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Goals

Briefly discuss the historical theories of Autism
Spectrum Disorders (ASD).

Define ASD and new DSM 5 criteria.

Briefly discuss symptoms of ASD by age.

Discuss multidimensional methods for assessment
from a neuropsychological perspective, diagnosis and
differential diagnosis and treatment monitoring in
ASD cases.
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Psychology: the scientific study of the
human mind and its functions,
especially those affecting behaviorin a
given context.
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Neuropsychology: the scientific study
of the relationship between behavior,
emotion, and cognition on the one
hand, and brain function on the other.

We are social beings.




What Benefits Do We Derive From
Socialization?

* Support

* Survival

* Affiliation
* Pleasure

* Procreation
* Knowledge
* Friendship
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The social development of autistic
children is qualitatively different from
other children.

In normal children perceptual, affective
and neuroregulatory mechanisms
predispose young infants to engage in
social interaction from very early on in
their lives.




REINA AND HER MOTHER
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You look like an
interesting guy.
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Ad ria See what | can do!

Wanna take me home?
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Normally Developing Children:

Show interest in the human face.

Demonstrate a differential preference for
speech sounds.

Possess imitative capacity.
Seek physical comfort.
Attach to caretakers.

Social competence is an ability to take
another’s perspective concerning a
situation and to learn from past
experience and to apply that learning
to the ever changing social landscape.

Margaret Semrud-Clikeman




Social competence has been
scientifically linked to mental and
physical health.
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Impairment in Social Competence
Caused By:

* Aggressive, hostile behavior.

Perceptual deficits in interpreting social
behavior.

Executive and self-regulation deficits

Social Information Processing

Encoding of relevant stimuli.
Interpretation of cues (both cause and intent).
Goal setting.

Comparison of the present situation to past
experience.

Selection of possible responses.
Acting on a chosen response.

Crick and Dodge (1994)




Between September 23, 2009 and October 12, 2009,
Massachusetts Advocates for Children conducted an online
survey in hopes of learning more about the extent of bullying
of children on the autism spectrum in Massachusetts
schools. Parent respondents were informed that data and
examples provided would be used to support the passage of
H.3804, An Act Addressing Bullying of Children with ASD.
Almost 400 parents responded.

88% reported their children had been bullied.
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Where are Autism’s Roots?

In the bible?

* In ancient cultures?
* In history?

* In religion?

* Portrayed in art?

Les ages de l'ouvrier

Léon FREDERIC 1895
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Is this child portrayed as autistic?

Which woman is her mot




Kanner’s Description (1943)

« first physician in the world to be
identified as a child psychiatrist

« founder of the first child psychiatry

department at Johns Hopkins

University Hospital

Wrote Child Psychiatry (1935), the

first English language textbook to

focus on the psychiatric problems of  Leo Kanner who introduced
the label early infantile

children. autism in 1943 in his paper :
Kanner, L. (1943). Autistic
disturbances of affective
contact. Nervous Child, 2,

217-250.
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Kanner’s Description (1943)

His seminal 1943 paper, "Autistic
Disturbances of Affective Contact",
together with the work of Hans Asperger,
forms the basis of the modern study of
autism.

Autism and Developmental Disorders, introduced the label
) early infantile autism

then called Journal of Autism and in 1943 in his paper :

Childhood Schizophrenia Kanner, L. (1943).

Autistic disturbances
of affective contact.

Leo Kanner was the Editor for Journal of  eo kanner who

Nervous Child, 2,

217-250.

29

Kanner’s Description (1943)
* Inability to relate to others
 Disinterest in parents and people
* Language difficulties
* Fascination with inanimate objects
* Resistance to change in routine

Leo Kanner who

* Purposeless repetitive movements introduced the label
early infantile autism
» A wide range of cognitive skills o apaper
. . . d bi
» Where they possess an innate inability oot commer
for emotional contact s
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Autism’s First Child

SOME FORM OF THE CONDITION AFFECTS ABOUT
UNDERS' ND ACCOMMODATE THE CONDITION
SOME 500,000 OF THEM IN
PI. HE WAS THE
HOLD SOME

ANSWERS.

By John Donvan and Caren Zucker

Atlantic Monthly, October 2010
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DSM 5

* Combine social and communication categories.

* Tighten required criteria reducing the number of
symptom combinations leading to a diagnosis.

* Omit Retts and Childhood Disintegrative Disorder.
 Clarify co-morbidity issues

* Eliminate PDD NOS and Aspergers in favor of
Autism Spectrum.

DSM 5

* Five criteria.

* Seven sets of symptoms in the first two criteria —
Social/Communication and Restrictive/Repetitive
behaviors, interests or activities.

* All three symptoms are required to meet the first
criteria (although a typo omits this).

* Two out of four are needed for the second
criteria.

* Some symptoms have been combined. Sensory
sensitivity has been added.
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DSM 5 Criteria A

*  Persistent deficits in social communication and social interaction across multiple
contexts, as manifested by the following, currently or by history (examples are
illustrative, not exhaustive; see text):

=

Deficits in social-emotional reciprocity, ranging, for example, from abnormal social
approach and failure of normal back-and-forth conversation; to reduced sharing of
interests, emotions, or affect; to failure to initiate or respond to social interactions.
2. Deficits in nonverbal communicative behaviors used for social interaction, ranging,
for example, from poorly integrated verbal and nonverbal communication; to
abnormalities in eye contact and body language or deficits in understanding and
use of gestures; to a total lack of facial expressions and nonverbal communication.
Deficits in developing, maintaining, and understanding relationships, ranging, for
example, from difficulties adjusting behavior to suit various social contexts; to
difficulties in sharing imaginative play or in making friends; to absence of interest
in peers.

w

DSM 5 Criteria B

Restricted, repetitive patterns of behavior, interests, or activities, as manifested by
at least two of the following, currently or by history (examples are illustrative, not
exhaustive; see text):

Stereotyped or repetitive motor movements, use of objects, or speech (e.g., simple|
motor stereotypies, lining up toys or flipping objects, echolalia, idiosyncratic
phrases).

Insistence on sameness, inflexible adherence to routines, or ritualized patterns of
verbal or nonverbal behavior (e.g., extreme distress at small changes, difficulties
with transitions, rigid thinking patterns, greeting rituals, need to take same route
or eat same food every day).

Highly restricted, fixated interests that are abnormal in intensity or focus (e.g.,
strong attachment to or preoccupation with unusual objects, excessively
circumscribed or perseverative interests).

Hyper- or hypo-reactivity to sensory input or unusual interest in sensory aspects off
the environment (e.g., apparent indifference to pain/temperature, adverse
response to specific sounds or textures, excessive smelling or touching of objects,
visual fascination with lights or movement).

=

~

w

>
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Specify if:
With or without accompanying intellectual impairment.
With or without accompanying language impairment.

Associated with a known medical or genetic condition or environmental
factor.

Associated with another neurodevelopmental, mental, or behavioral disorder.

With catatonia.

12



DSM 5 Criteria C, D, E.

C. Symptoms must be present in the early developmental period (but may not
become fully manifest until social demands exceed limited capacities, or may be
masked by learned strategies in later life)

D. Symptoms cause clinically significant impairment in social, occupational, or other
important areas of current functioning.

E. These disturbances are not better explained by intellectual disability
(intellectual developmental disorder) or global developmental delay. Intellectual
disability and autism spectrum disorder frequently co-occur; to make co-morbid
diagnoses of autism spectrum disorder and intellectual disability, social
communication should be below that expected for general developmental level.
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Social (Pragmatic) Communication
Disorder Criteria A

*  Persistent difficulties in the social use of verbal and nonverbal communication as
manifested by all of the following:

— Deficits in using communication for social purposes, such as greeting and
sharing information, in a manner that is appropriate for the social context.

— Impairment of the ability to change communication to match context or the
needs of the listener, such as speaking differently in a classroom than on a
playground, talking differently to a child than to an adult, and avoiding use of
overly formal language.

— Difficulties following rules for conversation and storytelling, such as taking
turns in conversation, rephrasing when misunderstood, and knowing how to
use verbal and nonverbal signals to regulate interaction.

— Difficulties understanding what is not explicitly stated (e.g., making inferences)
and non-literal or ambiguous meanings of language (e.g., idioms, humor,
metaphors, multiple meanings that depend on the context for interpretation).

Social (Pragmatic) Communication
Disorder Criteria B, C, and D

B. The deficits result in functional limitations in effective communication, social
participation, social relationships, academic achievement, or occupational
performance, individually or in combination.

C. The onset of the symptoms is in the early developmental period (but deficits may
not become fully manifest until social communication demands exceed limited
capacities).

D. The symptoms are not attributable to another medical or neurological condition or
to low abilities in the domains of word structure and grammar, and are not better
explained by autism spectrum disorder, intellectual disability (intellectual
developmental disorder), global developmental delay, or another mental disorder.

13



Autism is increasingly referred to as a
spectrum disorder in which individuals
can present problems ranging from total
impairment to near reasonable
functioning.
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In a Spectrum Disorder genetic and
phenotypic factors predispose certain
individuals to express certain Central
Nervous System vulnerabilities leading

to poorly adapted variations in
development and behavior.

In a Spectrum Disorder all symptoms are
considered relevant to the extent they
present in each disorder. Thus a
symptom is not exclusive to a disorder.

14



The form that a Spectrum Disorder
assumes is determined by its composite
symptoms. These symptoms often have

complex relationships.
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Core DSM and ICD Autistic Symptoms

* Impaired social relations.
* Impaired communication skills.

* Impaired behavior.

Symptoms Present Before 24 Months:
Failure To:

Orient to name

Attend to human voice

Look at face and eyes of others
Imitate

Show objects

Point

Demonstrate

interest in other children

15



Symptoms Present Before 36 Months

* Use of other’s body to communicate or as a
tool

* Stereotyped hand/finger/body mannerisms
* Ritualistic behavior

¢ Failure to demonstrate prete
* Failure to demonstrate joint]

Pretend Play in Autism

¢ Limited, often absent

* When present usually characterized by:
repetitive themes, rigidity, isolated acts,
one-sided play, limited imagination.

4/14/16

Meet Kevin
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Kevin Draws His Family

/ Ve //

, ‘r
/)

¥ /7\ //{;/,

(1]

L)

mh M
(/ ///

177

4/14/16

Kevin Adds Faces

Why Might Early Intervention Work?

* Intervene before adverse behaviors are
reinforced.

* Capitalize on the early experience-expectant
plasticity of the brain.

* Impact gene expression.

* Employed at point social behaviors develop.

* Promote complex neural networks and
connectivity through thematic, multi-sensory
and multi-domain teaching approaches.

17



Is There a Core Cognitive Theory
to Explain ASD?
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Joint Attention

* Behaviors that focus the attention of the self

and others on the same object (e.g.
pointing,sharing emotion, etc.)
Develops between 6 and 9 months

Precursor of more advanced social and
communication skills

Joint Attention

This abnormality thought to be one of the
earliest signs of autism

Present in children with developmental delays
absent autism
This ability when present in preschoolers with
autism predicts better prognosis for language
development

18



Weak Central Coherence

Frith & Happe 1994

Characterized by:

® Cognitive bias toward local versus global processing
® Failure to use context to aid understanding

Supported by:

® Performance on Block Design and Embedded figures tasks
@ Influence of context in perceptual behaviour

Accounts for:

. itive and yped
® Cognitive style and differences in perception
® Strengths
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Theory of Mind

Baron-Cohen-Leslie-Frith 1985

Characterized by:

®  Deficits in theory of mind or ability to understand mental state of others
® Leads to social deficits

Supported by:

® Research ing deficits in ing others mental stage — False belief/Sally-Ana
®  Even when they show understanding — poor generalization to real life

Accounts for:
® Social and communication deficits
Does not account for:

® Cognitive style, strengths, stereotypic behaviours

Mirror Neuron System

Characterized by:

® Mirror neurons act as emulators — copy actions/behaviors

Supported by:

® Research into single cell recordings in monkeys

® Human correlate is proposed to exist in parietal lobe, STS, amygdalate, striate, cortex and

cerebellum
® More research is required to substantiate

Accounts for:

® Connections in neurological regions that underlie complex behaviors including imitation,
recognition, social cognizance and language

19



Executive Dysfunction
Hypothesis

Problems with self-regulation and
perseveration make it difficult to
cope with changing social situations.

Pennington and Ozonoff (1996)
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Vi

ASRS ' Z

(6-18 Years)
TEACHER RATINGS

Sam Goldstein, PhD. & Jack A. Naglieri, Ph.D.

ASRS (2-5) ASRS (6-18)
Ages 2-5 Years (70 items) Ages 6-18 Years (71items)
A

Factor Analysis for 2-5 Years

* A two-factor solution was best for parent and
teacher raters.

— Factor | was defined by items that involved both
social and communication behaviors

— Items ...

20



Social/Communication Factor

Table 8.18. Exploratory Factor Analysis Results: ASRS (2-5 Years) Parent Rati

4/14/16

Ttem ‘ Social/Communication

29 keepa conversation gomg? | -916
|28 stant conversations with others? | -909
3. understand bow someone el felt? 908

40 respond when spoken to by other children? | 573
54, share hus/her enjoyment with others? 365
50 show an terest n the ideas of others? -85
13 understand the point of view of others? | 81

4. play with others? ~830

16, share fun activities with others? | -829
52 understand age-sppropriate humor or jokes? 820
49 seek the company of other children? 516

| 719 care about what other people think or feel? | sz
21, respond when spoken to by adults? | 802

5. look at others when talking with them? | 778

61, show good peer interactions? I -768
13 look at others when iteracting with them? 766
57, follow smstrutioas that he/she understood? 735

7. point to objects when asked to? 730
18 use make believe play? | -708
25, listen when spoken to? 707
15 have wouble talking with other children? | 698

Factor Analysis for 2-5 Years

* Atwo-factor solution was best for parent and
teacher raters

— Factor I: included primarily items related to both
socialization and communication (e.g., keep a
conversation going, understand how someone else
felt) - Social/Communication

— Factor IlI: included items related to behavioral rigidity
(e.g., insist on doing things the same way each time),
stereotypical behaviors (e.g., flap his/her hands when
excited), and overreactions to sensory stimulation
(e.g., overreact to common smells)- Unusual
Behaviors

62
Unusual Behaviors Factor

Ttem Social/Communication Unusual Behaviors
27.  focus too much on details” -052 735
S insist on dome things the same way cach time? 14 730
56, insist on certain routines? | 166 698
9. need things to happen just as expected? | 177 698
10, have a strong reaction to any change in routine” 221 689
[770.  repeat or echo what others sud? T -058 683
39, become fascinated with parts of objects? | 079 660
12, overmeact to common smells? | 034 653
47 focus on one subject for too much time? | 220 651
20, become upset if routines were changed? 286 617
| 753 repeat certain words or phrases out of context? o2 | 608
2. become bothered by some fabrics or tags in clothes? 18 586
65, twisl, spin. or bang objects? 144 7
| 46, ovemreact o loud noises? 352 | 559
26.  talk too much about things that other children don’t care about? -093 558
64, flap hivber bands when excited? 14 ES
69, overreact to touch? 337 | B
[ 11, tine up objects inarow? 065 | 530
| 41 talk 100 much about things that adults don't care about? 169 | 518
[ 92, wse an odd way of speaking? 353 | s
45, resist being touched or held? 329 T 468

21



Factor Analysis for 6-18 Years

* A three-factor solution was best for both
parent and teachers versions of the ASRS
— Factor I: included primarily items related to both

socialization and communication -Social/
Communication

— Factor II: included items related to behavioral
rigidity, stereotypical behaviors and overreactions

to sensory stimuli -Unusual Behaviors

Social / Communication Factor

Table 8.20. Exploratory Factor Analysis Results: ASRS (6-18 Years) Parent Ratings

Item Unusual Behaviors | Self-Regula

Social/
ommunicat

56. start conversations with others? 0s1 082
42 share his‘her enjoyment with others? 113 0%
23. keep a conversation going” 7 o
43 show an nterest n the ideas of others” 038 BT
0. respond when spoken to by other children? | ~070 | o

8. share fun activities with others? 006 -038

| 731, play with others? | -on | 019
69, show good peer nteractions” “on -165
39 care about what other people think or feel? 066 0%

3. seck the company of other chuldren? ) | 157

28. understand how someone ele felt? o4 | %
|79 Took at others when taking with them? 144 | 076
[ 45 understand age-appropriate bumor or jokes? 26 | 008
61. look at others when interacting with them? -108 | ~067
|33, respond when spoken to by adults? ~006 167
55. suile spproprately? E -on
32 notice social ues? e | 083
12, play with toys appropriately? 17 o7

Unusual Behaviors Factor

Table 8.20. Exploratory Factor Analysis Results: ASRS (6-18 Years) Parent Ratings

Unusual Behaviors | Self-Regulation
51 insit on certain routines? 842 o0l
[ 24, nsist on doing things the same way cach tme? T 785 T 056
63. become upset if routines were changed? 755 089
22. become obsessed with detals? | 45 | -011
40 focus too much on details? 035
49. need things to happen just 3 expected? | ) | 087
62. ovemreact to loud noses? 019
13. have a strong reaction to any change in routine” 172
54 line up objects i a row? 120
{726 repeat or echo what others said? 047 025
|21 repeat certain words or phrases out of context? 050 TH
|29, overreact to common smells? 01 -015
48 focus on one subjectfor oo mach time? 038 -067
65, insist on keeping certain objects with hinvher at all times? 100 181
25. overreact to touch? 051 -.106
2. become bothered by some fabrics or tags in clothes? | 120 088
63, reverse pronouns (eg. you for me)? | -019 128
46. flap hisher hands when excited? | 059 183
50. talk too much about things that other chaldsen don't care abowt? 298 -006
67w, spin,or bang abjects? a7 on an
20._use an odd way of speakang? 456 o -305

4/14/16
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Factor Analysis for 6-18 Years

* A three-factor solution was best for both parent
and teachers versions of the ASRS

— Factor I: included primarily items related to both
socialization and communication -Social/
Communication

— Factor IlI: included items related to behavioral rigidity,
stereotypical behaviors and overreactions to sensory
stimuli - Unusual Behaviors

— Factor IlI: included items related to attention
problems (e.g., become distracted), impulsivity (e.g.,
have problems waiting his/her turn), and compliance
(e.g., get into trouble with adults, argue and fight with
other children) - Self-Regulation.
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Self-Regulation Factor

Table 8.20. Exploratory Factor Analysis Results: ASRS (6-18 Years) Parent Ratings

Ttem Unusual Behaviors |~ Self-Regulation | o, Sedal/

57, ful to complee tasks? ~os1 552 ~060

44, leave homewvork or chores uafinished? 11 47 o2

[ 735, bave problenss paying atientica when doing homework or chores? | 053 800 | 16
36, make careless mistakes in school work? o 783 055

30, become distracted? 07 43 063

[T 1. sppoer disocgamized? I 04 78 | 06
18 get into wrouble with adults? 001 &1 006

60, insermuptor intrude on others? 25 o 13
|71 appear fidgety when asked to sit sull? | 194 609 | ~040
7. have probleas waiting histher arm? | 16 595 064
|58, ask questions that were off topic? | 365 s 104
6. argue and fight wath other caldren” us 476 096

52, have problems paying ateation to fun fasks” | 085 464 255

| 16.team simple tasks bt then foget them quickly? | 116 a5 204
34, avoid looking at an adult when there was a probleny? 122 my 19

5. follow instuctions that he/she aderstood? 018 418 276
|66 bave social problemas with adults? 25 350 294

Factor Consistency

* The consistency of the ASRS scale structure
across several demographic groups (gender, age
group, race, and clinical status) was studied

* The factor loadings for the groups were
correlated using the coefficient of congruence
— results revealed a very high degree of consistency

between all groups
— indicating that the factor structure of the forms
generalized across the demographic groups
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Current View of ASD In ASRS

* Based on the factor analysis, we suggest that ASD is
best described as having two clusters of behaviors for
children ages 2-5 and three for those aged 6 to 18
years of age.

— Ages 2 -5 years
* Social / Communication
* Unusual Behaviors

— Ages 6 —18 years
* Social / Communication
* Unusual Behaviors
* Self-Regulation

 This is the organizational form of the ASRS.
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Research in Autism Spectrum Disorders 6 (2012) 277265

Contents lists available at ScienceDirect
Research in Autism Spectrum Disorders S
Journal http:, I i I

Autism and ADHD: Overlapping and discriminating symptoms

Susan Dickerson Mayes *, Susan L Calhoun, Rebecca D. Mayes, Sarah Molitoris

Hershey, PA. United Sates
ARTICLE INFO ABSTRACT
hildren with ADHD and autism have some similar features, complicating a differential
Received 17 May 2011 diagnosis. y g nd
Received i revised fom 19 May 2011 autistic symptoms overlap in and discriminate between children 2-16 years of age with
Accepted 23 May 2011 autism and ADHD. Our study demonstrated that 847 children with autism were easily
Availbie online 17 June 2011 distinguished from 158 children with ADHD. All children with autism had 15 or more of
— the 30 Checklist for Autism Spectrum Disorder sympcoms (mean 22). and none of the
Keywerds: children with ADHD did (mean 4) Three of the symptoms were present only in children
:‘5"'&;" ‘with autism. Almost all 30 symptoms were found in over half of the chikiren with autism,
Défirencial disgoasis whereas none were present in the majority of children with ADHD-Inattentive type
(ADHD-) or in children with ADHD-Combined type (ADHD-C) without comorbid
oppositional-deflant disorder. In contrast, ADHD symptoms were common in autism.
Children with low and high functioning autism and ADHD-C did not differ on matemal
ratings of attention deficit, impulsivity, and hyperactivity. For children with normal
ADHD-
. and ADHD-1 on neuropsychological tests including measures of attention, working
& g ADTDA on nevtopsydiplone e el n

This View is Well Supported by Current Research

=

T.1.C. Polderant! ¢, R A Hoskstras2, A, A E. Vinkhuyzen, P. . Sulfvanet, S
Van dor Skis*195 and D Postumasiste?
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And an updated view of ASD

ASRS VALIDITY

4/14/16

Validity of the Factors

Factor analysis is a valuable tool to understand
how items group.

But we also need to know if the items have
validity.

Discriminating children with ASD from the
regular population is important.
Discriminating children with ASD from those
who are not in the regular population but not
ASD is very important.

ASRS Profiles

A scale like the ASRS should differentiate children
with ASD from the normal population.
Comparison to regular children should show that
those with ASDs have high scores.

Comparisons to other clinical groups should also
show differences from those with ASDs.
Comparisons of the ASD to regular and other
clinical samples gives an essential examination of
validity .

25



ASRS Validity for ages 2-5

ASD by

Parents &
Teachers
.
“
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ASRS Validity: Ages 6-18 Parents

£

ASD A

Gen Pop

.
Soci
Socd/ Unusual DSMHETR Peer Adut Ayicdl Behaioral | Sensory
|-B=A0HD 532 17 %1 575 548 539 523
|- Other Cinicd 87 8 470 520 a1 518 508 420 84 an 413 512

ASRS Validity: Ages 6-18 Teachers

E)

“>W
Clinical —
59 W&—‘VW—
—
Gen Pop

“
]
Socilf Unusaal DSMHITR Peer Adut il Behaviord | Sensory

5 e i [P0 | | st | S | iy | St | S | e

o TR E T T T T a
(8 40D 521 581 25 533 515 557 §22
|~ Other Cinical 510 551 555 555 513 555 555 2] 2 548 528 512
| | | | e | w | w | e | w | | w | e | w | e
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Classification Accuracy ages 2-5 Parents

4/14/16

ASRS Scales
Social/ Unusual DSM-IV-TR
Total Score Communication| Behaviors Scale
Overall Correct
ification (%) 90.0 93.5 94.8 92.7
Sensitivity (%) 89.8 | 94.6 95.0 92.3
Specifcity (%) 90.3 | 92.3 94.7 93.3
Positive Predictive
Power (%) 913 93.2 95.0 93.7
Negative Predictive
Power (%) 88.7 93.9 94.7 91.7
False-Positive Rate
| o6) 9.7 7.7 5.3 6.7
False-Negative Rate
(%) 10.2 5.4 5.0 7.8
Kappa 0.80 0.87 0.90 0.95
Autism Spectrum
Disorder (N) 126 132 129 127
General Population
(N) 115 115 124 121

Classification Accuracy ages 2-5

Teachers
ASRS Scales
/\\ Social/ Unusual DSM-IV-TR
Total Score Communication Behaviors Scale
Overall Correct
ification (%) 89.4 88.0 85.2 89.7
% 902 || 907 83.6 89.7
v \| 886 85.4 86.8 89.7
Positive Predictive
power ) \.gs. 86.3 95.8 89.7
Negative Predictive
Power (%) 90.2 90.0 84.7 89.7
False-Positive Rate
(%) 114 14.7 13.2 10.3
False-Negative Rate
(%) 9.8 9.3 16.4 10.3
| Kappa 0.79 0.76 0.70 0.79
ASD (N) 114 124 113 117
General Sample (N) 112 110 124 116

Classification Accuracy ages 6-18 Parents

ASRS Scales
@ Social/ Unusual Self- DSM-IV-TR
score_|\Communication | Behaviors | Regulation Scale

Overall Correct

(%) l 91.3 91.3 88.3 86.5 91.2
Sensitivity (%) I 90.3 I 90.0 87.7 86.1 90.5
Specificity (%) 92.2 I 92.5 88.9 86.9 91.9
Positive Predictive
Power (%) 91.8 92.3 88.6 86.6 91.8
Negative Predictive
Power (%) IR 90.2 88.0 86.5 90.6
False-Positive Rate
(%) 7.8 7.5 11.1 13.1 8.1
False-Negative Rate
(%) 9.7 10.0 12.3 13.9 9.6
Kappa 0.83 0.83 0.77 0.74 0.82
ASD (N, 183 195 201 201 196
General Sample (N) 196 205 209 207 201
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Classification Accuracy ages 6-18

4/14/16

Teachers
ASRS Scales
@ Social/ Unusual Self- DSM-IV-TR

Score _[\Communication | Behaviors | Regulation Scale
Overall Correct
Classification (%) 91.4 88.8 92.6 85.2 94.1
Sensitivity (%] 921 || 871 95.4 85.2 92.8
Specificity (%) 90.7 I 90.5 89.8 85.1 95.5
Positive Predictive
Power (%) \90.3/ 90.0 90.0 84.8 95.4
Negative Predictive
Power (%) 92.5 87.8 95.3 85.5 93.0
False-Positive Rate
(%) 9.3 129 10.2 14.9 4.5
False-Negative Rate
(%) 7.9 8.9 4.6 14.8 7.2
Kappa 0.83 0.78 0.85 0.70 0.88
ASD (N) 206 210 231 217 215
General Sample (N) 212 229 212 221 227

ASRS RELIABILITY

ASRS Reliability Ages 2-5 Parents & Teachers (or
caregivers)

Parent Ratings Teacher Ratings
Normative | Clinical Normative | Clinical
Sample Sample Sample Sample
Scale (N=320) | (N=243) fAveragd | (N=320) (N=249) \verage
Total Score 5 7 %4 7
ASRS | Sociall Communication M 5 5 7
Scales | Unusual Behaviors 1 34 5 7 2
DSM-IV-TR Scale 91 7 Nw/| o 9% |\ /
Peer Socialization 77 9 :c 85 95 i
Adult Socialization 67 85 76 8 85 81
o 8 % 91 3 % a3
g?:‘g';w Atypical Language i 7 74 59 79 69
Stereolypy 75 86 80 67 86 17
Behayiora] Rigidity 85 94 90 82 95 90
Sensory Sensitivity 71 89 81 59 90 17
Attention/Self-Regulation 83 88 85 83 89 86
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ASRS Reliability Ages 6-18 : Parents

4/14/16

6to 11 Years 12t0 18 Years
Normative | Clinical Normative Clinical
Sample Sample Sample Sample /\
Scale (N =480) (N=230) fAverage\| (N=480) (N=185) gt
Total Score 97 98 97 97 97 97
Sociall
ASRS Communication 91 a7 94 92 95 93
Scales Unusual Behaviors 94 94 3 94
Self-Regulation 92 \ 92/ 3 22/
DSMIV-TR Scale 95 ~ 4
Peer Socialization 84 2 87 4 86
Adult Socialization 17 77 77 9 78
Becioranyene! 8 % 89 8 91 89
Jreatment ["Rtypical Language 81 85 82 82 85 83
Stereotypy 79 78 79 77 79 78
Behavioral Rigidity 89 92 90 86 94 89
Sensory Sensitivity 79 85 81 77 82 79
Attention 90 91 90 89 91 90
85
ASRS Reliability Ages 6-18 : Teachers
6to11 Years 12t0 18 Years
Normative | Clinical Normative | Clinical
Sample Sample Sample Sample Q
Scale N = 480) (N=167) |fAverage\ (N =480) (N=325) |[[Average
Total Score 97 9 7 a7 97 97
[ Sociall Communication 93 9l I 92 96 4
QSRI’S [Unusual Behaviors % g 4 %4 %5 7]
celes [ SeffReguiaion 4 \ %4 3 I\
DSMIV-TR Scale 4 ~ 94 6 ~
Peer Socialization 4 6 3 0
Adult Socialization 0 0 7 7
Ao ot 8 ) 90 89 @ 9
g::lgg‘e”‘ Atypical Language 75 87 79 30 5 82
Stereotypy 69 77 71 72 1 76
Behavioral Rigidity 90 93 91 90 M4 92
Sensory Sensitivity 17 87 80 84 7 85
Attention 92 92 92 91 92 91

Components of an ASD Evaluation

History
Questionnaires
Observation
Interaction

Cognitive and language data

Adaptive functioning
Emotional functioning

Consideration of differential diagnosis and/or comorbidity

Rating Scale (ASRS)

Direct measures (e.g., ADOS)
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Cognitive Ability Profiles for
Children with ASD

Planning, Attention, Simultaneous,
Successive (PASS) Cognitive Processes
from Cognitive Assessment System
(Naglieri & Das, 1997)

4/14/16

PASS: A neuropsychological approach to
intelligence

Three Functional Units described by A. R.

Luria (1972)

Simultaneous &
Successive Processing
Two forms of processing
information

Al Attention

vty
and resistance to distraction

PASS Defined

Planning: Evaluate, select, strategize and
monitor.

Attention: Focus on relevant detail and resist
distraction.

Simultaneous: Appreciate the big picture.
Relate parts into the whole.

Sequence: Use information in a specific order.
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PASS Processing Scores

105

100

95

"

85

80

Planning Simultaneous Attention  Successive

They Struggle With Planning

PASS Processing Scores

3
o I
e

Planning Simultaneous Attention  Successive

ASD vs. ADHD

31



Differential Diagnosis: ADHD vs ASD

4/14/16

N

ASD Profile ADHD Profile
cAs AsRs || cAs ASRS
13 70 13 T 70
125 ﬂ; 67 1 67
12 63 12 )J)_ 63
115 60 || 115 yARC)
11 57 11 57
105} 53 105) 53
100 [ 50 100 7 50
9 47 9 VAR Y4 47
9 N\ A 43 oo 1/ 23
8 \/ 20 g 2
8 ko4 37 so—I 37
75 I P sl
Plan Sim Att Succ SC UB SReg Plan Sim Att Succ SC UB SReg
PASS Scores
» CAS Scores 105
also show ~ - Asperger Mean
that the . T~ - Autism Mean
100 \
children with o
Asperger / =
Syndrome (N 95
= 23) earned e
higher PASS ag
scores
(intellectually . .
higher) than a
those with
Autism (N = 80
20) Plan Siv A suC £

ASD vs Communication Disorders
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ASD vs Communication Disorders

CD-Parents (N=35)
= CD-Teachers (N = 39)

Soc/Com UnBeh Self-Reg

4/14/16

DSM IV TR Autism vs. Asperger

* ASRS means for ages 2-5 years were typically
somewhat higher for children with Autism
than those with Asperger’s syndrome

— Exception being Unusual Behaviors where the two
groups were similar

ASRS means for ages 6-18 years were
consistently higher for children with Autism
than those with Asperger’s syndrome

Teachers

Parents

Autism vs Asperger 2-5 years
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Autism vs Asperger 6-18 Years

—
—

4/14/16

2
2le
S
H ——Autism
L ~=-Asperger's
s0
Total Score Soclal/C it
75
)
” -——_.\“‘\.
@
€| e
I3 —a—Autism
g “E-Asperger's
50
Total Score {-Regul
100
Autism vs Asperger 6-18
110 Descriptive Statistics and Comparisons Between
105 Individuals with Autism (n = 20) and Asperger
00 Syndrome (n =23).
Mn__ SD F Sig _d-ratio
% PLAN Asperger 103.5 316 171 .20 0.40
90 Autism 929 19.2
85 SIM  Asperger 101.0 153 3.33 .08 054
80 Autism  91.9 17.5
~+Asperger ATT  Asperger 869 17.7 030 .59 0.17
7 ~&-Autism Autism 839 18.8
70 SUC Asperger 983 157 246 .12 047

Plan

Sim AT suc Autism  88.3  25.6

Making the
Diagnosis of A

PDD
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ASRS Mean T-Scores (N = 90) for a Sample of
Children Diagnosed with ASD

Attention I

Sensory Sensitivity

Behavioral Rigidity

Atypical Language

Social Emotional

Adult

Peer

DSM

Unusual Behaviors
Social Communication |
Total
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Autism Diagnostic Observation
Schedule (ADOS)

Age range toddlers to adults.

No speech to those who are verbally fluent.
Semi-structured assessment.

Five modules across age ranges with each requiring 45
minutes to administer.

A module is chosen depending upon expressive language and
age.

Non-verbal teens and adults can’t be reliably evaluated.
Autism and Autism Spectrum cut off scores are provided for
two domains (Social Affective and Restricted Repetitive
Behaviors).

Autism Diagnostic Observation
Schedule

CURRENT NEW
* Social Domain * Social Affect Domain
¢ Communication * Restrictive Repetitive
Domain Behaviors Domain
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ADOS vs. ASRS

* Social Affect Domain * Social/
Communication

* Restrictive Repetitive
Behaviors Domain * Unusual Behavior

* Self-regulation

4/14/16

Sample Description

* University of Virginia Autism Genetic Resource
Exchange (AGRE) project data
* Sample selection
— If the child met criteria for ASD or Autism on the
ADOS and met criteria for Autism on the ADI-R,
they were considered to be on the autism
spectrum - ASD or Autism - (whichever they met
according to the ADOS).
— In the AGRE dataset the ADOS is used in
conjunction with the ADI to classify the child

Sample Description

* Sample selection (continued)

— The ADOS and ADI are used for designating the
sample as ASD or Autism.

— If the child did not meet criteria on either instrument
there was a case conference to discuss the case in
depth - taking into consideration multiple test results
(in addition to ADOS and ADI) and reviewing video of
the child. At that time the clinical psychologist and the
clinician who administered the ADOS and ADI would
come to a decision as to what to classify the child.
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Sample Description

e Ages 6-18 (Mean = 10.3; SD = 3.1)

* N=90

¢ 82% (N = 74) Males, 18% (N = 16) Females

4/14/16

ADOS (N = 90)

ADOS Diagnosis Classification

Autism 63

ASD 18

No Diagnosis 9

Met Criterion Did Not Meet

[Communication Autism 64 26
[Communication Autism Spectrum 83 7
Social Autism 80 10
[Social Autism Spectrum 86 4
[Commmunication + Social Autism 66 24
[Communication + Social Autism Spectrum 84 6

ASRS Mean T-Scores (N = 90)

ASRS TOTAL T-Score
Value N
70+ 35
65+ 26
60+ 19
. <60 10

Self-

Social Ce

DM

Unusual Behaviors I

ASRS Scales

50 52 54 56

58 60 62

64

Total |

66 68 70
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ADOS & ASRS Different Scales

Diagnosis | (T

ASRS
ADOS Total

>59)

Autism or
ASD 81

80

No
Diagnosis 9

10

ADOS

TOTAL

69

39

62

73

77

75

54

oooocolojo|o (o

65

0

69

Note: 0 = Not
identified on ADOS
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Conrad

Conrad was evaluated at my Center in April 2010 and August 2012. He was recently

reevaluated.

Conrad met DSM-IV-TR diagnostic criteria for Autistic Disorder; Depressive Disorder, Not
Otherwise Specified; Anxiety Disorder, Not Otherwise Specified; and Oppositional/Defiant

Disorder.

At the current time, Conrad is struggling in both home and school environments.

Ms. Keever Conrad’s mother is concerned about perseverative and impulsive behaviors as well

as depressive and anxious symptomology.

An evaluation was recommended to better define current concerns as well as

assist in treatment planning.

Conners CERS Content Scale Detailed Scores: Comparison across

Raters
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Detailed Scores: Comparison across Raters

The follomng tabie summenzes the results for cach DSM-5 Symptom scalc, a3 wel a3 any tokstically
significent (o < .10) difierences in T-050res botween pairs of ratera. If 3 pair of ratings ia Nt noted in the
“Stetioticolly Sgnracant Differences” column, then the difiercnce between thosc two raters o nat reach
statatical sigrificance.
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Conrad

Module 3 of the Autism Diagnostic Observation Schedule was
administered as a semistructured interview of communication and
social interaction to examine the presence of autism.

Social Affect Total 14

Restrictive and Repetitive Behavior Total 2
(Autism Cutoff) (Autism Spect Cutoff)

Overall Total 16 (Cutoffs —9 Autism; 7 ASD ASD)
ADOS-2 comparison score: 9

ADOS classification: High

4/14/16

Conrad
LQ. Percentiés 90% Confidence

(mean =100;s.d=15) (mean=50) Interval
Planning 104 61" 97-110
Simultaneous 95 37" 89-101
Attention 88 21" 82-97
Successive 106 66" 99-112
EF without Working Memory 88 21" 81-98
EF with Working Memory 89 24* 83-97
Working Memory 94 34™ 88-101
Verbal Content 95 37 88-102
Nonverbal Content 95 37 89-102
FULL SCALE 97 42 93-101

Visual-Auditory Comparison - Significant visual /auditory with stronger visual than auditory.

Conrad
fandard Scores
(mean = 100; s.d=15)
2010 2012 2015
Planning 82 100 104
Simultaneous 103 120 95
Attention 74 106 88
Successive 108 105 106
Full Scale 89 111 97
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San
(mean = 100

4/14/16

Sense of Mastery
Sense of Relatedness to Others
Sense of Emotional Reactivity

Resource Index
Vulnerability Index

(mean =50; s.d=10)

25
27
79

24
82

2010 2012 2015
Letter/Word Identification 129 109 117
Applied Problems 150 127 132
Spelling 134 122 104
Passage Comprehension 107 122 117
Calculation 158 131 110
Writing Samples 105 114 110
Word Attack 17 109 9%
Sentence Reading Fluency 126 122 137
Math Facts Fluency 123 98 111
Sentence Writing Fluency 77 104 104
Spelling of Sounds 12 104 101
Reading nfa n/a 109
BROAD READING 122 119 133
BASIC READING SKILLS 125 110 108
MATHEMATICS 165 133 122
BROAD MATHEMATICS 162 130 120
MATH CALCULATION SKILLS 152 122 12
WRITTEN LANGUAGE 121 123 108
BROAD WRITTEN LANGUAGE 12 119 108
WRITTEN EXPRESSION 95 12 109
ACADEMIC SKILLS 139 124 112
ACADEMIC FLUENCY 106 12 126
ACADEMIC APPLICATIONS 127 129 126
PHONEME/GRAPHEME KNOWLEDGE 116 108 97
BRIEF ACHIEVEMENT 143 122 121
BROAD ACHIEVEMENT 133 126 125
121
T-scores
Total Score 90
Anxiety Probability Score Vey high
Separation Anxiety /Phobias 84
Generalized Anxiety Disorder Index 90
Social Anxiety Total 78
Humiliation/Rejection 74
Performance Fears 73
Obsessions and Compulsions 90
Physical Symptoms Total 90
Panic 90
Tense /Restless 85
Harm Avoidance 60
122
Resiliency Scale
T-Sores
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Conrad

DSM-5 Diagnostic Overview|

Autism Spectrum Disorder without accompanying intellectual or language impairment
Generalized Anxiety Disorder

Unspecified Depressive Disorder

Attention-Deficit/Hyperactive Disorder, Combined Presentation

Oppositional Defiant Disorder

4/14/16

Interagency Autism Coordinating Committee
2011 Strategic Plan for ASD Research

* http://iacc.hhs.gov/strategic-plan

* Update mandated by Combating Autism Act of
2006 authorizing one billion to be spent over 5
years on ASD research.

* Provides a set of research recommendations.

* New areas of focus include: augmentative
communication, related health concerns and
mental health issues.

« Efforts directed at creating public and private
joint projects.

Intervention

* Despite strong claims no curative treatment has been

studied vigorously.

“In the absence of a definitive cure there are a

thousand treatments” (Klin).

¢ Behavior modification, educational intervention and
pharmacology have been studied.
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http://autismpd unc.edu/content

~ THE NATIONAL PROFESSIONAL DEVELOPMENT CENTER ON SEARGH
AUTISM SPECTRUM DISORDERS

Gos

EVIDENCE-BASED PRACTICES  Briefs

Home Evidence-Based Practice Briefs

About the Center

Selecta

Practicos
Comparison with EBP BRIEF COMPONENTS
National

Standards G

Step-by-Stop Directions for Implementation:
Autism Intemet

Modules articles identifed in te evidence base.

® EBP Briofs Implementation Checklit

Additional Resources

‘evidence base.
News and Events
Evidence Base:

Working With States

s P Tea Some practices include supplemental materials such as data collection sheets.

s name:
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http://autismpdc.fpg.unc.edu/content/briefs

Antecedent-Based Interventions (ABI)
Computer-Aided Instruction
Differential Reinforcement

Discrete Trial Training

Extinction

Functional Behavior Assessment
Functional Communication Training
Naturalistic Intervention
Parent-implemented Interventions
Peer-Mediated Instruction and Intervention
Picture Exchange Communication System (PECS)
Pivotal Response Training

Prompting

Reinforcement

Response Interruption/Redirection
Self-Management

Soclal Narratives

Soclal Skills Groups

Speech Generating Devices/VOCA
Structured Work Systems

Task Analysis

Time Delay

Video Modeling

Visual Supports

/ Evidence-Based

Practices for
Children, Youth,

3

N and Young Adults

&
7 with
Autism Spectrum Disorder
g
>

Conrte g Sumost L 00,

http://autismpdc.fpg.unc.edu/sites/m;r;;;;éé.;gznc.edu/ﬁles/2014-EE P-Report.pdf
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Sodial Narratives
Fact Sheet

Brief Description

Social narratives (SN) are interventions that describe social situations in some detail by high-

pprop P They are aimed at

just to changes in routine and adapt wiors based on the social and

physical cues of  situation, or to teach specific social skil waviors. Social narratives are in-
dividualized according to learner needs and typically re quite short, perhaps including pictures

or other visualaids. Usually written i firstperson from the perspective of the learner, social

detail the situati for approp

responses, and describe the thoughts and feelings of other people involved in the situation.

Qualifying Evidence

SN meets evidence-based criteria with 17 single case design studies.

Ages
According to the cvidence-based studics thisintervention has been effctive fo preschoolers

(3-5 years) to high school-age learners (15-18 years) with ASD.

Outcomes
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Why Might Early Intervention Work?

* Intervene before adverse behaviors are
reinforced.

* Capitalize on the early experience-expectant
plasticity of the brain.

* Impact gene expression.
* Employed at point social behaviors develop.

* Promote complex neural networks and
connectivity through thematic, multi-sensory
and multi-domain teaching approaches.

Components of an Effective Treatment
Program

Structured behavioral treatment
Parent involvement

Treatment at an early age
Intensive intervention

Social skill development

* Focus on generalization of skills
* Appropriate school setting

* Medication?
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Challenges to Treatment

+ Concrete thinkers

+ Difficulty with humor

* Problems regulating affect

+ Difficulty interpreting others’ feelings
* Rule-bound

* Diminished empathy

Decreased desire to please significant
others

4/14/16

Medications

* Symptom focused medications: stimulants for
attention, anti-depressants for mood, anti-
psychotics for “oddities”.

* Condition focused medications?

S Transi Med 19 September 2012 < Prev | Table of Contents | Next >

Vol. 4, Issue 152, p. 152ra127
Sci. Transl. Med. DOI: 10.1126/scitransimed. 3004214

RESEARCH ARTICLE

FRAGILE X SYNDROME

Effects of STX209 (Arbaclofen) on Neurobehavioral Function in Children and
Adults with Fragile X Syndrome: A Randomized, Controlled, Phase 2 Trial

Elizabeth M. Berry-Kravis!, David HessI?, Barbara Rathmell%, Peter Zarevics®, Maryann Cherubini’,
Karen Walton-Bowen?, Yi Mu¢, Danh V. Nguyen*, Joseph Gonzalez-Heydrichs, Paul P. Wang3',
Randall L. Carpenter?, Mark F. Bear® and Randi J. Hagerman’

New Drug

+ Author Affiliations
May Treat -1*To whom correspondence should be addressed. E-mail: pwang@seasidetherapeutics.com
ASD ABSTRACT

Research on animal models of fragile X syndrome suggests that STX209, a y-aminobutyric acid type 8
(GABAS) agonist, might improve neurobehavioral function in affected patients. We evaluated whether
STX209 improves behavioral symptoms of fragile X syndrome in a randomized, double-blind, placebo-
controlled crossover study in 63 subjects (55 male), ages 6 to 39 years, with a full mutation in the FMRI
gene (>200 CGG triplet repeats). We found no difference from placebo on the primary endpoint, the
Aberrant Behavior Checklist—Irritability (ABC-1) subscale. In the other analyses specified in the protocol,
improvement was seen on the visual analog scale ratings of parent-nominated problem behaviors, with
positive trends on multiple global measures. Post hoc analysis with the ABC—Social Avoidance scale, a
newly validated scale for the assessment of fragile X syndrome, showed a significant beneficial
treatment effect in the full study population. A post hoc subgroup of 27 subjects with more severe
social impairment showed improvements on the Vineland l-Socialization raw score, on the ABC—Social
Avoidance scale, and on all global measures. STX209 was well tolerated, with 8% incidences of sedation
and of headache as the most frequent side effects. In this exploratory study, STX209 did not show a
benefit on irritability in fragile X syndrome. Nonetheless, our results suggest that GABAS agonists have
potential to Improve social function and behavior in patients with fragile X syndrome.

Copyright © 2012, American Association for the Advancement of Science
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Psychostimulants for ADHD-like symptoms in individuals with autism spectrum disorders.
Cortese S, Castelnau P, Morcillo C, Roux S, Bonnet-Brilhault F.

Institute for Pediatric Neuroscience, NYU Child Study Center, Langone Medical Center, 215 Lexington Avenue,
14th Floor, 10016 NY, USA. samuele.cortese@gmail.com.

Expert Rev Neurother. 2012 Apr;12(4):461-73.

We conducted a comprehensive review of studies assessing the efficacy and tolerability of psychostimulants for
ADHD-like symptoms in individuals with autism spectrum disorder (encompassing autism disorder, Asperger's
syndrome and pervasive developmental disorders not otherwise specified). PubMed, Ovid, EMBASE, Web of
Science, ERIC and CINHAL were searched through 3 January 2012. From a pool of 348 potentially relevant
references, 12 citations (11 studies) were retained as pertinent. Four of the included studies had a randomized
controlled design. Most of the studies assessed methylphenidate immediate release. Despite inter-study
heterogeneity, taken together, the results of the selected reports suggest that psychostimulants may be
effective for ADHD-like symptoms i autism spectrum disorder individuals. The most common adverse events
reported in the included trials were appetite reduction, sleep-onset difficulties, irritability and emotional
outbursts. We discuss future directions in the field, including the need for trials assessing more ecological
outcomes and combined treatment strategies tailored to the specific individual features.
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Positive Effects of Methylphenidate on Social
Communication and Self-Regulation in
Children with Pervasive Developmental

Disorders and Hyperactivity
Journal of Autism and Developmental Disorders, 2009)
Laudan B. Jahromi, Connie L. Kasari, James T.
McCracken, Lisa S-Y. Lee, et. al.

Drugs that increase serotonin
transmission may be useful in
reducing interfering repetitive
behaviors and aggression as well as
improving social relatedness (few
controlled studies).
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Promoting Social Behavior With Oxytocin in
High-Functioning Autism Spectrum Disorders

Just published (2/10) online in the Proceedings of the

National Academy of Sciences.

* Oxytocin is a hormone known to promote mother-infant
bonds.

* A French research group investigated the behavioral effects of
oxytocin in 13 subjects with autism.

* Under oxytocin, children with ASD responded more strongly

to others and exhibited more appropriate social behavior and

affect, suggesting a therapeutic potential of oxytocin through

its action on a core dimension of autism.
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Oxytocin May Have Many Effects

and Social
Psychology
Review
Home OnlineFirst Al Issues Subscribe RSSO Email Alerts.
] L)
Oxytocin and Human Social Behavior G Tt
Anne Campbel

Durham University, Durham, UK, 2.c.campbell

Abstract

Despite a general consansus that oxytocin (OT) has prosocial effects, there is no clear
agreement on how these effects are achieved. Human research on OT is reviewed
under three broad research iniliatives: attachment and trust, social memory, and fear
roduction. As an organizing perspective for scholars’ current knowtedge, @ tentative
model of the causes and eflects of alterations in OT level s proposed. The model must
remain provisional until conceptual and methodological problems are addressed that
arise from a failure to disinguish between traits and states, differing research
paradigms used in relation to OT as an independent versus dependent variable, and the
possibity that OT effects depend on the intial emotional state of the individual. Social
and personality psychologists have important roles o play in developing more rigorous
and creative research designs.

+ Simiararicies in s joumal

Biological Psychiatry
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Oxytocin treatment, circuitry and autism: a critical review of the
literature placing oxytocin into the autism context

Adam J. Guastella & - &, lan 8. Hickle

“For the autism field, the therapeutic challenges will be resolved
by a range of treatment strategies, including greater focus on
specific interventions, such as oxytocin, that have a strong basis
in the fundamental neurobiology of social behaviour. More
sophisticated and targeted clinical trials utilising such
approaches are now required, placing oxytocin into the autism
context.”
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Medication and Parent Training in Children With

Pervasive Developmental Disorders and Serious

Behavior Problems: Results From a Randomized

Clinical Trial

MICHAELG. AMAN, PH.D., CHRISTOPHERJ. MCDOUGLE, M.D. et al.

Conclusions: Medication plus PT resulted in
greater reduction of serious maladaptive

behavior than Medication alone in children
with PDDs, with a lower risperidone dose.

J. AM. ACAD. CHILD ADOLESC. PSYCHIATRY,
48:12, DECEMBER 2009).
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Comorbid ADHD and Anxiety Affect Social Skills Group
Intervention Treatment Efficacy in Children With Autism
Spectrum Disorders

Kevin M. Antshel, PhD, Carol Polacek, PhD, NP, Michele McMahon, CSW, Karen Dygert, NP,
Laura Spenceley, MA, Lindsay Dygert, BS, Laura Miller, BA, Fatima Faisal

ABSTRACT: Objective: To assess the influence of psychiatric comorbidity on social skill treatment outcomes
for children with autism spectrum disorders (ASDs). Methods: A community sample of 83 children (74 males,
9 females) with an ASD (mean age = 9.5 yr; SD = 1.2) and common comorbid disorders participated in
10-week social skills training groups. The first 5 weeks of the group focused on conversation skills and the
second 5 weeks focused on social problem solving skills. A concurrent parent group was also included in the
treatment. Social skills were assessed using the Social Skills Rating System. Ratings were completed by
parents at pre- and posttreatment time periods. Results: Children with ASD and children with an ASD and
comorbid anxiety disorder improved in their parent reported social skills. Children with ASD and comorbid
attention deficit/hyperactivity disorder failed to improve. Conclusion: Psychiatric comorbidity affects social
skill treatment gains in the ASD population.

() Dev Behav Pediotr 32:439-446, 2011) Index terms: aufism specirum, sodial skills, ADHD.

143
SI Strategies for Teaching
u Based on Autism Research
STAR Program FACTER Training Training DVDs. Products. Contact Us
Home » STAR Autir Research-8 "
1! STAR Autism Program: A Research-Based ABA Curriculum
Joel Arick, Lauren Loos, Ruth Falco , Dave Krug, STAR Program Order Form

with contributions by John Gill.

The STAR Autism Program teaches children with autism the critical skills identified by the 2001 National
Research Council. The ABA (Applied Behavior Analysis) instructional methods of discrete trial training, pivotal
response training and functional routines form the instructional base of this comprehensive program for
children with autism.

The STAR Program includes detailed lesson
plans, teaching materials, data systems and a
curriculum-based assessment for teaching in the:
six curricular areas of receptive language,
expressive language, spontaneous language,
functional routines, academics, and play &

social skills

Continue to read about the many benefits of this}
research based program.
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The first randomized, controlled trial for comprehensive autism
treatment for children as young as 18 months old.

While certainly not a cure for the condition, the study did find that intense early
treatment yields major improvements in 1Q scores, language processing, and in the
ability to manage everyday tasks essential for early childhood development and
education.

Published in Pediatrics the University of Washington study was funded by the National
Institute of Mental Health. It involved 48 children ages 18 to 30 months, half of whom
were randomly assigned to receive the Early Start Denver Model, an intensive autism
therapy protocol. The other half were assigned to a control group and received less
intensive therapy.

After two years, those who participated in the Denver Model group had average 1Q
scores 17.6 points higher than the control group, putting them within the range of
normal intelligence, while those in the other group gained just seven points, remaining

4/14/16

in the zone of intellectual disability.

Division TEACCH

Treatment and Education of Autistic and related Communication-hand
Search www.teacch.com
S TEACCH Autism Program

A Division of the UNC Department of Psychiatry

Home.
b About Us
- information on Autism

b Regional Centers

b Programs & Services

Publications & Research  TEACCH is an evidence-based service,training, and research program for individuals of al ages
and skil levels with autism spectrum disorders. Established in the early 1970s by Eric
Schopler and colleagues, the TEACCH program has worked with thousands of individuals
ism spectrum disorders and their families. TEACCH provides clinical services such
stic evaluations, parent training and parent support groups, secal play and recreation
groups, indvidual counseling for higher-functioning clients, and supported employment. In
L Reieed Links addition, TEACCH conducts training nationally and internationally and provides consuitation
for teachers,residental care provicers, and other professionals from a variety of disciplines.
Research activities include psychological, educational, and biomedical studies

Administration

b Support TEACCH
b TEACCH Materials

The administrative headquarters of the TEACCH program are in Chapel Hill, North Carolina,
and there are nine regional TEACCH Centers around the state of North Carolina. Most
cinical services from the TEACCH centers are free to citizens of North Carolina.

The SCERTS® Model

(Prizant, Wetherby, Rubin & Laurent, 2007)

What is SCERTS?

SCERTS® is an innovative educational model for working with chikiren with autism spectrum disorder (ASD) and their
families. It provides specific guidelines for helping a child become a competent and confident social communicator, while

preventing problem behaviors that interfere with leaming and the development of relationships. It also is designed to help|
families, educators and therapists work cooperatively as a team, in a carefully coordinated manner, to maximize progress
in supporting a child,

The acronym “SCERTS" refers to the focus on:

'SC" - Social i ~the of spor functional unication, emotional expression, and secure and
trusting relationships with children and adults;

ER” - Emotional Regulation - the development of the abilty to maintain a well-re

lated emotional state to cope with everyday
stress, and to be most available for learning and interacting
“TS" - Transactional Support — the development and imp

ntation of supports o help partners respond to the child's needs and

ce leaming (e.g., picture communication, written schedules,

interests, modify and adapt the environment, and provide tools to enha

and sensory supports). Specific plans are also developed to provide educational and emotional support to families, an
teamwork among professionals.

foster

The SCERTS model targets the most significant challenges faced by children with ASD and their families. This is accomplished
through family-professional partnerships (family-centered care), and by prioritzing the abilities and supports that wil lead to the most

positive long-term outcomes as indicated by the National Research Council (2001; Educating Children with Autism). As such, it
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Welcome! The P.LA.Y. Project is a proven therapy program for
children with autism. PLAY Project therapists train parents to help

children connect, communicate and build relationships with
others.
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P

“oung The ¥
Leading the Way in the
Successful Treatment of Autism.
Services

+ Join Our Emall List
+ Get SKILLS update
 Find a CARD Location

+ Question? Contact Us! “The Center for Autism and Related Disorders, Inc. (CARD) iigently maintains 3 repu
35 one of the world's largest and most experienced organzations effectively tr
chikiren with autism, Asperger's Syndrome, PDD-NOS, and related disorders. Following the
princpies of Applied Behavior Analysis (ABA), we evelop ndividualized treatment plans
+ Autism Insurance Workshop for your child. We are proud to provide autism services around the giobe.
January 19, 2011 - Fresno, CA

e I

+ Nationwide & International Services

, FETC Conforonce (CARDEervices)
January 31-February 3, 2011 - Orlando, FL « Comprehensive Educational and
» AutismiAsperger's Conference Benavioral

February 06, 2011 - irvine, CA
, 29th Annual Western Reglonal ConferencelCalABA © Children ages 0 - 8 years
oA o Individuals ages 9 - 21 years

* Consutation & Workshops
* Diagrosis & Assessment
* Autism on the Rise « Feeding Services

Sam Goldstein

Jack A. Naglieri Eva|uatI0n Of

| Editors .
Interventions for Treatment Effect

Autism Spectrum with the ASRS
Disorders

Translating Science into Practice

&) Springer

Treatment Evaluation with ASRS

Chapter 3
Evaluation of Treatment Effectiveness
in the Field of Autism

Psychometric Considerations and an Illustration

Interventions for
Autism Spectrum

Jack A. Naglieri and Sam Goldstein Disorders

dencento Pactice

Introduction

Evidence-hased treatment and the assessment of treatment effective
dent upon the collection of data during the evaluation process provid
about symptoms. impairmen

ss are depen-

transition from assessment and diag

tiveness of a tre:

1o i, n!

m is important for interventions designed
balesical o delonnenl dicnler T
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Treatment Evaluation with ASRS

* Step 1: Identify specific area or areas of need
based on ASRS T-scores of 60 or more

* Which indicates many characteristics similar to
individuals diagnosed with an ASD.
— Examine ASRS Total Score

* The Total Score is, however, insufficient for
treatment planning because it is too general.

* Step 2: Look at the separate treatment scales

Treatment Evaluation with ASRS

* Total Score of 73 by Parent &
Teacher

* Social Communication scores are
high for both raters meaning he
has problems with appropriate
use of verbal and non-verbal
communication requiring him to
initiate, engage in, and maintain
social contact (Social
Communication T-scores of 77
and 78)

Table 3.3 Case of Donny: parent and teacher ASRS 7]
values needed for significance

Parent  Teaches
Total score 73 73
Social communication
cha 50 53
70 74
69 68
Peer socialization 70 73
Adult socializs 58 63
Social/emotional reciprocity 77 76
52 44
VPy 49 54
Behavioral rigidity 72 48
Sensory sensitivity 4 48
Attention 71 73

4/14/16

T-scores greater than 59 appear in italic text
*Note Differences needed for significance when compari
Table 4.5 of the ASRS Manual

Treatment Evaluation with ASRS

¢ ...and he struggles with
maintaining control over
his behavior (i.e., he is very
argumentative) and
attending in complex
settings (Self-Regulation
score of 70)

Table 3.3 Case of Donny: parent and teacher ASRS 7|
values needed for significance

Parent  Teache:
Total score 73 73
Social communication 77 78
Unusual behavior 60 53
Self-regulation 70 74
DSM-IV scale [ 33
‘Treatment scales
Peer socialization 70 73
Adult socialization 58 63
Social/emotional reciprocity 77 76
Atypical language 52 44
Stereotypy 49 54
Behavioral rigidity 72 48
Sensory sensitivity 4 48
Attention 71 73

T-scores greater than 59 appear in italic text
2Note Differences needed for significance when compari
Table 4.5 of the ASRS Manual
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Treatment Evaluation with ASRS

* Raters agree except for Unusual Behavior and
Behavioral Rigidity scales.

Parent Teacher Difference Difference needed"

Total score 73 73 0 5 NS

Social communication 77 78 1 6 NS

Unusual behavior 60 53 7 6 Sig<:

Self-regulation 70 74 4 7 NS
DSM-1V scale 69 68 -1 6 NS
Treatment scales

Peer socialization 70 73 3 9 NS

Adult socialization 58 63 5 12 NS

Social/lemotional reciprocity 77 76 -1 8 NS

Atypical language 52 44 -8 1 NS

Stereotypy 49 54 5 13 NS

Behavioral rigidity 72 48 24 8 Sig<:|

Sensory sensitivity 14 48 4 12 NS

Attention 71 73 2 7 NS

T-scores greater than 59 appear in italic text
*Note Di needed for signi when ing Parent and Teacher ratings are found in
‘Table 4.5 of the ASRS Manual

Treatment Evaluation with ASRS

* The difference between Donny’s Unusual
Behavior scores as rated by his mother (60) and
teacher (51) suggests that behaviors in the home
and the classroom are different; which implies
that the exploration of the environmental impact
on his odd behaviors could lead to good
intervention options.

The significant difference between Donny’s
Behavioral Rigidity scores as rated by his mother
(72) and teacher (48), which also warrants further
exploration.

Treatment Evaluation with ASRS

« Consistently high scores on Peer Socialization, Social/
Emotional Reciprocity and Attention

Parent Teacher Difference Difference needed"
Total score 73 73 0 5 NS
Social communication 77 78 1 6 NS
Unusual behavior 60 53 7 6 Sig
Self-regulation 70 74 4 7 NS
DSM-1V scale 69 68 -1 6 NS
Treatment scales
Peer socializati 70 73 3 9 NS
Adult socializati 58 03 5 12 NS
i i iproci 7 76) -1 8 NS
Atypical language 52 a -8 1 NS
Stereotypy 49 54 5 13 NS
Behavioral rigidity 72 48 24 8 Sig
Sensory sensitivity 44 48 4 12 NS
Attention 71 73 2 7 NS
T-scores greater than 59 appear in italic text
2Note Dif needed for signi when ing Parent and Teacher ratings are found in

Table 4.5 of the ASRS Manual
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Treatment Evaluation with ASRS

* Item level analysis within Peer Socialization
helps clarify the exact nature of the behaviors
that led to the high score

3 Evaluation of Treatment Effectiveness in the Field of Autism 51

Fig. 37 ltem level analysis  [paergociamaron

from ASRS i ive report
. Py Item Score

(shaded items indicate scores

that are more than 1 SD from |3 S€€K the company of other children? (R) 7

the normative mean) 74. have trouble talking with other children? 3
79, have social problems with children of the same 2
31. play valh others? (R) 1
5. Rumor or jokes? (R) 0
50. talk 160 much about things that other children dont £
care about?
4. choose to play alone? 3
69 show good peer interactions? (R) 2
70. respond when spoken o by other children? (R) 1

Peer Raw Score=| 17 160

4/14/16

Treatment Evaluation with ASRS
Quick Solution Finder

Peer Socialization
Increase ability to seek out other children ......................... .
Initiate conversation with other children .. .

51
51

Increase ability to play appropriately with other children .. Rl
Increase ability to understand humor .................. /. . 227
Improve ability to carry on normal conversation with peg: 174
Respond appropriately when other children initiate 7. 7. .... /7. 159

Peer Socialization

Item Scefe

14. have trouble talking with other chudrejy 3

50. talk too much about lhmgslyﬁt’w chﬂdrer}oﬂ‘t 4

care about?

64. choose to play alone? 3

69. show good peer interactions? (R) 2 161

Treatment Evaluation with ASRS

* The Quick Solution Guide provides the

correspondence of behaviors associated with ASD

and specific interventions provided by authors in
the chapters that appear in the book.

* For example, Donny had a high ASRS T-score on

the Social/Emotional Reciprocity scale and one of
the items that addressed “looking at others when

spoken to” was very high. Interventions for this
behavior can be found on pages
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Treatment Evaluation with ASRS

Table 3.4 Parent T-scores for ASRS scales obtained over three time periods

Time1 Time2 Time3 Progress monitoring Progress monitoring

(Time2 - 1) (Time3 - 1)
Total score 73 70 63 -3 NS 10 Sig
Social communication 77 77 66 0 NS
Unusual behavior 60 58 58 —2 NS 2 NS
Self-regulation 70 67 62 —3 NS 8 NS
DSM-1V scale 69 68 63 -1 NS 6 NS
Treatment scales
Peer socialization 70 69 68 -1 NS 2 NS
Adult socialization 58 58 58 0 NS 0 NS
Social/emotional 77 77 63 0 NS
reciprocity
Atypical language 52 52 52 0 NS 0 NS
Stereotypy 49 49 49 0 NS 0 NS
Behavioral rigidity 72 67 67 -5 NS 5 NS
Sensory sensitivity 44 a4 a4 0 NS 0 NS
Atention 71 68 58 -3 NS
T-scores greater than 59 appear in italic text
Note Di needed for signi! when ing scores over time for Parent and Teacher

ratings are found in Table 4.11 of the ASRS Manual (p = 0.10 with Bonferroni correction)

4/14/16

The “Prime Directive” is Independence

* Reduce reliance on prompts.

¢ Help individual’s predict and control.
environment and behavior.

¢ Increase self-esteem and self-efficacy.

* Develop independence through a “learning to
swim” mindset.

Clinical Psychology Review ..
Volume 34, Issue 1, February 2014, Pages 73-86 -

Cognitive, language, social and behavioural outcomes in adults
with autism spectrum disorders: A systematic review of
longitudinal follow-up studies in adulthood

liiana Magiat & - &, Xiang Wei Tay?, Patricia Howiin

Highlights

« Twenty five adult outcome studies of individuals with ASD were identified.

+ Overall, cognitive scores were stable; adaptive skills and ASD symptoms improved.
+ Social outcomes were generally poor for many participants.

« Early IQ and language predicted outcomes; but with large individual differences.

+ Quality of life and socio-emotional factors should be considered in future work.
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‘Were They but There at Night

There is a bolder field where every stone
Is a glazed, glittering gem, like stars fallen from the sky
All except one, a plain grey rock alone in the center
Peeling excluded and shunned
People come, tourists, painters, photographers, collectors
To view each shining bolder, a pleasure to the beholder
Ooh! Ahh! Look at this one! Come quick!
Pockets bulge with fragments and paint cans run dry
But the grey rock remains ignored
Anugly blotch on a sweeping mural
The sun sets, everyone leaves
And they miss the centerpiece of the ficld
For when night falls, the grey rock in the ceater

It glows in the dark
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www.samgoldstein.com
info@samgoldstein.com
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