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The first definition of Asperger’s syndrome was published over 60 years ago by Hans Asperger, a Viennese paediatrician.  He identified a consistent pattern of behaviours and abilities, mostly apparent in boys, which included a significant lack of empathy; difficulty in forming and retaining friendships, intense absorption in particular interests, clumsy movement and communication difficulties including heavily one-sided conversations (Asperger, 1944).  Asperger used the term “autistic psychopathy” to describe what he considered to be a type of personality disorder (Asperger, 1944).  
The work of Hans Asperger was not internationally recognised until the 1990’s with the pioneering work of Lorna Wing (Attwood, 1998).  Lorna Wing was the first person to use the term Asperger’s Syndrome in Asperger’s Syndrome: A Clinical Account, published in 1981.  She identified a group of children who displayed similar behaviours and characteristics to those described by Hans Asperger in his doctoral thesis.  Both Asperger and Lorna Wing were interested in the children that displayed signs of ‘classic autism’ in their infancy, but grew to develop more fluent speech and a desire to socialise with others, unlike their ‘typically’ autistic counterparts (Attwood, 2008).  This subgroup of autism is what is now widely referred to as Asperger’s syndrome.  
Lorna Wing described the main features of Asperger’s Syndrome as: lack of empathy; naïve, inappropriate, one-sided interaction; little or no ability to form friendships; pedantic, repetitive speech; poor non-verbal communication; intense absorption in certain subjects; clumsy and ill-coordinated movements and odd postures (Attwood, 1998).  Although there is currently no universal agreement on the diagnostic criteria for Asperger’s Syndrome, Wing’s list of defining features appears to be an influence of the various diagnostic criteria currently adhered to.  

Parents of children with Asperger’s syndrome may describe their children as being “socially isolated” and as not being able to “read people’s body language, and may make comments that are true but potentially embarrassing” (Attwood, 1998, p13).    
In education, teachers may describe students with Asperger’s syndrome as having an IQ which suggests that they have the potential to achieve academic success but that some children have an “unusual profile of learning abilities that can include specific learning difficulties and lower than expected grade levels” (Manjiviona, 2003).  This uneven profile of learning abilities can include “a lack of motivation and attention for activities that would enthral others in the class, assessments that indicate specific learning difficulties and motor clumsiness” (Attwood, 1998, p14).  
Additionally, teachers can also ascertain that these particular students can have “remarkable long term memory, exceptional concentration when engaged with their special interest and original methods of problem-solving” (Attwood, 1998, p14).  In short, both parents and teachers agree that “this child who looks normal and has normal intellectual ability, for some inexplicable reason, does not seem able to understand and relate to other people at the level one would expect for their age” (Attwood, 1998, p14).  

There is considerable research to evidence that many adolescents and adults with Asperger’s syndrome have impaired executive functioning (Goldberg et al, 2005; Goldstein, Johnson and Minshew 2001; Hughes, Russell and Robbins 1994; Joseph, McGrath and Tager-Flusberg 2005; Kleinhans, Askshoomoff and Delis 2005; Landa and Goldberg 2005; Szatmari et al 1990 cited in Attwood, 2008, p234).  The psychological term executive functioning relates to: organisational and planning abilities; working memory; inhibition and impulse control; self-reflection and self-monitoring; time management and prioritising; understanding abstract concepts and using new strategies (Attwood, 2007).  

An impairment in planning and organisational abilities are more clearly seen once a child with Asperger’s syndrome reaches adolescence and the school curriculum demands more self-directed learning and essay writing and evidence of being able to compare complex theories and evaluate different perspectives (Larkey 2005).  

Whilst people with Asperger’s syndrome may have excellent long-term memory, they may experience difficulty with short-term “mental recall and manipulation of information” (Attwood, 2007, p234).  The child or adult may also experience a considerably lower capacity for a ‘memory bank’ than those of their peers.  Impaired executive functioning can also include difficulties in problem-solving and accessing alternative problem-solving strategies, also described as inflexible thinking (Attwood, 2008).  Compared to their neurotypical peers, people with Asperger’s syndrome are less likely to be able to ‘learn from their mistakes’ and therefore continue to relentlessly attempt a task ‘on the wrong track’, even if they can understand that it is not working (Shu et al. 2001).  It is now recognised that this example of impaired executive function is a result of impaired functioning of the frontal lobes (Lundy-Ekman, 2007).  
Hans Asperger believed that one of the most clearly defining presentations of Asperger’s syndrome was “revealed most clearly in their behaviour towards other people” (Asperger, 1944).  The psychological term Theory of Mind is described as “the ability to recognise and understand thoughts, beliefs, desires and intentions of other people in order to make sense of their behaviour and predict what they are going to do next” (Attwood, 2008, p112).  It is believed that neurotypical children acquire social skills and understanding instinctively and through indirect learning and after the age of five, have an astute intelligence towards recognising cues that indicate thoughts and feelings.   It is believed that a child or adult with Asperger’s syndrome has difficulty in recognising these cues and knowledge of how to respond to another person at a level expected for someone of that age (Attwood, 2008).  It is therefore important to note that people with Asperger’s syndrome may have impaired Theory of Mind abilities or empathy and not an absence of empathy which was stated in the earlier examination of Asperger’s syndrome.   
Hans Asperger stated that “It is these instinctive relations that are disturbed in autistic children.  Social adaptation has to proceed via the intellect” (Asperger [1944] cited in Attwood, 1991, p58).  In short, children and adults with Asperger’s syndrome will have no, or very little, natural understanding of social skills, rules and behaviours and in order to gain a better understanding, require these specific skills to be directly taught to them via instruction (Moor 2008).  
What is additionally difficult is that social interaction is saturated with the use of metaphor, non-verbal communication, narrative and non-literal use of language.  People with Asperger’s syndrome have a very literal and logical understanding (Attwood, 2008) and they may have difficulty understanding, and adapting behaviour for, social rules or etiquette which appears to be illogical to them.  However, it is evident that people with Asperger’s syndrome can “build a mental library of social experiences and social rules” (Attwood, 2008, p113) through a process similar to solving mathematical equations or learning a foreign language.  As Blackburn explains:
Most things I take at face value, without judging or interpreting them.  I look at them in a concrete, literal and very individual way.  I do not normally integrate things or see them as connected unless I actively look for a connection.  I do not ‘draw’ connections, I assign them consciously, based on reasoning and usefulness.  All my associations are consciously formed and may be consciously severed.  (Blackburn 1999, p10).

Tony Attwood claims to have “discovered a means of removing almost all of the characteristics that define Asperger’s syndrome in any child or adult” (Attwood, 2008, p55).  His solution is not in complex therapies, surgery or medication, but simply in solitude as in solitude a child or adult “does not have a qualitative impairment in social interaction” (Attwood, 2008, p55).  In solitude, they are not faced with the difficulties of understanding seemingly illogical social rules and signals, a different, metaphorical use of language, different perceptions of the world or way of thinking.  As Wing explains,
the way that they [people with Asperger’s syndrome] perceive the world makes sense to them and has some aspects that are admirable, but it often brings them into conflict with conventional (that is, majority) ways of thinking, feeling and behaving (Wing, 1998).  
Whilst people with Asperger’s syndrome may not pick up details of social cues, they are often very precise with detail of the physical world and can identify particulars that a neurotypical person tend not to notice.  Consequently, it is believed that “the person with Asperger’s syndrome perceives the physical world more than the social world” (Attwood, 2008, p113).  Uta Frith and Fracesca Happé examined the learning profile and information processing of children with autism and Asperger’s syndrome and noted that these children could be outstanding at noticing fine details but had particular difficulty in perceiving and understanding ‘the overall picture’ (Frith and Happé 1994).  This is what is known as central coherence, or monotropism (Murray, Lesser and Lawson 2005).  Those with a weak central coherence are likely to have difficulty with the allocation of focus, rather than have an attention deficit and therefore may become heavily involved in the individual details rather than the overall task.  This results in sizeable areas of potential information and learning not being registered cognitively.  In addition, the child or adult with Asperger’s syndrome is unable to determine what information received is relevant and what can be discarded and therefore not truly perceiving and understanding an overall picture.  
This can explain why some people with Asperger’s syndrome have difficulty with linguistic, cognitive and social skills (Moor, 2008).  It also explains why some people with Asperger’s syndrome have a tremendous intolerance for changes in schedules or social connections as they have had to ‘learn the rules’ of social interaction and patterns of everyday life and can become very anxious when these learnt rules are altered on them without understanding.  As highlighted by Jolliffe in her personal account of autism:
Reality to an autistic person is a confusing, interacting mass of events, people, places, sounds and sights.  There seem to be no clear boundaries, order or meaning to anything.  A large part of my life is spent just trying to work out the pattern behind everything.  Set routines, times, particular routes and rituals all help to get order into an unbearably chaotic life. (Jolliffe, 1992).
In addition to the cognitive, social and language difficulties, there is an additional feature which is present in many of those with diagnosed Asperger’s syndrome, that is, sensory sensitivity in terms of perception and reaction (Bogdashina 2003).  In many autobiographical accounts, parents often describe their child with Asperger’s syndrome as having extreme reactions to one or more of the senses and some adults with Asperger’s syndrome have stated that their ‘sensory sensitivity’ has “greater impact on their daily lives than problems with making friends, managing emotions and finding appropriate employment” (Attwood, 2007, p271).  
It is thought that “all children on the autism spectrum have sensory-processing difficulties to varying degrees” (Moor, 2008, p142).  Olga Bogdashina uses the term “different sensory experiences” rather than ‘dysfunction’ or ‘defect’ when explaining the sensory perceptions of people with Asperger’s syndrome.  Whilst hyper or hyposensitivity in the regularity of the senses can be the source of extreme discomfort for autistic people, it can also result in acute hearing/vision abilities, synaesthesia and other differences that could be considered strengths.  
Another characteristic of children and adults with Asperger’s syndrome is poor balance and coordination.  Julia Moor describes her son as “falling and banging into things at an alarming rate” (Moor 2008, p141).  There is an impression of clumsiness in at least 60% of children with Asperger’s syndrome (Attwood, 2008)
In his diagnostic criteria for Asperger’s syndrome, Christopher Gillberg included motor clumsiness as one of his six diagnostic criteria (Gillberg and Gillberg, 1989, cited in Attwood, 2007).  Conversely, the diagnostic criteria of Peter Szatmari and colleagues (1989), the DSM-IV criteria of the American Psychiatric Association, and the ICD-10 criteria of the World Health Organisation make no reference to movement abilities in the diagnostic criteria for Asperger’s syndrome.
Regardless of this, there is significant evidence to suggest that movement difficulties occur in almost all children diagnosed with Asperger’s syndrome (Ghazuiddin et al. 1994; Gillberg 1989; Gowen and Miall 2005; Green et al. 2002; Hippler and Klicpera 2004; Klin et al. 1995; Manjiviona and Prior 1995; Miyahara et al. 1997).  To this end, the DSM-IV has a list of features associated with Asperger’s syndrome that includes the presence of motor clumsiness and awkwardness.  According to Attwood the current generally held understanding is that, “clumsiness is considered as a characteristic associated with Asperger’s syndrome, but not a defining feature” (Attwood, 2007, p260).  
For those children and adults diagnosed with Asperger’s syndrome who do experience motor developmental delays or difficulties, it can have a significant effect on their daily lives.  In the past many professionals believed that developmental delay of motor coordination skills did not warrant direct intervention as the condition may be ‘grown out of’.  However, research has evidenced that this is certainly not the case for the majority of cases (Geuze and Borgar 1993; Losse et al. 1991).  
It therefore follows that a therapy which has proven benefits by providing improvements in motor skills should be seriously considered as a beneficial therapy intervention for people with Asperger’s syndrome who have motor difficulties.  Not only to achieve improvements in motor skills but also, as highlighted by Lisa Kurtz, “Failure to provide help for children with coordination difficulties exposes them to the risk of failure in performing school and social activities, frustration and loss of self-esteem, and ridicule and bullying by other children” (Kurtz, 2008, p25).  Lorna Wing takes this further by stating that people with Asperger’s syndrome: 

do need help in finding ways of adapting to the world as it is in order to use their special skills constructively, to engage in their special interests without coming into conflict with others and to achieve, as far as possible, some degree of independence in adult life and some positive social relationships.  (Wing, 1998, Forward)
However, as many people with Asperger’s syndrome face difficulty with touch tolerance, (Bogdashina, 2003) the “hands on” approach of physiotherapy may not be appropriate.  What is very interesting is that there is evidence to suggest that movement impairment can appear to disappear when using a trampoline.  According to Attwood, “movement disturbance does not appear to affect some sporting activities such as…using the trampoline” (Attwood, 2007, p270).  In fact, some children with Asperger’s syndrome “develop remarkable agility when using the trampoline…  This can be to a level in advance of peers” (Attwood, 2007, p260).  
This observation would seem to suggest that a therapy that does not require a hands on approach, and which addresses motor coordination difficulties using a medium which people with Asperger’s syndrome have been noted to advance at, and therefore be more motivated towards, could be of enormous benefit. Julia Moor states that “all children with autism can benefit from…physical activities that help to exercise the brain’s ability to process this type of information [vestibular and proprioception]” (Moor, 2008, p143).  
To that end, this dissertation will examine the possible benefits of using Rebound Therapy as an intervention for people with Asperger’s syndrome in light of their motor skills difficulties and with attention towards additional superimposed sensory perception differences.  

Although the trampoline itself was invented by a French neurologist who used it to treat brain-injured children, the therapeutic use of the trampoline was not fully recognised until the 1980’s.  This was partly initiated by a study undertaken for NASA by Bhattacharya et al (1980) which showed that jumping on a trampoline was less stressful to the neck, back and ankle than jogging on a treadmill for an equivalent oxygen uptake.   In fact, the study concluded that “any activity on a rebound unit is more efficient than a treadmill running at any speed” (Bhattacharya, 1980, p887).  Physiotherapists began to look towards the trampoline as a vital piece of physiotherapy equipment and the concept of the therapeutic use of the trampoline emerged.  
In examining play ideas for children with autism spectrum disorder, Julia Moor found that, “many parents have reported that the trampoline is an essential piece of equipment...It can readily provide the sensations that some children seem to crave” (Moor, 2008, p155).  
The term “Rebound Therapy” was coined by the founder, E.G. Anderson to describe the use of trampolines in providing therapeutic exercise and recreation for people with a wide range of special needs.
Zahra Beheshti’s theoretical framework describes the processes of Rebound Therapy as enhancing basic movements by allowing energy assisted patterns of movement to be programmed and easily repeated. According to Beheshti, “This process encompasses movement needs within the motor impaired groups and provides a sound basis upon which able participants can progress through the range of performance levels” (Behesthi, 1994).  
The developmental psychologist Jean Piaget examined the close association between perceptual learning and the development of physical aptitude (Piaget and Inhelder 1969).  Since it is recognised that people with Asperger’s syndrome may have difficulty with perceptual learning (Attwood, 2007), it is not surprising that they would therefore have difficulty with physical proficiency.  Rebound Therapy attempts to recognise and address the difficulties of perceptual learning and motor coordination, both by direct teaching methods and through appropriate, regulated and informative sensory feedback. 
Rebound therapy is not prone to using language that may be inundated with metaphor and non-literal terminology like the talking therapies may have a tendency towards.  There is no demand to have an understanding of social awareness in order to comprehend ‘the rules’ of rebound therapy.  Instead of trying to learn by intuition which many people with Asperger’s people have significant difficulty with (Attwood 2007), rebound therapy is directly taught, either with clear verbal instructions, physical prompting or copying.  
The unique properties of the trampoline and the direct learning style of the Rebound Therapy programme offer ample opportunities to enhance movement patterns without the cognitive struggle that may be faced in other movement exercises.  The literal understanding of the trampoline may assist people with Asperger’s syndrome to understand the concept of movement which may benefit them off the trampoline as well as on.  
Specific exercises within the programme aim to assist with the cortical process of praxis by enabling a student to be directly taught ideation, motor planning, motor coordination and feedback for bounce and movement on a trampoline.  At the foundation level of the programme, a client does not need to process the cause and effect method of bounce as the trampoline does that for them.  It is later, once this foundation of the cause and effect of bouncing has been practised and more easily understood, that exercises are done to encourage the client themselves to initiate bounce.
Movement on a trampoline, through both passive and active bouncing, has a unique effect on the body organs, muscles and systems through weight increase and decrease to the point of weightlessness; acceleration from stillness to various speeds and deceleration from speed to stillness.  In terms of energy input and therapeutic output, only a small movement needs to be made on the trampoline to have a large effect on the body.  
In terms of the muscular system, hypotonia (low muscle tone) appears to be quite common for people with Asperger’s syndrome who have coordination difficulties (Kurtz, 2008).  According to Kurtz:

Children with low muscle tone seem particularly susceptible to having… poor core trunk strength… to support posture against gravity, to maintain balance, and to create a strong and stable base allowing the arms and legs to move independently with strength and power (Kurtz, 2008, p73).  
In addition she states that, “Abnormal muscle tone can have a significant influence over the child’s ability to develop balance, to move from one position to another, and to develop a sense of security and control over the body” (Kurtz, 2008, p60).  
In Rebound Therapy, the effect on muscle tone hypertonia or hypotonia is variable. Low amplitive bouncing in general causes a reducing effect on hypertonia by bombarding the muscle spindle in much the same way as shaking and vibrating causes a decrease in muscle tone. High amplitude bouncing can cause an increase in tone by stimulating the stretch receptors.  The two properties can be used therefore to increase or decrease tone where required in addition to its limb strengthening abilities. The effect of the rebound activity on muscle tone can easily be observed in people with spasticity where tone can be seen to undergo change significantly and quickly.
Some of the preliminary exercises in Rebound Therapy introduce a person with Asperger’s syndrome to using muscles to keep balance by providing specific sensory feedback.  Trampolining in general causes an increase in postural muscle tone simply to prevent falling over.  Specific exercises flood the relevant sensory systems through joints, muscle and skin which can expand output to the postural muscles.  These techniques are additionally effective by aiding in the mastery of control of core muscles to increase stability on a moving floor.  Exercises on the unstable surface of the trampoline floor challenge the balance mechanisms and provide sensory information to aid the client maintain postural balance.   
Rebound therapy can be conducted using a developmental therapy framework as a reference for therapy guidance.  Developmental therapy is based on the understanding that human development proceeds (without taking into account additional biological or environmental impacts and experiences) on an ordered, sequential timeline at a rate that is reasonably predictable in neurotypical children.  In terms of motor development, the direction of progression is cephalocaudel, that is, from the head (cephalo) towards the tail end (caudal) and is why babies first learn to lift their heads before learning to master their tail and hip bones which are required for tasks such as walking.  At the same time, motor direction is also occurring proximal-distal, that is, from the midline of the body out towards the fingers which will initially allow a baby to use mass patterns to a progression of more refined and specific hand and finger movement patterns which will result in the ability for fine motor skills such as writing.  The difficulties faced by some children and adults with Asperger’s syndrome with motor coordination, balance and coordination, may be the result of defective progression along this developmental timeframe.  
To this end, when specifically working on movement ability for a person with Asperger’s syndrome, a Rebound therapist would evaluate what motor and coordination skills the child or adult has developed already.  Using the neurotypical developmental timeline, the therapist would consider at what point motor development appears to be delayed or hindered and develop an individualised therapy programme beginning at this point and looking towards the next step or steps on this developmental timeline as a marker for progression and learning outcomes.  
If a child or adult with Asperger’s syndrome also has additional cognitive difficulties, and in order to ensure that the therapy programme remains at the right level of challenge to engage and motivate the child or adult, it may be necessary to use a therapy technique known as chaining.  This is where an exercise is broken down into smaller steps which the therapist considers more achievable in order to more effectively achieve the larger learning outcome (Feltham, 2006).  The Rebound therapy programme uses a number of chaining exercises within its framework, for example, to bridge the gap in the trampolining exercises from lying down to kneeling.  If chaining is explained to the person with Asperger’s syndrome logically, they may be more able to make connections between the steps and movements and this may enhance their ability for executive functioning in relation to the causes and effects of movement of the trampoline.  
Lisa Kurtz states that “Repetition is…an important concept in motor learning.  New motor skills must be practiced…in order to become strong, fluid, and well coordinated” (Kurtz, 2008, p16).  Whilst people with Asperger’s syndrome often face difficulties in generalising, that is, the ability to transfer knowledge of a skill set from one environment to another (Bogdashina, 2003), rebound therapy takes advantage of using repetition to ingrain teaching not through cognitive process alone, but also with the unconscious natural ability of ‘muscle memory’.  
Additionally, anticipation of movement occurs due to the effects of timing and rhythm imposed by bouncing.  (Rennie, 2007).  To this end, momentum and rhythm can be used to help teach new movement skills and energise movement. (Rennie, 2007).
Therefore it follows that the practice of Rebound Therapy and the movement of rhythmical bounce may help those with “idiosyncratic gait that lacks fluency and efficiency” (Attwood, 2007, p259).
As well as physiological effects that any therapy intervention may have, when specifically discussing interventions for those on the autism spectrum, it is imperative that acknowledgement is made towards the sensory experiences also.   According to Kurtz, “One of the most important factors in how children develop motor control is the way in which they use their various senses to guide their learning” (Kurtz, 2008, p45).  Regardless of whether the senses help or hinder motor learning, even existing in the world as an autistic person is a highly sensory experience which cannot be ignored.  
It is widely agreed that autistic people can face issues with sensory perception and modulation.  Bob Morris (1999) identifies it as a different set of SPATS, that is, Senses, Perceptions, Abilities and Thinking Systems from those of neurotypicals.  The French philosopher Etienne Bonnet Condillac (1715 – 1780) claimed that judgment, reflection and understanding originated in the senses.  If this is the case, it is clear in terms of the motivation to engage in therapies, activities, even everyday life, why sensory perception difficulties may affect this considerably.  “Children whose sensory perception results in confusing or unpleasant feedback from movement may not become sufficiently motivated to practice motor skills” (Kurtz, 2008, p16).  
A sensorimotor approach to a rebound therapy programme for a child or adult with Asperger’s syndrome will appreciate the complex interactions between the multiple sensory systems, both interoceptive and exteroceptive, and will aim to reduce any negative sensory feedback which hinders the motivation to develop and learn.  A rebound therapy programme should identify and modulate on behalf of the person with Asperger’s syndrome, as far as is reasonably practicable, the various body and environmental variables in order to create the most effective state for learning motor development.  
“We know that for successful motor learning, the child must receive frequent opportunities to physically explore his or her surroundings in order to develop an appreciation and awareness of the body interacting with the environment” (Kurtz, 2008, p15).  One of the advantages of a rebound therapy  programme for those with sensory perception difficulties is that it stimulates the visual, auditory, tactile, vestibular and proprioceptive senses and programmes can be tailored dependent on whether sensory perception difficulties arise from either hyper or hyposensitivity to any or all of those senses.  
Visual stimulation occurs with the feedback received from the moving environment during bounce.  This can also be enhanced through the use of coloured therapy equipment or even games to incite colour recognition.
Auditory stimulation occurs from the rebound therapist’s voice.  Again this can be increased with the addition of music in the therapy session.
The tactile sense, that is, the faculty of perceiving touch, pressure, pain and temperature, plays an important role in receiving feedback about the environment and in exhibiting protective reactions.  In rebound, tactility is stimulated by the contrast of feeling contact with the trampoline bed at the start and end of bounce and not feeling contact during the bounce.  It is also interesting to note that tactile defensiveness appears to be considerably reduced or even eliminated in a large percentage of cases when a client is actively bouncing on the trampoline. This is believed to be because of the oscillating vestibular input being offered which tends to override the instinct of tactile defensiveness, allowing a therapist to more easily engage with the client physically.  
The vestibular system, that is, the structures within the inner ear which governs sense of balance, perception of movement and coordination, can prove particularly difficult for some people with Asperger’s syndrome (Smith Myles et al. 2000).  Some people with Asperger’s syndrome have reported a strong fear of their feet leaving the ground, a feeling of disorientation when having to change body position and extreme discomfort when upside down.  It is believed that these people may be hypersensitive their vestibular sense and have difficulty in moderating the vestibular sensory input they receive.  
In contrast, others report a feeling of absolute pleasure from movement which can either be exhilarating, for example, a roller coaster, or very calming and comforting from rocking and swaying.  These people could be described as being hyposensitive or vestibular sensory seeking as they look for an increased input of the vestibular sense.  
Techniques used within a rebound therapy programme will provide those children or adults who are vestibular sensory seeking and/or hyposensitive to vestibular sensory input.  It may also be beneficial to those clients who have a reaction against instability and are therefore cautious about balance by providing them with a graded sensory experience of bounce and movement.  
Information and sensation from the vestibular system can promote motor learning by contributing to the way the two sides of the body communicate and coordinate their movements, known as bilateral motor integration, as well as influencing muscle tone throughout the body which will ultimately physically benefit motor skill ability for people with Asperger’s syndrome.  
Techniques such as ‘riding the bed’ with slow, rhythmic movement will tend to inhibit the arousal level, allowing the body and mind to relax which will in turn aid in sensory modulation and therefore avoiding strong negative reactions to sensation.  Variation in rhythmical bounce will cause the fluid in the semi-circular canals to flow differently and therefore will provide a variety of vestibular sensory input and information.  Combined with proprioceptive and visual input, the child or adult with Asperger’s syndrome will develop a better understanding of their body and environment, and their place in it.  
Proprioception, also known as the kinaesthetic sense, is the body’s ability to sense its position in space via information received from contracting and stretching muscles and bending and compression of joints (Beheshti, 1994).  Proprioception is another sense for which rebound therapy provides much feedback.  Proprioceptors are found in the muscles and joints and are essential for coordination of more complicated movements.  Through the information provided to the receptors by the movement of bounce, “Body image, body-part awareness and positional sense are enhanced through tactile compression and joint sensation” (Rennie, 2007, p253).
Combined, an increase or decrease in muscle tone and proprioceptive input (perhaps with the addition of tools such as lycra socks and therapy bands) increases the awareness of the body for the person with Asperger’s syndrome and therefore aids movement.  
On a trampoline bed, the use of additional physiotherapy equipment such as therapy balls, rolls and wedges have a more dynamic effect than on a stable surface.  An autistic child or adult, presenting with significant lack of body position awareness in space can be wrapped or under a weighted blanket to add further sensory feedback.  
Not only does bounce therefore assist in the body’s understanding of proprioception but also, according to Rennie, “Increased perception of body image and spatial awareness combined with rhythm and movement develop concentration” (Rennie, 2007, p253).
The ability to coordinate body movements varies considerably among individuals, not only in childhood but throughout the adult years.  Like other aspects of human performance, the quality of a person’s motor coordination depends upon the combined influences of several factors, including the rate of developmental maturation, the person’s inherited ability or talent, and his or her own motivation to practice and refine those skills.  Not surprisingly, children who have well-developed motor skills are likely to demonstrate a high degree of motivation to enhance in activities like competitive sports… because their success with these activities results in a pleasurable experience.  They receive praise and positive attention for their performance, which usually fuels a desire to further practice and challenge these skills (Kurtz, 2008, p11).  
Sensory oversensitivity may result in avoidance of particular activities and the mistaken belief that the person is ‘unmotivated’.  Exercise tolerance is as important for people with Asperger’s syndrome as it is for neurotypicals and therefore attempting to modulate sensory experience during rebound therapy may result in more motivation to participating.  It is widely acknowledged that exercise itself catalysts the release of endorphins, the bodies ‘natural high’ which will bring about a feeling of pleasure and should result in the participant enjoying the experience and to be motivated to attempt it again.  
It is almost a deceptive form of therapy as the programme is a lot of fun and unlike physiotherapy, which can cause transitory discomfort, it is not necessary to place hands on which may not be appreciated nor tolerated.  It is also a non-pharmaceutical intervention which may be a refreshing change to those subjected to being medicated for their anxieties and other symptomatic presentations.  
Rebound therapy is fortunate in the fact that it is considered to be intrinsically motivating and parents of children with Asperger’s syndrome have commented that their children “really enjoy trampolining” (Moor, 2008, p177) and is not an activity for which a child appears to be unmotivated to do (Moor 2008).  

Rebound therapy also returns high value in therapeutic terms for the time and the effort involved.  Benefit is enhanced considerably when the therapist achieves the skill to create variable patterns of movement in harmony with the specific needs of the person with Asperger’s syndrome. The two then share the surface of the trampoline with therapist adjusting the effect of weight and speed in order to ensure smooth transitions between the phases of movement undertaken.
Rebound therapy nurtures a feeling of trust between client and therapist in an environment free from pain and full of praise and appreciation of the client’s efforts.  The therapy is conducted in a non-judgmental session which does not require ‘on-the-spot’ cognitive functioning and response, as is often required in the talking therapies.  This benefit will hopefully extinguish the presentation of ‘demand avoidance’ which can occur with some people with Asperger’s syndrome.  In addition, the sessions have the freedom to be conducted in either one-to-one or group settings which can increase trust between group members and encourage interpersonal relationships and friendships between people sharing and experiencing a common interest.   
Rebound therapy also takes the form of a sport which does not require hand-eye coordination to be successful at which is something that can present as an issue for people with Asperger’s syndrome (Attwood, 2007).  Frequent exposure to sports that someone finds difficult for whatever reason is likely to have a very negative effect on self-confidence.  According to Kurtz, “It is common for children with these problems to have low self-esteem, for they are expected to compete in a society that places high value on athletics and other physical accomplishments, especially during the early childhood years” (Kurtz, 2008, p11).   
Rebound Therapy, on the other hand, is a programme firmly designed around the person’s abilities.  It is something they can do and a therapy that focuses on ability rather than impairments which will increase self-confidence.  It would also look towards encouraging a greater degree of autonomy in the person potentially leading to greater independence in other areas of life.  If the person with Asperger’s syndrome has particular ability towards trampolining, there are clear progression pathways into disability trampolining, mainstream and even competition trampolining.  
In addition to all of the very specific benefits rebound therapy has for people with Asperger’s syndrome, it is important not to forget that rebound therapy has benefits for everyone regardless of neurology.  In particular, trampolining has a very unique effect on the digestive system; improving bowel function possibly through the internal organ massage bouncing creates.  

Rebound Therapy also has proven benefits particularly in regards to the cardio-respiratory system.  During bounce movement there is a demand on the cardio-respiratory system to address and modify itself with the varying increase and decrease of gravity causing an increase in the respiratory rate and heart rate.  This results in an increase in venous and lymphatic drainage which positively contributes towards defence against infection and illness.  
It is quite clear that rebound can boast some very significant advantages over other therapy interventions, specifically in reference to addressing characteristics of the Asperger movement personality.  In terms of direct learning, movement development, sensory awareness, adjustment and stimulation, it could be argued that rebound therapy would appear to be preferential to other forms of the more frequently used therapies for those people with Asperger’s syndrome.  It may also be possible that once a therapist has achieved the appropriate sensory environment for the client, it allows the person with Asperger’s syndrome to focus their attention on learning new skills and abilities rather than being concerned with attempting to modulate a sensory environment for themselves.  
Rebound certainly does not answer all of the symptomatic presentations of Asperger’s syndrome and does not address the social aspect of Asperger’s syndrome and Theory of Mind (Attwood 2007). Like any other modality, rebound “should not be used in isolation…and should be viewed not as a substitute for existing therapies but as a complement to them” (Smith and Cook 1990).

It is important to remember that no one therapy alone will work more effectively than a wider variety of therapies to evaluate and address the many symptomatic presentations of people with Asperger’s syndrome and associated sensory perception difficulties.   However it would seem that rebound therapy can certainly hold its own in the recognised advantageous therapy interventions considered for people with Asperger’s syndrome.  
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