
cation channels break down at the table. 

The trick to better meals is to see what 
is behind the behavior on both sides. Chil-
dren instinctively anticipate that parents 
understand their developmental drives and 
behaviors, but delays can cloud the child’s 
signals, as was the case with a wheelchair-
bound child we’ll call Ruedo.

Ruedo had a muscular condition that left 
him with very poor muscle control below the 
neck. He could guide his wheelchair by mov-
ing a joystick between his right thumb and 
forefinger, but it was clear that he had very 
limited use of his hands. Above his shoulders, 
though, everything worked fine. After getting 
settled and arranged, he and his mother sat 
down by my desk.

The mother told me Ruedo did not eat, 
was picky, and refused most foods. It was no 
surprise he was underweight. As we started 
to talk, the mother began to cry. After a few 
minutes, she wiped her eyes. I waited, listen-
ing, until she composed herself. We went back 
to the task at hand.  

“I see he has many challenges,” I said, “but, 
tell me, can he get a cookie out of you?” She 
smiled, then she laughed. “Yes!” she said grin-
ning. I knew now we could make some head-
way. Mom had moved from the world of worry 
to the world of possibility. She recognized 
Ruedo’s strengths. 

I had already seen that children with 
varying degrees of delay know how to ma-
nipulate their parents as well as typically 
developing children when it comes to treats. 
To me, it is a sign of mental health. The re-
sponse to the ploy is up to the parents. Some 
parents may think, “Why not give them what 
they want? The child is already suffering. He 
hardly eats anything.” 

Well, the child may not be suffering. Cer-

tainly, the child will suffer as he grows to un-
derstand himself in relation to others. In the 
moment of worming cookies out of parents, 
though, the child is not suffering. The child is 
doing what all little children do once they have 
figured out the weak points of their parents. 
The fundamental issue that worried the mom 
was the usual concern of parents when they 
lose control of the daily meals and snacks. 
Instead of thinking about healthy foods, they 
focus on some aspect of the delay. 

Once mom and I tacitly agreed that we 
were talking about a parenting problem, we 
talked about the feeding relationship, a par-
enting approach to nutrition. The rule gov-
erning feeding relationships is pretty simple: 
the parent provides; the child decides. In 
Ruedo’s case, no one addressed Ruedo’s 
hard-wired drive to self-feed. Mom under-
stood the rule, but it would take time to work 
out a way to solve his particular needs. 

The better therapists address the parenting 
process along with remediation. The parenting 
job includes the basics, such as modeling at 
the table, eliminating the baby bottle, helping 
the child use a cup to the extent possible, and 
the judicious use of “no” and “yes” for treats. 

When children learn that parents provide, 
and that they decide, mealtimes go smoother. 
Pickiness and refusals can abate. Sometimes, 

sensory delays will weaken. It can be compli-
cated to apply the feeding rule in the presence 
of delays, but not impossible. The reasons to 
try it are practical and emotional.

Sameroff, a psychologist, finds that par-
ents of delayed children need the three R’s: 
Remediation, Redefinition and Reeducation. 
Remediation refers to optimal remediation of 
the delay. Redefinition describes the change 
in thinking that allows parenting strengths to 
come into play by minimizing any overwhelm-
ing aspects of the disability. He finds that 
parents’ attitudes can affect the child’s ability 
to overcome. In the case of nutrition, it means 
minimizing struggles. Otherwise, the emo-
tional fallout of routinely distressing meals 
grows unchecked. Love gets buried. 

Lastly, parents have to learn about what’s 
behind the struggles. Learning about hun-
ger, readiness, and satiety cues is essential. 
Parents who see standard emotional behav-
iors catch their deeper meaning. It becomes 
easier to apply basic parenting skills. We 
love our children, and calm mealtimes sup-
port that love. 

Richard Kahn, PhD, RD, is a New York City 
pediatric nutritionist in private practice special-
izing in the needs of young children. Reach him 
at childnutrition@verizon.net or RichardKahn-
Nutrition.com.

Wheelchairs & cookies
Secrets to understanding your child’s food agenda
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United cerebral palsy 
Association of Nassau county, 
Inc.
380 Washington Avenue
Roosevelt, NY 11575
(516)  378-2000
www.ucpn.org
Services Provided: All developmental disabili-
ties

DEVELOPMENTAL 
DISABILITY SERVICES
child Find program
Suffolk County Department of Health 
Services
Bureau of Public Health Nursing
PO Box 6100
Hauppauge, NY 11788-0099
(631) 853-3069 (Western Suffolk)
(631) 852-1591 (Eastern Suffolk)
Service Provided: Children under the Age of 
three, who have significant health problems 
or need special health care, may be eligible to 
receive services from a public health nurse.
The nurse will make home visits to provide 
support, information and training, as well as 
periodic screening and assessment of infant 
development. The program is designed to 
assist families in their care of babies born 
with health related issues, monitor and/or 
identify potential growth and learning prob-
lems and provide referrals to other support 
services (including Early Intervention) when 
appropriate.
WHO IS ELIGIBLE?
Some examples of children who are eligible 
are:  Children who were born after a preg-
nancy of less than 33 weeks; Children who 
weighed less than three pounds at birth; chil-
dren who spent more than 9 days in a neona-
tal or special care unit; children who exhibit 
growth and/or developmental problems; and 
children with special health problems.

children with Special health 
care Needs program
(Formerly Physically Handicapped 
Children’s Program)
Suffolk County Department of Health 
Services
Division of Services for Children with 
Special Needs
50 Laser Court
Hauppauge, NY 11788
(631) 853-3000
Services Provided: Residents of Suffolk 
County under the age of 21, with chronic or 
disabling medical conditions may be eligible 
for diagnostic and/or treatment services 

through PHCP.  Most children with chronic 
health problems can obtain a diagnostic 
evaluation to enable physicians to establish a 
diagnosis; a qualified family can address care 
plans for their child which may include surgi-
cal procedures, therapies and medications. 
PHCP may also assist families in securing 
devices such as braces, wheelchairs, hearing 
aids and other medical equipment and sup-
plies.
WHO IS ELIGIBLE?
Some examples of children ages birth to 21 
who are eligible for services are:
Children with chronic health conditions such 
as spina bifida, asthma, diabetes, cerebral 
palsy, PKU, cancer, blood, hearing or seizure 
disorders, heart conditions, etc.
Parents may be asked to pay a fee based on 
their ability to pay.

Feel Better Kids
626 RXR Plaza
Uniondale, New York 11556
(866)257-kids(5437)
Services Provided: Feel Better Kids is a not-
for-profit children’s charity whose primary 
mission is to help children who are seriously ill 
or disabled.

Nassau county health 
Department, early 
Intervention program
106 Charles Lindbergh Blvd.
Uniondale, NY 11553
(516) 227-8661
Services Provided: Information and referral
Other: Point of entry into early intervention 
services

Nassau early childhood 
Direction center
Variety Child Learning Center
47 Humphrey Drive
Syosset, NY 11791
(516) 921-7171/(800) 933-8779
www.vclc.org
Services Provided: Information and referral, 
Individual/Case advocacy
Other: Preschool programs, transportation, 
medical, educational and social services, 
evaluation and assessment services, parent 
education programs and resources.

National center for Disability 
Services
201 I.U. Willets Road
Albertson, NY 11507
(516) 747-5400
www.abilitiesonline.org

Services Provided: Assistive tech/equipment, 
Case management, community education, 
future planning, information and referral, 
individual/case advocacy, legal advocacy, 
vocational employment.

The hagedorn Little Village 
School
Jack Joel Center for Special Children
750 Hicksville Road
Seaford, New York 11783
(516)520-6000
Services Provided: The mission of HLVS is to 
provide the finest educational and therapeu-
tic programs for infants and young children 
with a wide range of developmental dis-
abilities. These disabilities may include cogni-
tive delays, social/emotional deficits, autistic 
spectrum disorders, speech/language delays, 
orthopedic and/or motor impairments, visual 
impairments, and/or significant medical 
issues.

DOWN SYNDROME
Association for children with 
Down Syndrome Inc.
4 Fern Place, Plainview, NY 11803
(516) 933-4700
www.ACDS.org
Individuals Served: Down Syndrome, Mental 
Retardation
Counties Served: Nassau, Suffolk, Kings, 
Queens
Services Provided: Case management, com-
munity education, future planning, informa-
tion and referral, Individual/Case advocacy, 
treatment.

EPILEPSY
epilepsy Foundation of Long 
Island
550 Stewart Avenue
Garden City, NY 11530
(516) 739-7733
www.epilepsyfoundation.org/longisland/
Services Provided: The Epilepsy Foundation 
of Long Island serves people with Epilepsy, 
as well as other developmental disabili-
ties through it Day Habilitation program; 
Residential program; a Community Services 
program that provides Medicaid Service 
Coordination, Respite, and Residential 
Habilitation.

epilepsy Foundation of 
Metropolitan New York

Continued on page 40
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ADVOCACY
Association for the help of 
Retarded children
Children of Nassau County
189 Wheatley Road
Brookville, NY 11545
516-626-1000
www.ahrc.org/
Services Provided: Case Management, 
Community Education, future planning, 
Information and Referral, residential, treat-
ment, vocational/employment

Association for the help of 
Retarded children (AhRc)
Suffolk County
2900 Veterans Memorial Highway
Bohemia, NY 11716-1193
631-585-0100
www.ahrcsuffolk.org
Services Provided: Assistive Tech/Equipment, 
Community Education, Future planning, 
Information and referral, residential, treat-
ment, vocational/employment

Long Island Advocacy center
999 Herricks Road
New Hyde Park, NY 11040
(516) 248-2222
Services Provided: Information and referral, 
Individual/case advocacy, legal advocacy

Long Island center for 
Independent Living
3601 Hempstead Turnpike, Suite 312
Levittown, NY 11756
(516) 796-0144
www.licil.net
Services Provided: Information and referral, 
Individual/case advocacy, legal advocacy.
Other: equipment loan bank, independent liv-
ing skills, transportation

Long Island chapter March 
of Dimes Birth Defects 
Foundation
325 Crossways Park Drive
Woodbury, NY  11797
(516) 496-2100
Services Provided: Community education, 
information and referral, individual/case advo-
cacy.
Other: Specializing in community education

Nassau county commission 
on human Rights
240 Old Country Road

Mineola, NY 11501
(516) 571-3662
www.nassaucountyny.gov
Services Provided: Community education, 
Information and referral, individual/case advo-
cacy, legal advocacy

Nassau county Department of 
Social Services
60 Charles Lindbergh Blvd.
Uniondale, NY 11553
(516)227-8000
www.nassaucountyny.gov/agencies/dss/
managedC.htm
Services Provided: Information and referral

Nassau county Medical 
center, Division of Genetics, 
Department of pediatrics
2201 Hempstead Turnpike
East Meadow, NY 11554
(516) 572-5717
Services Provided: Community education, 
Future planning, information and referral, 
treatment.

Nassau/Suffolk Law Services 
committee, Inc.
One Helen Keller Way,
Hempstead, NY 11550
(516) 292-8100
www.nslawservices.org
Services Provided: This unit is funded by the 
Committee on Quality of Care and Advocacy 
for persons with developmental disabilities to 
provide free advocacy and legal services to 
this population.

Suffolk early childhood 
Direction center
Developmental Disabilities Institute (DDI)
99 Hollywood Drive
Smithtown, NY 11787
(631) 863-2600
Services Provided: Information and referral

AUTISM
Asperger’s Syndrome and 
higher-Functioning Autism 
Association of New York
189 Wheatley Road
Brookville, NY 11545
(888) 918-9198
www.ahany.org
Services Provided: Provides support and 
education for families, individuals and pro-
fessionals affected by Asperger’s Syndrome, 
high-functioning autism and other pervasive 

developmental disorders.

Autism Speaks, Inc.
380 Oakwood Rd.
Huntington Station
(631) 521-7853
www.autismspeaks.org

Kids Success, Inc.
2950 Hempstead Turnpike
Levittown, NY 11756
(516)796-0989
www.all4kidsuccess.com
Services Provided: Educational and interven-
tion services for parents, educators, schools, 
and caregivers of children with Autism 
Spectrum Disorder, ADD/ADHD
Learning Disabilities, Emotional and 
Behavioral Disorders.

Matt and Debrea cody 
center for Autism and 
Developmental Disabilities
Stony Brook University, 5 Medical Dr., 
Port Jefferson Station
(631) 632-8844
www.codycenter.org

Quality Services for the 
Autism community (QSAc)
56-37 188th Street
Fresh Meadows, NY 11365
(718) 357-4650
www.qsac.com
Services Provided: QSAC is an award winning 
non-profit organization dedicated to provid-
ing services to persons with autism and/or 
pervasive disorder (PDD) throughout New 
York City and Long Island.

United Supports For Autism
283 Commack Rd.
Commack
(516) 848-8551
www.unitedsupportsforautism.org
Contact: Natalia Appenzeller, Ph. D.

CEREBRAL PALSY
United cerebral palsy 
Association of Greater 
Suffolk, Inc.
250 Marcus Blvd. PO Box 18045, 
Hauppauge, NY 11788-8845
(631) 232-0011
www.ucp-suffolk.org
Services Provided: Case management, com-
munity education, information and referral, 
residential, vocational/employment
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United cerebral palsy 
Association of Nassau county, 
Inc.
380 Washington Avenue
Roosevelt, NY 11575
(516)  378-2000
www.ucpn.org
Services Provided: All developmental disabili-
ties

DEVELOPMENTAL 
DISABILITY SERVICES
child Find program
Suffolk County Department of Health 
Services
Bureau of Public Health Nursing
PO Box 6100
Hauppauge, NY 11788-0099
(631) 853-3069 (Western Suffolk)
(631) 852-1591 (Eastern Suffolk)
Service Provided: Children under the Age of 
three, who have significant health problems 
or need special health care, may be eligible to 
receive services from a public health nurse.
The nurse will make home visits to provide 
support, information and training, as well as 
periodic screening and assessment of infant 
development. The program is designed to 
assist families in their care of babies born 
with health related issues, monitor and/or 
identify potential growth and learning prob-
lems and provide referrals to other support 
services (including Early Intervention) when 
appropriate.
WHO IS ELIGIBLE?
Some examples of children who are eligible 
are:  Children who were born after a preg-
nancy of less than 33 weeks; Children who 
weighed less than three pounds at birth; chil-
dren who spent more than 9 days in a neona-
tal or special care unit; children who exhibit 
growth and/or developmental problems; and 
children with special health problems.

children with Special health 
care Needs program
(Formerly Physically Handicapped 
Children’s Program)
Suffolk County Department of Health 
Services
Division of Services for Children with 
Special Needs
50 Laser Court
Hauppauge, NY 11788
(631) 853-3000
Services Provided: Residents of Suffolk 
County under the age of 21, with chronic or 
disabling medical conditions may be eligible 
for diagnostic and/or treatment services 

through PHCP.  Most children with chronic 
health problems can obtain a diagnostic 
evaluation to enable physicians to establish a 
diagnosis; a qualified family can address care 
plans for their child which may include surgi-
cal procedures, therapies and medications. 
PHCP may also assist families in securing 
devices such as braces, wheelchairs, hearing 
aids and other medical equipment and sup-
plies.
WHO IS ELIGIBLE?
Some examples of children ages birth to 21 
who are eligible for services are:
Children with chronic health conditions such 
as spina bifida, asthma, diabetes, cerebral 
palsy, PKU, cancer, blood, hearing or seizure 
disorders, heart conditions, etc.
Parents may be asked to pay a fee based on 
their ability to pay.

Feel Better Kids
626 RXR Plaza
Uniondale, New York 11556
(866)257-kids(5437)
Services Provided: Feel Better Kids is a not-
for-profit children’s charity whose primary 
mission is to help children who are seriously ill 
or disabled.

Nassau county health 
Department, early 
Intervention program
106 Charles Lindbergh Blvd.
Uniondale, NY 11553
(516) 227-8661
Services Provided: Information and referral
Other: Point of entry into early intervention 
services

Nassau early childhood 
Direction center
Variety Child Learning Center
47 Humphrey Drive
Syosset, NY 11791
(516) 921-7171/(800) 933-8779
www.vclc.org
Services Provided: Information and referral, 
Individual/Case advocacy
Other: Preschool programs, transportation, 
medical, educational and social services, 
evaluation and assessment services, parent 
education programs and resources.

National center for Disability 
Services
201 I.U. Willets Road
Albertson, NY 11507
(516) 747-5400
www.abilitiesonline.org

Services Provided: Assistive tech/equipment, 
Case management, community education, 
future planning, information and referral, 
individual/case advocacy, legal advocacy, 
vocational employment.

The hagedorn Little Village 
School
Jack Joel Center for Special Children
750 Hicksville Road
Seaford, New York 11783
(516)520-6000
Services Provided: The mission of HLVS is to 
provide the finest educational and therapeu-
tic programs for infants and young children 
with a wide range of developmental dis-
abilities. These disabilities may include cogni-
tive delays, social/emotional deficits, autistic 
spectrum disorders, speech/language delays, 
orthopedic and/or motor impairments, visual 
impairments, and/or significant medical 
issues.

DOWN SYNDROME
Association for children with 
Down Syndrome Inc.
4 Fern Place, Plainview, NY 11803
(516) 933-4700
www.ACDS.org
Individuals Served: Down Syndrome, Mental 
Retardation
Counties Served: Nassau, Suffolk, Kings, 
Queens
Services Provided: Case management, com-
munity education, future planning, informa-
tion and referral, Individual/Case advocacy, 
treatment.

EPILEPSY
epilepsy Foundation of Long 
Island
550 Stewart Avenue
Garden City, NY 11530
(516) 739-7733
www.epilepsyfoundation.org/longisland/
Services Provided: The Epilepsy Foundation 
of Long Island serves people with Epilepsy, 
as well as other developmental disabili-
ties through it Day Habilitation program; 
Residential program; a Community Services 
program that provides Medicaid Service 
Coordination, Respite, and Residential 
Habilitation.

epilepsy Foundation of 
Metropolitan New York
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ADVOCACY
Association for the help of 
Retarded children
Children of Nassau County
189 Wheatley Road
Brookville, NY 11545
516-626-1000
www.ahrc.org/
Services Provided: Case Management, 
Community Education, future planning, 
Information and Referral, residential, treat-
ment, vocational/employment

Association for the help of 
Retarded children (AhRc)
Suffolk County
2900 Veterans Memorial Highway
Bohemia, NY 11716-1193
631-585-0100
www.ahrcsuffolk.org
Services Provided: Assistive Tech/Equipment, 
Community Education, Future planning, 
Information and referral, residential, treat-
ment, vocational/employment

Long Island Advocacy center
999 Herricks Road
New Hyde Park, NY 11040
(516) 248-2222
Services Provided: Information and referral, 
Individual/case advocacy, legal advocacy

Long Island center for 
Independent Living
3601 Hempstead Turnpike, Suite 312
Levittown, NY 11756
(516) 796-0144
www.licil.net
Services Provided: Information and referral, 
Individual/case advocacy, legal advocacy.
Other: equipment loan bank, independent liv-
ing skills, transportation

Long Island chapter March 
of Dimes Birth Defects 
Foundation
325 Crossways Park Drive
Woodbury, NY  11797
(516) 496-2100
Services Provided: Community education, 
information and referral, individual/case advo-
cacy.
Other: Specializing in community education

Nassau county commission 
on human Rights
240 Old Country Road

Mineola, NY 11501
(516) 571-3662
www.nassaucountyny.gov
Services Provided: Community education, 
Information and referral, individual/case advo-
cacy, legal advocacy

Nassau county Department of 
Social Services
60 Charles Lindbergh Blvd.
Uniondale, NY 11553
(516)227-8000
www.nassaucountyny.gov/agencies/dss/
managedC.htm
Services Provided: Information and referral

Nassau county Medical 
center, Division of Genetics, 
Department of pediatrics
2201 Hempstead Turnpike
East Meadow, NY 11554
(516) 572-5717
Services Provided: Community education, 
Future planning, information and referral, 
treatment.

Nassau/Suffolk Law Services 
committee, Inc.
One Helen Keller Way,
Hempstead, NY 11550
(516) 292-8100
www.nslawservices.org
Services Provided: This unit is funded by the 
Committee on Quality of Care and Advocacy 
for persons with developmental disabilities to 
provide free advocacy and legal services to 
this population.

Suffolk early childhood 
Direction center
Developmental Disabilities Institute (DDI)
99 Hollywood Drive
Smithtown, NY 11787
(631) 863-2600
Services Provided: Information and referral

AUTISM
Asperger’s Syndrome and 
higher-Functioning Autism 
Association of New York
189 Wheatley Road
Brookville, NY 11545
(888) 918-9198
www.ahany.org
Services Provided: Provides support and 
education for families, individuals and pro-
fessionals affected by Asperger’s Syndrome, 
high-functioning autism and other pervasive 

developmental disorders.

Autism Speaks, Inc.
380 Oakwood Rd.
Huntington Station
(631) 521-7853
www.autismspeaks.org

Kids Success, Inc.
2950 Hempstead Turnpike
Levittown, NY 11756
(516)796-0989
www.all4kidsuccess.com
Services Provided: Educational and interven-
tion services for parents, educators, schools, 
and caregivers of children with Autism 
Spectrum Disorder, ADD/ADHD
Learning Disabilities, Emotional and 
Behavioral Disorders.

Matt and Debrea cody 
center for Autism and 
Developmental Disabilities
Stony Brook University, 5 Medical Dr., 
Port Jefferson Station
(631) 632-8844
www.codycenter.org

Quality Services for the 
Autism community (QSAc)
56-37 188th Street
Fresh Meadows, NY 11365
(718) 357-4650
www.qsac.com
Services Provided: QSAC is an award winning 
non-profit organization dedicated to provid-
ing services to persons with autism and/or 
pervasive disorder (PDD) throughout New 
York City and Long Island.

United Supports For Autism
283 Commack Rd.
Commack
(516) 848-8551
www.unitedsupportsforautism.org
Contact: Natalia Appenzeller, Ph. D.

CEREBRAL PALSY
United cerebral palsy 
Association of Greater 
Suffolk, Inc.
250 Marcus Blvd. PO Box 18045, 
Hauppauge, NY 11788-8845
(631) 232-0011
www.ucp-suffolk.org
Services Provided: Case management, com-
munity education, information and referral, 
residential, vocational/employment
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257 Park Avenue South, Suite 302, New 
York, NY 10010
(212) 677-8550
www.epilepsyinstitute.org

GENERAL
Family and children 
Association
180 Broadway, 2nd Floor, Hicksville
(516) 935-6858
175 Nassau Rd., Rossevelt
(516) 623-1644
510 Hempstead Tpke, Ste. 202
West Hempstead

LDA of Long Island
44 South Elmwood Avenue
Montauk, NY 11954
(631) 688-4858
Idalongisland@yahoo.com
Services Provided: LDANY’S regional affiliates 
provide a variety of programs and services for 
children and adults with learning disabilities. 
Please contact the regional affiliates closest to 
you for local information and referrals or to 
find out more about specific services offered. 

Services for children with 
Special Needs
50 Laser Ct., Hauppauge
(631) 853-3100
www.co.suffolk.ny.us/departments/
healthservices/children.aspx
Contact: Liz Corrao

The K.I.S.S. center (Kids In 
Special Services)
at the Mid-Island Y Jewish Community 
Center
45 Manetto Hill Rd., Plainview
(516) 822-3535
www.miyicc.org
Contact: Joanna M. Diamond, MS. Ed., 
director

FINE AND CULTURAL 
ARTS
Art without Walls, Inc.
P.O. Box 341 
Satville, New York 11782
(631) 567-9418
www.artwithoutwalls.net
artwithoutwalls3@webtv.net
Services Provided: Art without Walls, Inc. 
Established in 1985 is an award winning 

501c3 NY state arts-heath organization that 
develops original fine art and cultural pro-
grams to the disabled community. Art work-
shops, college portfolios, art therapy, art and 
cultural trips and exhibitions ages 7-18. Some 
adult programs are also available.

MUSCULAR 
DYSTROPHY
Muscular Dystrophy 
Association
11 East 44th Street, New York, NY 10017
(212) 682-5272
www.mda.org
Services Provided: Assistive Tech/equipment, 
case management, community education, 
future planning, information and referral, 
legal advocacy, treatment.

SOCIAL SERVICES
Suffolk county Department 
of Social Services
3085 Veterans Memorial Highway, 
Ronkonkoma, NY 11779
(631) 854-9930
Services Provided: Services vary by county

Suffolk county Department 
of Social Services, Family & 
children’s
Services Administration
3455 Veterans Memorial Highway, 
Hauppauge, NY 11779
(631) 854-9434
Services Provided: Child protective services, 
foster care placement

TOURETTE SYNDROME
National Tourette Syndrome 
Association
42-40 Bell Blvd., Bayside, NY 11361-2820
(718) 224-2999
www.tourette-syndrome.com
Services Provided: Community education, 
information and referral

VOCATIONAL 
EDUCATION
Nassau county BOceS 
Rosemary Kennedy School
2850 North Jerusalem Road, Wantagh, NY 
11793

www.staffet@mail.nasboces.org

(516) 396-2600

Services Provided: Educational services for 

students with developmental disabilities from 

age 9-21

The Board of cooperative 

educational Services of 

Nassau county (Nassau 

BOceS)

Serves the 56 school districts of Nassau 

County, Long Island, by providing cost-effec-

tive shared services, including career training 

for high school students and adults, special 

education, alternative schools, technology 

education, and teacher training, as well as 

dozens of programs to expand educational 

opportunity and help districts operate more 

efficiently.

Vocational and educational 

Services for Individuals with 

Disabilities (VeSID)
NYS Education Dept.

Riverhead office, Plaza 524, East Main 

Street, Riverhead, NY 11901

(631) 727-6496

Service Provided: Assistive tech/equipment, 

community education, information and refer-

ral, vocational/employment

Vocational and educational 

Services for Individuals with 

Disabilities (VeSID)
NYS Education Dept.

Hauppauge District Office, NYS Office 

Building, 

250 Veterans Highway,

Hauppauge, NY 11788

(631) 952-6357

Services Provided: Assistive tech/equipment, 

community education, information and refer-

ral, vocational/employment.

Continued from page 39
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www.NYParenting.com
Where every family matters and where 

New York parents � nd help, info and support.
Great Articles 
A Happening Calendar
Informative Directories 

Ticket Give-A-Ways: 
Everyone’s a winner. 
Log-in, enter & � nd out.

SCAN 
HERE

NYParenting Media/CNG
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ADVOCACY

Autism/Behavioral Consulting Services ����������������������������������������������������������������42

Larry McCord & Assoc� ������������������������������������������������������������������������������������������13

CAMP

Camp Loyalton ������������������������������������������������������������������������������������������������������43

COMPOUNDING CENTERS

Town Total Compounding Center ���������������������������������������������������������������������������42

EXPO

Young Child Expo �������������������������������������������������������������������������������������������������� 25

FINANCIAL PLANNING

Met Life �����������������������������������������������������������������������������������������������������������������19

HEALTHCARE

DDSNY ������������������������������������������������������������������������������������������������������������������ 27

St� Mary’s Healthcare �������������������������������������������������������������������������������������������� 17

That Broadway Smile ��������������������������������������������������������������������������������������������44

GLUTEN-FREE FOODS

The Diet Shop ������������������������������������������������������������������������������������������������������� 29

Get Healthy America �������������������������������������������������������������������������������������������� 29

Sherry’s Healthy Gourmet ������������������������������������������������������������������������������������ 29

Uncle Giuseppe’s �������������������������������������������������������������������������������������������������� 29

Whole Foods ��������������������������������������������������������������������������������������������������������� 29

MENTAL HEALTH THERAPY
Behavior Therapy Associates ���������������������������������������������������������������������������������� 5

Autism/Behavioral Consulting Services ����������������������������������������������������������������42

Center For Autism & Related Disorders �����������������������������������������������������������������19

SCHOOL
Chamberlain International School ��������������������������������������������������������������������������2

Gersh Academy������������������������������������������������������������������������������������������������������� 9

Vincent  Smith School �������������������������������������������������������������������������������������������13

Winston Prep �������������������������������������������������������������������������������������������������������� 25

SPECIAL EDUCATION
Center For Autism & Related Disorders �����������������������������������������������������������������19

Chamberlain International School ��������������������������������������������������������������������������2

Gersh Academy������������������������������������������������������������������������������������������������������� 7

Human First �����������������������������������������������������������������������������������������������������������19

Vincent Smith School ��������������������������������������������������������������������������������������������41

Winston Prep �������������������������������������������������������������������������������������������������������� 25

SPEECH THERAPY
East Meadow Hearing & Speech Center ���������������������������������������������������������������� 23

TRANSPORTATION/CUSTOM MOBILITY
Bussani Mobility Team ������������������������������������������������������������������������������������������ 25

VARIETY OF SERVICES
Center For Autism & Related Disorders �����������������������������������������������������������������19

Human First �����������������������������������������������������������������������������������������������������������19

ADVERTISING INDEX

Karen Bottalico, SAS, SDA  NYS Certifi ed School Psychologist

(516) 851-8330

Autism/Behavioral Consulting 
Services

 Staff Training
 School-Based Consultation
 FBA Assessment and 

    BIP Implementation
 ABA and Verbal Behavior 

    Training Techniques

 Behavior Management Strategies
 Home/School Intensive 

    Behavior Intervention Services
 Crisis Intervention and Prevention
 Home-Based Services and 

    Parent Education Training

Town Total Compounding Center recognizes the special challenges in 
providing medication to the special needs patient, including antibiotics, 
chelation agents, anti-fungal agents, and others. So give us a call - our staff of 
highly trained pharmacists are eager to work closely with you, your child, and 
your prescriber to fi nd the right medication solution for you.

SPECIAL NEEDS COMPOUNDING
We compound preparations 
that are free of yeast, gluten, 

wheat, casein, dye or 
sugar to solve problems for 

sensitive individuals.

532 Broadhollow Rd. #104
Melville, NY  11747

516-249-7436
www.towntotalcompound.com



Our Recreational Programs include: Dance, Theater Arts, Athletics, Swimming,
Media Arts, Cooking, Nature, Arts & Crafts, Ceramics, Woodworking and many more!

To register call 516-293-2016 ext. 5608 |  Visit our website at www.camployaltown.org
NOW ACCEPTING INQUIRIES FOR OUR 2013 SUMMER SESSIONS

A summer sleep-away camp, offering a rewarding summer experience and a lifetime of memories for children of 
all ages with special needs. PROVIDING FUN IN THE SUN FOR 40 YEARS

Located in the Catskill Mountains 3 hours from the Nassau border ( Glen Avenue, Hunter, NY 12442 )
Fully renovated recreation facilities include: Fully accessible, 9-hole miniature golf course  |  Heated, water 
park –type swimming pool  |  Pedal-boating on our beautiful pond  |
outdoor basketball courts, a dance studio and a performing arts stage  |  Therapeutic horseback riding program

n.org
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