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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.

» Briefly discuss a core theory of ASD.

» Briefly review hypothesized causes.

» Discuss data from the ASRS, the largest
epidemiological/standardization sample
collected of normal children and those with
ASD.

» Discuss the ASRS and other methods for
assessment, diagnosis and treatment of
autism.

» Discuss issues of diagnosis versus eligibility
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We are social beings.

What Benefits Do We Derive From
Socialization?

» Support

» Survival

» Affiliation

» Pleasure

» Procreation
» Knowledge
» Friendship

The social development of
autistic children is qualitatively
different from other children.
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In normal children perceptual,
affective and neuroregulatory
mechanisms predispose young
infants to engage in social
interaction from very early on in
their lives.

Socialization Begins Early
Reina and Her Mother
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Adrian, my seatmate on a recent
flight.

Adrian
You look like an
interesting guy.
Ad I’I an See what | can do!

Wanna take me
home?
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Where are Autism’s Roots?

» In the bible?

» In ancient cultures?
» In history?

» In religion?

» Portrayed in art?
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Les ages de l'ouvrier

Les ages de I'ouvrier

this child portrayed as autistic?
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)

ich woman is her mother?

Autism’s First Child

AS N

W CASES OF AUTISM HAVE EXPLODED IN RECENT YEARS—SOME FORM OF THE CONDITION AFFECTS ABOUT

DERSTAND AND ACCOMMODATE THE CONDITION
3 E 500,000 OF THEM IN

SIPPL HE HE

AY HOLD SOME

ONE IN 110 CHILDREN TODAY—EFFORTS HAVE MULTIPLIED TO U:

THIS DECADE ALONE. WHAT TH
FIRST PERSON EVER DIAGNOSED W
ANSWERS.

By John Donvan and Caren Zucker

Atlantic Monthly, October 2010

A Brief Research Update
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Psychiatric comorbidity in autism spectrum disorder: Correspondence between
mental health clinician report and structured parent interview

This study (1) examined correspondence between psychiatric diagnoses
reported by mental health clinicians and those derived from a structured
diagnostic interview and (2) identified predictors of agreement between
clinician-reported and diagnostic interview-derived diagnoses in a sample of
197 children aged 4-14years with autism spectrum disorder receiving mental
health services.

Cohen’s kappa was calculated to examine agreement between Mini-
International Neuropsychiatric Interview, parent version and clinician-reported
diagnoses of comorbid conditions. Children met criteria for an average of 2.83
(standard deviation =1.92) Mini-International Neuropsychiatric Interview, parent
version diagnoses. Agreement was poor across all diagnostic categories

(k values: 0.06-0.18).

Results underscore the need for training mental health clinicians in targeted
assessment of specific psychiatric disorders and prioritizing treatment
development and testing for specific diagnoses to improve care for children with
autism spectrum disorder served in publicly funded mental health settings.

Autism spectrum disorders and their treatment with psychotropic
medications in a nationally representative outpatient sample: 1994~
2009

Rates of visits with coded-ASD per 100 outpatient medical visits increased from
0.04% to 0.82% from 1994 to 2009. Factors associated with an ASD diagnosis
included male gender, lack of private insurance, white race, and later study
period. The most frequent comorbid behavioral diagnoses were ADHD, anxiety,
disruptive behavior, and mood disorders. Older age was linked to an increased
likelihood of having a comorbid behavioral diagnosis and using psychotropic
medications. Geographic region was also associated with having a comorbid
behavioral diagnosis, and psychotropic use was linked to have a behavioral
comorbidity. Comorbidities with the highest rates of psychotropic use were
ADHD, mood, and anxiety disorders.

Conclusions
Pediatric outpatient visits with an ASD diagnosis have increased dramatically

from 1994 to 2009. Further study is needed to determine the reasons for the
observed sociodemographic disparities in ASD diagnosis.

Annals of Epidemiology
Volume 27, Issue 7, July 2017, Pag

Use of complementary and alternative medicine in
children and adolescents with autism spectrum
disorder: A systematic review

Despite limited evidence, complementary and alternative medicine treatments are popular
in autism spectrum disorder. The aim of this review was to summarize the available
evidence on complementary and alternative medicine use frequency in autism spectrum
disorder. A systematic search of three electronic databases was performed. All research
studies in English or German reporting data on the frequency of complementary and
alternative medicine use in individuals with autism spectrum disorder were included. Two
independent reviewers searched the literature, extracted information on study design and
results, and assessed study quality using an established quality assessment tool. Twenty
studies with a total of 9540 participants were included. The prevalence of any
complementary and alternative medicine use ranged from 28% to 95% (median: 54%).
Special diets or dietary supplements (including vitamins) were the most frequent
complementary and alternative medicine treatments, ranking first in 75% of studies. There
was some evidence for a higher prevalence of complementary and alternative medicine use
in autism spectrum disorder compared to other psychiatric disorders and the general
population. Approximately half of children and adolescents with autism spectrum disorder
use complementary and alternative medicine. Doctors should be aware of this and should
discuss complementary and alternative medicine use with patients and their carers,
especially as the evidence is mixed and some complementary and alternative medicine
treatments are potentially harmful.

Autism, Published May 25, 2016
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Social Skills Training for Children and Adolescents
With Autism Spectrum Disorder: A Randomized
Controlled Trial

Social skills group training (SSGT) for children and adolescents with autism spectrum disorder (ASD) is widely applied,
but effectiveness in real-world practice has not yet been properly evaluated. This study sought to bridge this gap.

This 12-week pragmatic randomized controlled trial of SSGT compared to standard care alone was conducted at 13
child and adolescent psychiatry outpatient units in Sweden. Twelve sessions of manualized SSGT (‘KONTAKT") were
delivered by regular clinical staff. Participants (N = 296; 88 females and 208 males) were children (n = 172) and
adolescents (n = 124) aged 8 to 17 years with ASD without intellectual disability. The primary outcome was the Social
Responsiveness Scale rating by parents and blinded teachers. Secondary outcomes included parent- and teacher-rated
adaptive behaviors, trainer-rated global functioning and clinical severity, and self-reported child and caregiver stress.
Assessments were made at baseline, posttreatment, and 3-month follow-up. Moderator analyses were conducted for
age and gender.

Significant treatment effects on the primary outcome were limited to parent ratings for the adolescent subgroup
(posttreatment: -8.3; 95% Cl = ~14.2 to -1.9; p = .012, effect size [ES] = 0.32; follow-up: -8.6; 95% Cl = -15.4 t0 -1.8;
p =.015, ES = 0.33) and females (posttreatment: -8.9; 95% CI = ~16.2 to -1.6; p = .019, ES = 0.40). Secondary
outcomes indicated moderate effects on adaptive functioning and clinical severity.

Conclusion

SSGT for children and adolescents with ASD in regular mental health services is feasible and safe. However, the modest
and inconsistent effects underscore the importance of continued efforts to improve SSGT beyond current standards.

Journal of the American Academy of Child & Adolescent
Psychiatry
Volume 56, Issue 7, July 2017, Pages 585-592

Can findings from randomized controlled trials of
social skills training in autism spectrum disorder be
generalized? The neglected dimension of external
validity

Systematic reviews have traditionally focused on internal validity, while external validity
often has been overlooked. In this study, we systematically reviewed determinants of
external validity in the accumulated randomized controlled trials of social skills group
interventions for children and adolescents with autism spectrum disorder. We extracted
data clustered into six overarching themes: source population, included population,
context, treatment provider, treatment intervention, and outcome. A total of 15 eligible
randomized controlled trials were identified. The eligible population was typically limited
to high-functioning school-aged children with autism spectrum disorder, and the
included population was predominantly male and Caucasian. Scant information about the
recruitment of participants was provided, and details about treatment providers and
settings were sparse. It was not evident from the trials to what extent acquired social
skills were enacted in everyday life and maintained over time. We conclude that the
generalizability of the accumulated evidence is unclear and that the determinants of
external validity are often inadequately reported. At this point, more effectiveness-
oriented randomized controlled trials of equally high internal and external validity are
needed. More attention to the determinants of external validity is warranted when this
new generation of randomized controlled trials are planned and reported.

Autism, First Published May 11, 2015

Does sex influence the diagnostic evaluation of autism spectrum disorder in
adults?

This study reports sex differences in clinical outcomes for 1244 adults (935
males and 309 females) referred for autism spectrum disorder assessment.
Significantly, more males (72%) than females (66%) were diagnosed with an

autism spectrum disorder of any subtype (x2=4.09; p=0.04).

Males had significantly more repetitive behaviors/restricted interests than
females (p=0.001, d=0.3). A multivariate analysis of variance indicated a
significant interaction between autism spectrum disorder subtype (full-autism
spectrum disorder/partial-autism spectrum disorder) and sex: in full-autism
spectrum disorder, males had more severe socio-communicative symptoms
than females; for partial-autism spectrum disorder, the reverse was true.

There were no sex differences in prevalence of co-morbid psychopathologies.
The sexes may present with different manifestations of the autism spectrum
disorder phenotype and differences vary by diagnostic subtype. Understanding
and awareness of adult female repetitive behaviors/restricted interests warrant
attention and sex-specific diagnostic assessment tools may need to be
considered.
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Telehealth delivery of cognitive-behavioral intervention to youth with autism
spectrum disorder and anxiety: A pilot study

This study details the pilot testing of a telehealth version of an empirically
supported intervention targeting anxiety in youth with autism spectrum
disorders. The primary focus of this study was on feasibility, with evaluation of
outcomes as a starting point for future randomized trials. In all, 33 families of
youth with autism spectrum disorders and significant anxiety symptoms
participated in this study

(Telehealth Facing Your Fears (FYF) Intervention: n=17; Wait-list control: n=
16). Youth of all functioning levels were included. Acceptability was strong;
however, the usability of the technology was problematic for some families and
impeded some sessions significantly. Fidelity of the telehealth version to the
critical elements of the original, in vivo version was excellent. More work is
needed to improve delivery of exposure practices and parent coaching.
Preliminary efficacy analyses are promising, with improvements observed in
youth anxiety over time (relative to a comparison group waiting for live
intervention) and parent sense of competence (within group). Clearly, stronger
designs are necessary to evaluate efficacy sufficiently; however, this study does
provide support for further investigation of clinic-to-home videoconferencing
as a direct intervention tool for youth with autism spectrum disorders and their
parents.

Open-trial pilot study of a comprehensive outpatient psychosocial treatment for
children with high-functioning autism spectrum disorder

This study examined the feasibility and initial outcomes of a comprehensive
outpatient psychosocial treatment (MAXout) for children aged 7-12years with
high-functioning autism spectrum disorder. The 18-week treatment, two 90—
minute sessions per week, included instruction and therapeutic activities
targeting social/social communication skills, facial emotion recognition, non-
literal language skills, and interest expansion.

A behavioral system was implemented to reduce autism spectrum disorder
symptoms and problem behaviors and increase skills acquisition and
maintenance. Feasibility was supported via high levels of treatment fidelity and
parent, child, and staff satisfaction. Significant post-treatment improvements
were found for the children’s non-literal language skills and facial emotion
recognition skills, and parent and staff clinician ratings of targeted social/social
communication skills, broad social skills, autism spectrum disorder symptoms,
and problem behaviors.

Results suggested that MAXout was feasible and may yield positive outcomes
for children with high-functioning autism spectrum disorder.

The mental health of individuals referred for assessment of autism spectrum
disorder in adulthood: A clinic report

High rates of mental health problems have been reported in young people and
adults with autism spectrum disorder. However, sampling and methodological
issues mean prevalence estimates and conclusions about specificity in
psychiatric co-morbidity in autism spectrum disorder remain unclear.

A retrospective case review of 859 adults referred for assessment of autism
spectrum disorder compares International Classification of Diseases, Tenth
Revision diagnoses in those that met criteria for autism spectrum disorder (n=
474) with those that did not (n=385). Rates of psychiatric diagnosis (>57%)
were equivalent across both groups and exceeded general population rates for a
number of conditions.

The prevalence of anxiety disorders, particularly obsessive compulsive disorder,
was significantly higher in adults with autism spectrum disorder than adults
without autism spectrum disorder. The implications of this study highlight the
need for careful consideration of mental health needs in all adults referred for
autism spectrum disorder diagnosis.

9/6/17
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Effects of an employer-based intervention on employment outcomes for youth
with significant support needs due to autism

The purpose of this study was to develop and investigate an employer-based 9-
month intervention for high school youth with autism spectrum disorder to
learn job skills and acquire employment. The intervention modified a program
titled Project SEARCH and incorporated the use of applied behavior analysis to
develop Project SEARCH plus Autism Spectrum Disorder Supports.

A randomized clinical trial compared the implementation of Project SEARCH plus
Autism Spectrum Disorder Supports with high school special education services
as usual. Participants were 49 high-school-aged individuals between the ages
of 18 and 21 years diagnosed with an autism spectrum disorder and eligible for
supported employment. Students also had to demonstrate independent self-
care. At 3months post-graduation, 90% of the treatment group acquired
competitive, part-time employment earning US$9.53-US$10.66 per hour.
Furthermore, 87% of those individuals maintained employment at 12 months
post-graduation. The control group’s employment outcomes were 6% acquiring
employment by 3 months post-graduation and 12% acquiring employment by 12
months post-graduation. The positive employment outcomes generated by the
treatment group provide evidence that youth with autism spectrum disorder can
gain and maintain competitive employment.

Employment programs and interventions targeting adults with autism spectrum
disorder: A systematic review of the literature

In this systematic review, empirical peer-reviewed studies on employment
programs, interventions and employment-related outcomes in individuals with
autism spectrum disorder over 18years with and without intellectual disability
were identified and evaluated.

From 32,829 records identified in the initial search, 10 review and 50 empirical
articles, comprising N= 58,134 individuals with autism spectrum disorder, were
included in the review. Selected articles were organized into the following
themes: employment experiences, employment as a primary outcome,
development of workplace skills, non-employment-related outcomes,
assessment instruments, employer-focused and economic impact. Empirical
studies were limited by poor participant characterization, small sample size
and/or a lack of randomization and use of appropriate controls. Poor
conceptualization and measurement of outcomes significantly limited study
quality and interpretation.

Future research will require a multidisciplinary and multifaceted approach to
explore employment outcomes on the individual, the family system, co-workers
and the employer, along with the impact of individual differences on outcome.

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.

9/6/17
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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.

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

9/6/17
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Social competence has been
scientifically linked to mental and
physical health.

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)

9/6/17

13



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.

Autism is increasingly referred to
as a spectrum disorder in which
individuals can present problems
ranging from total impairment to
near reasonable functioning.

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.

9/6/17
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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.

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

Core DSM and ICD Autistic
Symptoms
»Impaired social relations.

» Impaired communication
skills.

»Impaired behavior.

9/6/17
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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

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 pretend play

» Failure to demonstrate joint attention

Meet Kevin

9/6/17
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Kevin Draws His Family

Kevin Adds Faces

iy

Pretend Play in Autism

» Limited, often absent

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

9/6/17
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ASRS -

ASRS

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

°

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 Il: included items related to behavioral
rigidity, stereotypical behaviors and overreactions
to sensory stimuli - Unusual Behaviors
Factor llI: 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.

°

o

9/6/17
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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

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.

o Ages 2 - 5 years
- Social / Communication
+ Unusual Behaviors

o Ages 6 - 18 years
+ Social / Communication
- Unusual Behaviors
- Self-Regulation

» This is the organizational form of the ASRS.

AUTISM SPECTRUM
RATING SCALES
-r® (ASRS)

Goals of the
ASRS

Goldstein & Naglieri
(2009)

9/6/17
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ASRS Scale Goal #1

1. Develop a multi-dimensional scale to
adequately reflect the Autism Spectrum
based on statistical as well as logical
organization of items

» Content Scales » Empirical Scales
> DSM Scales > Ages 2-5
o Treatment Scales + Social / Communication

+ Unusual Behaviors
o Ages 6 - 18 years
+ Social/Communication
+ Unusual Behavior
- Self -Regulation

Autism Spectrum Rating Scales Forms

SHORT FORMS

FULL-LENGTH FORMS

ASRS Short (2-5)
Qs items)

ASRS Short (6-18)
Qs items)

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

4 N
(Total Score ) Treatment Scales
I * Peer Socialization
* Adult Socialization
ASRS Scales * Social/Emotional Reciprocity
« Social/Communication + Atypical Language
« Unusual Behaviors + Stereotypy
* Behavioral Rigidity
| * Sensory Sensitivity

( DSM-IV-TR Scale ) L * Attention/Self-Regulation

ASRS Ages 6-18 0items)

1
~
( Total Score ) Treatment Scales
| * Peer Socialization

* Adult Socialization
* Social/Emotional Reciprocity
« Atypical Language
« Stereotypy
* Behavioral Rigidity
I « Sensory Sensitivity
( DSM-IV-TR Scale ) * Attention

ASRS Scales

« Social/Communication
*Unusual Behaviors

« Self-Regulation

9/6/17
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ASRS Empirical & Treatment Scales

» Treatment Scales
o Peer Socialization
> Adult Socialization
> Social/Emotional Reciprocity
o Atypical Language
> Stereotypy
> Behavioral Rigidity
> Sensory Sensitivity
> Attention (Attention/Self-Regulation)
» Items were grouped based on content
similarity and treatment utility of the groups.

ASRS Interpretation

» The DSM-IV-TR Scale includes items that
represent the symptoms used as part of the
diagnostic criteria for ASD.

» Additional criteria (e.g., age of onset,
differential diagnosis, and level of
impairment) must be met before a DSM-1V-
TR diagnosis can be assigned.

» Remember the DSM and ASRS Total scores
may be different due to slightly different
content.

ASRS Scale Goal #2

» Base the ASRS standard scores on a
national sample of individuals aged 2 - 18
years who represent the US on a number of
key variables.

» Why compare children’s scores to a
nationally representative sample?

9/6/17

21



Importance of a National Norm

» Sample was stratified by

> Sex, age, race/ethnicity, parental education level
(PEL; for cases rated by parents), geographic region

> Race/ethnicity of the child (Asian/Pacific Islander,
Black/African American/African Canadian, Hispanic,
White/Caucasian, Multi-racial by the rater

> Parents provided PEL of both parents
+ the higher of the two levels was used to classify the

parental education level of the child

> All raters completed the ASRS via the paper-and-

pencil or online methods.

Census Matched National Norm

ASRS Standardization Samples by Age and Rater
Age Groups Parent Raters Teacher Raters
2 -5Years 320 320
6-11Years 480 480
12 - 18 Years 480 480
Sub Total n 1,280 1,280
TOTALN 2,560

Note: at ages 2-16 years there were 80 subjects (40 girls and 40
boys) per one year age group. At ages 17-18 there were 80
subjects (40 girls and 40 boys) across this two year interval.

Census Matched National Norm

» Validity samples were collected
> a single primary diagnosis was indicated
- a qualified professional (e.g., psychiatrist,
psychologist) had made the diagnosis
o Criteria were made using DSM-IV-TR or ICD-10
o Clinical samples include:
- ASD (N = 580)
+ ADHD (N = 250)
+ Communication Delay (N = 180)
- Developmental Delay (N = 140)
+ Anxiety / Depression (N = 100)

9/6/17
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Importance of a National Norm

Calibration of Standard Scores (Mn = 100; SD = 15) Across Parental

Educational Levels for CEFI Parent Ratings.
Stan%ara Scores

Raw Score < ra me Col oll Gra ational
230 96 91 88 85 90
235 97 92 89 87 91
240 98 93 90 88 92
245 99 95 92 89 93
250 100 96 93 90 94
255 101 97 94 92 95
260 102 98 95 93 97
265 103 99 96 94 98
270 104 100 98 95 99
275 105 101 99 96 100
280 106 102 100 98 101
285 107 103 101 99 102

108 105 102 103

255 109 106 103 101 105

300 110 107 105 103 106

305 111 108 106 104 107

310 112 109 107 105 108

T 315 113 110 108 106 109

ASRS Scale Goal #3

» Produce a rating scale that includes
behaviors associated with ASRS that meets
the various needs of the clinician.
> Has different forms for early childhood and

school aged populations
> Uses the same set of questions for parents and
teachers
o |s easy to administer and score
> Have reliability and validity
» Let’s look at the forms and their use...

Forms

» Instructions to the ASRS ‘

raters (parents (6-18 Years)
and teachers) for ~ TEACHER RATINGS
ages 2 - 'l 8 years Sam Goldstein, Ph.D. & Jack A. Naglieri, Ph.D.

Instructions for Raters:
Dur :

Instructions for Raters: Read each statement that follows the phrase,
“During the past four weeks, how often did the student...." then circle
the number under the word that tells how often you saw the behavior. Read
each question carefully, then mark how often you saw the behavior in the
past four weeks. Answer every guestion without skipping any. If you want
to change your answer, put an X through it and circle your new choice. Be
sure to answer every question.

ZMHS

9/6/17
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ASRS Forms

™ (6-18 Years)
PARENT RATINGS
Sam Goldstein, Ph.D. & Jack A. Naglieri. Ph.D.

During the past four weeks,
how often did the child...

%,
%,
%

appear disorganized?
‘become bothered by some fabrics or tags in clothes?
seek the company of other childsen?

show lite emotion?

follow instructions that he/she understood?

argue and fight with other children?

have problems waiting his/her tum?

laaucu@u 1,

N

Lo e @O

NN

» Peek at items

70
» Underlying page contains item ratings and separation of
items into scales.
™ (6-18 Years) f‘ﬂf/‘
PARENT RATINGS
Sam Goldstein, Ph.D. & Jack A. Naglieri, Ph.D.
Transfer
Transter forages 6.1
During the past four weeks,
how often did the child... B
1. appear disorgamized? 0
2. become bothered by some fabrics or tags in clothes? ()
3. seek the company of other children? 4
4. show litle emotion? )
5. follow mstructions that he/she understood? 4
6 argue and fight with other children” []
7. have problems waiting his'her tum? 0
8. share fun activities with others? 4
[— Subtotals (items 1-3
5 R DRI A SER AL ST BR %
n
(6-18 Years)
PARENT RATINGS
Sam Gokstcia, P D, & Jack A Nagheri P D
INSTRUCTIONS:
1. T-scores and Percentile Ranks: Circle the raw score for 3. Total Score Calculation: Sum the T-scores for Socsal/
eachscle i the Rave Scorefo -Score and Peentle Rank Commanication 50), Unasual Bebariors (UB) and
Coaversion Table o b o o o i he SelfRegolation (SR).and ear th sum i the box proided
corresponding T-score, Percentile Raak. and Classification. in the section titled Total Score, below. Record the Total
Traowir hes vabos i the Scale Sore Sommary Tobe Score Tscore, Perceatile Rank, 1, and Chassficaion a the
poscisboatbin
2. Confdence Intersals (CD: Decide £90% o 95% Cls willbe
uscd, a0 circlethat valo i the column heading Look'sp  Note: See chapter 3 o the ASRS Technical Manval fo
e Clt from Appendix X of the ASRS Techmical Mamialsod  complete s¢
s the valoes i the approprite bores,
Scale Score Summ: Table for Ages 6-11 Years
ASRS Scales
Scte
Socaal Commuaication (SC) 49 71 _to 79 levated
Ussoual Bebvsces (UB) 33 56 _to_63 | Stightiy Elevated
Selt Regulation (SR) 50 64 _to_73 Very Elevated
Very Elevated
7

9/6/17
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ASRS Forms

chias Nameno: Joey D Gensed(W) £ Today's 0e2009/_07 /.02
Parents Namen0: MPs. D Grade: 5. i Date: 199901/ 02

Did your chid acauire language betore age 37
o o |

W Ve, i your i speak n 3 word serences by a0 35 T05 Dont oo

Raw Score to 7-Score and Percentile Ran

Rank
3
”

388SEE5858888888838

Don't Know

Conversion Table for Ages 6-11 Years
Treatment Seales
AS [SER| AL [ ST [BR | s | AT
CECE=T)

Elevated

7

ASRS Forms

» T-scores,
percentile
ranks, and
confidence
intervals are
recorded on
the form

—

~ (6-18 Years) w
A SRS TEACEER RATINGS, ==
S D A A g D T

INSTRUCTIONS:

Comese Tt o

Scale Score Summary Tble for Ages 6-11 Yoars
ASKS saaes

Autism Rating Scales

SHORT FORMS

ASRS Short (2-5) ASRS Short (6~
(15 items) (15 items)

9/6/17
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ASRS Reliability

P

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) |Average
Total Score 5 7 94 7
ASRS [ Sociall Communication 4 6 5 7
Scales | Unusual Behaviors 1 4 5 2
DSM-IV-TR Scale 9 7 Nw/| o % [\ /
Peer Socialization 7 9 :c 85 % i
Adutt Socialization 67 85 6 8 85 81
SocialEmotional
Reciprocity 83 9% 9 88 96 93
gr:aa‘g\em Atypical Language i 7 74 59 79 69
Stereolypy 75 86 80 67 86 17
Behayioral Rigidity 85 94 90 82 95 90
Sensory Sensitivity 71 89 81 59 90 17
Attention/Self-Regulation 83 88 85 83 89 86

ASRS Reliability Ages 6-18 : Parents

9/6/17

6to 11 Years 12to 18 Years
Normative | Clinical Normative | Clinical
Sample ple Sample Sample /‘\
Scale (N =480) (N=230) fAverage\| (N=480) (N=185) gt
Total Score 97 98 97 97 97 97
Sociall
ASRS Communication N 97 94 92 95 93
Scales Unusual Behaviors 94 94 3 ]
Self-Regulation 92 \ 22/ 3 .22/
DSM-IV-TR Scale 95 5] -
Peer Socializabon 84 2 87 4 86
Adult Socialization 17 17 77 9 78
]
ggg:gﬂj""“a 85 % 39 88 91 89
gce:lle':@"‘ ‘Atypical 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
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ASRS Reliability Ages 6-18 : Teachers

6to11 Years 12to 18 Years
Normative | Clinical Normative | Clinical :
Sample Sample Sample Sample
Scale N = 480) (N=167) |fAverage\ (N =480) (N=325) |fAverage
Total Score. 97 98 a7 a7 97 97
[ Sociall Communication 93 96 94 92 96 94
;?;’ess [Unusual Behaviors (5} %5 % % 5 7]
| Self-Regulation 4 \ %4 3 I\
DSM-IV-TR Scale 4 ~ 34 6 ~
Peer Socialization 4 6 3 0
Adult Socialization 0 0 7 7
A motlard 8 ) 90 89 2 9
l,’f;};l“*”' Atypical Language 75 87 79 30 5 82
Stereolypy 69 7 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
79
2»  And an updated view of ASD

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.

9/6/17
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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 .

”
ASRS Validity for ages 2-5
u
ASD by
Parents &
Teachers |
«
Clinical -
-
Gen
w
Pop s oo v | oo v | awn | S et | | s | A
ication | Behaviors. Scile  Socialization Snzmhlmnn\meu(w Languzge. Rgidty | Senstivity Regulaion
ram m | m | | me | m, ms | m | w | w | e [ m |
{=l=ParentOther Clinical 480 511 4“3 485 505 484 504 509 439 452 433 541
=&~ ParentGeneral Population | 480 41 423 482 47 420 478 484 488 491 504 413
== Teacher ASD 45 0 742 743 85 681 685 59 894 08 7 43
Srettaana | w1 | ws | o1 | w1 | ma,) w1 | s | ma | ws | m | ee | s
=#=Teacher GeneradlPopulation | 484 411 503 418 415 502 412 418 509 513 502 45

ASRS Validity: Ages 6-18 Parents

£

Gen
Pop
— «
soad]
. Socd/ Unusaal DSMHETR Peer Adut Ayicl Bebaiora | Sensory
I o sbs (M| e soton | st | | g | S| gy | sy | A0
[ @ | e | s | a0 | s | mo | as | ws | ms | me | s | s | as
|--40HD 574 532 541 517 551 51 515 545 548 530 539 523 514
Obecncl | a1 | w2 | o0 | w0 | w1 | ms | we | &0 | s | a0 | ws | s |
n w1 | s | s | @ | ss | sw | ss | s | w5 | s | es | s | e
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ASRS Validity: Ages 6-18 Teachers

E)

ASD ——t, //\
o T T N

—

Clinical [T g

N T N~ ——
=

Gen
Pop
w
sl | o P T T e semord | senon
el e e I T P e ) g P e
) | s | om0 | e | me | ms | me | me | we | s | m )
0 w1 | s | as o | ms | we | sm | ws | s | )
weona | w0 | w1 | w5 | | ws | s | w1 | s | ws | ws | m
rdon w2 | w1 | w w0 | w5 | o1 | soa | om | ws | aw | s | s

TERTTAITGUg The TeToT The Values e presented 1o T Qecimar place. G Would ke Kappa presented 1o 7 Gecimal pIaces

Classification Accuracy ages 2-5
Parents

ASRS Scales
Social/ Unusual DSM-IV-TR
Total Score Communication| Behaviors Scale

Overall Correct
Classification (%) / 90.0 \ 93.5 94.8 92.7
sensituig) | | 89.8 | 94.6 95.0 92.3
Specifcity (%) \ 903 | 92.3 94.7 93.3
Positive Predictive 91.3 93.2 95.0 93.7
Power (%) . . . A
Ni::trive Predictive p——
Power (%) 88.7 93.9 94.7 91.7
False-Positive Rate
) 9.7 7.7 5.3 6.7
False-Negative Rate
6 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
G I P lati

[ > 115 115 124 121

]

Classification Accuracy ages 2-5
Teachers

ASRS Scales
Social/ Unusual DSM-IV-TR
@ Communication Behaviors Scale
Overall Correct
ification (%) 89.4 88.0 85.2 89.7
wog || 902 || 907 83.6 89.7
e \|_88.6 85.4 86.8 89.7
Positive Predictive
Power (%) \.8s. 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
[ aso oy 114 124 113 117
General sample (v)| 112 110 124 16 |+

9/6/17
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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 (%) | 90.3 l 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
[ L eneral Sample () 196 205 209 207 201

Classification Accuracy ages
6-18 Teachers

ASRS Scales
@ Social/ Unusual Self- | DSM-IV-TR
Score _[\Communication | Behaviors | Regulation Scale
Overall Correct
ion (%) { 91.4 88.8 92.6 85.2 94.1
sensitwiys) || 92.1 || 87.1 95.4 85.2 92.8
specifcity %6 \| 90.7 |/ 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 12.9 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

ASD vs Communication
Disorders
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ASD vs Communication Disorders

75
~+-CD-Parents (N=35)
70
65 «0-CD-Teachers (N = 39)
60
55 1
50
45
40 . . . . .
Soc/Com UnBeh Self-Reg DSM Total

Race / Ethnic Differences

ASRS Race Ethnic Differences

Table 8.26. Differences between Race/Ethnic Groups: ASRS (6-18 Years) Parent Ratings

African

American EE

Social/
Communication

Unusual Behaviors

I s03 | a6l 491
Self Regulation SE 09 10 05 010 026
| ~ | s 536
M st | a6 97
DSM-IV-TR Scale SE 09 09 05 013 037

9/6/17
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Race Ethnic Differences Short Form

Table 9.12. Effect of Race/Ethnicity: ASRS Short Forms
‘ d-ratio

AA- WH WH-HI
Parent sE| 14 | 11 | es 034 0.06
2-5 N 52 s 1
Years M 48.0 45.6 50.7
Teacher Childeare |~ 17 19 L1 018 034
Provider 2
N e | e | es
M 506 462 496
Parent SE 09 | 0o | os 0.09 0.2
6-18 N 1 135 560
Years M 507 s19 498
Teacher SE 09 | 09 | o6 | o007 0.16
N 1 15 521

DSM IV TR Autism and
Asperger Syndrome

ASRS preliminary findings
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Gillberg & Wing (1999)

» Autism: Not an extremely rare disorder. Acta
Psychiatrica Scandinavica

» There was a marked difference in prevalence
rates between studies that included children
born before 1970 (.5 per 1,000 ) and those
that included only children born in 1970 and
after (1 per 1,000).

» Concluded that autism (including Aspergers)
is considerably more common than previously
believed

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

Total Score DSM-IV-TR Scale

Parents

9/6/17
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Teachers

Parents

Autism vs Asperger 6-18 Years

N o \
o

: ‘\//\
—+—Autism
s
~=-Asperger's
50
Total Score Social/Communication  Unusual Behaviors Self-Regulation
7
o
. -——4‘\-\.
—a—Autism
= ~B-Asperger's
s0
Total Score Social/Communication Unusual Behaviors Self-Regulation

Autism vs Asperger 6-18

Descriptive Statistics and Comparisons Between
Individuals with Autism (n = 20) and Asperger
Syndrome (n =23).
Mn__ sD F Sig _d-ratio
PLAN Asperger 103.5 316 171 .20 0.40
Autism 929 19.2
SIM  Asperger 101.0 153 333 .08 054
Autism  91.9 17.5
~+-Asperger ATT  Asperger 869 17.7 030 .59 0.17
-&-Autism Autism 839 188
SUC Asperger 983 157 246 .12 047
Plan Sim ATT suc Autism  88.3  25.6

ASRS Interpretation
Options

P

9/6/17

34



ASRS Interpretation

» For ages 2-5 years the ASRS Total T-Score
(mean of 50 and SD of 10) is an equally
weighted composite of

> Social/Communication

> Unusual Behaviors

For ages 6-18 years the Total T-score is an
equally weighted composite of

> Social/Communication

> Unusual Behaviors

> Self-Regulation scales

v

ASRS Interpretation

» Description of T scores

Table 4.1, Understanding T-scores and Percentiles

T-Score | Percentile | Guideline

70+ 98+ Very Elevated Score {Many more concemns than are typically reported)

65-69 93-97 | Elevated Score (More concemns than are typically reported)

Slightly Elevated Score (Somewhat more concerns than are typically

60-64 | 84-92 reported)
40-59 16-83 | Average Score (Typical levels of concern)
<40 <16 Low Score (Fewer concerns than are typically reported)

» Estimated true score confidence intervals are
provided for all scales

ETS Confidence Intervals

Autism Spectrum Rating Scales (ASRS)™

Table A.9. 90% Confidence Intervals: ASRS (6-11 Years) Teache!

75-80 | 73-80 | 72-80 | 72-| confidence interval of 80 to
74-79 | 72-79 | 71-79 | 72-| 87 (85 minus 5 and 85 plus
73-78 | 71-78 | 71-78 | 71 2) 3
72-77 | 70-77 | 70-77 | T 7

T TOT SC UB SR DSM PS AS SER
IS 81-87 | 80-87,] 79-87 | 79-87 | 80-87 | 75-86 | 72-85 | 77-87
BT 80-86 | 79-86 N&-86 | 78-86 | 79-86 | 74-85 | 71-84 | 76-86
BEER 79-85 | 78-85 [ N 77-85 | 78-85 | 73-84 [ 70-83 | 75-85
P 75-84 | 77-84 | 760\ N\~ 4
B 77-83 | 76-83 | 75-83\ g
BET 77-82 | 75-82 | 7482 [\ AT of 85 on Social 2
76-81 | 74-81 | 73-81 [ 73 Communication has a 1
E

lololalalafalalu]o

"3

9/6/17
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ASRS Interpretation

» What do the scales tell you?

Table 4.2. Common Ci of Children or Youth with High Scores
Scale Common Cf i
Total Score Has many behavioral characteristics similar to

individuals diagnosed with an Autism Spectrum
Disorder.

Scales

ASRS Social/Communication | Inappropriate use of verbal and non-verbal

communication to initiate, engage in, and maintain
social contact.

Unusual Behaviors

Has trouble tolerating changes in routine. Engages
inapp ly ical behaviors.
Overreacts to certain sensory

Self-Regulation Has deficits in attention and/or motor/impulse
(ASRS [6-18 Years] control; is argumentative.
only)

DSM-IV-TR Scale

Has symptoms associated withthe DSM-IV-TR
diagnostic criteria for an Autism Spectrum
Disorder.

ASRS Interpretation

Treatment | Peer Socialization Has limited interest and capacityto successfully
Scales engage in activities that develop and maintain
i lips with other children.

Adult Socialization Has limited interest and capacity to successfully
engage in activities that develop and maintain
relationships with adults.

Social/Emotional Has limited ability to provide an appropriate

{ i i P to another person in a social
ituation.

Atypical Language Spoken communication may be repetitive,
unstructured, or unconventional.

Stereotypy in app.
movements, noises, or behaviors.

Behavioral Rigidity Has difficulty tolerating changes in routine.
activities, or behavior; aspects of the environment
must remain

Sensory Sensitivity Overreacts to certain experiences conveyed
throughtouch, sound, vision, smell. or taste.

Attention/Self- Has trouble appropriately focusing attention on one

Regulation thing while ignoring distractions: appears

(ASRS [2-5 Years] | disorganized. May have deficits in motor/impulse

only) control:is .

Attention (ASRS [6— | Has trouble appropriately focusing attention on one

—_— 18 Years] only) thing while ignoring distractions: appears

ASRS Interpretation

Values Needed for Significance When Comparing ASRS T-scores Across Raters for

children Aged 2 to 5 Years.

0% (p=.10) 5% (p = .05) Adjusted 90% (p = .
Parent | Teacher | Parent | Parent| Teacher | Parent | Parent | Teacher | Pa
to to to to to to to to
Parent | Teacher | Teacher | Parent | Teacher | Teacher | Parent | Teacher | Ted
Total Score 7 7
[ Sociallc B 7
ASRS Scales [ (jnusualBehaviors 10 10
DSM-IV-TR Scale 9 9
I 10 13 12
Adult Socalization 12 10 11 14 12 13 18 17
Soclal/Emotional
Reciprocity 7 7 7 9 8 8 12 10
Treatment AtypicalLanguage 12 13 3 5 6 5
Scales Stereotypy 1 i} 1 3 3 3
ioral Rigidi 8 g 9 9 9
Sensory Sen " 12 1 3 4 3
Attention/Self-
Requlation 9 9 9 " 1" " 15 14

9/6/17
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ASRS Scoring Software

ASRS Scoring Software

» There are three types of reports:

o Interpretive

- Comparative (Parent vs Parent, Teacher vs Parent,

Teacher vs Teacher)
o Progress over time

ASRS Interpretive Report
T ——————————————

9/6/17

Once you click “Generate
Report”, the report appears on
screen.

This is the Interpretive Report.
From this screen you can print
and close the report and access
it again later. Or you can save
the report in PDF format to you
computer.

ASRS  Z]

Autism Spectrum Rating Scales (2-5 Years)
Parent Ratings.
By SamG PhD & Jock A Naghen, PO

Interpretive Report
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Report Options

MHS Scoring Software Report Options
These options wil apply to all reparts generated from now on.

Repor Options | Levelof Signiicance |

Tescores: Scale-Level Comparisons
Summary.

Treatment Goals

Item Responses Table

Feedback Handout

T-scores: Scale-Level Comparisons (avaisbie for the
Progress Montoring and Compasalive Repors)

agraph for

eacl T-scores as wel a5
signiicars changes in T-scares.

This section provides a graph fo each scale
inat cisplays the T-scores as well as any statsically snificant
|eences  T-scores beveen sters.

Confidence Interval S0%: Takes messuement &cr into
account such that there is 5 30% confiderce that the true T-score
il within the range of scores provided The 30% Canfidence
Inerval i rec

[

I Show this screen for every report generated.

Restore Defauts

Report Options

These options wil apply to all reports generated from now on.
Report Options _ Level of Sigrificance |
Levelof Signifcance:
Set the level of significance for determining statisicaly sig
compaisons.
10 wadjusted)
05 (wadusted)

@10 (zdusted for multple comparisons)
(.05 (adusted for multple comparisons)

MHS Scoring Software Report Options

significance is adversely affected as the numbe of compaiisons incieases, options e provided to adust for muliple

- significance for multiple compaisons.

pifcant iferences in T-scores. Because th level of

10 (adjusted for multiple comparisons): Sets the
significance level at p = 10. This option adjusts the level of

o

I Show this screen for every report gensialed.

Restore Defaults

= —_—

ASRS Parent (2-5 Years); QuikEntry
File Options Help

id SaveandNew v Save and Close | Generate Rep:

0=Never

2= Occasionaly

3 = Frequently
4=V Frequenty
? = Oitted ltem

|
Interpretive Report

1 =Rarely Progress Monitoring Report
Comparative Report

Altemative keying options are 0, W, E, B, T, and Y (or 7) for omilted responses.

Select Interpretive Report

£ C3test10 - Remote Desktop

ort v ClearForm |  Help

38 2
3 o
4 0
4. [
2 2~
||« i
“. [
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ASRS Interpretive Report

T-scores
TOTALSCCRE [ I I 73
ASRS SCALES
SocialCommunication T I 7
Unusual Behaviers [T ) eo
Seif-Regulation I T 70
DSMIVTR SCALE | T =
TREATMENT SCALES
Peer I I 70
— — ]
Recipeocity [ T I 77
Aypical Language [T T =2
Sterectyoy [T ) 49
Behavioral Rigicity | I T . 2
SensorySensitivty [ ] 44
Atertion T I 72
s ES] a5 % 3 7% 3

ASRS Comparative Report

ASRS  Z

Autism Spectrum Rating Scales (6-18 Years)
By Sam Goldstein, Ph.D. & Jack A. Naghieri, Ph.D.

Comparative Report

Youth's Name/ID:  Joey D
Gender: Mele
Buth Date: January U2, 1969

Parert [Teacher
[Vouth's NamenD: Joey © °

iministration Date: [Jui 02, 2600 [3ur 02, 2000
0 yesrs

[ years
Grade: 5 &

3 M= D Mr_3
=== [AssessorName: CAJ A
[Data Entered By: Maria [Mana

ASRS Comparative Report

T-scores

T-scores: Comparisons across Raters

85
75 coomer e N i
N A
< yZ 2

65 T

S 4

A
55

p
45
35

Total Soorn SocialCommunication  Unusua Behaviors Self Reguation OSWIVTR Scale

9/6/17
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ASRS Comparative Report

T-scores: Scale-Level Comparisons across Raters
Note: P = Parent and T = Teacher.

Total Score Social/Communication

T-scores
T-scores

P T P T

No significant differences between raters. No significant differences between raters.

ASRS Interpretation

Values Needed for Significance When Comparing ASRS T-scores Across Raters for
children Aged 2 to 5 Years.

0% (p =.10) 5% (p =.05) Adjusted 90% (p =.0|
Parent | Teacher | Parent | Parent | Teacher | Parent | Parent | Teacher | Pai
to to to to to to to to
Parent | Teacher | Teacher | Parent| Teacher | Teacher | Parent | Teacher | Tea
Total Score
ociallC icati
ASRS Scales [ (jnusualBehaviors 10 0
DSM-IV-TR Scale
Peer 10 13 2
Adult Soclalization 2 10 1 14 12 13 18 7
Social/Emotional
Reciprocly 7 7 7 9 8 8 2 10
Treatment AtypicalLanguage 2 3 3 5 6 5
Scales Stereotypy 1 1 1 3 3 3
i igidit ] 9 9 9
Sensory Sensitivity 1 2 1 3 4 3
Attention/Seif-
Requlation 9 9 9 11 1" " 15 14

TREATMENT SCALES

T-score 70 73

Peer 90% CI 62-73 65-75 No significant difference
98 99
T-score 58 63

Adult lizati 90% CI 49-63 54-67 No significant difference
79 90
T-score i 76

90% CI 69-79 69-78 No significant difference
Percentile 99 9
T-score 52 44

Atypical Language| 90% CI 4658 3951 No significant difference
Percentile| 58 27
T-score 49 54

90% CI 43-56 46-60 No significant difference
Percentile| 46 66
T-score 72 48

Rigidity 90% CI 6575 4453 P>T

Percentile 99 42
Sensory T-score 44 48

Sensitivity 90% CI 39-51 42-55 No significant difference
27 42
T-score 72 73

Attention 90% CI 65-75 67-76 No significant difference
99 99

9/6/17
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ASRS Comparative Report

ASRS (6-18 Years) Comparative Report for Joey D

Summary of Significant Differences Between Raters
The following section summarizes significant differences between raters’ assessments of Joey D. Note: T =
T-score, Cl = Confidence Interval.

Total Score

Ratings on the Total Score scale indicate the extent to which the youth's behavioral characteristics are
similar to the behaviors of individuals diagnosed with an Autism Spectrum Disorder. Ratings on this scale
did not result in any significant differences between raters.

ASRS Scales

Ratings on the SociallCommunication scale indicate the extent to which the youth uses verbal and non-
verbal communication to initiate, engage in and maintain social contact. Ratings on this scale did not result
in any significant differences between raters.

Ratings on the Unusual Behaviors scale indicate the youth's level of tolerance for changes in routine,
in apparently and behaviors, and to certain sensory
experiences. Ratings on this scale did not result in any significant differences between raters.

Ratings on the Self-Regulation scale indicate how well the youth manages his behavior using a set of
internalized rules to efficiently negotiate the environment. Ratings on this scale did not result in any
significant differences between raters.

DSM-IV-TR Scale

Ratings on the DSM-IV-TR Scale indicate how closely the youth's symptoms match the DSM-IV-TR criteria
for an Autism Spectrum Disorder. Ratings on this scale did not result in any significant differences between

|
raters.
121
Parent (M. D) Teacher (M. J) snifnt
Scal 3 g 3 - i
© some | | Percentile | ciacifcation | o 1r, | 3" | PorCENIe | Clasifcation | Differences
0- § s [ 70 . Parent =
Total Score || @ |veyeewsd | 3| T | @ | veysewes | T
Socal] - _ 74 ; Parert =
Communication 7 7 9 Very Elevated n 81 €9 Very Elevated Teacher
ASRS Ursual B Slightly 47- Parent >
Scales | Behaviors © & i Eevated | ™' | 55 # AR | Toater
SelfRequain | 70 [ | w8 [veyBewsd | 75 | | 0 | veryBewad | B2
e 73 ald bid ey Teaher
DSMHV-TRScale o |5 « Beated | 63 | 5| o Elevated | PENE=
1 n eadher
) 62 ] 65 —— T
Peer Socialization = @ VeyBlevsted | 73 | 57 % Very Elevated | 7
Addt 15 . 54— Slightly | Parent =
Socidizsion *® e ’9 heap | 6 | & “ Elevated | Tearher
ScclaEmotioral | ;| 69 . - | 6 \ Parert =
Reciprocity ” 79 9 Very Elevated % 78 ) Very Elevated Te:
‘Atypica %- . NES . Parert =
Treatment | Languae 2 | s fd Avwrage | 4 | 5 z AV | Toprer
Scales &« 43~ 4 46~ " Parent =
Stereotypy @ | % Average 5| 3 Avrage | 1T
Bl 2 %] o |veyeesl s [#] 2 Averae | P20
s P - [ENEE] im-é
ASRS (6-18 Years) Comparative Report for Joey D
Detailed Scores: Comparisons across Raters
The following table displays T-scores, Confidence Intervals, and Percentiles for each scale, as well as any
statistically significant (p = .10, adjusted for multiple comparisons) changes in T-scores between pairs of
raters. If a pair of ratings is not noted in the “Statistically Significant Differences Between Raters” column,
then the difference between those two raters did not reach statistical significance. Note: Cl = Confidence
Interval, P = Parent and T = Teacher.
T T ‘Statistically Significant Differences
scale * T Between Rater
TOTAL SCORE
[ T-score 73 T EE) |
Total Score [so%Ci 7075 I 7075 | No significant difference
[Percentiie| 99 1 %9 1 = . -
/ASRS SCALES .
7 7¢
| Social 90% CI 7279 73-80 No significant difference
Percentile’ 99 99
Unusual T 0 5
0% Ci %63 dss7 No signiicant dfference
Sehaviers Percentie| 8t ©: |
Tacore 70 7
|Seif-Regulation 90% CI 64-73 69-76 No significant difference
Percentile’ 98 9
[DSM-IV-TR Scale
DSM-IV-TR [ ] -
s No signifcant frence
[ [son= [Percenti £ %
TREATMENT SCALES
[ T-score 70 T i) | 123
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Inter-Rater Consistency: 2-5 Yrs

Across-Rater Correlations: ASRS (2-5 Years) Clinical Sample

OrT aren eacher | d-
ned | cted ratio

Scale r r [ MSD| M| SD
ofal Score .96 | .73 [183]61.5|17.9|63.9|17.9/0.13
[ [SociallCommunication .94 | .71 |191]62.5(16.5(63.6]16.4| 0.07
Unusual Behaviors 94 | 64 [189)57.0[17.4]62.2[19.2] 0.28
SM-IV-TR Scale .95 | .67 [191]62.1|18.5|63.8|18.3] 0.09

|Across-Rater Correlations: ASRS (2-5 Years) General Population Sample

orr arent | Teacher | d-
ratio

lScale r r [ MSD| M| SD
ofal Score .66 | .63 [187]45.7|10.1/48.3|10.6/ 0.25
[SociallCommunication .66 | .66 |203]45.3|10.4/46.9]| 9.6 [ 0.16
[Unusual Behaviors 65 | .63 [201/47.1]10.0[49.7[10.5] 0.25
| [DSM-IV-TR Scale .63 | .62 [210[45.9{10.1|47.4{10.2/0.15

Inter-Rater Consistency: 6-18 Yrs

Obt[Cor[ N Parent | Teacher [ d-

IGeneral Population Sample| " r M TSD| ™ ratio)

otal Score 51| 57 | 234 | 463 [9.146.2] 9.4 | .01

[SocialiCommunication | o | g | 266 | 46.2 | 9.1]46.9] 9.0 | .08
nusual Behaviors 44 | 50 | 252 48.0 | 9.2]46.2] 9.2 | 20
eli-reguiation 57| 62 | 276 | 467 | 8.9|46.1]100] .06
-IV-TR Scale

.55 | .61 | 251 | 46.7 | 9.0 [47.1] 9.6 | .04

Obt[Cor[ N Parent | Teacher | d—
T T M TSD M ratio|
.84 | 67 | 210 | 65.4 [13.0/ 63.0 [13.1] .18
.84 | 61 [232) 62.2 |14.1]62.4 [14.4 .01
.78 | .63 | 238 | 64.9 |12.4]| 60.4 [12.5] .36

| S?:’i:g;'at:m 80 | .75 | 233 | 62.1 [11.1] 60.9 [10.7] .11
VR Seale 83| 62 | 231 656 |13.9] 626 |13.5 .22

Clinical Sample

otal Score

ociallCommunication

nusual Behaviors

Important Conclusions

» Behaviors associated with Autism Spectrum
Disorders should be measured using well
developed nationally standardized scales.

» DSM-IV and ICD 10 provide a good base for
understanding ASDs but require revision.

» ASD is best represented by a 3 factor model:
Social/Communication, Unusual Behaviors, &
Self-Regulation.

» The prevalance of ASD appears to be
increasing...
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Important Conclusions

» BUT, understanding the prevalence of ASD
requires

> Equally valid assessment procedures over time

o Standardized methods for diagnosis

> Psychometrically sound measures of behavior
“The question of whether there are really
more children with ASD now than in the past
cannot be answered definitely” (p. 44).

> Wing and Potter’s Chapter 2 in Assessment of

Autism Spectrum Disorders (Goldstein, Naglieri, &
Ozonoff, 2009)

v

Important Conclusions

» Clearly what is needed is well developed tools
that
> Are standardized on a typical sample that
represents the US population
> Represent current understanding of ASDs,
especially the role of self-regulation
> Have good reliability and validity
> Have relevance to intervention
> Are relatively easy to administer and score
» These were our goals when we developed the
ASRS

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

Attentlon
Sensory Sensitivity
Behavioral Rigidity

Atyplcal Language

Social

Adult Socialization I
Peer Socializati

DsM

Self.

Unusual Behaviors
Social Communication

Total ! T T T T T T T T

50 52 54 56 58 60 62 64 66 68 70
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Determining Eligibility as
an Autistic Student

Students that have a DSM or ICD diagnosis are
not automatically eligible for special
education services, according to the
Individuals with Disabilities Education
Improvement Act (IDEIA).

Educational eligibility and subsequent services
are determined by conducting assessments
and testing performed by a school’s
multidisciplinary team and not that of medical
diagnostic tests.

These can include observations, history,
developmental information,

behavior information and a documented
prevalence over a period of time.

9/6/17

44



Special Education
++ @ service, not a place.

Chapter 392-172A WAG

FEtfective October 25,2013

WAC 392-172A-03025 Review of existing data for evaluations
and reevaluations. As part of an initial evaluation, if
appropriate, and as part of any reevaluation, the IEP team and
other qualified professionals, as appropriate, must

(1) Review existing evaluation data on the student,
including:

(a) Evaluations and information provided by the parents
of the student;

(b) Current classroom-based, local, or state assessments,
and classroom-based observations; and

(c) Observations by teachers and related services
providers.

(2) (a) On the basis of that review, and input from the
student's parents, identify what additional data, if any, are
ded to determine

(i) Whether the student is eligible for special education
services, and what special education and related services the
student needs; or

n

(a) (i) Autism means a developmental disability
significantly affecting verbal and nonverbal communication and
social interaction, generally evident before age three, that
adversely affects a student's educational performance. Other
characteristics often associated with autism are engagement in
repetitive activities and stereotyped movements, resistance to
environmental change or change in daily routines, and unusual
responses to sensory experiences.

(ii) Autism does not apply if a student's educational
performance is adversely affected primarily because the student
has an emotional behavioral disability, as defined in subsection
(2) (e) of this section.

(iii) A student who manifests the characteristics of autism
after age three could be identified as having autism if the
criteria in (a) (i) of this subsection are satisfied.
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WAC 392-172A-03020 Evaluation procedures. (1) The school
district must provide prior written notice to the parents of a

student, in accordance with WAC 392

172A-05010, that describes

any evaluation procedures the district proposes to conduct.

(2) In conducting the evaluation

the group of qualified

professionals selected by the school district must:
(a) Use a variety of assessment tools and strategies to
gather relevant functional, developmental, and academic

information about the student,

including information provided by

the parent, that may assist in determining:
(i) Whether the student is eligible for special education

as defined in WAC 392-172A-01175;

(ii) The content of the student's IEP, including
information related to enabling the student to be involved in
and progress in the general education curriculum, or for a
preschool child, to participate in appropriate activities;

(b) Not use any single measure or assessment as the sole
criterion for determining whether a student's eligibility for
special education and for determining an appropriate educational

program for the student; and

(c) Use technically sound instruments that may assess the
relative contribution of cognitive and behavioral factors, in
addition to physical or developmental factors.

WAC 392-172A-01175

Special education.

Agency filings affecting this section|

inthe home,

(2) Special education includes:

in other

the crteria In WAC 392-172A-01035 (1Xck
(b) Travel training; ant
() Vocational education.
(3) The terms in this section are defined as follows:

defined in WAC 392-172A.01155 when it meets

of
(b) Physical education means the development of:
() Physical and motor ftness;
(i) Fundamental motor skills and patterns; and
i) Skl dance

fees that,

sports; and

dopted

()To address

pr
. the content, methodology, or delivery of instruction:

i
that apply to allstudents.

the public agency

instruction, to enable them to:

community).

Inschool, n the home, at work, and in the

adaitional acareer not

for paid or for

Making the
Diagnosis of

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

Attentlon
Sensory Sensitivity
Behavioral Rigidity

Atyplcal Language

Social

Adult Socialization I
Peer Socializati

DsM

Self.

Unusual Behaviors
Social Communication

Total ! T T T T T T T T

50 52 54 56 58 60 62 64 66 68 70

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.

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

eers.
14
0

N

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):

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

2. 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).

3. 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).

4. Hyper- or hypo-reactivity to sensory input or unusual interest in
sensory aspects of 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
ights or movement).
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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.

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.

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).
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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.

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).

v v v v v

-

-

Autism Diagnostic Observation
Schedule

CURRENT NEW
» Social Domain » Social Affect
» Communication Domain
Domain » Restrictive
Repetitive

Behaviors Domain
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ADOS vs. ASRS

» Social Affect » Social/
Domain Communication

» Restrictive » Unusual Behavior
Repetitive

Behaviors Domain
» Self-regulation

Sample Description

» University of Virginia Autism Genetic
Resource Exchange (AGRE) project data

» Sample selection

o 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).

o 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

» Ages 6-18 (Mean = 10.3; SD = 3.1)

» N =90

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

ADOS (N = 90)

ADOS Diagnosis

Classification

Autism 63

ASD 18

No Diagnosis 9

Met Criterion |Did Not Meet

ICommunication Autism 64 26
ICommunication Autism Spectrum 83 7
Social Autism 80 10
Social Autism Spectrum 86 4
ICommmunication + Social Autism 66 24
ICommunication + 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

DSM

Social Ct

Unusual Behaviors

ASRS Scales l

Total

50 52 54 56 58 60 62 64 66 68 70
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ADOS & ASRS Different Scales

ASRS ADOS TOTAL

ADOS Total 0 69

Diagnosis | (T >59) 39

62

Autism or 73

ASD 81 80 77

No 75

Diagnosis 9 10 54

oooo|jo|o|o

65

0 69

Note: 0 = Not
identified on ADOS

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. N\

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

a THE NATIONAL PROFESSIONAL DEVELOPMENT CENTER ON searcH cos
AUTISM SPECTRUM DISORDERS

EVIDENCE-BASED PRACTICES  Briefs

Home Evidence-Based Practice Briefs

e G Evidence-based practce (EBP) briefs have orall 26 Selecta
pracsce below 10 access e overview of he pracice and downiadable POF files for the EBP brief and the individual

Evidenco-Based componens.

Practices

EBP BRIEF COMPONENTS

Overview

Step-by-Stop Directions for Implementation:

based

articles identifed in te evidence base.
® EBP Briofs Implementation Checklit:
following the

Additional Resources stap-by-step irections for implementation, which are based on fe research aricles identfied in e
‘evidence base.

News and Events.

Working With States The st

State Partners Login Some practices include suppiemental materials such as data collection sheets
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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

Social Narratives

Soclal Skills Groups

Speech Generating Devices/VOCA
Structured Work Systems

Task Analysis

Time Delay

Video Modeling

Visual Supports

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?

Challenges to Treatment

Concrete thinkers
Difficulty with humor
Problems regulating affect

Rule-bound
Diminished empathy

others

Difficulty interpreting others’ feelings

Decreased desire to please significant
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Medications

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

» Condition focused medications?

Drugs that increase serotonin
transmission may be useful in
reducing interfering repetitive
behaviors and aggression as well
as improving social relatedness
(few controlled studies).

Promoting Social Behavior With Oxytocin
in High-Functioning Autism Spectrum
Disorders

» 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.

-

-

v
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Oxytocin May Have Many Effects

and Social
Psychology
Review
Home OnlineFirst Al Issues Subscribe RSSO Email Alerts.
?
Oxytocin and Human Social Behavior = Mt

Anne Campbell This Article
Durham University, Durham, UK, 2.c.campbeli@durham ac.uk
Abstract

Despite a general consensus that oxytocin (OT) has prosocial effects, there is no clear
agreement on how these effects are achieved. Human research on OT s reviewed
under three broad research iniliatives: attachment and trust, social memory, and fear
roduction. As an organizing perspective for scholars' current knowledge, a 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 falre to distinguish between trats and states, differing research

in relation o OT as an t 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.

Medication and Parent Training in Children
With Pervasive Developmental Disorders
and Serious Behavior Problems: Results

From a Randomized Clinical Trial

MICHAELG. AMAN, PH.D., CHRISTOPHER]. MCDOUGLE, M.D.
etal.

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).

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

kill treatment gains in the ASD population.
() Dev Behav Pediatr 32:433-446, 2011) Index terms: autism specirum, sodial skills, ADHD.
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Strategies for Teaching

\SL R Based on Autism Research

STAR Program FACTER Training ‘Training DVDs Products. Contact Us.

Home > STAR Autism Program: A Research-Based ABA Curriculum

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 langusge,
expressive language, spontaneous language,
functional routines, academics, and play &
social skills

Continue to read about the many benefits of this}
research based program.

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 IQ 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 in the zone of intellectual
disability.

/\. Division TEACCH

Treatment and Education of Autistic and related Communication-hand

‘Search www.eacch.com
S TEACCH Autism Program

A Division of the UNC Department of Psychiatry

Home.
b About Us
- information on Autism

P Regional Centers

b Programs & Services

P Training m

Publications & Research  TEACCH is an evidence-based service,training, and research program for individuals of all 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

b support TEACCH with autism spectrum disorders and their familles. TEACCH provides clinical services such
a5 diagnostic evaluations, parent traning and parent support groups, socal play and recreation

groups, individual counseling for higher-functioning clients, and supported employment. In

b Retated Links addition, TEACCH conducts training nationally and internationally and provides consultation

for teachers,residental care providers, and other professionals from a variety of disciplines.

Research activities include psychological, educational, and biomedical studies

Administration

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
clinical services from the TEACCH centers are free to citizens of North Carolina.
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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.

provides specific guidelines for heiping a child become a competent and confident social communicator, whille | =g
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 ~ the develo of functional c

munication, em

nal expression, and secure and
trusting relationships with children and adults;

“ER” - Emotional Regulation - the development of t

e ability to maintain a well-regulated emotional state to cope with everyday

stress, and to be most available for learning and interacting

TS” — Transactional Support — the development and implementation of supports to help partners respond fo the child's needs and
interests, modify and adapt the envir

jon, written schedules,
and sensory supports). Specific plans are aiso developed to provide educational and emotional support o families, and to foster
teamwork among professionals.

nment, and provide tools to enhance leaming (€.g., pi

The SCERTS model targets the most significant challenges faced by children with ASD and their families. This is accomplished
through familly-professional partnerships (family-centered care), and by prioritizing the abilities and supports that willlead to the most
positive long-term outcomes as indicated by the National Research Council (2001; Educating Children with Autism). As such, it

16
9
The Greenspan [ ( ) Learn Floortime from Dr. Stanley Greenspan
Floortime Approac
Home AboutFloortme  AboutOrGreenspan ForParentss  ForProfessionsis» | Testmonisis  FAQs  ContactUs
Floortime-Registration
Rogisrationfor the Groerspan Flooime Approach and worksnoss
is now closed. The Assessment wil consnue o be avakabie or .
4 8ign up. (See the first column on the home page.) If you would like
information t the botom of ur home page under “Free Gude:
Discover Your Chid's Learming Syl
—_—
00000
| Assess Your Child Wl Learn Floortime at . Additional
#dir
floortime &
e ntdrmipiry Covnch o Develpesastal snd Larning Dmsdors | seacn |
REACHING BEYOND AUTISM ‘Stay Connected.

X sile LB

Al children have within them the potential to be great kids.

s

Staiey Gresnspan, MO - Great s, 2007

The Developmental, Individual Difference, Relatiosship-based (DIR®) Model is 8 framework
hat helps clinicians, pareats and educ .

intervention program taikred to the unique challenges snd strengehs of children with Autism
Spectrum Disorders (ASD) and osher developmental challenges. The objectves of the DIRE
Model are 1o build bealthy foundtions for socil, emotional, r
than For

Quex L

sl aed intlicctual capac

. ibes the buikling
ca 0 p

v s &
The Six Developementl Milestones describesthe developenental milestones that every child
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Welcome! The P.LA.Y. Project is a proven therapy program for
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Services Research

+ Join Our Emall List
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+ Find a CARD Location

+ Question? Contact Us!

“The Center for Autism and Related Disorders, Inc. (CARD) igently maintains 3 repu
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Treatment Evaluation with ASRS

Chapter 3
Evaluation of Treatment Effectiveness
in the Field of Autism

Psychometric Considerations and an Illustration

Jack A. Naglieri and Sam Goldstein

Introduction

Evidence-based treatment and the assessment

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.
o 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

N Total Score Of 73 by Parent Table 3.3 Case of Donny: parent and teacher ASRS 7|
values needed for significance
& Teacher

Parent Teache:
» Social Communication Total score z z
scores are high for both Social communication
raters meaning he has i n it
problems with appropriate
use of verbal and non- I a
verbal communication z “
requiring him to initiate, 49 54
engage in, and maintain N
71 73

social contact (Social

. . T-scores greater than 59 appear in italic text
Communication T-scores 2Note Differences needed for significance when compari
Of 7 7 and 78) Table 4.5 of the ASRS Manual
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Treatment Evaluation with ASRS

b ... and he struggles T oy e e
with maintaining Parent__Teache
control over his Cimcomuin 7 %
behavior (i.e., he is e retcr E —
very argumentative) Trsment s 7
and attending in Nowciion % 0
complex settings Ko imgmge @
(Self-Regulation score D ity »oou
of 70) Aiemign o

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

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 Six<:|
Self-regulation 70 74 4 7 NS
DSM-1V scale 69 68 -1 6 NS
Treatment scales
Peer soci tion 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 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 7

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.

v
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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 i 77 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 signil when ing Parent and Teacher ratings are found in
Table 4.5 of the ASRS Manual

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. 3.7 Item level analysis
& ! NS [Peer
from ASRS report
. Py Item Score

(shaded items indicate scores |1 S — :

that are more than 1 SD from :” i cm,npa;\y Of other shikdren ( )7 3

the normative mean) 14. have trouble talking vith other children
79. have social problems vith children of the same 2

2
31. play vith others? (R) 7
5. g Fumor or jokes? (R) 0
0. talk 160 much about things that other children dont | 4
care about?
4. choose (o play alone? 3
— 9. show good peer interactions? (R) 2
70. respond when spoken 1o by other children? (R) T :
Peer Raw Score =| 17 4

Treatment Evaluation with ASRS
Quick Solution Finder

Peer Socialization
Increase ability to seek out other children
Initiate conversation with other children
Increase ability to play appropriately with other children ..
Increase ability to understand humor ...................
Improve ability to carry on normal conversation with peg:
Respond appropriately when other children initiate

Peer Socialization

Item Scefe

14. have trouble talking with other chlldrejy 3

50. talk too much about lhmgsty‘m’w chlldrer}mﬂ 4

care about?

64. choose to play alone? 3

69. show good peer interactions? (R) 2 18
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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

v

Treatment Evaluation with ASRS

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

Time 1 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 44 44 0 NS 0 NS
Attention 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) ‘g

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.
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Final Thoughts About the ASRS

» Accurate diagnosis requires well developed
tools that
> Are standardized on a typical sample that
represents the US population
> Represent current understanding of ASDs,
especially the role of self-regulation
> Have good reliability and validity
> Have relevance to intervention
> Are relatively easy to administer and score
» These were our goals when we developed the
ASRS

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

Feeling 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

An ugly blotch on a sweeping mural

The sun sets, everyone leaves

And they miss the centerpiece of the field

For when night falls, the grey rock in the center

It glows in the dark

www.samgoldstein.com

About Dr. Goldste
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