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Social sensitization – the secret to successful  

inclusive education1 

 
ANDREA ZSEBE 

Respect to humanity obliges everyone belonging to the healthy majority to accept that 

people living with disability also have the right to full human life just as anyone else 

in this society. This is guaranteed by numerous conventions, for instance the UN 

Convention on the Rights of the Child 2 (it was proclaimed in Hungary in 1991) and 

acts (for example: Act XXVI of 1998 on the Rights and Equal Opportunities of Persons 

with Disabilities). The children earlier referred to as disabled (physical, sensory organ, 

mental, speech disability etc.) are now called children with special educational needs 

(SEN) based on act LXI of 2003. 
Every year, about 250 children out of those born alive become physically 

handicapped due to a central nervous system disease. Providing for their special 

training is an obligation from the viewpoint of integrated education. Remedial 
education is socially valuable work, which can be regarded as a long-term 

investment, therefore the social integration of disabled people is not just a question of 

humanity or a legal category but also a clear economic interest of society.3 It is a moral 

measure how the given society treats its fellow citizens with special educational needs. 
In the 2018/19 academic year, the rate of children with special educational needs 

was 3% at kindergartens in Hungary. 82.2% of the involved children at kindergartan 

age (about 10,000) received integrated education. This rate was by 0.2% higher than a 

year before. There are 55,300 SEN students in primary school education. The number 

of SEN students receiving integrated education in primary school classes went up by 

1.2% to 39,300, thus their rate grew to 71.1% within SEN students.4 
The meeting of people living with disability and those with healthy development 

is possible, although hindered in any walk of life. These days, prominent experts take 

numerous initiatives with a view to practical implementation. So far, surveys have led 

us to conclude that the unreadiness of the two sides (disabled and healthy people) 

continues to derive primarily from the lack of experience, but the material and personal 

shortages also make it difficult to establish contacts. 

 

                                            
1 Published in The manual of conductive pedagogy. More than practice. Editor in chief Éva 

Feketéné Szabó, Andrea Zsebe. Editor István Kollega Tarsoly. Semmelweis University András 

Pető Faculty, Budapest, [2020], 399–412. 
2 Convention on the Rights of the Child, UN General Assembly, 1989 
3 BÍRÓ 2005 
4 KSH 2019 
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THE SOCIAL APPROACH TO INCLUSIVE EDUCATION 

People living with disability can obtain skills that can improve their life quality only 

by taking special efforts, as a result of persistent pedagogical activities. 
Only few people found it necessary to provide special education to disabled people 

in the 19th century, but in the 20th century a special institutional system was already 

built for those in need. In Hungary, the purpose of special education is at all times to 

provide educational-teaching conditions in conformity with the special needs of 

children living with disability and not the intention of institutional segregation. Having 

entered the new millennium, the need for co-education also emerges more and more 

often at the special institutions that have operated in segregation for decades. 
However, accepting difference and having it accepted is not an easy task. The 

attitude to difference determines the behaviour towards the person perceived as 

different, which can range from oral prejudice, through avoidance and discrimination 

to physical violence.5 
A related empirical survey highlights that prejudice also covers social groups that 

are not separated on an ethnical basis but belong to what is called “everyday 

differences” (e.g. homeless, unemployed, physically or mentally handicapped people).6 

It is also a proven fact that a lot of beliefs that cannot be verified objectively are due to 

the lack of cultural or historical knowledge, i.e. clearly due to ignorance. 
These days, the integration of people living with disability is also made difficult 

by the objective conditions that rarely exist today although the law prescribes them.7 

Effective, special intervention work is carried on at the segregated institutions, but it 

has been more and more realized over the past 20–30 years that integrated education is 

more favourable due to socialization aspects. This means that, wherever possible (if 

permitted by the degree of impairment), education-teaching of children with special 

needs must be fully or partially provided in the neighbourhood of the mainstream 

educational institutions.8 
Its implementation is assisted by the paradigm shift over the past years in defining 

the term and the content of disability both in Hungary and abroad. This paradigm 

shift was enabled by the new definition of disability by the UN’s World Health 

Organization (WHO) and by the introduction of the new international classification of 

functioning, disability and health.9 The former traditional, medical model defines 

disability primarily as an individual problem, which is directly caused by a disease, 

accident or another health reason. As against this, functioning is a result of 

interdependent factors, mainly determined by the social environment, in the social 

model and it examines what the disabled person is able to do, thus assistance to 

families bringing up a disabled child or adult could be significantly transformed and 

could become more focused.10 In 2011, the Hungarian census data showed that 6.2% 

                                            
5 ALLPORT 1977 
6 BARCZY – DIÓSI – RUDAS 1996 
7 Act XXVI of 1998 on the rights of people with disabilities and on providing their equal chances 
8 Katalin Biró – Andrea Zsebe: Discrepancies between the theory and practice of the Hungarian 

integrated education of children with disabilities. Conference-presentation. Conductive World 

Conference, Bp., 2004 
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of the population (in 2016 4.3% according to the figures of the Central Statistical 

Office) belonged to the disabled population. The reduction in the rate of disabled 

people is probably due to the fact that the system of social provisions related to health 

conditions significantly improved. The largest number of the disabled population, 

almost half of them, are physically disabled. In 2017, the number of minor aged 

children living with disability in Hungary was more than 35,000.10 Thus, under the 

latest interpretations, disability is a result of reaction by the social environment, 

therefore the new social model intends to terminate the restriction coming from the 

environmental conditions. 
As a result, more and more children who received segregated education earlier are 

educated-taught in mainstream schools in numerous countries, also including Hungary. 

In addition to providing the appropriate conditions, co-education is not only favourable 

for those living with disability but also for the children who go to mainstream 

kindergarten/school. On the one hand, the reason is that the co-education of students 
multiplies the social interactions and they learn new forms of cooperation.11  

Furthermore, health as a value is once again given an outstanding role. On the other 

hand, the number of accidents has increased due to the continuous development of 

technology. After accidents, partial or lasting impairments may most often be suffered 

by people who were healthy earlier. If the persons living with disability already lived 

near these people earlier, they can better deal with their personal tragedy and perhaps 

they can better accept that they became temporarily or perhaps permanently disabled. 
Integrated education can also imply dangers if it is not done under appropriate 

conditions. It is important to provide conditions in all directions that surpass 

spontaneous integration and ensure the development of people with disabilities among 

healthy people within the framework of true co-education.11 
The wide expansion of integrated education with well-trained pedagogues and 

well-prepared programmes also creates social values for the following reasons: 
People with certain disabilities can also contribute values to society that enrich the 

majority and shape it in a positive direction. 
If a rehabilitated person can once again work, it means use for the society that can 

be calculated in economic terms. In the case of a habilitated child with physical 

disability, this means social use creating double labour force. Remedial education is 

socially valuable work, which can be regarded as a long-term investment, therefore the 

social integration of disabled people is not just a question of humanity or a legal 

category but also a clear economic interest of society.12 
However, we have to see that the attitude can only be changed as a result of a long 

process, whereby it is important to find balance between the practice of segregated as 

well as integrating, then inclusive education, which is also founded theoretically. 

                                            
11 SALNÉ LENGYEL – KŐPATAKINÉ MÉSZÁROS 2001 
12 Katalin Biró – Andrea Zsebe: Discrepancies between the theory and practice of the Hungarian 

integrated education of children with disabilities. Conference-presentation. Conductive World 

Conference. Budapest, 2004 
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THE FAMILY IS THE KEY TO SOCIAL INTEGRATION 

The family is an open, dynamic system. This means openness to its environment and 

also that it is in a constant change.13 The family has a bipolar system of impacts: 

children also influence and shape their parents’ behaviour. Each child has individual 

emotional reactions and specific verbal abilities that are used, on the one hand, to react 

to their environment and, on the other hand, to influence it. Thus, the family members 

develop and change individually but these changes also influence each other. 
The family, as a system, delicately preserves its balance, even in tiny matters. The 

delicate balance can be easily upset by any shock, which may cause numerous physical, 

mental or social consequences to all family members.14 This is the reason for the failure 

of interventions that only aim at the symptom carrier family member and that do not 

consider the a.m. evidence, namely that the family influences each member and each 

member influences the family. Obviously, it is a shock for the whole family and for all 

of its members, regardless of age and gender, if a child is born with disorder or if a 

family member is transferred from the healthy side to the group of disabled people due 

to an accident or disease. The family life also changes in a specific manner if one or 

both parents live their life with permanent disability and they decide to bring up 

children. 
Many times, even using the primary health and social services is a problem for 

families living in disadvantageous regions of Hungary. The National Strategy “Let's 

Make Things Better for Our Children!” 2007-2032 which was integrated into the 

“National Social Inclusion Strategy 2011-2020”, specifies tasks in order to reduce the 

poverty of children and social segregation; to improve the situation of disabled children 

and their families and to reduce ethnic and regional disadvantages, but it offers no 

separate concept matched to their necessities.15 Many parents are unable to take care 

of their child born with disability without help – due to their living circumstances – and 

the related burden leads to the dissolution of many families. Their status means special 

treatment and higher costs. The availability of nursery and daytime care is vital for 

them. The significant change in this regard definitely meant improvement for families 

bringing up children living with disability.16 Every third child who can be adopted lives 

with a disability but they very rarely find adopting parents so they continue to receive 

healthcare service. Only 1% of the adopted children live with disability.17 
Rarely though but in the case of children born with impairment or disability it turns 

out already in the first moment that their development will encounter difficulties, 

sometimes even their nature can be seen in advance, but in other cases the suspicion 

                                            
13 KÁLMÁN – KÖNCZEI 2002, The family. pp. 214-237 
14 KÁLMÁN – KÖNCZEI 2002, The family. pp. 214-237 
15 Country report about Hungary for the study on the special policies of member states dealing with 

disabled children. European Parliament, 2013 
16 KSH 2018 
17 ODOM 2005, p. 146 
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grows slower and it turns into a painful recognition only over months or years.18 19 The 

destructive impact comes immediately and at a wide scale if a family member gets 

injured due to a disease or accident. A common feature of the two processes is that the 

trouble is always unexpected and it also depends on the family’s emotional reserves 

and cohesive force how the family itself and its members can cope with it. The involved 

family members do not simply react to the impairment as individuals but also to the 

way the given fact influences the family as this also has a major impact on their own 

life. 

CONDUCTIVE EDUCATION TO SERVE SOCIAL INTEGRATION 

The heroic age of care for physically disabled people started in the 1930s with the work 

of Dr. Gusztáv Bárczi and Dr. András Pető. This period became the most important 

part in the historical development of integrated school education and teaching without 

the appearance of the term of integration itself. In Hungary, health and education also 

reached the level where the education of disabled children and, almost parallel with 

this the training of specialists working with them, was integrated into Hungarian 

education. 
András Pető defined the necessity and the opportunity of integration as a goal 

already at his first institute: “... our goal has always been the earliest possible 

integration...” Most of the children who left our institute went to state schools and later 

most schools claimed that their adoption was justified..- wrote about him his successor, 

Mária Hári.20 
To that end, Pető held the view that development should not aim at adjusting the 

external world to the disabled persons but the disabled persons must be made capable 

of finding their way in the world. Pető pointed out already at that time that the problem 

must be solved with pedagogical tools. 
The comprehensive development of disabled persons also becomes successful 

through an activity whereby not only their available knowledge is used but they get 

into decision-making positions, they are induced to cooperate and stimulated for 

adaptation.20 
The conductive group helps physically disabled persons with their later or 

renewed integration into society. The socialization of children is continuous despite 

their disadvantages. Once allowed by their physical and intellectual abilities, they 

become capable of integration into mainstream society. Children living with disability 

must be integrated first in order to implement inclusive education. In order to widely 

extend inclusive education for any person with dysfunction under the necessary 

conditions, one needs to work out pedagogical programmes that promote first 

integration, then inclusion. 
In the case of persons impaired from birth, the conditions on education become 

restricted due to the disability arising after the damage.This is the first level of the 

                                            
18 KÁLMÁN – KÖNCZEI 2002, The family. pp. 214-237 
19 HÁRI 1997A 
20 ZSEBE 2008 
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ability-creating process that László Gáspár called the level of “life abilities taken in a 

biological sense”.21 Individuals need special intervention in order to reach further 

levels in the process. This can be special education or conductive pedagogical 

education, which generally takes place in a segregated way at this level. However, the 

purpose of education is not only the fullest possible development of the personality but 

to integrate the individual into society as a valuable and creative member.In the case 

of an injured person, this purpose can only be reached through integration into society, 

i.e. integration, and possibly inclusion, is a tool for fulfilling the educational purpose. 

THE CHARACTER-FORMING IMPACT OF CO-EDUCATION 

Character-forming is the primary purpose of education,22 children need a qualification 

of their behaviour and require orientation points for this. This is called the measure of 

value.23 The multitude of objective and subjective values may cause a value crisis in 

the individual’s life but the solid character helps to avoid it and to develop a full life. 
The true integration, then the inclusion of people living with disability into society 

surpasses the momentary joy of single persons. These successes are able to enrich and 

renew the value system of society. The expansion of integration promotes this process 

because tolerant attitude and solidarity-based behaviour can only become a value in 

human relations.25 If a parent or a pedagogue teaches the child to be more 

understanding, more accepting and more tolerant with themselves and with the other 

children, it is in vain if they do not have the chance to experience, realize and practice 

it as an activity. 
Well-operating, integrated education may provide numerous advantages for SEN 

children, which can help to strengthen their character and to work out an independent 

lifestyle. These are as follows: 
a. ) They can learn through activities, cooperation and a spontaneous learning 

process 
those behaviour patterns and habits to follow that help smooth integration into 

society. 
b. ) The self-confidence of disabled children is strengthened by the fact that they 

can become a full-value member of the mainstream society. 
c. ) Their self-confidence can develop at a faster pace as they are continuously 

forced to do on their own what they are already able to do even if there is no external 

force. 
d. Their self-image is healthy and develops in a positive direction and can 

become realistic due to the fact that they have to assess their own abilities 

among healthy children. 
e. ) They have the chance to practice managing the frustration factors that are 

                                            
21 GÁSPÁR 1997 
22 BÁBOSIK – BOROSÁN – HUNYADY – M. NÁDASI – SCHAFFHAUSER 2011, pp. 53-55 
23 BÁBOSIK 2004 
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inevitable in life, in addition, they get used to the fact that they are in certain ways 

different from the other children. 
f. ) If the pedagogue’s attitude is suitable, they have numerous opportunities to 

experience that, in many respects, they are able to do many things that healthy children 

can do, or even more. 
g. ) They do not have to break away from their previous, narrower and wider 

environment. 
 

Co-education can also be beneficial for shaping the character of children who 

go to mainstream schools. The reasons are as follows: 
a. ) The co-education of students multiplies the social interactions 

 and it can be the scene for the birth of new values by learning new forms of 

cooperation. 
b. ) Healthy students learn already at a young age that there are individual 

differences and how those can be accepted. 
This can result in a change of social attitude, which is, at present, still a serious 

obstacle to the reasonable extension of integrated education. 
c. ) They can become more sensitive to other people’s difficulties. 
d. ) They can practice the ways of rendering assistance, and this can found the 

ability of empathy, attention and care. 
e. ) Health as a value once again becomes important in young people’s approach 

and they strive for protecting it. As has already been mentioned, this attitude 

change is also a very important economic interest of society. 
After approaching the advantages from all directions, we need to know that there 

are cases when co-education will not be successful, what is more, it may cause damage 

to the development of the child’s character.  

 

These are as follows: 

a. ) If the disabled children have difficulties with adaptation due to their 

personality, and their integration fails even after a long period. 
b. ) If the parents’ supporting impact is missing on any side (healthy and disabled 

children). 
c. ) If the pedagogue is not accepting or is not capable of team work. 
d. ) If there are too many SEN children in a group or class. 
e. ) If there is no professional preparedness or professional support. 
f. ) If the environmental conditions are not guaranteed. 
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THE THEORETICAL BASIS OF THE CO-EDUCATIONAL PEDAGOGICAL 

PROGRAMME 

In the pedagogical practice, one cannot draw such a sharp line between integration and 

inclusion as is often done in the related literature.24 The reason is that the impaired 

child must be integrated first for the sake of truly inclusive education. In order to widely 

extend inclusive education, one needs to work out pedagogical programmes at the 

mainstream schools that promote first integration, then inclusion. 
The right way to inclusive education leads through integrating education. This 

means that the term “integrating education” is more correct than “integrated education” 

because it describes a process that can be carried out in various ways, in conformity 

with the needs, and inclusive education can be the key to its success.25 
The process chart shows that the pedagogical programme leading to social 

integration is inserted into a process, and inclusive education can be carried out if the 

programme is successful. 
 

 

Speciális nevelésoktatás fogyatékkal élő 
gyermekek részére 

Special education-teaching for children 
living with disability 

Integráló (elfogadó) nevelés Integrating education 
Inkluzív (befogadó) nevelés Inclusive education 
Az elfogadást segítő és a beilleszkedést 
előkészítő pedagógiai program 

Pedagogical programme to prepare and 
assist integration 

Szakmai megbeszélések, pedagógus 
továbbképzések, nyílt napok 

Professional discussions, extended 
pedagogue training, open days 

                                            
24 ZSEBE 2009b 
25 ZSEBE 2005 
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Co-education can be successful if the foundation is first set for integrating 

education. Within this framework, sufficient time is needed to learn each other, to 

dispel misbeliefs, to answer questions and to create the conditions. Furthermore, if the 

intended relationship does not work for some reason, the children living with disability 

can freely continue their studies at the special institution as they practically did not 

even leave it upon the integrating education. If, however, integration takes place, 

inclusive education can be successfully implemented in the long run. 
Integration can work if the pedagogical programme is followed both at the 

mainstream school and at the special school, and both child communities are prepared 

for the expected situations, problems and solutions. 
Professional discussions must be organized about this pedagogical programme by 

involving the relevant pedagogues and the parents. It is important that the experience 

gained upon the programme implementation is highlighted and the proposals made at 

the discussions and extended training sessions can form the pedagogical programme as 

required by the given community. 
After implementing the integrating education, inclusive education can be 

successful if the experience gained upon the integration also forms a part of the 

professional discussions and the extended pedagogical training sessions. 

 
PREPARING CHILDREN FOR INCLUSIVE EDUCATION IN THE 

PEDAGOGICAL PRACTICE 

We tried out the “preparation programme for integrating education” by involving 

mainstream school classes in a self-control pedagogical experiment. The programme 

was attended by healthy and disabled students, aged 6–10, and their pedagogues. 
As was mentioned in the above theory, the goal of the launched research was to 

seek new opportunities to promote the independent lifestyle of children aged 6–10 who 

became physically disabled due to a central nervous system disease as well as their 

effective, integrating school education. 
Conductive pedagogy tries to transform uncoordinated functions deriving from 

cerebral palsy (CP) into proper operation under a gradually extending special 

pedagogical programme. This is only possible with comprehensive education that 

considers both the mental, the emotional and the social-cultural aspects. In the 

conductive educational process the conductor develops the activity repertoire of 

physically disabled persons and develops their capability of task completion and 

volitional functions. 
From the viewpoint of integrating education, special training is an obligation as 

the whole development process of disabled children stays behind that of other children 

at the same age. This may emerge in a multiple form if the physical handicap originates 

from early childhood. 
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According to the standpoint adopted in the UNESCO Salamanca Statement26 

physically disabled persons must use their restored abilities and the acquired 

knowledge among healthy people in order to promote full life. Furthermore, the totally 

segregated education-teaching of physically disabled children does not develop social 

assistance, cooperation ability and the acceptance of difference in children with healthy 

movement, which should provide social security to disabled people in the long run, 

also at an adult age. If co-education is practiced in a mainstream group where there are 

also impaired people, the cooperative activities for joint task completion can be carried 

out in a series of natural situations. 
When working out my programme I intended to enforce my experience and 

conviction that the integrating education of a physically disabled school child can 

be successful if the integration process is preceded by consciously planned 
pedagogical preparation in both the dismissing and the hosting environment. This 

pedagogical preparation should be gradual, with stages built on each other, as well as 

focused on openness and activity. Upon the programme implementation it should not 

be our primary goal to remove children from their usual environment, even if the 

environment does not inspire any further development. Instead, we should integrate 

them in a group where they already apply rather than learn the movement patterns. This 

is the environment where we start preparing them for independent life in mainstream 

society, just as András Pető already defined in his first institute: “We should not change 

the environment but we should enable the individual to live there.”27 
The pedagogical programme consists of three major parts: 
1. Conductive pedagogical sessions. 
2. Sessions preparing for integrating education. 
3. Organizing common sessions for healthy and physically disabled students. 
The results of the pedagogical self-control experiment were checked with an 

efficiency study made with the questionnaire interview method. The questionnaire 

contained the following aspects: 

 

 

The results of the efficiency study can be summarized as follows: 
1. The recognition of the content elements of physical disability increased 

positively among students with healthy movement. 
2. The positive attitude of children with healthy movement towards physically 

disabled students shifted favourably and resulted in an attitude change. 

                                            
26 SALAMANCA 2006 
27 PETŐ 1963 

Among students with healthy movement Among students with physical disability 

1. Experience and knowledge 
2. The level of prejudice 
3. The degree of openness 
4. The degree of helpfulness and interest 

1. Contact with healthy students 
2. Awareness of “being different” 
3. Openness to the majority 
4. The degree of accepting help 
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3. The students with healthy movement were able to learn the forms of providing 

assistance, and excessive help reduced to minimal. 
4. The students with physical disability could not work out lasting relations during 

the survey as this was not facilitated by the number of joint activities and by 

the higher number of children with healthy movement. 
5. They tried to complete tasks independently in a concrete situation, they were 

motivated by the new task and did not ask for help unnecessarily. If they still 

needed help, it was asked from the conductor-teachers whom they knew well. 
6. The pedagogues who participated in the programme had the chance to observe 

the situations that restricted cooperation among the children. 

CONCLUSION 

The primary professional impressions and the measurable results go to show that the 

programme can be continued and it can be carried out in a wider scope and in a longer 

period, in cooperation with several primary schools. 
The common sessions helped the students with healthy movement to recognize the 

impairment and to mark their essential features. However, the results show that the 

frequency of sessions should be increased in order to enhance efficiency. This would 

be important because some of the children primarily learned about the content features 

of physical disability at the preliminary preparatory sessions and not in the course of 

the common activities. The number of children with healthy movement who said that 

the common activities were a positive experience constantly increased with the number 

of sessions. 
The analysis of the helpfulness of students with healthy movement highlighted the 

important result that more and more students were able to define the ways of help that 

they are concretely able to provide. I find it important to increase the number of 

common programmes in order to further enhance efficiency. This would enable the 

children to practice and apply – in a series of natural situations – the ways of help that 

they already learned before, i.e. the “experience-awareness-practice” trinity of the 

educational process could be brought to perfection in this manner. 
The students with physical disability became more open to contact students with 

healthy movement in a direct proportion with the increase in the number of sessions. 

However, if possible, further common sessions should be organized with standard 

participants, eventually in the form of a special class in order to work out a regular and 

lasting relationship. This would provide physically disabled children with the safe 

atmosphere that they need for becoming open and for turning towards the majority with 

trust. 
The result of the questionnaire-based surveys goes to show that the disabled 

children know the exact reasons and features of their impairment and also what 

problem mainly comes to the foreground with what activity. In order to ensure that the 

children can accurately specify this, there is also a need for sessions that differ from 

the set of conductive tasks included in their daily routine so that they can also apply 

the learned movement forms and other skills in the widest possible circle of activities. 
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The survey of the help request habits of physically disabled students would require 

several occasions where the physically disabled children are not in the usual 

environment or task situation. The survey results show that the physically disabled 

students always ask help from those who they trust and who, in their opinion, can 

provide the highest security in the given situation. 
It is an important aspect that the hosting institutions are open to the problem and 

cooperate upon the task completion. 
Although the children knew each other, this type of group organisation offered them a 

new occasion for developing their social skills, for applying their knowledge in new 

situations and for testing their existing abilities in order to fulfill higher requirements 

as well. 
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The practice of conductive education1 

ÉVA FEKETÉNÉ SZABÓ 

By linking and integrating theoretical philosophical, medical, psychological and 

pedagogical contents, András Pető created an operational well functioning, complex 

and integrated practice. Relying on the plasticity of the brain, his system can, with the 

right control, mobilise learning processes based on evidences such as the brain’s 

constant need for activity, the environmental enrichment’s stimulation of also the social 

factor, and the functional, anatomical, motor and cognitive changes induced by 

physical and mental activity. 
Education implies learning-based implementation at the same time is also the most 

basic, general and complex human activity. It is essentially based on activity, which is 

also in the focus of conductive education. It is a sociological phenomenon and 

subjectification process at the same time. The learning process is far more than 

obtaining information. It is much broader than that, it is also about behaviour and 

lifestyle shaping.2 
The multifactorial nature of education is undeniable, because it affects the entire 

personality.3 
Cerebral palsy is the changed status of movement coordination, posture and 

learning abilities in the broader sense, and the symptoms change a lot with age while 

brain insult remains static.4 
Most secondary symptoms are lasting; organisational disfunctions, however, can 

be considerably reduced by the teaching and education process, while neurological 

deficits remain for the entire life. This could bring the organisation of the education 

procedure, learning, life management and life leading, aiming at, and often 

accomplishing a medical/paramedical results into the foreground, with the holistic 

approach as key condition. 
In the case of cerebral palsy, which is not curable in the classical sense, prevention 

and symptom alleviation could lead to intense development through the organisation 

and provision of the appropriate supportive learning environment. 
“Humans also exist in a wide range of individual versions, and all individuals have 

specific values, the unfolding and development of which is the task of education to 

create social values and enrich human values.” 5 
 

 

 

                                            
1 Published in The manual of conductive pedagogy. More than practice. Editor in chief Éva 

Feketéné Szabó, Andrea Zsebe. Editor István Kollega Tarsoly. Semmelweis University András 

Pető Faculty, Budapest, [2020], 223–238. 
2 NAHALKA 2004 
3 SCHAFFHAUSER 2012 
4 FEKETÉNÉ SZABÓ – BÖSENBACHER 2019 
5 BÍRÓ K. 2005 
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In the approach and practice of conductive education, the re-evaluation of the link 

between healing and education and exploring the necessity of its development 

potentials through pedagogical methods was determinative.6 
The first step of the system created by Pető was that “The newest branch of special 

education has got a department at the Special Education Teacher Training College. 

This department is hoped to make an effective impact with its uniform methodology 

and group education within the context of special education.”7 Embedded in the history 

of Hungarian special education but later separating from it, the beginning of the history 

of conductive education was characterised by these words. 
“Established in 1963, the Institute of Conductive Education for the Motor Disabled 

and Conductor Training, located at Budapest XI., Villányi u. 67., developed the system 

of conductive education to organise targeted care for people with disabilities who have 

distinctions of central nervous system origin by establishing a conductive education 

network for the disabled. This meant a new field, conductive education, in 

rehabilitation and special education.”8 
This characterises well the resulting situation: “The dual goal, education and 

healing, is combined; its latter component, however, is achievable only with effective 

education; the management of the institutes should, therefore, be left to the pedagogues. 

The medical directors of these institutes should be reminded to direct their attention on 

urine, blood and things like that... Effective healing and education require the 

simultaneous and combined effect of two forces, the pedagogue and the physician. The 

key to accomplishing this noble goal, the two must form an indivisible alliance.”9 
The modern, contemporary interpretation of cerebral palsy also verifies and 

confirms Pető’s approach: “In the modern perception, the severity, prediction, 

influenceability of neurological conditions accompanied by paralysis are not 

determined by the palsy or the plegia (i.e. the degree of paralysis and its accompanying 

symptoms such as spasticity, rigour, pseudobulbar palsy, pathological postures, 

pathological reflexes, persistent primitive reflexes, pathological synkinesis, 

contractions, etc.) but by the so-called negative symptoms: atony, weakness, 

fatigability, body scheme disorders, neglect syndrome, etc. and the accompanying 

mental retardation, sub-normality, cognitive and behavioural disorders, sensory and 

perceptional disorders, epilepsy.”10 
Established by Pető, conductive education had a widespread impact on 

rehabilitation practice and set up, almost with avantgarde freshness, its own novel 

holistic practice, which has become legitimate in the names of many development 

methods and procedures, such as complex rehabilitation. The holistic education 

practice is reinforced by the specificities of the conductor’s activities, in other words, 

despite its being in the context of movement activities and a wide range of activities, it 

is still natural and complex and develops all the natural activities and abilities of a given 

                                            
6 FEKETÉNÉ SZABÓ – BÖSENBACHER 2019 
7 BÁRCZI 1948 
8 HÁRI 2000 
9 FRIM 1884 
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age. “This is the reason why conductive education is more than its competing 

movement therapies (as it is not about movement correction or the development of 

individual movement culture) and is also more than psychotherapy (because its aim is 

not the homeostasis or the equilibrium).” 
Nowadays it is obvious that rehabilitation goes far beyond the healing of the body. 

The group, rhythmical intendation, which provide support in planning, anticipation, 

task focus, etc. and mobilise forces that address the unity of the body, soul and spirit 

are key in developing motivation, social skills in conductive education. In other words, 

one must touch upon somatic problems and psychic dimensions as well. 
This approach and attitude could be implemented in a sysetemised, institutionalised 

form and as a training only in accordance with Pető’s follower’s, Mária Hári’s 

committed training organisation.11 12 Her thoughts on training goals and organisation 

(described in a way that is still modern to this day in “Mit ismer meg a hallgató a 

képzése folyamán” (What do students learn during their training?)) are parallel with 

the organisation of conductive education and conductor training. The holistic approach 

is a cornerstone of the process of systematically organising the practice of conductive 

education. 
The education and teaching of children who are different from the average (either 

because of their delayed development or outstanding abilities) is a pedagogical activity 

that requires great tact, openness, a rich methodological toolset and differentiated 

distinction. The education of children with CP is also only possible through this kind 

of activity. The different activities (game/playing, learning, work) have specific perso-

nality-shaping forces/have specific forces for personality development. The conductor 

“…purposefully and continuously organises social interactions to avoid isolation. He 

or she makes the children practice interactions among one another and with adults and 

often organises role plays and situation games in addition to the special activities.”13 
Hári started her presentation speech at the 1990 World Congress by appreciating 

Pető’s performance/achievements in building up the system of conductive education 

and emphasised the fight fought and won for establishing conductive education, which 

made it possible that education, i.e. conductive pedagogy, opens up new paths and 

opportunities to uncurable children and adults. 
“Humans, as beings are relatively undeveloped when born and only potentially 

carry themselves in themselves and require education and development, training and 

teaching, require an educator for successful physical, spiritual and intellectual 

development, maturation, individualsation, personalisation, cultural development and 

socialisation. And the educator has good reason and right to design sound plans and 

determine the attainable personality status of the subject as the goal of his or her work:14 
 

                                            
11 SCHAFFHAUSER 2018, p. 35 
12 HÁRI 1980 
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Pető, who called the practice he implemented conductive education right from the 

beginning, but which was officially accepted only after 28 years of operation, knew 

oriental philosophies and his contemporary alternative procedures well. With the 

support of his fellow pedagogues and psychologists, Mrs. Katalin Bíró and Mrs. Éva 

Ancsel, he could find the pedagogical and historical links to the foundations of 

conductor training and conductive education. The starting point of the conductive 

education elaborated by Pető is the approach to the central nervous system disorder. 

Pető said that it should not be treated as a biological obstacle, but as a learning disorder. 

Examining form the macro level, in the background of CP symptoms are the 

incoordination of activities and the damaged operation of the nervous system. 

Consequently, the problem is not local, so the solution cannot be local either. And 

if we face a learning disorder, then we require a pedagogical approach. The basic 

concept is that, despite the injury, the nervous system still has resources, unused 

capacities and the opportunities to establish new connections, links which can be 

mobilised in the process of teaching.  

“The great abundance of neuroblasts during the brain’s maturing could, to some 

extent, explain the plasticity during neuroortogenesis and the derived compensating 

opportunities after an embryonal, fetal or early postnatal brain damage.”15 “The 

dysfunctional persons become able to overcome various obstacles by relying on their 

willpower and regardless of their motor performance.”16 
Conductive education is the development of the entire personality through teaching 

to experience active way of living and teaching how to live with others. Children with 

cerebral palsy can be cared for, and their symptoms can be influenced by methods other 

than conductive education. Impacts on the periphery and muscles, however, naturally 

bring the passivity of the subject into the foreground. Procedures affecting the central 

nervous system clearly build on activity and participation. In connection with the point 

of impact, ensuring the framework and way of learning are key. Cognition could 

support the constructive opportunities. Obviously, conductive education does not affect 

the periphery but the central regulation area. The scientific bases carries the approach 

that the key problem of cerebral palsy is not muscle weakness or stiffness, but the 

difficulty of learning or the combination of all these. 
As a result of learning-based conductive education practice, the arrangement of 

somatic problems could also improve; the most typical is, however, social and 

cognitive learning. The degree of regularity and intensity are important efficiency 

improving factors. 
Pető’s naming his first institute after Pestalozzi is of great importance, because 

Pestalozzi thought that education was surfacing the forces in the child and that 

opportunities can be realised through own activity, and he advocated the harmony of 

the heart, the head and the hand, i.e. a complex approach. Conductive education means 

the organisation of the activities which are based on active learning, age appriopriate 

and fulfills the devevelopment needs of the participants.  

The goals of conductive education include elements of the pedagogical trends 

enumerated by László Gáspár: Rousseau was the advocate of child individuality and 
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unfolding the individuality; Herbart stressed interest, Diesterweg emphasised the 

significance of self-action, Dewey, who focused on action as the point of existence, 

and Ellen Kay who emphasised experience.16 
Given its complexity, conductive education shows similarity with the components 

of several disciplines such as psychomotor and group therapies with orthopaedic and 

neurophysiological orientation, humanistic and cognitive psychological methods, 

relaxation techniques, pedagogical methods of various approach, and perception and 

speech-learning procedures. Vygotsky and Feuerstein, the advocates of learning and 

teaching theories, emphasise the cognitive developability of pupils and constructive 

activities, as well as the much deeper involvement of teachers in the activities and the 

roles which go far beyond the simple conveyance of information by teaching.17 18 Being 

strongly similar to conductive education, both theories emphasised the determining role 

of the social group in the definition of the interaction types that could bring about 

learning between the children and their environment.19 
“From the complex symptoms of CP, conductive education can be effective in 

terms of the minus symptoms and could lead to reduced stress, improved quality of 

interaction quality in the family, lower inhibitions, increased motivation for action, 

better failure tolerance, development of the need for communication behaviour, 

improved movement coordination, successful prevention, etc. 
Conductive education is holistic system aproached, child-centered, mobilises the 

injured individual’s mental resources by conductive learning. The complex inter-

vention’s approach is person-, learning- and education-centered which offers an 

alternative to rehabilitation, way of habilitation, reintegration by education. If we look 

at the impairement as a socialisation and learning difficulty, then the path to 

intervention is habilitation/rehabilitation, which presumes learning and relearning. 
The practice of conductive education simultaneously and complexly develops 

movement coordination, communication, perception, self-care activities, the planning, 

organisation of which requires a purposive, planned pedagogical competences. The aim 

of conductive education is to support persons who are able to change, to achieve and 

lead the most independent possible life, an appropriate life quality and social 

integration. Conductive pedagogy builds on characteristic human features and abilities 

which the central nervous system retains even after an injury. It focuses on the desire 

to act, motivation, communicating behaviour, the development of the need for 

communication, recognising that learning is not about simple copying, and action is 

not the series of the subsequent components of action. The individual is involved in the 

development of the goal of action; therefore, the goal motivates action, and intends its 

implementation, i.e. it actively plans, guides the action process. 
The re-learning, reliving of the acquisition of key competences, abilities in the 

gradual and systematic daily routine of conductive education could be beneficial for 

the children and adults who develop differently because of their immature nervous 

systems or neurologically delayed nervous system development.”20 
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In the practice of conductive education, the holistic approach is ensured by the 

possibilities, competence of the conductor, as he or she has the opportunity for complex 

development by creating the programme as the same person at the same time. 
“Pető’s holistic approach explains why he did not leave the influencing of the 

condition causing the sensation, perception, speech and communication disorder with 

professionals who work in different places at different times. On the contrary, the 

intervention is provided by a single professional, a prepared pedagogue.”21 The 

complex tasks of the conductor are almost impossible to list whichembrace the child 

from the first moment of conductive education to the discharge: the first conductive 

assessment, consultation, finding the most suitable group, compilation of the education 

programme, the weekly and daily routine corresponding to the group goals that also 

take individual needs into account, the programme, the intervention with continuous 

observation, in the goals, the programme, facilitation, differentiation, if necessary, 

programme management, facilitation, adaptation, equipment selection, cooperation 

with other professionals, the number of helpers, meeting the family, motivation, 

organisation of control and evaluation processes. 
“The conductor is a professional who has been prepared for the planning and 

implementation of the conductive education programme. The training content, its 

theoretical and practical requirements are results of the recognition of the needs of 

children and adults who live with CP. During conductive education, the conductor 

plans and organises the education process with a methodologically uniform approach, 

decisively for small groups, groups, pairs and individuals and ensures an optimum 

learning environment for the children. Movement teaching, the acquisition of 

movement experiences are the tools in the conductor’s hands, and their development 

allows the children to discover, learn about and be actively involved in the exploration 

of the world itself.”22 
The worlds of Imre Pán bring the humantity and openness of Pető closer and make 

the philosophy, basic principles, theory and practice of conductive education 

understandable. “He can remember a lot of things even from his early childhood, and 

from even earlier times, and has added a lot to what he has gathered to himself. In sum, 

he knows a lot about the world, life, the body, spirit and soul, he has experienced a lot 

and broke a lot of secrets, because he was active and meditative. What does he know 

about people, death, arts and science? What does he know about the Earth, the sky, 

peoples and individuals? What does he know about the past, the present and the future? 

What does he know about religions? And what does he know about God? What does 

he know about nature and his profession? He is ascetic and epicurean, materialist and 

idealist, classicist and anticlassicist, professionalist and primitive, naive, realist and 

surrealist. He does not regard the roots, the trunk, the branches and the foliage, the 

flowers and crops as separate beings, that is sure. He works and lives by instinct but he 

also gets nourishment through his spirit. He is an alchemist! He cured more than one 

of his patients not with the method read in books but with the one he had learnt from 

primitive people. Sometimes, he is carried away by his readiness to act, sometimes by 

his meditation. He is interested in the individual. We should call him a humanist, but 
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that would not cover all. He never shares his plans in advance, because he does not 

trust the plan but the person and fate.”23 
The basic principles of conductive education, the conductor’s activities, the 

conductive programme (complex programme) designed by the conductor, the daily 

routine, group composition, rhythmical intendation have, substantially, not lost their 

significance; moreover, in several respects, the theoreticians and several rehabilitation 

practices have caught up to conductive education. Nowadays, everybody speaks about 

complex intervention, everybody regards socialisation, social relations and their 

development as priorities, because they are indispensable for inclusion and integration. 

The contents of conductive education fit and align well to new challenges. For decades, 

conductive education has done well designed and well organised case management. 
Dr. Hári thought the same of the conductive programme in 1967, 1980 and 1990. 

She thought that the programme is made for the person and not the function. No change 

happened in this regard over the decades, the conductive programme must be designed 

in the light of this, bearing this in mind and in alignment to current social expectations. 
In the view of Pető, the conductor profession, the name of which already implies 

its most important characteristic, means a conductive role, attitude and requires an 

openness, sensitivity and crafts which can be acquired only through true experience 
“Humans can only understand what they find out on their own, what they get 

without having to work for it in their souls just go through them… a plant cannot really 

use the water that is poured onto its leaves, it trickles off, the plant can use the water 

that it absorbs through its roots.” Dr. Hári supports his thoughts with her favourite 

quotation from Rényi: “The view and practical skills of the conductor should be shaped 

and developed in the process of conductive pedagogy in practice from the beginning.”24 
The characteristics of the conductor’s activity are best defined by the basic 

principles of conductive education. “The education of children with disabilities 

requires the respect of substantive, human capabilities, an ability to do purposeful, 

focused activities, of which evolvement is the result of conductive education.”25 By 

organising the group, the conductor creates one of the most important resource of 

education. The community of children ensures motivation, cooperation, example. 

Conveys expectations, necessities. 
“If the dysfunctional person is not excluded from the process of education and 

teaching, then their lack of knowledge, experience and skills, can be reduced that they 

show intense development despite their damaged nervous systems, are active and could 

become partly or completely independent. The many individual treatments bring them 

into an artificial condition and distances them from everyday life. If they are not 

disclosed from community life, group development is needed. By organising the 

teaching process (optimum learning environment), the obstruction of group progress 

can be avoided.”26 
Conductive education, conductive pedagogy and conductive practice focus on the 

entire personality. Conductive education is based on the trust between the child and the 
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conductor and is an everyday, but at least continuous, age-specific, methodologically 

well organised learning process with a supportive learning environment. 
The child’s action, activity is only possible with the child’s involvement. It is not 

possible with only passive exercises. If the learning environment is safe and supportive 

enough, then it is also motivating. This must be so all the time. Tamás Freund, a 

researcher of the brain, writes about this continuous urge, participation and intense 

involvement: “The older you are, the less adaptable your brain is. If a young child 

suffers a traumatic brain damage, then the surrounding areas have good chances to take 

over the missing function. An older person have less chances for the same. 
We do not know precisely yet, it is intensively researched all over the world, what 

is that chemical, the neurons or the glia cells that feed them can release or the gene 

combination that can still be activated in the still developing brain to ensure capacity 

for potentially necessary regeneration. If we managed to identify this mechanism and 

what turns it off by adult age, then we could perhaps turn it back on, which could 

considerably facilitate the healing of the above-mentioned brain damages and the 

takeover of functions by the neighbouring areas. 
The Pető Institute often seems to cruelly force children with disabilities through 

tasks that require complicated movement coordination that seem hopeless at first. They 

still force it, again and again, and it seems that this forcing is the key to increasing brain 

plasticity in the right regions, the release of this chemical or the activation of the genes 

around the damaged area, which could then facilitate the takeover of the fallen out part 

by another one, or the growth of nerve fibres in the new area as necessary for involving 

the affected area into operation. 
So the brain researcher says that the famous Pető method is working? I think yes. 

And if an older person suffers from the fall-out loss? of a function, then again, the most 

radical forcing is that can accelerate improvement or increase its degree.”27 
The child and the learning centrered approach are syntethised in the system of 

values and goals of conductive education. By stimulating interest (motivating) it builds 

and uses the activity to learn missing abilities. It takes the natural and social environ-

ment into the conductive group, ensuring the opportunity of experience, activity, 

success, i.e. self-action. 
In the experience of Pető, the uniformity of education requires that the 

professionals act on a shared philosophical, methodological, attitude and most impor-

tantly, practical basis. His idea was that practical organisation and implementation was 

the task of one professional, the conductor. 
Not excluding the trans-, inter- and multidisciplinary models or their adapted forms 

in which the great knowledge of many professionals could mean an enormous potential, 

the systematicity of practice, the shaping of the relations with the children, continuity, 

trust, the most supportive condition for education and then learning, can fulfil only in 

a well-organised educating and teaching relationship. 
The complex conductive programme is the manifestation of the approach and 

philosophy of conductive education. It is a purposefully designed and then imple-

mented pedagogical development process aiming at the multidirectional development 

of persons who have been disabled by the injury of their central nervous systems. 
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“In the view of Pető, individual activity was not only possible and compatible with 

correct movement, but the linking of activity and movement was necessary. He 

required an activity with which children can find the new way despite their 

disfunctions, and facilitation, in this sense, is not primarily the easing of the technique, 

neurophysiology or problem solving, but primarily the estabilshment of activity and 

spontaneity.”28 
Our task is to demonstrate conductor students that the orthofunction can be 

achieved. They must learn that the goal is independence, autonomy and recudcing 

facilitation. To this end, the child must be activated to the desired cooperation in 

consideration of the above. 
In the programme, cognitive intervention, movement direction to create activity, 

the teaching of an independent way of life, communication and speech development, 

the shaping of emotional, volitional features and the teaching of social skills are 

indivisible. Knowing the relationship between functions, it motivates to purposive 

activities and puts the children into problem-solving and exploratory situations. The 

individual solution leads the child to the way to accomplish the goal through active 

learning. The development of the various movements, however, require the 

development of the body scheme. Information obtained with the sensory systems and 

their arrangement facilitates the development of the body scheme and movement 

perception. This accepted view says that movement development in the conductive 

educational system includes the development of perception and cognition. 
The conductive programme manifests in the daily routine, which could be 

understood in its entirety in the context of regimen, life rhythm, leading a life, life 

management. Hári thought that “caring for motivation is very typical of conductive 

education and it does not mean a motivating sentence said in the beginning of our work. 

It is becoming increasingly clear that it is not impossible to do something at one’s will 

and purposefully and still in a coordinated way. Purposeful, volitional action leads to a 

different experience the reflex responses to the stimulations.”29 
The entire program is characterised by the unity of learning and application. The 

complexity of conductive education also means that the programme components are 

closely related and are characterised by continuity and integration. “The programme’s 

complexity meant that we bore in mind not only its longitudinal, parallel and concentric 

structure but also its mutual, simultaneous relations.”30 
The characteristic of a good programme is its feasibility. The appropriate space and 

location, a positive, person-centered, empathic atmosphere, which is key to 

development, must be ensured. The individual specificities of the group members, in 

terms of their biological and mental ages, must be aligned to.31 
Among educational and therapeutic procedures, conductive education offers 

special observation opportunities. Its intensity requires the conductor to constantly 

spend a lot of time with the children with central nervous system disorders. Partly, 

because of the intensity, the conductor continously spends lot of time with the children 
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with central nervous system disorder. On the other hand due to the spesifics of the 

conductive education programme the conductor has the opportunity to observe the 

person in every situation, such as waking them up in the mornings, going to bed in the 

evenings, eating times, school lessions, The specificities of the conductive educational 

programme also allow the conductor to observe the children in all situations, e.g. during 

waking them up, putting them into bed, eating and classes. 
Because conductive education is the cooperation of a team of professionals, and 

this cooperation gives a lot of opportunities to share and promptly use the results of 

observations in the team. 
Observation also plays a great role in the researching of the effectiveness of 

conductive education. The structured recording of the observations is also very 

important. Data collection and processing during research projects could also be 

extremely useful. The writing down, noting down of experiences could provide direct 

data on various groups, pedagogical situations and individuals. 
To ensure objectivity and data comparability, conductive observation must be 

complemented with tests, measurement series and their adapted versions offered by the 

related disciplines.32 
Pető created the developmental space and work format of conductive education, 

the group, which was implied by the reinterpretation of the injury. The perhaps most 

rejected, most debated characteristic of Pető’s novel practice was the introduction of 

group sessions. Pető’s hypothesis was that if the disfunction was a conflict or difficulty 

of socialisation, then the intervention, education is more efficient in a series of 

interactions. The group can ensure the relationship between the environment and the 

individual, the development and support of interactions between the individuals, and 

give space for experiencing, i.e. the organisation of the optimal learning environment. 

The positive effects of the group must be fully exploited in the support of interactions 

and the organisation of teaching and learning activities. The group itself is a 

communication base and a motivating medium. Naturally, a great deal of aspects need 

to be considered in composing the group. 
A group will be successful if it is active, and individuals will be active if they are 

in groups like that. Group organisation means that everybody is active at his or her 

individual level, takes part in the life of the group, with individual solutions and 

differentiation, if necessary. Groups, same-age groups, communities of people with 

similar fates could build down inhibitions, release tension, frustration and offer security 

after a while. In the interpretation of conductive education, the group is not limited to 

solving tasks together, but, from the activities of daily living to celebrations and 

holidays, it provides social situations, pre-school education, elementary school 

education, based on maximum knowledge of the individuals in it. 
The conductor role is more complex than that of kindergarten teachers or primary 

school teachers. It contains two very different roles: the role of programme manager,
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leader and the role of facilitator, helper. Being a facilitator is difficult, because, as a 

mediator, the facilitator has to direct the children’s attention from the background on 

the programme leader in an almost invisible way. The programme leader must draw, 

keep and lead all children’s attention to himself or herself and be in the middle and 

radiate. They have to play different roles every day, because everybody is measured in 

all roles, and at the same time they can support the work of each other as well. 
If we enter in one of our well-managed conductive groups, because leading is 

conduction, although invisible, but one must know that the activity seen there has not 

emerged on its own, the way of participation, the activity had to be planned, organised 

in advance and then properly managed.33 
The interpretation of central nervous system, disorders as social conflicts explains 

that the leading way of organisation must be socialisation organisation through group 

development and not individual development. 
Introduced by Pető, rhythmical intendation opened new dimensions and themes, 

anticipates and leads the children’s intentions from rhythm to self-control and to 

activity. 
“In conductive education, motor learning is based on reality and is included in the 

daily routine. The motor experiments that apply the paradigm of contextual 

interference demonstrated the improvement of movement functions. This contextual 

interference means functional interference and is only possible in practical situations. 

In conductive education, the changeability (or modifications) of practice, task 

variations are important components of the task series of learning and lead to contextual 

interference. Although implementation could be weakened by practical modifications 

in the learning stage, it is still important for the development of the schemes responsible 

for the development of motor learning, its improved maintenance and transfer.”34 
The use and substantive implementation of the concept of daily routine, which first 

appeared in conductive education, and its natural, adapted activities ensure the life 

rhythm and the a possible way of living for the participants of conductive education. 
Through the implementation of the above, it was demonstrated that, in 

rehabilitation, besides healing the body, the nourishing of the soul and spirit could be 

the vehicle for living life in all types of human bodies. One cannot leave unnoticed the 

slip and accordance between Pető’s life reform movement and today’s so important 

healthy lifestyle and life models. 
The daily routine could mean prevention in rehabilitation, less complications, 

preventions, , development of indepemdence, self-responsibility, leading a more 

autonomous life, i.e. a full life. 
The need for co-education could contribute to the elimination of prejudices linked 

to disability. Integration means inclusion with the individual’s keeping his or her 

identity while fitting into a community, contrary to assimilation. 
Although Pető did not use the expressions known to today’s disability care, 

education policy and rehabilitation, like inclusion, integration, when he said that 

conductive education should take the shortest possible time and that conductive 

education could be extended to children with sound movement development, defining 
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the goal of conductive education, inclusion and integration. By referring to the duration 

of conductive education, he also determined the role of conductive education, i.e. 

preparation for integration. 
Conductor training is the key to the continuation of conductive education. Theory 

blooms and develops in the practice of conductive education. Besides its growth and 

its objective presentation of results, attitude-shaping in practical training is also 

indispensable. As physicians can become physicians only if they stand beside the 

patient’s bed, conductors can become true conductors only in practical conductive 

education. The holistic approach of conductive education makes it possible to the 

conductor student to contact children and adults from completing nursing tasks to the 

organisation of their learning. 
We cannot promise full recovery to most participants of conductive education, but 

we can promise them a livable life, because that can be taught. 
The conductor can communicate well with the group members, which requires 

intensity in time. The conductor also can teach children with spastic muscles to change 

their locations and positions and also can ensure success and failure and can make the 

child want and fight for things. 
The conductor and conductive education are responsible for learning about, 

adapting and applying the technological achievements of the 21st century with a view 

to the children and adults they care for. Developments in robotics and technology will 

necessarily dehumanise medicine and rehabilitation. The conductor’s attitude and 

intensive presence could help to keep the human focus of practical conductive 

education in the future as well. 
“The endless opportunities of pedagogy are acknowledged in terms of persons whose 

movement development is sound. One can become an active person even despite 

severe disfunctions, and this does not require healing in the classical sense, but 

pedagogical help.”35 

 

                                            
35 HÁRI 1980 
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Measurement and research1 

TÍMEA VISSI – ÉVA FEKETÉNÉ SZABÓ – ANNA KELEMEN 

CONDUCTOR’S COMPETENCES, COMPLEX CONDUCTIVE EDUCATION 

In compliance with the holistic human image of conductive education, intervention is 

also done in a complex manner, by focusing on the whole personality. Contrary to other 

approaches, habilitation and rehabilitation is interpreted as learning or re-learning, by 

also laying special emphasis on deviations in movement due to the impairment of the 

nervous system and in other abilities as well as on social and learning-related diffi-

culties. Throughout the intervention process, conductive education builds on the exist-

ing, especially human drives like motivation, the desire for action and the need for 

communication.  

Conductive pedagogy provides the framework for education, the various 

programmes and educational situations do not focus on developing specific areas but 

intervention is carried on simultaneously and in a complex form, by concurrently 

involving as many areas as possible. The conductor has a key role in ,planning, 

implementing and assessing the development and, evidently, also later, in this repeated 

cyclical process, where the availability of special competences is required.2 
In the course of their training, the specialists receiving conductor qualifications not 

only acquire the theoretical bases for this complex work but they also attend practical 

training in an especially high number of hours in order to gain experience in developing 

and educating physically disabled persons at any age, from infants to adults. As a result, 

conductors specializing on kindergarten or school age are able to educate and teach 

children educated in segregation and integration, to assess their abilities and, 

accordingly, to prepare, implement and evaluate individual and group development 

plans.  

Conductors specializing in pedagogical rehabilitation “are able to provide 

conductive intervention for children and adults with dominantly physical disability due 

to the central nervous system disorder at rehabilitation centres, in team work organized 

with the representatives of associated professions, by applying the basic principles of 

the conductive method and by implementing the comprehensive intervention 

programme.”3 

Decree no. 18/2016 (VIII. 5.) EMMI on higher education courses as well as on the 

training and output requirements of bachelor and master courses defines the 

conductors’ professional competence as follows: “The purpose of the training is to train 

pedagogical professionals, conductors who gain theoretically well-founded knowledge 

                                            
1 Published in The manual of conductive pedagogy. More than practice. Editor in chief Éva 

Feketéné Szabó, Andrea Zsebe. Editor István Kollega Tarsoly. Semmelweis University András 

Pető Faculty, Budapest, [2020], 239–262. 
2 FEKETÉNÉ SZABÓ – BŐSENBACHER 2019, p. 316 
3 ZSEBE – FEKETÉNÉ SZABÓ 2019a 
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and abilities to develop – through conductive education – children and adults at any 

age coping with motor coordination disorder due to central nervous system disease as 

well as to carry out complex pedagogical rehabilitation.”4 

STATUS SURVEY IN CONDUCTIVE PEDAGOGY 

It already follows from the holistic approach and from comprehensive intervention that 

surveying the status of persons with physical disability due to the impairment of the 

nervous system cannot be narrowed down to testing one single area either. The list of 

tools provided here does not strive for giving a full list of the devices that can be used, 

only the ones that have already been tested and introduced in the practicing institutions 

of the András Pető Faculty of the Semmelweis University. The list does not contain 

assessment tools that can be used with other non-pedagogical (e.g. psychological) 

qualifications. The list of measuring instruments that can be used in conductive 

pedagogy will probably be extended in the future, and the faculty definitely intends to 

find and test new measuring instruments and to use them if they work well. 

THE MAIN ASPECTS OF CONDUCTOR OBSERVATION 

The numerical recording of the results renders it possible to track and compare various 

life courses as well as to highlight the strengths that education and intervention can rely 

on, together with the pause in development, that are addressed in the individual 

development plans. Numeric results are also important from the viewpoint of scientific 

work and various research activities as they help to visualize the results towards others 

and to compare them with other results. The results given in numbers generally show 

what the child or the adult is able to perform independently, without help. However, 

they do not express differences in terms of quality and do not help to specify in what 

manner, on what basis and in what environment learning/re-learning can be started. 
For this reason, the conductor’s observation covers the movements made by the 

child/adult spontaneously and in a task situation, as well as their ways of solutions, 

speech, behaviour or dominant personality traits. The observation is not limited to the 

test occasions but it can also be made in the organised and leisure time activities.5 The 

conductor records the observations in the individual development sheet minimum twice 

a year, depending on the age of the observed person and the time spent in conductive 

education. 
• General development level: It must be observed whether the body of the 

child/adult (height, weight, physical condition etc.) is average or different 

from usual development. This is where it is recorded upon the first 

assessment, how the child/adult react to the presence of unfamiliar people, 

                                            
4 Annex 2 to Decree 18/2016 EMMI 
5 HÁRI – ÁKOS 1971; HÁRI – KOZMA – HORVÁTH – KŐKÚTI 1991 
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whether he/she establishes an eye contact or initiate a contact, accept the 

offered contact, is she/he friendly or rejective, or perhaps indifferent; what 

relationship he/she has with the accompanying person. 
• General motor status description: This is where muscle strength, tonus 

distribution, contractures and deformities are recorded, and the person is 

observed when lying prone and supine sitting and standing. In each position, 

the conductor observes the position of the head, the body and the limbs as 

well as the environmental conditions and tools for taking and keeping the 

position. If possible, the written observations are extended with photos. 
• Ways of changing place and position: It is observed whether the child/adult 

also change their place/position spontaneously, what position they take safely 

and most often, and what is the position of the head, the body and the limbs 

in the spontaneous positions. The changes of place and position are also 

observed and recorded in task situations, together with the type of help 

(equipment, manual, verbal or supervision) that they need to successfully 

carry out the given task. This is where it is recorded whether they are capable 

of changing places independently, and if yes, how, whether they use an 

equipment (stick, walking frame, wheelchair), together with the tempo and 

the symmetry of the movement, what is the way of changing place they are 

learning at that stage and what help they need for this. 
• Manipulation: It is recorded whether the child/adult uses hands in a 

spontaneous situation, and if yes, what tools they use. It is very important to 

observe manipulation in a task situation as well. 
• Intellectual development, activity: Childis observed during spontaneous play, 

whether he/she plays on his/her own, if yes, what are his/her favourite games, 

what he/she is interested in. Activity at kindergarten/school sessions is also 

observed, together with the situations and tasks where they perform well and 

where they encounter difficulties. Do they have any favourite activities, – 

whether choosing from a spontaneous or controlled, or offered activities – ,  

and if yes, what are they. It is also recorded if the children are directed to an 

appropriate specialist or to the expert committee, in the course of our 

observations or upon request by the parent/other specialist, in order to 

assess/develop their intellectual/learning abilities. 
• When questioning adults, the conductor asks them about carrying out their 

everyday activities, leisure activities etc. The activity at the sessions is also 

observed in the case of adults, together with the situations and tasks where 

the observed persons perform well and where they encounter difficulties. 
• Speech, communication: The place of conductive education is the group, in 

conductive education children and adults are mainly developed in form of 

group sessions, where it is of utmost importance how the persons involved in 
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conductive education can communicate with their environment. This is why 

the conductor observes speech hearing (listening to, and understanding 

spoken information) and speech comprehension, assesses the active and 

passive vocabulary, spontaneous speech, the pronunciation of sounds, the 

answers to questions, coherent speech etc. It is recorded if the child/adult is 

directed to an appropriate specialist or to the expert committee, based on the 

observations or upon request by the relative/other specialist, in order to 

assess/develop their abilities. 
Communication cannot be assessed only through speech observation. It is 

important to observe how the child/adult expresses their emotions, desires 

and needs towards their environment and how he/she reacts to the 

expectations, desires and needs of his/her environment and whether his/her 

reactions to the given situation are adequate. 
Among the persons attending conductive education there are often people 

with serious-multiple disabilities, or who cannot speak for another reason. 

Other communication methods must be considered in their case. It must be 

observed how differentiatedly they can express their emotions and whether 

they have other means apart from crying, smiling and flexing their muscles. 

The conductor observes whether the tested persons establish an eye contact 

with the people turning to them, whether they look at the other person’s face 

and react to their voice and emotions. It may happen that they can only use 

their eyes to indicate, due to a face and speech muscle impairment, and the 

conductor’s empathy, attention and understanding is especially important on 

such occasions. 
It is important to observe and record how people who are unable to speak 

react to other people’s speech. The conductor can rely on speech compre-

hension in their communication if the patient somehow turns to the person 

asking the question, tries to look at him/her and appropriately reacts to the 

situation (with a smile or mimicry, by expressing emotions, making sounds, 

winking etc.). However, it may happen that on the occasion of the first test or 

the first sessions the child/adult rejects the situation that is strange to them 

but not the communication in general. In their case it is also necessary to ask 

their carer/parents or to postpone the observation to another occasion when 

the tested person is already familiar with the new environment and already 

treats the conductor as a less unfamiliar person. 
• Motivation, attention, sociability: Apart from the abilities, it is also 

necessary to survey the emotional factors that the intervention can rely on. As 

conductive education is based on the active participation of the child/adult, it 

is very important to observe and record with what and how the person can be 

motivated. It is also important to observe how the attention is raised and 

maintained, and how permanent it is. 
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The existence of, or the obstacle to social relations is also a key aspect in 

conductive education. The group is the scene of education, and it is often the 

most important social medium for the child or the adult after the family. In 

order to use the positive impacts of the group, it must be known how the group 

participants accept strangers and acquaintances (they welcome or reject 

them), do they initiate contacts themselves, how successful they are in 

establishing contacts, can the specialist rely, in the course of the intervention, 

on imitation, on presenting positive examples and on social learning. 
For children at kindergarten age, a detailed, complex list of observation aspects is 

made with an attached table, based on the kindergarten observation aspects that are 

used nationwide, where the child’s abilities are recorded when starting kindergarten 

and at the end of each term. The observation table has been worked out along the 

following aspects: 
• Social and emotional maturity: relationship with adults and peers, his/her 

position in the community/group, conflict management, following rules, 

behaviour, emotional, intentional life, participation in activities, 

understanding tasks, task awareness task completion. 
• Cognitive functions – Actively learning the external world with mathematical 

and environmental contents: general information level, attention, memory, 

play activities, mathematical-logical development, environment-related 

active-passive vocabulary, orienteering in time and space. 
• Communication, language, speech: willingness to speak, expressive speech, 

vocabulary, formal speech, speech rhythm, need for communication, speech 

comprehension, mimicry, gestures. 
• Poems, tales, singing and listenting to music: motivation, learning, perfor-

mance. 
• Ability to draw and represent: handedness, pencil grip, tracing, drawing, 

colouring, topic choice, painting, glueing, scissors usage, tearing, modeling, 

portraits. 
• Body scheme, spatial orientation and movement: knowledge of body parts 

and sensory organs, terms of spatial relations. 
• Features of the child’s playing: types of games, toys, behaviour, the role of 

playfellows.6 

 

 

 

                                            
6 WHO 2009 
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CLASSIFICATION SYSTEMS, CLASSIFICATION SCALES 

International Classification of Functioning, Disability and Health 
(ICF) 

The ICF is a classification system – set up by the WHO – has the basic idea, similarly 

to the ICD (International Classification of Diseases), to create categories that are clear 

and have the same meaning worldwide so that the classification of disabilities should 

be clear all over the world for various specialists, service providers, researchers and for 

the population, of course, also including disabled persons and their families.5 
Its philosophical interpretation differs from the previous classification system, the 

ICF regards disability as the result of of the interaction between the persons with a 

changed health status and their environment. 7 Accordingly, it is also possible to mark 

the supporting or hindering impacts of the environment. A novelty is that it also pays 

attention to the personal factors, their supporting or hindering impacts can also be 

marked, however, the personal factors have not been worked out yet. 
The classification system uses a 5-point scale (qualifiers) to denote the momentary 

status of the given function, activity etc. The ICF is also suitable for tracking positive 

or negative changes although, like all other classification systems, only within certain 

limits, and it is not sensitive to minor changes. 
The ICF has a version for both adults and children. The version applicable for 

children (ICF–CY) considers their age characteristics, their development and the 

features of activities and social participation that are different from those of adults. 

Status-specific category sets have also been created through international development 

and with support by the WHO, including a category set developed for surveying people 

living with cerebral palsy. There is a category set to be used generally for all ages and 

a short category set developed for infants (until age 6), school children (aged 6–13) and 

for adolescents (aged 14–18).8 
It can be mentioned as a restriction that the usage of the ICF needs special learning, 

also due to its novelty (the WHO recommendation also says that a training course 

should be attended before using the ICF), and the assessment takes some time. The 

adult version is also available in Hungarian,9 10 and, for the time being, the children’s 

version is only available in English. 

Functional classification scales 

The advantage of functional classification scales is that they are easy and quick to use, 

need no pre-qualifications just a little practice and they produce a fast, comprehensive 

and comparable indicator. It can be especially useful if the goal is to form a general 

picture, and not a detailed one, about the tested person or group. The scales have 

                                            
7 KULLMANN 2019, p. 97. 
8 SCHIARITI 2015 
9 http://mek.oszk.hu/09700/09756/09756.pdf 
10 https://apps.who.int/iris/bitstream/handle/10665/43737/9789241547321_eng.pdf?sequence=1 

http://mek.oszk.hu/09700/09756/09756.pdf
https://apps.who.int/iris/bitstream/handle/10665/43737/9789241547321_eng.pdf?sequence=1
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replaced the earlier used serious-mild, serious-moderately serious-mild etc. subjective 

categories, enabling the researchers to compare the results of persons who conform 

with each other with regard to movement, communication and disability in various 

activities as well as to form more homogeneous groups where the results can be 

compared and assessed in the research. 

Gross Motor Function Classification System (GMFCS) 

A gross motor movement classification scale expressly made for children living with 

cerebral palsy. The scale has 5 levels, where 1 means very mild and 5 means very severe 

impairement. The scale was originally made for use between 6 months to 18 years, with 

versions broken down to 6 months–2 years, 2–6, 6–12 and 12–18 age groups. However, 

several studies support that the scale can also be used reliably with adults, and it is used 

for tests to measure the gross motor handicap of adults living with cerebral palsy.1112 

The scale can be used freely. 
The GMFCS focuses on measuring the gross motor performance of the child/young 

person at home, at school and in the local community in general, instead of assessing 

the best performance known. It is important to point this out to ensure that the 

specialists should try to learn about the current implementation of gross motor 

movements by using the GMFCS and not about the quality of movement or about the 

child’s development opportunities.13 
A self-completion version of the scale has also been made for adults and it was 

tested in the Hungarian language in January-February 2019. 

Manual Ability Classification System (MACS) 

The scale assessing the impairement of arm movements was also made for children 

living with cerebral palsy. Similarly to the GMFCS, the scale has 5 levels, where 1 

means very mild and 5 means very severe impairement.14 Upon the assessment, the 

general hand use activity must be considered and not the best ability. 

Communication Function Classification System (CFCS) 

It is structured similarly to the previous two classification systems, assessing the 

communication performance of children living with CP at 5 levels, where 1 means a 

fluent, practically unhindered communication, while 5 means severe impairement in 

communication. It must be considered upon the assessment whether the child generally 

participates in the communicative situations instead of focusing on their best ability.15 

                                            
11 SANDSTRÖM 2004; JAHNSEN 2006 
12 HERGENRÖDER – BLANK 2009; JIANG 2016 
13 PALISANO – ROSENBAUM – BARTLETT – LIVINGSTON 2007 
14 http://www.macs.hu/ 
15 https://cerebralpalsy.org.au/our-research/about-cerebral-palsy/what-is-cerebral-palsy/severity-of-

http://www.macs.hu/
https://cerebralpalsy.org.au/our-research/about-cerebral-palsy/what-is-cerebral-palsy/se-verity-of-cerebral-palsy/communication-function-classification-system-cfcs/
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Functional independence measure (FIM) 

It determines the rate of external help and the need for support required for carrying 

out basic life activities (18) as well as explores the following activities: self-care , 

Sphincter-control, movement ability, walking, communication, social abilities. The 

FIM differentiates 7 levels in terms of external help, accordingly, numbers can be 

assigned from 1 to 7 to each activity, where levels 1–2 mean total assistance with helper 

and level 7 means complete independence with no helper. Using the FIM is subject to 

qualifications in the USA but not in Hungary, however, its usage requires attention and 

practice. 

WeeFIM 

A version of the functional independence measure (FIM) adapted to children. It 

assesses three main areas: self-care , movement and cognitive abilities. It covers 18 

units altogether and explores children’s abilities related to their daily activities based 

on the need to support the performance of the given activity. It is scored in the same 

manner as the FIM. 

Barthel Index 

This classification system can be regarded as the ancestor of daily living activity scales 

but it is still used today. It assesses ten everyday life activities: feeding, transfer to chair, 

grooming, toilet use, bathing, stairs, dressing, bowel control and bladder control. 0, 5, 

10 or 15 points can be given depending on whether the activity is carried out 

independently or with help, the total score provides the index number and shows the 

independence rate of self-care . 

Kiphard’s sensorimotor and psycho-social developmental chart 

This developmental chart to be used from age 0 to 4 years, was worked out by Ernst 

Kiphard, as mentioned in the preface of his book, based on observing the development 

of thousands of children. It is interesting that it was not made for scientific purposes 

but for the parents of underdeveloped infants and small children.16 
The chart measures the development of 5 areas: sight and optical perception; grip, 

hand and finger dexterity; changes of positions, gross motor movement, body control; 

mouth movement and active speech; hearing and acoustic sensing (speech 

comprehension). The chart shows for all areas, in a breakdown by months, what can be 

expected from the child in the given area and at the given age. It is important to note 

that the chart contains minimum scores and no average figures, i.e. if the children 

cannot complete the task of the given month, it means that their development is slowed 

down or blocked. Using the chart requires no pre-qualifications. 
 

                                            
cerebral-palsy/communication-function-classification-system-cfcs/ 

https://cerebralpalsy.org.au/our-research/about-cerebral-palsy/what-is-cerebral-palsy/se-verity-of-cerebral-palsy/communication-function-classification-system-cfcs/
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The tasks get more and more difficult from bottom to top, presuming that those 

who complete the tasks set for 2 years and 4 months can also complete the tasks of the 

previous months. Thus, although 240 tasks are listed, only the task completion relevant 

to the biological age must be checked with the child or asked from the parents. Should 

the children be unable to complete the task relevant to their age, one must step back in 

the grid six months and ask about the tasks specified there. However, using the chart is 

difficult for children living with CP. Children living with CP do not show a linear 

development so it may happen that the child completes the task pertaining to 2 years 

and 4 months but not the task pertaining to 2 years and 2 months. For this reason, the 

recommended assessment method cannot be used in their case, i.e. that the examination 

is started by assessing the tasks pertaining to the child’s biological age and if the child 

is unable to complete them, one has to step back to the tasks pertaining to the period 

six months earlier. This may significantly extend the testing time, furthermore 

assessing the results also requires great care and using the measurement lines and the 

development chart needs practice. 
Kiphard recommends that the chart should primarily serve as a basis for planning 

interventions, and it should serve the purpose of control only in the second place.17 

MEASURING MOTOR FUNCTIONS 

Gross motor function measure (GMFM 88/66) 

A standardized measurement tool made in 2002 for assessing the gross motor functions 

of children aged 5 months to 16 years living with CP. Later it was also tried with 

children living with Down syndrome and the tool was also found suitable for their gross 

motor measurement and for tracking changes. However, only GMFM88 is 

recommended for the gross motor movement measurement of children with Down 

syndrome but not the shortened 66-item version. 
GMFM covers a wide range of activities, from turning head when lying supine up 

to jumping from a stair, altogether in five areas: lying and rolling; sitting; crawling and 

kneeling; standing, walking; running and jumping. It has two versions: the original one 

with 88 items and the new one with 66 items. (The 66–item version contains the part 

of the 88–item version that proved to be one-dimensional.) 
Each item can be assessed on a 4-point scale where 0 means “does not initiate 

movement” and 3 means “task is completed”. Assessment is made in each area and also 

in a summarized form, which helps to set up a development curve to predict what 

development can be expected in each area among children in various GMFCS 

categories.  

The results can be used both for setting the development targets of gross motor 

movement and for recording the achieved results. 
Using the measuring line needs minimal tools, which are generally available in all 

intervention rooms and gyms. The time need covers 45–60 minutes on average, 

depending on the motor status, the age and the current condition of the child. The 

assessment needs no qualifications but the users need to learn the GMFM guidelines 

and the detailed instructions on scoring. hiányzik a hivatkozás! 
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The advantage of this measure line is that it is known and widely applied all over 

the world. The book is available in Hungarian on the internet: 
https://doki.net/tarsasag/rehab/upload/rehab/document/GMFM_66_GMFM_88.pdf. 

 
Quality of Upper Extremity Skills Test, QUEST) 

This is also a measure line made for testing the upper extremity functions of children 

aged between 8 months and 8 years and living with CP. It offers the opportunity to test 

four areas in a task situation:  

Dissociated movement, Grasp, Protective extension, and Weight Bearing. 

Assessment is done along two dimensions: “yes” (the task was completed according to 

the conditions), “no” (could not, or did not want to complete the task). In addition, the 

hand function, the rate of spasticity and cooperation is also recorded based on the 

observations of the assessor. 
Using the test requires no qualifications. This measure line is less used inter-

nationally than the GMFM. The guideline is available only in English, it can be freely 

downloaded and used in a pdf format: 

https://slpemad.files.wordpress.com/2015/06/1992_quest_manual.pdf 

 
 

PROCEDURES TO TEST LEARNING ABILITIES 

Diagnostic assessment of human figure drawing and visuo-motor coordination 

(Goodenough draw-a-person test) 

When standardizing the method that was worked out almost 100 years ago, 

Goodenough used the drawings of thousands of children of various ages and 

nationalities. Goodenough based his theory and testing method on the fact that there is 

a strong relationship between intellectual maturity and the level of human figure 

drawing, i.e. the IQ (intelligence quotient) and the DQ (drawing quotient) are generally 

identical. If there is any significant difference between the two indicators, it refers to a 

disproportion between the child’s maturity and psychic status and, as such, it can be 

used as a diagnostic indicator. 
There is no such relationship in the case of children living with CP (what is more, 

it is a question how relevant the IQ result is for persons living with CP, some authors 

claim that it is not16), therefore great care must be taken in their case when assessing 

the human figure drawings and using the received results. It is not recommended to do 

the test with children who have a problem with sitting and holding their head and body 

or leaving a pencil mark on paper. 

Upon the assessment the drawings are ranked into groups A and B according to 

whether the child drew a human figure that can be recognized or not. The assessment 

                                            
16 ESBEN 2003 

https://doki.net/tarsasag/rehab/upload/rehab/document/GMFM_66_GMFM_88.pdf.
https://slpemad.files.wordpress.com/2015/06/1992_quest_manual.pdf


 

39 
 

scale was worked out under four aspects: 1) elaboration , 2) complexity, 3) proportions, 

4) motor coordination.17 

DIFER ability testing programme package 

The programme package was made in the early 2000s as a result of further developing 

the previously used PREFER test system: It is a diagnostic development testing and 

criteria-oriented developing system for children aged 4–818.  

DIFER assesses seven elementary skills that are essential for success at school 

and specifies – in a single number – the DIFER index that can be regarded as an 

indicator of maturity for school according to the tests. The index sets 65% as the level 

of school readiness. 
Partial skills tested by DIFER: 

• social ability 
• writing motor coordination 
• understanding empirical correlations 
• hearing speech sounds 
• empirical conclusion 
• relation vocabulary 
• basic counting 

The goal of the programme package is to indicate ways for skills development. The 

programme package specifies 5 levels for each partial ability: preparatory, beginner, 

advanced, finishing and optimal level. Skills development must be continued, as 

recommended by the programme designers, until the child reaches the optimal 

development level. The optimal level is different according to the partial abilities, 

ranging between 85–90%. 
In 2003, the Center for Research on Learning and Instruction of the University of 

Szeged organized research on a nationwide representative sample to track the 

development process of students. The result was that the DIFER calculation partial test 

co-related with the mathematical results at the end of the second year and the measured 

partial abilities altogether co-related with the text comprehension measured at the end 

of the second grade. 
Another result of this research was that 78% of the school starters reached the 

critical 65% (school readiness) level. 5% of them are at a preparatory level (they fall 

behind by about 2 years in terms of age), and 17% at a beginner level (they fall behind 

by about 1 year in terms of age).19 
Several tests prove that the DIFER programme package can also be used in special 

education, with children having learning difficulties, but in their case more detailed 

instruction and generally more time is needed for conducting the tests. When starting 

school, children having learning difficulties are at the level of the intermediate 

                                            
17 TORDA 1994 
18 NAGY 2004 
19 JÓZSA 2016 
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kindergarten group on average, and they reach the school readiness level in the fourth 

school year on average.20 

The predictive value of the DIFER programme package was surveyed in 2018 by 

the “Measurements in conductive education” research group at the András Pető Faculty 

of the Semmelweis University and the programme package indicates learning 

difficulties accurately also for children living with CP. A thesis was made from the 

results of the survey.21 
 

GMP 

An age-specific (3–13 years) measuring instrument to survey the processes of speech 

perception and speech comprehension. The surveyed partial processes are as follows: 

speech perception fuctions, sentence comprehension, text comprehension, short-term 

verbal and visual memory, word activation process, central operations (cerebral 

hemisphere dominance), hand usage, ability to recognize directions. The test package 

also contains a recommended development package, and, if necessary, the 

recommended development covers a period from 6 months to 3 years. The test package 

can also be applied for measuring development, and it is recommended to make control 

measures maximum in every half year. 
Using the package is subject to qualifications, which can be acquired in an 

accredited course. 
It is true of all the below screening procedures indicating learning disabilities that 

task completion is often unsuccessful without targeted intervention for children living 

with CP, but the progress can be well measured after the targeted intervention, when 

the test is once again taken (six months or a year later). Those who still have a difficulty 

with task completion at this time will also have problems with reading and writing later. 

For this reason, the measurements should be repeated and the received results should 

be assessed in comparison with each other. 

Edtfeldt 

A procedure testing the perception of spatial positions, whereby it must be decided 

whether two figures in a square are the same and are also placed in the same direction. 

The advantage of the test is that it is quick and simple, it can also be done in a group, 

and it is simple to assess. The scores attained from the right and wrong answers show 

at what age level the child performs in perceiving the spatial positions.22 

Dyslexia Prevention Test (DPT) – Letters and geometrical forms 

A procedure worked out by Ildikó Meixner “to test the development of fine motor 

rhythm related to speech development, in addition to Gestalt vision, i.e. orientation in 

                                            
20 JÓZSA-FAZEKASNÉ 2006 
21 SZARKA 2019 
22 SZAUTNER 2008 
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spatial directions.23 The test consists of two parts: A) a part testing the perception of 

spatial position, structured similarly to the Edtfeldt test, and B) a pattern-copying task. 

The test helps to measure whether the child perceives spatial directions and locations 

in a plane, and how well s/he is able to present it visually. 

LIFE QUALITY TESTS  

With a view to the already mentioned holistic human image, the assessment of people 

living with CP cannot stop with testing and measuring the functions. The conductor 

must also learn about the person’s life situation and life quality in order to define and 

set up truly customized goals and to compile individual and group intervention plans 

together with the persons living with disability and with their families. Life quality tests 

were started in conductive pedagogy in this decade, but they proved to be popular with, 

and were positively accepted by the persons living with CP and by their families as 

well as by the specialists/by the representatives of associated professions. These tests 

will hopefully be more widely used in the future and will extend our knowledge about 

the everyday life and the difficulties of people living with CP, about their need for 

support and about the attitude of their environment. 

Life quality tests were started in the second half of the last century, primarily in 

healthcare and at the beginning they were limited to adults. According to the WHO 

definition “the quality of life is an individual's perception of their position in life in the 

context of the culture and value systems in which they live and in relation to their goals, 

expectations, standards and concerns. [...] It includes the person's physical health, 

psychological state, level of indepencence, personal beliefs, social relationships and 

their relationship to salient features of their environment”.24 
Measuring the life quality of people living with disabilities became a scientific 

interest for various reasons. The disability-related civil law movements started to 

demand that life quality should be measured and the individual life indicators should 

be monitored also for persons living with disabilities. Social and health policies also 

started to use the life quality indicators, primarily to measure the success of services. 

Last but not least, there was a change in the opinion about what produces a better life 

quality. While life quality was earlier expected to improve with the technical, scientific 

and medical developments, it has been recognized by now that this, in itself, will not 

produce a positive change in life quality, but it must also be accompanied by a change 

in environment and attitude, and the two must be in harmony.25 
Focus was placed on measuring the life quality of children in the 1990s. Measuring 

children’s life quality raised specific questions: whose aspect and opinion is more 

important – that of the child/adolescent, the parent or perhaps the specialist dealing 

with them? From what age can children give a reliable opinion about their life quality? 

Another specific aspect of questionnaires for children must be that they need to be 

adjusted to the children’s age-related differences, therefore measuring various age 

                                            
23 PORKOLÁBNÉ BALOGH 1988, p. 175 
24 WHQOL Measuring Quality of Life, 1999 
25 SCHALOCK 2002 
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groups requires different question lines. Using the life quality measuring tools requires 

no special qualifications. 

Cerebral Palsy Quality of Life (CPQOL) 

 

As is already indicated by its name, this is a measuring tool developed for children and 

adolescents living with CP, which, in addition to general questions, also focuses on 

areas related to special needs. Two age groups are separated: A version for children 

aged 4–12 and a version for adolescents aged 13–18. Each questionnaire has a self-

completion version and a proxy version to be completed by a parent or a primary carer. 

The self-completion question line for children can be answered from the age of 9, and 

only the proxy version can be used for measuring the life quality of younger children. 

A special feature of the question line is that it measures the satisfaction of the 

surveyed child or adolescent about their participation in a given activity, their body 

functions as well as their built and social environment. 

The answers can be recorded on the Likert scale, then the received results can be 

converted to a 1–100 scale. The indicator received in this manner shows the satisfaction 

of the child or the primary carer in the following fields: 

• social wellbeing and social acceptance 

• emotions related to functions 

• participation and physical health 

• emotional wellbeing and self-esteem 

• access to services 

• impact of pain and disability 

• health of the family. 

KIDSCREEN 

The measure line was originally developed by pediatricians to compare the life quality 

of healthy children and children suffering from chronic diseases.26 However, the 

question line can also be applied for children living with disabilities. There are three 

versions: a version with 52 questions in 10 dimensions, a narrower version with 27 

questions in 5 dimensions and a short version with 10 questions. All the three versions 

also have a self-completion question line and a proxy question line to be completed by 

the primary carer. The Kidscreen dimensions are illustrated by figure 1. 

                                            
26 SCHIARITI 2014 
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Figure 1: Relations of the KIDSCREEN dimensions in three versions27 

KIDSCREEN – 52 KIDSCREEN – 52 

KIDSCREEN – 27 KIDSCREEN – 27 

KIDSCREEN – 10 KIDSCREEN – 10 

Fizikai jóllét Physical well-being 

Pszichológiai jóllét Psychological well-being 

Hangulat, érzések Moods and emotions 

Öntudat Self-perception 

Autonómia Autonomy 

Szülőkkel való kapcsolat, otthoni élet Relationship with parents and home life 

Anyagi helyzet Financial resources 

                                            
27 https://www.kidscreen.org/english/questionnaires/ 
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Társak és szociális támogatás Peers and social support 

Iskolai környezet School environment 

Zaklatás Bullying 

Fizikai jóllét Physical well-being 

Pszichológiai jóllét Psychological well-being 

Autonómia és szülőkkel való kapcsolat Autonomy and relationship with parents  

Társak és szociális támogatás Peers and social support 

Iskolai környezet School environment 

Általános Életminőségi Index General Life Quality Index 

 

Personal Life Quality Index (PLQI) 

The International Association for the Scientific Study of Intellectual and 

Developmental Disabilities published its definition of life quality in 2002. According 

to their concept, life quality is a holistic term covering 8 areas: personal development, 

self-determination, interpersonal relations, social inclusion, rights, emotional 

wellbeing, physical wellbeing, material wellbeing.28 The specialists have special 

difficulties with measuring the quality of life that is defined subjectively by the 

surveyed persons living with intellectual disability. Schalock and his colleagues 

worked out a measuring tool that provides the opportunity to survey life quality 

expressly among people living with intellectual disability in the 8 above-mentioned 

areas. Accordingly, the question line has simple wording, and it is completed on a 3–

point Likert scale. The question line has a self-completion and a proxy version, but 

Schalock and his colleagues point out that the surveyed persons must be asked about 

their life quality, and the opinion of the proxy respondent can only produce a limited 

result in itself.29 
The questionnaire has also been tried out with, and found to be applicable for 

people living with other disabilities30 and people not living with disabilities.31 As can 

be seen, the question line can be used for surveying the subjective life quality of various 

groups, and the results of persons living with various disabilities and persons not living 

with disabilities can be compared to each other. 

The question line arranges the above-mentioned 8 areas into 3 factors: 

independence, social participation and wellbeing. The summarized result of the three 

factors highlights the subjective life quality index of the surveyed person. The 

questionnaire can also be used for measuring the success of services as well as for 

creating and monitoring individual life courses. The Hungarian version was tested in 

January–February 2019 among persons living with physical disabilities. 

 

 
 

                                            
28 SCHALOCK 2002; KOZMA – SIMONOVITS – KOPASZ – BERNÁT 2016 
29 SCHLOCK – BOHNAM – VERDUGO 2002 
30 VERDUGO 2010 
31 GOMEZ 2012 
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USING THE MEASUREMENT RESULTS, RESEARCH 

Gross motor movements 

The András Pető Primary School of the Semmelweis University (hereinafter: school) 

introduced the measurement of gross motor movements, in a phasing-out system, in 

September 2015. In the autumn of each year, children starting school go through input 

measurement and the earlier measured children are newly measured every year. The 

survey covers the results of the input measures of children starting school in the autumn 

of 2015 (16 students) and the results of two post-measures. 
The survey covered the following aspects: 

• distribution of the students according to the level of severity, 
• GMFM results according to blocks and in a summarized form, 
• Change in the summarized GMFM results according to the degree of severity, 

compared to the average change data found by the developers of the measure 

line.32 

GMFCS 

 We have no Hungarian statistics about the distribution of children living with CP 

according to the level of severity, therefore, the distribution of children going to the 

educational-teaching institutions of the practicing area according to GMFCS levels has 

been compared to the results of a Canadian, an Australian and a Swedish survey. 

(Figure 2) 

  

                                            
32 RUSSEL- ROSENBAUM – MAVERY 2002 

 

Figure 2 Distribution of children living with CP according to GMFCS levels 
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Translation of „figure 2” chart 

Cerebráris parézissel élő gyermekek 

súlyosság szerinti megoszlása 

Distribution of children living with CP 

according to the degree of severity 

1-5. szint Level 1-5 

Kanada Canada 

Ausztrália Australia 

Svédország Sweden 

Pető Pető 

It can be seen that the breakdown by the level of severity is different in each country 

but it seems to be a trend that a higher percentage of persons living with CP (40–60%) 

have a lower degree of severity and a lower rate is scored by those living with a higher 

degree of severity (25–40%). However, this rate is just the opposite at our institution. 

68.75% of the children starting school in September 2015 have a severe level of 

severity (GMFCS levels 4 and 5) and only 18.75% have a milder level of severity. The 

deviation between the distribution rates measured by us and abroad is not surprising as 

primarily those parents and families turn to us, as a segregated institution, whose 

children were not recommended to choose integrated education, or participation in 

integrated education was not successful for some reason, so the parents decided to take 

their child to a segregated institution. 

GMFM 

Figure 3 illustrates the input measures of children starting school in 2015 and the results 

of post measures over the next two years. 

Figure 3: Development of the gross motor movement of children starting school in 

2015 based on the results measured with  

2015 2016 2017 
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Translation of „figure 3” chart 

A csoport eredményei a 3 mérés alatt Group results in 3 surveys 
A: fekvés, fordulás A: lying, turning 
B: ülés B. sitting 
C: kúszás, mászás C: creeping, crawling 
D: állás D: standing 
E: járás E: walking 
Összes Total 

 

Development was recorded in all gross motor areas. The largest development can 

be registered with lying and turning (10.8%), followed by sitting (9.9%) and standing 

(6.4%), and stagnation can already be perceived in this area between 2016 and 2017, 

walking (5.5%) and finally sitting (3.9%). The summarized result shows a 7.5% change 

in two years. 
The results were compared to the rate of average change published by Russel and 

his colleagues.33 
Figure 4 shows the results published by them under the name “relative average 

change”. It must definitely be kept in mind upon the data comparison that the results 

received about the school can mainly be regarded as an interesting fact but they are not 

relevant due to the very low element number of the sample. 

 
Figure 4 Percentage result of changes upon the first and second post measures based 
on the GMFCSlevels 
 
 

                                            
33 RUSSEL- ROSENBAUM – MAVERY 2002 
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Translation of “figure 4” chart 
 

Változások %-os eredménye az első és a 
második utánméréskor GMFCS szintjei 
alapján 

Percentage result of changes upon the 
first and second post measures based on 
the GMFCS levels 

1. szint Level 1 

2. szint Level 2 

3. szint Level 3 

4. szint Level 4 

5. szint Level 5 
Petős gyerekek 1. év változás Children at Pető, change in year 1 
Petős gyerekek 2. év változás Children at Pető, change in year 2 
viszonyított átlagváltozás relative average change 

 

The figure shows that the results measured on the school differ at all severity 

degrees from the values that can be expected based on the average change.34 
In the first 12 months the rate of changes significantly exceeded the expected rate 

of changes indicated by the authors. However, in the second 12 months only the 

development of levels 1 and 3 exceeded the expectable rate, those at level 2 were 

slightly behind this level, but the development of children with serious disability, levels 

4 and 5, came to a halt, what is more, a slight decline can be seen with them. For the 

time being, we cannot give an explanation due to the already mentioned low number 

of data. 
In summary, the András Pető Faculty does not yet have sufficient data for 

conducting wider surveys. The current experience shows that the introduced 

classification system (GMFCS) unified the institution’s language and made the data 

comparable with the data of other institutions. On the other hand, using the GMFM 

measure line enabled the tracking and the comparability of changes. If sufficient data 

are available, the aspects of development of children living with CP can be surveyed in 

a breakdown by age levels. This will make it possible to more accurately define, if 

necessary modify, the development goals and hopefully to make interventions that are 

better adjusted to the individual characteristics and, thus, they become more successful. 

The measuring profile of a child 

 Illustrating the measures on a diagram makes it possible to give a more accurate profile 

of a child’s abilities and to show the changes in abilities. It helps the pedagogues 

dealing with the child (conductor, development teacher, special education teacher, 

                                            
34 The column “children at Pető, change in year 1” shows the change between the input measure 

(2015) and the first post measure (2016), and “children at Pető, change in year 2” shows the 

change between the first post measure (2016) and the second post measure (2017). 
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teachers in lower and higher grades etc.) to accurately specify the goals and tasks when 

working out the given child’s individual intervention plan and to record the results in 

the individual development sheets. 
Figure 5 shows the input results of a child, at the age of 7.3 months upon conducting 

the test and a year later, coping with moderate physical disability (GMFCS 3) and with 

serious learning difficulties. 

 

 
Figure 5: Results of a school child with medium physical disability 

 
Translation of „Figure 5” chart 

1 gyerek képességprofilja és a 
változások mértéke a mérések alapján 

A child’s ability profile and the rate of 
changes based on the measures 

DIFER DIFER 
Edtfeldt Edtfeldt 
DPT betűk DPT letters 
DPT formák DPT forms 
GMFM GMFM 

 
It can be seen that the child achieved significant, higher-than-expected develop-

ment in all areas. The gross motor development scores 12.7%, well exceeding the 

average 1.89% development measured by Russel and his colleagues in this age group. 
The changes are significant in the field of learning abilities. When starting the 

elementary school of the András Pető Faculty, children enter the first foundation class, 

where the learning abilities are developed intensively in the first year and teaching in a 

traditional sense is only started in the following year. The child presented here also 

went to this class and the results well reflect how necessary it is to intensively develop 

the learning abilities of children living with CP in addition to their motor development. 

The input measures showed the failure of orientation in a plane (DIFER, Edtfeldt, DPT 

letters) and the inability to identify forms (DPT letters, DPT forms, Edtfeldt). There 

were problems with creating relations but good results were achieved in mathematical 

skills (DIFER). The changes within one year were outstanding and although they did 
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not reach the level required for school enrolment, they were near that level, ensuring 

that the school should not turn out to be the scene of failure. 

Life quality assessment 

The Hungarian version of the CPQOL life quality assessment tool was tested in the 

2017/18 academic year with the children educated at the practicing institutions of the 

András Pető Faculty of the Semmelweis University and with their parents.35 All in all, 

the results go to show that both the children and their parents reported a high life quality 

in both age groups (children and adolescents). It was tested which background variable 

exerts a bigger impact on life quality, however, no significant connection was revealed 

between the surveyed variables. No connection was highlighted either between the rate 

of disability (GMFCS levels) and the areas of life quality. 
We compared the differences between the children’s self-completion questionnaire 

and the version completed by the parents. Similarly to other surveys, 36 the parents 

found their children’s life quality lower than their children. The 9–12 age group showed 

a significant difference in the area “The impact of pain and disability”. The parents 

found their children’s life quality much lower in this respect (average score: 53.13; the 

lowest average score in the parents’ answers) than their children (average score: 82.72; 

the highest average score in the children’s answers). This reveals that parents attach 

much more importance to the impact of pain and disability on their children’s life 

quality than their children. 
The life quality assessment can also be used for setting institutional targets. The 

input measures help to mark out the development goals of the group and the institute 

and to adjust the action plan accordingly, then the new results measured at the end of 

the action plan implementation period can be compared to the input results. 

                                            
35 VISSI 2019 
36 SHELLY-DAVIS-WATERS 2008 
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Summary of experience gained from a pilot research on 

the potential application of pulsed electromagnetic field 

therapy for cerebral palsy (CP) in children1 

 
MÁRK ÁGOSTON PULAY – FEKETÉNÉ ÉVA SZABÓ – IBOLYA TÚRI 

 

 

Introduction – Research background 

 

The study programme of our pilot research was preceded by the Comparative Health 

Science Symposium titled "Outstanding Early Movement Development Methods". The 

Faculty of Health Sciences of Semmelweis University (Hungarian abbreviation: ETK) 

and the Pető András Faculty of Semmelweis University (PAK) have both participated 

in the symposium as speakers, and the idea of establishing research cooperation 

between these faculties has also been proposed here initially. The framework of the 

National Bionics Programme within Semmelweis University for the development of 

the so-called passive device assisted physical exercise methods can also be considered 

as a starting point, and a new research project of the ETK, resulting in significant 

results, investigating the possibilities for intervention with electromagnetic field 

treatment in cases of old age sarcopenia was also a key factor for us. 

 

In the past year, in a research group jointly formed by ETK and PAK, we have 

reviewed the possibility to extend the research programme to children with cerebral 

palsy receiving conductive education. It is to be highlighted that experience has already 

been gained on rehabilitation treatment of such genetic origin childhood movement 

disorders as the Duchenne muscular dystrophy (DMD), the Becker muscular dystrophy 

(BMD) and the Spinal muscular atrophy (SMA), in relation to the application of the 

pulsed electromagnetic field (PEMF) stimulation method.  

Our long-term research goal is to evaluate the efficacy of two supplementary 

therapeutic bionic tools, the PEMF treatment and the whole body vibration (WBV) 

therapy, and to compare their effectiveness in children living with cerebral palsy. 

Within the framework of the research initiated after the preparation of the research 

protocol and the acquisition of the research ethics approval, we conducted a pilot study 

on the applicability of the PEMF therapy and prepared a detailed meta-analysis of the 

experience gathered from WBV therapy in the aforementioned target group. This 

summary presents the experimental research and the results of the pilot research. 

  

Electromagnetic field therapy 

 

From the point of view of increasing physical activity, PEMF treatment can be seen as 

an effective form of "passive" physical activity controls, as a lifestyle, physical fitness 

                                            
1 Published in Hungarian: Tudomány és Hivatás, 2022/1. 61–69. 
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and therapeutic method. The book of Schweigmann and Rauch-Petz (2001) also reports 

on several positive results of the treatment over the last two decades, in terms of 

lifestyle as well as of the treatment of a number of diseases. The PEMF stimulation 

device (Sanza) used in the pilot research and developed by the company Santerra, 

delivers electromagnetic waves in two frequency bands (Figure 1). 

 
Figure 1. Parameters of the Sanza device output signal: the sinusoidal envelope 

curve, corresponding to biospecific frequency ranges (EEG spectrum, treatment of 

pain and immune processes in the 4-25 Hz frequency range). On the other hand, the 

higher frequency (200 Hz) square wave pulse (below the sinusoidal curve), belongs 

basically to the EMG range and affects muscle function.  

The illustration is taken from a patent description (Bretz and Huber 2012). 

 

The Sanza multifunctional therapy device emits low frequency (4-25 and 200 Hz) 

electromagnetic waves in various intensities (amplitude) (10-1250 micro-Tesla), 

grouped into various programmes (Vital, Relax, Sleep and Sport). Throughout life, our 

body loses energy for a variety of reasons, but the magnetic field regenerates and allows 

the energy potential to increase again. PEMF therapy is often used as a non-invasive 

supplementary treatment for various types of musculoskeletal disorders such as 

arthritis, abnormal muscle tone (SMS, muscular dystrophies) and osteoporosis 

(Yadollahpour & Rashidi, 2014). 

Upon reviewing the literature of related research we found that most studies 

focused on the potential impact of pain relief after various spinal or back pathologies, 

such as low back pain, disc herniation, spinal herniation or even knee joint surgery 

(Adravanti et al, 2014; Elshiwi et al, 2019; Hattapoğlu et al., 2019; Krause et al., 2004). 

In terms of noteworthy biological effects of the pulsed electromagnetic waves, it shall 

be noted that they can stabilize the transport of electrolytes across the cell membrane, 

thus improving cell metabolism and regeneration. 

For example, they activate osteogenesis, ie. the activity of the osteoblasts (Pe-

tecchia et al., 2015), reduce mRNA synthesis of enzymes involved in oxidative and 

pro-inflammatory processes, thereby reducing and solving the chronic inflammatory 

process (Kubat et al., 2015), and also reduce the concentration of pain stimulus 

transmitters (Mert, 2017).  

Therapeutic effects can be achieved in a number of applications, such as plastic 

surgery, oedema and pain relief (Strauch et al., 2009), chronic wound healing (Akai et 

al., 2002), in the reduction of low back pain (Andrade et al., 2016) and knee joint 

arthritis (Bagnato et al., 2015), and in the healing of bone fractures (Yadollahpour et 

al., 2014), mainly for musculoskeletal disorders. 
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The Sanza device is also used in practice to treat several other diseases (see Knaf 

E.: Praxisbuch für Anwender, a therapeutic accessory for the Sanza device, which lists 

more than 200 diseases). 

In the course of a systematic literature research, we found that currently there isn’t 

any research report to have investigated the potential application and beneficial effects 

of the PEMF field therapy in cerebral palsy patients. Among other things, this finding 

has led us to consider the possibility of designing a clinical study focusing on this topic, 

but first of all, to conduct a pilot study within this population. 

 

Research design and methodology 

 

Method of selecting the participants 

 

The participants were recruited on personal request from the Conductive Primary 

School of the András Pető Faculty of Semmelweis University. Those children were 

eligible for inclusion in the research sample who met the inclusion criteria in the table 

below (Table 1) and did not fall within the scope of exclusion criteria for participation 

in the study. Parents of the children signed a consent form, while verbal consent was 

obtained from the children who were informed on the study and its procedures prior to 

participation. 

 

Inclusion criteria  Exclusion criteria 

 Spastic CP diagnosis  

 GMFCS I–IV level motion 

state 

 age between 6-12 years 

 

 Epilepsy 

 Shunt  

 Botulinum toxin injection < 6 

months 

 Ortopaedic surgery < 6 months 

Table 1. Detailed inclusion and exclusion criteria for the participants 

 

Study participants were anonymised by means of a code number assigned to them 

prior to commencing the research, so that they could later on be identified 

anonymously. The names assigned to the code numbers were only accessible to 

research project managers.  

Study results and personal data are stored separately and kept for 5 years from the 

completion date of the research. Data processing and use shall be in accordance with 

the provisions of the GDPR in force at the time. Our research has a double blind study 

design. Participants who met the input criteria were divided on the basis of a computer-

generated randomisation procedure into two groups in a 1:1 ratio by two researchers 

who were not organically involved in the study. The classification key was not known 

by the participants (researchers, subjects) until the end of the research period. The 

figure below (Figure 2) illustrates the structure of the research. 
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Children with CP from the training school of PAK 

| 

Falls within the scope of exclusion criteria –> Yes –> Exclusion 

No 

| 

Input measurements 

(manual gripping strength, stabilometrics, choice reaction time 

| 

Randomization (12 children) 

/                           \ 

Inspected group (PEMF) therapy                     Control group (placebo PEMF) therapy 

 for 4 weeks, 3 times a week                             for 4 weeks, 3 times a week 

\                            / 

Output back-testings 

 

Figue 2. Flowchart of the research  

 

 

 

The PEMF device used in the research  

 

The PEMF device used in the research (Sanza Profi System CRM Cell-Regeneration 

GmbH, Austria) is a therapeutic device emitting pulsing electromagnetic field 

(intensity: 10–300 µT) at various frequencies; in the pilot research we used cushion 

applicator (see: Figure 3.).  

We started the four-week long interval of the present research with a low intensity 

program (20/200Hz and 150 µT intensity). The treatment time for the subjects of the 

inspected group was 3 x 8 minutes in the first week, 3 x 12 minutes in the second week 

and 3 x 16 minutes in the last two weeks. In a sitting position, the cushion was placed 

in the lap of participants of the PEMF therapy, holding both hands on the device.  

Members of the control group were given the cushion in the same way with the 

only difference that the device was deactivated, thus switching on the device did not 

cause electromagnetic field energy to be generated.  

 

 
 

3. Sanza cushion design PEMF device 
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Applied measurement instruments 
 

The planned indicator measurements were taken per group at the initial date and 

immediately after the four-week intervention period. In the present research we used 

three different measurement instrumens.  

We used a digital manual gripping strength meter (dynamometer) to measure 

changes in this parameter in the subjects. Subjects of the inspection were in a sitting 

position with their arms loosely hanging down beside their body and holding the device 

in their hands. Upon such instruction of the test administrator, the subject had to 

squeeze the device (separately with the right and left hand) three times per 

measurement with full force. The device measures the applied force in Newton metres 

(Nm) and the results were recorded digitally by the operator.  

The other measuring device was a so-called stabilometer, which was used to 

measure the change in the ability to maintain balance. Postural stability – which is the 

means by which the body is kept in balance – means keeping the centre of gravity of 

the body above the support surface. Stabilometry is one of the methods for recording 

body swinging. 

The device we used (ZWE-PII, Budapest), consisted of a force platform 

(dimensions: 0.5 m × 0.5 m × 0.1 m; range: 20-2000 N; linearity: ±1.5% hysteresis: 

±1.5%), amplifiers, a microcomputer, a PC, a monitor and a unique software. COP 

(centre of pressure) data were sampled at 100 Hz. 

The majority of subjects were not able to stand independently, therefore a stool 

was placed on the force platform during the measurement and we opted for a sitting 

position for the measurement. During the measurement, children sat on the stool with 

their feet placed parallel on the platform at hip-width and their palms resting on the 

stool next to their hips. The monitor was positioned at eye level and we ensured that 

the hips, knees and ankles were bent at 90 degrees. 

Each subject had to perform two playful tasks. One of these trials was a colouring 

test, in which case the centre of pressure (COP) must be moved in a given area. In this 

test, a square appeared on the monitor and subjects had to move the COP within the 

square as a pencil in order to "colour" as much of the square as possible within the 20 

seconds available. The obtained variable is the coloured area expressed as a percentage 

of the total area of the square.  

The other exercise was the so-called "Christmas tree" test: the task here was to 

move the centre of pressure (COP) to the designated points. In this task, a Christmas 

tree with 7 candies was shown on the opening screen, and the COP appeared on the 

screen for the subjects as a small circle, which they had to place on the candies one by 

one, thus removing them from the Christmas tree. Variable: the score achieved, 

expressed as a percentage of the maximum number of candies available (7). 

The third measuring tool examined the choice reaction time and the change of this 

ability between the values obtained at the beginning and at the end of the intervention. 

The measuring system for collecting data on the choice reaction time consisted of a 

computer and a push button. Green and red LEDs were used as the stimulus sources.  

The subject had to respond by pressing the button once if the green light flashed, 

without any reaction to be given to the red light. We applied a total of 25 stimulus 

exposures. Failure to respond (when the light was green) and pressing the button (when 
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the light was red) were both considered as failure points. Variable: 1. CRT time: the 

time elapsed between the stimulus being activated and the button being pressed; 2. CRT 

error: the sum of missed or incorrect responses. 

 

 

Results 

 

Participants 

 

12 participants (41,67% female, 58,33% male, average age: 9 years 2 months) were 

involved in the inspection. According to diagnostic data, 75% of the involved children 

fell in the spastic tetraparesis, and 25% in the spastic hemiparesis disease. Concerning 

GMFCS, 25% belonged to Level I, 16,67% to Level II, 25% to Level III and 33,33% 

to Level IV. One third of the children involved also had mild mental disability 

(33,33%). 

 

Data analysis 

 

The data obtained were processed using IBM SPSS Statistics 27. Descriptive statistics 

included mean and standard deviation. We performed iterated factorial analysis of 

variance while taking group membership into account. The significance level was 

α=0.05. 

 

Results of the measurements 

 

The results of the study showed no difference of the manual gripping strength between 

the input and output measurements, neither in the inspected group, nor in the control 

group (p>0.05). However, it is worth noting that the stabilometric measurements 

indicated a significant change in the size of the coloured area in the inspected group 

(p=0.049), whereas results of the control group did not differ from the input 

measurement. Concerning the choice reaction time, similarly to the measurement of 

manual grip strength, no significant differences were found between the inspected and 

the control group. 

 

Miscellaneous results 

 

As described in the literature review, this was the first PEMF therapy trial conducted 

in a CP population, thus the primary aim of our pilot study was to ensure that children 

receiving the intervention would not be subjected to any side effects. To ensure this, 

the intensity of the treatment was started at a very low level and increased gradually, 

but in the light of the first measured results and the lack of significant differences 

between input and output measures as well as the observed trends, we believe that the 

dosage of the treatments should be revised in the future so that the timing (length of 

treatments) should definitely be extended, and the frequency (number of sessions per 

week), and the frequency level, should be multiplied.  

It is a noteworthy result that this intensity was safe. It is considered as a further result 
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that the use of this therapeutic device could be integrated into the conductive daily 

schedule, that the right type of device (Sanza PEMF pad) could be found, and that such 

a test situation could be established in which the treatment is optimal and safe for 

participation even for tetraparetic CP children classified as GMFCS, Level IV.  

 

Summary 

 

The primary aim of our pilot study with a small number of cases was to investigate the 

applicability of the PEMF therapy in the CP population, and to prepare a more complex 

clinical trial of PEMF therapy that would allow for more robust comparative analyses 

in the future. 

Therefore, upon working out and designing our study protocol, we focused on 

technical feasibility and on establishing the necessary and sufficient dose (i.e. intensity) 

of the therapy that ensures the safety of participation as well as measurability. On the 

basis of our initial results and experience, we are planning a longer and more intensive 

intervention and aim to increase the number of cases in our research sample. In terms 

of measurement tools, we continue to consider the measurement of muscle strength as 

important, even including the lower limbs, but based on our experience we will place 

more emphasis on the instrumental, objective measurement of spasticity by digital 

palpation. In the light of our results, we will omit the choice reaction time measurement.  

 

 

Literature 

 

Adravanti, P., Nicoletti, S., Setti, S., Ampollini, A., & De Girolamo, L. (2014): Effect 

of pulsed electromagnetic field therapy in patients undergoing total knee 

arthroplasty: A randomised controlled trial. Int. Orthopaedics, 38(2), 397–403. 

https://doi.org/10.1007/s00264-013-2216-7 

Alotaibi, M., Long, T., Kennedy, E., & Bavishi, S. (2014): The efficacy of GMFM-88 

and GMFM-66 to detect changes in gross motor function in children with cerebral 

palsy: a literature review. Disabil. Rehabilit. 36(8), 617-627. 

DOI10.3109/09638288.2013.805820. 

Ancillao, A., Rossi, S., Cappa, P. (2017): Analysis of Knee Strength Measurements 

Performed by a Hand-Held Multicomponent Dynamometer and Optoelectronic 

System IEE Transactions on Intstumentation and measurement, 66(1) 

Elshiwi, A. M., Hamada, H. A., Mosaad, D., Ragab, I. M. A., Koura, G. M., & 

Alrawaili, S. M. (2019): Effect of pulsed electromagnetic field on nonspecific low 

back pain patients: a randomized controlled trial. Braz J Phys Ther, 23(3), 244–

249. https://doi.org/10.1016/j.bjpt.2018.08.004 

Hattapoğlu, E., Batmaz, İ., Dilek, B., Karakoç, M., Em, S., & Çevik, R. (2019): 

Efficiency of pulsed electromagnetic fields on pain, disability, anxiety, dep-

ression, and quality of life in patients with cervical disc herniation: A randomized 

controlled study. Turkish J Med. Sciences, 49(4), 1095–1101. 

 Harries, N., Kassirer, M., Amichai, T., & Lahat, E. (2004): Changes over years in 

gross motor function of 3-8 year old children with cerebral palsy: using the Gross 

Motor Function Measure (GMFM-88). Israel Med Association J, 6(7) 408–411. 



 

58 
 

Hesse, S., Jahnke, M. T., Luecke, D., & Mauritz, K. H. (1995): Short-term electrical 

stimulation enhances the effectiveness of Botulinum toxin in the treatment of 

lower limb spasticity in hemiparetic patients. Neuroscien. Lett, 201(1), 37–40. 

https://doi.org/10.1016/0304-3940(94)12124-9 

Howard, J., Soo, B., Graham, H., Boyd, R., Reid, S., Lanigan, A., et al. (2005): 

Cerebral plasy in Victoria: Motor types, topography and gross motor function. J. 

Ped. Child. Health, 41(9-10) 479-483 https://doi.org/10.1111/j.1440-

1754.2005.00687.x. 

Jeon, H.S., Kang, S.Y, Park, J.H, Lee, H.S. (2015): Effects of pulsed electromagnetic 

field therapy on delayed-onset muscle soreness in biceps brachii. Phys. Ther. 

Sport. 16(1) 34-39. doi: 10.1016/j.ptsp.2014.02.006. Epub 2014 Mar 7. PMID: 

24906295. 

Krause, P., Edrich, T., & Straube, A. (2004): Lumbar repetitive magnetic stimulation 

reduces spastic tone increase of the lower limbs. Spinal Cord, 42(2), 67–72. 

https://doi.org/10.1038/sj.sc.3101564 

Leon-Salas, W. D., Hatem, R., Chenglin, M., Noah, W., Brotto, L., Abreu, E., Brotto, 

M. (2013): A Dual Mode Pulsed Electro-Magnetic Cell Stimulator Produces 

Acceleration of Myogenic Differentiation. Recent Patents on Biotechnology. 

7(1), 71–81. 

Melo, M. de O., Pompeo, K. D., Brodt, G. A., Baroni, B. M., da Silva Junior, D. P., & 

Vaz, M. A. (2015): Effects of neuromuscular electrical stimulation and low-level 

laser therapy on the muscle architecture and functional capacity in elderly patients 

with knee osteoarthritis: a randomized controlled trial. Clinical Rehabilitation, 

29(6), 570–580.  

Nyakas Cs, Téglás T, Dörnyei G, Bretz K. (2019): A pulzáló EMF stimuláció 

gerontokineziológiai alkalmazása és a passzív testedzés jelentősége időskorban. 

Idősgyógyászat. 4(1-2): 36–40. 

Oskoui, M., Majnemer, A., Dagenais, L., & Shevell, M. (2012): The Relationship 

Between Gross Motor Function and Manual Ability in Cerebral Palsy. J Child 

Neurol, https://doi.org/10.1177/0883073812463608.  

Pourazar, M., Mirakhori, F., Hemayattalab, R., & Bagherzadeh, F. (2018): Use of 

virtual reality intervention to improve reaction time in children with cerebral 

palsy: A randomized controlled trial. Dev. Neurorehabilit. 21(8). 

https://doi.org/10.1080/17518423.2017.1368730.  

Pueyo, R., Junqué, C., Vendrell, P., & Narberhaus, A. (2009): Neuropsychologic 

Impairment in Bilateral Cerebral Palsy. Pediatr. Neurol., 40(1), 19–26. 

https://doi.org/10.1016/j.pediatrneurol.2008.08.003. 

Rethlefsen, S., Ryan, D., & Kay, R. (2010): Classification System in Cerebral Palsy. 

Orthop. Clin. North Am. 41(4), 457-467 DOI: 10.1016/j.ocl.2010.06.005. 

Richards, T. L., Lappin, M. S., Acosta-Urquidi, J., Kraft, G. H., Heide, A. C., Lawrie, 

F. W., Merrill, T. E., Melton, G. B., & Cunningham, C. A. (1997): Double-blind 

study of pulsing magnetic field effects on multiple sclerosis. J. Altern. 

Complement. Med., 3(1), 21–29. https://doi.org/10.1089/acm.1997.3.21.  

Rosenbaum, P., Paneth, N., Leviton, A., Goldstein, M., & Bax, M. (2007): A report: 

the definition and classification of cerebral palsy – April 2006. Dev. Med. Child 

Neurol., 49 8-14. DOI10.1111/j.1469-8749.2007.tb12610.x.  

https://doi.org/10.1038/sj.sc.3101564
https://doi.org/10.1177/0883073812463608
https://doi.org/10.1080/17518423.2017.1368730
https://doi.org/10.1016/j.pediatrneurol.2008.08.003
https://doi.org/10.1089/acm.1997.3.21


 

59 
 

Ross, S., & Engsberg, J. (2007): Relationships Between Spasticity, Streenth, Gait, and 

the GMFM-66 in Persons With Spastic Diplegia Cerebral Palsy. Phys. Med. 

Rehabilit. 88(9), 1114–1120  

DOI:https://doi.org/10.1016/j.apmr.2007.06.011.  

Sankar, C., & Munkdur, N. (2005): Cerebral palsy-definition, classification, etiology 

and early diagnosis. Indian J. Ped. 72, 875-868 doi:10.1007/BF0273117.  

Stadskleiy, K. (2020): Cognitive functioning in children with cerebral palsy. Develop. 

Med. Child Neurol. 62(3), 283–289. 

 https://doi.org/10.1111/dmcn.14463.  

Strauch, B., Herman, C., Dabb, R., Ignarro, L. J., & Pilla, A. A. (2009): Evidence-

Based Use of Pulsed Electromagnetic Field Therapy in Clinical Plastic Surgery. 

Aesthetic Surgery Journal, 29(2), 135–143.  

Sutbeyaz S. T., Sezer N., Koseoglu B. F. (2006): The effect of pulsed electromagnetic 

fields in the treatment of cervical osteoarthritis: a randomized, double-blind, 

sham-controlled trial. Rheumatol. Int. 26(4), 320-4. doi: 10.1007/s00296-005-

0600-3. Epub 2005 Jun 29. PMID: 15986086. 

Téglás T., Dörnyei G., Bretz K., Nyakas C. (2018): Whole-body pulsed EMF stimu-

lation improves cognitive and psychomotor activity in senescent rats. Behav. 

Brain Res. 3;349: 163–168. doi: 10.1016/j.bbr.2018.04.036. Epub 2018 Apr 24. 

PMID: 29702177. 

Yadollahpour, A., & Rashidi, S. (2014): Therapeutic applications of electromagnetic 

fields in musculoskeletal disorders: A review of current techniques and mecha-

nisms of action. Biomed. Pharmacol. J., 7(1), 23–32.  

 https://doi.org/10.13005/bpj/448 

Yeargin-Allsopp, M., Van Naarden B., Doernberg, N., Benedict, R., Kirby, R., & 

Durkin, M. (2008): Prevalence of cerebral palsy in 8-year-old children in three 

areas of the United States in 2002: A Multi Site Collaboration. Pediatr. 121(3), 

547–554 doi:10.1542/peds.2007-1270. 

https://doi.org/10.1111/dmcn.14463
https://doi.org/10.13005/bpj/448


 

60 
 

Early intervention1
 

MÓNIKA GRUBER 

The presence of conductive pedagogy in early intervention is continuous and natural; 

involving the relevant sensitive age group into intervention at the earliest date and 

teaching the parents were among the initial professional ideas of András Pető, and this 

was put into practice right from the beginning. 
We drew up the professional protocol for our professional services in consideration 

of the legal regulatory background and started to apply the standard measuring tools. 

We join workshops in the spirit of openness and in cooperation with professional teams 

in order to support the efforts to find a unified path for children, transparent intervention 

aspects as well as common, inter-sectoral communication. 
The arrival of a baby with impairement or whose the development came to a halt 

who had typical development beforehand will upset the family’s life and the psyche of 

the parents, and siblings. They get scared of the task, they cannot handle their fears and 

problems, they worry about their child’s life, their marital relationship also faces new 

challenges and the sibling(s) must also be prepared for the unusual situation. The 

parents face new and so far unknown tasks, they inevitably have to change their attitude 

and use their resources more effectively. 
Targeted intervention must be started as soon as possible, in consideration of the 

importance of the sensitive periods and the family’s opportunities. To that end, one 

needs to know the available methods, with special regard to the list of institutions 

providing pedagogical rehabilitation for free of charge. When checking the aspects of 

the specialists and the parents, it is typically a repeated question with regard to the 

known positive and effective methods: from where to where one can get, and how much 

time is needed for this. 

THE IMPORTANCE OF PARENTAL COMPETENCES 

The importance of impacts in the early childhood is significant compared to the later 

ages, therefore the first and most important step is to convince and involve the parent 

in the intervention process. 

The importance of early intervention cannot be emphasized enough as the infant 

age is the critical period of brain plasticity. Infants accept new stimuli coming from 

their environment even without any conscious, directed attention. The primary and 

most important social medium is the family, the persons taking care of the child. The 

feedbacks and the reinforcements by the mother shape the importance of encounters 

                                            
1 Published in The manual of conductive pedagogy. More than practice. Editor in chief Éva 

Feketéné Szabó, Andrea Zsebe. Editor István Kollega Tarsoly. Semmelweis University András 

Pető Faculty, Budapest, [2020], 301–320. 
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with the stimuli. The new stimuli form and record the essential changes in the child’s 

“brain map”. 
The presence of the nice, gentle, reliable and unconditionally accepting parent 

ensures the development of a safely bonding attitude in the child and that the child can 

establish balanced relationships in their later life. A condition for this is that the child’s 

self-image develops realistically through the parents’ reflective behaviour, and it is 

constantly built and shaped by further social connections and experiences. The nervous 

system of children goes through periodic development. New brain systems evolve as a 

result of stimuli and feedback deriving from important persons. Events taking place in 

the critical period of childhood are imprinted in the brain and influence the later quality 

of emotional life, empathic ability and social reactions. Learning through imitation and 

the consciously selected behaviour patterns are constantly imprinted in the brain, and 

this the parents’ responsibility. 
Working out appropriate habits needs practice and positive reinforcement, which 

the child learns in the primary social environment. The responsibility of specialists 

dealing with children with special educational needs is also undisputable besides the 

role of the family. Comprehensive intervention with the children who are entrusted with 

us needs a partnership between the family and the specialists with a view to effective 

education. The good health condition of children and their behaviour according to their 

mental age is connected to their feeling of comfort, which can be provided by a reliable, 

calm and stimulating environment. 

EARLY INTERVENTION BY THE PEDAGOGICAL PROFESSIONAL SERVICE OF THE ANDRÁS PETŐ 

FACULTY 

Subjects 

The Pedagogical Professional Service run by the András Pető Faculty of the 

Semmelweis University is a unit of the Unified Conductive Education Methodology 

Institute. 
Under the modification to decree no. 15/2013. (II. 26.) EMMI dated 1 January 

2017, intensive interval education became officially accepted, and educational 

counselling can also be provided by conductors subject to their professional 

competences. This is typical in the case of prevention and children with late motor 

development, and it is mainly applied in follow-up. 
According to its deed of foundation, the institution provides early conductive 

education and care, conductive pedagogical care and, if necessary, educational 

counselling in the case of central nervous system disease until the kindergarten age of 

the physically disabled infant or child. 
Early childhood intervention, education and care are prioritized, key activities at 

the Pedagogical Professional Service. Within this framework, comprehensive 

psychomotor ability development is provided to infants and small children with 

different qualitative development from their birth due to central nervous system 

disorder, muscle tone difference or for another reason. It is necessary to test the babies’ 

existing cognitive abilities, the quality and the pace of development from newborn age, 
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for which operative observation, the Kiphard development scale, anamnesis and the 

results of the neurological status must be considered, which is often started with 

screening completed by a neonatologist and a neurologist. 
In the heroic days of our institute, education was focused, led by a strong social 

motivation, on children aged 3 to 6 years, who would be called today as multiple 

disabled. Later, the demand also increased on pedagogical testing and educating 

younger age groups, including infants. Led by András Pető, the conductors assisted 

mothers and children in finding the complex, common tone at the Parents’ School, thus 

helping to adapt the institutional learning behaviour to the home environment. At this 

“small ambulatorium” Pető used the strengthening processes of group unity, the joy of 

common movement and the motivation from each other’s appreciation. He set up 

spastic infant groups where he taught 5–7 children and their parents with simple 

intercommunication techniques. The comprehensive programme covered playful 

speech sound imitation exercises, basic and complex movement series for all limbs as 

well as tasks related to daily living activities. The number of children continuously 

grew and the demands extended. The importance of recognizing physically disabled 

infants as early as possible, teaching this to the conductor candidates and starting early 

care already began from 1947. 
In the early 1960s, András Pető set up a “singing group” for infants and their 

mothers at the then National Institute of Motor Therapy. The institute became 

independent in 1963 and this was the only venue to provide comprehensive intervention 

for children aged 0–6 years, with central nervous system disorder. By 1973 already 

three School for parents were running in the country for disabled children under age 

three years and for their families. At the beginning, early counselling service was 

provided in collaboration with various hosting institutions.2 

 

 
THE EARLY PERIOD OF CONDUCTIVE EDUCATION 

The uniform management of the special, qualitatively different development process 

requires multi-dimensional teamwork, where the conductor is an active member from 

the earliest age. Supporting conscious parental behaviour and providing understanding 

and acceptance as general human necessities are closely attached to conductive 

education. Integration is a common goal in all walks of life. 
Cerebral palsy is a developmental disorder of the immature brain, a status that does 

not progrediate but shows qualitatively different, changing symptoms.3 Children with 

central nervous system disorder from birth have a different learning profile in addition 

to their special somatic and motor development. The disorder is static but the symptoms 

change with the development. The residual symptoms cannot be cured but the 

functional disorders can be moderated with intervention and education. The additional 

difficulties, the co-dysfunctions, the different quality of mental development, the 

learning disorders as well as the hearing, visual and feeding/eating problems require 

                                            
2 HÁRI 1997, pp. 153–154 
3 MEDVECZKY 2004 
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intensive and continuous intervention. These symptoms have a lasting impact on the 

children’s socialization, on their everyday functions and on the quality of their life, and 

this status is also crucial from the viewpoint of family life. 
Our institute provides complex conductive pedagogical intervention and education 

for children with CP and with special needs. Over the recent years, premature children 

were regularly born with lower and lower weight (in the 25th gestation week and under 

450 g) and despite the direct and prompt help and placement in the Perinatal Intensive 

Centre (PIC) their development starts with different levels of sensomotor symptoms 

due to the serious immaturity of their nervous system. The ability profile of these 

children shows a special, typical pattern. Severe, multiple disabled children with motor 

dysfunction can have excellent mental abilities, and children who have speech disorders 

can prove with alternative communication methods that they follow the events around 

them. In the anamnesis of the children receiving conductive education at our institute 

the most frequent common factors are: fetal brain development disorder, prematurity, 

low birth weight, perinatal icterus, neonatal hypoxia, encephalopathia and neonatal 

convulsions. These joint symptoms make the integration efforts more difficult despite 

the fact that the inclusive approach is more and more typical at the pedagogical 

institutions and in the early care system. After leaving the segregated institution there 

is no assigned, uniform path for the children and there are no responsible specialists to 

keep track of the children’s integration and future. The goal of conductive pedagogy is 

to reach orthofunction, the maximum development of motor and mental maturity within 

the individuals as well as comprehensive rehabilitation based on the children’s 

activities, which can be implemented in diverse pedagogical environments and in 

various forms, according to the available intervention methods. We also run intensive, 

interval-type residential groups at the Pedagogical Professional Service in addition to 

the out-patient and whole-day intervention schemes. We regularly attempt to integrate 

children from the segregated institutional framework into the national conductive 

network, for special education development and into traditional kindergarten and later 

school education, according to their psychomotor development level. The study 

(analysis of a high case number of MR tests) conducted by Erzsébet Balogh, neurologist 

at the Pető Institute, revealed that prenatal disorders (52%) are much more typical of 

children with CP than the previously dominant perinatal damage.4 This draws the 

attention to the importance of prevention, to conscious parental behaviour and to the 

significance of providing preventive psychoeducative information before and during 

pregnancy. 

THE PRACTICE OF EARLY INTERVENTION 

Recognition 

The birth of children with special needs is in most cases a crisis situation that one cannot 

prepare for due to its unexpected nature. The arrival of a newcomer brings about change 
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in the family also in itself, but some kind of a health problem will multiply the required 

attention, time, energy and financial burden, which will pose difficulties to the family 

members. The whole family will undergo an increased psychic burden. 
The Pedagogical Professional Service provides “follow-up” to help integrate the 

discharged, integrable children into the assigned and selected institutions. Individual 

counselling helps to discuss the current problems and, if necessary, to contact the 

pedagogues of the hosting institution. We organize the required medical controls by 

orthopaedic specialists and neurologists, issue certificates about the child’s current 

status and make proposals for school education. There is a need for specialists who 

support co-education, visit the hosting institutions, assist integration and successful 

adaptation within the child’s daily routine and keep contact with the pedagogues and 

parents in order to interpret and assist individual treatment. In addition, supportive 

guidance for multiple disabled children with serious physical damage is also necessary 

at home and in the family environment in order to prepare institutional placement. This 

covers practical counselling to help rearrange the home environment, working out the 

daily routine and teaching the proper use of aids. 
Conductive pedagogical work is characterized by commitment to the holistic 

approach, which is a specific lifestyle that also involves the children’s families. In 

addition to comprehensive intervention, our goal is to involve both the direct and the 

wider environment into the intervention work. The hosting institutions often employ 

psychologists subject to the special needs, and this task can be completed in many ways 

by the experts who have special skills and are familiar with the counselling techniques. 
The conductor – being a helping, caring and rehabilitating pedagogue and therapist 

– carries out the intervention through a wide repertoire of activities, so cognitive and 

motor development is handled as a complex event. The conductors work as a 

homogeneous team in the institute’s child groups but regularly check the plan and the 

schedule of intervention with the representatives of the associated professions. 
The conductor may organize habilitation and rehabilitation sessions for health 

and/or pedagogical purposes if this is found necessary by the specialists of the expert 

committee. 
At an early age, brain plasticity requires the most active intervention considering 

the age characteristics and the child’s need for permanence within the daily routine, 

which can be done the best through “teaching” by the parents. 

Prevention, screening, conductive counselling 

Screening and counselling is a parallel teaching and practicing process, this holistic 

approach and complexity should be used for mapping the baby’s sensory organ 

functions, perceptions and the early maturity of its nervous system, in close cooperation 

with the neurologist. The doctors, pedagogues, therapists, educators and intervention 

specialists focus on the special children in unity with the families around them. 
Screening is the conductive assessment where we use our knowledge of 

neuroanatomy, neurological disorders as well as pathological and existing reflexes in 

order to check – through operative observation and manual tests – the baby’s motor 

patterns, the development of sensory and perception organs, crying and direct reactions. 

Special professional activities are carried out with the consent and support of the 
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hosting institutions (e.g. pediatrician’s surgery, health visitor service, PIC department). 

Local conductive pedagogical prevention counselling is provided at two clinics of the 

Semmelweis University and in the pediatrician and health visitor surgeries of the 

Budapest districts, in cooperation with the specialists working in primary care. 
The goal of early screening is that those in need should be assigned to conductive 

education at the earliest possible date so that intervention with the infant can be started 

as soon as possible. 
In justified cases it is also discussed upon the first assessment what help the child 

needs for starting personalized development as soon as possible. At the later sessions 

the parents and families learn in the course of psychoeducation how to actively help 

the children’s optimal psychomotor development. The purpose is to mark out and 

launch the individual paths for development. 

Early age symptoms and signs calling attention 

The Pedagogical Professional Service supports the common learning processes of 

infants, babies and their parents through various professional activities from the earliest 

age up to six years of age. Early conductive education is recommended to premature 

infants with central nervous system disease, , with muscle tone difference and delayed 

psychomotor development.  

Pediatric neurologists often send infants to the Pető Institute with generalized and 

constitutional hypotonia and psychomotor retardation, and it may lead to a central 

nervous system disorder as well as to specific learning disability if comprehensive 

intervention is not started without delay. 
The proper functioning of the sensory channels is a condition to sensorimotor 

learning. After birth, the attention channels of various modalities are constantly 

reorganized, and their quality is determined by the quality of sensing, perception, 

application and processing. The cerebral cortex controlling process may be different 

from birth, and development may already be blocked at the fetal stage. The various 

quantitative indicators and quality attributes must be observed on several occasions and 

in many situations, and the development process must be evaluated in a complex form, 

in the knowledge of the development areas and the key factors. The early regulatory 

patterns of the infant as well as the underdevelopment of the system of internal 

regulation and adaptation to the circumstances indicate the developmental deviations 

and promote early recognition. The quality of the infant’s mental health is the result of 

the mutual interaction of numerous factors. Psychomotor development is founded by 

the regulation of physical statuses, the process of mutual regulation, the characteristics 

of activities with objects and the features of the interaction patterns related to the 

environment. 

The provision of care can be requested until the age of 18 months based on the 

diagnostic opinion and therapeutic recommendation by a pediatric neurologist, which 

requires no expert opinion. Children with a different development course can also 

receive early psychomotor intervention after the age of 3 if they cannot join 

kindergarten education. The features of vigilant statuses and self-comforting, sleeping, 

eating and feeding difficulties, issues related to the regulation of emptying and the 

special manifestation forms of regulating emotions may be signs for the specialists, 
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which must be analyzed jointly with the parents and further control and involvement 

must also be planned accordingly. 

The conductive pedagogical assessment 

The task and the goal of this special area is closely attached to the conductor-training 

content of the András Pető Faculty; it is connected to the primary proposal of the 

Member Institute of Motor Examination, Special Education Counselling, Early 

Intervention, Education and Care of the Budapest Pedagogical Professional Service and 

to the task of associated professions to give opinions and to make proposals. The 

purpose of the complex assessment of children at various ages and with various levels 

of physical disability is to decide whether conductive development is necessary and to 

make a proposal on the method, the form and the place of conductive care. The child’s 

social behaviour, attachment style and spontaneous playing activities must be assessed 

upon the first observation. 

Detailed and time-consuming diagnostic and symptom-revealing work is needed to 

decide whether the child needs intervention and what educational form is the most 

effective for him or her. Information must be gathered to see whether the motor and 

supplementary symptoms, the mental status facilitates active, bilateral intervention 

work. The medical precedence must be revealed through counselling, and a conduction-

oriented anamnesis must be made to analyze the key events affecting the child’s status 

from conception up to the current state. 

EARLY INTERVENTION AND CARE IN CONDUCTIVE EDUCATION 

Comprehensive intervention covers the launch of physical disability-related direct 

cognitive skills (sensing, perception) and indirect cognitive skills (attention, memory, 

thinking) as well as speech, communication and social skills. Besides dynamic 

intervention with infants, children actively influence their environment and their own 

development. In the case of different motor asymmetries, the other side must be 

practiced by improving self-initiated motor patterns, by confirming the correct 

solutions with positive feedback. The constructive components pervade the everyday 

routine activities and the planned sessions based on a unified approach. 
We provide the baby with independently made movements and with the feeling of 

success up to one year of age, and thus the mother can also experience success. We 

presume congenital, operable brain programmes, and, based on this, build our 

individual intervention plans after mapping the strengths and weaknesses. At the 

sessions, the infant experiences the environment, the human language, the social 

contacts and its own impact on the external world with the help of the conductor. The 

process leads to common learning. The creative intellectual, physical and emotional 

components also retroact to the operation of genes through a consciously controlled 

cooperation strategy. Efforts must be taken to harmonize the behaviour controlling 

mechanisms by stimulating the nervous system, through conscious conditioning and 

based on internal motivation. The memory traces are made permanent by playful 
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learning, curiosity and creativity. The goal of early intervention is a development 

programme compiled with conductive pedagogical awareness and its adaptation to the 

home environment. 
The brain function must be consciously programmed with purposes differentiated 

within the group, and adaptation to the environment must be promoted. The injured 

brain areas are “re-wired” by practicing the tasks. The connections between the neurons 

get stronger by applying the learned skills in various contexts. Attempt must be made 

for an effective, deep learning-recalling process through internal motivation. The basis 

for developing thinking is that the child acquires action-based experience about their 

direct environment. Efforts must be taken to provide – through the joy of group sessions 

– basic, age-conform circumstances that are needed for effective learning: to create a 

stimulating environment, human language and active listening, social connections, own 

impact on the outside world and the feeling of success. 
Balanced regulation processes are promoted through planned sessions: releasing 

inhibited activity, obtaining direct, multi-channel information, balanced attachment, 

setting the daily routine, the periodicity of sleep and being awake, learning 

independence and eating, sensory integration, emotional development, communication 

and speech development, acoustic and visual perception and basic motor skills. 
Partnership and common learning become effective and trustful through the unified 

work of the child, the parent and the conductor, which also mobilizes social cognition 

in order to reach the set goals. 
“The task of early intervention is comprehensive intervention and prevention in 

early childhood: to promote the child’s development from the time when the eligibility 

for care is established.”5 A prioritized programme is to strengthen the family 

competences and own resources, to provide all-round support and concrete counselling, 

to make preparation for providing a special environment deriving from the specific 

tasks in the interest of the special child. 
The Pedagogical Professional Service of the András Pető Faculty uses the Kiphard 

test development chart to survey the child’s sensorimotor development and current, 

specific condition based on the development level of five functions. Its goal is the early 

detection of development disorders as well as to survey underdeveloped areas, strengths 

and weaknesses and the operation of sensory organs and motor functions from the first 

month up to the 48th month. The result of the completed tasks provides the approximate 

development age of the child, the development quotient (DQ) and, based on this, the 

rate of the age and the development level. DQ under 100 shows development with a 

pathological disorder. Each specialist contributes their own expertise to the accurate 

diagnosis according to their specific competences. In the course of the diagnostics 

process, the conductor explores in details and supplements the symptoms, the problems 

with the sensory organs and with perception as well as the child’s strengths and 

weaknesses. 
 

 

                                            
5 Decree No 15/2013. (II. 26.) EMMI on the operation of the pedagogical assistance service 
institutions 
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Key forms of intervention: 
• the special form of conductor counselling, screening, prevention 
• first conductive pedagogical test, counselling in early intervention and care 
• individual sessions in pair situation 
• group session, baby-mother group based on age and psychomotor 

development level. 
Regular sessions must be organized individually and in groups for the sake of 

effective intervention. Individual sessions are recommended if the child’s psychomotor 

level and age does not reach the level of group sessions yet. When making preparations 

for the group session, we learn – besides sensitizing the parent – the child’s 

temperament, individual features, motor status and willingness to cooperate. Group 

sessions must be scheduled on a weekly basis, according to the children’s age and 

motor development. 
The plan and the schedule of intervention in the Institute’s child groups must be 

regularly checked with the representatives of the associated professions (speech 

therapist, neurologist, orthopaedic physician, ophthalmologist, dentist, teacher, 

psychologist). Coordinated work is important between various fields (social area, 

health, public education, child protection, child welfare, health visitor network). 

The positive impacts of conductive education at infant age 

We use the modular, multi-channel method of gaining experience in order to deepen 

the learning process and to make it permanent within the consciously worked out daily 

routine. This helps effective information processing and the interaction of motor and 

cognitive functions. The components of planned group intervention help to mature the 

highest order of cognitive functions that can be attached to the frontal area. 
The abilities needed for learning are founded by the first year of age. We provide 

the baby with independently carried out movements and the feeling of success, thus the 

mother also has the feeling of success. The infant experiences the environment, the 

human language, the social contacts and his/her own impact on the external world with 

the help of the conductor. The process leads to common learning. 
Comprehensive education provided within the framework of early intervention 

covers the development of motor activities, cognitive functions and daily living habits, 

in close cooperation with the direct family members. Special emphasis is laid on 

developingmanipulation, playing activities and communication channels, building the 

body scheme, extending the child’s knowledge and experience and setting tasks to 

prevent the pathological progress of the main dysfunction. 
The goals of the baby-mother groups as well as individual and pair interventions 

are as follows: assisting education in the family, actively processing the stimuli of the 

environment and encouraging successful adaptation to them as well as preparing the 

children for kindergarten and school life. 
We lay emphasis on prevention in order to flexibly adopt various conditions and 

attempt to prevent co-dysfunctions and to ease the existing lack of abilities by 

customizing the individual development plans. At the individual and group sessions, 

the tasks agreed in order to reach the set goals are conveyed by the parent to the child 
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with the conductor’s direct, guiding and instructive help. In the course of the interactive 

cooperation we teach the parents to apply and use the learned motor skills according to 

the age characteristics. At the counselling sessions we discuss the individual features 

of the child and the beneficial impact of the environmental conditions adapted to their 

temperament and encourage the parents and the environment to adopt an accepting 

attitude. The conductor, the parent and the child develop in a threefold unity as a result 

of the wide repertoire of activities. 
The child will gain knowledge of the environment from the mother’s behaviour. 

The mother’s repertoire – which means the face, the voice and a variety of expressions 

– has an important role. The child’s behaviour is arranged into a uniform motor pattern 

based on the feedbacks and the reflection. In this period the child’s brain is 80-90% of 

the adult’s brain and its body is 18% of the adult’s body. After the balanced 

development in the uterus, the brain development is influenced by the quality of 

attachment to, and harmony with the parent. 
The basic, constructive components and methods of early intervention 

• planned group impact embedded into a daily routine 
• individual differentiation 
• multi-channel repetition 
• rhythmical intendation, rhymes 
• motor coordination 
• songs, didactic games 
• intensive partnership with the parents 

Early intervention aims at teaching and sensitizing babies and mothers to the 

professional programme in a small community, individually and in groups, using the 

positive group impacts, from the earliest, optimal date. The counselling sessions and 

the common intervention programmes reduce stress in the family members, they will 

put more trust into the future, the quality of interaction will improve within the family 

and the family will function at a higher level after the counselling session. They will 

realize that they are not left alone with their problem but they can share it with families 

coping with other, similar issues. 
The importance of group intervention can be experienced through the participants’ 

cooperation and satisfaction in the course of everyday work. Dynamic group planning 

is matched to the current needs. There is a circular process from adaptation to the 

development to discharge, which is closed with a control session until the integration 

in the community. 

SENSITIVE LIFE STAGE 

The sensitive life stage is a receptive period when the optimal environmental impacts 

can most effectively develop certain cognitive functions. In the given period, 

development takes place according to a regulation schedule and the early sensitive 

period offers a common observation framework for the children’s development. The 

body scheme of the brain and the related functions can be shaped plastically according 

to the usage under the “use it or lose it” principle, and the development can be tracked 
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through the whole life. Children develop themselves and get adapted to the local 

circumstances. They attempt to contact the external world based on their internal 

features, and this quality determines the development of the nervous system, which is 

of key importance at the early age. The conductor organizes the optimal learning 

environment in conformity with the child’s age and condition. The appropriate 

emotional and social attributes must be improved during the group work. We presume 

a flexible intellect and various levels of the ability of attention, which can be stimulated 

at the beginning by improving the quality of attachment. We support the dynamic 

maturation and development of the brain along the key milestones of the given life 

stage, in consideration of the individual needs and qualitative deviations. The complex 

methods of the conductive pedagogical system and the brain plasticity strengthen each 

other. According to the conductor competences, we support the maturation processes 

with targeted, customized practice, feedback and reinforcement, in harmony with the 

age characteristics. In practice, the conductors integrate their neurological and 

neurophysiological skills into the children’s daily routine by designing the task series 

in conformity with the age characteristics. The cortical reflections are dynamic and can 

be changed, the body scheme of the brain can be shaped plastically according to the 

usage. In the course of the imaginary practice the person believes that s/he is able to 

carry out the action. Supporting the process of becoming a parent, the professional 

responsibility for the first three years, the knowledge and consideration of the 

milestones of children’s socialization and development at infant age is a part of the 

planned conductive pedagogical programme. 

GROUP SESSIONS 

Parent and child groups 

The goal of the parent and child groups as well as individual and pair intervention is to 

assist education in the family and to prepare the child for kindergarten and for later 

school life. The group session form, one of the basic principles of conductive education, 

is already applied by the specialists at an early age. The condition on joining the group 

is the completed 6 months of age as well as appropriate physical and mental maturity. 

It is important that both the children and their parents should be ready for the group 

sessions before joining the group. The parents meet other parents facing similar 

problems, they learn to manage their child’s needs, to accept themselves and to pick up 

new ways of dealing with the difficulties. The children’s socialization develops through 

spontaneous and motivated activities. 
The conductor conveys faith through the wide range of activities and the parents 

reflect positive emotions to their babies. We plan, prepare and presume self-initiated 

task completion, the conductor simultaneously holds the hand of the child and the 

parent, praises and encourages them, speaks, shows, provokes and appreciates at the 

same time. The parents can try themselves and can also gain experience about 

themselves. The happy time spent together makes the participants calm and brings them 

forward, seriously disabled children are also capable of paying directed attention and 

actively participating in their own development at their current level. Communication 
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– as a tool – is essential in our work. Explaining, interpreting, calming as well as 

affectionate mimicry radiated to the child will involve all participants into the 

interaction processes. 
The groups must be designed based on age and motor status, they are interoperable 

and built on each other. The groups have 4–6 children, which also conforms with the 

laws. Beginner and advanced groups, groups to prepare walking and walking groups 

for typically developed children, children with delayed motor development and 

children with muscle tone distribution disorder. We run a kindergarten preparation 

group for children with central nervous system disorder, thus giving the chance of 

successful integration in the community. Children with multiple disability / severe 

motor status are placed in small groups and are treated with individual differentiation. 

Special emphasis is laid on teaching independence and on preparation for kindergarten 

life. It is a basic task to work out a confidential relationship with the parents, to teach 

the bases of the method, to shape their attitude and to sensitize them, to encourage them 

to regularly applying what they have learned. 

Residential and outpatient parent and child group  
(intensive, interval education) 

The “residential and outpatient parent and child group” operated in the area of the 

Pedagogical Professional Service is a special unit of conductive education. Family-

centred care is provided within the framework of special, interval conductive 

pedagogical education, while the required conductor skills and competences are also 

taught to the conductor-students of the András Pető Faculty through their internship. 
Within three week sessions there is an opportunity to observe the child in details, 

to draw up an individual development plan, to set long-term goals according to the 

child’s temperament and individual learning pattern, and on this basis the specialists 

can carry on individual intervention at the child’s residence until admission to 

kindergarten. 
This intervention situation offers the chance to build social relationships, to set up 

parental self-support groups and to experience accepting and unconditional love. All 

this can be provided at one place, under appropriate material and professional 

conditions. There is an opportunity to observe the child in details, to draw up an 

individual intervention plan, to set long-term goals according to the child’s 

temperament and individual learning pattern, and on this basis the specialists can carry 

on development at the child’s residence until admission to kindergarten. The individual 

goals must be modified and reassessed as well as the home experiences and doubts 

must be clarified in the course of the next admission. Family-centred care is provided 

within the framework of conductive pedagogical education. 
Comprehensive and intensive intervention is recommended for intensive 

movement and cognition development and for quick success, whereby the children and 

their parents learn together how to adapt themselves to each other and how to repair the 

symptoms of the impaired and qualitatively different development process. This 

intervention situation offers the chance to build social relationships, to set up parental 

self-support groups and to experience accepting and unconditional love as outpatients 

for those living in Budapest and as residents for those living outside Budapest. At an 
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early age, brain plasticity requires the most active intervention, considering the age 

characteristics and the child’s need for permanence within the daily routine, which can 

be done the best through “teaching” the parents. 
 

Communication with the parents 

Many of the varied symptoms of early childhood – that derive from the different 

development tracks of children – disturb the establishment and the development of a 

balanced parent-child relationship. Earlier, treating regulatory disorders and symptoms 

related to eating, sleeping and behaviour was the competence of the health care system. 

Over the recent years, the associates of the pedagogical professional services have 

encountered the complex problem of this age group and their parents and families, often 

arising from a psychic background, that may also be manifested in a connection or 

communication disorder. The team work of the associates of the pedagogical 

professional services and the presence of the psychologist provides the opportunity of 

therapeutic care to children, parents and family members within the organisational 

framework of educational counselling. Trust and open – first problem-focused and later 

connection-oriented – consultation with the responsible person or with the specialist is 

indispensable when defining the parental needs, whether concerning child care, own 

difficulties or the undeveloped path of the child. 
Controlled discussions with the parents on the interventions belong to the 

conductors’ daily routine. Based on the detailed analysis of the child’s current status 

we make a proposal on family interactions, on the daily routine and on jointly working 

out a solution to the difficulties and problems arising from the child’s disability and 

different development. 
Consulting and providing information to the families covers psychological, 

educational, pedagogical and health issues related to the child’s special status and 

different development. Rendering assistance and counselling on enforcing interests is 

an important aspect. In justified cases, outpatient care and intervention can be provided 

to children until the age of 6 years. From among the communication forms, special 

emphasis is laid on parent group discussions, parent-specialist consulting and 

individual counselling upon personal enquiry. Trained specialists run mental hygiene 

sessions in the intensive group on a weekly basis. 
The members of the conductor team also attend the case consultations and 

discussions in order to work out successful and trustful parent-specialist connections. 
The mental container function is a psychological term, a tool that helps to deal 

with the hard reality, to process the child-related anxieties and to accept the situation. 

The conductor gives physical and emotional responses to modulate the parents’ 

unmanageable feelings and provides feedback that they are understood together with 

the causes that evoked their anxiety and contradictory emotions. They can experience 

that they are not alone, there is support, acceptance and help. 
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Types of parental questionnaires 

Parents are addressed with our questionnaires in various ways, for various reasons: 
1. As a part of pedagogical, management and institutional inspection for quality 

assurance. 
2. Parental satisfaction questionnaires upon closing the intensive intervention. 
3. Connected to thesis topics 

• prejudice, integration 
• status of the disabled child in the family 
• the role of siblings, the impact of the special child on the family members 
• quality of the care system, difficulties, fighting techniques. 

4. Satisfaction questionnaires in baby-mother groups before discharge. 
5. In prevention and screening, as a part of cooperation with health visitors. 
6. To survey needs in parental mental hygiene groups. 
7. Sensory and motor experiences from the viewpoint of parents. 

OUTLOOK 

When preparing the keynote material entitled “Communication with the parents in 

professional service covering special education counselling, early intervention and 

care” we summarized the experience of the joint work at the tertiary education 

workshop focused on early intervention. We reached the following consensus about 

conductive education: 
The conductors and the conductor candidates spend the most time, and are in the 

closest contact with the children and their families upon the training. 
At the András Pető Faculty of the Semmelweis University parent groups are run 

by trained specialists with mental hygiene and psychoeducation content. 
As a good practice, intensive interval education is carried on with active 

cooperation between parents and specialists (by also using the opportunities provided 

by the current legal regulatory background), where parents and children learn together 

for three weeks. 
The relationship between specialist training and practice is regularly extended and 

transformed in conformity with the needs. The faculty issued a guide for professional 

field practice so that knowledge and the collected experience can be passed on. The 

training institution receives a lot of indirect information on early intervention through 

the new practice fields. The students can directly learn about the “controlled family 

education” model, which develops their basic pedagogical competences, active 

listening, empathy and social attitude. The presence of the practice leader mentor 

protects the parent-child rights and ensures that undisturbed care is provided beside 

training. The attention of the practice leader attending the groups is divided between 

the children, the families and the students. Conductors with a special exam have direct 

experience and integrate their skills into theoretical training. 

There is a true demand on cooperation between sectors and on communication 

between professions with a view to effective and optimal intervention. This is 

supported by using the common professional language, the client-centred, system-
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oriented approach, the interdisciplinary teamwork as well as the knowledge and respect 

of the competence limits. The planned processes are all advanced by equal-rank 

communication, partnership with the parents, assertive counselling and the elaborated 

forms and rules of online communication. It is important to educate parents within the 

institution and through official projects and to make them aware of their experience, 

furthermore to process problems and to provide professional presence on important 

information platforms. 
The educational strategies of early intervention: 

• clear and easy-to-understand definition of tasks and goals 
• emphasis on open and supportive communication and positive feedback 
• elaborating the system of consistent and uniform pedagogical and family 

requirements 
• respecting children’s rights, creating a safe environment 
• regular control, monitoring the educational principles 
• strengthening family resilience 
• creating a safe and loving background 
• stimulating the independent acquisition of experience and forms of self-

initiated movement 
• respecting individual features, developing the quality of complex behaviour 

patterns 

Present focus 

Now is time to approach the results of the conductive educational system from a 

scientific point of view. Our practical experience must be made comparable with the 

measuring results of associated sciences, and recognizing the common points can serve 

as a basis for professional cooperation in order to help special children and their 

families. The uniform system approach can help the associated professions to learn 

more about each other’s work and to supplement each other’s activities. 
There is a need for a common, modern approach, for a professional language and 

for uniformly interpreting the holistic approach. The special development process – 

which differs in terms of quality – requires multi-dimensional team work, where the 

conductor is an active member also with children at the earliest age. Support to 

conscious parental behaviour as well as providing understanding and acceptance as 

general human necessities are closely attached to conductive education. Integration is 

a common goal in all walks of life. Understanding, love and patience form the basis of 

all caring professions, and the representatives of various methods are differentiated 

from each other by the diverse ways of treatment and support. There are method-

specific differences between the caring professions. 
Better learning each other’s work extends the circle of early interventions and methods 

available to the parents and helps to create a truly supportive, retaining professional 

network, where the conductors of early conductive education are active and recognized 

representatives of the profession.
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Professional milestones in the rehabilitation of adults1 
 

PÁSZTORNÉ ILDIKÓ TASS 

 

When I was asked to give this celebratory lecture today, I started thinking about how 

and in what way I could best honour the memory of Dr Hári, who worked in her quiet 

and humble way on accomplishing her “Pető”-like lifework until her death. Everyone 

within the walls of this Institute knows how important the “AIM” was to Dr Hári. This 

is how she always used to speak about preserving the values of conductive pedagogy 

and conductive education. She passed this approach on to us, and for us, her 

descendants, it is an elevating mission comprising high responsibility to carry on our 

spiritual heritage while preserving the values. In this mission, the importance of 

preserving the principles of conductive education in the broadest sense, and of 

implementing them in the daily practice, both for the congenitally and for the 

acquiredly handicapped, was natural for her. 

Conductive education is effective even in case of adult neurological injuries. In 

the adult groups, the methodological results have been preserved in a consistent form. 

The symptom- and dysfunction-specific composition of the groups is intentional to 

facilitate the application of targeted rhythmical intentionality in solving the typical 

tasks, in accordance with such symptoms and dysfunctions.  

In this celebratory presentation of today, I would like to illustrate our work 

through non-statistical data. From the history of the last 71 years, I would like to 

highlight the professionally significant milestones that have defined and significantly 

influenced our work in adult rehabilitation, and without which the current practice 

would not exist. 

 

The beginning: conductive education as part of the health care system –  

1950–19632 

 

The practice of conductive education and the training of professionals for conductive 

education have developed in parallel and simultaneously. “The National Institute of 

Movement Therapy was opened on 1 February 1950, under the leadership of Mr. Pető, 

in recognition of the effectiveness of the conductive movement therapy method. Anna 

Ratkó, the Minister of National Welfare, appointed Dr. András Pető on 23 February 

1950, with retroactive effect from 1 September 1945”. 3 

Interest was huge, 160 children and adults were accommodated in the institute 

right after the opening, while the outpatient clinic started working with 150-200 people 

a day, in the framework of 1-2 hour-long sessions. The news about Pető's practice 

spread quickly, and in addition to working with children, he was also efficient in 

                                            
1 Read out at the Mária Hári Professional Symposium on 13th October 2021. 
2 Pásztorné Ildikó Tass (2018): A konduktív nevelés helye és szerepe a rehabilitációban. Múlt-

jelen-jövő. Tudomány és Hivatás, online periodical of Semmelweis University, András Pető 

Faculty, 2018., Issue 2, pp. 11–29. 
3 Hári, Mária (1997): A konduktív pedagógia története. Bp., p. 44. 
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providing “adults with chronic 

complaints with movement and 

complex therapy”.4 As a result, in 

addition to the groups for patients 

with central nervous system 

injuries, Pető set up special 

ambulatory groups for people 

going to school and work.5  

In the 1950s, “as a 

department of the College for 

Teacher Training in Special Edu-

cation, the National Institute for 

Movement Therapy was obliged, 

as a teaching institution, to deal 

with all kinds of “diseases” that 

could be treated with movement 

exercises or in the treatment of 

which movement exercises 

played a dominant role (neuro-

logy, paediatric neurology, orthopaedics, rheumatology, internal medicine, occu-

pational diseases).” 

Certain elements of conductive education were already recognisable in this period, 

although many other elements did not exist at that time. Nor did the terminology 

correspond to those expressions we use today in conductive education. There were no 

conductors yet, instead, there were movement therapist nurses working in the institute, 

who used the so-called treatment rooms to carry out a series of exercises, which were, 

in form, content and level of elaboration, not even similar to the series of tasks we use 

today. The range of clients was wider than today, resulting in plenty of experience 

accumulating over the decades. Today these can mostly be recognised in the adult task 

sets and the facilitation methods used there. In addition to a large number of spastic 

and flaccid paraplegic groups, Heine-Medin hand and foot groups as well as Dystrophy 

groups were also launched in the Institute, many of which were run as residential. 

As a doctor, Pető knew that movement also has a great impact on the functions of 

the internal organs, as it positively influences the corticovisceral and the functional, 

regulatory balance, which has an impact in vegetative disorders. He intended to 

improve the symptoms emerged due to internal problems in the vegetative, circulatory 

and respiratory groups. In addition to organic problems, complaints may also be 

resulted by functional disorders, and the developed series of exercises were designed 

to address these.  

Through these series of exercises, the participants learned correct, rhythmical 

breathing, conscious and appropriate modification of the tone, voluntary relaxing, 

                                            
4 Hári, 31. 
5 Hári, 44. Nowadays we do not use the term patient so that we would not reinforce disease 

awareness.  
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stretching and rhythmical movement in such a manner that these would together create 

the correct functions of the autonomic nervous system. Inserted breathing exercises 

gave colour to the sequence of exercises that engaged the whole body. All large 

movement exercises involved fine movements of the hands and feet. 

The sequence of exercises had to include gradually accelerating, fast, very fast, 

gradually decelerating, slow, soft, loose movements from big swings to the finest ones. 

Pető knew that the internal organs could not be controlled consciously, but ideatorial 

relaxation was still possible (we taught the patients to relax their limbs so that they 

hung almost lifelessly, like a rope, and fell, so to speak, with their own weight after 

every movement).6 Milán Füst and Imre Pán (art writer, poet) also attended the 

vegetative group. Although some sessions were filmed, unfortunately these have not 

survived. 

The origin of complaints of circulatory group patinets is not functional. Their 

exercises aimed at reducing circulatory-related disorders. They can be used to help 

recovery from serious illness in patients for whom the acute, in-hospital, internal 

medicine treatment has been completed. Furthermore, patients who are lying immobile 

with serious illnesses may also need to improve their circulation. In case of the group 

with such diagnosis, exercises had to be done very slowly. Care had to be taken in order 

to avoid fatigue. They were not even allowed to speak out the exercises loud, only 

within themselves. Intentions were given by the leader of the exercises. The sequence 

of exercise consisted of short active periods and longer resting phases, circulation 

improving movements and low-amplitude peripheral movements. In order to improve 

the circulation and the ability to move simultaneously, Pető considered the setting of 

circulatory exercises coupled with breathing to be the first task. He expressly 

recommended performing the exercises outdoors. The heart rate and the tension needed 

to be monitored regularly. The application of rhythmical massage was also part of the 

programme. 

Programmes of the respiratory group helped patients with various respiratory 

disorders, asthma and cardiac asthma. The series of exercises composed by Pető for 

other groups of illnesses (smooth, staggered, with pinched nostrils, buzzing, Valsalva, 

singing, arm lifting, breathing capacity increasing, etc.) also included numerous 

breathing exercises of various types, as proper breathing is essential for relaxation and 

for learning to speak as well as in case of chest deformities, scoliosis and 

Scheuermann's disease. Exercise sequences have influenced different respiratory 

disorders through teaching inhaling and exhaling. Exhalation is particularly important 

because if we do not let out the right amount of air, the lungs may stagnate for a while, 

which can cause damage. In cases of asthma, bronchospasm, difficulty in emptying 

phlegm, weakness and stiffness of the chest movements cause the symptoms. 

Exhalation is particularly difficult. The aim of the programme was to increase breathing 

capacity, prevent choking phenomena, teach coughing and expectoration, teach 

exhalation, relieve spasms, increase sympathetic nervous system tone, improve chest 

volume and movement, and set up a fear-free lifestyle. 

 

                                            
6 Hári, Mária: A konduktív pedagógia története. Budapest, 1997, 47. 
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A large group of patients were orthopaedic cases. On an individual basis and for 

small groups, Pető also created personalised series of exercises for groups with 

scoliosis, rib hump, sloppy posture, Scheuermann's disease and luxation. Some of the 

programmes dealt only with deformities of the foot (flatfoot, clubfoot, peroneus). 

Another series of exercises related to the field of rheumatology. The joint group 

comprised a variety of joint problems. The waist-arm-leg groups (abbreviated as DKL), 

the spine-arm-leg groups (GKL) and the joint groups were also very popular. 

Descriptions of exercise series for patients with periarthritis (a specific inflammation 

of the connective tissue around the shoulder joint) have also survived. He set up several 

groups for patients with Bechterew’s disease. 

During this period, special series of exercises were developed. The special hand 

exercises were designed for people with peripheral and occupational complaints 

(typists, violinists, pianists). Shoulder, elbow, wrist and finger movements were 

included in all these exercises. Arm movements were complemented by leg movements 

on the same side and finally by arm and leg movements on the opposite side. The tempo 

was accelerating, decelerating, slowing, slow, fast, or variable, as the rhythm and tempo 

themselves were also facilitating. With the exercises developed, very good results 

could be achieved. He also worked with well-known people. Imre Antal pianist also 

asked for Pető’s help. So far, the set of exercises prepared for him has not been found. 

In the facial groups, the series of exercises prepared by Pető addressed the 

consequences of peripheral and central facial paralysis. In these exercises he relied on 

the cooperation of the feet, mouth, hands and eyes. The mouth and the gazing 

movement interact, the movement of the mouth and various head positions, movements 

in the same direction also have a facilitating effect. For example, he facilitated the 

closing of the eyes by turning the head. He considered it important to provide 

continuous feedback. For this purpose he used touching by thumb as well as mirrors, 

wand, blowing on the hand, and also took advantage of the potential in passive 

movements. 

In addition to the clientele programmes described above, which are no longer part 

of our current practice, outpatient groups for people living with adult neurological 

conditions (Parkinson's disease, Sclerosis Multiplex, post-stroke state, post-traumatic 

brain injury, spinal cord injury) were in operation as early as the 1950s. Based on 

practical experience, it can be stated that thanks to this complex and systemic approach 

working with systems based on each other, adult neurological patients with central 

neurological disorders can be successfully rehabilitated through conductive education. 

The professional achievements of the 1950 to 1963 period continue to influence 

our work today. During this period, the theoretical foundations of conductive pedagogy 

(for children and adults) were extensively tested. A large number of excercise series 

were developed, the experience of which has been preserved, particularly in the adult 

task series. The first version of the integrated, complex programme was created. 

 

New Era  
 

The Institute for the Education and Training of the Disabled was established in 1963 

as a new institution of the administration of education. The tasks of the institution are 

supplemented by the training of teachers (conductors) for the education of the disabled, 
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the rehabilitation of the disabled using special (conductive) methods, the education of 

children under the age of compulsory schooling and the provision of nursery education, 

the education of children in the age of compulsory schooling and the in-school and 

professional education of minors and adults above the age of compulsory schooling. 

Furthermore, the requirement to conduct scientific research in relation to the use of the 

conductive method has also emerged. 

Over these decades, the clientele was under constant transformation, while the 

range of services was narrowed down to the conductive education of children with CP 

and adults with neurological impairments. The sophistication level of the programmes 

has steadily improved. The early excercise series used to be rather sketchy, requiring 

supplementary verbal instruction and training for their application. Their 

implementation required personal supervision. The documentation of processes was 

also inadequate. As a result, reproducibility was not ensured. In the interest of quality, 

these concerns needed to be addressed. This requirement could only be satisfied 

through detailed specification of the tasks for individuals or groups and through the 

clear definition of what is to be done, when and in which position, furthermore, if the 

purposes of using certain methods (in a lying, sitting or standing position) are also 

clarified. The documentation shall also clearly specify how rhythmical intentioning is 

used in a targeted and condition-specific way depending on the diagnosis/dysfunction. 

In addition, individual solutions and differentiations used shall also be recorded. The 

document compiled this way is recognized as a task list and provides the necessary 

basis and support for its implementation, while also meeting the requirement of 

reproducibility. 

 

Differentiation and perfection of rhythmical intention 

 

Rhythmical intentionality itself also has a facilitating effect. It involves two important 

factors: the volitionalisation of the activity and the rhythm associated with it. It is used 

appropriately for different diagnoses, in different ways depending on the diagnosis, 

dysfunction and condition. In addition to a precise definition of “what to do and how”, 

we also need to define the tempo that appropriate, not only for the individual concerned, 

but also for the whole group, and provide clear instructions on the appropriate rhythm 

to use. The proper use of rhythmical intentioning is also very important for children 

with CP. In daily practice, however, it is mostly in the adult group setting that we see 

different ways of application based on diagnosis-dysfunction and state of the patient. 

 For stroke groups, there is a significant difference in the implementation of 

rhythmical intentioning between beginner and more advanced groups. In beginner 

groups, the tempo is very slow and sluggish. The rhythm is steady. The use of tone is 

also very important. It is very monotonous because it is expected to achieve relaxation. 

In the intermediate group, the tempo is slightly faster, the rhythm is still steady and the 

tone is monotonous. In the advanced group, the tempo is even faster and the aim is to 

develop rope-like limb movements in the so-called “swing” groups. 

In the SM (Sclerosis Multiplex) groups, tempo is faster than in the stroke group, but 

much slower than in the Parkinson’s group. Rhythm here is steady again. In advanced 

groups the tempo can be further increased. 
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 The rhythmical intentioning used in the Parkinson's groups is the most unusual of 

all. The tempo is fast even in the beginners' group, the rhythm is varying and very 

dynamic throughout. The most unusual part is the use of accents: the first and last 

counts are accented. The reason for this is that for people living with Parkinson's 

disease, starting and finishing the movements are both difficult. This is why correct 

and purposeful intentioning in such cases looks like that. 

 

 

Breakthrough in funding: adult rehabilitation activities financed by the National 

Health Insurance Fund of Hungary (Hungarian abbreviation: NEAK) 

 

In the historical antecedents of conductive education, specialised excercise series for 

adult neurological pathologies appeared as early as the 1950s. From the beginning, the 

institute ran groups for Parkinson's and Multiple Sclerosis patients, appropriate to the 

level of their condition. People with hemiparesis could participate in the rehabilitation 

work of conductive groups in the framework of beginner, intermediate and advanced 

programmes. Aphasia related and Parkinson's speech programmes also have a long 

tradition. Groups for people with traumatic spinal cord injury and traumatic brain injury 

have also been present in our care programme from the beginning. 

In case of children, the status of conductive education has been clarified for 

decades with legal regulations providing the background, and the way and mode of 

access is also clear. In case of adults, on the other hand, the circumstances, conditions, 

place and the role of conductive education within rehabilitation was unclear. In 

Hungary, rehabilitation services (narrowed down to the field of musculoskeletal 

rehabilitation) are developing rapidly. The most important changes have occurred in 

the institutional system and health strategy of medical rehabilitation. Preventive, 

healing, rehabilitative and supportive strategic elements have now appeared in the 

strategic directions. 

After the integration of Semmelweis University and Pető András College on 1 

August 2017 (subsequently called Pető András Faculty), the Pető András 

Rehabilitation and Health Care Supply Department was established. Upon designing 

the structure of the organisation, the effective legislation and the specificities of the 

operation have all been taken into account. The two distinct functions of the department 

are managed by two heads of department: while the medical staff is supervised by a 

head of department with a medical degree, the conductors’ head of department has a 

conductor's degree. The Department is a coordinating organisational unit, which means 

that, similarly to the clinics, the András Pető Rehabilitation and Health Care Supply 

Department is simultaneously controlled by the András Pető Faculty (under the control 

of the Dean) and the Clinical Centre (under the control of its President). The University 

has applied to the National Health Insurance Fund (NEAK) for additional capacity in 

order to operate an outpatient clinic for paediatric and adult rehabilitation and to carry 

out related paediatric and adult rehabilitation activities. The licence have been granted 

and thus, since 27 August 2018, conductive education provided in adult groups has 

been financed by NEAK. It's been a long road, and it is a major step forward in our 

adult rehabilitation history. 
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Youth education: pedagogical rehabilitation as a new specialization 

 

Students of our conductor training programme get acquantied with all adult rehabilita-

tion related aspects, theory and practice of conductive education. However, as per the 

decision of the András Pető Faculty of Semmelweis University, from September 2020, 

the existing two specialisations of BA conductor training have been supplemented with 

a third specialisation, called Pedagogical Rehabilitation. Conductors finishing the pe-

dagogical rehabilitation specialisation of the conductor basic training will be professio-

nals trained in the conductive development of children and adults with central nervous 

system injuries. After graduation, they can be employed in the specialised institutions, 

kindergartens and schools, in paedicatric and adult rehabilitation centres. They will be 

able to work in rehabilitation-oriented development work either independently or as 

part of a team. During their training, students will spend a significant part of their 

continuous professional practice time learning about and mastering rehabilitation work 

with adults. In addition, our students will also gain new, up-to-date knowledge and 

experience through external rehabilitation practices. 

 

Pandemics – innovation 

 

The epidemiological measures in Hungary have severely affected the adult care 

services of the András Pető Rehabilitation and Health Care Unit (PAREEO), as until 

the date of these measures (mid-March 2020), adult rehabilitation participants attended 

group sessions in person. Due to their age and chronic illnesses, among other reasons, 

these rehabilitation patients fall in a group of patients with increased risk. As the 

duration of the crisis situation was unpredictable, an alternative solution had to be 

developed. 

The possibility of online training has raised several questions: how can these real 

time sessions be adapted to the online space? How and through what modifications is 

it possible to have elements of conductive education implemented without face-to-face 

presence? How and in what form can online trainings be implemented? What technical 

conditions are needed to provide online sessions? Will our clients, despite their 

generally higher age, be able to cope with the use of ICT (Information and 

Communication Technology) tools? Are there, and if so, what are the negative effects 

of working in the online space? If necessary, who should be and who should not be 

recommended to start working in this way?  

The András Pető Rehabilitation and Health Care Supply Department (PAREEO) 

reacted quickly to the pandemic situation. As a result of the epidemiological measures, 

we got prepared to adapt the face-to-face sessions to the online space and to implement 

the modified programmes in just 4 weeks from mid-March to mid-April 2020. 

With an extraordinary solution born out of an extraordinary crisis, we managed to 

cope with the pandemic interval. Our personal experience shows that even in the future, 

this solution can also be used as a viable alternative. 

Over the past 71 years of adult rehabilitation, professional milestones cannot 

always be linked to a precise date or era. Although they are very different in nature and 

impact, we would not be at our current level of professional development without them. 
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The effects of taletelling and story reception on preschool 

children and atypical features of taletelling processes of 

children with cerebral palsy associated multiple disabilities 

(Summarizing study)1 

 
HENRIETT PINTÉR 

 
In this paper, I summarize all factors that influence the taletelling processes of 

preschoolers and describe atypical processes of taletelling and story reception among 

children with cerebral palsy associated multiple disabilities. 

Taletelling is an interaction between the taleteller and the listener that maintains 

a constant vigilance between the two of them. However, in children with central 

nervous system impairments, due to their multiple motor dysfunctions and associated 

cognitive partial dysfunctions, the maintenance of attention develops differently during 

taletelling. In the practice of conductive pedagogy in kindergartens, this shall be paid 

special attention in order to trigger the excitement in preschoolers with a central 

nervous system injury as (story) recipients, which will arouse their interest in the story. 

Professionals of conductive education have been dealing with taletelling for decades, 

seeking for ways of making stories receivable accessible to children who are barely 

communicating or unable to speak or listen. Parents of children with central nervous 

system injuries also try to tell their children stories that can be experiential for them. 

However, these efforts have not been publicised or published, these have remained 

preserved in the oral tradition of the professional community of conductive education. 

For several years, I have been preparing students in the Conductive Education 

specialization on how to convey stories to preschoolers with atypical developmental 

trajectories (cumulative injuries, central nervous system) in order to facilitate 

reception. Some of them have reported in publications on the effectiveness of their own 

taletelling activities back in their student years (see, for example, Jobbágy, 2013; 

Sághy, 2014; Schuller, 2015). Since no work has been published so far on the elements 

and characteristics of taletelling in the practice of conductive pedagogy in 

kindergartens, hereby I will attempt to fill this gap. In the present study, I will focus on 

the effects of taletelling and story reception, especially on the means of effective 

taletelling and the conditions for reception. I do not deal with the selection of stories 

suitable for preschool children and the design of story activities. In the first part, I will 

define the concept of taletelling, then I will discuss the criteria for good taletelling 

based on the literature, then I will analyse the processes that take place in the listener. 

Finally, I will briefly summarize the features that can help taletelling and the taleteller 

in making taletelling accessible to preschoolers with multiple central nervous system 

injuries, and which influence the taletelling process among preschoolers with multiple 

disabilities, especially those with central nervous system injuries. 

                                            
1 Published in Hungarian in Tudomány és Hivatás 2019/1. 
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Interpretations of taletelling 

 

Literature on taletelling offers a wealth of possibilities; on the basis of the sources 

reviewed, I interpret the concepts of taletelling and story reception from a linguistic, 

psychological and folkloristic approach.  

Taletelling (telling tales) and tale (language) are seen as combined concepts 

(Bódis, 2003), and in this interpretation they can be seen as communication: the fairy 

tale (the language), the sender, the taleteller is the channel of transmission, and the 

receiver is the listener (Bódis, 2003). Tolcsvai (2001) argues that as a linguistic text, 

the fairy tale makes patterns on various representations in the complex system of the 

world, while Lovász (2007) claims that it represents the system of our world, realising 

the created world (Lovász, 2007). For children, fairy tales are not simple stories, but 

works with a strict grammar and structure. As "a second mother tongue" (Andrásfalvy, 

1992), they help socialisation into the culture and norms of the community through 

means of emotional expression (Papp, 2018). 

As creators, taletellers convey narrative schemes and conventions, which are 

transformed into coherent texts through speech; the recipients (the listeners) are 

supported by the same cultural schemas in the process of understanding (László, 1999). 

In a psychological sense, taletelling takes place on a spiritual-psychic plane, and 

this communicative process is easier to detect in the listener of the tale; a pervasive 

force and effect that is created during the telling of and listening to the tale (Bódis, 

2003). Some researchers of taletelling present it in the context of interaction related to 

the relief of souls and the exchange of thoughts, where the taletelling process is the 

guidance of the soul (Bálint, 2016).  

The social cognition of taletelling is the reinterpretation of personal understanding 

and conventions (Bódis, 2003). Taletelling creates a sense of togetherness, which goes 

beyond the taleteller's monologue, trying to achieve the effect and the catharsis through 

proven, well-rehearsed text variations and the magic of the spoken word (Bálint, 2016). 

The taleteller – tale-teller is the interpreter of this process, in which they are enabled to 

practice the technique of "selfhood" (see Foucault, 1999): to change themselves 

through various internal cognitive operations and to achieve a sense of happiness and 

purity (Bálint, 2016). 

Taletelling has visually perceptible concomitants (Utely, 1974; cited in Bódis, 

2006, 79) that takes the form of a creative collaboration between the taleteller and their 

community, argues Bódis (2006). According to Kovács (1987), the taleteller projects a 

kind of internal movie, enriching the effect with elements of reality, thus making all 

the elements of their story perceptible (Kovács, 1987; cited in Bódis, 2003; 2006). 

Tancz (2009), in his study summarising the role of taletelling in the communicative 

functions of the mother tongue, considers the fairy tale – based on its traditional 

definition – to be a possible world of miracle and fantasy, in which the boundaries 

between real and fictional human knowledge are blurred.  

In a folkloristic context, taletelling is sacral communication, which can be related 

to the concept of Lovász (2002). The channel of sacral communication consists of the 

verbal and non-verbal elements, whereas the signs bearing cultural traits (e.g. hairstyle, 

dress, ornaments) are additional message carriers. The verbal elements of the tale (or 

language) reach the transcendent through the verbal channel. According to Lovász 
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(2002), the means of sacral communication are: non-verbal elements, vocal 

communication (paralinguistic signs such as sniffling, crying, coughing), the 

communicative function of non-speaking and silence (e.g. meditation), mimic 

communication, expression of face, smells (e.g. incense smoke), movements, gestures, 

posture, proxemics (spatial control), kinesthetic communication and touch. 

 

Taletelling in the process of impact and catharsis 

 

In the process of traditional taletelling, the taleteller engages several sensory functions 

(visual, auditory, kinesthetic, tactile) in order to achieve a complex effect for the 

recipient, and is thus involved in the process of sacral communication (Bódis, 2006).  

As a recipient, the child recognizes and anticipates the genre related 

characteristics of the tale, and expects repetitive events such as the dynamics of desire 

fulfillment, the motif of danger and escape, the compensatory effects, and the sequence 

of causality (Tancz, 2009). The visual images of taletelling play a significant role in 

helping the child listening to the story to pay attention, instead of the correctness of the 

text to the gestures and facial expressions that accompany the text of the story (Bódis, 

2003; 2006).  

Creating a story space is also an important element of good taletelling. The 

traditional roots of this are preserved in folklore, and the taleteller can use it as a tool 

to create an effect (for example, candle light). The sacred space of the tale can be 

separated from the profane world (Kovács, 1987; Bódis, 2003; 2006). However, in 

expressive taletelling, the presence of light and darkness in the tale space plays a less 

important role.  

In this transcendental process, taletelling as sacral communication can convey the 

story through both its verbal and non-verbal messages (Stallings 1988; Boldizsár 2010; 

Lovász, 2002). In addition to contents and acoustic means, body language (e.g. posture, 

hand, face) helps to maintain attention (Sándor, 2017); exaggerated gestures, dynamic 

volume and various tones of voice are all assets of sacral communication (Kovács, 

1974; Lovász, 2002; Tancz, 2009). 

Deepening of the tale experience and catharsis can be facilitated by taletelling by 

heart. (Although I am not aware of any national research on the effects of taletelling by 

heart.) The power of the presentation is enhanced by the triggering of internal images 

provided by the linguistic-stylistic means of the tale. In a text told by heart, the 

linguistic turns, the typical means of expression and stylistic devices enhance the 

experience, and hence, in order to achieve an aesthetic effect, it is always worth 

presenting the story from the beginning to the end, without any interruptions (Tancz, 

2009). According to many experts, a tale told by heart is half the directness of a 

narrative that has the power of reality (Nádai, 1999) and also the catharsis of children 

listening to the tale with their mouths open (Voight, 1999; Papp, 2018). The taleteller 

performer and creator, as well as the linguistic means of expression of the oral tradition 

create the possibility not to reproduce and recite a learned text, but to recreate it each 

time the story is told, according to the inspiration of the moment (for example, the 

place, the situation, the reactions of the people present or even unexpected external 

circumstances). Eye contact with the taleteller plays a crucial role in maintaining 

attention (Sándor, 2017). 
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In the process of taletelling, attention of the audience may decreased or be lost, 

and in order to maintain and keep it, the taleteller must also be vigilant to their listeners: 

if they wander away, help must be given to return back to the right track (Sándor, 2017). 

To maintain or regain attention, they must convey such stimuli that are sufficiently 

relevant to the taleteller so that it would be “worthwhile to put operational effort in the 

interest of achieving the expected mental contextual effect. The communicator, on the 

other hand, should apply the most relevant stimulus expectable by their abilities while 

telling the story" (Papp, 2018). 

At the same time, listening to a story is cultural learning as well: in the encoding process 

of the taleteller (tale teller, communicator) and the decoding process of the recipient 

(listener, partner), the taleteller tries to make their own intentions known to the 

recipient. The taleteller tries to assert this intention by sending stimuli to the recipient. 

If the stimulus sent is appropriate, the recipient makes a cognitive effort to understand 

the expected mental contextual effect and the story. The taleteller (communicator), on 

the other hand, must apply the best possible stimulus during the taletelling (Papp, 

2018). This is the optimal relevance (Sperber & Wilson, 1995 cited in Papp, 2018): the 

chosen stimulus (stimulus or incentive) must reach the partner in order to trigger the 

understanding of the story and to lead to a positive effect (e.g. catharsis). Sperber and 

Wilson (1995) call these stimuli ostensive stimuli. What are these ostensive stimuli? In 

the interpretive domain of sacral communication and linguistics, these are the verbal 

and nonverbal devices of the taleteller (see Tolcsvai, 2001; Lovász, 2002). " In 

relevance theory, an input is relevant to an individual when its processing yields such 

positive effects." (Wilson & Sperber, 2002: p. 3). The effects of inclusion are 

contextual operations that are the cognitive efforts of the recipient made to achieve the 

effects of inclusion (and also comprehension) (Wilson & Sperber, 2002).  

 

Cognitive and affective processes in the listener 

 

Neither listening to, nor telling stories is an innate gift. These are skills that can be and 

should be learned. According to Papp (2018), the taleteller's task was made easier in 

traditional taletelling communities, where unwritten rules essential for the taleteller to 

focus on the taletelling and for the listeners to focus on the story existed and were 

followed (Papp, 2018). The tale influences the listener through emotional-impulsive 

characteristics and behavioral motives; they shape the taleteller's behavioral system, 

goal-oriented or defensive strategies and internal control (e.g. self-image, social image, 

conscience) (Tolcsvai 2001: 121). According to Mérei & V. Binet (1970), the child 

processes the tale experience in analogies with real people and events; identification 

with the hero is created by “contemplative comovement”. The tale affects the child’s 

imagination, and through this, it promotes imitation, role learning and this is how the 

child benefits from the stories of the socio-cultural group (Papp, 2018). 

Psychological summaries in Hungary, including those discussing children’s 

reception of tales (see, for example, Mérei – V. Binet, 1971), call the attention to the 

parallels between playing and listening to fairy tales, since these activities both involve 

immersion (Nádai, 1999). Taletelling and listening to tales are both artistic activities 

(Nádai, 1999), and fairy tales are a means of artistic education: “a good taleteller plays 

on the strings of their listener’s interest like Orpheus does on the strings of his magic 
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cithara. With each chord, a string vibrates with him in the listener’s soul.” (Nádai, 1999: 

36; cited in the study of Papp, 2018). Examples for the external characteristics of 

children and adults in such an intensely focused state of attention include calm face, 

alertness, physical stillness, mental activity, relaxed breathing, open gaze, bright eyes 

and smoothed wrinkles (Boldizsár 2010: 319; cited in the study of Papp, 2018).  

In the process of taletelling, the listener’s attitude is perceivable and visible to the 

external observer: a joint attentional scene of the taleteller and the listener (Tomasello, 

1999, cited in Büky, 1999). The activation of the physical cues of this focused attention 

(Lengyel – Komlósi – Ivaskó 2013; Ivaskó – Papp 2017) is a function of well-chosen 

taletelling (Büky, 1999). Csíkszentmihályi (1997) interprets attention as selecting the 

relevant ones from “millions of possible information units”, “...attention is focused on 

stimuli that are relevant at the moment, and the perfect experience appears” 

(Csíkszentmihályi, 1997, p. 32), an important feature of which is that it merges with 

whatever is being done. These are flow-activities that reward us with pleasurable 

experiences, and thus enable us to become autotelic personalities (Csíkszentmihályi, 

1997). This concentration is also present in the child listening to the fairy tale, and is 

expressed, for example, in the tale-listening behavior, in withdrawal from the domain 

of everyday actions, in experiencing the wonderful and the moment of the unusual, in 

the triggering of a process of empathy (Mérei, V. Binet, 1981, 236-237. cited in the 

study of Papp, 2018).  

Moving along the focused attention of the tale-listener, we reach to the trance 

state of that listener (Stallings, 1988; Boldizsár, 2010). The conditions for reaching this 

trance state are the application of the entirety of verbal and non-verbal means of sacral 

communication discussed above, serving the taletelling and listening process. 

Boldizsár (2010) notes that inducing the story-listening trance state can also be used in 

education, as he hypothesizes that learners in this state will be able to take in 

information more easily and will be calm, alert and focused, but this intense attentional 

state can only be achieved if it urges the listener to perform personal, real and intense 

emotional work (Stallings, 1988; Boldizsár, 2010; cited in the study of Papp, 2018). 

The interpretative framework for taletelling and listening is summarised in Table 1. 

Table 1:  interpretative framework of taletelling and listening 

Interpretations Taletelling – taleteller Listening – tale-listener 

Conceptual 

denomination 

Tale+taleteller (Tolcsvai, 

2001)  

Taleteller as creator (László, 

1999) 

The tale is a type of 

communication: taleteller as 

conveying medium in the 

process of tale telling (Bódis, 

2006). 

Interpretator (Bálint, 2016) 

Story teller(Papp, 2018) 

Communicator (Papp, 2018) 

Befogadók mint hallgatók 

(Papp, 2018; László, 1999) 

The tale as a type of 

communication: the receiver 

as (tale) listener (Bódis, 2006). 

Partner (Wilson – Sperber, 

1986;1995; Papp, 2018) 
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Linguistic The linguistic text of the tale 

is modeling the world in a 

complex system of 

representations (Tolcsvai, 

2001). 

Receivers as transmitters 

(Bódis, 2003).  

 

Folkloristic Taletelling is sacral 

communication (Lovász, 

2002). 

Cultural learning, optimal 

relevance (Sperber et 

Wilson, 1985; Papp, 2018) 

A second mother tongue 

(Andrásfalvy, 1992) 

Psychological A psycho-spiritual process, 

intuitive effect created 

through the taletelling 

process (Bódis, 2003).  

“Relief of the souls” and 

“exchange of thoughts” are 

interrelated (Bálint, 2016).  

Taletelling as a process: the 

psychic layer can be tracked 

more easily in the listener 

(Bódis, 2003).  

Tale-listening trance state 

(Stalling, 1988; Boldizsár, 

2010).  

I have interpreted the concept of taletelling in linguistic, psychological and 

folkloristic terms. Although in a linguistic interpretation this term is a static entity, in 

folkloristic and psychological sense it does have a process-like feature. Taletelling is a 

communicative process in which the taleteller and the listener are in an interdependent 

relationship. The taleteller sends ostensive stimuli to the listener in order to make it 

worth for the listener to make cognitive efforts to decode the story. Ostensive stimuli 

can be considered as sacral communication, consisting of verbal and non-verbal cues 

sent to the receiver of the tale. The aim is to achieve optimal relevance that helps the 

receiver to understand and to get into a receptive trance state. In this trance state, the 

child listens in a focused manner and displays affective and physical signs of reception 

all over their body, such as open eyes, a smoothed face, and in case of children, a gaping 

mouth. 

The potential for supporting personal development through listening to tales, in 

the light of the Hungarian practice of research 

 

As linguistic activities, listening to tales and taletelling develop gradually (Gósy, 1997; 

cited in the study of Ivaskó – Papp, 2017). The impact of continuous listening to 

taletelling in childhood is invaluable for the motor, affective, cognitive and social 

development of the personality. In Hungary, research has been conducted (see Nagy, 

2009) on the impact of frequent listening to taletelling and related talking during the 

preschool age on children’s ability to collect experience and to find context, in addition 

to the spontaneous developmental effects. In the development of children who listened 

to tales regularly, there was a developmental difference of about one and a half years 

compared to preschool children who rarely listened to taletelling (Nagy, 1980). 

Nyitrai’s (2009) research findings have proven that frequent listening to tales and 
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experience-based thematic group discussions about tales can support the development 

of contextual processing, comprehension of information and understanding of 

linguistic structures, and especially, the disconnection from current temporal and 

spatial circumstances and the understanding of various relational systems. During the 

developmental phase of a child’s linguistic and cognitive maturation, regular taletelling 

and discussions on the stories can help preschool children to use the parts of a coherent 

story not only as separate units but also in accordance with the valid sequence of events 

in that story (Nagy, Nyitrai & Vidákovich 2009). 

Based on the ostensive-inferential communication-concept of relevance theory 

(see Sperber-Wilson 1995), Ivaskó and Papp (2017) investigated children’s increased 

likeliness, in case of tales told appropriately, to extract the relevant information from 

the story and to recall the content. They intended to find out how the presence or 

absence of ostensive stimuli influences preschool children’s story processing 

performance (Ivaskó – Papp, 2017, 21.) During the experiment, children listened to 

tales through a screen, along with different ways of applying ostensive stimuli. For 

example, there were tale listening sessions where several stimuli were applied (nursery 

language, eye contact) and there were sessions where children listened to tales 

performed in a neutral tone, without any stimuli. In their study, they concluded that if 

children were given ostensive stimulus to support processing (in this case, the use of 

nursery language or eye contact) during listening, they performed better on the tasks 

afterwards; the use of nursery language helped children to process the story and to 

recall important content elements. When the nursery language was omitted, children’s 

time spent in a focused attention state shortened, and therefore their comprehension 

performance also deteriorated (Ivaskó – Papp, 2017, p. 30).  

 

 

Personality related factors inhibiting the reception of tales in children with 

multiple cerebral palsy 

 

Due to the complex nature of cerebral palsy, in the 2000s there were also some 

summarizing studies on the interpretation of this technical term both in the international 

(e.g. Bax et al., 2005) and in the domestic field. Even in the context of conductive 

pedagogy, there are some summarizing works (e.g. Balogh & Kozma, 2009) that deal 

with the meaning and topic of cerebral palsy. Since various language processing 

operations play a significant role in the process of taletelling, in this paper I rely on the 

summarizing study by Bax et al. (2005) within the relational framework of the meaning 

of cerebral palsy, and highlight those features of cerebral palsy that may hinder children 

with multiple impairments in listening to tales. Among other things, sustained 

attention, the cognitive effort required for reception and the ability to enter into a trance 

state (catharsis) are prerequisites for comprehension. The inadequate functioning or 

absence of these factors may impede the process of listening to the tale. From the 

features of cerebral palsy, as classified by Bax, Goldstein, Rosenbaum, Leviton & 

Panet (2005), I have highlighted perceptual deficits, the inadequate functioning of 

attention, disorder in the interpretation of information, perceptual disorders, and 

adverse or faulty perception. Perceptual disorders may affect auditory, visual and 

sensory modalities. Attention deficit can both affect global (whole body functioning) 



 

89 
 

or specific (a single skill area) functioning. Impairment of the expressive or receptive 

functions of communication may also be present (Bax, et al. 2005: 271-272). 

Children with cerebral palsy may have a speech processing disorder in the field of 

speech comprehension: limited, inaccurate speech identification, inaccurate, uncertain 

comprehension, impaired interpretation. They are unable or only partially able to 

process verbal utterances addressed to them; in everyday communication, their 

reactions are incomplete or incorrect, they often ask back. In the group of preschool 

children receiving conductive education, many times there are children with multiple 

disabilities who are unable to perform reception or understand short, simple stories or 

narratives appropriate for their age level (Ványi – Róth, 2008).  

 

Lessons for conductive education 
 

From a theoretical summary of taletelling and listening, the most important identifiable 

cognitive conditions affecting the child as a receiver are: sustained attention and 

listening, entering the trance state, experiencing catharsis, effort made in order to 

understand the story and to live the experience. The question arises as to whether these 

cognitive and affective conditions are all operative in cerebral palsy affected children 

with cumulative impairment and area-specific symptoms. In the kindergarten of 

conductive pedagogy, there are ongoing efforts made by professionals in order to 

develop children with symptoms across an increasingly broad spectrum.  There are 

advances in particular in processes supporting taletelling and tale reception. Certain 

analytical works have also been done to assess preschool children with cerebral palsy 

(see, for example, Pásztorné, 2018). However, there is still a need to involve and study 

such research papers on neurodevelopmental and language processing operations that 

also investigate language processing by slowly advancing children with language 

processing difficulties.  

Because there are dilemmas arising for children with cerebral palsy in learning 

situations such as when a child hears (perceives) a tale: the taleteller sends the ostensive 

stimuli (non-verbal elements), but what is going on in the child’s mind in the 

meantime? This leads to the assumption of whether the process is working but we don’t 

see it, or the process is not working and that is why we don’t see it. We may seek for 

the answers for the following questions: What do we know about these brain processes 

in children with cerebral palsy related multiple disabilities? How does it happen in them 

(for example, do they understand the tale, are they affected by it)? Are these processes 

happening in them too, although we don’t see it? Or is it not working at all and that is 

why we don’t see it (there is no visible sign) in case of the children concerned? In the 

Hungarian domain, there have also appeared some research reports that investigate 

language processing through imaging techniques (see for example Lukács – Kemény 

– Ladányi – Csifcsák – Pléh, 2014). 

As in the field of special education, so in the field of conductive pedagogy, there 

is an increased need for analysis and evaluation of work in pedagogical and 

rehabilitation practices. It would also be desirable for the professionals working in 

conductive pedagogical groups to publish their innovative methods of working with 

children with multiple disabilities and to make these accessible to the general public as 

Jobbágy (2013), Sághy, (2014) and Schuller (2015) have done. If these effective 



 

90 
 

methods are only present in the practice of conductive pedagogy at the level of word 

of mouth, they will fade into the "obscurity of old glory". 
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The importance of musical education  

in conductive pedagogy1 

 
LÁSZLÓ MATOS 

THE MUSICAL DEVELOPMENT OF SMALL CHILDREN 

The general features of development and intervention 

The fetus can already perceive sounds and noises. Newborn babies react to the light 

sooner than to sounds. They pay attention to musical sounds only from the age of 2–3 

months by keeping still, or perhaps by turning to the source of sound. They vividly 

react to the (vestibular) stimuli affecting their sense of balance from birth. They respond 

to rocking and swinging them, by jigging and kicking very actively. Small babies 

already try to make various sounds when lying in the cot. They play with their tongue 

and saliva almost unconsciously. They start babbling at the age of 4–6 months. 

Babbling usually goes together with movement. After some time, the mother can tell 

from the melody of crying and babbling what the baby wants and when. The babies 

also understand from the melody and the intonation of the speech what the adults want 

from them. Of course, this goes together with the adult’s mimicry and smile. If the 

adults imitate the baby’s babbling sounds, the babies can already communicate at the 

age of 4–6 months, and they will answer with some delay. 
The babies’ set of sounds is varied and irregular, just as their movements at this 

age. If the babies are calm and well-balanced, they feel safe in their lying position, they 

move and “sing” a lot. The reason is that these sounds are much more similar to musical 

sounds than to talk. 

The voice set of the baby at this age is variable and irregular similarly to her 

movements. When the baby is calm, balanced and feels safe in his/her lying position, 

he/she moves a lot and “sings”. Those voices are more similar to musical sounds than 

to speech. 
In the second half of year, they already make rhythmic and swinging movements 

in varied positions. They rock forward and back while kneeling on all fours, sitting, or 

standing , stretch or bend their arms while standing and grabbing a rail and in the 

meantime “singing” along with those movements . They already manipulating with 

objects, at the age of 6–8 months, they knock cubes together and shake a rattle. They 

play with toys that are very fashionable these days and make various sounds upon 

pushing or pulling, they pay attention to the sounds and various tones and sooner or 

later imitate them if they hear them a lot. 

                                            
1 Published in The manual of conductive pedagogy. More than practice. Editor in chief Éva 

Feketéné Szabó, Andrea Zsebe. Editor István Kollega Tarsoly. Semmelweis University András 

Pető Faculty, Budapest, [2020], 343–361. 
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Babies at the age of 9–10 months already try to respond with a melodic phrase at 

the same pitch. Spontaneous babbling and humming will ease a bit at the beginning of 

independent walking, because the babies have to deal with new experiences and new 

discoveries. Their attention is much more focused on this. 
If you teach them, they can imitate the sound of animals and objects. This is of 

great importance in speech development. The babies’ emotional reactions will change 

if they learn a new tone, for instance, loud crying or the sound of an unknown music 

instrument. 
At the age of one and half years, they repeat the same word but with different 

stresses. We must understand from this that they reject or ask for something. On such 

occasions, when they feel uneasy, you can calm them down with rhymes or with 

singing. Children at the age of 20 months already start singing if they hear a lot of 

singing in their environment. If they hear music, they try to follow the pulse of music 

with rhythmical movement. They love listening to songs, they ask for the picture book 

and show which song or rhyme we should perform. They memorize what they hear, 

and they know much more than what they can perform on their own. 
At the age of two or three years, they also sing lullabies to their doll if their mother 

regularly sings songs to them when whishing good night in the evenings. They move 

along with the happy, playful songs and lapsit or knee-bounce rhymes, movement 

makes fun and in the meantime they get used to the rhythmical motions. 
At the age of three years, children can sing only in a narrow range due to the small 

size of the vocal cords (5 mm) and the underdeveloped muscle movements. The child’s 

independent singing – as an intellectual activity and focused internal work – presumes 

the earlier imprinted melodies. The brain remembers the melody in global unity with 

the words, which helps the baby to recall the song. This independent singing usually 

starts at the age of three but there may be deviations in a positive or negative direction. 

This song is still close to speech, it covers a three-sound range, and the child usually 

repeats 2–3 motifs. As they mainly move together with singing, a part of the air meant 

for singing is needed for movement so they generally take a breath on every fourth 

pulse. The tempo is slow or fluctuating. The volume is also varied. 
For small children, listening to music means singing together “silently”. The larynx 

and the vocal cords instinctively move together with the singer. They listen to music 

by nodding, tapping and sometimes join with humming. They create without any 

inhibition and come up with a melody for any rhythmical words. The above described 

musical development can generally be observed with all babies with typical 

development. 
At birth, we have specific anatomical, physiological etc. characteristics and natural 

aptitudes. Natural aptitude is a set of features that the person is born with. Ability 

develops as a result of the activity that is carried out in society in conformity with the 

given ability. There is no direct analogy between natural aptitude and ability: high level 

abilities may be developed with less natural aptitude and the opposite is also true: 

natural aptitude is, in itself, not enough for attaining high level abilities. The high level 

ability developed in a certain field of activity is called talent. 
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Let us take a closer look at what is needed for musical activities! 
1. Perception, i.e. the proper operation of the analyzers. 
2. Motor skills: 

• proper breathing, 
• proper larynx movement, 
• coordinated movement, 
• good manipulation when learning to play on a music instrument. 

3. Retaining and reproduction skill: 
• music memory, 
• inner hearing, 
• imagination. 

Thus, each of the above skills are needed for singing and playing an instrument. Of 

course, the development can be experienced during the musical impact and regular 

music activities. The plasticity of the nervous system is the highest at infant age, so 

teaching babies must be started in due course. 

Difficulties with the musical development of handicapped children 

After learning the skills needed for dealing with music activities it is easy to specify 

the disadvantages of our children who need conductive education. 
As is known, the impairment of the corticospinal tract leads to chewing, 

swallowing and salivation problems. Upon the impairment of the extrapyramidal tract, 

irregular and involuntary movements appear, affecting the speech, respiratory and 

facial muscles. 
If the operation of the vocal cords is hindered, the resonance needed for speech and 

singing is also missing. The length and the intensity of the sound also depend on proper 

breathing. 
The dysfunction is the reduction or disorder of the adaptation skills, i.e. it is a 

regulatory problem affecting the whole personality. “Secondary” intellectual disability 

may also evolve due to the central nervous system disorder and to the severe physical 

disability. We also have children whose anamnesis already mentions mental 

development disorder at infant age. Attention must also be paid to the existing 

disadvantages of our children with mild and moderate intellectual disability. These can 

be: shallow, gasping breathing, husky voice, dull, monotonous speech, incorrect sounds 

and articulation, less developed inner hearing, poor music memory, undeveloped fine 

motor movement, fixed mindset. 
Sometimes these are also associated with behavioural disorder. 
Music expresses emotions, addresses the soul and enriches the personality. 

Children with intellectual impairement react to beauty sensitively and they generally 

like music. Even if they may never be able to walk or drum to the rhythm or read sheet 

music. Therefore, both giving and accepting knowledge are restricted in certain areas, 

similarly to children who have an age appropriate intellect but severe physical 

impairment. 
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MUSICAL EDUCATION 

The conceptual basis for musical education 

The educational concept of Zoltán Kodály was introduced to the Hungarian schools 

from 1940. A lot of significant results and success were achieved over the past 80 years, 

and the “Kodály method” has become famous all over the world. 
In 1943, Kodály edited the “Song collection for schools” in cooperation with 

György Kerényi, and published 630 melodies in a music pedagogical arrangement. In 

1948 he published a schoolbook series with Jenő Ádám, which were edited again in 

1960 and in the 1990s. We know his principles and instructions from his writings and 

presentations and from interpretations by his students. We must know that Zoltán 

Kodály did not write any par excellence methodology or teaching guide! 
What is the essence of the Kodály concept? First of all, the focus on singing! Voice 

is an “instrument” available for everyone, it is the most natural music instrument. 

Another important feature is that the child’s musical education must be started with 

folksongs, which is the musical native language. Monophonic singing must be extended 

with polyphonic singing as soon as possible so that the child can learn to intonate 

clearly from the unison! The school lays emphasis on everyday musical education, 

daily “music classes”, frequent encounter with music, which also develops several 

other skills of the child. In order to terminate “musical illiteracy” he worked out the 

method to read and write music, and the tonic solfa was a tool for this. As for the 

curriculum, it is important that education should go together with valuable and high-

standard teaching materials. 
In addition to the Kodály method, the work of Carl Orff is becoming more and 

more popular these days. He became especially known in some Western European 

countries and in the United States. For this reason, he seems to be more valuable than 

the Hungarian concept for some people in Hungary. This confusion of values can be 

often perceived these days. Kodály himself said: “Don’t believe that everything is bad 

if we don’t do it the way the neighbour does.” 
Our Kodály heritage must be maintained, renewed and protected, but it must also 

be saved from becoming “fossilized”. 

 

The beginning of musical education 
 

Katalin Forrai wrote in her article “The personality-shaping power of music and 

singing”: “Rhythm, the words of the song, the magic of the melody and the warmth of 

the singing mother are like mother’s milk for the child’s balanced development”2 
The impacts of music in early childhood are important even if our child will not be 

a musician as an adult. The child should be surrounded with a pleasant “sound 

atmosphere”. Human voice is the most important, not canned music! Human talk, soft 

and tender voice, and within this nurse language (hami, pá-pá etc.) is necessary for a 

while. Our speech should be colourful, with high and low tones!  

                                            
2 FORRAI 1984 
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All sorts of natural sounds are suitable for the child to learn about their 

environment. 
Just as in the case of education in general, musical education is also based on a 

happy and cheerful, personal adult-child relationship. The regular pulse and many 

repetitions of rhymes and simple songs convey pleasure. The image, the word and the 

singing together develop the child’s intellect and vocabulary. 
The intonation and the rhythm of songs and words taken from folklore are similar 

to the Hungarian speech. Songs in a narrow voice range are like speech “at a higher 

tone”. There are some short songs and rhymes that were written for children by famous 

writers and composers (Ágnes Nemes Nagy, Sándor Weöres, Zoltán Kodály, Sándor 

Szokolay). 
Singing is intimate. Permanent canned music in the background makes personal, 

human relations dull, and it is nothing but “a buzzing noise” – wrote Katalin Forrai. A 

jukebox will not place the child on the lap, and will not play and sing happily with the 

child like a mother. If the mother sings, she focuses on her child and ignores everything 

else, and the child will ask her again and again to repeat the song. 
Directing the child’s attention to the sounds and the silence of nature is a live 

experience, although not real music: for example, listening to the rustling leaves, the 

song of birds, the sound of rain etc. In this way the child will be more responsive to 

musical sounds. 

The role of musical education in conductive pedagogy3 

Musical education has two roles in conductive pedagogy. On the one hand, it must 

begin, as soon as possible, to develop the musical abilities needed for accepting and 

interpreting music. On the other hand, it is an important tool for children with physical 

disability to become orthofunctional. This means that musical education is both a 

purpose and a tool! 
Children acquire up-to-date musical skills when they become acquainted with their 

environment, the same way as the personality of children with physical impairment 

develops as a result of their daily repeated conductive work and thus their appropriate 

motor ability improves. The ideas of Zoltán Kodály and András Pető about learning 

were similar. Both thought that the demand for music and active movement will 

pervade into the child’s soul during the regular daily activities. A well-organized 

activity means happiness and experience for little kids, which they want to experience 

again later, at their adult age. In order to realize their ideas, hard work is needed both 

by the educator and educated. Naturally, the interactions of music and movement as 

well as the other transfer effects of musical education should be used as much as 

possible. What does it mean? “Music is born from movements and inspires to move” 

wrote Klára Kokas (1980). Every task in music education should be accompanied with 

movement, the songs should be taught while playing, thus music and movement 

become an organic unity. I primarily mean the connections between singing and 

physical development. 

                                            
3 ŐRFALVY 1999 
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1. The operation of the vocal organs gets improved, respiration gets regulated and 

the breathing capacity grows. Learning proper deep breathing is especially 

important with regard to loose spasticity. 
2. Correct articulation and correct breathing while speaking can also be learnt 

through singing. 
3. The posture will improve. 
4. Coordinated movement and later rhythmical movements will be created and the 

fine motor activities also improve. 
5. The development of body weight and body length is also influenced. 
The above-mentioned favourable effects of singing can naturally be achieved only 

by creating proper singing customs. 
Zoltán Kodály and his students, including Klára Kokas, proved in several papers 

that the daily engagement in music and singing significantly and favourably affects the 

cognitive abilities as well. Studies into the cerebral functions have revealed that musical 

activities are mental collaborations of several cerebral areas. Various musical activities 

are controlled by the following cerebral areas: 
• rhythm – brain stem, 
• auditive comprehension – the temporal part of the cortex, 
• conscious comprehension – the frontal lobe, 
• emotional reactions – the basal ganglions. 

The required abilities (communication, cognitive and acting skills) develop during 

singing and making music. It is striking to note that singing develops the verbal side of 

the communicational abilities, but we can also see its role in the development of non-

verbal communication. The development of thinking through analysis, synthesis, 

comparison, relations, etc. must be especially pointed out in the field of cognitive 

abilities. Musical activities are mainly carried out in rhythmical tasks that improve the 

measure, rhythm, tempo, dynamism etc. of the activities as well as accuracy, 

concentration and the ability to share attention – among many other things. 
Cleaner speaking resulting from proper singing habits helps to improve the reading 

technique, grammatical spelling also gets better as a result of hearing expansion and 

the capacity to understand relations improves during permanent rhythmical exercises, 

which is also important in learning mathematics. 
We should also note the emotional effect of music. We know how motivating is a 

joyful rhyme or a song performed before or during the movement tasks. Positive 

feelings (love, friendship, joy etc.) come into the foreground through the song’s textual 

contents. Singing or playing together also motivates: one becomes happier and the 

inhibitions can be released, which helps to create community behaviour while it is a 

very good disciplinary force, as well. 
Our folksongs teach the children to love traditions, the nation, the native language 

and the motherland. We can do a lot for our children’s aesthetic development by 

explaining the songs and the musical compositions. Musical compositions and fine arts 

are the artistic expressive forms of human feelings and thoughts. We should carefully 

select the curriculum, while naturally we should also develop our own taste, because 

our value judgment also forms that of the child. We should listen to any sort of music, 
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either at home or with friends, but it must be valuable. Therefore, it is important to draw 

the attention to real values. Kodály said: “music is not just amusement but the daily 

food needed for the soul.” 

The tasks and the specific methods of teaching singing and music 

 in the conductive group 

0–3 years of age 
Kodály said: “The song is children’s spontaneous and natural language, and the 

younger they are the more they want to move with it.” 
Children, parents and relatives who participate in the early intervention groups and 

residential parent and child groups first hear children songs or rhymes. The song, 

especially the mother’s or father’s singing is a positive, relaxing stimulus and it relieves 

stress. At the same time, a conditional relationship develops between the words, the 

melody and movement by frequently repeating the songs and rhymes. When the known 

tune is heard, some independent activities may occur already at a very young age. 

Onomatopoeic words matching the child’s age and mental development level as well 

as poems and songs illustrated with animal puppets make the children interested in 

some activities or imitations. 
The joint singing or rhyme gives rhythm for task performance. For our task series 

we generally use rhymes with time signature of four and songs which are made of 2–3 

sounds. We strongly emphasize the quarters, if necessary, in a slow tempo. 
At this age, rhythmical movements primarily cover the limbs and the head, in-

cluding nodding the head, raising and bending the arms, clapping hands, knocking 

sticks and rings together, raising and bending the legs, keeping objects with the legs 

etc. 
First, the musical instruments draw the attention, then work as sources of sounds 

inspiring manipulation activities . Young children turn towards the sound or turn their 

head to that direction. We ask them where this sound comes from? In the meantime we 

change our place. Later we also change the music instruments, however, never too fast 

as the children should learn or get used to the tone of the instrument in question. 
We start making sounds with rhythm instruments: drums, cymbals and triangle. 

Then we get instruments that play a melody: recorder, metallophone, xylophone, 

harmonica, Jew’s harp etc. In all cases we name the instruments and we may try to get 

each child to sound the instruments with the mother’s help. The conductor’s singing 

and the sound of the instruments help to develop timbre hearing (good distinction of 

tones). 

Kindergarten age 
Children who go to kindergarten for conductive and integrated education have various 

musical abilities. We already know that the abilities are not born with us, we just bring 

the disposition in our genes and it depends primarily on our own environment and 

education which capacities develop in us at a higher level. According to Kodály, 

“children’s musical education should begin 9 months before they are born.” 

Unfortunately, during the pregnancy mothers do not do too much for their joy, calmness 
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and mental balance, and they do not talk or sing to their babies although it is an already 

proved fact that the embryo can hear.Generally, small children first meet live music 

and children’s songs in the nursery or in the kindergarten group or in our parent–child 

group, therefore it is important what and how the educator should teach. 
Before preparing the annual conductive work plan for the given group, we should 

get to know the children and should assess their musical abilities. The following 

questions should be clarified: 
• What musical impressions have they individually acquired until today? 
• What are their physical conditions? Type and grade of impairment ? 
• Can they breathe through their nose? Can they give a sound at all? Can they 

talk? Can they produce a singing voice? 
• What about their ear for music? Can they recognize the higher or deeper 

sound (in octave, fifth or major/minor third interval)? 
• Can they intonate? Can they give a sound at the same pitch as the teacher’s 

voice? 
• Is there any muttering child in the group? 

The best way is to watch them while singing well-known children’s songs, and as 

soon as they are happy to sing together and they are relaxed, we can try to play an “echo 

game” with them individually. 
What is your name? We ask this through so-so-mi notes, expecting the answer with 

the same tonality. If it is difficult, we should tell so-mi notes slowly, repeatedly, in a 

syllabic way, for example: 
ba-ba ma-ma al-ma ci-ca (ba-by; mom-my; app-le; kit-ty) etc. 
so-mi so-mi so-mi so-mi etc. 

The word’s keynote should be F1, G1 or A1! If the child is muttering at a deeper 

sound, we can go below to his/her pitch and we can try to “speak” to him/her in a minor 

third interval. We can start assembling the work plan only if we get a picture about the 

individual abilities of the group members (the movement status is just as important). 

Development of rhythmical abilities 

a) Expansion of the sense for meter 
Rhythmical activity is a form of movement to accompany active singing. The easiest 

way to practice is what is called “dissembling rhythmical games”, i.e. with motions 

corresponding to the text: with swinging, mowing, hoeing, puppy seed smashing, 

dandling etc., later on with clapping, knocking or together with an instrument. In the 

small group we can practice in a sitting position, with motions of the body or the arms. 

It is important to practice, repeat the same motions for a longer time, during several 

beats! In intermediate and older kindergarten groups the suggested movements are: 

clapping on a table, bumping sticks together, “playing the piano” (poking with two 

fingers into the palm of the left hand), “playing the violin” (imitation of the motion); 

and using real instruments (cymbal, drum, triangle). 
We should pay attention to the stable sitting position, the child should not fear 

falling from the chair or stool, because then they are afraid of properly using their hand! 
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Naturally, we can sound the measure with rhythmical word pairs: bimm-bamm, piff-

paff etc. 
It is also a good exercise for expanding abilities when the children themselves 

sound the measure at the first part of a rhyme or song and they stop it at the second 

part, then they repeat it the other way around (naturally, the conductor continues to 

sound the measure). It is more difficult if they clap the measure at the first part, but 

they change at a given signal: they knock or stamp (the conductor also continues 

sounding the measure). 
For small kids, singing with a slow number of meter (66–80) is natural due to their 

age, and in an older group it can be a bit faster, up to 92–108. Conductors tend to use 

an even slower tempo even if the children do not accompany it with rhythmical 

movement. However, the given song will lose its character or mood when slowed down 

extremely. It is fine to do it slowly while we are teaching it, but as soon as the kids 

learn it, we should sing it at the suitable pace!  

The kids should learn how to keep the tempo, and in an older group they should 

get a feel for tempo change as well. 
We should also allow children with athetosis to try to sound a measure by 

themselves: if they sense the pulsation, they can produce it independently! We need to 

help to get a feel for proper pulsation only at the beginning. However, it is a mistake if 

we always sit next to them and work with them holding their hand. If the measuring 

does not work, let’s try sounding the accents, and the child should always beat on the 

first! 

b) Sounding a rhyme or rhythm of a song 
We should show at a rhythm accompaniment that we clap as we say a rhyme or sing! 

Each syllable gets a clap or a tap. We should syllabify with a heavier tone while 

learning! By using either the meter or the rhythm, the rhythm always sounds as an 

accompaniment during any joint singing or rhyme. It is absolutely meaningless to drum 

or to tap in itself at command. There is no abstract rhythm teaching! Only a rhyme or 

a song has a rhythm. If we can see that the small child does not tap or clap properly, 

we should immediately help by “directly transmitting the rhythm”: get hold of their 

hand and let them feel the pulse! At a rhyme: let us start by saying one-two, go; or one-

two start! We should give the meter of several beats in advance, the children will take 

it over and only then should we give the command! 
Rhythmical activities, the “accompaniment” must not restrain the musical essence, 

it should not be too loud! 
Body sounds like clicking, slapping the thigh, poking the palm etc. all create 

various sounds and they don’t offend the musicality. In an older group we can already 

vary the accompaniment, for example: tap on the thigh at 1, clapping at 2, or clapping 

at 1, clicking at 2 etc. 
The right way of using a musical instrument is when the conductor introduces how 

it should be used, what sort of sound it creates, and, at the same time, s/he watches who 

is clapping or tapping the rhythm exactly and passes on the instrument to him/her upon 

the next singing. It is important that the sound of the instrument should accentuate the 

proper sounding! Only one music instrument with a different tone should sound toge-

ther with a clapping group! There is no need for a big cacophony or a loud clatter! We 
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have to offer a musical experience and we should let them observe the musical mani-

festations! It is not the purpose of this musical activity to have all the children complete 

simultaneous manipulation tasks, we can give them this opportunity at the end of the 

session or during the break, but then everybody should get an instrument in their hand! 

c) Highlighting the accent 
We do not tell the children that this is the accent of the measure or a pulsation of 2, but 

we have them sense it with 1 loud and 1 soft beat, or only by emphasizing the first 

syllable: Bi-bici Pan-na, Rá-kezdi Vin-ce: Hin-ta, palin-ta etc. 

d) Connecting the measure and the rhythm of the song 
When connecting the measure and the rhythm of the song it is good to use different 

tones: for example, clicking-clap; cymbal-drum; triangle-clap etc. When the activities 

with two parts are already well practiced, we can try three parts as well: stamp-clap-

singing! 
Practicing various sorts of activities at the same time needs concentration, 

however, it is also a practice of arranged consciousness. 
Let’s try to involve each child into the activities. Non-verbal children, for example, 

may get a blue-red disk to signal the various rhythmical accompaniments. Do not 

forget: in the kindergarten we do not name the rhythm with ta–ti–ti, only with big–

small, long–short, or with any other playful expressions! 

Developing the singing abilities 
Proper singing habits should already be developed at the beginning: we should not 

allow the child to shout and should not let the vocal cords be stretched! We should sit 

loosely, with the head bent forward and with a straight back. Do not force all children 

to sit at the table with the arms stretched, only those should do so who need it for secure 

sitting! The reason is that already a tense condition would be created in this way: the 

child would also lift his/her head more than required and would force out the sound. 

Loose sitting with hands in the lap is more natural. Diaphragmatic breathing, the correct 

forming of the melody, can already be learned from a very early age (see the chapter 

about breathing). 
We should work individually as well with those who shout or uninhibitedly sing 

out of tune as well as with those who mutter. 

Expanding the sense for pitch, improving a good ear for music“ 

Muttering” children who sing the two kinds of intoned sound pitches at a deeper voice 

need special attention. Go down to their pitch and gradually extend the voice range 

upwards during our practices! Those who “sing” only with one tone and do not feel the 

difference should practice the rhyme as follows: let the children repeat the rhyme 

slowly and several times at the same pitch, then they should repeat it at different 

pitches! Later, let them sing the longer syllables a bit higher and the shorter ones deeper, 

getting closer and closer to the minor third interval. Our purpose should be a clean 

intonation of the so-mi interval. Both need patient, individual work. 
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If the group generally sings also at a deeper voice together, go down to their level, 

and try to gradually extend the range of voice! This means that the conductor 

occasionally starts the songs one note higher or lower. According to the methodology 

books, the “ideal” starting note of songs beginning with ‘so’ is A1. 

Small children can sing as many notes as the number of their years. Attention: the 

voice range of a 3-year-old child is 3, which is natural for them. A 5-year-old child’s 

vocal cord is 5 mm long, and it will start extending only after the age of 6. A clean 

singing voice can only be expected after the age of five. We should consider this, and 

should not expect the children to perform beyond their limits as it would do more harm 

than good! 
Children’s voice range at kindergarten age is between D1 and H1, perhaps in the 

oldest group we can go up to C1–C2 if their range was gradually extended earlier. This 

is why it is important what kind of songs we teach at kindergarten. We may have 

colleagues who sometimes consider the play songs offered in the Forrai or in the 

Törzsök books too dull, and they replace them with many other, difficult hit songs of 

foreign origin. Unfortunately, only a couple of children’s songs can be heard in the 

groups and they are repeated until they get boring. Don’t spare the efforts, look for new 

songs!  

There are ones with a small range of voice in the collection of folklore children’s 

plays and in recent songbooks for schools. 
Nice singing is supported by the playful repetition of known songs, which is very 

important for correct articulation, but always with the same syllables, for example pam-

pam, csip-csip, bamm-bamm, du-du, zümm-zümm, la-la, csön-csön (pam–pam, chip–

chip, bamm-bamm, du–du, zumm–zumm, la–la, chon–chon) and so on. It is not easy 

to sing by humming, but the correct sound direction can be learnt in this way. As we 

tell them and show: “it is nicely tuned when you send the sound in advance”. 
The musical hearing can be very well improved by recognizing parts of well-known 

songs from humming, lala-ing, and later from its rhythm. 
To “hide” a melody is also a very good task for improving the ear for music: at a 

signal given by the conductor we only sing mutely (while the conductor continues to 

sound the measure!), then after a given signal we sing again aloud. “Answering games” 

also develop the musical hearing since they must answer by staying within the key or, 

in the beginning, with the same sounds. 

Timbre hearing is an important area of improving musical hearing  

In the kindergarten curriculum we gradually introduce the children to the sounds of the 

“world”: noises, animal sounds, the human voice etc.: these are all different timbres. 

Children start recognizing the differences between vocal and musical sounds. Who is 

speaking? Who is singing (man, woman, child)? Alone? With others? We know several 

children’s plays, where they must recognize blindfolded which child is singing or 

talking. 
Children love guessing the sound of various instruments placed behind a screen 

(glass, spoon, wooden stick etc.). The differences in dynamics should also be taught 

already at kindergarten age. Children should show with us the change in volume 

horizontally: open palms moving away – forte, getting near – piano! 
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“Moving kindergarten” 
This term has been used at “Pető” since ancient times. This means that the children 

apply the learned walking patterns and independent walking while playing games. As 

the name also shows: this session works well if it provides everyone with the chance 

of movement as well as relaxed singing and playing. This is the area where the children 

can express themselves, can play roles, can sing and can reproduce what they learned 

in music and movement. Kodály said: “The organic relationship between music and 

movement, playing and singing outdoors has been the greatest joy in children’s life 

since ancient times.” This definitely means happiness even if it is not always done 

outdoors. The positive experience is stimulating and encourages further activities. For 

this reason, the session must be prepared with great care to make it a real experience. 

The children will be unhappy if the task is too easy or too difficult. 

Important aspects of organizing the moving kindergarten: 
• there should be enough space for circle games, 
• play should be arranged by standing or walking in a circle or in a line, with 

appropriate objects, 
• when assigning roles, it must be ensured that the children can actually 

complete their task, 
• many repetitions should ensure the change of roles, repetition is not boring 

for children, the more often they do it, the more they enjoy it, 
• children should have the chance to use their individual walking task in the 

game, 
• use counting rhymes for assigning roles, 
• make symbols and customs for the roles (hoe, hat, crown, apron etc.) 
• the range of games should be gradually extended, 
• play with them but do not sing louder than them, 
• make sure that sometimes they can vote for playing their favourite games! 

The words “standing” and “walking” are not highlighted by accident, they are 

important from the viewpoint of conductive work. We are still worried: the children 

play by sitting as we claim that “they get very tired”. They get tired if we never place 

a load on them! While they play, they do not even notice that they have to stand, it is 

only for a few minutes and we can also take a break in the meantime. If they complete 

their task well several times, we should praise them so they will know that they have 

achieved results! 

 
Listening to music 
This area of musical education is a bit ignored in our institutional groups although it is 

an important part of teaching concentration and focus and developing the imagination. 
Unfortunately, children are used to “canned music” in the background both at home 

and with us. However, they must learn to be able to direct their attention to the musical 

phenomenon. At the beginning they have to listen to live music! 

Listening to music should be 2–3 minutes in the young group and maximum 5 

minutes in the older group. The first, most evident way of listening to music is when 



 

104 
 

the conductor presents the song as a fun experience. Initially it should be a song that is 

well-known and they can follow it easily! Talk about its contents and its mood. Discuss 

if they liked it and why! We can use pictures and puppets and we can also dance for 

the presentation. It is great fun for small children if they see, know and love the person 

who sings. The direct and powerful impact of music will work. 
After the solo singing you can also present the known children’s songs with solo 

instruments: recorder, metallophone, xylophone, violin, guitar etc.). More and more 

conductor students can play instruments and they learn music so make use of this 

opportunity! Instrumental music is more abstract for small children but once they learn 

the sound of the instrument and the instrument itself, they will pay attention to what 

the conductor plays. In older groups two conductors can already sing songs with a wider 

voice range and with two parts, or even longer folk songs and especially art and dance 

music extracts. The book entitled Listening to music at kindergarten, written by Béla 

Törzsök gives support in selecting the appropriate compositions. The goal is to acquire 

acoustic experience. Give a specific aspect to observe about the music work. After 

listening, give a few calm minutes to ensure that music can convey its impact, that the 

children can learn the joy of music and they can give their answer to the observation 

aspect! There are two important aspects of listening to music: if music played from a 

tape recorder or a record player, it is better if the child cannot see the machine as it may 

distract their attention from the music. The other aspect is: before taking the machine 

to the session, try it and set it and learn as much as possible about the details of the 

composition so you can answer as many of the child’s questions as possible! 

Teaching proper deep breathing 
What do we know about breathing in general? Let us recall what we learned about it! 

Physiological breathing: unconditional reflex, its function is the exchange of 

gases (O2 és CO2), it provides comfort. 
Silent breathing, via the nose, consisting of three stages, to the following time 

proportions: 
inhaling – exhaling – break  

1: 1: 0.5 
The organs of the chest cavity take an active part in the muscular activity of 

respiration, the speech organs (larynx, vocal tract) let in or release the air passively. 

Primarily the respiratory muscles extend the chest, then the air flows into the lungs. 

This means that it is not the air that extends the lungs but air flows in as a result of 

suction by the lungs. The rhythm of silent breathing is generally slow, about 500 cm3 

of air is exchanged. The nostril hair filters dust particles, warm up the air and protects 

the oral cavity from drying. 
Mixed deep breathing: this belongs to silent breathing, but already three muscles 

work here: the diaphragm, the abdominal muscle and the intercostal muscles. It is also 

called abdominal breathing but this is incorrect because the air does not get into the 

stomach, although the abdominal muscle has an important role, as we breathe with the 

respiratory muscles located in the lower part of the chest. As a result of the downwards 

movement of the diaphragm the stomach protrudes because the whole waist section 

gets filled with air. 
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Speech breathing conditional reflex. Breathing has two parts, with the following 

periods:  

in out 
 active active

 1:  5 
Silent breathing follows our speech intention. Breathing in and out will also be 

active and the break disappears. During speech we breathe both through the mouth and 

the nose. We can breathe in basic air through the nose before starting to talk, but during 

the speech breathing is already required through both the nose and the mouth. The 

quantity of exchanged air may increase to 2000-2500 cm3. 
Technical breathing: Sándor Fischer says that “it is the conscious, developed 

version of speech breathing”. Deep breathing is the only right breathing method that is 

needed both for correct speech and singing. However, this can only be re-learned with 

regular practice because, as we know, we all breathe correctly and deeply at infant age. 

The support needed for speech and singing is given by the pressure going upwards from 

the diaphragm: larynx, air column and the diaphragm. This pressure is generally 

gradual during speech and singing because in the meantime the respiratory muscles 

narrow the volume of the air column until taking the next breath. 
“Proper breathing depends on the right muscle sense.” – said Dr. Seyffart. The 

muscles around the waist are involuntarily activated when practicing proper deep 

breathing. This is very important with our spastic children also in order to relax the 

muscles around the waist. The reduced operation of the respiratory muscles is also a 

problem with many children. The breathing practice carried out in a group has regularly 

preceded all daily activities in conductive pedagogy already from the beginning. The 

conductors and the students regularly control and manage these tasks. Perhaps we do 

not always think about which task we complete and for what purpose during the daily 

routine work. Which child has a difficulty with what task? Which is the correct order? 

These tasks are just as important as the lying, sitting and standing task series. Once the 

child has passed the “basic level”, we can design diverse task series from older task 

collections. Working out the basic level also needs permanent and repeated practice. It 

should also be considered whether it is useful to have the children do the exercises 

directly at a window open during the time of the exercise (2-3 minutes). It would be 

much more useful to properly air the room during changin the room . 
Silent breathing can be done as a relaxing task before or during the lying tasks. Tell 

the children to place their hands loosely on both sides of the stomach. Get them to 

notice that the whole waist extends and their stomach protrudes if they breathe 

properly! You can also place a bean bag on the stomach to illustrate this. In the next 

step slowly breathe out the air with an “sss” sound. 
Proper deep breathing, the movement of the diaphragm can be felt even better in a 

sitting position. For example, you breathe in when sitting at the table and laying your 

head on your arm placed on the table. We need to feel that the whole waist area 

protrudes all around. The movement of the diaphragm can also be felt well by imitating 

cough or by “dog panting” while sitting. To illustrate breathing out, you can slowly 

blow a light cloth placed in front of your mouth or you can “warm” your palms by 

holding them in front of your mouth. 
The breathing practice done with lifted arms cannot produce deep breathing as the 
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air gets into the upper part of the chest, the shoulders raise, the air column gets shorter, 

the whole body becomes tight and there is a large pressure on the larynx. This practice 

method is not suitable for tasks connected to speech and voice training. Of course, silent 

breathing exercises can be done in order to practice arm lifting and shoulder movement 

for conductive purposes – if the children already know how to do it – but it should not 

be done at the singing sessions! 
Nasal breathing is a problem for most of our children. It is important to sit in a 

relaxed manner, with the hands on the lap or on the hip. Mouth-closing must be 

checked. The children can also help with their hands if they cannot close it naturally. 

Nasal breathing can be practiced in the following ways (we give the task and its time 

in seconds): 
a) in through the nose – out through the nose 

3 3 (repeat it several times) 
b) in through the nose – out through the mouth 

3 3 (repeat it several times) 
c) in through the mouth – out through the nose 

3 3 (repeat it several times) 
The same tasks can be repeated by holding back the air. The period of holding back 

the air is extended gradually by seconds, and the period of task performance also 

increases accordingly. The timing of the above tasks can change with the period of 

hold-back: 
3 1 3 

3 2 3 

5 3 5 
Make sure that the long hold-back should not be longer than 5 seconds as it is bad 

for the child’s lungs and the big air pressure damages the larynx. This practice element 

cannot take longer than 5-6 seconds at school age either. The hold-back should not be 

tense, do not hold back the air up in the throat but down at the waist! 
Breathing out cannot only be done by saying “sss” – as was the case in the lying 

position – but also by using other syllables: mi, mé, má, mó, mú or hi, hé, há, hó, hú. 

As can be seen, the order of vowels is identical in the two syllable lines. This means 

that the order of vowels is not indifferent: start with a high vowel and gradually move 

towards the deepest one, which helps the outflow of air the best. 
It is important that breathing out should be quiet and slow! First try a speech sound, 

then a melody sound! This develops both the resonance and the correct articulation. 
It is the best if we do the breathing exercises while standing. We should definitely 

apply this position with children who can safely stand! In this case, both palms should 

be on the waist, so they can feel that the whole belt part is protruding! A student said 

this sentence at a teaching practice in order to help proper muscle sense: “If you breathe 

properly, you can feel your belt tighten.” 
When doing the breathing exercises we always need to know our target with the 

given exercise and we also need to tell it to the children. For example: 
• feeling the proper muscle movement (see the above examples), 
• increasing the breathing capacity (1 phrase, 1 melody line upon one breath), 
• developing articulation (relaxed jaw dropping, correct diction), 
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• voice training (bringing the sound forward to the proper formation place and 

resonance development). 
Pachiarotti said: “Those who can properly breathe and articulate can sing well.” It is 

very important to nicely talk and sing but it is more important to promote the better 

and healthier operation of our whole body through proper breathing. 
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People with motor impairement in the world of handcrafts in 

Hungary and abroad1 

 
RÓBERT MASCHER 

The employment of people with reduced work capacity is also very important for 

society as the state's social spending will be reduced if a formerly passive, dependent 

person with reduced work capacity finds employment and becomes a self-sufficient 

taxpayer. People become more open if they can see that disabled people are also able 

to work, and this also strengthens mainstream social acceptance. 
The purpose of motor development through conductive education is ab ovo to 

promote social integration, and thus to facilitate employment. A large number of our 

students are suitable for manual work as the world of labour can primarily integrate 

those disabled people who are able to travel independently, or at least to use their limbs 

independently. Doing intellectual work in an office is also a typical career for young 

people leaving Pető, but extended learning in this direction is difficult for many of them 

so it is more likely that they will have to prepare for simple assembly tasks and semi-

skilled work. 
The task is to look for workplaces, factories and companies that employ people 

with reduced work capacity, to assess their needs and to prepare people for activities 

that are relevant to them. For this important first step, it is also worth checking the list 

of workplaces expressly compiled for people living with disability. 

REMARKABLE DOMESTIC EXAMPLES 

Employing people with reduced work capacity is useful for the employers from many 

aspects. Profit-oriented ventures can cut their expenses with the received allowances 

and they can also use further subsidies. However, full accessibility at work is the most 

important issue for the employers and the biggest problem for physically disabled 

persons. We could also say that accessibility is a barrier for the employers. 
Despite this, more and more enterprises employ people living with disabilities but 

numerous organisations have been set up expressly in accordance with their interests 

and aspects. 
The scope of this writing does not allow for a thorough mapping of institutions and 

organisations active in the field, however, we can present a few vocational 

rehabilitation institutions where the people with disability have the opportunity to work 

actively in craft workshops. Their example highlights the significance of handcraft 

                                            
1 Published in The manual of conductive pedagogy. More than practice. Editor in chief Éva 

Feketéné Szabó, Andrea Zsebe. Editor István Kollega Tarsoly. Semmelweis University András 

Pető Faculty, Budapest, [2020], 363–372. 
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sessions in the field of rehabilitation efforts and employment. As a result of the 

continuous monitoring, the following companies proved to be suitable for the young 

people taught at the Pető Institute as they offer the most comprehensive knowledge and 

help for independent work. 

KÉZMŰ Non for profit Ltd., ERFO Non for profit Ltd. 

„KÉZMŰ” and „ERFO” ” are Hungary’s largest state-owned companies employing 

people with reduced work capacity. Their goal is to offer rehabilitative employment for 

people with reduced work capacity and to promote their successful and permanent 

placement in the labour market. Their rehabilitation professionals assist their emplo-

yees’ employment, training and social rehabilitation, and provide – through customized 

consulting – an accessible work environment complying with the employees’ health 

status and special needs. Their activities cover the production of leather gifts, printing, 

manufacturing various papers and packaging materials, broom making and running a 

sewing workshop. 

“Napsugár” Integrated Social Centre 

The Kaposvár-based institution deals with aquaponic plant production but also runs a 

sewing workshop, makes special flower boxes out of crushed stone and produces gifts 

and fridge magnets. This diversity provides the Centre with continued business and 

offers a varied working time to the resident disabled workers. 

MEREK 

It is the goal of the Rehabilitation Centre for Physically Disabled People (MEREK) – 

run by the General Directorate for Social and Child Protection – to rehabilitate people 

with physical disability and to promote their social integration. MEREK provides 

comprehensive rehabilitation services whereby it considers the individual needs and 

necessities as well as relies on close cooperation in working out and implementing the 

rehabilitation programme. It provides various types of provision to disabled persons, 

for example, residential care for people suitable for rehabilitation, and runs two 

temporary homes to prepare independent life. The services improve the residents’ 

physical condition, develop their independence as well as support their education, 

special training and employment, in addition to striving for as much independence as 

possible. Upon occupational rehabilitation, MEREK also provides labour market ser-

vices to employers and job seekers with reduced work capacity, assists preparations for 

work, seeking and trying jobs as well as offers mentoring after employment. The Guru-

ló (Rolling) Workshop Network was also created with workshops already available in 

all regions of the country. The work of mechanics with reduced work capacity is assis-

ted by a rehabilitation specialist and a physiotherapist at all the seven venues under 

coordination by the workshop manager. The professionals who are active in the work-

shops are prepared for all work phases, from minor repairs to the customized trans-

formation of medical aids. The centre’s director is Johanna Fóris, a former Pető worker. 
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Csömör rehabilitation centre 

The institution is run in Csömör and at 16 small regional points in Hungary with the 

cooperation of the “Összefogás az Esélyegyenlőségért Nonprofit Kft.” („Collaboration 

for Equality” Non for profit Ltd) and the “Egyenlő Esélyekért! Foundation for Equal 

Opportunities”. The first organisation provides work opportunities and the latter 

provides accommodation to the workers. Initially, the institute had 13 employees, and 

now there are 300. Most of the workers involved are persons live with severe multiple 

intellectual and physical impairment but there are a few persons only with physical 

impairment or with minor intellectual impairment and people with Down syndrome. 

Care is provided at various levels. Independent persons have the chance to go to the 

institute as a workplace in a day system. In addition, the condominium recently built 

next to the centre provides home for them and their relatives. The primary goal of the 

centre is to provide work. There is a strict daily routine, work is done in the morning, 

and the disabled persons can attend leisure time sessions and special courses from 4 

p.m. Work is given by the workshops covering numerous activities. Everyone can 

decide which workshop they want to work in, this is followed by the training period, 

which is a condition on work. The workplace can be changed at most three times a year. 

The workers can make their own products in the candle-making, weaving, sewing and 

clay workshops. They can also work in the garden centre, but hired assembly, selection 

or packaging work can also be done for external partners. 
Those persons make their own objects (products) in the workshops whose 

intellectual abilities enable them to deal with longer and more complex work processes 

as well as their movement and hand use is less affected. In the clay workshop they make 

dishes, jugs and statues in moulds, which are then burned and painted according to the 

ordered sample and individual idea. In the weaving and sewing workshop they mainly 

make rugs from residual textile materials. These, together with the candles, are sold at 

charity fairs. 

An example for an external customer: “Fruit of care” Non for profit Ltd. 

The specialty of the brand that has been in the market since 2009 is given by the 

combination of three basic values: innovative design, quality handcraft work and social 

responsibility. Their products cover items made from paper and wood as well as 

handcrafted soaps and candles. Disabled people use their hands and various handcraft 

technologies to make products planned by persons like Áron Jakab, founder and 

designer. The design shows high-level expertise, the workmanship is an individual and 

fine imprint of human touch and the implementation reveals the value-creating skills 

of disabled people. 

Salva Vita Foundation 

The foundation was set up by Andrea Dávid, who started to support people with 

intellectual impairment in the field of independent lifestyle and employment. The goal 

of the foundation is to help disabled people with social integration through 

employment. Various programmes are to be used to help these young people to school 
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because the school system does not prepare them for employment. The foundation 

launched two programmes in 1996 and they have been in operation ever since. The 

self-developed “Programme of Practice at Work” was introduced to specialized 

secondary schools where young people with intellectual impairment learn professions. 

The point is that young people can spend a part of their professional practice at 

workplaces already during their school period, thus they can get acquainted with 

various professions and workplaces. 
In 2010 the Ministry of Human Capacities launched the Shop with Heart 

programme in order to draw the public attention to products and services made in 

cooperation with people living with disabilities. The programme has been coordinated 

by the Salva Vita Foundation since 2013; the programme’s trademark was also 

registered in the same year. The trademark can be used by accredited, protected 

employers employing people with reduced work capacity, certifying that these products 

were made in cooperation with people with reduced work capacity. 
The Salva Vita Foundation has also developed numerous services for employers 

because supplying information to them and preparing them is indispensable for 

appropriately employing disabled people with reduced work capacity. Services are 

provided to the employers in numerous areas, from recruitment, through job analysis 

and sensitization to training schemes. 

FOREIGN CONDUCTIVE INSTITUTIONS OFFERING WORK OPPORTUNITIES 

Pfennigparade and WKM conductive workshop 

In the autumn of 2012, the first conductive workshop was opened in collaboration 

between Phoenix GmbH and WKM (Werkstatt für Körperbehinderte München GmbH 

– Workshop for Physically Impaired People, Munich, Germany) to provide work 

opportunities for physically impaired people. The group carries out work that requires 

reduced concentration, such as creative paperwork as well as manufacturing and sorting 

gift wrapping. 
The conductive work group works every day from 8 a.m. until 4 p.m. 8–12 people 

are active in the same workshop under control by a conductor as group leader. The 

daily workshop routine is subject to the basic conductive principles, i.e.: providing 

appropriate work conditions, taking up and keeping secure sitting positions, motivation 

as well as developing fine motor skills and attention. 
The development of the full personality plays an important role in everyday life. 

The disabled persons working there will immediately transfer the learned and practiced 

motor skills into their work activities. This creates a diverse daily routine that provides 

joy and success to the employees. The interaction of the cheerful company and the 

individual skills as well as the production of practical and art objects are the factors that 

motivate the workers. 
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The Tsad Kadima conductive craft brewery 

Founded in 1987 by the parents and professionals, of the Israeli organisation “Tsad 

Kadima” (“One Step Ahead”) with the aims at providing educational and rehabilitation 

services to children and adults with cerebral palsy and other physical impairments. The 

institution applys conductive pedagogy, which was established in their country in 

cooperation with the Pető Institute. 
Within their rehabilitation program, they came up with the idea of opening a 

brewery workshop for the members of „The Adults Day Center”. The concept of the 

brewery came in 2017 by Dr. Rony Schenker, scientific director of Tsad Kadima, and 

the owner of a prominent local brewery liked the idea. His staff volunteered to train the 

candidates in the brewing process, and sponsors helped with the purchase of the 

equipment. 
The project does not only enable young adults with CP due to central nervous 

system disorder to do fashionable, interesting and meaningful work and to learn a new 

job, but also to make some money. Physically impaired adults can actively participate 

in different stages of brewing, from planning, through production to marketing. The 

programme provides the chance to gain new experience and to learn a new way of 

employment. The program enables a complex activity that simultaneously develops 

various interdependent areas such as motor and cognitive functions, communication, 

social and emotional abilities. 
Three stations were set up for the work process: the sterilizing bath and drier, the 

filling station and the bottling station. Everything was carefully planned as filling the 

bottles was also a challenge for the young people because the pipe has to be placed into 

a narrow hole. For example, the wheelchair of the colleague forwarding the bottles to 

the filling station was equipped with a bottle holder. In addition to its excellent taste 

and quality, Kadima beer is special and popular because it is produced by young people 

who overcome their own physical impairment. 

THE TASKS OF EDUCATION AND CONDUCTOR TRAINING FOR THE 

EMPLOYMENT OF THE PEOPLE WITH PHYSICAL IMPAIREMENT  

The Pető Institute promotes the career orientation and the employment of disabled 

people by updating the contents of the technical classes and through further targeted 

handcraft sessions with regard to the tools and the nature of the work process observed 

at the institutes in Csömör and Kaposvár (Hungary). 
It is important for the András Pető Faculty to prepare the future conductors for such 

tasks. The scene of the handcraft sessions covers the subject technology and its subject 
pedagogy as well as various teaching practices. The sessions organized upon the 

teaching practice are also effective for maturing the lessons that prepare manual work 

and for selecting the most suitable techniques. The group leader conductor and the 

practice leader conductor also attend the sessions in addition to the lecurer of the 

methodology subject. This set-up is expedient as a new, upcoming technique and 

method must be tried out. If it is feasible with such a group of 6–8 disabled children,
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 the innovation may also be applied in technical education over the next academic years 

after correcting the eventual errors. 
Personal procedures and curricula that refresh the training and that are based on the 

techniques known to the given student from the past are in regular use. Due to their 

personal nature, they authenticate the given lesson for the children and help to achieve 

the conductive purpose wrapped into the session. Many times, the novelty only covers 

differentiation at such a session because well-considered, multi-stage differentiation is 

one of the most important characteristics. 
The first version of the planned vocational school is the "gift making" profession. 

Upper-level students should be prepared for this direction through a variety of targeted, 

differentiated development sessions. The idea can be illustrated by presenting a 

concrete example assignment, which can be implemented not only in the lower classes 

but also in the upper grades and in the Creative Group of the adult rehabilitation unit 

with the help of our students and conductors. 
Manufacturing clay bowls. Working with clay provides a huge opportunity for 

developing the manipulation and the creativity of students with physical impairment 

and also for using their imagination. The work processes of the session take place at a 

table, but many differentiation options are available in the solutions. 
Rolling the clay. Differentiating between the applied tools and using a rolling pin 

with ball bearings also makes rolling possible with two hands for those with one-side 

impairment. In addition, stretching the fingers can be helped by moving the traditional 

rolling pin downwards from top. Thinner, lighter as well as thicker and heavier rolling 

pins are also used. Rolling can also be done by standing, then the work becomes more 

effective with a lighter rolling pin if more weight put on the table. If you roll the clay 

by sitting at the table, you should use a heavier rolling pin as less force is needed for it. 
Many diverse tools must be used for decorating the clay. For example, lace 

curtain pieces, which can be patterned into the clay with the rolling pin. You can also 

decorate the clay with smaller or bigger shells or patterned buttons. Rolling stamps are 

also available. Bowls and dishes can also be formed in various ways. The clay can be 

placed into a mould or can be shaped by turning up the edges. 
Candle making. Two types of candle making techniques can be applied: 

submersion and casting. The process consists of few steps so there is much scope for 

differentiation by diagnosis / symptom. Choosing a task matched to the abilities can 

help to build a sense of success. 
Submersion can also be done with one hand, which is simpler, but submersing into 

hot wax or into cold water for a certain time needs special attention. The conductor 

students have the chance to try and practice this technique every year on the study tour 

organized to the Skanzen (Szentendre, Hungary). 
Casting is more complex, keeping the mould, dipping the spoon or pouring from 

the dish already needs the use of both hands, so it presumes better manipulation skills 

than submersion. The clay can be poured into the negative mold directly from the dish 

or by using a spoon or a ladle. 
Making creative cards. For making a pop-up card only a template is needed that 

is drawn around on a folded paper and cut out along the lines, then folded in the 

appropriate direction along the broken line. The task needs verbal instructions and 
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corrections. Everyone does the required gluework independently by using liquid glue. 

Finally the cards can be coloured and decorated by the children according to their own 

taste. 
Success is guaranteed by the fact that all the specialized student teachers learn how 

to make the pop-up cards, so any card can be made, for example, for Christmas (with a 

sledge, Christmas tree etc.). 
Spatula bird feeder construction. The preparation of the bird feeder is easy, 

everyone can work independently, oral guidance is sufficient in most cases. The feeder 

is based on a square cardboard , so in the first step a premade pattern is drawn around, 

then cut out. 20-20 spatulas per person are glued to the cardboard with a glue gun or 

simple, liquid, universal glue. From time to time, the children should be warned to place 

the spatulas properly on one another. 
Introducing these techniques, the most important development areas by presenting 

these tasks and by highlighting the available topics, however, it is also noteworthy that 

in the course of the creative activity the manipulation skills are further developed with 

continuous, active and independent task solving. Everyone can experience which task 

is best suited to them, which one is challenging and how they can be compensated and 

solved. The joy of creating together, which is one of the most important general goals, 

cannot be neglected either. 

FORMS OF COOPERATION TO INVOLVE WORKSHOPS 

In addition to motor development, the children who go to the András Pető Teaching 

Practice Primary School attend classes in most part of the day. Therefore, it would be 

evident if motor development were especially focused on developing manipualtion in 

the last academic years of the primary school as most children will be mainly able to 

do light, manual physical work instead of eventual brain work. Greater success could 

be achieved in the employment of children leaving primary school, sometimes aged 

17–18 years, if more emphasis were placed on learning the activity forms of certain 

professions. This could also be achieved within the framework of handcraft sessions, 

according to the vocations that provide potential job opportunities to the children, so 

that the students can learn about the possible ways within their own limits, and what 

type and extent of movements will they need for this. Are the jobs in conformity with 

their expectations? It would be easier for them to plan their future and further education. 

It would be a great solution to build a programme that connects the children with 

companies active in different vocational or professional fields. The main goal of the 

programme would be to ensure that the students at the Pető Institute can learn about as 

many vocation or professions, and as profoundly, as possible. There could be two ways 

to get external help for this: 
Visits by company representatives, presentation of vocations or professions.In 

one form of assistance, representatives of various companies could organize 

presentations to show what types of jobs young people can apply for, and what 

profession they can recommend. A great advantage of these visits would be that 

personal contacts can be established between the representatives and the children, 
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which is much more informal than a job interview, still the expectations and useful 

questions can be discussed by the employer and the future employee. The companies 

could make presentations for the students, they can bring employees who also live with 

disabilities but they can render full assistance to certain work processes of the company. 
Workshop visits. According to the other cooperation model the children could pay 

visits to the partner workshops. The visits could be organized for the children in groups, 

in classes or perhaps based on vocational/professional orientation and they could ask 

questions from the staff at each work phase. They could attend presentations, they could 

see the stages of production and they can even try some roles that would later offer 

them a work opportunity. 

OPPORTUNITIES AVAILABLE TO THE ANDRÁS PETŐ FACULTY 

The vision of the institution focuses on both adult rehabilitation and school 

development. It is also planned to set up an independent workshop within the 

framework of daytime sessions. Opening the faculty’s vocational school is nearer to 

completion; although IT activities would be taught to the children in the beginning, the 

further goal is to teach manual professions. Faster results could be achieved with a 

company that trains its own technology or with a cooperating vocational school. The 

experience shows that such a preparation program can work and develop the most 

effectively if it is based on partners and on their infrastructure. It is important to support 

and advance employment in a targeted manner, by focusing on appropriately selected 

handcraft activities. On the other hand, we need to make it possible for the employers 

to meet the students and to introduce the world of labour to the children with disability 

at the Institute. 

INTERNET SOURCES 

www.egyenloeselyekert.hu; www.erfo.hu; www.fruitofcare.hu; www.gurulo.hu; 

www.kezmu.hu; www.martonlakootthon.hu; www.megvaltozott.hu; www.merek.hu; 

www.napsugarkozpont.hu; www.revitaalapitvany.hu; www.salvavita.hu; 

www.pfennigparade.de/arbeit-und-beschaeftigung; 

www.pfennigparade.de/images/stories/ 

pdf/2016/2016_phoenix_konduktivewerkstatt.pdf; www.jpost.com/Magazine/The-

most-unusual-brewery-544521; http://tsadkadima.org.il/en/homepage/what-wedo/ 

special-programs/homebrewing/; http://semmelweis.hu/peto-ekpmi/gyakorlo-

altalanos- iskola-bemutatkozas/; http://semmelweis.hu/pak/konduktiv-fejlesztes/ 

felnott-nevelesi-egyseg-fne/ 
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Adaptive sports activities for the recreation  

of children living with CP116 

 
IBOLYA TÚRI – ZSOLT DOMOKOS 

The Constitution of the World Health Organization (WHO), founded in 1948, defined 

health as follows: “Health is a state of complete physical, mental and social well-being 

and not merely the absence of disease or infirmity. Disability does not exclude 

health.”117 We know several dimensions of health: biological health, which means the 

proper operation of our body; spiritual health, i.e. balance with ourselves, peace and 

calmness; and another dimension is mental, emotional and social health. 
Recreation is an opportunity to achieve all this, i.e. renewing physical, mental and 

spiritual performance ability, achieving comfort and well-being through resting, 

physical exercise and playful social activities. This was defined in 2011 as follows: 

“any cultural, social, playful and physical activity carried out in leisure time with a 

view to active resting in order to relieve fatigue and tension caused by the main daily 

activity as well as to restore and enhance the physical-spiritual-mental performance 

ability. We differentiate physical and mental recreation depending on the type of the 

activity and on the required tools. However, it is rather difficult to separate them, on 

the one hand, due to the above, comprehensive interpretation and, on the other hand, 

due to the complexity of various activities. Physical activities are beneficial to our 

mental and spiritual refreshing, recharge and balance. Therefore, creating somatic, 

psychic or social well-being as well as reaching and renewing the creative, active and 

optimal performance ability is regarded as a recreational form of behaviour.118 
In the case of children and young people with central nervous system disease, the 

prioritized goal is to educate them to become persons capable of leading an active, 

independent life. The basic purpose of conductive education is preparation for 

independent life and for successful integration into community and society. 

Conductive education interprets impaired persons and defines their basic educational 

concept as a coherent system and based on the principle of holism.119 The impairment 

of the sensory, psychic and motor functions resulting from central nervous system 

disorder is not regarded as a disease but it is interpreted as a disorder of the learning 

process, which can be successfully influenced and terminated through education, 

teaching as well as psychological and pedagogical methods. 

In the case of physically disabled children we regarded recreation, on the one hand, 

as an opportunity for well-being and physical-spiritual-mental renewal and, on the 
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other hand, as a substitute for earlier absent self-experiences and success as well as the 

acquisition of new experience. Our decisions on setting up and expanding recreational 

programmes were affected by the recognition that the activities can also provide the 

children with a special “me time” when they can take part in interesting, motivating 

and inspiring activities. Whether it is sports or arts, they can encounter their own 

feelings, power, they can test the limits of their abilities and personality; they can get 

a taste of freedom given by the programmes and the experience of self-fulfilment that 

helps them to recharge, thus their personality will also change and their self-image will 

get a new colour. 
The young school age period is also important because it serves as a basis for the 

further acquisition of knowledge and, on the other hand, it is essential for further 

developing and optimizing the basic and partial abilities needed for learning. Our 

measuring results have proved several times the multiple presence of the co-symptoms 

of cerebral palsy among our students.120 All this led us to conclude that our subjects 

may need to participate in further programmes that can successfully influence the co-

symptoms that also influence learning. 
The above experience helped to plan and launch the recreational, sport and art 

activities and talent care programmes and to connect them to conductive education. 

OUR RECREATIONAL PROGRAMMES 

As is the case with the educational process in general, conductive education does not 

make any sharp distinctions between the various educational phases either: the 

acquisition of experience and knowledge as well as practice and application are in 

close interaction. The professional programme of conductive practice at the András 

Pető Faculty has been extended with more and more leisure, sport and art activities in 

order to provide extensive recreational activities for the students and to support all-

round personality development, self-fulfilment and talent care. 
Sports form one of the groups within the recreational programmes. Our currently 

available or recently organized sport programmes are as follows: 
swimming, boccia, fencing, adaptive rowing, kid athletics, balance bike, weight-

lifting and arm-wrestling, para-football, taekwondo and other programmes (horse 

therapy, orienteering etc.). 
The swimming programme has long traditions with us, it is suitable for relieving 

and positively influencing CP-related symptoms, for example, increased muscle tone 

as well as supporting coordinated movement, physical condition, stamina, attention 

and sense of rhythm.  

The opportunities provided by water are worth using as water is beneficial for the 

nervous system and it gives a calm, relaxing experience as most children – just like 

adults – love swimming and being in water. 

                                            
120 Éva Feketéné Szabó – Judit Liptákné Papp – Tímea Vissy: Objective numbers about conductive 

education. Celebrating Hungarian Science, Pető Science Day Conference, Bp., 2017 
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Boccia is a sport specialized for people with central nervous system disease. With 

the help of its rules and tools, even people with serious motor symptoms are able to 

make successful targeting and motor coordination and, as a result, to score points. It is 

an activity requiring extreme concentration and attention and presuming strategic 

thinking, which also provides children with a feeling of success and effectiveness. It 

helps the participants to recharge mentally and to find their spiritual balance. 
Adaptive rowing has been offered in the school sport programme for more than 

ten years. After adapting this sport that was especially developed for sportspeople with 

paraplegia and not yet introduced to Hungary at that time, our children with CP also 

had the opportunity to try this special form of water sports. Rowing typically works 

on all muscles, moves all the four limbs, strengthens the core muscles, improves the 

motor coordination, the physical condition, the rhythm and co-movement ability, 

lasting concentration as well as the own body and movement image. By rowing in the 

boat and using the rowing machine it is also possible to develop secure sitting position, 

grip, holding the grip as well as active gross and fine motor movement. Rowing on 

free water and in a natural environment, the neighbouring flora and fauna, the water 

and its environment provide the children with unique experience as well as mental, 

spiritual and physical well-being. 
Fencing was launched about two and a half years ago. In addition to cognitive 

competences (like attention, concentration, planning) and motor competences (secure 

sitting position, grip, dynamic gross motor movement, targeting movements, dynamic 

body movements, movement coordination), it effectively influences the reaction time, 

the reflexes, the rhythm of movement, perception and lateralization. The dynamism 

and the special character of fencing demands creative solutions as well as fresh 

intellectual decisions. 
The events organized within the framework of kid athletics work on a wide range 

of motor abilities (coordinated movement, direction changes, loads, gross and fine 

motor movements, lateralization and perception, balance etc.); moreover, they 

effectively develop the cognitive and social areas. The colourful and diverse activities 

require cooperation, attention to each other and provide a chance for social and 

spiritual recharge. 
The balance bike, arm-wrestling, weight-lifting, taekwondo and para-football 

sport programmes also develop and improve the participants’ general physical 

condition and stamina, motor coordination, the sense of rhythm, reaction time and 

persistence and help them to feel the experience and the inspiring power of competition 

individually or in teams. In their reports, the kids confirm, record and look forward to 

these occasions as they help them to recharge, refresh and renew physically, spiritually 

and mentally. 
The sports activities organized for our subjects continuously evidence the 

beneficial impact of sports in the field of cognitive, affective and motor areas. Sports 

help to work out balanced, calm and creative forms of conduct and behaviour and 

enhance the ability to tolerate stress, failure and to manage conflicts. The programmes 

develop the children’s physical condition and the motor competences but also improve 
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their planning, organizing and time management skills, their attention and 

concentration, which in many cases also improves their study results. The sport 

programmes enhance the social competences, cooperation with, and attention to each 

other, strengthen connections and friendship with the other children, and the sport 

communities established in this manner keep and shape their members. 
Another group of leisure and recreation programmes covers art programmes: 

drawing sessions, art talent care, art therapy, drama class, folk dance, choir and music 

group, music afternoons, literary talent care, contemporary film club. Arts have a 

helping and educating function: art activities motivate, bring joy and give the feeling 

of success. Arts offer the chance for self-development and self-fulfilment, we can gain 

experience about ourselves and we can also learn the world that surrounds us. The 

personality-developing power of arts is undisputable; the creating process positively 

affects various skill areas (movement, communication, attention, social competences) 

and helps to step over the internal limits as well as to experience success and equality. 
Our experience is positive and progressive with regard to both the offer and the 

organisation of sport and art programmes and the benefits of their results. All these 

results can be recycled into our conductive education and into the preparation for 

integration and can be used as a foundation for the future. Participation in the 

programmes requires that everything that was learned in conductive education is 

recalled and put into practice. 
Our practical experience confirmed that undertaking to organize recreational 

programmes is the right way to follow.6 These programmes develop and strengthen 

the self-image of physically disabled children and young people and help them to truly 

learn themselves. These activities complement conductive education and offer a good 

chance to use what was learned in conductive education. They can open paths towards 

communities that provide access, on the one hand, to their own, larger community 

living with disability and, on the other hand, towards the healthy community and 

actually show the way towards successful integration. And what is, in fact, the most 

important: our recreational programmes help and support physical, mental and 

spiritual renewal and recharge, satisfaction and personal well-being, which is 

necessary for physically disabled people, both children and adults. 
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