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Rapport, therapeutic 
relationship, and professional 
bond are always on the forefront 
of every therapistõs mind at 
Creative Perspectives in relation 
to the clients they have the 
opportunity to work with each 
day. Without a well developed 
affinity and respect for one 
another, the therapeutic 
interaction all but ceases to be 
effective. One type of interaction 
that carries the potential to 
influence that rapport are 
situations in which a client at 
Creative Perspectives engages in 
behaviors that put both 
themselves and/or others at risk 
of injury. As a result, one of the 
main focuses of the therapeutic 
interactions we have as staff 
members with the clients of 

Creative Perspectives is to ensure 
the safety, security, welfare and 
care of all individuals involved in 
said situations.  
This monthõs featured focus is 

òClient and Staff Safetyó. With staff 
undergoing training in Nonviolent 
Crisis Intervention on Staff 
Development Day this January, 
this article was prepared to 
provide information about three 
distinct sets of 
regulations/policies. The first two 
are an outline of federal and state 
regulations related to restraint 
and seclusion techniques as 
applicable to Creative 
Perspectives Inc., Autism Centers 
of Colorado. Lastly, Creative 
Perspectives protocol for 
behavior management is outlined 
to refresh those who are familiar 
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with it and to inform those who 
are not. However, before getting 
into the regulations that have 
been put in place both federally 
and within the state of Colorado, 
a few definitions are in order. 
 
Definitions 

The first phrase in need of 
defining is that of an òemergency 
safety interventionó. An 
òemergency safety interventionó 
is defined as the òuse of restraint 
or seclusion as an immediate 
response to an emergency safety 
situationó (Centers for Medicare 
& Medicaid Services, HHS; § 
483.350). In other words, staff 
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Ten Things Every Child with Autism Wishes 
You Knew 

From the book Ten Things Every Child with Autism Wishes You Knew (2005, 
Future Horizons, Inc. 

Reprinted in its entirety with permission of author 

 
Ellen Notbohm 

Some days it seems the 
only predictable thing 
about it is the 
unpredictability. The only 
consistent attribute -- the 
inconsistency. There is little 
argument on any level but 
that autism is baffling, even 
to those who spend their 
lives around it. The child 
who lives with autism may 
look ònormaló but his 
behavior can be 
perplexing and downright 
difficult. 

Autism was once 
thought an òincurable 
disorder,ó but that notion 
is crumbling in the face 
knowledge and 
understanding that is 
increasing even as you 
read this. Every day, 
individuals with autism are 

showing us that they can 
overcome, compensate 
for and otherwise manage 
many of autismõs most 
challenging characteristics. 
Equipping those around 
our children with simple 
understanding of autismõs 
most basic elements has a 
tremendous impact on 
their ability to journey 
towards productive, 
independent adulthood. 

Autism is an extremely 
complex disorder but for 
purposes of this one 
article, we can distill its 
myriad characteristics into 
four fundamental areas: 
sensory processing 
challenges, 
speech/language delays 
and impairments, the 
elusive social interaction 

SOMETHING
REALLY 
COOL: 

The human eye 
expands as much as 
45% when looking at 
something pleasing.  

 
 
 
 

 
 
 

Laughing lowers 
levels of stress 
hormones and 

strengthens the 
immune system. 

 
 
 
 

 
 
The owl is the only 

bird to drop its 
upper eyelid to blink. 
All other birds raise 
their lower eyelids.  

 

skills and whole child/self-
esteem issues. And 
though these four 
elements may be 
common to many 
children, keep front-of-
mind the fact that autism is 
a spectrum disorder: no 
two (or ten or twenty) 
children with autism will 
be completely alike. Every 
child will be at a different 
point on the spectrum. 
And, just as importantly ð 
every parent, teacher and 
caregiver will be at a 
different point on the 
spectrum. Child or adult, 
each will have a unique 
set of needs. 

Here are ten things 
every child with autism 
wishes you knew: 

 

 
Did you Know? 

would be intervening as an 
immediate response to a situation 
involving the safety of clients or other 
staff. In relation to an emergency 
safety intervention, a second 
definition in need of clarification is 
that of an òemergency safety 
situationó. An emergency safety 
situation is defined as a situation in 
which 
òunanticipatedébehavioréplaces 
the [client] or others at serious threat 
of violence or injury if no intervention 
occursó (Centers for Medicare & 
Medicaid Services, HHS; § 483.350).  
Third, òpersonal restraintó is 

defined as the òapplication of 
physical force [as opposed to 

mechanical or drug used restraint] 
without the use of any device, for the 
purposes of restraining the free 
movement of a [clientõs] body. The 
term personal restraint does not 
include briefly holding without undue 
force a [client] in order to calm or 
comfort him or her, or holding a 
[clientõs] hand to safely escort a 
[client] from one area to anotheró 
(Centers for Medicare & Medicaid 
Services, HHS; § 483.350). In 
comparison, òmechanical restraintó is 
defined as including òany manual 
method or mechanical device, 
material or equipment attached or 
adjacent to the patientõs body that he 
or she cannot easily remove that 
restricts the patientõs freedom of 
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movement or normal access to 
oneõs bodyó (Gross, et al., 2003).  

Finally seclusion refers to the 
òinvoluntary confinement of a 
[client] alone in a room or an area 
from which the [individual] is 
physically prevented from leavingó 
(Centers for Medicare & Medicaid 
Services, HHS; § 483.350).  

 
Federal Regulations 

According to Gross et al. 
(2003), there have been three 
sets of regulations that became 
effective before, and leading up 
to, the Childrenõs Health Act of 
2000. Each regulation has slightly 
modified previous regulations 
leading to the various 
characteristics of current 
regulation governing the use of 
restraint and seclusion for all 
health care facilities that receive 
any type of federal funding.  The 
regulations clearly lay out: when 
restraint and seclusion can be 
used, time limitations, what 
òrestraint and seclusionó includes, 
and who may issue the orders for 
seclusion (in addition to several 
other items unrelated to the 
services Creative Perspectives 
provides).  

Restraint and seclusion can be 
broken down into four different 
types. They are (1) Personal 
restraint, (2) mechanical restraint, 
(3) drug used as a restraint (that is 
not standard for treatment of their 
given condition), and (4) 
seclusion (Gross et al., 2003). For 
non-medical community based 
organizations for children and 
youth (such as Creative 
Perspectives), time-outs from 
positive reinforcement and 
escorts are not considered 
restraints.  

Theoretically many different 
types of actions and practices 

may constitute a physical restraint 
depending on the context within 
which it occurs and how the 
action, material or practice is 
being used. For example, 
escorting an individual safely 
across a street is much different 
than using an escort to place an 
individual acting out in an 
adjacent room away from other 
clients. As such, whether or not a 
given practice is considered to 
be a restraint is highly dependent 
on the context within which it is 
occurring. This leads to the 
question of what situations 
federal regulations allow for 
restraint and seclusion to be 
utilized and in what situations 
restraint and seclusion cannot be 
used. 

According to Gross et al., the 
current federal regulations in the 
Childrenõs Health Act of 2000, 
states that restraint and seclusion 
may only be imposed by a facility 
to òensure the physical safety of 
the [client] or othersó. Also, 
restraint and seclusion may not be 
used for òdiscipline, staff 
convenience or as a substitute for 
active treatmentó (Gross, et al., 
2003). For non-medical 
community based organizations 
for children and youth, restraint 
and seclusion can only be used in 
òemergency situations to protect 
the immediate physical safety of 
the person or othersó and may 
only be utilized by òindividuals 
trained and certified by a state-
recognized body in a list of 
competenciesó (Childrenõs Health 
Act of 2000 and Public Health 
Services Act).  

Federal regulations also place 
restrictions in relation to the 
amount of time that an individual 
may be either restrained or 
placed in seclusion with the 

restrictions varying based on the 
age of the individual being 
restrained or secluded. For adults, 
the maximum duration is 4 hours, 
for children and adolescents ages 
9 ð 17 years of age the maximum 
duration is 2 hours, and for 
children that are under the age of 
9 the maximum duration is 1 hour.  

Finally, restraint and seclusion 
can be ordered only via written 
order by a physician or other 
licensed health practitioner (e.g. 
BCBA) that has received 
permission by the state or the 
facility to make such an order. The 
order of restraint or seclusion has 
to specify both the circumstances 
in which the restraints are to be 
used as well as the duration. 
Agencies that fail to follow the 
guidelines outlined in the 
Childrenõs Health Act and the 
Public Health Act lose any federal 
funding they are receiving.  
   
State Regulations 

Colorado Department of 
Human Services issued a revised 
document listing, among other 
things, rules and guidelines 
regarding restraint and seclusion 
in February of 2001. With respect 
to restraint and seclusion, the 
document outlines steps that 
need to be completed if the 
individual has a restrictive 
procedure placed within their 
individual service and support 
plan (ISSP), basic requirements 
when using restraint, and 
requirements for emergency and 
safety control procedures. 

For individuals who have a 
restrictive procedure placed 
within their ISSP, section 16.520 
outlines four steps that must be 
completed. They are (1) a 
comprehensive review of the 
personõs life situation; (2) a 
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that the emergency control 
procedures cannot be performed 
as a type of punishment, òfor the 
convenience of staff, or as a 
substitute for services, supports 
or instructionó; an incident report 
must be filed within 24 hours after 
an emergency control procedure 
is performed; and finally that the 
community centered board (CCB) 
or regional center and parent or 
guardian of minor shall be notified 
within 3 days of an incident 
occurring. As for the safety 
control procedures, the 
requirements stated within the 
document are: an incident report 
has to filed within 3 days of the 
use of a safety control procedure 
to the CCB or regional centered 
board and the conditions 
associated with each use of a 
safety control procedure; and if a 
safety control procedure is used 
more than three times within the 
previous 30 days the personõs 
interdisciplinary team òshall meet 
to review the situation and 
endorse the current plans or to 
prepare other strategiesó 
(Colorado Department of Human 
Services, 2001).  
 
Creative Perspectives, Inc. 
Protocol 

Creative Perspectives most 
recent policy concerning 
behavior management protocol 
was released in June of 2008 and 
is entitled, Behavior Management 
Protocol and includes the central 
tenet of adhering to a òleast to 
most restrictive environment and 
methodology (Creative 
Perspectives, 2008). This protocol 
outlines the three steps staff 
members are to take in managing 
behavior of a client at Creative 

functional analysis of the personõs 
challenging behavior; (3) an 
explanation of: the behavior, 
baseline data demonstrating why 
it has been targeted for change, 
description of the methodology 
and procedures, identification of 
the person that will be monitoring 
its implementation, description of 
behavior to be developed, 
identification of person(s) 
implementing plan, criteria for 
measuring effectiveness, data to 
be collected, and timeline for 
review; and finally (4) the person 
receiving services, parents of a 
minor, or a legal guardian must 
grant informed consent of the 
ISSP before it can be 
implemented (Colorado 
Department of Human Services, 
2001).  

The document also outlines 
three requirements for the use of 
a restraint with only the first 
requirement being applicable to 
Creative Perspectives. This 
requirement is that ò[p]hysical or 
mechanical restraint can only be 
used by employees or 
contractors trained in its use, in an 
emergency situation, when 
alternatives have failed, and when 
necessary to protect the person 
from injury to self or othersó 
(Colorado Department of Human 
Service, 2001). This focal 
requirement also contains several 
additional sub-requirements in 
relation to what one must do 
once a restraint has been put in 
place. These state that the 
individual shall be released 
immediately following the 
termination of the emergency 
condition; that no restraint shall 
place excess pressure on the 
back or chest of the individual nor 

òinhibit or impede the personõs 
ability to breatheó; òthe personõs 
breathing and circulation shall be 
checked to ensure that these are 
not compromisedó; that relief 
periods of a minimum of 10 
minutes every hour shall be 
provided to an individual in a 
mechanical restraint, unless they 
are sleeping, with a record of 
relief periods being maintained; 
and finally that at minimum the 
individual shall be monitored 
every 15 minutes by an 
appropriately trained employee 
or contractor to ensure that the 
individualõs airway and circulation 
is not obstructed with a record of 
such monitoring being maintained 
as well (Colorado Department of 
Human Services, 2001).* 

The final section within the 
document issued by the 
Colorado Department of Human 
Services in 2001 that is of 
relevance to Creative Perspectives 
is the section containing the 
requirements for emergency and 
safety control procedures. This 
section defines an emergency 
control procedure as òthe 
unanticipated use of a restrictive 
procedure or restraint in order to 
keep the person receiving 
services and others safeó and a 
safety control procedure as a 
procedure that is òdeveloped 
when it can be anticipated that 
there will be a need to use 
restrictive procedures or restraints 
to control a previously exhibited 
behavior which is likely to occur 
againó (2001). The former 
contains the following 
requirements: ò[b]ehaviors 
requiring emergency control 
procedures are those which are 
infrequent and unpredictableó; 
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1.  I am first and foremost a child. My 
autism is only one aspect of my total 
character. It does not define me as a 
person. Are you a person with 
thoughts, feelings and many talents, 
or are you just fat (overweight), 
myopic (wear glasses) or klutzy 
(uncoordinated, not good at 
sports)? Those may be things that I 
see first when I meet you, but they 
are not necessarily what you are all 
about. 

As an adult, you have some 
control over how you define 

yourself. If you want to single out a 
single characteristic, you can make 
that known. As a child, I am still 
unfolding. Neither you nor I yet know 
what I may be capable of. Defining 
me by one characteristic runs the 
danger of setting up an expectation 
that may be too low. And if I get a 
sense that you donõt think I òcan do 
it,ó my natural response will be:  Why 
try? 
 
2.  My sensory perceptions are 
disordered. Sensory integration may 
be the most difficult aspect of autism 

to understand, but it is arguably the 
most critical. It his means that the 
ordinary sights, sounds, smells, tastes 
and touches of everyday that you 
may not even notice can be 
downright painful for me. The very 
environment in which I have to live 
often seems hostile. I may appear 
withdrawn or belligerent to you but I 
am really just trying to defend myself. 
Here is why a òsimpleó trip to the 
grocery store may be hell for me: 

My hearing may be hyper-acute. 
Dozens of people are talking at 
once. The loudspeaker booms 
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involves three separate actions 
staff should take with the first 
being to ò(r)apidly evaluate the 
setting: identify exits, ôsafeõ, & 
ôdangerousõ areasó. Second, staff 
are to ò(r)emove/decrease all 
possible sources of sensory 
overstimulation (i.e. light, sound, 
crowd, clutter, etc.) as quickly as 
possibleó. Finally staff are ònot to 
begin ANY type of intervention 
until the clientõs behavior has 
been completely stabilized and 
he or she is in a ôsafeõ 
environmentó (Creative 
Perspectives, 2008).   

As stated previously, situations 
in which client or staff safety is of 
concern has the potential to 
negatively affect the rapport 
between therapist and client. 
Knowledge of federal and state 
regulations in addition to the 
Nonviolent Crisis Intervention 
helps staff respond and prevent 
said situations in accordance to 
both legal and best practice 
standards. This allows all parties 
involved to attain the most out of 
the situation they have been 
presented with.  
 
References 
Centers for Medicare & Medicaid 

Services, Human Health Services, 

Perspectives, Inc. Autism Centers 
of Colorado.  
The first step is to òKeep the 

Client Safeó and involves three 
separate actions. First is 
òimmediately protect the client 
from harming himself or herselfó, 
second is to ò(r)emove potentially 
dangerous objects from the 
clientõs hand/reachó and third is to 
ò(b)lock or prevent potentially 
harmful actions that the client may 
inflict upon himself or herself with 
your hand/body/or soft objectó 
(Creative Perspectives, 2008).  
The second step is to òKeep 

Those Around the Client Safeó 
and also involves three separate 
actions. The first action is to 
ò(i)nvolve minimal, familiar, trained 
individuals in the situationó, 
second is to ò(a)sk others nearby 
to step away from the situation, 
providing spaceó, and finally staff 
are not to ò(a)ttempt to remove 
[the client] from the environment 
until their behavior is stableó 
unless the client is in immediate 
danger (Creative Perspectives, 
2008).  

The third and final step 
outlined in Creative Perspectives 
Behavior Management Protocol is 
to òStabilize [the] Environment & 
Behavioró. This final step also 
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todayõs special. Music whines from 
the sound system. Cash registers 
beep and cough, a coffee grinder is 
chugging. The meat cutter screeches, 
babies wail, carts creak, the 
fluorescent lighting hums. My brain 
canõt filter all the input and Iõm in 
overload! 

My sense of smell may be highly 
sensitive. The fish at the meat counter 
isnõt quite fresh, the guy standing 
next to us hasnõt showered today, 
the deli is handing out sausage 
samples, the baby in line ahead of us 
has a poopy diaper, theyõre 
mopping up pickles on aisle 3 with 
ammoniaé.I canõt sort it all out. I am 
dangerously nauseated. 

Because I am visually oriented 
(see more on this below), this may 
be my first sense to become 
overstimulated. The fluorescent light 
is not only too bright, it buzzes and 
hums. The room seems to pulsate 
and it hurts my eyes. The pulsating 
light bounces off everything and 
distorts what I am seeing -- the 
space seems to be constantly 
changing. Thereõs glare from 
windows, too many items for me to 
be able to focus (I may compensate 
with "tunnel vision"), moving fans on 
the ceiling, so many bodies in 
constant motion. All this affects my 
vestibular and proprioceptive 
senses, and now I canõt even tell 
where my body is in space. 
 
3.  Please remember to distinguish 
between wonõt (I choose not to) 
and canõt (I am not able to).    
Receptive and expressive language 
and vocabulary can be major 
challenges for me. It isnõt that I donõt 
listen to instructions. Itõs that I canõt 
understand you. When you call to 
me from across the room, this is 
what I hear: ò*&^%$#@, Bill y.  
#$%^*&^%$&*éééó Instead, 
come speak directly to me in plain 
words:  òPlease put your book in 
your desk, Billy.  Itõs time to go to 
lunch.ó  This tells me what you want 
me to do and what is going to 
happen next.  Now it is much easier 

for me to comply. 
 
4.  I am a concrete thinker.  This 
means I interpret language very 
literally.  Itõs very confusing for me 
when you say, òHold your horses, 
cowboy!ó when what you really 
mean is òPlease stop running.ó  Donõt 
tell me something is a òpiece of 
cakeó when there is no dessert in 
sight and what you really mean is 
òthis will be easy for you to do.ó  
When you say òJamie really burned 
up the track,ó I see a kid playing with 
matches.  Please just tell me òJamie 
ran very fast.ó 

Idioms, puns, nuances, double 
entendres, inference, metaphors, 
allusions and sarcasm are lost on me. 
 
5.  Please be patient with my limited 
vocabulary.  Itõs hard for me to tell 
you what I need when I donõt know 
the words to describe my feelings.  I 
may be hungry, frustrated, frightened 
or confused but right now those 
words are beyond my ability to 
express.  Be alert for body language, 
withdrawal, agitation or other signs 
that something is wrong. 
Or, thereõs a flip side to this:  I 

may sound like a òlittle professoró or 
movie star, rattling off words or 
whole scripts well beyond my 
developmental age.  These are 
messages I have memorized from the 
world around me to compensate for 
my language deficits because I know 
I am expected to respond when 
spoken to.  They may come from 
books, TV, the speech of other 
people.  It is called òecholalia.ó  I 
donõt necessarily understand the 
context or the terminology Iõm using.  
I just know that it gets me off the 
hook for coming up with a reply. 
 
6.  Because language is so difficult for 
me, I am very visually oriented.  
Please show me how to do 
something rather than just telling me.  
And please be prepared to show 
me many times.  Lots of consistent 
repetition helps me learn. 

A visual schedule is extremely 

helpful as I move through my day.  
Like your day-timer, it relieves me of 
the stress of having to remember 
what comes next, makes for smooth 
transition between activities, helps 
me manage my time and meet your 
expectations.   
I wonõt lose the need for a visual 

schedule as I get older, but my òlevel 
of representationó may change.  
Before I can read, I need a visual 
schedule with photographs or 
simple drawings.  As I get older, a 
combination of words and pictures 
may work, and later still, just words. 
 
7.  Please focus and build on what I 
can do rather than what I canõt do. 
Like any other human, I canõt learn in 
an environment where Iõm constantly 
made to feel that Iõm not good 
enough and that I need òfixing.ó  
Trying anything new when I am 
almost sure to be met with criticism, 
however òconstructive,ó becomes 
something to be avoided.  Look for 
my strengths and you will find them. 
There is more than one òrightó way to 
do most things. 
 
8.  Please help me with social 
interactions. It may look like I donõt 
want to play with the other kids on 
the playground, but sometimes itõs 
just that I simply do not know how 
to start a conversation or enter a play 
situation.  If you can encourage other 
children to invite me to join them at 
kickball or shooting baskets, it may 
be that Iõm delighted to be included. 

I do best in structured play 
activities that have a clear beginning 
and end.  I donõt know how to 
òreadó facial expressions, body 
language or the emotions of others, 
so I appreciate ongoing coaching in 
proper social responses.  For 
example, if I laugh when Emily falls off 
the slide, itõs not that I think itõs funny. 
Itõs that I donõt know the proper 
response.  Teach me to say òAre you 
OK?ó  
 
9.  Try to identify what triggers my 
meltdowns.  Meltdowns, blow-ups, 
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tantrums or whatever you want to 
call them are even more horrid for 
me than they are for you.  They 
occur because one or more of my 
senses has gone into overload.   If 
you can figure out why my 
meltdowns occur, they can be 
prevented.  Keep a log noting times, 
settings, people, activities.  A pattern 
may emerge. 

Try to remember that all behavior 
is a form of communication.  It tells 
you, when my words cannot, how I 
perceive something that is 
happening in my environment.   

Parents, keep in mind as well:  
persistent behavior may have an 
underlying medical cause.  Food 
allergies and sensitivities, sleep 
disorders and gastrointestinal 
problems can all have profound 
effects on behavior. 
 
10.  Love me unconditionally.  Banish 
thoughts like, òIf he would justééó 
and òWhy canõt sheé..ó  You did not 
fulfill every last expectation your 
parents had for you and you 
wouldnõt like being constantly 
reminded of it.  I did not choose to 
have autism.  But remember that it is 
happening to me, not you.  Without 
your support, my chances of 

successful, self-reliant adulthood are 
slim. With your support and 
guidance, the possibilities are 
broader than you might think. I 
promise you ð I am worth it. 

And finally, three words:  
Patience. Patience. Patience. Work to 
view my autism as a different ability 
rather than a disability. Look past 
what you may see as limitations and 
see the gifts autism has given me. It 
may be true that Iõm not good at eye 
contact or conversation, but have 
you noticed that I donõt lie, cheat at 
games, tattle on my classmates or 
pass judgment on other people? 
Also true that I probably wonõt be 
the next Michael Jordan. But with my 
attention to fine detail and capacity 
for extraordinary focus, I might be 
the next Einstein. Or Mozart. Or Van 
Gogh. 
 
They may have had autism too. 
 
The answer to Alzheimerõs, the 
enigma of extraterrestrial life -- what 
future achievements from todayõs 
children with autism, children like me, 
lie ahead?   
 
All that I might become wonõt 
happen without you as my 

foundation. Be my advocate, be my 
friend, and weõll see just how far I 
can go. 

 
© 2005, 2009 Ellen Notbohm 

 
Please contact the author for 
permission to reproduce in any way, 
including re-posting on the Internet. 
 
Ellen Notbohm is author of Ten 

Things Every Child with Autism 
Wishes You Knew, Ten Things Your 
Student with Autism Wishes You 
Knew, and  The Autism Trail Guide: 
Postcards from the Road Less 
Traveled, all ForeWord  Book of the 
Year finalists. She is also co-author 
of the award-winning 1001 Great 
Ideas for Teaching and Raising 
Children with Autism Spectrum 
Disorders, a columnist for Autism 
Aspergerõs Digest and Childrenõs 
Voice, and a contributor to 
numerous publications and 
websites around the world. To 
contact Ellen or explore her work, 
please visit 
www.ellennotbohm.com . 
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January 2010: Upcoming Events! 

Staff D-Day 
EC Clinical 
Rounds 

February 2010: Upcoming Events! 

Creative Perspectives: Volume 1, Issue 3 Page 8 

Adolescent 
Clinical Rounds 

Gabe 
Montoya
Birthday 

Amy 
Reher 

Birthday 

Gina 
Smith 

Birthday 

Heather 
McClellan 

Birthday 

Staff D-Day 
EC Clinical 
Rounds 

Adolescent 
Clinical Rounds 

Winter Break: 
No Services 

Molly 
Strauss 
Birthday 

Missy Perkins &  
Josh Bond 
Birthday Parents Encouraging Parents Conference Colorado Springs: 

Contact David Cox for Registration and General Information 

Autism ABCõs 
6.30 ð 8.00 

pm 

Autism ABCõs 
6.30 ð 8.00 

pm 

COCAP Meeting 
6.00 ð 8.00 pm 

COCAP 
Meeting 6.00 ð 

8.00 pm 

ASC:  
Autism 

Chronicles  
2ð5 pm 

ASC:  
Environ Health Impacts 

1.15ð4.30 pm 



 

 

 

 

 

  

JANUARY AND FEBRUARY PARENT TRAINING OPPORTUNITIES 
 DENVER METRO AREA, 2010 

 
 
1. January 6.  Living with a Mental Illness, Personal Journeys: Panel of Speakers.  7:00-8:30 p.m. at NAMI, Jeffco.  For more information, 

call Norm at 303-349-2563. FREE. 
 
2. January 6.  Making Your Circle Work For You (Person-Centered Planning).  6:00-9:00 p.m. at St. Barnabas Episcopal Church, Denver.  

For more information call 800-284-0251 ext. 112 or personcenteredplanning@peakparent.org.  Spanish translation on request.  
FREE. 

 
3. January 7.  Cultural Understanding in Our Communities.  3:30-8:00 p.m.   Sponsored by the Colorado Developmental Disabilities 

Council.  For more information, 800-781-1193 ext 606 or cddcconferences@iplanitmeetings.com  FREE (includes dinner). 
 
4. January 11.  My Child Qualifies for Special Education-Now What?  6:00-8:00 p.m.  at Bradley International School, Denver.  For 

more information, call Pam at 720-423-3571 or Pamela_Bisceglia@dpsk12.org.   FREE.   
 
5. January 12.  Special Education: Knowing Your Rights!  12:00-1:00 p.m. at The Childrenõs Hospital, Mount Yale Room.  RSVP required 

at 720-777-6253 or advocacy@tchden.org.  Lunch provided for $5 (optional).  FREE. 
 
6. January 12.  Parent Coffee, Cherry Creek School District.  9:00-11:00 a.m. at Educational Services Center.  For more information, call 

720-554-4490.  FREE. 
 
7. January 14.  CapTel and Telephone Relay Services.  2:30-4:30 p.m. at Assistive Technology Partners Denver office.  For more 

information 303-315-1280 or ATP@ucdenver.edu.  FREE. 
 
8. January 15-16.  Courage to Risk (a collaborative conference on special education).  Colorado Springs.  Visit 

www.couragetorisk.org.  $. 
 
9. January 19.  Building Life Skills for Youth to Adulthood with Autism.  6:30-8:00 p.m. at Autism Society of Colorado.  For information 

call Bridget at 720-214-0794 or bridget@autismcolorado.org.  FREE. 
 
10. January 20.  Letõs Talk About Reading Disabilities (including dyslexia) and Literacy.  6:00-8:00 p.m. at Lafayette Elementary School 

Library.  For more information call 720-561-5918 or anna.stewart@bvsd.org.  Spanish interpretation by request.  FREE. 
 
11. January 23.  Everything You Need To Know About Guardianship.  9:00 a.m.-12:00 p.m. at Developmental Pathways.  RSVP to 303-

858-2338.  Registration required.  Must be parent of child over 18 or turning 18 in next six months.  FREE. 
 
12. January 23 and beyond.  Family Leadership Training Institute (FLTI)- 20 week program.  Includes meals and childcare.  For more 

information call Di at 303-733-3000 ext 113 or www.coloradofamilyleadership.com.  FREE. 
 
13. January 25.  Understanding Special Education: Writing Effective IEPõs.  10:00 a.m.-12:00 p.m.  Directions for webinar at 303-365-

2772 or jeanettec@denvermetrocprc.org.  FREE.  
 
14. January 28.  Understanding Special Education: Writing Effective IEPõs.  10:00 a.m.-12:00 p.m.  Directions for webinar at 303-365-

2772 or jeanettec@denvermetrocprc.org.  FREE.  En Espanol for bilingual or monolingual families. 
 
15. February 1.  Science of Environmental Impacts of Autism and Developmental Disabilities.  Half day seminar at University of Colorado 

Health Sciences Center.  For more information call 720-214-0794.  FREE. 
 
16. February 2 (7 week series).  Mental Health: Empowering Families Through the Diagnostic Journey.  6:00-8:00 p.m. at Rainbow 

Center, Thornton.  Childcare, dinner and class.  For more information call Cheri at 866-213-4631.  FREE. 
 
17. February 2.  Transition Fair.  4:00-7:00 p.m. at Community College of Aurora.  FREE. 
 
18. February 4 (6 week series).  Friendship Series: Learning for Living (for teens).  6:00-7:30 p.m. at Arc of Arapahoe/Douglas County.  

For more information, 303-220-9228 or pam@arc-ad.org.  $. 
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19. February 5.  My Child Qualifies for Special Education-Now What?  1:00-3:00 p.m.  at Denver Center for Early Education.  For more 

information, call Pam at 720-423-3571 or Pamela_Bisceglia@dpsk12.org.   FREE.   
 
20. February 5.  Autism: Update on Prevalence, Diagnosis and Educational Intervention.  Half day seminar at University of Colorado 

Health Sciences Center.  For more information call 720-214-0794.  FREE. 
 
21. February 6.  Thinking Outside the Box: Behavior Planning to Support Students with Challenging Needs.  10:00 a.m.-1:00 p.m. at 

Denver Center at Lowry.  To register, http://cccbdbrownbag.eventbrite.com/ or KMcgough@adams50.org.  $10.  Free for 
CEC/CCBD members.   

 
22. February 10 (7 week series).  Mental Health: Empowering Families Through the Diagnostic Journey.  6:00-8:00 p.m. at Aurora Mental 

Health Center.  Childcare, dinner and class.  For more information call Cheri at 866-213-4631.  FREE. 
 
23. February 11.  Boardmaker Overview.  2:30-4:30 p.m. at Assistive Technology Partners Denver office.  For more information 303-

315-1280 or ATP@ucdenver.edu.  FREE. 
 
24. February 11-13.  Conference on Inclusive Education.  Denver.  Sponsored by PEAK Parent Center.  For more information, 

http://www.peakparentcenter.org.  $  
 
25. February 18 (8 week series).  Mobilizing Families.  6:00-9:00 p.m. at Arc of Jefferson County.  Training, dinner and childcare.  For 

more information, 303-232-1338 X206 or jolynn@arcjc.org.  FREE. 
 
26. February 24.  Components of an IEP.  6:30-8:00 p.m. at Jeffco Education Center.  Sponsored by Arc and Jeffco Public Schools.  

For more information, lfrankli@jeffco.k12.co.us or 303-982-2520.  FREE. 
 
27. February 24.  Ready or Not, Adolescence is Here: An Overview of Puberty, Sexuality and Relationships.  5:30-8:30 p.m. at Daniels 

Fund Building, Denver.  To RSVP call Mile High Down Syndrome Association at 303-797-1699.  Spanish translation available.  $. 
 
28. February 24.  Adams 12 Resource Fair.  5:00-8:00 p.m. For more information, 720-972-4227.  FREE. 
 
29. February 25-27.  Parents Encouraging Parents (PEP).  Colorado Springs.  For more information, 303-866-6846 or 

www.cde.state.co.us/cdesped/PEP.asp.  FREE. 
 

 

SCHOOL DISTRICT SPECIAL EDUCATION ADVISORY COMMITTEES 
 

Adams County 12 
Special Education Advisory Committee.  720-972-4227. 

 
Boulder Valley 

Special Education Advisory Council.   anna.stewart@bvsd.org or 720-561-5918. 
 

Brighton 27J 
Brighton Parent Resource Group.  Caryn Johnson at 303-655-2738 or CJOHNSON@sd27J.org. 

 
Cherry Creek 

Special Education Advisory Council.  720-554-4490 or dvanscoyk@cherrycreekschools.org. 
 

Denver 
Special Education Advisory Committee.  Pam Bisceglia, Parent Liaison, 720-423-3571 or Pamela.bisceglia@dpsk12.org. 

 
Douglas County 

Special Education Advisory Council.  http://dcseac.yolasite.com or dcseac@gmail.com 
 

Jefferson County 
Special Education Advisory Council.  Lisa Franklin, lfrankli@jeffco.k12.co.us or 303-982-2520. 

 
Littleton 

Special Services Advisory Committee (SSAC).  jshoup@lps.k12.co.us  or 303-347-3471. 
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Marijuana as Treatment for 
Autism 

Molly Strauss 
 

 

Recently, some of us 
turned on Good Morning 
America to again find Autism 
and the treatment of autism 
in the popular media. This 
time, the breaking news story 
involved a mother of an 
autistic child who uses 
marijuana to treat her sonõs 
symptoms. It is always a 
good thing when autism 
catches the eye of the 
general public. This allows 
people to learn about autism 
and the challenges faced by 
individuals and families 
affected by ASD. 
Unfortunately, when finding 
autism in the popular media, 
it is usually a brief story that 
doesnõt include a great deal 
of explanation.  This leaves 
some of us, especially those 
of us dealing with autism on 
a daily basis, wondering 
what to do with this 
information. 

To begin looking at 
marijuana as a treatment for 
autism, we first look at its 
general affect on the body. 
The active molecule in 
Marijuana, THC, is very similar 
to a type of compound 
already made in the body 
called endocannabinoid. 
Because of this similarity, THC 
binds to the cannabinoid 
receptors, which triggers a 
response in the 
endocannabinoid system. 
This system impacts many 
activities throughout the 
body including the immune 
system functioning, sleep, 
mood, appetite and 
memory. The National 

Institute of Drug Abuse says 
òmarijuana intoxication can 
cause distorted perceptions, 
impaired coordination, 
difficulty in thinking and 
problem solving, and 
problems with learning and 
memory.ó However, we also 
know that marijuana can be 
used medicinally for its 
positive side effects which 
include increased appetite, 
management of chronic pain, 
and anti-nausea. Although 
we do know many of the 
affects of the drug on adults 
it has never been studied in 
children.      

In the case presented on 
Good Morning America, a 
mother provided her son 
with marijuana brownies to 
help control possibly life 
threatening behaviors 
including refusal to eat, self-
injurious behavior and other 
acts of aggression. The 
mother reports that these 
behaviors essentially 
disappeared after he began 
ingesting marijuana baked 
into brownies. The mother 
reports that the child is now 
much calmer and more 
balanced. There are several 
other anecdotal reports of 
this effect of marijuana in 
children with autism that can 
be found on the internet in 
the form of articles by 
parents, blogs etcé 

Interestingly ABC does a 
much better job covering the 
topic fairly in an article on 
their website than on the 
televised news report.  In the 
televised versions there is a 

short interview with a doctor 
who advises against 
marijuana use because of its 
affects, commenting that the 
child was under the influence 
and could develop an 
addiction. However, in the 
article there are several 
additional comments from 
psychologists and other 
professionals, including Mitch 
Earleywine a psychologist 
and professor at the 
University of Albany. His 
comments include that 
marijuana is not a widely 
used treatment for the 
symptoms of autism and also 
that òdoctors who work with 
autistic children prefer to use 
behavioral therapy instead of 
pharmaceutical intervention.ó 

Finally, the article and the 
televised news story both 
mention, quoting from the 
American Academy of 
Pediatrics, that marijuana is 
not an empirically valid form 
of autism treatment, meaning 
that there have been no 
studies that indicate that 
marijuana has a beneficial 
effect on symptoms of 
autism. The major reason for 
this is that it has not been 
studied. This lack of research 
on marijuanaõs affect on the 
symptoms of autism results in 
only anecdotal evidence 
supporting its use. 
Treatments that are validated 
only by anecdotal evidence 
are not necessarily wrong. 
However, just as the positive 
effects of the treatment are 
not known, neither are the 
negative or long term effects 
known. In addition, purely 
anecdotal evidence points 
to the possibility that this 
treatment may work well in 
some cases and not others. 
The drug may have different 
effects on different kids. As 
we so frequently find in this 

field, especially when it 
comes to chemical solutions, 
we are, in some ways 
shooting in the dark. We 
really just do not know 
enough about autism and its 
chemical and physical nature 
to have a chemical solution 
that can be used across the 
board.   

Essentially, this isolated 
incident in no way 
communicates a new cure or 
recommendation for the 
treatment of autism from 
most specialists. In this 
specific case with these 
specific behaviors, marijuana 
helped a child to lead 
healthier, happier life. In the 
end this story does not 
change the types of 
treatments we believe, but 
reinforces the complexity of 
autism and demonstrates the 
lengths parents sometimes 
go to insure their childõs 
quality of life and maintain 
their overall well-being. 
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Greetings! My name is Ryan Daly and am a native to Colorado growing up in the 
Littleton area. I am a Denver sports fanatic who loves the Rockies. I also enjoy 

spending my time in the great outdoors. 
 

I attended Colorado State University where I received a bachelor of science in 
Human Development and Family Studies. I also attended the University of 

Phoenix where I received my Master of Arts in Education and my Elementary 
Teacher Licensure. 

 
I spent the 2007/2008 school year teaching first grade in Denver Public Schools. 
I have also spent time substituting in Cherry Creek, Aurora, and Adams 12 Public 

Schools. 
 

 

I graduated from University of Louisville in Kentucky with a BA in Psychology in 2002.  I 
worked in the restaurant business for a few years before moving to Colorado.  Once in 
Colorado I started off with a job selling artwork out of the back of my 87 conversion 

van.  The van lastly only a short while before catching on fire on the side of I-70.  With no 
vehicle to sell artwork out of, I became a nanny for a family with two little boys.  I also 

started doing some volunteer work at a battered women's shelter, working as a counselor 
in a children's social group who lived at the shelter.  The summer of 2007, I started 

working for CP during summer camp.  In November of that same year I became PC of the 
after-school program.  Although I love the adolescent kiddo's I decided to try something 
new this past August when a PC position opened up in the EC program in Englewood.  I 

am excited about the future, looking forward to seeing and being apart of new and 
upcoming changes within our company. 
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Zone of Proximal Development & Scaffolding 
David Cox 
 

 

The Zone of Proximal 
Development is a concept 
related to development that 
was developed by Soviet 
psychologist and social 
constructivist Lev Vygotsky. 
Lev Vygotsky was considered 
to be both an innovative 
psychologist as well as an 
influential and creative author. 
Vygotskyõs interests were 
extremely diverse covering 
topics such as the origins and 
psychology of art, philosophy 
of science, concept 
formation, learning disabilities, 
and many others. With regard 
to child development, his 
main contribution was the 
concept of the Zone of 
Proximal Development.  
Initially Vygotskyõs Zone 

of Proximal Development was 
developed as an argument 
against the use of 
standardized tests to gauge a 
studentõs intelligence. He 
argued that rather than using 
standardized tests, a better 
measure of an individualõs 
intelligence is to examine 
what kinds of problems an 
individual can solve 
independently and what kinds 
of problems the individual 
can solve with the aid of an 
adult. It is this difference, 
which is present in all facets 
of an individualõs life that 
defines the ever changing 
boundaries of a personõs 
zone of proximal 
development. Vygotsky then 
believed that over time the 
individual that is learning 
develops the ability to do 
certain tasks without help or 
assistance from the adult 
teacher or more capable 
peers from which they are 
learning.                                                
Since Vygotskyõs 

conception of the zone of 
proximal development, it has 
undergone some expansion 

and modification. The most 
notable expansion related to 
the zone of proximal 
development is the concept 
of scaffolding. Specifically, 
scaffolding refers to the 
process by which a teacher 
or more capable peer 
provides aid to the learner 
within the individualõs zone of 
proximal developments as is 
needed. As the learner 
develops their skills within a 
given area, the teacher or 
more capable peer decreases 
the degree of aid they are 
providing until the learner is 
accomplishing the task/skill 
independently. The visual 
representation often given is 
that of the scaffolding that 
builders use during 
construction projects. As the 
people and material involved 
in a construction project can 
stand on their own over time 
and require less support, the 
scaffolding around it comes 
down; hence the analogy of 
scaffolding in support of the 
childõs developing skills. 

Although initially 
designed in reference to 
teaching children within 
cognitive and communicative 
domains, the concept behind 
the zone of proximal 
development is highly 
applicable to all six of the 

domains present within the 
Interdisciplinary Intervention 
Model and is similar to the 
concept of prompt fading 
present within ABA type 
programs. Each kiddo that 
comes to Creative 
Perspectives has a number of 
goals that they are working on 
at any given point in time. 
Therapistsõ knowledge and 
conscientiousness of each 
kiddoõs zone of proximal 
development with respect to 
each of their goals will help in 
two ways. The first is the 
allowance of therapists to 
better structure the 
environment to setup the 
kiddo to work within their 
zone of proximal 
development and not within 
what they can already do nor 
outside of what they cannot 
do even with maximal 
therapist aide. In other words, 
it helps find that nice balance 
of help we offer the child to 
foster the most growth we 
can. Second it allows for 
therapists to be conscious of 
and better structure ourselves 
to allow for the appropriate 
fading of the scaffolding we 
are providing for the child or 
adolescent to achieve 
independence within a given 
skill/task as quickly as possible.  
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