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6th World Congress on Down’s Syndrome
Madrid {Spain) 23-26 October 1997

Down'’s Syndrome: when drecams come frue

Our Congress aims to start from three principles:

1.Recognition of equal rights and opportunities for people with Down's syndrome in a society that is
enriched bv diversity.

2. The right of everyone with Down's syndrome to receive an adequate response to their needs.

3.The specialisation or specificity in rendering services to people with Down's syndrome, which must
be given by specialists in each community's normalised services.

These three principles are to serve as a meeting and reflection point for scientists, professionals, people
with Down's syndrome, family members and associations who, with a universal, open, integrating and
plural mentality, want to study deeply and explain the latest issues concerning Down's syndrome.

Our slogan: DOWN'S SYNDROME: WHEN DREAMS COME TRUE transmits a message of
innowation and hope, emphasizing the scientific advances and therapeutic practices that are today making
it a reality for people with Down's syndrome to enjoy good health and a longer life, to gain social
recognition, to go to-a normal school, to have ajob, to live integrated in the community and, in short,
to enjoy a better quality of life. In those countries where there is still so much to be done, the model to
follow must be clearly borne in mind, as well as the objectives to be attained and the unconditional
support from more advanced societies.

The strength and solidarity of the independent associative movement for Down's syndrome aims for
consolidation in all countries, seeking public commitment and collaboration and claiming collective
representation. Families, professionals and people with Down's syndrome who are working together n
the associations try to adapt to present-day circumstances, to contribute new and specific solutions, to
change social attitudes and to respond efficiently to the needs of people with Down's syndrome.

Affectionately,

Prof. Dr. ].PERERA
President of The VI World

Congress on Down's Syndrome
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Salvatore Soresi

Dipartimento di Psicologia dello Sviluppo e della Socializzazione - Universita® di Padova - Padova (Italy)

Introduction

Only since the late 1960s have "projects" on parent edu-
cation and parent training begun to appear with the aim
of increasing parental skills in dealing with problems that
might crop up daily in childrearing, in particular whether
there is a "difficult " child in the family. Childrearing
errors, such as reinforcing problem behaviours and igno-
ring adequate ones, resorting, sometimes indiscrimina-
tely and heavily, to punishment, inconsistencies, and so
on, are very likely to occur and are generally recognized
by the parents themselves as indicators of unsatisfactory
parental "ability".

However, the need to care for the family in a systematic
way is particularly apparent when situations of serious
malaise occur within it. This is what happens when a
family member suffers from irreversible disabilities, pro-
gressive diseases, or declining health, or when there is in
the family a disabled person who, in addition to a great
amount of attendance, needs also interventions as con-
cerns care and treatment. It cannot be left unsaid that
such situations produce far-reaching effects on all the
family, as well as triggering off significant changes on the
style and quality of life of its members. There exist clear
and unchallengeable indicators of all this and they can
be both "objective" and "subjective". The "objective" ones
can be found in the drop in out-of-the-family activities
(work, social relations with the neighbours, free time,
etc.), whereas the "subjective" ones can be seen in the
heightened levels of stress, the decrease in couple sati-
sfaction and psychologic well-being, as that type of pre-
sence necessarily requires the response to "unsual and
additional” care, attention, and needs. The normalization
and the integration of disabled people cannot be sati-
sfactorily carried out if families are not provided with sup-
port and social security able to solve the problems that
they cannot face alone.

Thus, also as concerns the role that the family may have
in the treatment and integration of disabilities we have
recently been witnessing a significant progress. If until a
few years ago the families and parents of the disabled were
excluded from rehabilitation programmes and interven-
tions and were mere lookers-on of what others (the "spe-
cialists") were doing, now they are given an important
function also as far as treatment effectiveness is concer-
ned. So much so that the "prejudice" by which family mem-

bers had to be excluded from the planning of treatments
as they did not have "specific" knowledge and competen-
ce seems now greatly disregarded. Taking this new aware-
ness for granted, the problem arises of the choice of sup-
port to give families and, more specifically, the kind of
help to make available to parents in the management of
practical everyday problems. Therefore the presence of a
disabled child, besides implying a whole range of consi-
derable economic, social, and emotional problems, needs
to be anchored up to firm childrearing principles and "com-
petences" that a parent can hardly possess if not adequa-,
tely supported and "trained".

Experimentation of a Parent Training Programme
with Parents of Down Adolescents

The Parent Training programme that is here presented
was tested on 16 parents (8 mothers and 8 fathers) of
Down adolescents included in a vocational training cour-
se. [t represents an attempt at integrating various theo-
retical matrices: the attempt is based on learning prin-
ciples and social behaviourism, but at the same time it
takes into consideration indications of the systemic
school and the psychopedagogic suggestions of those
who, in their analysis of teaching-learning processes,
focus on the need to search for specific conditions faci-
litating learning. The programme was articulated over
thirteen sessions purposefully called "didactical" unitr
in order to underline the psychopedagogic value of the
intervention . The topics dealt with in each didactical
unit are shown in Table 1.

To facilitate learning and maximize the chances of reaching
the aims, the following techniques were used in each didac-
tical unit:

- Modeling : in order to make quite clear the skills the
participants were going to learn , learning-by imitation
situations were set up in which the different members
of the training group experienced in turn the role of
observer, model, and "judge". In each session, the role
of model was first played by the co-trainer. This tech-
nique, together with its "covert modeling" version, is
widely used in the field of behaviour modification, and
its efficacy is supported by a substantial experimental
documentation.

- Immediate feedbacks and positive reinforcements: whe-
never there were performances functional to the rea-
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First Didactical Unit:

Second Didactical Unit: How does one learn?

What are inadequate behaviours?

Third Didactical Unit: How to teach to do the right thing at the right time.
Fourth Didactical Unit: When and how to gratify.

Fifth Didactical Unit: How to teach new skills (1).

Sixth Didactical Unit: How to teach new skills (2).

Seventh Didactical Unit: How to observe children's behaviours.

Eighth Didactical Unit: "Effects" of punishment.

Ninth Didactical Unit: Alternatives to punishment.

Tenth Didactical Unit: Couple conflicts and rearing agreements.

Eleventh Didactical Unit:
Twelfth Didactical Unit:
Thirteenth Didactical Unit:

Handicap and sexuality.
Parents, services, and operators.
Passive, aggressive, and assertive styles of communication.

ching of the aims (adequate imitation in modeling, cor-
rect execution of tests, accurate completion of homework,
correct description of problem situations, etc.) both the
trainer and the whole group openly expressed their
approval.
- Frequent self-assessment: in each session self-asses-
sment was included for a number of reasons, among
which the following were considered particularly impor-
tant: a) it can stir up a general discussion on the effec-
tiveness of training; it could help to perceive with grea-
ter accuracy one's own behaviours being at the same
time a kind of training to self-monitoring; b) it encou-
rages an active and direct participation of each mem-
ber in the group sessions; c) it gives the chance to get
positive feedbacks.
- Homework: each didactical unit envisaged homework,
which was tailor-made in the presence of particular
difficulties. This was greatly emphasized as it was thou-
ght important in facilitating learning. Homework
ould actually allow: a) activation and repetition in
everyday life of skills already analysed in the didacti-
cal unit, as it seems to accelerate learning processes
as well as favour maintenance of learning; b) asses-
sment of the likelihood of learning being transferred
from the artificial (in which teaching - learning pro-
cesses were activated) to the natural context ; ¢) the
analysis of skills needing further investigation and
improvement; d) the perduring of a learning atmo-
sphere also in between sessions, thus avoiding the fee-
ling that the sessions are exceptional moments in
everyday life.
As concerns the evaluation of the training efficacy,
measures of self-assessment, cognitive learning, and
modifications in rearing attitudes were taken. Two
types of assessment were used: a non-normative one
(mastery criterion) and a normative one. Each didac-
tical unit envisaged a test to assess learning: the goal
was considered as reached when the parents were able

to answer at least 80% of the items of the assessment
test. When the parents were not successful, they were
given further explanations so that instructions on futu-
re topics might not be misunderstood because of pre-
existing knowledge gaps. Figure 1 shows the asses-
sments of goal-reaching separately for fathers and
mothers.

Didactical Units Fathers Mothers
N % N %
1 8 100 8 100
2 7 87 8 100
3 8 100 8 100
4 6 75 8 100
5 8 100 8 100
6 8 100 7 87
7 6 75 7 87
8 7 87 8 100
9 8 100 8 100
10 7 87 8 100
11 8 100 6 75
12 7 87 7 87
13 8 100 8 100

Fig. 1. Non-normative test on the effectiveness of the Parent Training program-
me. N = number, %= percentage of parents (fathers and mothers) reaching

mastery criterion.

As concerns the normative evaluation modality of trai-
ning efficacy, in order to obtain an initial and final
measurement, Schafer and Bell's (1960) Parental Atti-
tude Research Instrument (P.A.R.1.) was used. Figures
2 and 3 show the results of the comparison between
the parents' answers at the beginning and at the end
of the training.
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Subtest Pre-test Post-test t p
M SD M SD

1 14.50 1.92 19.5 3.74 -3.36 <.01
2 14.50 1.92 9.25 1.03 6.78 <.001
3 11.00 2.72 11.37 2.26 -0.29 n.s.
4 15.12 3.31 7.50 2.44 5.23 <.001
5 14.87 3.79 13.00 3.92 0.97 n.s.
6 10.25 2.18 7.25 2.71 2.43 <.05
7 11.50 4.50 9.12 2.35 1.32 n.s.
8 16.12 1.72 10.12 4.15 3.77 <.01
9 7.87 2.74 1.25 2.43 0.48 n.s.
10 9.87 1.95 8.62 2.26 1.18 n.s.
11 14.50 2.77 14.50 2.44 0.00 n.s.
12 4.87 0.99 3.87 1.55 1.53 n.s.
13 16.00 1.51 8.87 1.72 8.78 <.001
14 12.62 2.92 9.37 1.59 2.75 <.01
15 15.70 1.90 8.87 1.64 7.72 <.001
16 13.62 3.15 9.00 2.20 3.39 <.01
17 19.00 1.06 19.00 1.30 0.00 n.s.
18 9.50 1.60 12.75 3.41 -2.43 <.05
19 17.25 1.66 15.00 5.75 1.62 n.s.

Fig. 2. P.A.R.L.: Normative test on the effectiveness of the Parent Training Programme (fathers' answers).

M= mean; SD= standard deviation; t = t of Student for repeated measures; p = probability level. Subtests: (1) encouragement to verbalization, (2) encouragement to
child's dependence, (3) mother's recluse life, (4) "martyr" attitudes, (5) conflicts with the partner, (6) strictness, (7) irritability, (8) exclusion of external influences, (9)
parents are Gods, (10) rejection of role, {11) approval of the activity, (12) rejection of communication with the child, (13) feeling of being neglected by the partner,
(14) sexual repression, (15) mother's dominance, (16) intrusion in the child's thoughts, (17) camaraderie, (18) favouring development, (19) dependence on the mother.

Subtest Pre-test Post-test t p
M SD M SD
1 16.75 3.80 18.62 3.96 -2.61 <.05
2 11.62 4.20 10.10 3.02 2.60 <.05
3 11.50 3.66 11.25 3.19 0.33 n.s.
4 15.12 2.35 11.50 3.58 2.96 <.05
5 15.60 2.56 11.37 3.99 3.07 <.01
6 17.62 2.13 8.50 2.07 7.99 <.001
7 12.00 3.16 10.87 2.74 1.38 n.s.
8 12.25 1.66 10.12 1.72 2.86 n.s.
9 10.12 1.72 8.87 1.55 -3.98 <.01
10 12.62 2.06 12.00 2.39 1.48 n.s.
11 11.75 2.71 11.87 2.69 -0.24 n.s.
12 9.75 1.98 4.87 2.23 5.11 <.001
13 9.75 1.58 9.62 2.13 0.31 n.s.
14 11.75 1.03 10.25 1.48 3.00 <.01
15 12.12 2.35 11.50 2.56 1.25 n.s.
16 8.00 1.30 7.37 1.68 1.35 n.s.
17 18.62 1.06 18.87 1.64 -0.55 n.s.
18 12.75 1.83 15.37 1.50 -3.03 <.01
19 14.75 4.33 12.87 5.66 2.31 <.05

Fig. 3. P.AR.L: . Normative test on the effectiveness of the Parent Training Programme (mothers' answers). (See Fig. 2. for captions)

The outcome seems todifferaccording to the sex of the parent.
The fathers showed significant differences: they decreased
their tendency to "encourage the child'sdependence", to take
on "martyr" attitudes and to live conflictually the relation-
ships with their partner, to hold strict childrearing attitudes,
to pose as lord-and-master types of father, to reject commu-
nicating with their child and repress his/her sexuality; on the
other hand, they spoke more to their child and increased

theirattempts toaccelerate hisfherdevelopment. The mothers
showed some of the fathers' decrements (encouraging depen-
dence, martyr attitudes, strictness, sexual repression), but
they also showed significant decrements at the subtests of
exclusion of external influences, of feeling of being neglec-
ted by the partner, of dominance, and in intrusion.

The programme was further tried on other parents, whose
disabled children had different characteristics from those con-
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sidered earlier, in order to check maintenance and generali-
zation of learning (Barattini, 1995). To this end a cognitive-
behavioural psycho-therapist has been, and still is, observing
and recording the development of the disabled children, whe-
reas parents' maintenance and generalization of learning were
checked four months after training. The parents were asked
to answer 14 multiple-choice questions about their knowled-
ge on the principles and on the childrearing techniques they
had been taught and also to express their views on a) that trai-
ning experience, b) the practical implementation of the sug-
gestions given, and c) the benefits they had noticed. To record
the latter evaluations a semi-structured 25-item interview was
utilised. The amount of learning that these parents had retai-
ned four months after the end of training was considerable:
06% of them gave correct answers to all the questions, 13%
made 1 mistake, and the remaining 21% only 2 or 3 mistakes.
Also as concerns the use of techniques and the improvements
found in the children, the great majority of parents' answers
were extremely encouraging. These data are significant as the
problem of maintenance and generalization of learning is the
ultimate goal of Parent Training programmes. What is essen-
tial is enabling families to autonomously deal with their own
childrearing problems, at the same time providing, in addi-
tion to general principles and specific techniques, techniques
of self-management, of self-observation, and of self-selection
of goals. Thus, further validation of Parent Training pro-
grammes will be provided by the significantly decreased need
for professional interventions.

The experimentation ended up as training addressing groups
of parents: I think that this is important because group parent
training is normally thought to have the following advantages:
- it supplies greater support to trainers, who may thus share
with other colleagues the responsibility of the implemen-
tation of the training programme;

- it allows parents to give one another support, exchange expe-
riences and opinions, discuss about the acquired knowledge, and
to confront on their evaluations of the treatment under way;

- it is an opportunity for parents to realize that they are not
alone in experiencing childrearing problems;

- thanks to other parents being present, it allows the gene-
ral increase of confidence in the suggested procedures, as
they are satisfactorily utilised by others;

- it allows to use the group as a continuots source of gratification,
especially if the trainer encourages and facilitates its appearance;
- within the group, parents can find empathy and under-
standing and all this has positive effects on their increased
confidence in their own abilities;

- last, but not least, Group Parent Trainings are more advan-
tageous than individual ones also from an economic view-
point; this is quite important as it would allow the services
torespond to training requests from a greater number of users.
Suitable and rigorously planned interventions seem to be
effective as concerns the management of childrearing pro-
blems and highlight the opportunity of utilising various
forms of Parent Training in the presence of a large variety
of childhood and adolescence problems. At this point it's
important choosing well the programme to carry out.

A first consideration focuses on the fact that treatment and
integration of Down persons require numerous facilitation con-
ditions - among them those of convergence and solid colla-

boration between professionals and family members are without
adoubt particularly important and decisive. Although it may
seem obvious, such agreement and convergence cannot be
taken for granted, since sometimes parents' and professionals'
aims seem to be so markedly different to actually bring about
considerable misunderstandings and communication pro-
blems. To reduce possible "mistrust”, trainers would reassure
parents on the following: 1) they will not be asked to chan-
ge their childrearing attitudes and their behaviours towards
their child, unless they are fully convinced of the necessity of
it; 2) they will be systematically told of the reasons why some
childrearing techniques and modifications are proposed; 3)
they will always be able to rely on the operators and on the
service when in need of them, regardless of whether they have
accepted the operators' suggestions; 4) changes will not be
proposed or required that may be harmful to themselves or to
their children, and whenever any change is proposed the con-
sequences attached to it will be always made clear.

The "contracts" between the people in charge of the Parent
Trainings and the parents must therefore be explicit, agreed
upon, and as clear as possible. Frequency of meetings, sche-
dules, modalities of management, and type of participation
required of the parents must be clearly stated.

The place where the Parent Training is going to be held must
also be clearly stated and accurately set up. It is not true that
one place is like another; it is, in fact, important to choose
pleasant surroundings (some Parent Training programmes are
held in schoolrooms with desks and chairs suitable for young
children, but not for adults, in areas not allowing, because of
lack of space, any simulation, role-play, etc.). The importan-
ce of well-presented written material (also from a "publishing"
point of view), the availability of teaching aids (blackboards,
notice boards, videorecordings) that can indeed improve the
quality of teaching-learning, are also aspects that must not be
neglected. In fact, they contribute to convincing the parents
that their training is considered "important” and "serious". If
parents are asked for committment and willingness, they can-
notcertainly be offered improvisation and cursoriness in return.
Lastly, another fact worth considering is that, if until a few
years ago it was possible only to encourage the planning and
diffusion of this type of intervention, nowadays it seems
important to promote debates and reflections, especially
among the operators, on the criteria to use when faced with
the choice of a programme to carry out. Starting from the
premise that a choice will be deemed good if to the pro-
gramme and training costs (both to parents and operators)
will be attached reasonable advantages (for parents and chil-
dren, but also for the service), I would like to put forward
some suggestions to help take a decision. Before choosing
a specific programme, whose suitability we might doubt at
a later stage, the following points should be considered: 1)
whether the goals of the programme are compatible with
those of the parents who are going to benefit from it and of
the operators that must implement it; 2) whether in the
literature there are data supporting its effectiveness and vali-
dity; 3) whether the professional competences required for
its correct use are actually held by the operators that will
implement the programme; 4) whether the chosen pro-
gramme, such as it is presented by its devisers is actually
available in all its parts and ready for use.
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Marietta Wischmeyer and Brigitte Nonn

(adapted and translated by Angela Sprotte and Monique Randel)

In the following we will be presenting a first reading sche-
me including both psychomotor and sensory integrative
exercises using visual-auditory-tactile-kinaesthetic moda-
lities. This scheme is the result of a "multi-track" search
for "the way-in" to reading with a group of six (at that time
7-8 year old ) mentally retarded pupils, several of them with
Down syndrome, at the Pestalozzi School in Cologne -Porz.
The form and content of our first reading scheme was, of
course, influenced by discussions with colleagues, in-servi-
ce training, and the relevant literature, but the decisive fac-
tor was the implementation of our shared classroom expe-
riences.

Pedagogic Principles and Aims

By combining psychomotor elements and experiential, sen-
sory integrative stimuli from the visual-auditive-tactile-
kinaesthetic channels in a First Reading Scheme we were
able to incorporate our observation of our pupils' learning
strategies and enable them to access cognitive topics throu-
gh activity, using all the senses.

While it was possible to employ activity and perception as
in psychomotor therapy - usually in the form of a game -
to facilitate learning, it is entirely thanks to intervention
techniques based on sensory integration that we became
aware of the importance of the visual-auditory-tactile-kinae-
sthetic channels for development and learning, especially
for the mentally retarded children.

Asourexperiences with this reading method clearly demon-
strate, reading lessons based on a combination of psycho-
motor and sensory integrative stimuli enable the pupils to
access written language more easily.

My colleague, Mrs Nonn, and I have used this method of
teaching reading for five years, and are now in a position
to say that, quite apart from the pupils' varying degrees of
increased reading competence, the most important results
are their relaxed approach to learning, their growing self-
confidence, sense of identity and self-esteem.

These can also be considered the most important aims of
this reading method.

A Sensorimotor Learning Sequence - Introducing
Keywords in a Reading Scheme for Mentally Retar-
ded Children

After extensive prereading activities and an "experi-
mental phase", the following learning sequence was deve-
loped for our pupils. [rrespective of the first reader, it see-
med to be essential to use the exercises described below-
especially when introducing and working on a new
keyword. The steps in the learning sequence are not in
a hierarchical order, though they have been carefully
graded.

® presentation of characters in the reader
(e.g.by means of a hand puppet [role play)

* presentation of the relevant keywords/logograms
(extensive, visual presentation)

¢ introduction of signing of sounds
(the combination of the visual and auditory presentation
ofakeyword with ,descriptive signing” reduces the abstract
content of the phoneme analysis and synthesis of the
word.)

visual presentation of the keyword and a picture of the
character from the reader (a simultaneous logographic
presentation) ’

* Comprehension on a gross motor level of the keyword
and the letters it is composed of (e.g. by walking round
the keyword; by tracing the shape of the keyword with
balls, toy cars, roller skates; by jumping over the keyword
in a game of hopscotch)

visual discrimination of the whole word

(e.g. by hitting the right word on the board with a soft
cushion, so distinguishing it from the other word sha-
pes/logograms)

* tactile comprehension of the whole word and ist letters
(e.g. running hands over letters made of various mate-
rials, fishing letters from the word out of a container fil-

led with sand) .

¢ visual discrimination of the letters in the word
(eg. by throwing balls at the board or by circling letters
on a worksheet)

* visual discrimination of letters by allocating them to their
place in the whole word (e.g. working with wooden let-
ters of the alphabet as a final exercise in the analytic-
synthetic phase.)

¢ auditorydiscrimination of the individual sounds inawhole
word
(e.g. identifying initial sounds by selecting pictures of
objects with the same initial sound as the keyword - this
can also be practised in a game, rolling words along a sco-
reboard from the picture box to the keyword box)

® practising motor writing skills
(encouraging the use of the written language; a progres-
sion of large scale tracing and tactile exercises - from gross
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to fine motor skills)

® sensory-perceptual exercises integrating the keyword in
a pictorial context.
(e.g. setting up "letterboxes" to which the students have
to deliver the ,,mail®)

e first practice in alphabetic reading, after acquiring a cer-
tain logographic competence
(e.g. with "alphabet dolls", toilet rolls which the students
themselves have painted or decorated, with the small and
capital form of a grapheme on both front and back; these
letters then "look for each other" until they are able to
"link up".)

These reading strategies, based primarily on psychomotor
skills, were used in varying combinations to familiarise the
students with the keywords. Once this learning process was
completed, the familiar keyword reoccurred at the various
learning stations. (This should be understood as a chronolo-
gically dynamic process).

This brings us to the second stage of our reading scheme:
reading practice with well -known keywords/logograms at
so-called learning stations:

Learning stations for sensory integrative activities in a
classroom setting when beginning reading with mental-
ly retarded children

The idea of promoting sensory integration, based on neuro-
physiological and developmental findings, was developed
in the seventies by the American psychologist and occu-
pational therapist, JEAN AYRES. This approach was ori-
ginally used in occupational therapy to treat children with
learning difficulties. JEAN AYRES defines sensory inte-
gration as the "......process of ordering and processing sen-
sory impressions (sensory inputs), to enable the brain to
~roduce both an acceptable physical response and equally
appropriate perceptions, emotional responses, and thou-
ghts. Sensory integration sorts, files, and synthesises all the
sensory impressions of an individual into a complete, com-
prehensive function of the brain." (AYRES,1984,p.37, Tran-
slation from German text)

AYRES sees defective sensory integration among other
things as a failure of the brain "to process and file sen-
sory impulses, in such a way that the individual is able
to acquire relevant and exact information about himself
and hissurroundings" (AYRES ,1984,p.71). WALTRAUT
and WILFRIED DOERING consider problems of inte-
gration to be the consequence of various processes. They
maintain that physiological as well as psychiatric/ emo-
tional disturbances can be hidden behind perceptual dif-
ficulties.

When looking at it from the point of view of develop-
mental psychology, JEAN AYRES points to the "funda-
mental" importance of achievements in sensory integra-
tion for a person's development. During pregnancy a baby
has his/her first sensory experiences via the vestibulary,

tactile and proprioceptive senses. Even before an unborn
child can receive information via an auditory or visual
channel, s/he gains first impressions about him/herself
through the vestibulary, tactile, sensibility senses. The
development of these three senses forms the basis for the
development of higher cognitive functions. Correspon-
dingly a therapeutic approach through sensory integration
aimed at stabilising the basis of a child's development,
will, first and foremost, attempt to stimulate these sen-
sory systems.

Addressing these senses when teaching cognitive content
to mentally retarded pupils adds a pedagogic component
to an originally therapeutic approach, and at the same
time takes into account the basal, perceptual interests of
our students, especially when confronted with more abstract
topics.

This sensory approach enables them to "keep their heads
clear" for the learning topics surrounding them.

Five years ago, my colleague and [ developed learning sta-
tions where the students could work with logograms to put
this approach into practice

Presentation and Description of the Learning Stations

Trampoline

Word or picture cards are laid out in a radial pattern round
a mini-trampoline. After brief relaxation exercises on the
trampoline the student reads every word. After this the stu-
dent jumps up and down rhythmically on the trampoline,
while the words he has just read are called out to him one
after the other. While jumping round and round, the stu-
dent looks for the word and then jumps down onto it, cal-
ling out the word as he does so. This exercise continues until
all the words have been jumped on. Then it can be varied
and repeated.

This exercise primarily addresses balance and propriocep-
tion. Insome pupils the rhythmical movement and speaking
aloud also stimulate speech and articulation.

Reading with Jars

This station comprises a space hopper, screwtop jars, paper,
a pencil, counters with a letter of the alphabet on each and
two tables at right angles to each other.

The studentsits on the space hopper, chooses a jar, unscrews
it, tips out the counters it contains and uses them to form
a word he has already learnt. Then he turns and hops with
the ball to the other table and writes down the word he has
just formed and read.

Depending on the student's level this exercise can be varied,
e.g. words can be copied or used to form sentences.

Here again balance and proprioception are primarily invol-

ved.

Pistachio Shells on a Scooter Board

A box of pistachio shells is placed on the front edge of a 1
by 1 1/2 mscooterboard (a low balancing board used in phy-
siotherapy). Hidden among the shells are 10-20 metal bot-
tle tops, each with a letter of the alphabet written inside.
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On a wooden board by the box are word cards.

The student sits cross-legged on the scooterboard in front
of the box of shells and looks for the bottle tops and allo-
cates each bottle top letter to the word card with the cor-
responding initial letter. :

Here it is the vestibulary and tactile senses which are pre-
dominantly addressed.

Washing line!

A washing line about 3m long is stretched between two lad-
ders; at intervals along the line pictures of the known
keywords are hanged; under the ladders are two baskets -
one is filled with pegs - the other with word cards that match
the pictures on the line.

The student sits cross-legged on a scooterboard, rolls
along under the washing line, pegging a word card on
each picture.

[t addresses mainly the vestibulary sense and fine motor

skills.

Fishing!

A box of whole word cards with paper clips in them and a
one-legged stool standing next to it. In front of the stool
there is a wooden board covered with picture cards of the
keywords. A fishing rod fitted with a magnet is ready for
use.

The student sits on the "wobbly stool" (senior students!)
and fishes out a word shape card (magnet on paperclip)
and transfers it to the right picture card.

[t activates vestibulary sense and hand-eye co-ordination.

Look and Spin

A twister is placed on a felt carpet in the reading corner
surrounded by whole word cards. Next to it is a tray of sin-
gle letters.

The student sits cross-legged on the twister with the tray of
letters on his lap. As he spins round he allocates the single
letters to the word shapes until there are two of each word.
[t activates the vestibulary sense and visual-discriminatory

skills.

Ball Sack and Metal Strips!

A 2 by 1 1/2 msack (duvet cover stitched along the top)
filled with small plastic balls is put on the floor; next to it
a tray of oblong metal strips with logograms glued to them.
The student lies on his back on the sack; he is shown and
reads the whole words; he can then choose on which part
of his body the metal strip should be placed.

[t stimulates the tactile and proprioceptive senses.

Throw and Peg!

A one-legged stool, a felt board and a wooden dice with
whole words on each face. In front of the stool there are
"chains of word," (words written in a horizontal order on
long white cards) and a tray of pegs.

The student, sitting on a wobbly stool, throws a word and
pegs the matching one on the word chain.

[t trains the vestibulary sense and fine motor skills

Reflections

After teaching our students according to this method for
five years, one boy reads fluently and understands all unk-
nown texts, a girl reads and comprehends shorter unk-
nown texts, another boy is becoming increasingly confi-
dent in making sense of simple sound and grapheme sequen-
ces, a second girl is starting to synthesise, finally another
girl while unable to do alphabetical reading, is able to
recognise whole words and greatly enjoys working with
letters.

There has been a decisive improvement for all of us in the
classroom atmosphere. Setting up the learning stations
twice a week, of course requires a lot of work, but once this
is done, an atmosphere of quiet concentration and har-
mony often fills the classroom because the "whole person"
is addressed .

Holistic Aspects and Interdisciplinary Links

Many mentally retarded children - especially children
with Down syndrome - appear to have deficits in sensory
integration, which interfere with cognitive learning:
Because many of them are unsure of themselves, have tac-
tile over-sensitivity, frequently have deficits in co-ordi-
nation and balance, they are unable to explore their sur-
roundings appropriately . Instead, they are preoccupied
with themselves and compensating for their perceived
problems. One pupil constantly turned objects round and
round and followed them with his eyes. When he was
allowed to do a certain amount of spinning on the twi-
ster during the reading lessons at the learning stations,
his attention could be drawn to the logograms around
him. While spinning around he was suddenly able to con-
centrate for long periods of time. This and many other
examples demonstrate how students find dealing with
cognitive exercises much easier if they are simultaneou-
slyapproached through the visual-auditory-tactile-kinae-
sthetic channels.

During the teaching sequences at the learning statior

visitors were impressed by the harmonious and tranqui
atmosphere. Could this perhaps also be attributed to the
"holistic approach” which combines basal sensory expe-
riences with cognitive elements? (Cf. EGGERT,1994. Chap-
ter 1.3.1)

Adding pedagogic aspects to therapeutic strategies in clas-
sroom teaching and aims offers the student a wider range
of transfer experiences. This leads to an increased effecti-
veness of an originally therapeutic concept. (This has
long been adopted for psychomotor therapy)

This teaching method calls for increased interdisciplinary
communication between colleagues. At our school, the
Pestalozzi School in Cologne-Porz, we started an optional
course for 12 teenagers from two different classes, which
met one afternoon a week to gather sensory integrative
experience in learning numbers.

For four years a team consisting of a subject teacher, a phy-
siotherapist, a special education teacher and a motor skills
therapist took turns to teach the group. It was a marvellous
experience and gave each of us a lot of new ideas.
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The combination of psychomotor exercises with activities
expressly aimed at sensory integration in one lesson - often
within a single step - indicates how closely the stimuli are
interlinked, corresponding to the in- and outside world of

a mentally retarded person and allowing him to structure
his own learning capacity.

References on request

Enrico Calcagno

Dentistry Department - [stituto Giannina Gaslini - Genova, Italy

Over the last few years the concept of "special care of
dentistry" has greatly improved the relationship between
doctor and patient, especially when this latter is affec-
ted by a chromosomal disorder like trisomy 21. The
modern medical concepts have stimulated and facili-
tated the approach towards this patient who generally
shows a grateful, loving and collaborative attitude
towards his dentist. For his part, the dentist does not
see in his patient only a disease, but recognizes a per-
son affected by a congenital syndrome with known cli-
nical features and for which there are specific thera-
peutic protocols. For these reasons, polymorphic chan-
ges of trisomy 21 no longer cause in the patient feeling
of fear or anxiety towards the dentist who, in past years,
felt to be facing something obscure, undefined. The
improved knowledge of systemic diseases and the impro-
vement of cardiorespiratory therapies have contribu-
ted to make the Down child confident, from a very
“arly age, towards dental therapy of the orofacial zone
aimed at obtaining good cosmetic and functional results.
A correct relationship between dentist and Down child
is the essential basis of the future quality of the oral
cavity conditions. In other words, it is important to
make friends with the patient to introduce him/her to
the classic instruments of dental therapy, which should
be proposed as toys to enter his imagination. If this
happens, the child's collaboration will be complete and
the patient will often mention his playful relationship
with the dentist. Preventive measures should be taken
already in the first months of life, underlining the role
of the dentist in the child's psychomotor and relatio-
nal development by coordinating his efforts with those
of both parents and other specialists in the medical and
teaching fields. For this reason, the first visits are extre-
mely important also to inform the parents on all the

procedures to be performed with their collaboration.

Interocclusal recording for Castillo Morales palatal bite,
together with therapy explanations to the parents in
the presence of oral physiotherapists, is the first essen-
tial step for the correction of orofacial muscular dysfunc-
tion to improve deglutition, respiration, growth of
maxillary bones (especially superior) and of alveolo-
dental arches. Good cosmetic results can also be obtai-
ned in the mid facial portion, thus contributing to a
better psychological identity of the future child and
adult. Palatal bite treatment is maintained in the first
years of childhood with the constant collaboration of
physiotherapists to prepare the child for orthodontic
therapy. During these years, the concept of oral hyge-
ne is stressed, thanks to the figure of the hygienist who,
in occasion of each visit, illustrates kindly but resolu-
tely the most effective brushing and fluoroprophylaxis
techniques to face the negative effects of the bacterial
plaque. This is the best prevention against the high
incidence of periodontal disease appearing during adult
age with the formation of tartar, diffuse gingivitis and
tooth mobility. An adequate education and oral hyge-
ne are therefore essential, and the parents should be
well aware of the preventive measures needed, espe-
cially when their child is affected by a severe cardio-
pathy. In conclusion, the patient with trisomy 21 should
become as collaborative as possible thanks to his fami-
larity with dental therapy and instruments. The den-
tist should consider this patient like any other patient,
even if requiring special care. The confidence and
esteem that the dentist will be able to obtain from his
"friend" will make subsequent controls easier and the

good conditions of the oral cavity more durable.
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6th World Congress on Down’s Syndrome
Madrid (Spain) 23-26 October 1997

CONFERENCES AND PLENARY MEETINGS
THURSDAY, 23rd OCTOBER 1997

Pierre Marie Sinet. (France)
Towards the identification of the genes involved in the pathogenesis of Down's syndrome.

Alberto Rasore-Quartino. (Italy)
The present state of medical aspects in Down's syndrome.

Susan Buckley. (United Kingdom)
Promoting the tj;wlopment of children with Doun's syndrome: the practical inplications of
recent psychological research.

Charles ]. Epstein, (U.S.A.)
The future of biological research on Down’s syndrome.

FRIDAY, 24th OCTOBER 1997

Robert Hodapp. (U.S.A.)

What do we know about intellectual development in individuals with Down’s syndrome?
Lynn Nadel. (U.8.A.)

Learning and memory in Down's syndrome.

Henry M. Wisniewski. (U.S.A.)

Down's syndrome and Alzheimer's disease.

Jean A. Rondal. (Belgium)
Language in Down's syndrome: current perspectives.

Marjorie Beeghly (U.S.A.)
Temperament in children with Down's syndrome.

Michael J. Guralnick. (U.S.A.) i
The effectiveness of early intervention for children with Down's syndrome.

SATURDAY, 25th OCTOBER 1997

Albert Fortuny. (Spain)
What can we discover with prenatal diagnosis?

Carmen Garcia Pastor. (Spain)
Integration: a committed form of working in school.

Jan-Erik Winn. (Sweden)
Assistive technology compensating people with Down's syndrome.

]. Perera. (Spain)
People with Down’s syndrome's autonomy and life quality.

Don C. Van Dyke. (U.S.A.)
Issues of sexuality in Down's syndvome.

Enrico Montobbio. (Italy) .
The working role, a social citizenship for the adule with Down's syndrome.

SUNDAY, 26th OCTOBER 1997

J. Perera. International Down Syndrome Federation (FISD).
Keys to the Down's syndvome associative movement in the world.

PRESENTATION OF NATIONAL FEDERATIONS

The day-to- cla) struggle: realities and projects.

LECTURER:

US.A. - M'_.ra Madnich. National Down Syndrome Sociery (NDSS).

CANADA - Josephine Mills. Down Syndrome Research Founidation.

EUROPE - Richard Bonjean. European Down Syndrome Assaciation (EDSA) ( Belgium).
LATIN AMERICA - Magdalena N. Mendoca. Fedemcaﬂ Brasileira das Associagoes
de Sindrome de Down (Brazil).

AFRICA - Marie Schoeman. Down Syndrome Assuciﬂt:un of South Africa.
JAPAN - Yoshikatsu Morooka. Japan Down Syndrome Network.

MIDDLE EAST - Saud Al Malag. The Saudi Society for Education and Rehabilita-
tion-Down Syndrome (Saudi Arabia).

SPAIN - Francisco Astudillo. Federacion Espanola de Instituciones para el Sindrome
de Down (FEISD).

ASIA - PACIFIC - Penny Roberston. Down Syndrome Federation of Asia-Pacific.

PRESENTATION OF FISD
LECTURER: Josephine Mills. International Down Syndrome Federation (Canada).

CONGRESS CLOSING CEREMONY

- Presentation of Document-Conclusions.

- Presentation of Tth World Congress in Sydney, AUSTRALIA.
- Official closing ceremony.

WORKSHOPS: PARALLEL SESSIONS
THURSDAY, 23rd OCTOBER 1997

HEART PROBLEMS
A) Heart problems; B) Heart surgery; C) Down’s Heart Group

FAMILY
A) The family: restraint or stimulus for integration; B) Brothers, sisters, grandparents,
uncles and aunts; C) Support for the family

INTEGRATION IN SCHOOL
A) Evaluation of the integration process; B) Strategies for effective inclusion; C) Sup-
port in the classroom

FACING THE FUTURE
A) Becoming aware of the difference; B) What is Down's syndrome for me?; C) The
way towards independence

WHEN A CHILD IS BORN WITH DOWN'S SYNDROME
A) Announcing the diagnosis; B) Proposals to new parents; C) Crisis in the couple as
a result of having a child with Down's syndrome

IMMUNOLOGICAL AND HORMONAL PROBLEMS
A) Growth hormone; B) Thyroid; C) Immunology and infections

EMPLOYMENT
A) Professional guidance and training for work; B) Employment: adaptation and perfor-
mance; C) Social integration through work

INCLUSION AT DIFFERENT EDUCATIONAL LEVELS
A) Primary integration; B) Secondary integration; C) University integration

QUALITY OF LIFE
A) Decision-taking; B) Living as a couple; C) Social image of the person with Down's
syndrome

EARLY INTERVENTION

A) Maturing and abnormal and normal development of the child with Down’s syn-
drome; B) The role of the family and environment in early intervention; C) Areas and
models of intervention

FRIDAY, 24th OCTOBER 1997

OTHER MEDICAL MATTERS
A) Celiac disease; B) Dental care; C) Sleep apneaand pulmonary hypertension

AFFECTIVE AND SEXUAL RELATIONS i
A) Affective and sexual education; B) Points of view of parents, brothers and sisters}’
() Personal restimonies

ASPECTS OF INCLUSION IN SCHOOL

EXPERIENCES OF AN INDEPENDENT LIFE ;
A) What independence means: self-advocacy; B) Housekeeping; C) Relation with the
environment: self-advocacy

IMPLANTATION ANDDEVELOPMENT OF LANGUAGE
A) Prelinguistic bases of language; B) Speech development; C) Adult language

CONTROVERSIAL THERAPIES -
A) Medical therapies; B) Repair and plastic surgery; C) Physical therapies
LEARNING AT SCHOOL .

A) How children with Down's syndrome learn; B) What a child with Down's syndro-
me can learn; C) Adapting curriculums

SPORT - PASTIME - FREE TIME

A) S_ptm; B) Pastime; C) Free time

COGNITIVE PROCESSES

PRACTICAL APPLICATIONS OF GENETICRESEARCH ON DOWN'SSYNDROME

A) New genes in Down's syndrome; B) Genotype-phenatype relation - what do we
know?; C) Animal models of Down’s syndrome: ub]ecn\res and results

SATURDAY, 25th OCTOBER 1997

ETHICS AND DOWN'S SYNDROME

A) Genetic therapies; B) Prenatal diagnosis; C) Sterilisation

READING - WRITING - MATHEMATICS

A) Reading - written language; B) Writing; C) Mathematics

LEGAL ASPECTS

A) Adoprion; B) Incapacity and guardianship; C) Testamentary aspects
PSYCHOLOGY OF DOWN'S SYNDROME

A) Memory and learning; B) Personality and behaviour; C) Other aspects

MOTOR DEVELOPMENT

A) Specific motor pathology of Down's syndrome; B) Rehabilitating treatments; C)
Psychomotor aspects of Down's syndrome

PSYCHIATRY IN DOWN'S SYNDROME

A) Dilemmas of psychiatric diagnosis in persons with Down’s syndrome; B) Standard
evaluation of psychiatric disorders in mental retardation; C) Mental health needs of
people with Down's syndrome; D) Pharmacological reatment of psychiatric disorders
in Down's syndrome

NEW TECHNOLOGIES APPLIED IN THE CLASSROOM
A) Interface designs; B) Reading programmes; C) Educarional uses of Internet

STAGES OF LIFE
A) From baby to childhood; B) The adolescent crisis in Down's syndrome; C) Ageing

NEUROLOGICAL AND SENSORIAL ASPECTS
A) How to improve the sight; B) Hearing problems; C) Neurological and neuro-
pathological aspects

VARIOUS MATTERS

SCIENTIFIC SECRETARIAT
FEISD. Dr. Juan Perera

Cala Blanca, 2
07009 Palma de Mallorca. SPAIN
Tel. 34 (9) 71-604914 Fax. 34 (9) 71-604998

E-mail: asnimo@lander.es

TECHNICAL SECRETARIAT

VIAJES IBERIA CONGRESOS
San Bernardo, 20 - 6° D. Madrid 28015. SPAIN
Tel. 34 (9) 1-3328137 Fax. 34 (9) 15223418

e-mail: congresos-madrid@v-iberia.com
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EDSA

Science Advisory Board

PRESIDENT

Prof. Dr. Juan PERERA MEZQUIDA - Psychologist
DIRECTOR “CENTRO PRINCIPE DE ASTURIAS” ASNIMO
km 7,5 Ctra. Palma-Alcudia ® 07141 Marrarxi, Baleares, ESPANA
Tel.: 34-71-6049.14 Fax: 34-71 - 60.49.98

CHIEF EDITOR

Prof. Dr. Alberto RASORE QUARTINO - Pediatrician & Geneticist
DEPT. OF PEDIATRICS GALLIERA HOSPITAL

Mura delle Cappuccine, 14 ® Genova, ITALIA

Tel.: 39 -10-5632.464 Fax: 39 - 10 - 5632-399

SCIENCE ADVISORS

BELGIUM

Prof. Dr. L. KOULISCHER

CHEF SERVICE DE GENETIQUE HUMAINE

Université de Lidge - Centre de Génétique Humaine - Tour de Pathologie (B23)
B * 4000 Sart Tilman (Ligge)

Belgium

Tel.: 32-41-66.25.62 Fax: 32-41-66.29.74

Prof. Dr. Jean A. RONDAL - Psycholinguist
PROF. OF PSYCHOLINGUISTICS LIEGE UNIVERSITY
Laboratory of Psycholinguistics

Bat. B-32 * 4000 Sart Tilman (Ligge)

lel.: 32 -41-66.20.05/66.2006 Fax:

FRANCE

Prof. Dr. B. LAURAS - Pediatrician Geneticist
PROF. SAINT ETIENNE UNIVERSITY

4, Impasse du Midi, La Flache ¢ 42290 - SORBIERS
Tel.: 33-77-53.89.99 /82.80.28

Prof. Dr. Patrice GARDES - Rehabilitator Department of Orthopedics

CLINIQUE BEAU SOLEIL, MONTPELLIER

1 Rue Corneille ® 30900 NIMES

Tel.: 33-66-67.93.54
33-67-75.98.88 Fax:

GERMANY

Prof. Dr. Med. Hubertus VON VOSS - Pediatrician
DIRECTOR KINDERZENTRUM MUNCHEN

8000 Miinchen 70 ® Heiglhofstrasse 63

Tel.: 49 -89 -71.00.90 Fax: 49 -89 -71.00.9248

Prof. Dr. Etta WILKEN - Language Therapeutist
PROF. HANNOVER UNIVERSITY

Dpt. of Special Education

Bismarckstrasse, 2  D-3000 HANNOVER 1

GREAT BRITAIN

Prof. Dr. Cliff C. CUNNINGHAM - Psychologist
X-PROF. NOTTINGHAM UNIVERSITY

154 Church Lane, Marple, Stockport-Cheshire ® SK6 7LA

Tel.: 44 -61 - 427.3024

Prof. D= Richard W. NEWTON - Neuropediatrician
PROF. MANCHESTER UNIVERSITY

Royal Manchester Children's Hospital

University of Manchester School of Medicine
Pendlebury, Near Manchester M27 ITHA

Tel.: 44 - 61 - 794.4696

Prof. Dr. Sue BUCKLEY - Psychologist

DIRECTOR OF THE SARAH DUFFEN CENTRE
Dept. of Psychology Portsmouth University

Belmont Street

Southsea Haunts PO5 INA UK.

Tel.: 44 -705 - 82.42.61 Fax: 44 - 705 - 82.42.65

Prof. Dr. Jennifer G. WISHART - Psychologist

Moray House Institute of Education

Heriot-Wartt University

Holyrood Road, Edinburgh EH8 8AQ ¢ SCOTLAND, UK.
Tel./Fax: 44 - 131 - 558.6099

Prof. Dr. Derek CHERRINGTON - Psychologist

DIRECTOR NATIONAL CENTRE FOR DOWN’S SYNDROME
Centre for Advanced Studies in Education

Faculty of Education, Birmingham Polytechnic

Westhourne Road Edgbaston ® Birmingham B15 3TN - UK.

Tel.: 44 -21-331.6021 Fax: 44 -21-331.6147

32-41-66.29.44

33-67-7597.65

HOLLAND
Dr. Marijke ]J. G. CREMERS, MPH

SSG

Wittevrouwenkade, 6 ® 3512 CR UTRECHT

Tel.: 31-30-31.5841 Fax: 31 -30-36.70.77
HUNGARY

Prof. Dr. Sjoukje BORBELY - Psychologist

ASSOCIATE PROF. HOSPITAL BARCZI GUSTAV

Barezi Gustdv - Institure of Psychology

1071 Budapest, Damjanich U. 41-43 o H-1443 Budapest 70 P.F. 146
Tel.: 36-1-121.3526  Fax: 36-1-142.3168

Prof. Dr. Joseph BUDAY - Anthropologist
PROFESSOR DEPT. ANTHROPOLOGY

Birczi Gustdv - Dept. of Pathophysiology

H-1071 Budapest, Damjanich U. 41-43 e Bethlen Tér. 2
Tel.: 36-1-142.1379

IRELAND

Prof. Dr. Chris CONLIFFE - Psychologist

DIRECTOR INSTITUTE FOR COUNSELLING & PERSONAL
DEVELOPMENT

ICPD, Glendinning House, 6, Murray Street ® Belfast, BTI 6DN

Tel.: 44 -232-33.09.97 /32.45.06 [ 32.99.43

Fax: 44 -232 - 24.86.07

Prof. Dr. O. Conor WARD - Pediatrician

CHIEF, DPT. OF PEDIATRICS NORTH WEST ARMED FORCES
HOSPITAL (TABUK-SAUDI ARABIA)

North West Armed Forces Hospiral

P.O. Box 100 - Tabuk - Saudi Arabia

Fax.: 966 - 4 - 413.2795

Our Lady's Hospital for Sick Children ® Crumlin - Dublin 12

ITALY

Prof. Dr. Generoso ANDRIA - Pediatrician

PROF. OF PEDIATRICS DIRECTOR DIVISION OF PEDIATRICS
METABOLIC DISEASE. CENTER FOR DOWN’S SYNDROME.
NAPOLI UNIVERSITY

Via S. Pansini, 5 * 80131 NAPLES

Tel.: 39 - 81 - 746.2673 | 746.3500

Fax: 39 - 81 - 546.3881 [ 545.1278

Prof. Dr. Carlo BACCICHETTI - Pediatrician and Geneticist
DEPT. OF PEDIATRICS - PADOVA UNIVERSITY

Via Giustiniani, 3 ® 35128 PADUA
Tel.: 39-49-8213559  Fax:

Prof. Dr. Bruno DALLAPICCOLA - Geneticist

PROFESSOR OF HUMAN GENETICS ROMA UNIVERSITY
Servizio di Genetica, Laboratorio Centrale

C.R.I. Via Pansini, 15 ® 00151 ROMA

Tel.: 39 - 881 - 41.04.23

Fax: 39 - 881 - 45.72.96

39 -49 - 8213510

Prof. Dr. Salvatore SORESI - Psychopedagogist

DIPARTIMENTO DI PSICOLOGIA DELLO SVILUPPO E DELLA
SOCIALIZZAZIONE - UNIVERSITA DI PADOVA

Via Beato Pellegrino, 26 ® 35137 PADUA

Tel.: 39-049 - 876.1411 Fax: 39 - 049 - 875.5025

SPAIN

Prof. Dr. José A. ABRISQUETA ZARRABE - Geneticist
HEAD LABORATORY OF HUMAN GENETICS
PROFESSOR 111 CICLO UNIV. COMPLUTENSE MADRID
Centro de Investigaciones Bioldgicas ® (C.1.S.C.) Genética Humana
Serrano, 113 bis 28006 MADRID

Tel.: 34-91-562.0307 Fax: 34 -91-562.7518

Prof. Dr. Isidoro CANDEL GIL - Early Rehabilitation
PROF. MURCIA UNIVERSITY

Facultad de Psicologia ASSIDO

¢/ Miguel de Cervantes, s/n ® 30009 MURCIA

Tel.: 34-68-29.38.10 Fax: 34-68-28.29.42
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EFFECTIVE

BELGIUM
ASSOCIATION DE PARENTS D'’ENFANTS MONGOLIENS APEM
Rue de la Maison communale, 4 ® 4802 Heusy

FRANCE

FAIT 21

Direction Générale

10, rue du Monteil - 42000 St. Erienne

GEIST 21 Puy de Déme - 40, rue Julen Ferry ® 63118 Cebazat

GEIST 27 Ouest - Chemin du Pommier ® 27300 Bernay

GEIST 21 Loire - Rue de Monteil, 10 ® 42000 Saint-Etienne

GEIST 21 Bouches-du-Rhéne - 119, Traverse des Sables Jaunes ® 13012 Marseille
GEIST Eure 30 - 30, rue Gabriel Pérelle » 27200 Vernon

GEIST Martinique
12, Lot des Flamboyants - Cité Dillon ® 97200 Fort de France - Martinique

GEIST 21 - Réunion

Rue G. Azéma - Riviéres des pluies ® 97438 Ste Marie - La Réunion
ASSOCIATION FRANCAISE POUR LA RECHERCHE SUR LA
TRISOMIE 21 - APET

Haépital Necker - Enfants malades - Rue de Sévres, 149 ® 75743 Paris cedex 15

ASSOCIATION DE PARENTS D’ENFANTS TRISOMIQUES 21 DE
METZ & ENVIRONS - APET
204, avenue André Malraux - 57000 Metz

GERMANY
EUROPAISCHE DOWN SYNDROM ASSOZIATION
Siegfried von Westerburg Stralle 22 ® 50374 Erftstadt Lechenich

ARBEITSKREIS DOWN SYNDROME
Hegelstralle 19 » 4800 Bielefeld

SELBSTHILFEGRUPPE FUR MENSCHEN MIT DS
Hirschenau, 10 ® 90607 Ruchersdorf

GREECE
ASSOCIATION DES PARENTS D’ENFANTS TRISOMIQUES
54352 Thessalonika

IRELAND
DOWN SYNDROME ASSOCIATION OF IRELAND
South William Street, 27 ® Dublin 2

ITALY
ASSOCIAZIONE ITALIANA PERSONE DOWN
Viale della Milizie, 106 * 00192 Roma

ASSOCIAZIONE COORDINAMENTO DOWN

Laboratorio Citogenetica - Via Giustiniani, 3 ® 35128 Padova
ASSOCIAZIONE DOWN

Via Brione, 40 ¢ 10143 Torino

NETHERLANDS

STICHTING DOWN'’S SYNDROOM

Bovenhoerseweg 41 ® 7946 AL Wanneperveen

PORTUGAL

ASSOCIACAO PORTUGUESA DE PORTADORES DE TRISSOMIA 21
Rue Professor Delfim Santos, | - 4B ¢ 1600 Lishoa

SPAIN

ASSOCIACION PRO SINDROME DE DOWN DE BALEARES ASNIMO
Carretera Palma Alcudia km 7,5 - 07141 Marratxi (Mallorca Baleares)

FUNDACION CATALANA PER LA SINDROME DE DOWN
Valencia 229-231 08 007 Barcelona

FUNDACION SINDROME DE DOWN DE CANTABRIA
Avenida General Davila 24 A, 1° C. 39 500 Santander

ASOC. SINDROME DE DOWN DE CADIZ Y BAHIA “LEJEUNE”
Plaza Santa Elena, 2, 2° C-D 11006 Cadiz

ANDADOWN (FED.ANDAL.DE ASOC.PARA EL SINDROME DE DOWN)
Angel, 24, 3° C 18002 Granada

ASSIDO - MURCIA
Av.da Miguel de Cervantes, s/n 30009 Murcia

ASINDOWN
¢/Camino Farinos, 2 ® 46020 Valencia

AGUIDOWN
Apdo. de Correos 1094 » 20080 San Sebastian

UNITED KINGDOM
DOWN'S HEART GROUP
Ormonde, Henley Down, Nr Battle ® East Sussex TN33 9BT

AFFILIATE

ARGENTINA
A.S8.D.R.A.
Vera 863 ® 1414 Buenos Aires

C.1.S.

DOWN SYNDROME ASSOCIATION
Ulitza Mjawickzja, D 13, Kw 3 ® Moskau
HUNGARY

DOWN FOUNDATION OF HUNGARY
Kiraly u. 72 111, 22 1068 Budapest
MALTA

DOWN'S CHILDREN ASSOCIATION
45, South Street ® Vallerta VLT 11

MAROC
ANSHAM

rue Sanaa 13 * Rabbat

POLAND

CHORYCH Z ZESPOLEM DOWNA

ul. Kilinskiego, 2 91421 Lod:

RUMANIA

DOWN'S SYNDROME ASSOCIATION OF RUMANIA
Rue Teiul Doannei, 14 - BL8 - AP4 - Sect. 2 ® Bucarest
SLOVAKIA

SPOLOCNOST DOWNOVHO SYNDROMU
Frana Krala, 6 ® 81105 Bratislava

SWITZERLAND

EDSA SCHWEIZ

Kontakrstelle - Postfach ¢ 8702 Zollikon

ASSOCIATE

MM Richard BONJEAN

La Fermette, Rue V. Close, 41 * 4803 Verviers (Belgique)

MM Jean-Adolphe RONDAL

Université de Ligge, Boulevard du Recrorar, 5 ® 4000 Liege (Belgique)

MM Alberto RASORE-QUARTINOQO chief editor

Ospedali Galliera, Dpt. of Pediatrics, Mura delle Cappuccine, 14 » 16128 Genova (ltalia)

MM Salvatore SORESI

Dipartimento di Psicologia dello Sviluppo e della Socializzazione
Universita di Padova - via Beato Pellegrino, 26 - 35137 Padova (lwaly)
THE INSTITUTE FOR INTEGRATION

Normalmstorg 1, S-111-46 Stockholm @ (Sweden)

Dr Anamarija BREZIGAR

Depr. of Obstetrics and Gynaecology - University Medical Centre
Slajmerjeva, 4 - 61000 Ljubljana e (Slovenia)

EFFECTIVE MEMBERS
Organizations of the countries that belong to the European Commu-
nity, which are involved in the promotion of the rights and welfare of
persons with Down's syndrome.

AFFILIATE MEMBERS
Organizations of the European nations that do not belong to the Euro-
pean Community, which are involved in the promotion of the rights
and welfare of persons with Down’s syndrome.

ASSOCIATE MEMBERS
Persons and organizations who provide advice and any kind of support
to the persons with Down's syndrome and/or to the members of EDSA.

EDSA

SECRETARY GENERAL
Richard Bonjean

Rue V. Close, 41 ® B-4800 Polleur-Verviers
BELGIUM
Tél: 32 (0) 87223355  Fax: 32 (0) 87220716
MEMBER OF ILSMH
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