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with peers. As stated earlier, self-stimu-
lating behaviors often fall into the category
of OCD.

In the child with autism, OCD will
manifest in the types of self-stimulating
behaviors which range from receptive
hand movement to echolalia. In the child
with ADD or ADHD, other types of OCD
can be seen which range from checking
the windows and doors for safety, to
chronic hand washing.

In the most severe of cases, children
are often placed on medications which
reduce the behaviors. This too will be dis-
cussed in the section on strategies.

Proprioceptive disruption

Children with PDD often have difficulty
knowing where their bodies are in space.
They have difficulty knowing where their
body ends and the rest of the world be-
gins. In other words, they may be clumsy
or they can have generalized difficulty with
gross and fine motor skills. It is difficult to
ascertain whether this is due to an actual
distortion in visual perception or whether
it is a sensory processing problem.

There is ample evidence in the disci-
plines of occupational therapy, chiroprac-
tic and developmental psychiatry and
developmental psychology, that the
child whose proprioceptive problems are
addressed early, can have significant im-
provement in attention, focusing, and
cognition.

Tactile defensiveness

One of the most common Sl issues
encountered in the child is tactile defen-
siveness. Most, but not all autistic chil-
dren do not like to be touched. Like hyper-
acousis where the child is auditory de-
fended, with tactile defensiveness the
child perceives the sensation of touch as
noxious. This is true not only of the child
who is autistic, but also the child who has
other PDD disorders such as ADHD or
ADD. The tactile defensiveness can range
from being extremely sensitive to being
tickled to shunning human touch at any
cost. Some children have difficulty with
what we perceive as small issues such
as seams on socks, or tags in shirts as
being noxious.

Oral defensiveness also falls into this
category. While a child may tolerate and
in some cases welcome touch on the
skin, they will not tolerate anything in their
mouths. While this is thought to account
for the nutritional problems of some of
these children, this oral defensiveness
can account for many other conditions
which produces morbidity of the child in-
cluding dental caries.

Many children who suffer from PDD
spectrum have a history of chronic ear
infections early in life. It has yet to be
determined whether this is a primary
causative factor or a result of PDD spec-
trum disorder.

The majority of children who initially
present in an early intervention program
do so because of speech delay. These
children also often suffer from chronic ear
infections, and initially the parents and
clinicians blame the chronic ear infections
for the speech delay. The speech delay
in these children is often accompanied
with a lack of eye contact and problems
with receptive speech. These symptoms,
when found together can appear similar
to a lack of hearing.

The earinfections are blamed because
with the fluid or infection in the middle ear,
the tympanic membrane (ear drum) is dis-
torted, thereby distorting the sounds re-
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ceived by the child. Since early speech
relies heavily on the mimicking of sounds,
the presence of distorted sound recep-
tion is less likely to produce intelligible
speech.

There are usually, however, other signs
beyond the lack of speech which indicate
that the child may have specific PDD type
of delay. These include:

1) inability to meet motor developmen-
tal milestones

2) lack of eye contact

3) presence of obsessive or compulsive
behaviors, such as lining up toys

4) lack of speech development

Why then do children with PDD have
chronic ear infections? It is important to
examine the history of ear infection de-
velopment, as well as the anatomy and
physiology involved in the formation of
ear infections.

Otitis media accounts for over 35% of
all pediatrician office visits. Traditional me-
dical approaches have been rather unsuc-
cessful in treating otitis media especially
those which become chronic in children.

Some of the most common risk fac-
tors associated with an increased inci-
dence of ear infections include:

e sibling history of OM

e male

® non breast-fed

e exposure of second hand smoke
e group day care

e carly onset of OM

e seasonal effects

e allergy

® prior antibiotic use

® immunocompromise

Ear infections generally occur in the
following manner: An event (upper respi-
ratory infection/cold) results in congestion
throughout the respiratory tract including
the middle ear. The congestion in the
eustachian tube, which also is lined with
mucous membrane, results in partial or
full obstruction. This can be further af-
fected by an immature eustachian tube
as seen in very small children. The fluid
that builds up in the middle ear contin-
ues to increase in volume.

Once the bacterial infection has oc-
curred, the most common initial interven-
tion is vigorous antibiotic therapy for 7-
10 days, at which time the child is con-
sidered to be generally free from infec-
tion. The use of these antibiotics in an
aggessive way often brings about an im-
balance in the intestinal flora, by “killing
off” the friendly bacteria in the intestines
as well as the bacteria causing the infec-
tion in the middle ear.

The “friendly” bacteria of the intes-
tines is essential and keeps the prolifera-
tion of yeast in the intestines. An over-
growth of yeast can in and of itself pro-
duce problems for the child which range
from malabsorption of food to thrush.

As the child recovers from the ear in-
fection and from the antibiotic therapy,
his body becomes vulnerable again for a
repeat ear infection approximately 7-10
days after the cessation of antibiotic ther-
apy. This cycle continues with the child
recovering from one ear infection only to
have yet another 7-10 days after the ces-
sation of antibiotic therapy. Until an event
which could be as simple as a change in
season comes along to alter the body's
susceptibility for infection, the child will
continually have ear infections. It is not
unusual for the child to receive 4-6 sepa-
rate courses of antibiotics over a period
of 12 weeks. Some children, after re-
peated infection, never get rid of the fluid.
The fluid remains which again makes the

child susceptible to infection.

The child who has been exposed to
prolonged levels of antibiotic therapy is
placed at risk with respect to theirimmune
status. The child’s immunity becomes
impaired for the following reasons:

e alteration of intestinal mucosa

e usurps the body’s ability to fight for
itself

e potentially alters intestinal antibody
markers

® side effects produce diarrhea altering
electrolyte balance

e others considerations

Often parents complain that their child
is “just not the same” while on antibiotic
therapy. They will tell you that their appe-
tite is decreased, their behaviors change,
their bowel habits change (prone to diar-
rhea) and their irritability is increased
dramatically.

Another theory has to do with dam-
age to the secretory cells of the small in-
testines from repeated antibiotic use. The
damaged secretory cells are either kept
from releasing or producing the hormone
secretin. This hormone which was the
first hormone discovered, is responsible
to a large degree for the protein and fat
digestion in the small intestines. The origi-
nal work was done by Horvath at the Uni-
versity of Maryland. He published a case
study where two pediatric patients in his
practice who had an endoscopy had a sig-
nificant reduction in autistic behaviors af-
ter the procedure. Horvath theorized that
it was the hormone secretin (Ferring-se-
cretin) which was responsible for the
change.

Secretin is a neuropeptide responsible
for the release of bicarbonate ions (bak-
ing soda) from the pancreas. It does this
in response to a low ph of the bolus of
food which newly enters the small intes-
tines from the stomach. The bicarbonate
ions neutralize the food which then aids
(catalyzes) the digestives enzymes to
break down the bolus of food further. The
absence of protein and fat breakdown
products in the body of a young child
could present an enormous problem in
so far as the child will lack the basic build-
ing block for growth, especially growth
of the nervous system. The fact the se-
cretin itself is a neuropeptide, or more
simply put, a NERVE (neuro) + PROTEIN
(peptide), means that it can have a direct
effect on the nervous system as well,
even though these direct effects are not
well-known or well understood.

If this theory proves to be true, then
the implications for the interaction be-
tween the nervous system and the gas-
trointestinal system is without bounds.
While it is likely that the various manifes-
tations of PDD spectrum disorder have
various etiologies, this theory of intesti-
nal damage appears increasingly plausible
due to the fact that there are innumer-
able opportunities for the damage to oc-
cur, and the non-neuronal symptoms that
these children exhibit are gastrointestinal
in nature.

So while antibiotics play a role in con-
trolling the most severe ear infections,
they may prove to have a significant nega-
tive side which is contributing to illness
in the children. Itis important therefore to
see if there are any alternatives which can
be employed to help the child’s ear infec-
tions without the use of antibiotic therapy.
Dr. Michael Schmidt, one of my favorite
people, has written two books which ad-
dress the issue of ear infections and one
which addresses the use of antibiotics:
Healing Childhood Ear Infections and Be-
yond Antibiotics. These books should be
essential reading for all parents who have
young children. Dr. Schmidt clearly and
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concisely outlines the alternatives for
treating ear infections, and the impor-
tance of monitoring the necessity for
antibiotics!

Strategies for helping children
with PDD spectrum disorders

There are presently many mecha-
nisms and strategies employed when
dealing with PDD spectrum disorders.
There are however no known cures, and
no known ways.

Sensory integration

As we noted earlier, so many of the
traits associated with PDD spectrum dis-
orders come under the heading of sen-
sory integration. The children who fall into
the PDD spectrum have trouble with their
senses. These children have difficulties
being touched, or they have trouble with
loud sounds, or they have fine and/or
gross motor skill issues. These problems
are often attributed to the idiosyncracies
of the child, but it is important that they
are addressed early. The earlier they are
addressed, the more likely they are to
have an impact.

Chiropractic

Chiropractic care should be the corner-
stone of the sensory integration treatment
plan for the PDD child. While chiropractic
care is often associated with back pain,
headache, or pain, it fits into the scheme
of sensory integration work, very well.

The chiropractic theory of disease
and wellness has centered for more than
100 years on the notion that ALL disease
states in the body are a result of one or
all of three things:

e Trauma
e Toxins
e Thought

While this may appear to be some-
what simplistic and naive, when exam-
ined carefully, it clearly fits into the model
of health care which has become quite
popular today. Its view is a wholistic one,
and its concepts embrace everything
from outward physical trauma to the
body, to the alteration of genetic code
through insult of a physical, chemical, or
psychoneuroimmunological pathway. For
example, in the child with cerebral palsy,
it is easy to see that the physical trauma
that occurred in the child’s life can, in so
many ways, account for his/her infirmity.

In the case of childhood lead poison-
ing, it too can account for the toxin that
the child ingested which causes the infir-
mity. How then does this account for the
autistic child, or for the child who has a
PDD spectrum disorder?

This can be explained as the lack of
homeostasis in the body. When the ho-
meostasis of the child’s body is disrupted,
either in utero or in the world, the child
has a much greater chance of beingiill, or
lacking homeostasis.

In looking at the 3 T's for autism, one
can see how the theory can be applied.

Toxins

The role of toxicity in general is some-
thing that has just begun to be examined
in the autistic child. In approximately 50%
of the autistic children we saw in the last
year in our practice, the parents reported
that they had a completely normal child
until the age of 14-18 months. Some-
where in the period after that the child
began to lose speech and eye contact. In
addition, the other notable factor in 78%
of the children seen (>300), there was a
history of protracted periods of chronic
ear infection where the children took no

fewer than eight courses of antibiotics in
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