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COVID 19 and ASD

• Children and youth with ASD are as vulnerable to the effects of prolonged 
isolation or quarantine as other children but may experience greater 
difficulty adapting to our new norms, especially as inflexibility and 
insistence on sameness are hallmark characteristics of this disorder.

• The consequences of a pandemic and the measures put in place to 
decrease transmission of COVID-19 have the potential to adversely affect 
children and youth with ASD and their families, including siblings. 
• Parental anxiety around job loss, economic uncertainty, lack of access to 

health care facilities and treatment centers and extension of wait-lists for 
early intervention programs may cripple a caregiver’s or parent’s ability to 
cope with the COVID-19 pandemic.
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Current COVID/ASD Resources

• Handle the Autism Spectrum Condition during Coronavirus (COVID-19) Stay 
at Home Period: Ten Tips for Helping Parents and Caregivers of Young 
Children. https://doi.org/10.3390/brainsci10040207
• Autism and COVID-19: A Case Series in a Neurodevelopmental Unit 

https://doi.org/10.3390/jcm9092937
• Could Autism Spectrum Disorders Be a Risk Factor for COVID-19? 

https://doi.org/10.1016/j.mehy.2020.109899
• An Expert Discussion on Autism in the COVID-19 Pandemic

https://doi.org/10.1089/aut.2020.29013.sjc
• Neuropsychology of COVID-19: Anticipated Cognitive and Mental Health 

Outcomes https://doi.org/10.1037/neu0000731
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We Are Social Beings
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What Benefits Do We Derive From Socialization?

• Support
• Survival
• Affiliation
• Pleasure
• Procreation
• Knowledge
• Friendship
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https://doi.org/10.3390/brainsci10040207
https://doi.org/10.3390/jcm9092937
https://doi.org/10.1016/j.mehy.2020.109899
https://doi.org/10.1089/aut.2020.29013.sjc
https://psycnet.apa.org/doi/10.1037/neu0000731
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The social development 
of children with ASD is 
qualitatively different 
from other children.
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In normal developing children perceptual, 
affective and neuroregulatory mechanisms 
predispose young infants to engage in social 
interaction from very early on in their lives. They 
must in order to maximize chances of survival.
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Socialization Begins 
Early: 
Reina and Her Mother

9
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When we look at babies 
our brain responds 
uniquely.
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Adrian, my seatmate 
on a recent flight.  

Hello!
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Adrian, my seatmate 
on a recent flight. 

You look like an 
interesting guy.

12
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Adrian, my seatmate 
on a recent flight. 

See what I can do!
Wanna take me home?
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P

Pointing
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Pointing
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Observing

15

Observing and Imitating

15
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Spectrum Versus Continuum

16

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

leading to poorly adapted variations in 
development and behavior.

18
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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.
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The form that a Spectrum Disorder 
assumes is determined by its composite 
symptoms. These symptoms often have 

complex relationships. 

20

The DSM 5 Criteria

21
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• Combined social and communication categories.
• Tightened required criteria reducing the number of 

symptom combinations leading to a diagnosis.
• Omitted Retts and Childhood Disintegrative Disorder.
• Clarified co-morbidity issues
• Eliminated PDD NOS and Aspergers in favor of Autism 

Spectrum Disorder.

DSM 5

22

22

• 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.

DSM 5

23

23
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DSM 5 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).

25

25

DSM 5 Social (Pragmatic) Communication Disorder Criteria B, C, and D

B.  The deficits result in func<onal limita<ons in effec<ve communica<on, social par<cipa<on, social rela<onships, 
academic achievement, or occupa<onal performance, individually or in combina<on.

C.  The onset of the symptoms is in the early developmental period (but deficits may not become fully manifest 
un<l social communica<on demands exceed limited capaci<es).

D. The symptoms are not aHributable to another medical or neurological condi<on or to low abili<es in the 
domains of word structure and grammar, and are not beHer explained by au<sm spectrum disorder, intellectual 
disability (intellectual developmental disorder), global developmental delay, or another mental disorder. 

NO DISCUSSION OF THIS DIAGNOSIS IN ADULTS!

26

26
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A Statistically Derived Model of ASD

27
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• A two-factor soluLon was best for parent and teacher raters
• Factor I: included primarily items related to both socializaaon and 

communicaaon (e.g., keep a conversaaon going, understand how someone 
else felt) - Social/CommunicaAon
• Factor II: included items related to behavioral rigidity (e.g., insist on doing 

things the same way each ame), stereotypical behaviors (e.g., flap his/her 
hands when excited), and overreacaons to sensory samulaaon (e.g., 
overreact to common smells)- Unusual Behaviors

Exploratory Factor Analysis for 2-5 Years

28

28

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

socialization and communication -Social/Communication
• Factor II: included items related to behavioral rigidity, 

stereotypical behaviors and overreactions to sensory 
stimuli - Unusual Behaviors
• Factor III: 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. 

Exploratory Factor Analysis for 6-18 Years

29

29

• 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
• indicaang that the factor structure of the forms generalized across the 

demographic groups

Factor Consistency

30
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• Based on the factor analysis, we suggest that ASD is best described as 
having two clusters of behaviors for children ages 2-5 and three for 
those aged 6 to 18 years of age.
• Ages 2 – 5 years 

• Social / Communication
• Unusual Behaviors

• Ages 6 – 18 years
• Social / Communication
• Unusual Behaviors
• Self-Regulation

• This is the organizational form of the ASRS. 

Current View of ASD In ASRS

31

31

DSM IV TR Autism and 
Asperger Syndrome

32

32

• 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

DSM IV TR Autism vs Asperger

33
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DSM IV TR Autism vs Asperger 2-5 Years
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DSM IV TR Autism vs Asperger 6-18 Years
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DSM IV TR Autism vs Asperger 6-18 Years

36
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ASRS 2 Adult Data collection
• Pilot Data collection for the ASRS 2 took place in 2016-

2018
• Data was collected from General population and clinical 

samples
• Data was collected from:
• Individuals 19 years and older (For the Self-Report form)
• The individual’s spouse, parent or family member (For the 

Observer-Report Form)

• Data collection resulted in:
Form General 

Population
ASD Other Clinical

Self-Report 466 30 47

Observer-Report 452 22 26

37

Other Clinical Groups Included in the Pilot

ØAttention Deficit Hyperactivity Disorder (ADHD)
ØMajor Depressive Disorder (MDD)
ØGeneralized Anxiety Disorder (GAD)
ØBipolar Disorder
ØObsessive Compulsive Disorder (OCD)
ØAdjustment Disorder

38

Scales For the Adult ASRS 2 Pilot

• Atypical Language
• AZenLon
• Behavioral Rigidity
• Sensory SensiLvity
• SocializaLon
• Social/EmoLonal Reciprocity
• Stereotypy
• DSM 5 ASD

39
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Scale Reliability

Scales Self-Report Observer-Report

General 
Population

Clinical General Population Clinical

Atypical Language 0.88 0.89 0.87 0.94

Attention 0.86 0.86 0.90 0.90

Behavioral Rigidity 0.90 0.94 0.93 0.91

Sensory Sensitivity 0.85 0.90 0.84 0.87

Socialization 0.85 0.92 0.86 0.90

Social/Em otional Reciprocity 0.90 0.93 0.91 0.94

Self-Injurious Behavior 0.86 0.79 0.90 0.82

Stereotypy 0.87 0.91 0.88 0.90

DSM -5 ASD 0.92 0.96 0.93 0.96

u Summary of the Reliability of each scale as measured by Cronbach’s alpha (a measure of internal consistency, 
that is, how closely related a set of items are as a group).

u Overall, the alpha values indicate high level of reliability for each scale.

40

Clinical Group Differences (Raw scores)
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Clinical Group Differences (Raw scores)
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Clinical Group Differences (Cohen’s d)

Scales Self-Report Observer-Report
ASD vs. General 
Population

ASD vs. Other 
Clinical

ASD vs. General 
Population

ASD vs. Other 
Clinical

Atypical Language 1.21 1.36 2.46 1.38

Attention 1.66 0.49 2.93 1.24

Behavioral Rigidity 1.61 1.19 2.47 1.57

Sensory Sensitivity 1.74 1.60 2.39 1.91

Socialization 1.30 0.94 2.51 1.61

Social/Em otional 
Reciprocity

0.86 1.23 1.80 1.53

Self-Injurious Behavior 0.88 0.62 1.76 0.70

Stereotypy 1.34 1.31 2.62 1.62

DSM -5 ASD 1.49 1.70 2.67 2.36

For the most part, Large d-values are observed across comparisons, indicating the ability of the assessment to 
identify individuals with ASD

d= 0.2-0.4   Small
d= 0.5-0.7   Med
d >=0.8       Large

43

We are collecting data for additional new 
scales for the Adult ASRS 2 including 
camouflage or coping behaviors and anxiety.

44

Evaluating Compensatory Behaviors:
Social Camouflage in ASD
• Social camouflaging is defined as the use of strategies by autistic 

people to minimize the  challenges of autism during social situations 
(Lai et al. 2011). 
• Social camouflage has recently been a focus of researchers, but has 

been recognized by clinicians as coping strategies. It is now 
recommended that clinicians evaluate masking or coping behaviors 
when assessing autism in the newly released 11th edition of the 
International Classification of Diseases (Zeldovich 2017). 
• This phenomena may be a widespread in ASD, especially in 

intellectually strong individuals. 

45
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Social Camouflage in ASD

• Social camouflaging reflects an explicit effort to ‘mask’ or 
‘compensate’ for auLsLc characterisLcs; and to use conscious  
techniques to minimize an auLsLc behavioral presentaLon (Hull et al. 
2017; Lai et al. 2017; Livingston and Happé 2017). 
• Examples of camouflaging behaviors described in the current 

literature include as example:  forcing oneself to make eye contact 
during a social interacLon;  pretending that one is doing so by looking 
at the space between someone’s eyes or at the Lp of their nose; or 
using working memory strategies to develop a list of appropriate 
topics for conversaLon. 

46

Social Camouflage in ASD: Unanswered Questions

• Do autistic females camouflage more than males, and does this partly 
account for gender disparities in the rate and timing of diagnosis 
(Begeer et al. 2013; Loomes et al. 2017)? 
• What is the relationship between camouflaging and mental health 

outcomes? 
• How should camouflaging be accurately measured?  Is a discrepancy 

method sufficient to assess the the gap between how a person with 
ASD mediates their internal autistic status and their overt behavior 
(external autistic presentation)? 

47

Measuring Social Camouflage

Livingston and Happé (2017) suggest that camouflaging is a component 
of social compensaLon. 
The “processes contribuLng to improved behavioral presentaLon of a 
neurodevelopmental disorder such as ASD, despite persisLng core 
deficit(s) at cogniLve and/or neurobiological levels”.  
As such they should be measured at the behavioral, cogniLve, and even 
neurobiological levels. 

48
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Performance on tests of cognition relevant to 
autism, or scores on self-reported measures of 
autism traits can only serve as a proxy measure of 
internal autistic status.  

49

Measuring Social Camouflage

• An alternative to the discrepancy approaches is one based on 
observational recognition of camouflaging; measuring the specific 
behaviors and experiences which represent camouflaging. 
• Observational/reflective methods circumvent the limitation of being 

unable to measure an individual’s internal autistic state. Camouflaging can 
be measured consistently and compared between individuals, and 
behaviors can be identified regardless of how successful they may be. 
• This approach to camouflaging has the advantage of allowing for variation 

in camouflaging behaviors and their success. Techniques learned and used 
in some situations may not be successful in others.  
• An individual’s overall camouflaging skill may partly depend on their 

flexibility/generalizable capacity to adapt to different situations. 

50

Measuring Social Camouflage

• Both the discrepancy and observational/reflective approaches offer 
ways to define and measure camouflaging in ASD. 
• All the methods used or suggested have their own strengths and 

weaknesses, thus combining multiple methods may allow for greater 
accuracy in measuring and identifying a complex phenomenon such 
as camouflaging.

51
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Laura Hull , William Mandy,  Meng-Chuan Lai, Simon Baron-Cohen, Carrie Allison,Paula Smith & K. V. 
Petrides. Development and ValidaUon of the Camouflaging AuUsUc Traits QuesUonnaire (CAT-Q) 
Journal of Au+sm and Developmental Disorders. doi.org/10.1007/s10803-018-3792-6 

Camouflaging Autistic Traits Questionnaire (CAT-Q)

• CompensaBon
•Masking
• AssimilaBon

52

Social Camouflage: Compensation

• Copy others facial expression or body language.
• Learn social clues from media.
• Watch others to understand social skills.
• Repeat others phrasing and tone.
• Use script in social situations.
• Explicitly research the rules of social engagement.

53

Social Camouflage: Masking

• Monitor face and body to appear relaxed.
• Adjust face and body to appear relaxed.
• Monitor face and body to appear interested in others.
• Adjust face and body to appear interested in others.
• Pressured to make eye contact.
• Think about impression made on others.
• Aware of impression made on others.

54
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Social Camouflage: Assimilation

• Feel a need to put on an act.
• ConversaLon with others is not natural.
• Avoid interacLng with others in social situaLons.
• ”Performing” e.g. not being oneself in social situaLons
• Force self to interact with others.
• Pretending to be normal.
• Need support of others to socialize.
• Cannot be oneself while socializing.

55

CAT-Q Sample Items
• When I am interacting with someone, I deliberately copy their body 

language or facial expressions. 
• I learn how people use their bodies and faces to interact by watching 

television or films, or by reading fiction. 
• I have tried to improve my understanding of social skills by watching 

other people. 
• I will repeat phrases that I have heard others say in the exact same 

way that I first heard them. 
• I practice my facial expressions and body language to make sure they 

look natural.
• I have spent time learning social skills from television shows and 

films, and try to use these in my interactions. 

56

CAT-Q Sample Items

• In my own social interacaons, I use behaviors that I have learned from 
watching other people interacang. 

• I have researched the rules of social interacaons to improve my own social 
skills.
• I have developed a script to follow in social situaaons.  

• I monitor my body language or facial expressions so that I appear relaxed. 
• I adjust my body language or facial expressions so that I appear relaxed. 

• I monitor my body language or facial expressions so that I appear 
interested by the person I am interacang with.

57
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CAT-Q  Sample items

• I adjust my body language or facial expressions so that I appear 
interested by the person I am interacLng with.
• I don’t feel the need to make eye contact with other people if I don’t 

want to (Reversed scored). 
• In social interacLons, I do not pay aZenLon to what my face or body 

are doing (Reversed scored). 
• I always think about the impression I make on other people. 
• I am always aware of the impression I make on other people. 

58

CAT-Q Sample Items

• I rarely feel the need to put on an act in order to get through a social 
situation (Reverse Scored). 
• When talking to other people, I feel like the conversation flows 

naturally (Reverse Scored). 
• When in social situations, I try to find ways to avoid interacting with 

others. 
• In social situations, I feel like I’m “performing” rather than being 

myself. 
• I have to force myself to interact with people when I am in social 

situations. 

59

Diagnosis Versus Eligibility
When the DSM, ICD and IDEIA Collide

When the DSM, ICD and IDEIA Collide

Diagnosis Versus Eligibility

60
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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).

61

61

EducaHonal eligibility and subsequent services are 
determined by conducHng assessments and tesHng 
performed by a school’s mulHdisciplinary team and 
not that of medical diagnosHc tests. 

These can include observaHons, history, 
developmental informaHon, behavior informaHon 
and a documented prevalence over a period of Hme.

62

62

Federal Guidelines For Autism Eligibility

63
(Authority: 20 U.S.C. 1401(3); 1401(30))
[ 71 FR 46753, Aug. 14, 2006, as amended at 72 FR 61306, Oct. 30, 2007]

63



12/6/21

22

Federal Guidelines For Autism Eligibility

64

(Authority: 20 U.S.C. 1401(3); 1401(30))
[ 71 FR 46753, Aug. 14, 2006, as amended at 72 FR 61306, Oct. 30, 2007]

64

Determining Eligibility for Autism Under IDEIA

• Administering a measure of neuropsychological functioning examining 
planning, sequencing, critical thinking and behaviors related to executive 
functioning.
• Administering a basic academic battery.
• Administering observational narrow band questionnaires to Teachers (and 

Parents?).
• Interviewing and observing the student.
• With verbal students, administering self-report measures assessing self-

concept, resilience, worry, camouflage behaviors and unhappiness.
• With teens, administering a brief personality measure specifically focused 

on the development of schizoid personality traits.

65

Determining Eligibility for Autism Under IDEIA

• Many school districts now require the administraLon of quasi 
standardized, interacLve tools to determine AuLsm eligibility.  
• However, based on these IDEIA criteria and the fact that eligibility 

determinaLon is not the equivalent of a diagnosis, is the administraLon 
of such instruments needed?  
• Do they add to the accuracy of eligibility determinaLon? Do they add to 

IEP goal seong?  
• It’s undetermined at this Lme.  Such tools may provide a pracLcal and 

convenient framework to interview the student, but are they a necessity 
as mandated by some school districts?

66
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Considering Co-morbidity

67

EducaZonal Care and Treatment

68

Educational Care and Treatment

• Despite strong claims no curative treatment has been 
vigorously studied.
• “In the absence of a definitive cure there are a 

thousand treatments” (Klin).
• Behavior modification, educational intervention and 

pharmacology have been studied.

69
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http://autismpdc.fpg.unc.edu/content/briefs

70

71

hHp://au<smpdc.fpg.unc.edu/content/briefs

71

Components of an Effective Treatment 
Program

• Structured behavioral treatment
• Parent involvement
• Treatment at an early age
• Intensive intervenaon
• Social skill development
• Coping and camouflage skill development
• Focus on generalizaaon of skills
• Appropriate school sefng
• Medicaaon?

72
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Components of an Educational Treatment 
Program
• There has been a shig away from treatment within highly controlled clinical 

sefngs to more natural contexts with caregivers and teachers acang as 
agents of change.  
• This has allowed for collaboraave treatment and opportuniaes to teach 

skills within the context of children’s daily rouanes.
• This approach, known as family/school centered intervenaon, has also 

been demonstrated to lead to posiave outcomes for ASD.
• Intensive community-based intervenaons based on PBS and posiave 

support strategies have yielded posiave outcomes with respect to 
enhanced language and communicaaon as well as reducaons in problem 
behavior.

73

Components of an Effective Educational Program

• Determining the effecLveness of any educaLonal program for 
students with ASD should be accomplished using methods that reflect 
specific behaviors as well as a larger conceptualizaLons of the 
disorder (e.g., social, communicaLon, and atypical behavior 
problems). The key quesLons are: 

How are these behaviors idenLfied?
How are these behaviors measured?
How do these behaviors change with intervenLon?
What reference point or points will behavior change be 
calibrated? 

74

Medications
• Symptom focused medicaLons: sLmulants for 

aZenLon, anL-depressants for mood, anL-psychoLcs 
for “oddiLes”.
• CondiLon focused medicaLons?

75
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76

New Drug 
May Treat 
ASD

76

Psychos'm ulants for ADHD-like sym ptom s in individuals with au'sm spectrum disorders.

Cortese S, Castelnau P, M orcillo C, Roux S, Bonnet-Brilhault F.

Ins'tute for Pediatric Neuroscience, NYU Child Study Center, Langone M edical Center, 215 Lexington Avenue, 
14th Floor, 10016 NY, USA. sam uele.cortese@ gm ail.com .

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

We conducted a com prehensive review of studies assessing the effi cacy and tolerability of psychos'm ulants for 
ADHD-like sym ptom s in individuals with au'sm spectrum disorder (encom passing au'sm disorder, Asperger's
syndrom e and pervasive developm ental disorders not otherwise specified). PubM ed, Ovid, EM BASE, Web of
Science, ERIC and CINHAL were searched through 3 January 2012. From a pool of 348 poten'ally relevant
references, 12 cita'ons (11 studies) were retained as per'nent. Four of the included studies had a random ized
controlled design. M ost of the studies assessed m ethylphenidate im m ediate release. Despite inter-study
heterogeneity, taken together, the results of the selected reports suggest that psychos'm ulants m ay be effec've
for ADHD-like sym ptom s in au'sm spectrum disorder individuals. The m ost com m on adverse events reported in 
the included trials were appe'te reduc'on, sleep-onset diffi cul'es, irritability and em o'onal outbursts. We
discuss future direc'ons in the field, including the need for trials assessing m ore ecological outcom es and
com bined treatm ent strategies tailored to the specific individual features.

77

77

Positive Effects of Methylphenidate on Social 
Communication and Self-Regulation in 
Children with Pervasive Developmental 

Disorders and Hyperactivity

Laudan B. Jahromi, Connie L. Kasari, James T. 
McCracken, Lisa S-Y. Lee, et. al.

Journal of Autism and Developmental Disorders, 2009)

78
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Drugs that increase serotonin 
transmission may be useful in 
reducing interfering repeHHve 
behaviors and aggression as well as 
improving social relatedness (few 
controlled studies).

79

• 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.

80

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

80

Oxytocin May Have Many Effects

81
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Medication and Parent Training in Children With Pervasive 
Developmental Disorders and Serious Behavior Problems: 

Results From a Randomized Clinical Trial 

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

Conclusions: Medicaaon plus PT resulted in greater reducaon of serious 
maladapave behavior than Medicaaon alone in children with PDDs, with 

a lower risperidone dose.
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J. AM. ACAD. CHILD ADOLESC. PSYCHIATRY, 
48:12, DECEMBER 2009J. 
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Some Possible Challenges to Counseling Youth 
With ASD

• Concrete thinkers
• Difficulty with humor
• Problems regulaLng affect
• Difficulty interpreLng other’s feelings
• Rule bound
• Diminished empathy
• Decreased desire to please others.

84



12/6/21

29

85

86

87



12/6/21

30

88

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 IQ 
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.
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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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Theater as a Medium to Develop Social Skills

• Theater arts offer an opportunity for individuals with ASD to venture into 
the community in a win-win relationship. 
• EPIC’s performances help the general community better understand the 

nature of having ASD. 
• At the same time, actors with ASD have the opportunity to interact in a 

medium that we believe will foster not only the development of self-
esteem, but appropriate social interaction—the latter very clearly being 
the primary hurdle to successful adult transition for those with ASD.  
• EPIC hopes to quantify our initial experiences of the benefits of theater for 

those with ASD through a long-term, qualitative study measuring the 
associative effects of theater arts, training on social skills, sense of purpose 
and independence in daily life activities. 
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EPIC Players
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Treatment EvaluaZon with ASRS 
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• Step 1: Identify specific area or areas of need based on ASRS T-scores 
of 60 or more
• Which indicates many characteristics similar to individuals diagnosed 

with an ASD. 
• Examine ASRS Total Score

• The Total Score is, however, insufficient for treatment planning 
because it is too general.
• Step 2: Look at the separate treatment scales

Treatment Evaluation with ASRS
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• Total Score of 73 by Parent & 
Teacher
• Social Communication scores are 

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

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

Treatment EvaluaZon with ASRS
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• Raters agree except for Unusual Behavior and 
Behavioral Rigidity scales.

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

as rated by his mother (72) and teacher (48), which also warrants 
further exploration. 

Treatment EvaluaZon with ASRS
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• Consistently high scores on Peer Socialization, 
Social/Emotional Reciprocity and Attention

Treatment Evaluation with ASRS
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• Item level analysis within Peer SocializaLon helps 
clarify the exact nature of the behaviors that led to 
the high score

Treatment Evaluation with ASRS
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Treatment Evaluation with ASRS
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• The Quick SoluLon Guide provides the correspondence of behaviors 
associated with ASD and specific intervenLons provided by authors in 
the chapters that appear in the book. 
• For example, Donny had a high ASRS T-score on the Social/EmoLonal 

Reciprocity scale and one of the items that addressed “looking at 
others when spoken to” was very high. IntervenLons for this behavior 
can be found on pages 

Treatment Evaluation with ASRS
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Treatment EvaluaZon with ASRS
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Conclusions
• The determination of eligibility and the integration of specialized educational programs as part of 

comprehensive treatment and transition for students with ASD continues to evolve.  

• It is still the case that there is at times a confusing relationship between clinical/medical diagnosis and 
care, and eligibility determination and specialized educational processes. 

• Over the last twenty years school psychologists have become very knowledgeable about the evaluation 
and treatment of ASD. The process by which eligibility as Autism under IDEIA is determined continues 
to vary significantly between states and school districts. 

• We are just beginning to understand the skills, behavior and mindset of students with ASD making a 
successful transition into abult life.

• We need to adopt a reasoned and reasonable set of guidelines for school psychologists charged not 
only with determining eligibility under IDEIA for a student to be served as OHI/Autism but also gather 
statistically viable information about a student’s cognitive, neuropsychological, social, emotional, 
academic and behavioral presentation and competence so as to seamlessly integrate assessment data 
into measurable IEP goals and transition plans. 
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Continuing Education
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