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Kaydreanna, age 11
Kaydreanna, who likes to go by 
“Kaydee,” is a great gal to know! 
This happy girl enjoys working on 
crafts and coloring whenever she 
can. Pleasant to be around, Kay-
dreanna appreciates the company 
of adults and likes making friends. 
She adores being pampered, 
especially getting her nails and 
hair done. Kaydreanna thinks that 
turquoise and violet are the pretti-
est colors.

She is doing well in her fifth-grade 
year.

Kaydreanna would do best in a 
two-parent or single female parent 
home, in which she can be the 
youngest child. Financial assistance 
may be available for adoption-
related services.

For families outside of Utah, only 
those families who have a com-
pleted homestudy are encouraged 
to inquire.

Photo by: Linda Boyd, Photographic Artist Inc.

If you are interested in any of the 
children	 featured	 in	 this	 publica-
tion, please	 contact	 The	 Adoption	
Exchange at 801-265-0444 or visit 
www.utahadopt.org.
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To view other children that 
participated in Heart Gallery 

2019 visit the gallery online at 
www.utahdopt.org.SAVE THE DATE

ADOPTION	CONFERENCE	2020	
WITH	SPECIAL	GUEST	SPEAKER,	NATE	SHEETS

 NORTHER REGION - APRIL 21  EASTERN REGION - APRIL 24
 SALT LAKE REGION - APRIL 22  SOUTHWEST REGION - APRIL 27
 WESTERN REGION - APRIL 23

WATCH FOR MORE INFORMATION IN THE FEBRUARY 2020 EDITION
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“Oh! Teenagers!” Have you ever found yourself saying 
this or overheard another parent saying this with an 
exasperated tone to her voice?

Raising teenagers takes parents to a whole new level. 
In order to rise to this occasion without exasperation 
and frustration, it takes understanding our teenag-
ers at an entirely new level. This is especially true for 
foster parents raising teenagers who have experienced 
traumatic and unpredictable childhoods prior to being 
in their homes.

The following are four important factors that will give 
you the tools and the understanding you need to cre-
ate a stronger relationship with your teen.

1.	Circadian	Rhythms.	For any teenagers, and especial-
ly for teenagers with traumatic histories, their circa-
dian rhythms are disrupted. Circadian rhythms are the 
daily rhythms in the body that keep you balanced at 
a physiological level. They help you wake up and calm 

you down around sleep, they give you indicators as to 
when to eat, and they provide several other sensory 
experiences.

Circadian rhythms are naturally disrupted during the 
teenage years. For children with traumatic histories, 
these rhythms were most likely disrupted even before 
becoming a teenager due to environmental stressors, 
which means that during the teenage years, they are 
intensely disrupted.

The result is a teen who sleeps at all hours of the day, 
eats in an unpredictable fashion, and simply operates 
in a disrupted physiological state. It is not a choice for 
your teen. It is simply how his or her body is operating 
at this developmental stage in life; it is his or her inher-
ent biological rhythm.

So the next time your teen has a hard time waking up 
at 5 or 6 a.m., realize that his or her biological clock 
is telling him or her to sleep until noon. Having this 

Fight, Flight, Freeze.....or Fib?
By; Monica Hassall, R.N. and Barbara Hunter, M.ED
Reprinted with Permission from ADDitude

Teenagers, Trauma and Trusting in the 
Power of Relationships

By: Heather T. Forbes, LCSW, reprinted with permission
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understanding will give you more patience and allow 
you to support him or her more as he or she struggles 
through the requirements of life.

2.	Influence	versus	Control. A teen operates from two 
opposite ends of the spectrum – he or she is both a 
regressed child and an emerging adult. One minute 
he or she is capable of having a 2-year-old tantrum 
and the next minute he or she can have the insight 
of a full grown adult. As parents, we interpret this as 
a child who is out of balance and that scares us. Our 
blueprints from our history and from other parenting 
resources have told us that this is a child who needs to 
be controlled and told what to do. 

 Yet, we all know what happens when we try to con-
trol a teenager. Explosions! And the intensity of such 
explosions is magnified when we are parenting a 
teenager who has a history of abandonment, abuse 
or neglect. Many children in foster care are literally 
living in survival mode and it can become a life or 
death struggle for them to keep one more person from 
controlling their lives. What we have failed to realize in 
the past is that we have much more “control” when we 
work toward influencing our teens. Influence comes 
through developing a safe and loving relationship. It 
takes learning to listen first to your teen, learning to 
be present with him or her, and giving him or her the 
emotional space for complete expression.

Listening to a teenager begins by having more of a 
monologue where the teen talks and the parent sits 
and listens. Teens are trying to figure out who they are 
and they cannot do that if the parent is telling them 
who they are, how to behave, and what to do. 

The reality is that your teen, due to his or her pain-
ful past, has already decided to run his or her own life 
because no one has been trustworthy. In order to help 
him or her change this strategy, it will take you listen-
ing first, and I mean really listening and developing a 
relationship with him or her.

Your teen is not going to want to listen to you until he 
or she feels like he or she has been listened to first. 
It is then that he or she will have more openness to 
listening to your advice and parental directives. This 
requires an endless supply of patience. It takes trusting 
that the relationship you are able to develop will be far 

more powerful than any authoritative control you try 
to implement. 

3.	Fight	or	Flight	Mode.	Stressed out teens, living 
beyond their window of stress tolerance, will either 
fight by becoming aggressive and threatening or flee 
by running away. This is typical behavior of any one 
of us when we feel helpless, scared, trapped or over-
whelmed. The issue is that many teens feeling this way 
have poorly developed internal control mechanisms 
and lack the ability to self-regulate. Thus, the level of 
the intensity of these behaviors is magnified and can 
be scary for the adults charged with their care. 

With any child, the road to healing and change comes 
through understanding the core issue behind the be-
havior. Anger and aggression is an expression of a feel-
ing or emotion. Essentially, an angry child is a scared 
child. He or she is a child living in a deep state of fear. 
Anger is the only safe way he or she has learned to 
express this fear. Reacting to such behavior as a parent 
through controlling and fear-based measures only cre-
ates more of the same for the child.

A child who runs away is a child who goes in the op-
posite direction. He or she goes into flight mode. This 
is a child who feels like he or she cannot win, no matter 
how hard he or she tries, so he or she just leaves. He 
or she feels he or she is not good enough or lovable. 
He or she may also be running away from pain, essen-
tially running away from him or herself. This is typically 
a child who is not even comfortable in his or her own 
skin. 

What parents typically do when the child returns or 
when he or she is reunited with the parent is to say, 
“What were you thinking? It isn’t safe for you to run 
away like that!” and more. These types of statements 
only create more rejection and more fear for the teen. 
What he or she needs in this moment is safety, love 
and acceptance. What if, at that moment, we put aside 
our own fear, and celebrate our child’s return, saying, 
“I’m so glad you’re home. I missed you?”

4. Abandonment. As I was writing this article, my son 
was sitting with me so I asked him what advice he 
would give parents about their teens (my son was ad-
opted as a toddler and is now 15 years old). He talked 
about abandonment, how incredibly painful it is for 
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children, and how it will always be the biggest piece 
in his history and in the history of other children 
who have experienced a break in their relationship 
with their biological parents.

In his words, “Abandonment is the worst thing that 
can happen to you, ever! Even going to jail is better 
than being abandoned because at least you fit in 
there and you’re getting attention. Anything is bet-
ter than being abandoned.”

This desire for life-long connection is much more 
than just a desire or a want. It is literally a biologi-
cal need within us. Science is showing that we are 
hard-wired as a species to live in community and 
to be in relationships. Relationships ensure our 
survival. We literally die or go insane if we are not 
connected to one another. 

If your child has experienced abandonment, his or 
her need for connection is magnified more than 
with most teens. Yet at the same time, he or she is 
going to be scared of this connection. It is a difficult 
place to live: needing connection, yet being terri-
fied of it at the same time. What your child needs 
most from you is a relationship with you. Your 

relationship with him or her needs to be the num-
ber one priority in all interactions with him or her, 
which means setting the negative behaviors aside 
for the moment and giving your child unconditional 
love in times of heightened stress and behavioral 
outbursts.
 
It takes parenting beyond the traditional model of 
giving consequences, going beyond lecturing on the 
logics of the choices he or she needs to make, and 
setting aside a need to control your teen. Parent-
ing teens, especially teens with trauma histories, 
takes being willing to shift out of your own perspec-
tive and being willing to go into a deeper place of 
understanding in order to see what is driving your 
child’s actions and attitudes.

Your teen does need you, despite the resistance or 
negativity he or she may outwardly show and give 
you. Look beyond his or her behaviors and there 
you will find a child yearning for love and accep-
tance from you. When you can meet him or her in 
that place, there you will find the connection, peace 
and healing you have been seeking all along.

5:00 PM - 9:00 PM
KIRTON MCCONKIE BUILDING
50 EAST SOUTH TEMPLE
REGISTER ONLINE AT UNITEDFORADOPTION.ORG
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https://www.equalityutah.org/resources/lgbt-resource-guide

ARE YOU IN NEED OF LOCAL RESOURCES FOR 
YOUR	LGBTQ+	YOUTH?	
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I remember the day I knew our daughter had a problem 
that we would later learn to call sensory processing 
disorder.

We were rushing to an appointment, hustling along a 
crowded sidewalk on a humid summer day. I was cau-
tioning Elisabeth about something, dragging her behind 
me the way you sometimes do with an almost-4-year-
old. The traffic was loud and smelled of exhaust, a kid 
on a bike was blowing a whistle, and the storefronts 
were bursting with bright vegetables and flowers.

Suddenly, my daughter stopped in her tracks and 
screamed — a long, loud scream of agony and frustra-
tion — prompting everyone around us to turn and glare. 
Later, when I asked her why she screamed, she said she 
didn’t know, she just couldn’t control the impulse.

There was more. Elisabeth was terrified of playground 
swings and of walking barefoot in grass. She hated 
crowds and washing her hair. But these I chalked up 
to developmental angst. I knew almost nothing about 
sensory processing disorder and ADHD. Only when 
Elisabeth was evaluated, at age 5, as having sensory 
processing disorder (SPD) by an occupational therapist 

trained in sensory integration (SI), did I begin to under-
stand her perplexing behaviors.

The	Overlap	Between	Sensory	Processing	Disorder	and	
ADHD

I remember another day, too, about two years later. Sit-
ting in our school district’s offices with the “special edu-
cation committee” assigned to evaluate my daughter’s 
needs, I became furious as the psychologist — who had 
never seen my daughter — pronounced her symptoms 
as “clearly ADHD,” on the basis of a checklist she held in 
her hands. She was as dismissive of SPD (also known as 
SI dysfunction) as I was of ADHD, each of us refusing to 
entertain the possibility that the other’s diagnosis was 
correct.

As it turns out, my daughter has both. But it took 
another year or so for me to learn the similarities and 
differences in the two conditions, or comorbidities, and 
to accept treatment for ADHD. Examine their symp-
toms side by side, and you’ll see some striking parallels, 
as well as several disparities. The two conditions don’t 
necessarily go hand in hand, but they often do. “Many 
neurological problems overlap,” explains educator Carol 

Is	it	a	Scensory	Processing	Disorder	
or	ADHD?

Reprinted with permission for ADDitude
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Stock Kranowitz, author of The Out-of-Sync Child: Rec-
ognizing and Coping with Sensory Processing Disorder. 
“Often, a child who has dysfunction in one area will 
have dysfunction in others.”

The correlation of ADHD and SPD symptoms is shown 
by a new national study of children ages 2 to 21 done 
at the University of Colorado. Parents reported that, 
of children who showed symptoms of either ADHD or 
SPD, 40% displayed symptoms of both, according to 
Lucy Jane Miller, Ph.D., director of the Sensory Pro-
cessing Treatment and Research (STAR) Center at the 
Children’s Hospital in Denver. When ADHD and SPD do 
coexist, however, it’s important to distinguish one from 
the other because their treatments are different.

What	is	Sensory	Integration?

Sensory integration is the process by which information 
from our senses (touch, sight, hearing, taste, smell, as 
well as balance) is interpreted by the brain so that we 
can respond appropriately to our environment. A child 
with good SI automatically filters the important from 
the unimportant stimuli as she makes her way through 
the world. At school, she sits alert at her desk without 
thinking about her posture. She pays attention to the 
teacher and filters out the noise of children in the hall-
way. On the street, she ignores the booming car radios 
and honking horns, and the itch of her wool sweater, 
but attends to the sound of the bus turning the corner, 
“telling” her to wait before crossing the street.

For some children with sensory processing disorder, 
information reaching the senses often feels like an 
assault of competing stimuli. To get the idea, imagine 
this scenario: Three children are telling you conflicting 
stories about who had the toy, the phone is ringing, and 
you suddenly smell the cake burning in the oven — and 
did I mention the itchy rash on your legs?

For others, outside stimuli are dulled, as if a shade 
has been pulled over the environment, muting sights, 
sounds, and touch. These children crave extra stimula-
tion to arouse themselves — similar to needing the jolt 
of a wake-up shower after a sleepless night. These are 
the kids who love to spin and swing upside down. Most 
children with SPD display elements of both extremes, 
suffering from sensory overload at some times, seeking 
stimulation at others. It’s not difficult to see how the 
symptoms — distractibility, the need for intense activ-
ity, problems with social interactions — could seem like 
ADHD.

A child playing in a sandbox can ignore the sweat 
trickling down her face and neck because she loves the 
sandbox, and there’s a breeze to cool her off a little. A 
child with SPD cannot ignore anything — the sweat is 
distracting and irritating, and the wind makes her feel 
worse, not better. Lacking an inner ability to cope with 

these irritations, she may kick the sand in frustration 
and lash out at her playmates, ruining her playtime and 
her entire afternoon. The bad feelings stay with her long 
after the physical triggers are gone. Children with SPD 
can be frustrating to parents and teachers, but their be-
havior is most frustrating to the children themselves. A. 
Jean Ayres, the groundbreaking occupational therapist 
who first described SI dysfunction more than 40 years 
ago, likened it to having
“a traffic jam in the brain.”

Who’s	at	Risk	for	Sensory	Processing	Disorder?

Most people develop normal sensory functioning, but 
some experts believe that the process goes awry in 
as many as 10 percent of children. As with ADHD, the 
causes can be unclear and may be genetic, but there are 
extrinsic factors that may put children at particular risk 
for SPD. These include maternal deprivation, premature 
birth, prenatal malnutrition, and early institutional care. 
Bundling, minimal handling, and propping bottles for 
feeding deprive the infant of the kinds of stimulation 
that promote integration of the senses. Such factors 
may explain why the incidence of SPD is higher among 
children who were adopted from orphanages. Repeated 
ear infections before age 2 may also increase the risk 
factor.

How	Do	You	Know	For	Sure	If	It’s	Sensory	Processing	
Disorder?

Once you recognize the possibility of SPD in your child, 
the next step is to locate a knowledgeable professional, 
usually a trained occupational therapist, to evaluate 
him. Many kids with SPD never receive an accurate 
diagnosis. The condition can resemble other problems, 
and can be misdiagnosed as ADHD, a learning disabil-
ity, or even pervasive developmental disorder. In some 
children, the symptoms are so subtle and so similar to 
developmental behaviors, that they can be mistaken 
for mere personality quirks. Friends and family may, 
with all good intentions, say, “She’s just a late bloomer. 
Uncle Fred was always a sensitive child, and look how 
successful he is.” Our first pediatrician suggested that 
Elisabeth’s resistance (to put it mildly) to haircutting and 
shampooing was simply one of the factors that make 
her a unique individual.

Another barrier to diagnosis is the nature of the disor-
der itself. Many children with SPD intelligently develop 
coping strategies — social withdrawal, ways to avoid 
certain activities and textures. The coping masks, but 
doesn’t eradicate, the condition. Some children have a 
small degree of dysfunction but crave the kinds of ac-
tivities that help them cope and even excel. Thus, they 
find their own antidote and may not need diagnosis or 
formal treatment. I know a boy who is more attentive 
and cooperative in class after swinging on the monkey 
bars at recess. My daughter is more easygoing after 
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swimming. Swinging and swimming are activities that 
regulate the brain pathways responsible for integrating 
the senses.

“Sometimes it’s just an immature sensory system, and 
a child will outgrow it,” says Stock Kranowitz. “Other 
times, a person doesn’t outgrow it, but grows into it.” As 
a person matures, she might, for instance, find an occu-
pation that is comfortable. Consider the professor who 
is able to work in comfort behind the desk that “pro-
tects” her from the stimuli of classroom sights, sounds, 
and smells.

What	Do	Doctors	Say	About	Sensory	Processing	
Disorder?

The biggest barrier to recognizing and diagnosing SPD 
may be the skepticism of the health care community. 
Much of this doubt stems from the medical model of 
health and disease, which requires evidence. Thus far, 
SI problems have not been quantified, in part because 
symptoms are variable and often dissimilar from one 
child to the next. But more research is being conducted 
to clarify the specific physiology, symptoms, and effec-
tive treatment of SPD, says Dr. Miller, who suggests 
that SPD’s eventual inclusion in the American Psychi-
atric Association’s Diagnostic and Statistical Manual 
of Mental Disorders is probable — if not just over the 
horizon.

Until then, the coexisting symptoms of SPD and ADHD 
may be confusing. A child with ADHD can be inattentive 
(or hyperattentive — aware of too many things), distract-
ible, easily frustrated, poorly organized, forgetful, fidg-
ety, and impulsive. So can a child with SI problems. So 
a superficial description of a child with SPD will sound 
the same as a superficial description of a child with 
ADHD. But a closer examination of the child with SPD 
will reveal symptoms that likely will not be seen in the 
child with ADHD (unless he has both): an intense desire 
for or aversion to swinging and spinning, a terror of 
walking on grass or other unstable or bumpy surfaces, 
and extreme sensitivity to noise.

My daughter’s developmental psychiatrist has observed 
that for most of the children he has seen (all with 
ADHD), various treatments for SPD have not produced 
sustained improvements, and that makes him doubt the 
diagnosis. But for some, including Elisabeth, the thera-
pies have produced long-term results.

What’s	the	Treatment	for	Sensory	Processing	Disorder?

The two disorders may present similarly, but the medi-
cation and behavior-modification therapies that work 

for ADHD do not work for SPD. SI treatment consists 
of working with an occupational therapist on a set of 
activities that help retrain the senses. The little I knew 
about it was baffling, but after seeing them in action, the 
strategies made complete sense. The basis of the thera-
py is a varied sensory “diet,” to stimulate all the senses. 
Since each child has his or her own sensory strengths 
and weaknesses, the sessions are tailored to the child, 
and change as she or he progresses. The earlier dysfunc-
tion is recognized and treated, the better.

Elisabeth spent a lot of time swinging — sitting up, ly-
ing on her stomach, on her back, and on a trapeze. She 
was encouraged to touch lots of different textures, she 
searched for buried “treasure” in containers of Play Doh, 
poured uncooked beans and dried peas from one con-
tainer to another, finger-painted on mirrors with shav-
ing cream, carried big jars of sand up a slanted surface, 
somersaulted down a soft incline, and jumped into piles 
of huge beanbags.

We began new activities for a few minutes at a time. 
Once she overcame her initial fears and aversions, 
Elisabeth began to seek out the kinds of activities that 
helped her — some of them the very ones she had 
avoided. Within about a month, she seemed less fearful, 
more cooperative, and physically stronger. She started 
to make friends on the playground, her play was more 
organized, and she stuck with activities for longer peri-
ods of time.

SI treatment is not a panacea and certainly not a quick 
fix. Although some children need less therapy than 
others, for many it’s a years-long proposition. By the 
time Elisabeth was 7 years old, it was clear that SPD 
could not account for all of her learning and attention 
problems, and she was diagnosed with ADHD. She now 
takes medication and receives behavior modification 
strategies at her school, along with occupational ther-
apy. But the two conditions need to be differentiated, 
because, again, ADHD medication and behavior modifi-
cation will not fix SPD, even if the conditions coexist.

Elisabeth still sometimes yells when I wash her hair, but 
she doesn’t scream anymore. She fusses about waist-
bands and sock seams that aren’t exactly right, but says 
it’s OK, “I’ll get used to it.” Best of all, she is making her 
way in the world, has lots of good friends, and is thriving 
at school and at home.

“Reprinted with permission from ADDitude magazine. 
Copyright © 2014. All rights reserved. For more articles like 
this one, visit ADDitude online, www.additudemag.com.”



These DIY fidget toys are the perfect way to support 
kids without breaking the bank!

1 || Balloons filled with flour or play dough

2 || Nuts and bolts

3 || Tube sock filled with dry rice and sewn shut for 
weight/tactile play

4 || Velcro under the desk or table to run fingers over

5 || Theraband on legs of the desk or chair

6 || Pipe cleaners to twist/wind around fingers

7 || Kneadable erasers or sticky tack

8 || Ziploc bags filled with hair gel or finger paint and 
taped closed (add buttons, beads, google eyes)

9 || Flexible rubber hair curlers

10 || DIY Zipper bracelets

11 || Flexible straw cut short so the child can bend/
flex in his hands

12 || Key rings linked together (try different sizes)

13 || Hair rubber bands around wrist

14 || Large key ring with pony beads looped on

15 || Ziploc bags or balloons filled with water beads

16 || Small gel window clings on a piece of laminated 
card stock

17 || Gear ties

18 || String pony beads onto a pipe cleaner and duct 
tape either end to a craft stick for child to slide beads 
up and down.

19 || Pony bead strung onto a jumbo paper clip

20 || Sew a small mesh fabric tube, place a marble 
inside, and sew ends closed so the child can push the 
marble back and forth inside the tube.

Provided with permission from The Inspired Treehouse  - 
https://theinspiredtreehouse.com/

About The Inspired Treehouse:  At The Inspired 
Treehouse, we believe that with a little help, 

kids can build strong, healthy bodies and minds 
through play.  We feature easy-to implement 

activities that are designed to promote all kinds 
of developmental skills for kids.

We are pediatric occupational and physical 
therapists so we are also passionate about 

sharing information, tips, and strategies to help 
readers conquer the common developmental 
roadblocks that come up for kids.  We believe 

that the more parents, teachers, and caregivers 
know about child development and wellness, 

the better off kids are!



The	Adoption	Exchange
7414 South State Street
Midvale, UT 84047

Contact Your Post Adoption Specialist

Visit	us	online	at	www.utahadopt.org	and	
on	Facebook	at	fb.me/utahsadoptionconnection

 Northern Region:
    Jeanna O’Connor 801-395-5973
    Victoria Fritz  801-388-6651
    Aubrey Meyers  801-776-7352

 Salt	Lake	Region:
          Adoption Helpline 801-300-8135

 Western Region:
          Jeannie Warner (A-L) 801-787-8814
          Megan Hess (M-Z) 801-921-3820

 Southwest	Region:
       Richfield/Cedar City Paul Arnold  435-236-9337
       St. George/Cedar City Krystal Jones  435-767-8774
     
 Eastern Region:
       Price/Castledale  Greg Daniels  435-636-2367
       Vernal/Roosevelt Fred Butterfield  435-630-1711
       Moab/Blanding  Jennifer Redd  435-260-8250

GETTING	TO	KNOW	YOUR	
POST	ADOPTION	WORKERS:

ROYCE WEBB
SALT	LAKE	VALLEY	REGION	POST	ADOPTION	SUPERVISOR

 

Follow 
Utah’s	Adoption	Connection	

on Facebook at:
fb.me/utahsadoptionconnection

 for up-to-date information on 
trainings, parent nights,

and additional resources. 

 Royce Webb is the post adoption 
supervisor in the Salt Lake Valley Region 
for DCFS. Royce has a Master of Public 
Administration and a Master of Social 
Work from the University of Utah. He 
also has a BS degree in Social Work from 
Utah State University. Royce has worked 
in the child welfare system for 15 years 
as a therapist, caseworker and therapist 
supervisor. 

He also spent a year working in the emergency room 
doing psychiatric evaluations.  He is the proud father of 
three daughters and loves to spend time with his family 
swimming and camping.


