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Abstract 

This training report sums up my internship and learning experience at a special 

education center called Hope Center for Children of Exceptional Needs. The center deals 

and serves the needs of challenged children with different kinds of disorders in children. 

Although my major is counseling I preferred and enjoy working with children rather than 

adults. I gained a lot of experience in the field of special education of which I had 

absolutely no idea. I started by assisting and observing various professionals like the 

occupational therapist and Special Educators. After I adapted to the environment and 

became familiar with how to handle the children I was assigned a case study which some 

treatments had been applied on the child had been reported. 

Besides helping the child acquire some everyday life skills I gained the 

experience of observing and recording all indications the child showed of improvement 

or the lack of it. Above all I value the time I spent in the center because I learnt how 

important it is to be patient. Most importantly I discovered in myself the ability to work 

with children which has changed my career plans. Finally, some suggestions and 

recommendations are given. 
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Introduction 

Theodore Geisel the writer of Dr. Seuss once said "You can get help from 

teachers, but you are going to have to learn a lot by yourself, sitting alone in a room." For 

the past three or four years in Effat College I have learned about some of the counseling 

and psychological theoretical orientation. Internship is supposed to be a time and an 

opportunity to apply these theories in real-life settings. However, my training experience 

was an opportunity for me to explore a new area and field which is the education of 

children with exceptional needs. In order to deal with such children one need to be patient, 

flexible, creative and imaginative to find new ways and techniques. Thus, all the things 

that I have learned during the three or four year period that I was in the college didn't 

worth much since I didn't use any of the theories and things that I have learned, because I 

had to start from the bottom and learning completely new things. Going to the center was 

also an opportunity for me to use the resources that I have collected from different 

sources including books and references. 

The Placement Site 

Hope Center for Children with Exceptional Needs is a non-profit organization and 

was established in 1992 and aims to help children improve their life and social skills. It is 

the first multilingual center in Saudi Arabia since there is cultural diversity within the 

center. It handles different kinds of disabilities and disorders in children such as: mental 

retardation, Down syndrome, autism, ADD, Cerebral Palsy, speech language and hearing 

disorders, learning disorders, and visual disability. There are other child disorders at the 

center which include; Klinefelter syndrome, Rett's Syndrome, Dandy-Walker Syndrome, 

Fragile X, and Prader-Willi Syndrome. 
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The center has two main classrooms which are Early Intervention/Lower 

Mainstream, and Middle/Upper Mainstream. The Early Intervention classroom is aimed 

to teach children basic skills as self-help skills, communication, cognition and fine motor 

skills. While the Middle/Upper Mainstream is aimed to teach the children subjects such 

as English, Reading and Writing, Math, Storytelling, along with training for 

independence, Functional Life Skills and social skills. The center also introduced subjects 

such as Islamic studies, wadua, prayer and Science. In addition, students as early as 3 

years old have some vocational training such as basic sewing, cooking, arts, computer, 

drama, domestic skills and gardening. In addition, to classrooms for mainstreaming there 

are classrooms for children with different disorders. For example, in the Early 

Intervention classroom there are children with autism, Down syndrome, Cerebral Palsy 

and ADD; and each child is given the same treatment and care and attention. 

The center also has other services to help the children such as physiotherapy, 

speech therapy, occupational therapy, psychotherapy, and other rehabilitation services. 

In addition to helping and offering services to the children, the center offers 

assistance and support to the parents through conducting workshops to mothers that help 

them in dealing and improving the life of their children. The workshop tackle some topics 

such as behavior modification, learning more about the disorders of their children, how to 

increase and promote speech language development. It teaches them how to adjust to the 

way of life which make them feel more comfortable and ease in having a child with a 

disorder or a disability, parental attitudes and involvement in the life of their children, 

enhancement of self-esteem of both the mother and the child, improving the fine motor 

skills of their child, and the importance of play therapy and how it works. 
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Literature Review 

This chapter is concerned mainly with four different kinds of treatment that are 

administered to children in the center will be discussed: 1) Behavioral Modification and 

Techniques 2) Occupational Therapy, 3) Play Therapy, and 4) Therapeutic Riding. Each 

of these kinds of treatments is discussed in the following section. 

1) Behavioral Modification

This section is divided into two parts: a) Behavior Modification and Classroom

Management, and b) toilet training. Although, Toilet Training is not considered to be 

part of Behavioral Therapy or Behavioral Modification, I have include them in this 

section because trying to control the muscle activity for long time and letting the child 

to get used to do it by himself instead of just doing it anywhere is considered to be a 

form of behavior modification. It is a way of improving the life of the child and letting 

the child adjust to social rules and norms. 

a) Behavior Modification and Classroom Management

Behavior Modification is defined as the systematic application of learning rules and 

principles and techniques to asses and improve individual's internal and external 

behaviors in order to help them function properly in society and be a better person 

(Martin and Pear, 2003, p.7) .. Behavioral modification techniques have been used to 

help both the parents and the teachers to teach children different things such as walking, 

and language skills. In addition, these techniques help parents to provide effective toilet 

training, and deal with their behavioral problems including aggression, temper tantrums, 

ignoring of rules, and failure to compliance. There are several ways of applying 

behavior modification on children. Some behavioral techniques include use of 
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reinforcement, discrimination, generalization, fading, shaping, and punishment . 

However, the need for clinical psychologists who are behaviorally oriented arises to 

treat more complex problems that teachers and parents can not dot it for themselves. 

b) Toilet Training

Normally, toilet training starts in toddler hood, in which it is considered as being

one of the important transitions in the toddler's life. Most of the psychological and 

parenting specialists agree that children do need some help in learning to master the toilet

just as they need help learning any other skill. Some studies show that boys often take 

longer time in toilet-training than girls. This might be because boys are more active than

girls so they tend not to sit still for a long time, and boys may become so engaged in what 

he is doing that he forgets to go to the toilet, there are other theories to this one of them 

include slower muscular development in boys . Approaches to Toilet Training, there are

several basic approaches to toilet-training which include ; a) The at-their-own-pace 

method which is having the toilet-training be the child's success and accomplishment

entirely on their own, b) Sit them at the pot method, which is similar to the first but

instead of the letting the child initiate the use of the toilet, the parent schedule how often

the child goes to the bathroom, c) The all-in-one-day method which is considers to be 

more interesting and controversial method. It is a twenty-four hour approach . It had been

originally been applied by a psychologist for severely mentally disabled adult. However,

it had been applied on normal children . This approach involves a carefully gradually

sequence of steps and positive reinforcement during the 24 hour period.
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2) Occupational Therapy

Occupational Therapy is a type of therapy that is very useful for developmentally 

disabled children. Therapists help children engage in activities that relate to how an 

individual occupies their time performing routine daily tasks, or jobs that are appropriate 

to their age, their interest, their motivations, and constraint of the environment in which 

they function and live. Occupational therapists help people improve their ability to 

perform tasks in their daily living and working environments. They also help them to 

develop, recover, or maintain daily living and work skills. Occupational therapists help 

clients not only to improve their basic motor functions and reasoning abilities, but also to 

compensate for permanent loss of function. Their objective is to help clients have 

independent, productive, and satisfying lives. They assist clients in performing activities 

of all types, ranging from using a computer to caring for daily needs such as dressing, 

cooking, eating, driving, cleaning, walking, etc. Occupational therapists also use 

computer programs to help clients improve decision-making, abstract-reasoning, 

problem-solving, and perceptual skills, as well as memory, sequencing, and 

coordination-all of which are important for independent living and functioning. 

Occupational Therapist also help students in schools. For example, when they evaluate 

children's abilities, recommend and provide therapy, modify classroom equipment, and 

help children participate as fully as possible in school programs and activities, consult 

with a teacher, or serve on a curriculum or other administrative committee. They also 

provide early intervention therapy services are offered to infants and toddlers who have, 

or at the risk of having developmental delays. 
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Occupational therapy of childhood usually falls into one of three categories: Self

Maintenance Behavior, Play Behavior, and Work Behavior. The Self-Maintenance 

Behavior are the daily-living tasks such as eating, dressing, bathing, using the toilet, and 

other self-care needs, while the Play Behavior includes sensory exploration of the 

surrounding environment, symbolic play, pretend or make-believe play, and recreational 

games, while the Work Behavior includes important tasks to function in other 

environments and settings such as school, or those that lead to pre-vocational interests 

and skills. The Play behavior is the most used strategy to principal teaching skills and 

tasks. This involves most of the time playing activities that correlate with the desired skill. 

Other people that occupational therapist helps include people who have: 

• limitations following a stroke or heart attack

• arthritis, multiple sclerosis, or other serious chronic conditions

• birth injuries, learning problems, or developmental disabilities

• mental health or behavioral problems such as Alzheimer's, schizophrenia,

post-traumatic stress, depression, or stress-related disorders

• problems with substance use

• eating disorders

• burns, spinal cord injuries, or amputations

• broken bones or other injuries from falls, sports injuries, or accidents

7 



3) Play Therapy

Play Therapy is the use of play situations in a therapeutic settings, it is based upon the 

fact that play is the child's natural medium of self-expression, creativity, imagination and 

exploring the world and life that is around the child. It is considered as an opportunity for 

the child to "play-out" the feelings and problems in free, non-biased and non-judgmental 

way. It helps the child to express and talk about the feelings and the problems in non

direct that can not be expressed verbally and directly. The purpose of Play Therapy is to 

help children grow up as happy and well adjusted as possible. Play Therapy is defined by 

the Association for Play Therapy as "the systematic use of a theoretical model to 

establish an interpersonal process wherein trained play therapists use the therapeutic 

powers of play to help clients prevent or resolve psychosocial difficulties and achieve 

optimal growth and development." It is through play that the child works through the 

confusions, anxieties, fears, emotions and conflicts. Play is the child's form of 

improvisational dramatics, it's a way for the child to try out the world around him and 

learn about it. For the child, play is serious purposeful business through which he 

develops mentally, physically, and socially. It's a way for the child to try out different 

and new ways of being. Play is also served as a language tool for the child; the 

symbolism that substitutes for words makes the child easier to express the problems and 

conflicts. Typical Features of play therapy include: accepting the child's play and way 

and form of communication (accept the child's self and potential for growth), Play 

therapy is child-centered; that is the therapist or the specialist follows the child's guide in 

play rather than controlling play and the child, and imposing views on others). In Child 

Centered Play Therapy, the child selects the toys and activities to play with, so a 
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relationship develops between the child and the therapist, by the therapist entering into 

the child's world, following it is lead, and developing a safe place and a relationship of 

trust. 

The sessions of Play Therapy are usually held in a playroom that has different and 

many range of carefully selected toys and materials. In special circumstances, however 

Play Therapy sessions can also be offered in other settings such as home, in hospital, and 

in schools. In the playroom, the child can express feelings, thoughts, experiences and 

behaviours through play. Toys are used like words and become the child's natural 

language. In additon, other tools and materails that can help and contribute to use of it in 

play therapy to help the child in expressing feelings and emotions in non-directive way 

include: drawings, paitings, water, sand, clay, puppets, wood and tools, college, pictures, 

story-telling, sculpture and even tarot cards. Limits are set as and when needed. This is 

done in a way that helps children make choices and develop self responsibility. 

4) Therapeutic Riding

Therapeutic Riding, also known, as Equine Assisted Therapy, Equine Facilitated 

Therapy, and Riding for the Disabled, is the use of the horse and equine-oriented 

activities to achieve a variety of therapeutic goals, including cognitive, physical, 

emotional, social, educational and behavioral goals. There's no record of when riding for 

the disabled became a specialized field, but history report people with disabilities riding 

horses as early as the days of the ancient Greeks. Orbasis of ancient Lydia documented 

the therapeutic value of riding in 600 B. C. The field has been used since the early 1950s 

in Europe as a tool for improving the lives of individuals with physical disabilities. The 
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first study of the value ofriding as therapy was reported in 187 5. French physician 

Cassaign used riding as a treatment for a variety of conditions, and concluded that it was 

helpful in the treatment of certain kinds of neurological disorders by improving posture, 

balance and joint movement, as well as psychological improvements. 

The history of the field began at the turn of the century, when England accepted 

riding for the disabled as a beneficial form of therapy and presented riding therapy for 

wounded soldiers at the Oxford Hospital during World War I. By the 1950's, British 

physiotherapists were exploring the possibilities of riding as therapy for all types of 

handicaps. Later on, the British Riding for the Disabled Association (RDA) had been 

established in 1969 with the excited and passionate support of the Royal Family. In 

Scandinavia Riding therapy was introduced in 1946 after two distressing outbreaks of 

poliomyelitis. Lis Hartel, an accomplished horsewoman, was stricken with the 

disease. Although surgery and physiotherapy helped her to walk again with the support 

of crutches, she was determined to ride independently again and began daily supervised 

riding sessions to improve her muscle strength and coordination. Through winning the 

silver medal for Dressage at the 1952 Helinski Olympic Games Liz Hartel brought 

attention to riding for the disabled, so she and Ulla Harpoth, a physical therapist from 

Copenhagen, started on to use horses as therapy for their patient. After that, Therapeutic 

Horseback Riding came to both the United States and Canada in 1960, with the formation 

of the Community Association of Riding of the Disabled in both countries. 

Because horseback riding gently and rhythmically moves the rider's body in a manner 

similar to a human gait, riders with physical disabilities often show improvement in 
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flexibility, balance and muscle strength. For individuals with mental or emotional 

disabilities, the unique relationship formed with the horse can lead to increased 

confidence, patience and self-esteem. The sense of independence and acceptance found 

through these activities with the horse benefits all. Therapeutic riding is practiced in some 

countries around the world in different forms and activities. Even then, it was 

acknowledged that riding was more than a means of transportation; it was also a way of 

improving the health and well-being of people with handicaps. 

The benefits of Therapeutic Riding include: The ability to control a horse as well as 

one's own body motivates self-confidence, responsibility and teamwork. Best of all, it is a 

thoroughly enjoyable experience, which creates a special relationship between rider and 

horse and promotes personal challenges. Riders learn balance at the beginning as well as, 

coordination and self-assurance while receiving therapeutic muscle stimulation, poise, 

posture, strength and flexibility improve, A strong sense of responsibility develops while 

the rider learns to take part and action in the care of the horses and equipment, 

development of advanced equestrian skills, teamwork and cooperation are learned as the 

rider becomes independent on horseback, and the participation in the classes, horse shows 

and events encourage confidence, self-esteem and a sense of accomplishment as new 

levels of expertise and new goals are met along the way. In addition, there are physical 

benefits, psychological benefits, social benefits, and educational benefits. 

Physical Benefits include: improved balance; as the horse moves, the rider is 

constantly thrown off-balance, requiring that the rider's muscles contract and relax in an 

attempt to rebalance. The three-dimensional rhythmical movement of the horse is similar 
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to the motion of walking, teaching rhythmical patterns to the muscles of the legs and 

trunk. By placing the rider in different positions on the horse (therapeutic vaulting), 

different sets of muscles get to work, strengthened muscles, improved coordination, faster 

reflexes, and better motor planning. Gravity helps to stretch the muscles in front of the 

leg as the rider sits on the horse without stirrups. Arm and hand muscles are stretched as 

part of routine exercises on the horse and by the act of holding and using the reins, 

improved respiration and circulation, improved appetite and digestion, sensory 

integration. Psychological benefits include; general sense of well-being, improved self-

confidence, increased interest in the outside world, increased interest in one's own life, 

Improved risk-taking abilities. Development of patience, the horse has a mind of its own, 

through this the rider learns patience as he or she attempts to perform skills on the horse 

while the horse is not cooperating. Repetition of basic riding principles also helps to 

develop patience, emotional control and self-discipline, sense of normality, and 

expansion of the locus of control. 

The social benefits would include development of love and respect through taking 

care of the horse, increase experiences and enjoyment. While the Educational benefits 

include Remedial Reading, it is necessary to recognize the difference in shapes, sizes, and 

even colors before developing reading. This can be taught more easily on horseback, as 

part of games and activities. There is less resistance to learning when it is part of a riding 

lesson. Through the use of signs placed around the arena, letters can be taught, and 

reading of individual words by word recognition can also be learned. Games involving 

signs for "exit", "danger", "stop" etc., help to teach important life skills involving reading. 

Remedial Math; Counting is learned by counting the horse's footsteps, objects around the 
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arena, or even the horse's ears and legs. Number concepts are gained as the rider 

compares the number oflegs on a horse to the number of his own legs. Addition and 

subtraction are taught through games involving throwing numbered foam dice and adding 

or subtracting the numbers. Since the concepts are taught through games, resistance to 

learning is decreased. Sequencing, patterning and motor planning, improved eye-hand 

coordination, visual/spatial perception and differentiation; the rider learns to differentiate 

significant from less significant stimuli in the environment. An improvement in this area 

occurs as the rider learns to attend to his horse and those things that may influence the 

horse as opposed to attending the environment in general. 

Individuals who benefit from equine facilitated therapy and activities include people 

who have: Muscular Dystrophy, Cerebral Palsy, Visual Impairment, Down's syndrome, 

Autism, Emotional Disabilities, Brain Injuries, Leaming Disabilities, Attention Deficit 

Disorder Deafness, and Cardiovascular accident/Stroke 
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Field Training and Experience 

This section is divided into two parts; 1) The general work that I had done and 2) The 

case study. In the first part I'll be discussing some of the things which I had done for the 

center or working with the children. The second part will discuss a case study which I 

had been taking care of at the center that would include some of the child's background, 

diagnosis and some of the treatment the child is undergoing. 

1. General Training

I was assigned to work with the Occupational Therapist. For a few days I 

observed her working with the children and asked questions about the nature of her work 

and the children's problems. She thought it appropriate that I work in the Early 

Intervention classroom as I had no experience what so ever about children of exceptional 

needs and so it would be more beneficial for me to work with these young children than 

ifl worked with older children. In this section there were younger children who are 

learning skills such as Fine Motor skills, Self-care and Hygiene skills, and Basic lessons. 

For about a month I basically observed the Occupational Therapist, and assisted teachers 

with their students and learnt how they interact and teach students. In between there were 

times when I was asked to substitute for a teacher and deal with the children in the 

Middle Mainstream classroom working with them on English and Math subjects. Also, I 

had the opportunity to observe the Speech Therapist while working with one of the 

children. I also had some experience helping a little girl who has Cerebral Palsy and 

Color Blindness to walk with her walker in the corridor and open space against the wall. I 

also worked with some of the children who were learning Motor Skills, or "Cognition"; 

which is knowing the basic things such as color, fruits, shapes, and Body Parts. 
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Also, I had Pretend Play with another child. During that time the Occupational 

Therapist advised me to have both control and some flexibility into the play so I will not 

give children absolute power and freedom to do whatever they want. 

I sang and danced with some children who were autistic since autistic children are 

highly stimulated by and responsive to music as dancing helps them and stimulates them. 

Another thing which I had done was dancing with another child, while singing 

with another child in which both activities had been enjoyed by both children. 

In addition, there was a "Sun & Fun Day" in a compound whose goal was for the 

children to experience some fun. There was vendor selling as well as a riffie award. The 

center was part of this activity, so we had to sell some things which had been made at the 

center. 

In addition, I went with the children to the stables for Therapeutic Riding. The 

Therapeutic Riding helps the children in their coordination, balance, fine motor skills, 

and encourages confidence; self-esteem and teamwork and cooperation are learned as the 

rider becomes independent on horseback. Every week, the children would go to the 

stables for Therapeutic Riding, so I would go with them to the Horseback Riding, 

observing the children working with the horse, watching some of the children while they 

look around and sometimes help a child sitting up on the horse when there were no 

volunteers to help the children with the horse. At the end of the riding, the specialist 

makes the children thank the horse by stroking and patting the horse and then feed the 

horse. When they finished riding in order to make connection and get used to the horse. 

Most of the children enjoy riding very much. 
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One day, I discussed about the work that I'm done with the case study child with 

the Occupational Therapist who encouraged me to keep Play Therapy activities which 

I'm doing with the child and gave me some advice on what and how to deal with the 

child. 

There was one time when the center had divided the children of the center and 

took one half on Tuesday and the other half on Wednesday to buy some pots and plants 

for the children to plant in the center. The child enjoyed the ride because he liked being 

outside the center and being in a car/bus. 

Finally, I observed parent's counseling with the chair of the center. Parent's 

counseling involved to be honest, and direct to the point. The chair of the department 

discussed several things with the parents including behavioral concerns of the child at the 

center; so she provided a "Behavioral Form" which encourages the child to improve his 

behavior. Also, she discussed about the toilet training, as well as medication's side effects 

and the dosage of the medication to give the child to decrease the side effects. In addition, 

body language observation is also important and crucial since it gives the person an idea 

of the I) reactions towards the situation and the behavior of the child, 2) know their role 

in the child's life, towards their behavior and the their problems, and 3) to know if the 

parent's are going to help in the child's treatment or not. 
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2. Case study

Background 

The child is a 7 year old Egyptian male. The child gets Speech Therapy once or 

twice a week, Group Physical Therapy once or twice a week, as well as medications 

treatments to control hyperactivity. The child has been described as, having temper 

tantrums, short attention span, impulsivity, destructiveness, hyperactivity, and aggression. 

In addition, the child has some medical problems such as ear infection which he had 

frequently up to the age of 3, asthma which had been decreased, and constipation which 

is the result of side effects of some of the medication that he is taking. Furthermore, the 

child has weak bladder muscles; so there is urine control. 

Although the pregnancy was planned and the length of pregnancy was normal, the 

mother's condition during pregnancy was normal, there was no stresses on her, she didn't 

had malnutrition, alcohol, drugs, or smoking while she was pregnant, even she didn't had 

diabetes or other kinds of infections. However there were some problems during the birth 

through having traumatic childbirth then being delivered by caesarean style after several 

trials of natural birth. After that the child had to be put in the ICU for one day since he 

needed to be given oxygen as an infant. The child has difficulty breathing when he was a 

newborn, was sleeping a lot, and had anoxia for 3 minutes. The developmental milestone 

of the child was late. He sat up when he was 20 months, walked when 3, and spoke when 

3 and half 

Diagnosis 

He has been refereed to the clinic by the child neuropsychologist who recommended 

the parents for their child to have complete rehabilitation. 
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The child has been first diagnosed as having moderate to profound hearing loss. 

Then, the child had been seen by child and adolescence consultant who gave several 

diagnosis impressions which include: Speech and Language Delay, Mental Retardation 

which ranged the mental from one to one and half year old, Hearing impairment. 

However, through additional assessment which had been by a child neuropsychologist; 

the child has been diagnosed of having ADHD. An MRI scan had been done on the child 

and had been found that it was within normal 

The child needs constant attention and care, has problems with temper and 

boredom by acting out these feelings in disruptive and destructive manner through being 

aggressive with other people, and objects by throwing things out on the floor. 

Sometimes he showed signs of smartness very smart, and problem-solving skills 

when it comes to movement. For example, when he wanted to play with some clay but I 

wouldn't allow it so I put it on the top of the shelves so he won't reach it. However, he 

didn't make this an obstacle, he tried to climb up the shelves to reach the clay and get it. 

Also, he was the only child in the classroom who knew how to use the key to unlock the 

door to get out of the classroom. 

Therapeutic Treatment 

The child receives Speech Therapy once or twice a week, Group Physical 

Therapy once or twice a week, as well as medications to control hyperactivity. The child 

went through behavioral modification where he was taught self-help skills as well as 

toilet training. 

The center helps the child in various ways to improve the life and behavior of the 

child. For example, the special educator not only teaches the child about cognition but 
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also she teaches the child some basic self-help skills. The teacher also tries to modify 

aggressive behavior and teaches them how tot treat other people. In addition, the child is 

being toilet-trained. However, this is not an easy task to do. Since the child can't control, 

he can not control them like a normal child. This creates a lot of hygiene problems in the 

classroom since the child has no control over his bowel muscles and movement. 

My role was to keep the child occupied in constructive activities while teaching 

him some basic skills. I experimented with various activities like finger painting which 

didn't work because the child made a mess in the classroom and would constantly put the 

paints in his mouth. His attempts to draw either failed or ended up with scribbling on the 

drawing pad. This was due to impulsivity and the lack of development of fine motor 

skills .. Also, I often let the child play with clay with the other children. Although, clay 

play is very useful and important to the development of children in general and to the 

children with hyperactivity in specific, there has to be some control over this child since 

the child likes to eat the clay more than to play with it. So, I gave the child some freedom 

in how to play and mold the clay, but when he attempt of putting the clay in his mouth 

few times I stopped him from playing with the clay and moved him to a different activity. 

I attempted several times to incorporate Water Play into activities, because the 

child seemed to enjoy it, and it was important for him to comprehend that there are 

additional uses of water apart from drinking it. 

In order to train him in sustaining attention I introduced activities such as the 

Rope Stringing, and Stick Beads; which have the same idea and principle as the Beads 

and Thread but with a stick and various objects to insert on it instead where the child 

showed positive responses. When he finished the activity, I asked him put the activity's 
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things back in the box. In addition, I made the child to do some puzzles which also 

helped him in his attention and memory. I also worked with the child to improve his Fine 

motor skills as well as his impulsivity through different activities such as the an activities 

which was main goal is to make things out of shapes by hammering on them to stick, then 

making the child as well to get them out. However, with this child I could only make him 

hammer the shapes in any arrangement as long as he does all of it and does well. Another 

game for the child's fine motor skills and task retention is putting a nails into a robber 

holes. Other activity which helped his attention and strengthened the muscles is the 

"Hammer-Tic" toy. It's a toy that consists of different shapes and sizes in which a child 

would use it to make objects by hammering it with a nail on a board. However, with this 

child I would only made the child hammer the shapes in any arrangement as long as he 

does it all of it and does well. Additional activity that helped in attention and motor skills 

is the "Rope Pattern". The object of it is to put a rope into the holes, with no particular 

order until the rope ends. This toy is in different shapes, sizes, and images such as shoe, 

house, and butterfly; it also helps in the eye-hand coordination. 

For the development of Motor Activity and fine motor skills I would give the 

child a toy. An additional work for the development of fine motor skills is "FROSTIG". 

Which is exercise worksheets that make the child draw a line between two objects. The 

purpose of this exercise is to improve the fine motor skills of the child, and for further 

development of the motor skills and activity I make the child erase the lines when he is 

finished or at the beginning of the exercise to draw new lines. Additional activity which 

helped the child in the motor development and activity is the "Geo Nuts and Bolts". The 

aim of it is to twist nuts and bolts together; this helps in the dexterity of the muscles and 
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the motor activity, as well as recognition of different shapes and colors. Other activity 

which aids the child in the fine motor skills is the separating toy bead chains and putting 

them together again. The object of it is to separate each bead from the other and put them 

back together using one hand then does the same with the other hand. 

Some Movement Therapy was also tried with the child by doing some leg 

exercises with him on the mat. I started as well to take the child outside in the garden for 

some activities, but he didn't enjoy it. Also, the physical therapist would often take the 

children and play with them outside or for Group Sports, when it didn't work out by not 

getting any response and order from the children she took them inside again and played 

with them some physical activities in which the child didn't seem to enjoy. 

A new activity that I started to work on the child is a technique in play therapy 

which is called a "Slow Motion Game" which is a game that aims to control the 

impulsivity of the hyperactive child. This game is done in a group, should be done by the 

child without the help of a therapist, and it is done by using cards, however I made it into 

an activity more than a game, a child would do a task with my assistance, and we would 

do it between us two only. The object of this game or activity is let the child do pretend 

or imaginative task such as eating, drinking, pouring, washing, etc. by picking a task 

from sets of cards, and the child have to do this task in one minute, if he/she succeed they 

are giving a reward and a time is increased to three minutes. However, this task is not so 

easy for hyperactive children since they find it difficult to do. Though, for the Slow 

Motion Activity which I do with the child, I would pick some random task, or sometimes 

by brining a toy that is aims for the fine motor muscles activity and let the child do it in a 

minute or more. Although, it is sometimes difficult for the child to do it, but he seems to 
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enjoy it because it's the first thing that he picks it up when he comes to class the next 

morning. (For more information on this game see Appendix A part 1). 

Another technique of play therapy that is common and beneficial for hyperactive 

children is the Building Blocks. Construction Play gives children a real sense of 

achievement which boosts their self-esteem, self-worth and satisfies their drive towards 

mastery and control of their environment. Boys in general likes to build tall structures, 

Girls in the other hand tend to move towards building horizontally. Some of the goals for 

the children with ADHD is to teach them to make them stop, think, and plan ahead; 

which building blocks does that by making the children plan ahead so that they build a 

certain structure and placing each block so the construction does not fall down. 

Sometimes this is not an easy task for the child, since the way he puts the blocks would 

make them fall down easily. If that happens, I make the child do it again until all the 

blocks are finished, then I tell the child to take each block individually and put them back 

on the box. Of course the child gets bored and wants to get out when the blocks falls 

down several times, but I always make the child finish the task and then I let the child go. 

(For more information on this see Appendix A part 2) 

I worked with the child on a daily basis ton the "Cognition" materials, both 

working with him on the old materials for the "Cognition and Theme" Sheet as well as 

teaching the child new materials such as "Triangle" and "Color Red". I also introduced 

new fruits and shapes e.g. Rectangle, Grapes, Pear, Strawberry and Mango. The Speech 

Therapist helps the child identify body parts such as nose and mouth through the use of 

music and song. In order to test the child's previous knowledge on shape that he already 

learned I gave him a sheet that made him identify the shapes and match them with 
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another. Also, later that week I used concrete objects and asked him to identify the shapes 

for me. Besides that, I made the child match shapes and put them together to be able to 

have a specific image and retention of something. To further his understanding and 

comprehension of some of these concepts, I let him touch 3-D objects of these shapes and 

fruits and make him feel them by touching. However, I had to watch him carefully since 

he could break these objects easily. 

Sometimes, I would allow him to play with the shapes freely; that is playing and 

expressing himself in his way with no control or limitation over what he does. The same 

with other toys or games that are in classroom, I gave him the toy and then allowed him 

to play and organize the toy in the way that he wanted or liked; in order to see whether 

the child had creativity or imagination or lacked it. In addition, another activity that 

helped the child in attention, recognition of shapes and color and matching between 

visual image and concrete object is the "Architect Block". Which is a toy for the children 

that help them in creativity and making images by using shapes block; however, for this 

child I would make him imitate what he sees and does the same by using the same color 

and shape. 

Since the child has behavioral problems, one of the main goals of the center is to 

change the behavioral problems by either eliminating or changing them into positive 

behavior. In order to change these behaviors, the center encourages the teachers to apply 

some of behavior modification techniques on the child in order to change the behavior of 

the child. That would include mostly use of Punishment in order to prevent him from 

doing negative behavior such being aggressive to other children, throwing things on the 

floor, or putting things in his mouth. The punishment techniques were varied from 
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aversive punishment ( e.g. hitting, smacking, etc) to Time-out. Also, I used praise and 

encouragement when he did something good. For further behavioral improvement, I 

evaluated the overall behavior of the child, and marked it on the "Behavioral Sheet" and 

indicated whether the overall behavior was good or bad and marked it, so the child would 

be encouraged to change behavior and improve upon it to have good evaluation. (To see a 

sample of the sheet see Appendix B part 1) 

Another main goal of the center is toilet training the child. To be able to adjust to 

society and the environment, the child have to act within society's rules and norms and 

that would include controlling bladder, going to the bathroom in his own, and not relying 

on other people or things. Also, it's a step for the child to be independent and doing 

things in his own without the help or relying of other people. As it had been mentioned in 

the "Literature Review", toilet training for boys is more difficult than girls due to the fact 

that boys tend to be more active, have low muscular development. So, it is even more 

harder for this child since the boy not only have ADD which let the child be more active 

and inattentive to the fact that he wants to go to the bathroom , but also the child have 

weak bladder muscles which let the child does it in any place he is in. So, in order to 

toilet train the child, we take him every half hour to the bathroom, and when he is done 

we would give him a glass of water even if he didn't want it. Gradually, the child would 

know when he wants to go and eventually he will do it by himself. To observe the child's 

progress there's a weekly schedule where we indicate what he had done when he went to 

the bathroom, and also indicate whether he had done it somewhere else. (To see a sample 

of the Toilet Training sheet see Appendix B part 2). 
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Also, whenever the weather was good they made the children play on the terrace 

roof which the child enjoyed very much when he was playing with the tricycle. That's 

because the child likes to ride on a something that moves. In addition, there were several 

other times when the teachers took the children outside to play for an hour. Almost all of 

the children liked and enjoyed playing outside, however this child does not seem to like it 

or enjoy it much as he get bored easily because there's nothing of interest that stimulate 

him and make him enjoy play outside. So, sometimes when the children go outside to 

play, I let him go outside for about 30 minutes and then I took him inside to play or work 

on some activities. 
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Conclusions 

When I started training at the center, I was so excited to work with an 

occupational therapist. However, I did not get to work with her since I do not have any 

background or the experience of the field to work with her. The fist day for me was very 

hard because it was very different field, different settings and environment to which I was 

used to and trained to do. So, it was very difficult for me to work in this center. However, 

each day while I was working at the center with the children I felt glad because I was 

working with children; which is something I wanted to do for my training from the start 

instead of working with mentally ill-patients. 

My objectives at the beginning of the training were as follows: 

• Work on the behavior of the Autistic children.

• Implement Behavioral Techniques to improve the behavior of the children

• Use activities such as sand, clay, water, etc with the children.

• Improve the children's Life Skills.

• Learn how to work with other professionals as a Psychologist.

• Working with other professionals to help improve the life skills and behavior

of the child.

• Counsel the Parents about their children's esp. their behavior and attempt to

make them help with the behavior of their child.

Although I worked to achieve most of these objectives, there was no apparent 

improvement on the child since the child's behavior improvement takes a lot of patience 

and long time for the child to be better and have good behavior and be independent. 

Albert Camus, a French existentialist author and philosopher once said "You cannot 

acquire experience by making experiments. You cannot create experience. You must 
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undergo it. ". This is what I was feeling since every thing I observed or did had given me 

a lesson to learn for the future as well as an experience to have. Whether, it is a good or 

things that I have done of good only to found out that it was bad that I have learned had 

contributed to my experience in the future. In addition, someone once said that 

"Experience is a hard teacher because she gives the test first, the lessons afterwards". For 

me, this is true because there are things that I would do thinking this is a good thing, and 

later on I found out that what I had done was wrong and shouldn't have done since there 

are problems that would lead to it. 

The training and the experience had given me great opportunity to change my 

attitude towards children with special needs. That's because before working at the center 

and meeting the children I thought that children with disabilities or mental retardation 

have limitations in functioning in everyday life and skills. However when I worked at the 

center, I realized that not all children with disabilities have limitations in every skills and 

daily functioning. They might have limitation in certain things however God would give 

them a kind of intelligence and love in their hearts and in the hearts of others towards 

them to make-up for this specific limitation. This includes also children with Mental 

Retardation, since before that I thought that most mentally retarded children are not smart 

or have low IQ, but the children at the center had proved that mentally retarded children 

could have low IQ or average intelligence. 

Finally, I realized that working with children with special needs does not require 

the work of specialist only, but also it needs the work and the contribution of the parents 

by helping their children to work at home to improve their life skills or behavior. 
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Recommendation 

There are some recommendations that I would like to provide for both the college 

and the center. 

1. College

First, the department and college should encourage the students to go for 

voluntary work in the field of their interest; that will help them to have a clear 

idea about their training site and field. 

Second, it is better to encourage and motivate students to have a clear idea 

of their desired interest of place of training and internship by the second third year, 

so that they choose the courses which are related to the field so it would help them 

in when they are doing their training to have some background and theory of the 

field in which they are doing their training. In addition, it is beneficial if the 

students knew more about their choices or options for their training by motivating 

them to volunteer in different places until they find a place that it might interest 

them to have their training. 

Third, the Psychology department should have more technical courses that 

aim to teach in subjects that are related to their training than to have courses that 

have no significant importance in the application for the training. While, making 

these courses as an additional option to take rather than making it an obligation to 

take and have no need to it in the future except for knowledge of it. 

Fourth, the department should also organize workshops to teach the 

students about different things that benefit them in their training such as 

psychological assessment, different psychological testing and assessment and how 
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to administrate it as well as teaching about other therapeutic techniques and how 

to apply these techniques. So, there should be more consideration and focus on 

clinical and counseling than on research. 

2. Center

First, the center should take extra care while recruiting the teacher. The 

center should recruit teachers who have a degree and experience in special 

education and teaching children who have special needs should be employed. 

Since teaching children with special needs have different ways of teaching than 

teaching normal children or any kind of teaching. However, if it is not possible, 

then proper training and education of the field and ways of teaching and 

instructions should be provided before working on the center. 

Second, before labeling and accepting the diagnosis, proper assessment 

instrument should be done at the center, instead of relying only on outside 

assessment of the diagnosis. Also, the center should have adequate facilities and 

resources for the child's assessment and testing at the center. 

Third, for the Early Intervention class, the center should plan more 

activities that benefit for the development of the children instead of letting the 

children play or do nothing all day. 

Fourth, the every center should have a psychologist for it to work properly, 

that would include this center. So, the center should have a psychologist which 

aims to help the children at the center such as those with Autism, mental 

retardation, and ADHD etc. Thus, the psychologist not only works on the 
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behavior of the child but also on the development of the child to be able to help 

adjust to their environment and society. 

Fifth, the teachers should have additional and for long duration of time 

training in different techniques and instructions to teach the children. 

Sixth, the center must provide a professional which deals with the children 

who are visually and hearing impaired. So, they could learn how to adjust their 

situation in society in their own this could be through learning skills, such as sign 

language, how to read Braille, how to use and rely on their other senses for the 

life skills, communicating, and adapting to the society and their environment. 
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The Slow-Motion Game 

Heidi Gerard Kaduson 

INTRODUCTION 

Many children with social skill deficiencies seem to also have trouble 

with self-control and management of their activity level. In group settings 
this can be a problem for the child both in and out of school situations. To 
make children aware of their activity level, The Slow-Motion Game was 

created to help them focus on this particular skill. It can be seen by many 
therapists who work with active or impulsive children that they learn 

best by doing. Therefore, this game was created to have them do slow 

motion rather than just talk about it. 

RATIONALE 

Learning by doing is a very active process. Children with disabilities 

find it difficult to learn something unless they are actively involved in the 

learning. Many cognitive-behavioral approaches teach children what to 
do, but even though the children know the right answer, they have 
difficulty actually doing the right thing. This technique has children do 
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the exercise over and over again until they become aware of the slow 
motion that they have self-control over. The term behavioral self-control 

refers to the implementation of self-monitoring, self-evaluation, and 
self-reinforcement procedures. "Self-monitoring" refers to maintaining an 
active awareness of the occurrence of certain targeted behaviors or 
thoughts; "self-evaluation" involves judging the rate or quality of the 

behavior being modified against some existing standard or criterion; and 

"self-reinforcement" refers to the individual administering his or her 

reinforcement if a certain standard of behavior has been achieved. This 
technique can help the child make strides in the right direction by 
illustrating to the child how to do the exercise within a playful format. 

DESCRIPTION 

Materials Needed 

Stopwatches (for each child) 

Laminated cards (see below) 

Die 

Poker chips 

Paper 

Coloring materials 

Achievement awards (Figure 45-1) 

Process 

The children m the group are introduced to the game with the 

instructions about what self-control is. Many of the children are asked to 
contribute what they think self-control might be defined as. The therapist 
then turns the discussion to activity level, and how difficult it is to have 
self-control when we are moving too fast. The children are asked to 
illustrate on a piece of paper what fast moving might look like. Any art 
is acceptable, and the children are praised for whatever their illustration 
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aemonstrates. Once the group has an understanding of the premise, each 

child is handed a stopwatch. In the center of the table are cards created by 
!he therapist with different scenes that the child will act out in slow

motion. These cards are made from Avery labels, which have the

lamination attached and can be computer printed so that they last longer.
Children will play the game if they believe it is a game that "everyone"
has played. The cards might have situations such as the following:

lhrowing a basketball, running a race, raising your hand, playing

baseball, having a shoot-out, playing soccer, doing a math test, doing
jumping jacks.

The therapist then has the children roll the die to see who goes first. 
The highest number goes first, and that child picks a card and goes to the

head of the room with the therapist. The therapist tells the group what 
that child is going to do in "very slow motion." The children have to start 
their stopwatches all together when the therapist says, "1, 2, 3, start." 
After each ten seconds, the children report the time passed to the child 

who is performing the task. He or she must keep doing the task for an 

entire minute in slow motion (with the help of the therapist's guidance

when the motion is too fast). When the child has reached the full minute, 
the other children yell "Stop.'' Having successfully completed the task, 
the child earns a poker chip. Then the next child goes (working in a 
clockwise direction). He or she picks up a card, comes to the front of the

room, and the play starts again. 
When each child in the group has done the first task, the time is 

increased to two minutes for the second round. At the end of the second

round, the players would all have two chips each, and a treat or snack is 
given as the reward along with a certificate for "Achievement in Slow 
Motion" (Figure 45-1). The therapist may go on to a three-minute

interval if the children are still excited about playing. 

APPLICATION 

This technique can be used in small group settings or in classrooms 

where self-control is a problem to be worked on. It has been done 

successfully with children with attention-deficit/hyperactivity disorder, 
Asperger's syndrome, and conduct disorder. 
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Therapeutic Use of Block Play 

Charles E. Schaefer 

INTRODUCTION 

Few toys are as durable and versatile as blocks. Highly popular as 
stacking toys for babies and toddlers, they becon:ie, in the hands of 
preschoolers and school-age children, sophisticated building tools that 
offer infinite construction possibilities: skyscraper, zoo, highway, airport, 
bridge, castle, or dinosaur house. Construction play provides children 
with a real sense of accomplishment, which boosts their egos and satisfies 
their drive toward mastery of the environment. 

RATIONALE 

For many years educators have used block play to foster the physical, 
social, cognitive, and emotional development of young children (Cart
wright 1974). Indeed, blocks are reported to be the most widely available 
play object in early childhood classrooms (Hartley et al. 1952, Kinsman 
and Berk 1979). 

Block play appeals to both boys and girls. For boys, tall is better-they 
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tend to build tall structures. Girls, on the other hand, are more likely to 

build horizontally. They enjoy building enclosures for dolls and animals 

and are more focused on creating pretend scenes with blocks. 

DESCRIPTION 

While simple wooden unit blocks in a range of shapes and sizes will 

satisfy most preschoolers, more unusual construction materials-empty '=' 

shoe or cereal boxes, plastic or fabric blocks, milk cartons, and foam 

bricks-can also stimulate creativity. One can further enhance block play 

by introducing simple props: toys animals to live in a zoo, flags for a 

castle, little people to inhabit a house, vehicles for tunnels and bridges. 

APPLICATION 

The use of block play as a psychotherapeutic technique has been a 

relatively neglected topic in the play therapy literature. Block play has 

application to two childhood disorders: social withdrawal and attention

deficit/hyperactivity disorder. 

Social Withdrawal 

Block play creates a foundation for friendship development because it 

provides children with the stimulus to engage in positive social inter· 

action with others (Rogers 1985). Cartwright (1974) noted that block 

building invites children to work together, and that when the children are 

interested and intent on creating a building together they tend to seek 

each other's help and learn to tolerate differences. Rogers (1985) found 

that during block play, prosocial behaviors, such as smiling, taking turns, 

helping, and asking (as opposed to commanding), occurred more fre

quently than antisocial behaviors, such as grabbing someone else's 

blocks, hitting, threatening, and throwing blocks. 

However, individual children differ in their ability to engage in 
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cessful block play. The developmental theory of social co-construction

.ers an explanation as to why some children are better social negotiators

an others (Ross and Rogers 1990). Co-constructivist theory suggests

at children who have a good understanding of how to act during a

:€cific play situation are more successful in their social interactions than

uldren without a clear understanding of the play situation. Ross and

oger (1990) state: 

Children were successful players because of their ability to

understand the language and actions of others and respond with

appropriate language and action themselves in the context of the

immediate play situation. In order words, to be successful in one's

play interactions, a child must enter the play situation with a

similar understanding of how to act and what to say in this

situation as his/her playmate and be able to adapt his/her

language to the continuous changes in the physical and social

situation as the interaction occurs between peers. Thus, the

conventions and procedures of block play are both intra- and

interindividually co-constructed. (p. 18]

Children who are unable to negotiate play interactions on their own will

need to be taught this skill by a therapist . The therapist, acting as a play

tutor, instructs, models, prompts, and reinforces appropriate interaction

1n block play. The therapist works with the socially withdrawn child

individually until the child is ready to handle peer interaction. 

Attention-Deficit/Hyperactivity Disorder (ADHD)

Block play may also be useful as a therapeutic technique for children

with ADHD. The essential feature of ADHD is a continual pattern of

inattention and/ or hyperactivity-impulsivity. Children with this disorder

typically have difficulty sustaining attention to a task and difficulty in

delaying responses and awaiting one's turn.

A specific therapeutic task for children with ADHD is to teach them to

be reflective, that is, to stop, think, plan ahead, and weigh alternatives

and consequences before acting. Construction play with blocks, by

definition, requires that children plan ahead so that they may build a

desired structure . Children must also carefully place each block so that
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the structure does not collapse. In this manner, ADHD children practice 

being reflective and less impulsive. 

Initially, the therapist spreads out a variety of blocks on the floor of the 

playroom and suggests to the child, "Let's use our imaginations to build 

something really great!" Then, to boost deliberate (stop and think) 

thinking in an impulsive child, the therapist should ask a few questions 

before the child starts the construction play: "What would you like to 

build?" If the child responds "a house," the therapist would then ask, 

"How big do you want the house to be? How high? How many rooms? 

Will there be doors and windows? What's my job in helping you?" 
To further promote reflective thinking in the child during the construc

tion, the therapist models thinking out loud by asking, "What would 
happen if we did this? What could we do to keep the tower from fallingY 

In addition to reflective thinking, block play can be used to develop an 
ADHD child's attention span. Since blocks are a highly preferred play 
material among young children (Kinsman and Berk 1979), block play is 
likely to encourage ADHD children to persist at the task until they 
complete a structure (sustained attention). 

By age 4, a child is capable of seeing a construction project through to 
the end of a 30-minute session and may work on the project over several 
sessions. This helps develop persistence-the ability to attend to a task 
over an extended period. The therapist can facilitate persistence in the 
child by showing great interest in the building project and by occasionally 

offering suggestions for improving or expanding the structure. At times 

the child is encouraged to continue developing the complexity of the 
structure by working on it over two or more sessions. If a "Do not 

disturb" sign will not ensure the safety of the construction, a photograph 
of it is taken to facilitate reassembly at subsequent sessions. 
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October 

Started working at the beginning of the month at the Hope Center for exceptional 
needs. However, I came a week or two before that to meet the children, faculty, how they 
work, and mostly to meet the Occupational Therapist whom I am supposed to work with, 
however, she wasn't in the center on that day. On that day, I worked in the Middle 
Mainstream which is the upper class children. In my first day of the training, I had met 
the Occupational Therapist, whom I observed while working with the children in the 
room and asked questions about the nature of her works and the children's problems and 
her work with the children. After that, she told me to stay with the Early Intervention 
classroom which is the younger children who are learning skills such as Fine Motor skills, 
Self-care and Hygiene skills, and Basic lessons. In her professional point of view it would 
be more beneficial for me to work with these children than the other classrooms; since I 
would learn more ifl worked with young children than ifl worked with older children. 

During this month, I basically observed children with the Occupational Therapist, 
observed the children in the classroom, assist teachers with the students, and observed 
teachers interacting and teaching students. However, there was some time that the teacher 
of the Middle Mainstream classroom was busy so she asked me to help the children to 
work in their activities which was coloring a "Drawing Sheet'. I have also worked with 
the same classroom before I was placed with the "Early Intervention" classroom; working 
with them on English and Math subjects. Also, I had the opportunity to observe some 
time the Speech Therapist while working with one of the children. Another thing which I 
did, was to help out a little girl who has Cerebral Palsy and Color Blindness (I think that 
it is) to walk with her walker in the corridor and open space against the wall so she would 
feel her way and closed space. In the last day before the vacation, I had started working 
with some of the children in their Motor Skills, or on their "Cognition and Theme"; 
which is meant by the Work Sheet that it's given at the beginning of the day on basic 
things such as color, fruits, shapes, and Body Parts. 

The fist day for me was very hard because it was very different field, different 
settings and environment of which I was used to and be trained to do. So, it was very 
difficult for me to work in this center. However, each day while I'm working at the center 
with the children I would tell myself that I would rather be here than in any place where 
I'm working with a Psychiatric and dealing with Mentally Ill patients. 



Nov. 12-16 

When I returned back from the vacation, the center had assigned me a child to 
work with and be responsible of the child the whole time during my work in the center. 
So, this week I worked with the child on shapes; fruits and Fine Motor Skills. However, I 
played with some of the other children, and would look after in case if the teacher was 
out of the classroom. Also, the center had arranged an "Eid Party" for the children which 
I had helped with the children outside and the arriving guests. To help the child that I'm 
in charge of more in his behavior I allowed the child to Finger Painting, however it didn't 
work because the child had made a mess in the classroom and would constantly put the 
paints in his mouth. The child also likes to put things in this mouth and swallow it 

Nov. 19-23 

This week I started to incorporate Play Therapy while working with the child or 
other children. For example, I worked with the child in Water Play which it didn't work 
well with the child, I played one-one with the child through various play activities or 
puzzles which was to get his attention on a task until he finishes with it. The Speech 
Therapist had Group Play with the child in addition to two other children which he didn't 
enjoy much. Also, attempted to make him draw, which it didn't work because I think he 
doesn't like to draw. Also, this week the weather was good so they made the children 
play on the terrace roof which the child enjoyed very much playing with the tricycle. In 
addition, I had worked with the child on the worksheet on shapes and fruits. Another 
thing which I had done was dancing with another child, while singing with another child 
in which both activities had been enjoyed by both children. 

Of course, I discussed about the work that I'm done with the child with the 
Occupational Therapist who encouraged me to keep Play Therapy activities which I'm 
doing with the child and gave me some advice in what to and how to deal with the child. 
Also, I discussed about child's behavior with the Manager and another teacher for 
additional medication which is supplied by the Psychiatrist who works with the center. 

In addition, I went with the children to a program which consists of Therapeutic 
Riding to the children. The Therapeutic Riding or Hippotherapy helps the children in 
their coordination, balance, fine motor skills, and encourage confidence; self-esteem and 
teamwork and cooperation are learned as the rider becomes independent on horseback. 

Dec. 24-29 

Worked with the child on the worksheets which are the same as week before. I 
also gave the child some activities for attention, motor skills and eye-hand coordination 
which include Bead Sequencing, puzzles, and Nails in which it required the child to get 
something that it is like nails and put in holes. Also, for further development of the child's 
eye-hand coordination, the child some art sewing by the use of nails and beads; however 
he didn't like it much because the nail would hurt him when he insert the bead on the 
thread. Furthermore, I worked with the child on "FROSTIG" .. I also danced with a child 
and danced with another child. In addition, I gave the child a matching game which the 
child has to match a series of pictures to its identical pictures. This game consists of 



having series of pictures that have a theme for example "Animals" and the child have to 
match the pictures that are in this series to its identical one. As being part of weekly 
activity, the teachers took the children to play outside and have fun. In addition, the 
children were watching cartoons on Wednesday for almost an hour and half in which this 
time I was holding the child so he won't touch the TV or the video 

In addition, I had increased the duration of the punishment for the child in order to 
change his behavior from a negative to positive behavior and making him stop the 
undesired behavior. However, it didn't work since the child doesn't know that he is being 
punished for something, and he wouldn't remember the reason for being punished or 
what he did, or the fact that he was punished. So, after that I had stopped this kind of 
punishment and had to look for alternative way to punish the child for the aggressive 
behavior to the other children. 

Furthermore, I have helped in the Therapeutic Riding day with the children by 
helping in the arena and holding a child to sit up on the horse. Normally, a group of 
volunteers would do it, however since it was still their vacation time so I had to help the 
professional with the child in the arena. Although, I felt some pain and numbness in my 
arms from raising it day, but I really enjoyed being part of the therapeutic process 
between both the child and horse and being inside the arena with the horse and the child. 

28 .Jan-2 Feb 

For the final week of my training I worked with the child on the Cognition 
worksheets, attention activities which included Rope Stringing, Rope Patterns, and 
Puzzles etc. Also, I worked with the child on some motor skills as well as "FROSTIG" 
activities for his motor skills development. 

In addition, I continued with him on the Slow Motion Game and the Building 
Blocks to control his impulsivity and hyperactivity. As well as I continued with the Toilet 
Training the child and giving him a glass of water each time he gets out of the bathroom. 
Furthermore, I let the child to have free play individually; without any rules or orders for 
me to tell him in what to do. This is considered to be good for the child to have some 
freedom and fun in playing as well as an opportunity for me to see him his usage of 
creativity and imagination in play. 

Furthermore, this week was Teacher-Parent Meeting; which is a time for the 
parent to talk about the progress of the child to the parents as well as any behavior and 
plans that is being applied on him for his behavior. So, I observe some parenting 
counseling that was between the chair of the center and the parents. In which it was really 
interesting to see and to learn about parent's counseling and how important is observing 
body language and the facial reactions to determine the parent's response to what is being 
said to them and from this someone would know whether they would be responsive and 
cooperative on what is being told to them to do for their child's behavior and treatment 
Also, it's important for the person to be direct to the point, frank and honest when talking 
to parents about their special needs child. That's because having a special need is a lot 
have more efforts and needs a lot of patience than with a normal child. 
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