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About Autistic Spectrum Disorders

Broadly described, autistic spectrum disorders (ASD) refer to a pattern of neurologically-based behaviors
involving three central features—impairments in socialization, atypical verbal and nonverbal communication,
and restricted patterns of interest and stereotyped actions. The features can vary widely in symptom expression,
degree of impairment, and onset. The conditions on the autistic spectrum addressed in this publication include:
Autistic Disorder, Asperger’s Disorder, Childhood Disintegrative Disorder, and Pervasive Developmental
Disorder-Not Otherwise Specified (PDD-NOS). The Diagnostic and Statistical Manual, 4th edition (DSM-1V,
1994) and the Diagnostic and Statistical Manual,4th edition, Text Revision (DSM-1V, TR, 2000) published by
the American Psychiatric Association, are the current classification standards to establish a diagnosis of autistic
spectrum disorders. The DSM-IV includes Rett’s Syndrome as part of ASD; however, as diagnostic processes,
criteria, and prognosis are markedly different from that of other autism spectrum disorders, this guide does not
include Rett’s Syndrome.

The information in this guide is organized into two major sections: recommendations and practices for children
from birth through age 5 and for individuals age 6 through 22.

“Birth Through Age 5” section includes: Early Identification, Screening, Diagnostic Evaluation, Assessment,
Formulation, Presentation and Documentation of Findings. “Age 6 and Older” section includes: Referral and
Screening, Diagnostic Evaluation and Assessment, Patterns of Behavior, Interests, and Activities and Family

Resources and Needs.

Use of Multidisciplinary Teams

A diagnostic categorization alone is insufficient to guide intervention, as the skills of children with ASD may
vary widely. The role of an multidisciplinary team is a critical component of the larger system of services and
supports for children and families. A team is used to establish a comprehensive developmental, medical and
psychosocial profile of the child and family for individual intervention planning. Professionals who comprise
the multidisciplinary team may include: primary care providers, medical health care providers, parents or care
providers, psychologists, psychiatrists, Infant Toddler Program staff, school staff, classroom teachers, special
education teachers, Speech/Language Pathologists (SLP), occupational therapists (OT), physical therapists (PT),
and private service providers.

The use of a multidisciplinary team is best practice when making a diagnosis of ASD; however, a single
clinician with experience in evaluating young children with ASD may diagnose ASD when financial and time
constraints preclude the team process. In this case, the clinician should use information from multiple sources
in order to facilitate an intervention process. Assessment for the purpose of developing intervention plans
should always be developed and carried out by a team.

Qualifications for Making ASD Diagnoses

1. The following qualifications apply to clinical personnel, e.g., physicians, clinical psychologists, etc. These
personnel should have documented appropriate and specific supervision and training in ASD as well as
experience in the diagnosis of ASD that includes the following: Graduate and/or postgraduate studies in a
psychology, education and/or a child development program with particular emphasis in developmental
disabilities, including autism and related neuro-developmental disorders.
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AND

Supervised experience in a graduate training program in a clinic and/or treatment setting, serving children
with ASD. Residency or fellowship training should have specific didactic training and clinical experience
in the diagnosis and treatment of ASD. This would necessarily include training in the administration of
measurement tools specific to ASD.

OR

Documented fellowship in a credentialed medical training program in pediatrics, child neurology, or child
psychiatry. Specific residency or fellowship training should have specific didactic training and clinical
experience in the diagnosis and treatment of ASD.

2. The State of Idaho, in policies and procedures related to provision of services to children with disabilities
under Individuals with Disabilities Education Act (IDEA) through the Infant Toddler Program and the State
Department of Education allow educational teams of a school psychologist and a speech language
pathologist to make an educational diagnosis of autism. These personnel should have the following skills:

a. Graduate coursework including training and clinical experience with assessing and intervening with
children with ASD,

b. Experience with the variability within the ASD population as well as extensive knowledge of typical
child development,

c. Training in typical and atypical child development.

Addressing Parent Input and Concerns

While literature indicates that most parents need clarity regarding the nature of their child’s difficulties, the
suggestion of a serious developmental disorder is highly stressful and must be approached in a sensitive, family
centered manner. Primary care physicians, Infant Toddler Program staff, and school district personnel should
be prepared to offer parents appropriate referral resources for future assessments, parent support networks, and
family support services.

It should be noted that parents often are not familiar with the differences between screening and diagnosis.
Referring agencies must repeatedly stress that referral for an ASD evaluation does not mean that the child has
ASD.

Because parents are experts about their children, eliciting and valuing parental concerns is imperative. All
parental inquiries regarding developmental concerns about their child must be taken seriously and addressed
appropriately.

Concerns raised by developmental surveillance should lead to screening. When concerns arise, parents should

receive information on typical child development and be provided opportunities to discuss issues with
professionals knowledgeable in child development.
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Current Recommended Assessment Tools

Research in ASD is occurring rapidly and more information about assessment instruments is becoming
available. The recommended assessment tools listed in this guide are those identified at the time the guide was
printed and may not represent the only effective tools available in the future.

Birth Through Age 5

Early Identification

Recent research demonstrates that an autism spectrum disorder (ASD) is identifiable in very young children and
that a significant number of features of ASD are present by 18 months of age. However, current studies have
shown that experienced personnel can only reliably diagnose autism in children between the ages of 24 and 30
months. Early intervention services specific to ASD are dependent upon early identification; therefore prompt
referral for comprehensive evaluation and assessment are paramount.

Recent studies have demonstrated that early therapeutic intervention is associated with the best developmental,
behavioral, and adaptive outcomes. ASD-specific early intervention services are dependent upon developmental
surveillance, screening, diagnostic evaluation and assessment for treatment planning.

Certain noteworthy clinical signs, or observable “red flags,” can help identify children at risk for developmental
delay and/or autistic spectrum disorder. These indicators typically are tracked through routine developmental
surveillance procedures, which should occur at all well-child visits.

e Decreased/absent babbling by 12 months of age,

e No back and forth gestures such as pointing, showing, reaching or waving by 12 months of age,

e No words by 16 months of age,

e Decreased/absent two-word meaningful phrases (does not include imitation or repetition) by 24 months
of age,

e ANY loss of speech, babbling or social skills at ANY age.

Screening

Tracking of developing milestones, often referred to by physicians as developmental surveillance, is the routine
monitoring of children’s development at well-child visits. This monitoring helps to identify those at risk for any
type of atypical development, as well as those at specific risk for ASD. The roles of the primary care provider
and the parents are important and cannot be overemphasized. Primary care providers provide long-term care for
children, and are generally the first professionals contacted by parents when concerns arise about their child’s
development. Persons associated with developmental surveillance include: parents, Infant Toddler Program
staff, health districts, school district preschool programs, Child Find, Early Start, Head Start, day care providers,
preschool teachers, personal care service providers and others. Developmental surveillance is an ongoing
process performed by qualified professionals in a number of settings. The process should:

e Beindividualized

e Utilize procedures reproducible by other professionals

e Focus on presenting problems (suspected delays or deviations in development or behavior)
e Define the child’s strengths and/or compensatory abilities
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e Use parents’ observations of their child’s skills and behaviors
e Provide information about typical child development to parents
e Compare observations or concerns to typical developmental benchmarks

Recommended Screening Tools

e Developmental Profile Il

Ages and Stages Questionnaire

Brigance Screens Infant and Toddler; Early Preschool Screen
Brigance Inventory of Early Development

Child Developmental Inventory

Temperament and Atypical Behavior Scale Assessment

The use of standardized instruments to identify children who may be at risk for developmental disorders is the
next level of screening. All children should be screened specifically for autism spectrum disorders (ASD) at or
after 24 months of age. All children served by the Idaho Infant Toddler Program should be screened using the
Modified Checklist for Autism in Toddlers (M-CHAT) or the Checklist for Autism in Toddlers (CHAT).

Screening is not intended to provide a diagnosis, but rather to collect information and determine if a diagnostic
evaluation is needed. At the time of screening, parents should receive information on typical child development
and participate in an interview regarding their child. Screening tools fall into four broad categories, and all are
important to the identification process. Providers may use different tools based upon their training, expertise,
and scope of practice.

The variability and evolution
1. General developmental tools of symptoms over time
2. Screening tools specific for ASD require regular, periodic
3. Parentinterviews o reevaluation to confirm the
4. Direct child observation/interaction instruments diagnosis and plan treatment.

Recommended ASD Screening Tools

e The Modified Checklist for Autism in Toddlers (M-CHAT)
e The Checklist for Autism in Toddlers (CHAT)

When concerns are identified through surveillance or screening, a referral should be made to a multidisciplinary
team for a comprehensive diagnostic evaluation. Referrals should be accompanied by sufficient information to
enable understanding of the basis for concern and provide as much background information about the child and
family as possible.

It is important that multidisciplinary teams and/or individuals demonstrate expertise in evaluating children with
ASD. In the State of Idaho, the following agencies provide diagnostic services for children.

e Infant Toddler Program (ages birth to 3)
e School Districts (ages 3-21)

Additional referrals may be made to:

e Developmental Pediatricians e Clinical Psychologist with expertise in autism
e Community agencies with expertise in autism
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Diagnostic Evaluation

A diagnostic evaluation is a complex, multifaceted process involving assessments, interviews, observations, and
examinations that may happen concurrently or sequentially by a multidisciplinary team of practitioners. While
evaluation is meant for diagnosis and assessment is meant for intervention planning, the two processes often
occur concurrently.

Best practice for a diagnostic evaluation of ASD includes several important elements:

e The primary care provider holds a central role in screening and coordination of health care.

e The complexity of the diagnostic evaluation makes a multidisciplinary team the preferred vehicle for
achieving appropriate diagnosis and recommendations for intervention.

e The variability and evolution of symptoms over time require regular, periodic reevaluation to confirm
the diagnosis and to plan for treatment.

e A diagnostic evaluation involves examination of multiple domains of function to differentiate ASD from
other conditions and to provide a complete profile of the individual.

A comprehensive diagnostic evaluation involves multiple components:

Record Review
Parent/Caregiver Interview
Comprehensive Medical Evaluation Diagnostic evaluation is meant for diagnosis.
Direct Observation
Cognitive Evaluation Assessment is meant for intervention planning.
Communication Evaluation
Measures of Adaptive Functioning
Motor Skills

1. Record Review

The essential purpose of background information review is twofold: 1) to guide the diagnostic evaluation
related to the specific parental concerns and questions, and 2) to inform the selection of appropriate assessment
measures. Record review should include documentation of all previous tests (medical or other) and information
about the child’s developmental history.

2. Parent/Careqgiver Interview

A parent/caregiver interview provides additional information that may not be available in background
information about the child or through any other means. Parent/caregiver interview should include the following
components:

1. Child Health History: Prenatal and perinatal histories, past medical history, and review of systems,
including hearing, vision, and gastrointestinal function.

2. Developmental and Behavioral History of the Child: A wide-ranging list of relevant content to be
explored either through formal diagnostic interview tools or by direct interview of the parents or
caregiver. In practice, a combination of both methods improves diagnostic accuracy.
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3. Family Medical and Mental Health History: Presence or absence of any medical, developmental, or
psychiatric disorders in the family history that may relate to the current concerns or that may assist
in differential diagnosis, diagnostic clarity, and/or treatment planning. Current research clearly
indicates a genetic component associated with ASD.

Recommended Tools

e The Autism Diagnostic Interview-Revised (ADI-R)
e The Parent Interview for Autism — Clinical Version (PIA-CV)

3. Medical Evaluation

The purpose of the medical evaluation is to assist with determining the etiology of a disorder, associated
medical conditions, and any other health conditions that may be present. Medical evaluation should include the
following components:

e General physical examination
¢ Neurodevelopmental examination
e Laboratory tests
e Sensory evaluation (vision and hearing)
e Genetic testing and consultation
4. Behavior Observation

Direct behavior observation of the child in both structured and unstructured settings is essential to a diagnosis of
an ASD. The degree of structure, specific toys in the environment, and allotted space are all critical elements to
consider in establishing an optimal environment for observation. All behavior must be interpreted within the
context of the age and developmental level of the child. A naturalistic setting should be arranged so that the
child is able to engage with the environment and others as comfortably as possible. Specific behaviors to be
observed include:

Reciprocal turn-taking

Shared attention

Social reciprocity

Pretend play

Sustained interaction

Gaze aversion

Spontaneous giving/showing

Imitation of novel acts

Ability to have examiner direct attention
Use of toys and objects

Recommended Tools

e The Autism Diagnostic Observation Schedule (ADOS)
e The Childhood Autism Rating Scale (CARS)
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5. Cognitive Evaluation

Because children with ASD vary widely in their cognitive profiles, cognitive testing plays an important role in
prognosis and intervention planning. Cognitive evaluation assists in the differentiation of ASD from other
disabilities and to the identification of concomitant impairments. The evaluation of both verbal and nonverbal
domains is a necessary component of a complete diagnostic profile of a child.

While some concerns have been identified regarding the validity of cognitive evaluation, it is important to note
that the purpose of such an evaluation is to determine a current profile of the child’s overall cognitive abilities.
This can be reasonably obtained by clinicians experienced in testing children with autistic spectrum disorders.

Recommended Tools

Formal Tools

Bayley Scales of Infant Development (BSID)

Weschler Preschool and Primary Scales of Intelligence, Revised (WPPSI-R)
Mullen Scales of Early Learning (MSEL)

Stanford-Binet, 4™ Edition (SB:1V)

Merrill-Palmer Scales of Mental Tests

Leiter International Performance Scale (LIPS)

Kaufman Assessment Battery for Children (KABC)

Informal Tools

= Brigance

= Developmental Profile 11 (DPII)

= Early Learning Accomplishment Profile (E.LAP)

6. Communication Evaluation

Impairments in all aspects of communication are central to ASD. The concept of communication is more than
the common focus of receptive and expressive language and articulation. A total communication approach
should be utilized in describing communication abilities in children with ASD. This includes evaluation of
nonverbal and preverbal precursors to language development such as communicative intent, use of gesture,
gaze, and vocal behaviors. Communicative understanding is a necessary precursor for language learning that
often is not achieved in children with ASD (Prizant & Wetherby, 1993). It is also important to evaluate the
contexts within which children understand and use language (e.g., home, school, daycare) and the functionality
of communicative overtures.

Recommended Tools
Parent-Interview/Observation
e Communication and Symbolic Behavior Scales (CSBS)
e Autism Diagnostic Observation Schedule, Generic (ADOS-G)

Direct Child Assessment
e Preschool Language Scales, 3rd Edition (PLS-3)
e Receptive and Expressive One Word Picture VVocabulary Tests (EOWPVT & ROWPVT)
e Sequenced Inventory of Communicative Development, Revised (SICD-R)
e Pre-Clinical Evaluation Language Fundamentals (Pre-CELF)
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e Comprehensive Test of Phonological Processing, extended norms, for children with precocious
language (CTOPP)
7. Adaptive Functioning

Children with ASD often demonstrate large discrepancies between their nonverbal cognitive potential and their
ability to function successfully in their families and communities. An evaluation of adaptive functioning offers
the clinician indications of the child’s capacities for personal and social self-sufficiency and problem solving in
real life situations. Ideally, a representative assessment of typical adaptive function would include information

from as many sources as possible. Appropriate domains of adaptive function for evaluation include:

Communication—receptive/expressive and pragmatic language
Socialization

Fine and gross motor development

Self-help/daily living skills—eating, dressing, hygiene
Social-emotional functioning

Recommended Tools

e Vineland Adaptive Behavior Scales (VABS)
e Scales of Independent Behavior-Revised (SIB-R)
e Adaptive Behavior Assessment System-I1 (does not include a maladaptive index) (ABAS-I11)

8. Motor and Sensory Input

Many children with ASD have difficulty modulating and processing sensory and environmental input. The
comprehensive assessment must include a description of the child’s sensory profile and the interrelationship
between current functioning and accommodating intervention strategies.

Recommended Tools
e Sensory Profile
e Peabody Developmental Motor Scales (PDMS-2)
e Bruininks-Oseretsky Test of Motor Proficiency (BOTMP)
e Beery-Buktenica Developmental Test of Visual-Motor Integration (BEERYVMI)
e Test of Visual Motor Skills (TVMS-R)
e Test of Visual Perceptual Skills (TVPS-R)

Need for Periodic Reevaluation

The variations in symptoms that a child may manifest and the evolution of specific symptoms over time require
periodic reevaluation to reaffirm or alter a diagnosis. Although many trained professionals are able to make a
definitive diagnosis when a child is very young, the stability of diagnosis within the spectrum may fluctuate.
This is often the case with children who are 2 years old or younger and for those at the extreme ends of the
spectrum. In addition, symptoms and behaviors may change considerably with intervention, particularly as
language and social skills progress. Follow-up in the early childhood years enables clinicians to track
developmental changes in symptoms and behaviors, alter interventions as necessary, and better predict
outcomes.
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Assessment

Assessment is not a substitute for diagnostic evaluation. Its purpose is to expand upon diagnostic evaluation
results with the objective of directing treatment planning. Current best practice for assessment of ASD focuses
on three key concepts: 1) obtaining relevant information from the family; 2) the importance of the settings in
which the child is evaluated; 3) the need for a comprehensive assessment by a multidisciplinary team; and 4) the
use of valid and reliable assessment instruments.

Assessment is an ongoing and flexible process. Recommendations may be revised as the child develops,
responds to the intervention, and adapts to family and community factors. As in both screening and diagnostic
evaluation, a multidisciplinary team is important to gain insight into a child’s functioning and the interventions
needed to maximize functioning.

Recommended Team Guidelines

1. Assign a lead team member (e.g., agency case manager, special “The evaluations alwavs
education teacher, clinical psychologist). include multiole obser\)//ations of
2. Set timelines for obtaining relevant past and present information P

the child and parent/caregiver
in interactions with the
evaluator, whose relationship

and conducting assessments. Summarize and review relevant past
and present information prior to meeting with family.

3. Meet with family and multidisciplinary team to finalize the with the family affects the
assessment plan. evaluation, interpretation, and
4. During the assessment, members of the team must be aware of ’ P '

implementation of the
intervention plan.”
(Greenspan)

information gathered from other members in order to adjust and
alter their data collection as needed to reduce redundancy and use
time more efficiently.

5. Each discipline provides a written and verbal summary of findings
and tentative recommendations based on the respective agency
requirements.

6. Integrate information from the various disciplines to provide a
cohesive summary to the family in the form of specific feedback
regarding the observations, conclusions, recommendations and
answers to questions. Assessment is an ongoing, dynamic process
that must be able to flex with child and family change.

Role of the Family

Assessment recognizes the family as an integral part of the multidisciplinary team. Parents’ values, needs,
beliefs, and fears, as well as their expectations for their child, profoundly influence the implementation of
recommendations and intervention plans. Cultural and family values, socioeconomic factors, and other
philosophical and belief systems have equally significant effects on the realization of recommendations and
intervention plans.
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The Assessment Environment

The settings in which the child is evaluated, such as home, office, or childcare facility, affect the observation
of the child. The environment must be chosen carefully to obtain representative information regarding
development and behavior.

Rarely do young children perform optimally in an unfamiliar environment with an unfamiliar adult. While home
assessments may not always be possible, the assessor should strive to gather as much information as possible
from informal observation, parental and other service provider interviews, and videotapes, if available.
Suggestions for maximizing the assessment environment include:

e Allow a parent or familiar caregiver to remain with the child

e Give instruction in language familiar to the child

e Encourage the child with favorite toys or food treats as appropriate

e Clear the assessment room from distractions and irrelevant materials

Factors to Consider in a Comprehensive Assessment

Assessment for intervention planning includes comprehensive exploration in six specific domains:

(1) Communication,
(2) Motor skills,
(3) Sensory processing,
(4) Behavioral functioning,
(5) Adaptive functioning,
(6) Family functioning.

1. Communication

The range of communication skills in children with ASD is vast. Children with ASD range from a level of
using primarily nonverbal communication means to the level of having very good verbal language skills.
Children also demonstrate a wide range of social communication skills from having limited joint attention such
as eye contact to being able to participate in conversational turn taking. Social communication skills are
typically disordered in children with ASD. A thorough communication assessment including verbal and
nonverbal communications skills is required to inform intervention planning.

Four broad areas of communication warrant particular attention (Wetherby, Prizant & Schuler, 2000):
a. Language and Communication

Expressive language and communication

Gestural means

Vocal repertoire

Verbal means (words, sentences, conversation)

Modality strengths and preferences (speech, gestural, visual)

b. Receptive Language and Communication
Nonlinguistic response strategies
Understanding of conventional meanings
Comprehension of vocabulary, sentences and discourse

C. Sociocommunicative and Socioemotional
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Adapted from: The California Department of Developmental Services, 2002 Draft May 2005



Range of communicative functions expressed

Reciprocity of communication (rate of communicating, use of repair strategies)
Social-affective signals for social referencing and to regulate interaction
Comprehension of and expression of emotion in language and play

Self and mutual regulatory strategies to modulate arousal and emotional state

d. Language-Related Cognitive Domains
Attention in social and nonsocial contexts
Symbolic representation in symbolic and constructive play
Imitation strategies
Anticipation of routines and event knowledge

Recommended Tools

Regardless of the procedures chosen, the assessment team should obtain a sampling of communicative abilities
across domains and environments. This entails the use of suggested standardized assessment instruments along
with more informal interviews with caregivers and child observations.

Parent-Interview/Observation
e Communication and Symbolic Behavior Scales (CSBS)
e Autism Diagnostic Observation Schedule, Generic (ADOS-G)

Direct Child Assessment

Preschool Language Scales, 3rd Edition (PLS-3)

Receptive and Expressive One Word Picture Vocabulary Tests (2000) (EOWPVT & ROWPVT)
Expressive One Word Picture Vocabulary Test (2000) (EOWPVT)

Sequenced Inventory of Communicative Development, Revised (SICD-R)

Pre-Clinical Evaluation Language Fundamentals (Pre-CELF)

Comprehensive Test of Phonological Processing, extended norms, for children with precocious language
(CTOPP)

2. Motor Skills

Many children with ASD experience fine and gross motor challenges. Difficulties in motor functioning may
interfere with difficulty processing and obtaining information from the environment. Generally, difficulties in
motor functioning are evidenced through parent report and child assessment. Direct observation may reveal a
child who seems to explore the environment or has difficulty with motor tasks such as holding a crayon or
pencil or manipulating objects. When these concerns are present, occupational and/or physical therapy
evaluation specific to the issue becomes an essential component of the assessment.

Children who perseverate for long periods engaging in motor stereotypy are missing countless learning
opportunities throughout the day, which further hinders developmental progress. Given the importance played
by coordination between visual motor processing and motor performance for optimal learning, these areas
should be an essential component of a comprehensive assessment process. The depth and scope of testing is
based upon evidence from other sources and direct observation. With all children, particular attention to
functional motor skills is necessary.

Recommended Tools ]
e Beery-Buktenica Developmental

Test of Visual-Motor Integration
(BERRYVMI)
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e Peabody Developmental Motor Scales (PDMS-2)
e Bruininks-Oseretsky Test of Motor Proficiency (BOTMP)
3. Sensory Processing

Many children with ASD have difficulty modulating emotions and processing sensory and environmental
input. Hyper- and hypo- sensitivity to sensory stimuli and problems maintaining arousal, focused attention and
shifting attention, are well documented both empirically (Baranek, 1999; Ornitz; 1989; Yeung-Courchesne &
Courchesne, 1997) and through anecdotal accounts (Grandin, 1986). Differing neurological mechanisms have
been proposed to account for these difficulties (Akshoomoff & Courchesne, 1992). Sensory processing issues
often limit their ability to attend to and process other information in the environment necessary for cognitive
development and learning. The comprehensive assessment must include a description of the child’s sensory
profile and the interrelationship between current functioning and accommodating intervention strategies.

Recommended Tools

e Parent Interview and Observation (PI1O) e Infant/Toddler Sensory Profile
e Sensory Profile (ITSP)
4. Behavioral Functioning

A large body of research has developed which supports the frequently purposeful and functional nature of
challenging behavior. It may be purposeful in that it is often an adaptive response designed to gain a desired
action, object or effect (Carr, 1994). For children with ASD, this represents a marked change from the
viewpoint that difficult behavior was solely maladaptive or self-stimulatory. This is particularly salient for
children with ASD due to their extreme difficulties with social cognition and communication. When viewing
typical child development, challenging child behaviors (crying, tantrums) often precede the development of
more typical communicative means. With the benefit of careful assessment and intervention, increasingly
mature communicative behaviors can replace maladaptive ones.

Behavioral problems can develop for one or more reasons, including:

e Communication failures: Tantrums, aggression and self-injury often occur in lieu of more socially
acceptable communicative means that are beyond the child’s skill repertoire.

e Environmental stressors: Some children with ASD may experience sensory hypo/hypersensitivity.
These children may scream or have a tantrum when they hear a doorbell or the telephone or become
overwhelmed in a crowded supermarket.

e Need for routine and structure: Changes in routines or the environment are often difficult for children
with ASD to comprehend, particularly when presented through communication avenues that are
challenging.

e Atypical problem solving: Unwanted behaviors may be used to gain attention, escape undesirable
situations, or gain access to objects or activities.

Recommended Tools

Vineland Adaptive Behavior Scales (VABS)
Scales of Independent SIB-R Maladaptive Index
Behavior Assessment System for Children (BASC)

Temperament and Atypical Behavior Scale (TABS)
5. Adaptive Functioning
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Adaptive functioning, which encompasses self-care and daily living skills, is also an important focus for
assessment. Procedures and tools used as part of the diagnostic evaluation process (e.g., Vineland), as well as
informal interviews, are appropriate for gathering this information. Oftentimes, parents prioritize issues such as
potty training, feeding and dressing, which are amenable to behavioral intervention. Adaptive skills are a
necessary component of the total developmental profile and often have a significant impact on family
functioning and the child’s inclusion within community activities. The person conducting the assessment should
provide recommendations and resources in order to assist parents in developing functional skills in their child
with ASD.

Recommended Tools

Vineland Adaptive Behavior Scales (VABS)
Scales of Independent Behavior- Revised (SIB-R)
Adaptive Behavior Assessment-11 (ABAS-I11)
Brigance Developmental Screener

6. Social Emotional Functioning

The clinician may also choose to utilize specific measures of social and emotional developments specific to
young children to clarify the diagnostic picture. These instruments clearly specify in more detail, aspects of
functioning in key areas that are often affected in children with ASD.

Recommended Tools
e Behavior Assessment Scale for Children (BASC)
e Child Behavior Checklist (CBCL)
e Parent/Child Interaction and Receptivity
e Social Skills Rating System (SSRS)
7. Family Functioning

Assessment of the family environment is a crucial element of any comprehensive assessment of young children
with ASD, as it is for any child with developmental or behavioral challenges. Family members are the primary
and constant care providers in a child’s life. Community and family outings are often severely restricted due to
child behavioral issues. Family assessment, with the goal of providing family-centered intervention is designed
to strengthen the family’s ability to influence their child’s development and well being (Dunst, Trivette & Deal,
1988).

Issues that stress the family system directly influence their ability to support their child with disabilities. The
time and attention needed to coordinate intervention and manage behavior often detract from care for siblings,
which lead to further conflict and stress.

Adaptation to a child with a disability is a lifelong process that manifests quite differently from family to family
and among members within families. Perceptions of loss, anger and grief also vary considerably and have little
association with degree of child impairment (Bristol, Gallagher & Schopler, 1988; Harris, 1994b). Parents
often find themselves in the situation of educating strangers regarding the child’s disability after a public
tantrum or outburst. Contacts with friends are often diminished which further curtails much needed social
support.

Recommended Tools
e Questionnaire on Resources and Stress (QRS)
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e Parenting Stress Index (PSI)

Formulation, Presentation, and Documentation of Findings

Findings and determinations from the diagnostic evaluation and assessment for intervention planning are
formulated into a comprehensive report, and presented to the family in person and through a timely written
report. Once a diagnostic conclusion is formulated, it is presented to the family. The following guidelines are
recommended:

e The team should explain the scope of the evaluations and diagnostic conclusions in understandable
terms to the family.

e Team members should consider parents’ concerns, as well as their educational and cultural background,
language, and coping styles.

e Parents should be guided honestly and accurately in realistic expectations for their child based upon the
findings, empirical literature, and clinical experience of the team members.

e Clinicians should convey their confidence or reservations about the findings, along with supporting
documentation and implications, for intervention planning.

e Clinicians should discuss treatment options and elicit the parents’ responses to the findings and
recommendations.

Age Six and Older
Referral and Screening

Children who first present for evaluation at school age or older generally do so as a result of parental and/or
school concerns regarding social functioning. Behaviors that were acceptable or less noticeable in a familial or
cultural context may emerge once the child enters school and demands for behavioral conformity and
competence increase. Other children with less obvious differences may present at a later age for additional
evaluation.

Four factors commonly prompt initial referral at an age beyond preschool:

e Symptom changes and diagnostic dilemmas

e Atypical social behavior

e Difficulty in meeting academic and/or behavioral expectations

e Increased exposure to a broader culture with specific expectations for focused social behavior

Many autism/Asperger specific instruments and checklists are available for use in screening. Screening tools
have yet to demonstrate adequate reliability and validity of these tools in the 6 through 22 age group. The intent
of screening is to gather information that may lead to a referral for evaluation.

Commonly used instruments such as the BASC, the Achenbach (CBCL) or the Vineland Teacher survey, may
provide qualitative information useful in the intake referral. However, it should be noted that these instruments
do not have a normative database for ASD. They may be useful for describing behaviors of concern and used
as a point of discussion during the intake or evaluation.
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Recommended Tools

e Gilliam Autism Rating Scale (GARS)
e Asperger's Syndrome Diagnostic Scale (ASDS)
e Gilliam Asperger’s Disorder Scale (GADS)

Diagnostic Evaluation and Assessment

Evaluation and assessment in children 6 and older are most likely to occur concurrently. Best Practice for
conducting a diagnostic evaluation of autistic spectrum disorders (ASD) in individuals age 6 and older
incorporates all components of the process for age birth to 5 and also requires consideration of numerous

important factors unique to older children. Best Practice for conducting an assessment also includes components

of the process for ages birth through five with the additional need to collect information, which will determine

appropriate interventions in an educational setting.

e Symptoms of autistic spectrum disorders have a wide range of expression and change, over the course of

development and intervention, and in relation to the degree of any associated mental handicap.

e Differential diagnosis is more challenging due to the increasing possibilities for alternative diagnoses,
the long-term effects of environmental interactions on behavior, and the possibility of coexisting
conditions. Refer to Appendix G for more information relating to diagnosis of Asperger Syndrome.

e The success of the diagnostic and assessment processes depends on collaboration among all service
agencies, disciplines, programs, professionals, and caregivers responsible for providing services to the

individual.

e Establishing an early developmental history is more challenging as the age of the individual increases.

A diagnostic evaluation/assessment for ASD in a child of school age or older involves new and expanded areas

for investigation. These include the opportunity to interview the child directly and the need for a detailed

psychological evaluation, a communication assessment, and evaluations of social competence and functioning.

A complete diagnostic evaluation of older children and adolescents includes the following areas:

Record review
Medical evaluation
Parent/caregiver interview
Direct child evaluation

0 Interview

o0 Observation in different environments
Psychological evaluation
Cognitive assessment
Adaptive functioning assessment
Mental health assessment/psychiatric functioning
Communication assessment
Evaluation of social competence and functioning
Evaluation of behavior, interests, and activities
Assessment of family resources and needs
e Assessment of executive functioning

Adapted from: The California Department of Developmental Services, 2002

Draft May 2005
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1. Record Review

The focus of record review is to examine and compare descriptions of past development and behavior with
current concerns. The older a child at the time of first presentation, the more information he or she will have
amassed, potentially including medical, school, and psychological records and data from other evaluations or
intervention reports.

2. Medical Evaluation

The medical evaluation of children age 6 and older involves four major components:
1. A comprehensive medical history,
2. The family medical and mental health history,
3. The physical and developmental neurological examination,
4. Laboratory testing (e.g. genetic, metabolic).

Avreas of investigation of special interest among children age 6 and older include:

e Medical records for evidence of neurologic or systemic disease, particularly disorders that may be
episodic or insidious in their onset;

e Results of previous physical, neurological, and cognitive examinations for evidence of abnormalities and
consideration of whether to repeat tests in light of newer tests or inconsistent results;

e Coordination difficulties (in handwriting, sports activities, and bike riding, for example) and the timing
of their onset;

e Changes in the child’s personality, mood, or temperament;

e The presence of problems with attention span, distractibility, or impulsivity and when and under what
conditions they occur;

e Several years of normal development followed by a marked developmental regression (with adolescents
in particular, one should evaluate the possibility of a seizure disorder, particularly in the face of
behavioral deterioration and lower cognitive functioning).

A thorough review of the medical history also takes into consideration any medications currently or previously
prescribed and their benefits and side effects.
3. Parent/Careqgiver Interview

Parent interviews of older children are potentially complicated by the fact that the older the individual, the
more challenged is the memory of a parent, sibling, family member, or other caregiver providing historic
detail. In addition, the possibility exists that earlier history may be inadvertently described and interpreted in
the context of current behavioral or communication challenges.

A combination of approaches, however, can help the clinician gather information with a relatively high degree
of accuracy. Probing a single, specific event; employing formal instruments; and obtaining objective rather than
subjective descriptions of behavior through means such as family videotapes are examples of such approaches.
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Recommended guidelines for interviews are listed below:

1. Whenever possible, it is important to obtain objective rather than subjective descriptions of behaviors. For
example, family videotapes and/or fifteen minutes of video with another child are a good basis for
discussion. Review of child behavior in this manner with the parent also helps them to understand the types
of behavior and style of interaction that are the focus of clinical attention and develop a common language to
guide the interview.

2. In addition, probing specific events like a birthday or holiday celebration can be more helpful in eliciting
detail than a broad question that demands a caregiver reflect on years of memories (Klin, Sparrow, et al.,
2000).

3. Formal interview instruments play an increasingly important role in retrieving and reconstructing a child’s
early history, particularly as time lapses between the child’s early years and current evaluation (Lord et al.,
1997). Consequently, familiarity with standardized interview measures, in addition to awareness of the range
of symptom expression and appreciation of the complexities of developmental change, are crucial for
diagnostic evaluation purposes.

Recommended Tool

e Autism Diagnostic Interview, Revised (ADOS-R)
4. Direct Child Evaluation

The most significant difference between direct child evaluation of children birth through age 5 and those age 6
and older is the opportunity to gather information through a face-to-face interview of those older children with
adequate language skills. Play interviews are entirely appropriate with children in the 6 to 10 age range, as
internal concerns of children are often more amenable to play assessment rather than direct questioning.

With verbal children and adolescents, information may be gathered through direct child interview. Respecting
the child’s wish for confidentiality is important and a factor unique to the older age group. The specific format
can be either formal or informal and is dependent upon the specific referral questions:

1. The ability to manage conversational interchange—topic management, initiation: response ratios,
shifting, maintenance and extension

2. The ability to recognize and respond to clarification or requests or to request clarification
3. The ability to interpret non-literal language accurately, humor, sarcasm, irony, etc.
4. The ability to recognize indirect and polite forms
5. The awareness of a need for shifts in register—i.e., teacher/student;
peer/peer (this may be observed in other contexts) " "
6. The capacity to modulate tone and volume and other prosodic Best Practice: Referring

parties clearly identify
the reason for referral,
select the most
appropriate evaluation
resource, and share
relevant information in a

Recommended Tools timely manner.

Structured Interviews
¢ Autism Diagnostic Observation Schedule (ADOS)

features

7. The flexibility in dealing with a range of situations and ability to
modulate response

8. Nonverbal communication—this includes shifts in eye gaze, body
positioning, etc.
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5.

Self-Report Measures

e Behavioral Assessment System for Children (BASC)
e Achenbach Child Behavior Checklist-Youth Self-Report (CBCL-Y)

Comprehensive Psychological Evaluation

Three broad areas of psychological evaluation help to establish a framework against which to evaluate specific
diagnostic criteria and to establish a differential diagnosis:

5.a

1. Measures of overall intellectual level (cognitive assessment),
2. Measures of adaptive functioning,

3. Assessment of mental health functioning, and

4. Assessment of executive functioning.

Cognitive Functioning.

For those older children and adolescents who function academically at grade level, cognitive
performance may not be a source of concern. Referral questions in this group typically center on
significant behavioral and/or social concerns best addressed through an adaptive assessment and/or child
interview. Regardless of the instrument chosen, awareness of the “floor” effect— the insensitivity of an
instrument at lower levels of function—inherent in many standardized 1Q tests, is particularly relevant
for children and adolescents who function at lower developmental levels.

Recommended Tools
Verbal Tests

Wechsler Preschool and Primary Scales of Intelligence, 3 Edition (WPPSI-111)
Wechsler Intelligence Scale for Children, 3" Edition (WISC-111)
Wechsler Individual Achievement Test, 2" (WIAT-II)
Standford Binet, 4™ Edition (SBIV)

Kaufman Assessment Battery for Children (KABC)

Kaufman Test of Educational Achievement (KTEA)

Cognitive Assessment System (CAS)

Differential Abilities Scale (DAS)

Mullen Scales

Woodcock Johnson-3 (1Q test)

Woodcock Johnson Test of Achievement (WJIII)

Nonverbal Tests

Universal non verbal Intelligence test (UNIT)
Tests for Younger Children

NEPSY

Mullen Scales of Early Learning

Differential Abilities Scale (DAS)

5.b Adaptive Functioning
Some children with autism may score in the normal range on 1Q tests and yet be functionally impaired in
that they are unable to demonstrate their abilities in daily situations. Such information is relevant for
diagnosis and intervention planning and for differentiating ASD from other conditions. In the absence of
mental retardation on traditional intelligence testing, a child may still be considered functionally impaired
if the extent of their difficulties causes clinically significant impairment in daily functioning (personal,
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social, academic). Thus, a profile of adaptive skills is crucial for diagnosis as well as differentiating other
conditions.

Recommended Tools

e Vineland Adaptive Behavior Scales (VABS)

e Scales of Independent Behavior — Revised (SIB-R)

e Adaptive Behavior Assessment System — 11 (ABAS-I1)

Patterns of Behavior, Interests, and Activities

Careful documentation and observation of the child’s behaviors, interests, and activities, including the
presence of restricted and repetitive behaviors and interests, which are common in children with ASD, is an
essential component of the diagnostic evaluation. Some of these behaviors may be seen in children with
other disorders as well, such as children with cognitive impairment, Tourette’s syndrome or other movement
disorders, attention impairment, obsessive-compulsive disorder, social anxiety and phobia, bipolar disorder,
schizophrenia, and certain psychotic disorders. Systematic evaluation can help clinicians diagnose ASD and
distinguish ASD from these other disorders. Such evaluation requires:

» Assessment of the functional nature of routines, rituals, or other idiosyncratic behaviors, and

 Differentiation of developmentally appropriate interests and activities from atypical interests and
activities, such as a preoccupation with or inflexible fixation on a topic. These restricted interests should
be differentiated from other clinical conditions.

5.. Mental Health
An assessment of mental health and psychological functioning helps differentiate ASD from other
psychiatric disorders and/or determine the presence of coexisting psychiatric conditions. Depression,
anxiety disorders, attention-deficit/hyperactivity disorder, Tourette’s disorder, bipolar disorder,
psychotic disorders, oppositional and mood disorders, and motor and vocal tics are among the
conditions to be differentiated.

Clinical diagnostic interviews supplemented by structured interview tools and play- or activity-based
assessments, projective tests, and other instruments such as self-report measures are appropriate avenues
for assessing behavioral and psychological functioning.

Recommended Tools
e Minnesota Multiphasic Personality Inventory-Adolescence (self-report) (MMPI-A)
Autism Diagnostic Interview-Revised (interview) (ADI-R
Million Clinical Multiaxial Inventory-Adolescence (self-report) (MCMI-II1I)
Piers Harris Self-Esteem Scale (self-report)
Achenbach Child Behavior Checklist-youth self-report (CBCL-Y)
Personality Inventory for Children: self-report component (PIC)
Behavior Assessment System for Children (BASC)
Child and Adolescent Functional Assessment Scale (CAFAS)

5.d  Executive Functioning
Executive functioning is impaired in children with ASD. A person with ASD often has difficulty
effectively organizing his/her environment. Further neuropsychological testing may be included as part
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of the intervention planning process to explore deficits in planning, organization and cognitive flexibility
that may not have been apparent through traditional cognitive testing.

Tower of London

. Best Practice: Evaluation of academic
Tower of Hanoi

achievement is included in intervention

NEPSY planning when learning, behavioral or
ST_ROOP psychiatric disorders are suspected of
Wisconsin Card Sort Test (WCST) playing a role in the older child’s or

adolescent’s symptom presentation.

6. Motor Skills

An assessment of motor skills should be included for intervention planning. In children with ASD there is a
vast range of complexity of motor deficits, sensory integration skills, stereotypic movements and repetitive
behaviors. The function of an assessment is to identify difficulties that interfere with learning and ability to
perform adaptive skills.

Recommended Tools
e Sensory Profile
e Test of Visual Motor Skills-Revised (TVMS-R)
e Test of Visual Perceptual Skills-R (TVPS-R)
e [Consult occupational therapist/physical therapist]

7. Communication Assessment

Children of school age and older suspected of having an ASD may present with widely varying
communication skills. In addition to the more formal, structural aspects of language, such as articulation and
receptive/expressive vocabulary, a communication assessment should pay particular attention to language and
communication abilities in social situations—the “social-pragmatic” functions of language—as well as to
nonverbal skills used to communicate and regulate interaction. Pay particular attention to language and
communication abilities as they relate to a child’s ability to express himself and meet his needs.

Best Practice: Reliance on traditional measures of language may lead to findings
that are incomplete or misleading. Assessments must include an ecological
approach.

Verbal Children and Adolescents

For children with verbal language skills, a communication assessment should differentiate patterns consistent
with ASD from those seen in children with other disorders that share some of the unusual language features
common to autism. Generally, ASD must be differentiated from developmental language disorders, as well as
language disorders that are concomitant with other disorders such as schizophrenia. In addition, language
features can help distinguish among the autistic spectrum disorders, particularly Asperger’s disorder.

Because social-pragmatic abilities are not assessed by many traditional measures of language competence,
these measures may result in incomplete or misleading findings. Therefore, direct assessment, naturalistic
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observation, conversational language samples, and interviews with significant others, including parents and
educators, are all appropriate and reliable strategies to assess social-pragmatic skills.

Nonverbal/Minimal Language Children and Adolescents

Children with limited or no functional language presenting after age 6 may have an unidentified autistic
spectrum disorder. For a child age 6 or older with limited or no functional language, several areas of
examination are important: the child’s preferred mode of communication—augmentative or gestural, for
example; the child’s level of language skill relative to overall developmental level; his or her communication
intent and comprehension skills; and his or her nonverbal communication.

An understanding of the child’s capacity for social communication with or without language is obtained
through structured and unstructured observations in a variety of settings. Assessment of nonverbal
communicative behaviors consists of analysis of sociocommunicative and socioaffective behaviors,
including, among other types of nonverbal communication, the use of gaze to communicate intent and share
attention.

Recommended Tools
Verbal

e Receptive and Expressive Language Assessments
Clinical Evaluation of Language Fundamentals 4" edition (CLEF-4)
Test Of Language Development-Primary 3 edition (TOLD-P:3)
Test of Language Development-Intermediate 3™ edition (TOLD-1:3)
Test of Adolescent and Adult Language 3" edition (TOAL-3)
Oral and Written Language Scales (OWLYS)
Peabody Picture VVocabulary Test (current edition) (PPVT-I111)
Test for Auditory Comprehension of Language 3" edition (TACL-3)
Comprehensive Assessment of Spoken Language (CASL)
Pragmatic Language
Test of Language Competence (TLC)
Test of Problem Solving Revised-Elementary (TOPS-E REVISED)
Test of Problem Solving-Adolescent (TOPS — ADOLESCENT)
Test of Pragmatic Language (TOPL)

Nonverbal

Functional Communication Profile Revised

Communication and Symbolic Behavior Scales (CSBS)

Leiter International Performance Scale-Revised (LIETER-R OR LIPS-R)
Universal Nonverbal Intelligence Test

Non-Standardized

Conversational Language Sampling

Videotaping

Functional communication assessments

Pragmatic Communication Skills Protocol (published by Academic Curriculum Associates)

Adapted from: The California Department of Developmental Services, 2002 Draft May 2005
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8. Evaluation of Social Competence and Functioning

Difficulties with peer relationships are a common basis for referral of school-age children and adolescents.
While a child may have the academic abilities to succeed in school, social difficulties may prevent him/her from
interacting effectively in the home and school environment. This is why social skills goals are an essential part
of programs for children with ASD. Children with ASD vary widely in their capacity for social comprehension
and successful interaction. Differentiating children with ASD from those with, for example, attention-
deficit/hyperactivity disorder, oppositional defiant disorder, anxiety, depression, psychotic features, or mental
retardation requires evaluation of social function and deficits in peer relationships collected from multiple
sources.

Recommended Tools
e Autism Diagnostic Observation Scale (ADOS)
e Functional Behavioral Assessments (FBA)
e Social Skills Rating System (SSRS)

Family Resources and Needs

For a child whose diagnosis is uncertain, assessment of the family can distinguish between environmental and
biological factors known to contribute not only to ASD, but also to other childhood disorders. Further, a family
assessment identifies the family’s ability to foster their child’s development, their service needs, and
opportunities for parent training and support. This also enables parents and families to participate as partners in
the child’s development.

Recommended Tools
e Parenting Stress Index (PSI)

In summary, the evaluation and assessment of older children and adolescents requires clinical familiarity with
the symptomatology of psychiatric disorders. If a review of psychiatric symptoms is not possible, further
referral or consultation should occur before rendering a premature diagnostic conclusion.

Differential Diagnhosis

In establishing an accurate and reliable diagnosis, autistic spectrum disorders (ASD) must be
differentiated from each other and from other developmental, psychiatric, and behavioral disorders. In
addition to differentiating among possible diagnoses, clinicians must consider the possibility of coexisting
behavioral, cognitive, or psychiatric conditions. The increased possibilities for alternative diagnoses
demand considerable expertise, and consultation with specialists is often required.
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Broadly speaking, coexisting symptoms fall into two categories: disorders that may co-exist simultaneously
with an autistic spectrum disorder (ADHD, OCD, etc); and secondary disorders that may result from an
autistic spectrum disorder (depression, anxiety, etc.). “Higher-functioning” children and adolescents seem
especially vulnerable to secondary disorders, particularly affective, or mood, disorders. For example, a child
functioning well academically may experience social rejection from his or her peers and consequently suffer
anxiety and stress.

Formulation, Presentation, and Documentation of Findings

The considerations for diagnostic formulation, presentation, and documentation pertinent to children birth
through age 5 also pertain to children age 6 and older. There are also additional concerns for the older child
or adolescent.

Diagnostic formulation is invariably more complex with older children and adolescents. The clinical team
often is faced with identifying an ASD that was overlooked or misclassified, describing parallel disorders, or
identifying an alternative diagnostic classification. When arriving at a diagnostic conclusion is particularly
difficult, the task of the team is not only to formulate a plan to gain further information, but also to integrate
the data as well as possible to begin intervention.

Parents and caregivers need clarity and concrete information regarding findings and recommendations for future
assessments and/or intervention. The evaluation process is ongoing and the child’s progress will be reassessed
at regular intervals.
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Appendix A. “Red Flag” Indicators for Developmental Changes

Certain noteworthy clinical signs, or “red flags,” exist that can help identify children at risk for developmental
delay and/or autistic spectrum disorder within a routine office or other health facility visit. These indicators
typically are tracked through routine developmental surveillance procedures, which should occur at all well-

child visits.
e No babbling by 12 months of age,
e No back and forth gestures such as pointing, showing, reaching or waving by 12 months of age,
e No words by 16 months of age,
e No two-word meaningful phrases (does not include imitation or repetition) by 24 months of age,
e ANY loss of speech, babbling or social skills at ANY age.

Clinical Clues for Possible Autism

Delay or absence of spoken language

Looks through people; not aware of others

Not responsive to other people's facial expressions/feelings
Lack of pretend play; little or no imagination

Does not show typical interest in, or play near peers purposefully
Lack of turn taking

Unable to share pleasure

Qualitative impairment in nonverbal communication

Not pointing at an object to direct another person to look at it
Lack of gaze monitoring

Lack of initiation of activity or social play

Unusual or repetitive hand and finger mannerisms

Unusual reactions, or lack of reaction, to sensory stimuli

Source: New York Department of Health Clinical Practice Guideline for Autism and Pervasive Developmental
Disorders

Adapted from: The California Department of Developmental Services, 2002 Draft May 2005
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Appendix B. Developmental Milestones for Communication and Social Skills

Listed are developmental milestones for communication and social skills, two of the developmental areas that
define autism. Developmental milestones that children following a typical developmental sequence should
exhibit by the time they reach the specified age. Failure to achieve a developmental milestone is a clinical clue
that raises concerns that the child may have autism or some other developmental delay or disorder.

15 month developmental milestones

Makes eye contact when spoken to

Reaches to anticipate being picked up

Shows joint attention (shared interest in object or activity)
Displays social imitation (such as a reciprocal smile)
Waves "bye-bye"

Responds to spoken name consistently

Responds to simple verbal request

Says "Mama," "Dada,"

18 month developmental milestones

(All of the above, plus the following)

Points to body parts

Speaks some words

Has pretend play (such as symbolic play with doll or telephone)
Points out objects

Responds when examiner points out object

24 month developmental milestones

(All of the above, plus the following)
e Uses two-word phrases
e Imitates household work
e Shows interest in other children

Adapted from Siegel (1991) and New York Department of Health Clinical Practice Guideline for Autism and
Pervasive Developmental Disorders
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Appendix C. Screening Instruments for General Development and ASD

Category

Instrument

Website Choices*

General Developmental
Measures
Birth to Age Five

Developmental Profile 11

Slosson Educational Publications, Inc. Dept. S
PO Box 280, 538 Buffalo Road

East Aurora, NY 14052-0280

Phone: 1-888-SLOSSON, Fax: 1-800-655-3840 —
http://www.slosson.com Age: Infancy - 9.5 years

Ages and Stages Questionnaire

Brookes Publishing Co.

P.O. Box 10624; Baltimore, MD 21285-0624
1-800-638-3775; 1-410-337-8539 —
www.pbrookes.com Age: 4 - 60 months

Brigance Screens Infant and Toddler;
Early Preschool Screen

Curriculum Associates, Inc.; Corporate Headquarters
P.O. Box 2001; North Billerica, MA 01862-9914
Phone: (800) 225-0248; Fax: (800) 366-1158
cainfo@curriculumassociates Age: infancy - 9 years

Brigance Inventory of Early
Development

Curriculum Associates, Inc., Corporate Headquarters
P.O. Box 2001, North Billerica, MA 01862-9914
cainfo@curriculumassociates; (800) 225-0248

(800) 366-1158 — Age: 3 - 6 years

Child Developmental Inventory

Child Development Review « Behavior Science
Systems, Inc «. Box 19512« Minneapolis, Minnesota ¢
55419-9998, Phone 612-850-8700 * Fax: 360-351-1374
— Age: 2 - 5 years

Temperament and Atypical Behavior
Scale Screener

Attn: Customer Service, Brookes Publishing Co.
P.O. Box 10624; Baltimore, MD 21285-0624
Phone: 1-800-638-3775; Fax: 1-410-337-8539 —
www.pbrookes.com Age: 11 - 71 months

ASD Screening Tools
Birth to Age Five

The Modified Checklist for Autism in
Toddlers (M-CHAT)

The M-CHAT can be downloaded free of charge from
www.firstsign.org and can be used on-line in
conjunction with the Parental Evaluation of
Developmental Status (www.forepath.org). Age: 16 -
30 months

The Checklist for Autism in Toddlers
(CHAT)

Project Data — To view test:
http://depts.washington.edu/dataproj/chat.html
Age: 18 months

Screening Tools for Social-
Emotional Functioning

Ages & Stages Questionnaire (ASQ-
SE)

Attn: Customer Service, Brookes Publishing Co.
P.O. Box 10624, Baltimore, MD 21285-0624
Phone: 1-800-638-3775; Fax: 1-410-337-8539;
www.pbrookes.com Age: 6 - 60 months

Early Screening Project (ESP)

Sopris West, 4093 Specialty Place, Longmont, CO
80504; Phone: (800) 547-6747; Fax: (888) 819-7767

www.sopriswest.com; Age: 3 - 5 years

Temperament and Atypical Behavior
Scale (TABS)

Attn: Customer Service; Brookes Publishing Co.
P.O. Box 10624; Baltimore, MD 21285-0624
Phone: 1-800-638-3775; Fax: 1-410-337-8539;
www.pbrookes.com - Ages 11 - 71 months
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Category Instrument Website Choices*

Gilliam Autism Rating Scale (GARS) | Pro-Ed, 8700 Shoal Creek Blvd., Austin, TX 78757-
Screening Tools 6897; Phone: 800-897-3202 Fax: 800-397-7633;
www.proedinc.com/store; ltem: 6820;

Age Six to 21 Age: Infancy — 22 years

Autism Spectrum Disorders Scale Pro-Ed , 8700 Shoal Creek Blvd., Austin, TX 78757-

(ASDS) 6897; Phone: 800-897-3202 Fax: 800-397-7633;
www.proedinc.com/store; Item: 9350 Age: 5 -18
years

Gilliam Asperger’s Diagnostic Survey | Pro-Ed, 8700 Shoal Creek Blvd., Austin, TX 78757-

(GADS) 6897, Phone: 800-897-3202 Fax: 800-397-7633;
www.proedinc.com/store; Item 9460; Ages: 3 - 22
months

*Many of these instruments may be obtained through multiple publishing companies. We have provided only
one company for the purposes of this list.
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Appendix D. Instruments for Diagnostic Evaluation and
Assessment for Intervention Planning
Birth Through Age Five

Please check the age(s) for each test. Many are for various ages.

Observation
Schedule- (ADOS)

Domain Instrument Website Choices*
Diagnostic Interview | Parent The Autism Western Psychology Services
for ASD Interview Diagnostic 12031 Wilshire Blvd., Los Angeles, CA 90025 Phone:
Interview-Revised 800-648-8857, Fax: 310-478-7838;
(ADI-R) http://www.wpspublish.com/Inetpub4/index.htm
Age: 2 — adult+
The Parent Interview | http://aut.sagepub.com/cgi/reprint/7/1/9 by
for Autism — clinical | Wendy Stone (for a small fee you can purchase this
Version (PIA-CV) article from Sage Publications) or e-mail:
wendy.stone@vanderbilt.edu for further information —
Age: infancy to 3 years
Behavioral The Autism Western Psychological Service, 12031 Wilshire Blvd.
Observation Diagnostic Los Angeles, CA 90025-1251; Phone: 800-648-8857

Fax: 310-478-7838
http://ww.wpspublish.com/Inetpub4/index.htm Age:
infancy - 3 years

Autism Diagnostic
Observation
Schedule, Generic
(ADOS-G)

Western Psychological Service

12031 Wilshire Blvd., Los Angeles, CA 90025-1251
Phone: 800-648-8857; Fax: 310-478-7838
http://Aww.wpspublish.com/Inetpub4/index.htm
Age: 6 months - adult

The Childhood
Autism Rating Scale
(CARS)

Western Psychological Service, 12031 Wilshire Blvd.
Los Angeles, CA 90025-1251; Phone: 800-648-8857
Fax: 310-478-7838
http://www.wpspublish.com/Inetpub4/index.htm Age:
over 2 years

Cognitive Testing Formal Bayley Scales Jossey-Bass, 10475 Crosspoint Blvd., Indianapolis, IN
procedures 46256; Phone: (877) 762-2974; Fax: (800) 597-3299
and Tools http://www.josseybass.com/WileyCDA/WileyTitle/produ
ctCd-0471326518.html - Age: 1 - 42 months
Wechsler Publisher: The Psychological Corporation

Intelligence Scale for
Children

Harcort Corp. Locked bag 16, St ,

Peters NSW 2044, AUSTRALIA

Fax: 61 (0)2 9517 8981
http://www.harcourt-au.com/ - Age 2-6 years

Mullen Scales of
Early Learning

AGS Publishing, P.O. Box 99, Circle Pines, MN 55014-
1796, Phone: 800-328-2560; Fax 800-471-8457;
www.agsnet.com Age: Birth — 68 months

Stanford-Binet, 4th
Edition

Customer Service Department, Riverside Publishing, 425
Spring Lake Drive, Itasca, IL 60143-2079; Phone: 800-
323-9540; Fax: 630-467-7192;
http://www.riverpub.com/products; Age 2 — 23 years
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Apnpnendix D

Domain

Instrument

Website Choices*

Cognitive Testing

Merrill-Palmer
Scales of Mental
Tests

Stoelting Co., 620 Wheat Lane, Wood Dale, IL 60191;
Telephone: 630-860-9700; FAX: 630-860-9775; E-mail:
psychtests@stoeltingco.com; Web:
www.stoeltingco.com/tests Age: 0 — 14 years

Leiter International
Performance Scale

Psychological and Educational Tests Division, Stoelting
Company, 620 Wheat Lane, Wood Dale, IL 60191
Phone: (630) 860-9700; FAX: (630) 860-9775
www.stoeltingco.com/tests Age: 2 - 21 years

Kaufman Psychological and Educational Tests Division, Stoelting

Assessment Battery | Company, 620 Wheat Lane, Wood Dale, IL 60191

for Children Phone: (630) 860-9700, Fax: (630) 860-9775
www.stoeltingco.com/tests Age: 3 - 18 years

Brigance Phoenix Learning Resources, 2349 Chaffee Drive, St.

Louis, MO 63146. , Ph.: 800-221-1274 Fax: 314-569-

Informal 2834 E-mail: phoenixl@interport.net;
procedures http://www.phoenixlearninggroup.com/plr/plr_contact.ht
m; Age: 21 - 90 months
Developmental Slosson Educational Publications, Inc. Dept. S
Profile 11 PO Box 280, 538 Buffalo Road, East Aurora, NY 14052-
0280, Phone: 1-888-slosson, Fax: 1-800-655-3840
http://www.slosson.com - Age: Birth - 7 years
Early Learning Kaplan Early Learning Company Phone: 1-800-334-
Accomplishment 2014 or 336-766-7374; Fax: 1-800-452-7526 —
Profile http://www.kaplanco.com/curriculum/assessment.asp
Age: 4 months — 5 years
Communication and | Attn: Customer Service; Brookes Publishing Co.
Parent- Symbolic Behavior P.O. Box 10624; Baltimore, MD 21285-0624
Interview Scales Phone: 1-800-638-3775; Fax: 1-410-337-8539

Observation

www.pbrookes.com - Age: 6 months — 6 years

Speech and
Language

Direct Child
Assessment

Preschoold Language
Scales, 3" edition

The Psychological Corporation

P.O. Box 839954

San Antonio, TX 78283-3954
1-800-228-0752

http://www.psychcorp.com/ Age: 3 -5 years

Receptive and
Expressive One
Word Picture
Vocabulary Tests

Pro-Ed, 8700 Shoal Creek Blvd., Austin, TX 78757-
6897 Phone: 800-897-3202 Fax: 800-397-7633;
www.proedinc.com/store

Item #9066; Age: Birth — 18 years

Sequenced Inventory
of Communicative
Development,

Pro-Ed
8700 Shoal Creek Blvd.
Austin, TX 78757-6897

Revised Phone: 800-897-3202 Fax: 800-397-7633
www.proedinc.com/store
Item: 6995; Age: 4 months - 4 years

Pre-Clinical Harcourt Assessment Inc., 19500 Bulverde Road San

Evaluation Language
Fundamentals (Pre-
CELF)

Antonio, Texas 782591; Phone: 800-211-8378; Fax: 1-
800-232-1223 http://harcourtassessment.com
Age: 3 -6 years

Adapted from: The California Department of Developmental Services, 2002
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Anpendix D

Domain Instrument Website Choices*
Comprehensive Test | Pro-Ed., 8700 Shoal Creek Blvd.
Speech and of Phonological Austin, TX 78757-6897
Language Processing, extended | Phone: 800-897-3202 Fax: 800-397-7633

norms, for children
with precocious

http://www.proedinc.com/store/index
Item: 8930; Age: 5 - 24 years

language
Vineland Adaptive AGS Publishing
Behavior Scales 4201 Woodland Road

. (VABS) Circle Pines, MN 55014-1796

Adaptive Scales phone 800.328.2560 | fax 800.471.8457 /
customerservice@agsnet.com. Age: Birth — 18 years

Scales of Customer Service Department
Independent Riverside Publishing

Behavior, Revised
(SIB-R)

425 Spring Lake Drive

Itasca, IL 60143-2079

Customer Service: 800-323-9540

Fax: 630-467-7192

http://www.riverpub.com/products; Age: infancy-90 + year

Adaptive Behavior
Assessment System-
I

Multiple Publishers

Mental Health

Minnesota
Multiphasic
Personality Inventory
— Adolescence; Self-
report

Pearson Assessments Ordering Department, 5™ Floor,
P.O. Box 1416 Minneapolis, MN 55440
1-800-627-7271, ext. 3232 Fax:

1-800-632-9011; Age: 14 — 18 years

Million clinical
Multiaxial Inventory
— Adolescence Self
Report

Pearson Assessments Ordering Department, 5" Floor,
P.O. Box 1416 Minneapolis, MN 55440
1-800-627-7271, ext. 3232 Fax:

1-800-632-9011

Piers Harris Self-
Esteem Scale Self-
Report

Multiple Publishers
Age: 13-15 years

Personality Inventory
for Children: Self-
Report Component

Multiple Publishers
Age: 12 — 18 years

Child and
Adolescent
Functional
Assessment Scale
(CAFAS)

Need permission from Hodges, K., Eastern Michigan
University, Department of Psychology; Age: 7 — 17 years

Preschool and Early
Childhood
Functional
Assessment Scale
(PECFAS)

Multiple Publishers
Age: 3 -6 years

Tower of London

Multiple Publishers
Age: 7 — 16 years

Tower of Hanoi

Multiple Publishers

STROOP

Multiple Publishers
Age: 8 — adult
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Anpendix D

Domain Instrument Website Choices*
Peabody Pro-Ed , 8700 Shoal Creek Blvd., Austin, TX 78757-6897
Motor Scales www.proed.com; Age: Birth - 5 years
Bruininks-Oseretsky | AGS Publishing; 4201 Woodland Road; Circle Pines,
Test of Motor Minnesota 55014-1796; Phone: 800-328-2560
Development Fax: 800-471-8457, www.agsnet.comAge: 4-14
Beery-Buktenica Pearson Assessments Ordering Department, 5™ Floor,
Developmental Test | P.O. Box 1416 Minneapolis, MN 55440;
of Visual-Motor 1-800-627-7271, ext. 3232 Fax:
Integration 1-800-632-9011; Age: 2-8 years
Slosson Educational Publications, Inc. Dept. S
Test of Visual Motor | PO Box 280, 538 Buffalo Road, East Aurora, NY 14052-
Skills (TVMS-R) 0280, Phone: 1-888-SLOSSON, Fax: 1-800-655-3840
Age: 3-14 years
Test of Visual Pro-Ed , 8700 Shoal Creek Blvd., Austin, TX 78757-
Perceptual Skills 6897; Phone: 800-897-3202 Fax: 800-397-7633;
(TVPS-R) www.proed.com, Age: 3-74 years
Parent Interview and | Multiple Publishers
Sensory Observation

Sensory Profile

Harcourt, 19500 Bulverde
San Antonio, TX 78259 - Attn: Customer Service —
phone: 1-800-211-8378. Age: 3-10 yrs

Infant/Toddler
Sensory Profile

Harcourt, 19500 Bulverde
San Antonio, TX 78259 - Attn: Customer Service —
phone: 1-800-211-8378. Age: 7-34 months

Family Measures

Questionnaire on
Resources and Stress

Refer to:
http://www.lighthouse.org/envision/fall2002/parental stre
ss.htm; Ages: Family members 5-100

Parenting Stress
Index

Harcourt, 19500 Bulverde
San Antonio, TX 78259 - Attn: Customer Service —
phone:1-800-211-8378. Age: 3 months - 10 years

Socio-
Emotional/Behavioral

Social Skills Rating
System (SSRS)

Pro-Ed, 8700 Shoal Creek Blvd., Austin, TX 78757-6897
Phone: 800-897-3202 Fax: 800-397-7633

www.proed.com, Age: 3 — 18 years

Temperament and
Atypical Behavior
Scale (TABS)

Attn: Customer Service, Brookes Publishing Co.
P.O. Box 10624, Baltimore, MD 21285-0624
Phone: 1-800-638-3775; Fax: 1-410-337-8539
www.pbrooks.com; Age: 11-71 months

Child Behavior
Checklist (CBCL/1-
1/2-5)

Achenbach System of Empirically Based Assessments
ASEBA, Room 6436, 1 South Prospect Street,
Burlington, VT 05401-3456, 802-565-8313 or 802-656-
2608, Fax: 802-656-2602; mail @ ASEBA.org; Age: 18-
35 months

Devereux Early
Childhood
Assessment Prog.
(DECA)

Kaplan, P.O. Box 609, Lewisville, NC 27023; 800-334-
2014; Kaplan@kaplanco.com; Age: 2 -5 years

BASC Portable
Observation Program

AGS Publishing, P.O. Box 99, Circle Pines, MN 55014-
1796; Phone: 800-328-2560; Fax 800-471-8457;
www.agsnet.com Age: Birth — 21 years
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Appendix E. Instruments for Diagnostic Evaluation and
Assessment- Age 6 and Older

Domain Instrument Publisher
' Yr\1/tee i:}zl:;ce Harcourt, 1_9500 Bulverde _
Cogni tive Standardized Scale for San Antonio, TX 78259 - Attn: Customer Service —
Tests Children. 3 phone:1-800-211-8378. _
Edition ' Harcourtassessment.com; Age: Birth - 16 years
\I/r\1/ti ?Ilqizlsrr]ce Harcourt, 1_9500 Bulverde _
Scale for San Antonio, TX 78259 - Attn: Customer Service —
Children. 4t phone:1-800-211-8378.
Edition ' Harcourtassessment.com; Age: 6-16 years

Wechsler Adult
Intelligence
Scale, 3" Edition

Harcourt, 19500 Bulverde

San Antonio, TX 78259 - Attn: Customer Service —
phone:1-800-211-8378.

Harcourtassessment.com; Age: 16 — 89 years

Stanford Binet,

Customer Service Department; Riverside Publishing,
425 Spring Lake Drive
Itasca, IL 60143-2079

4" Edition Phone: 800-323-9540; Fax: 630-467-7192
http://www.riverpub.com/products Age: 2 - adult
Slosson Educational Publications, Inc. Dept. S

Kaufman PO Box 280, 538 Buffalo Road

Assessment East Aurora, NY 14052-0280

Battery for Phone: 1-888-SLOSSON

Children Fax: 1-800-655-3840

http://www.slosson.com; Age: 3 - 18 years

Kaufman Test of

AGS Publishing; 4201 Woodland Road

Educational Circle Pines, MN 55014-1796

Achievement phone 800.328.2560 | fax 800.471.8457
(KTEA) [/customerservice@agsnet.com. Age: birth - 22
Cognitive Riverside Publishing, 425 Spring Lake Drive
Assessment Itasca, IL  60143-2079; Phone: 800-323-9540;
System (CAS) www.riversidepublishing.com Age: 5-17 years
Differential Multiple Publishers

Abilities Scale Age: 2.5 - 18 years

Woodcock Riverside Publishing, 425 Spring Lake Drive

Johnson-3 (1Q
Test)

Itasca, IL  60143-2079; Phone: 800-323-9540;
www.riversidepublishing.com Age 2 — 90+ years

Woodcock
Johnson Test of
Achievement

Riverside Publishing, 425 Spring Lake Drive
Itasca, IL  60143-2079; Phone: 800-323-9540;
www.riversidepublishing.comAge: 5-20 years

McCarthy Scales
of Children’s
Abilities

PsychCorp, A brand of Harcourt Assessment, Inc.,
19500 Bulverde Road, San Antonio, TX 78259;
Telephone: 800-211-8378; FAX: 800-232-1223; E-mail:
customer_care@harcourt.com; Web:
www.PsychCorp.com Age: 2.5 - 8.5 years

Adapted from: The California Department of Developmental Services, 2002

32
Draft May 2005




Appendix E

Domain Instrument Publisher
.. Universal Riverside Publishing, 425 Spring Lake Drive
Cognitive non verbal Itasca, IL  60143-2079, Phone: 800-323-9540;
Nonverbal Tests X L = i ]
Intelligence test www.riversidepublishing.com; Age: 5-17 years
(UNIT)
Attn: Customer Service, Brookes Publishing Co.
Communication P.O. Box 10624, Baltimore, MD 21285-0624
and Symbolic Phone: 1-800-638-3775; Fax: 1-410-337-8539
Behavior Scales www.pbrooks.com; Age: 6 months — 6 years
oot Pro-Ed , 8700 Shoal Creek Blvd., Austin, TX 78757-
) nd 6897; Phone: 800-897-3202 Fax: 800-397-7633;
Intelligence, 2 X e
g www.proed.com;Age: Birth — 89 years
Edition
Leiter Psychological and Educational Tests Division, Stoelting
International Company, 620 Wheat Lane, Wood Dale, IL 60191,
Performance Phone: (630) 860-9700; FAX: (630) 860-9775; Age: 2 —
Scale - Revised 20 years
Standardized Kaufman Slosson Educational Publications, Inc. Dept. S
Tests with Assessment PO Box 280, 538 Buffalo Road
Minimum Battery for East Aurora, NY 14052-0280; Phone: 1-888-SLOSSON
Verbal Children Fax: 1-800-655-3840
Requirements http://www.slosson.com - Age: 2.6 -12.5 years
Jossey-Bass, 10475 Crosspoint Blvd.
NEPSY Indianapolis, IN 46256; Phone: (877) 762-2974
Assessment Fax: (800) 597-3299
http://www.josseybass.com/WileyCDA/WileyTitle/prod
uctCd-0471326518.html Age: 3 -7 years
Stoelting Co., 620 Wheat Lane, Wood Dale, IL 60191;
Mullen Scales of | Telephone: 630-860-9700; FAX: 630-860-9775; E-mail:
Early Learning psychtests@stoeltingco.com; Web:
www.stoeltingco.com/tests Age: Birth to 69 months
Merri Stoelting Co., 620 Wheat Lane, Wood Dale, IL 60191;
errill-Palmer . ) ) ) -
Telephone: 630-860-9700; FAX: 630-860-9775; E-mail:
Scales of Mental - . s
Tests psychtests@stoeltlngco.com, Web:
www.stoeltingco.com/tests Age: 1 month to 6-1/2 years
Harcourt, 19500 Bulverde
Differential San Antonio, TX 78259 - Attn: Customer Service —
Abilities Scale phone:1-800-211-8378.
Harcourtassessment.com; Age: 2.6 — 18 years
) Vineland AGS Publishing; 4201 Woodland Road
Adaptive Adaptive Circle Pines, MN 55014-1796
Scales Behavior Scales phone 800.328.2560 | fax 800.471.8457
(VABS) /customerservice@agsnet.com. Age: Birth-18 yr
Pro-Ed , 8700 Shoal Creek Blvd., Austin, TX 78757-
AAMD Adaptive | 6897

Behavior Scales

Phone: 800-897-3202 Fax: 800-397-7633;
www.proed.com; Age: 3 years - adult
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Appendix E

Domain Instrument Publisher
Customer Service Department; Riverside Publishing
Adaptive The Scales of 425 Spring Lake Drive, Itasca, IL 60143-2079
Scales Independent Customer Service: 800-323-9540; Fax: 630-467-7192
Behavior - http://www.riverpub.com/products; Age: 3 months — 90+
Revised years
Berry-Buktenica
Developmental
Motor Test of Visual- Multiple Publishers — 10 - Adult
Motor
Integration
Bruinsky- . . )
Oseretsky Multiple Publishers — Age: 4.5 — 14 years
Harcourt, 19500 Bulverde; San Antonio, TX 78259 -
Sensory Sensory Profile Attn: Customer Service — phone:1-800-211-8378.
Harcourtassessment.com; Age: 3-10 years
Adolescent and Harcourt, 19500 Bulverde; San Antonio, TX 78259 -
Adult Sensory Attn: Customer Service — Phone:1-800-211-8378.
Profile Harcourtassessment.com; Age: 11-90 years
Socio- o _
: ocial Skills ro-Ed , oal Creek Blvd., Austin, -
Emotional/ Social Skill Pro-Ed , 8700 Shoal Creek Blvd., Austin, TX 78757
havioral Rating System 6897; Phone: 800-897-3202 Fax: 800-397-7633
Behaviora (SSRS) www.proed.com; Age: 3 — 18 years
Measures
Behavior AGS Publishing, 4201 Woodland Road, Circle Pines,
Svstem for MN 55014-1796; phone 800.328.2560; fax
ys 800.471.8457; Order & Product Inquiries:
Children-2 customerservice@agsnet.com; Age: birth — 21 years
(BASC-2) -COM; Age: y
Achenbach Child
Self-report Behavior Check- . . )
Measures list — Youth Self- Multiple Publishers Age: 12-18 years
Report
Semi-Structured
P Clinical ASEBA, 1 South Prospect Street, Burlington, VT 05401-
Clinical SIUCLIEd | nterview for 3456; Tel: 802-264-6432; Fax; 802-264-6433
Measures Children and E-mail: mail @ ASEBA.org; Age: 6-18 years
Adolescents
Diagnostic Jossey-Bass, 10475 Crosspoint Blvd., Indianapolis, IN
Intt_arview for 46256; Phone: (877) 762-2974; Fax: (800) 597-3299
igg(ljg:gez?sd http://www.josseybass.com/WileyCDA/WileyTitle/prod
. ' uctCd-0471326518.html Age: 6-16 years
Revised
Schedule for
Affective Jossey-Bass, 10475 Crosspoint Blvd., Indianapolis, IN
Disorders and 46256; Phone: (877) 762-2974; Fax: (800) 597-3299
Schizophrenia http://www.josseybass.com/WileyCDA/WileyTitle/prod
for School Age uctCd-0471326518.html Age: 7 — 17 years
child. (K-SADS)
Clinical Harcourt, 19500 Bulverde
S Traditional Evaluation of San Antonio, TX 78259 - Attn: Customer Service
COFSTUHIC&I’[IOI’I Language Language phone:1-800-211-8378.
and Language Assessment Fljndamentals, Harcourtassessment.com; Age; 12 — 17 years
3" Edition
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Appendix E

Domain

Instrument

Publisher

Communication
and Language

Test of Auditory
Comprehension
of Language,
Revised

Pro-Ed , 8700 Shoal Creek Blvd., Austin, TX 78757-
6897; Phone: 800-897-3202 Fax: 800-397-7633

www.proed.com Age: 3 - 11 years

Peabody Picture
Vocabulary Test,
3" Edition

AGS Publishing 4201 Woodland Road, Circle Pines,
MN 55014-1796; phone 800.328.2560; fax
800.471.8457; Order & Product Inquiries:
customerservice@agsnet.com; Age: 2-90+

Assessment of
Pragmatics

Test of Language
Competence,
Expanded
Edition

PsychCorp, A brand of Harcourt Assessment, Inc.,
19500 Bulverde Road, San Antonio, TX 78259;
Telephone: 800-211-8378; FAX: 800-232-1223; E-mail:
customer_care@harcourt.com; Web:
www.PsychCorp.com; Age: birth — 18 years

Test of Problem

Solving - Multiple Publishers — Age: 5-8 years

Elementary

Test of problem

Solving - Multiple Publishers — Age: Adolescents
Adolescents

Test of Pro-Ed , 8700 Shoal Creek Blvd., Austin, TX 78757-
Pragmatic 6897; Phone: 800-897-3202 Fax: 800-397-7633
Language www.proed.com Age: Birth— 21+

Clinical Publisher: The Psychological Corporation
Evaluation of Harcort Corp. Locked bag 16, St

Language Peters NSW 2044, AUSTRALIA

Fundamentals 4™
Edition

Fax: 61 (0)2 9517 8981
http://www.harcourt-au.com/

Test of Language
Development —
Primary 3"
Edition

Pro-Ed, 8700 Shoal Creek Boulevard
Austin, TX 78757-6897; 512-451-3246
http://www.proedinc.com

Age: birth — 11 years

Test of Language
Development —
Intermediate 3"
Edition

Pro-Ed, 8700 Shoal Creek Boulevard
Austin, TX 78757-6897

512-451-3246, http://www.proedinc.com/
Age: birth — 12 years

Test of
Adolescent and
Adult Language
3" Edition

Jossey-Bass, 10475 Crosspoint Blvd.

Indianapolis, IN 46256; Phone: (877) 762-2974

Fax: (800) 597-3299
http://www.josseybass.com/WileyCDA/WileyTitle/prod
uctCd-0471326518.html Age: 10 — through Adult

Oral and Written
Language Scales

Pro-Ed, 8700 Shoal Creek Boulevard
Austin, TX 78757-6897; 512-451-3246,
http://www.proedinc.com/Age: 5 — 21 years

Test for Auditory
Comprehension
of Language 3"
Edition

AGS Publishing, P.O. Box 99, Circle Pines, MN 55014-
1796; Phone: 800-328-2560; Fax 800-471-8457;
www.agsnet.com Age: birth — 11 years
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Domain

Instrument

Publisher

Communication
and Language

Comprehensive
Assessment of
Spoken
Language

AGS Publishing, P.O. Box 99, Circle Pines, MN 55014-
1796; Phone: 800-328-2560; Fax 800-471-8457;

www.agsnet.com Age: 3-21

Test of Language
Competence

PsychCorp, A brand of Harcourt Assessment, Inc.,
19500 Bulverde Road, San Antonio, TX 78259;
Telephone: 800-211-8378; FAX: 800-232-1223; E-mail:
customer_care@harcourt.com; Web:
www.PsychCorp.com Age: birth — 9 years

Nonverbal
Preverbal
Communication

Communication
and Symbolic
Behavior Scales

Attn: Customer Service; Brookes Publishing Co.
P.O. Box 10624, Baltimore, MD 21285-0624
Phone: 1-800-638-3775; Fax: 1-410-337-8539
www.pbrookes.com - Age 6 months — 6 years

Functional
Communication
Profile Revised

Communication Skill Builders-A Division of the
Psychological Corporation, 19500 Bulverde Road, San
Antonio, TX 78259 Age: 3 - Adult

Grey Oral
Reading Test, 4"
Edition

Multiple Publishers

Achievement

Wide Range
Achievement
Test 3 (WRAT3)

Stoelting Co., 620 Wheat Lane, Wood Dale, IL 60191;
Telephone: 630-860-9700; FAX: 630-860-9775; E-mail:
psychtests@stoeltingco.com; Web:
www.stoeltingco.com/tests Age: 5 — 75 years
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Appendix G. Asperger’s Disorder
Background

Since Hans Asperger originally described a clinical entity termed “autistic psychopathy” in 1944,
considerable confusion and debate has occurred as to the precise definition of this disorder and
its relationship to those on the autistic spectrum. Furthermore, contemporary classification
systems bear little resemblance to Asperger’s original description. Research and interest in
Asperger’s disorder began with Wing’s 1981 introduction of the term to the literature and the
translation of Asperger’s original writings in 1991 (Frith, 1991).

Description of the Disorder

The description of Asperger’s disorder has evolved somewhat since Asperger’s original
descriptions. Differing sets of diagnostic criteria have emerged. As can be seen in the following
proposed classification systems, there is some intent to reflect Asperger’s original writings and
other attempts to strike a balance between early descriptions and contemporary classification
systems.

Hans Asperger

Asperger (1944) first described a phenomena observed in children as “autistic psychopathy.” His
writings, however, were largely unknown until the early 1980s. Although he did not identify
specific diagnostic criteria, he highlighted certain key features observed in this group.

A. Socially odd, naive and detached from others

B. Egocentric and sensitive to perceived criticism, while oblivious to other’s feelings

C. Good grammar and extensive vocabularies. Pedantic speech not used for reciprocal
conversation

Poor nonverbal communication and atypical vocal intonation

Circumscribed interests

Difficulty with academics despite average to above-average intelligence; ability to

produce original ideas and possessed of skills linked with interests

G. Poor motor coordination and organization of movement

H. Lack of common sense

nmo

Asperger described other features of note, which included stereotyped movements and play,
sensory abnormalities, destructiveness and aggression. He summarized the children’s problems
by stating that they failed to assimilate the automatic routines of every day life and followed
their own spontaneous agendas regardless of environmental constraints. He also postulated that
these traits were lifelong with a certain number of more able individuals achieving success in
adult life through compensation of their differences, such as employment and life-style with
fewer social demands (Wing, 1998).
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Lorna Wing

Lorna Wing (1981) was the first to suggest that Asperger’s disorder was a subgroup of the
autistic spectrum. Her descriptions were based on classifications of 35 individuals based upon
Asperger’s original description and modified based upon current clinical presentation. For
example, she noted that the syndrome could be observed in girls and be associated with mild
retardation and language impairment. Wing also suggested that patterns of genetic transmission
were more complex than those put forth by Asperger. Her description of the disorder is as
follows:

A. Difficulty with empathy

B. A social style characterized by naive, inappropriate, one-sided interaction, with consequential
social isolation

C. Pedantic and monotonic speech

D. Poor nonverbal communication

E. Intense absorption in circumscribed topics learned in a rote fashion

F. Poor motor coordination with clumsiness and odd posture

Gillberg and Gillberg (1989)

A. Social impairment—extreme egocentricity (at least two of the following):
a. Inability to interact with peers
b. Lack of desire to interact with peers
c. Lack of appreciation of social cues
d. Socially and emotionally inappropriate behavior

B. Narrow interest (at least one of the following):
a. Exclusion of other activities
b. Repetitive adherence
c. More rote than meaning

C. Repetitive routines (at least one of the following):
a. On self, in aspects of life
b. On others
D. Speech and language peculiarities (at least three of the following):

Delayed development

Superficially perfect expressive language

Formal pedantic language

Odd prosody, peculiar voice characteristics

Impairments of comprehension, including misinterpretations of literal/ applied
meanings

P00 T
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E. Nonverbal communication problems (at least one of the following):
a. Limited use of gestures
b. Clumsy/gauche body language
c. Limited facial expression
d. Inappropriate expression
e. Peculiar, stiff gaze

F. Motor clumsiness
a. Poor performance on neurodevelopmental examination

Szatmari (1989)

A. Solitary (two of the following):
a. No close friends
b. Avoids others
c. No interest in making friends
d. A loner

B. Impaired social interaction (one of the following):
a. Approaches others only to have own needs met
b. A clumsy social approach
c. One-sided responses to peers
d. Difficulty sensing feelings of others
e. Detached from feelings of others

C. Impaired nonverbal communication (one of the following):
Limited facial expression

Unable to read emotion from facial expression of child
Unable to give messages with eyes

Does not look at others

Does not use hands to express oneself

Gestures too large and clumsy

Comes too close to others

@rPo0oTw

D. Odd speech (two of the following):
Abnormalities in inflection
Talks too much

Talks too little

Lack of cohesion to conversation
Idiosyncratic use of words
Repetitive patterns of speech

~® o0 oW

E. Does not meet DSM-III-R criteria for autistic disorder
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DSM-IV Criteria

The diagnohstic criteria for Asperger and autistic disorders in the Diagnostic and Statistical
Manual, 4 edition (American Psychiatric Association, 1994) share the common features of
impairments in social interactions and behavior, but Asperger’s disorder differs in the following
ways:

e An absence of cognitive impairment and clinically significant language delay.
e Presence of age-appropriate self-help and adaptive skills (with the exception of social)
e Curiosity regarding the environment.

Criteria for Asperger’s disorder include the following:

A. Qualitative impairment in social interaction, as manifested by at least two of the
following:

1. Marked impairment in the use of multiple nonverbal behaviors such as eye-to eye-
gaze, facial expression, body postures and gestures to regulate social interaction

2. Failure to develop peer relationships appropriate to developmental level

3. A lack of spontaneous seeking to share enjoyment, interests or achievements with
other people (e.g., lack of showing, bringing or pointing out objects of interest to
other people)

4. Lack of social-emotional reciprocity

B. Restricted repetitive and stereotyped patterns of behavior, interest and activities, as
manifested by at least one of the following:

1. Encompassing preoccupation with one or more stereotyped and restricted patterns
of interest that is abnormal in either intensity or focus

2. Apparently inflexible adherence to specific nonfunctional routines or rituals

3. Stereotyped and repetitive motor mannerisms (e.g., hand or finger flapping or
twisting, or complex whole body movements)

4. Persistent preoccupation with parts of objects

C. The disturbance causes clinically significant impairment in social, occupational or other
important areas of functioning

D. There is no clinically significant general delay in language (e.g., single words by age 2
years, communicative phrases used by age 3 years)

E. There is no clinically significant delay in cognitive development or in the development of
age-appropriate self-help skills, adaptive behavior (other than in social interaction) and
curiosity about the environment in childhood.

F. Criteria are not met for another pervasive developmental disorder or schizophrenia.
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ICD-10 Research Criteria (1993)

A. There is no clinically significant delay in spoken or receptive language or cognitive
development. Under ICD 10 criteria, a diagnosis requires that single words be developed
by 2 years of age or earlier and that communicative phrases be used by 3 years of age or
earlier. Self-help skills, adaptive behavior and curiosity about the environment during the
first three years of life should be at a level consistent with normal intellectual
development. However, motor milestones may be somewhat delayed and motor
clumsiness is usual (although not a necessary diagnostic feature). Isolated special skills,
often related to abnormal preoccupations, are common, but are not required for diagnosis.

B. There are qualitative abnormalities in reciprocal social interaction in at least two of the
following areas (criteria as for autism):

a. Failure to adequately use eye-to eye gaze, facial expression, body posture and
gesture to regulate social interaction

b. Failure to develop (in a manner appropriate to mental age and despite ample
opportunities) peer relationships that involve a mutual sharing of interest,
activities and emotions

c. Lack of social-emotional reciprocity as shown by an impaired or deviant
response to other people’s emotions; or lack of modulation of behavior
according to social context; or a weak integration of social, emotional and
communicative behaviors

d. Lack of spontaneous seeking to share enjoyment, interest or achievements
with other people (e.g., a lack of showing, bringing or pointing out to other
people objects of interest to the individual)

C. The individual exhibits an unusually intense, circumscribed interest or restricted,
repetitive or stereotyped patterns of behavior, interest and activities in at least one of the
following areas (criteria as for autism; however, it would be less usual for these to include
either motor mannerisms or preoccupations with parts of objects or non-functional
elements of play materials):

a. Anencompassing preoccupation with one or more stereotyped and restricted
patterns of interest that are abnormal in their intensity and circumscribed
nature though not in their content or focus

b. Apparently compulsive adherence to specific nonfunctional routines or rituals

c. Stereotyped and repetitive motor mannerism that involve either hand or finger
flapping or twisting or complex whole body movements

d. Preoccupations with part-objects or nonfunctional elements of play materials
(such as the odor or feel of the play material’s surface or the noise or vibration
the play material generates)

D. The disorder is not attributable to the other variants of pervasive developmental disorder:
simple schizophrenia; schizotypal disorder; obsessive compulsive disorder; anankastic
personality disorder; reactive and disinhibited attachment disorders of childhood

The preceding interpretations of Asperger’s original work clearly illustrate the difficulties
created for clinicians in the diagnosis of Asperger disorder. Note that while all systems share
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similarities and overlapping features, there are differences that may suggest descriptions of very
different individuals. These differences are pertinent, as all research on Asperger’s disorder
before its inclusion in DSM-IV derives from these differing conceptualizations and must be
interpreted accordingly.

A number of authors and clinicians have reported difficulty diagnosing Asperger’s disorder using
DSM-1V criteria. These issues center mainly on distinguishing Asperger’s disorder from “high
functioning” autism, which will be discussed in the next paragraph. Furthermore, whereas PDD-
NOS serves as a diagnosis for cases that do not meet fully the criteria for autism or Asperger’s
disorder, Asperger’s may be used when a child evidences impairment that is not to the same
degree as autism and does not have significant mental retardation, technically, PDD-NOS
(Siegel, 1996).

Autistic Disorder vs. Asperger’s Disorder

Difficulties diagnosing Asperger’s disorder using current DSM-1V criteria revolve mainly around
the differentiation from autistic disorder. Conceptually, it is difficult to identify individuals with
significant impairment in social and behavioral domains that are similar to those seen in autistic
disorder who do not have accompanying communication deficits. Thus, it is possible that those
who do meet DSM-1V criteria for Asperger’s disorder also meet criteria for autistic disorder.
Szatmari et al. (1995) identified only one of sixty-eight preschool children previously identified
as higher functioning pervasive developmental disorder. Of the twenty-one who were given a
“clinical” diagnosis of Asperger’s disorder, 86 percent met communication criteria for autism, 81
percent met both reciprocal social impairment and restricted interest thresholds, and all twenty-
one met onset criterion. Overall, 57 percent also qualified for a diagnosis of autistic disorder.
Another study examined the use of modified DSM-1V criteria to ascertain the accuracy of expert
clinicians in the identification of Asperger’s disorder (Mahoney et al, 1998). A child was
classified as having Asperger’s disorder if he/she used spontaneous verbal phrases before age 3
and had an 1Q above seventy. Overall, agreement was 94 percent indicating that these
modifications may be useful when used by experts.

Tanguay (2000) discussed research demonstrating that cognitively, children with Asperger’s
have better verbal relative to performance scores than children with “high-functioning” autism
(HFA) on standardized 1Q tests. Others (Eisenmajer et al., 1996) suggested that few clinical
differences exist between “high-functioning” individuals with autism and individuals with
Asperger’s as categorized by clinicians. Ozonoff, South and Miller (2000) concluded that
Asperger’s disorder and “high-functioning” autism evidence the same symptoms but differ in
severity of those symptoms.

Researchers continue to question the distinction between Asperger’s and autism (Kugler, 1998)
and suggest that approaching the disorders, as part of a continuum of one disorder may be more
appropriate (Eisenmajer et al., 1996; Leekam et al., 2000; Mayes, Calhoun & Crites (2001).
Wing, who first introduced the term “Asperger syndrome” to the English-language literature in
1981, suggests that “in-depth examination of specific aspects of autistic spectrum disorders
(ASD) is likely to be more productive than pursuing differences between autism and Asperger
syndrome,” (Wing, 2000, p. 425) and argues “strongly against its existence as a separate entity,”
(Wing, 2000, p. 430). Furthermore, it is less clear that the differentiation from other ASD is
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clinically useful in that there is no consensus that Asperger’s disorder has a distinct etiology,
outcome or response to intervention different from “higher-functioning” individuals on the
autistic spectrum. It is not clear whether it is as important to distinguish Asperger’s from other
ASD, as it is to differentiate it from other disorders outside of the autistic spectrum.

While a number of authors and clinicians have noted difficulties with establishing a diagnosis

based upon DSM-IV criteria, it remains the current standard for diagnostic classification for
Asperger’s disorder and must be adhered to when making the diagnosis.

Adapted from: The California Department of Developmental Services, 2002 Draft May 2005
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Appendix G. Best Practice Checklist

AGE Screening for Autistic Spectrum Disorders
All professionals responsible for the care of children perform routine developmental
0-5 - o . ; :
surveillance to identify children with atypical development.
All professionals involved in the care of young children are aware of developmental
0-5 L
indicators of ASD.
0-5 Specific screening for ASD occurs for all children at 18 and/or 24 months of age.
Parents’ concerns about their child’s development and behaviors are elicited at every
0-5 : - - . o
health care provider contact, including well- and ill-child visits.
05 A regional interagency training and information sharing process is in place to assure
early identification of persons with ASD.
05 Healthcare professionals stay up-to-date on best practice guidelines and related
research.
Specific screening between 18 and 24 months for ASD includes the Modified
0-5 Checklist for Autism in Toddlers (M-CHAT) or the Pervasive Developmental Disorder
Screening Test-11 (PDDST 11) or other approved instrument.
Primary care providers have access to an up-to-date resource directory that facilitates
0-5 the referral process of children and adolescents to a clinical team that specializes in
diagnosing ASD.
Within the constraints of confidentiality, efficient sharing of information among
0-5 clinicians assures timely referral and more complete evaluation of children for
concerns regarding ASD.
05 The diagnosis of ASD should be made as soon as possible to facilitate intervention and
initiate family counseling.
All clinical team members are familiar with and are able to recognize the child’s
0-5 developmental level and behaviors that correspond to the diagnostic criteria for ASD
in young children.
05 Because symptoms change over time, a young child with an early diagnosis of ASD

should be reexamined at least annually to confirm the diagnosis and plan treatment.

Adapted from: The California Department of Developmental Services, 2002
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Appendix G. BEST PRACTICE CHECKLIST (Cont’d)

AGE

Diagnostic Evaluation

0-5

The diagnostic evaluation includes examination of multiple domains of functioning to
differentiate ASD from other conditions and provides a complete profile of the
individual to allow for comprehensive intervention planning and service initiation.

0-5

Planning for diagnostic evaluation before meeting with the child and family includes
identifying and reviewing all sources of relevant background information, selection of
tests including alterative test procedures, and identifying opportunities for informal
observation that can supplement formal assessment procedures.

0-5

An multidisciplinary team is the preferred method for conducting a comprehensive
diagnostic evaluation. In the absence of the multidisciplinary team, a single clinician
with specialist training and experience in evaluating ASD in young children can make
a diagnosis.

The primary health care provider is involved with other professionals in the diagnosis
and treatment of a child with ASD, and assists and coordinates specialty care and
referrals.

0-5

Informed clinical judgment is maintained through periodic training that includes a case
review, peer review of individual cases, and discussion of published literature.

When clinically indicated, observations of a child in various settings and at different
times increases the validity of information obtained and assists in diagnosis, case
management, and intervention.

0-5

The evaluative process begins with a review of all sources of relevant background
information. Attempts should be made to gather as much of this information as
possible before the meeting with the child an family.

Diagnostic accuracy improves when the diagnostic team uses formal diagnostic tools,
clinical experience, and clinical judgment in diagnosing children suspected of ASD.

0-5

All children as part of their developmental assessment are screened for vision and
hearing with referral to specialists as appropriate.

0-5

Direct behavior observation of the child in both structured and unstructured settings
improves the accuracy of the diagnosis of ASD.

0-5

Evaluation of cognitive functioning in both verbal and nonverbal domains is a
necessary component of the completed diagnostic profile of the child. Developmental
levels and/or informal measures are used when formal measures are inappropriate.

0-5

Domains or adaptive function are evaluated for all children, as they are pivotal in
diagnosing ASD and/or coexisting mental retardation.

Adapted from: The California Department of Developmental Services, 2002
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Appendix G. BEST PRACTICE RECOMMENDATIONS (Cont’d)

AGE Assessment for Intervention Planning v

Ongoing assessment of a child’s behavior and developmental profile is maintained in

0-5 - LR )
order to reformulate assessment conclusions and plan appropriate intervention.

The Involvement of parents is essential in the assessment process as they are most

0-5 knowledgeable regarding the child.
05 Cultural and family values are considered throughout the assessment process, as they
will guide team recommendations and intervention planning.
The setting in which the child is evaluated, i.e., office, home or childcare facility, is
0-5 carefully chosen to obtain representative information regarding development and
behavior.
05 Although all domains must be explored for each child, the multidisciplinary team
tailors in-depth assessments to the unique needs of each child and his or her family.
AGE Formulation, Presentation, and Documentation of Findings ~
05 The final diagnostic formulation derives form using clinical judgment to integrate

clinical data with DSM-1V/ICD-9 diagnostic criteria.

Presentation of the diagnosis to family members is accomplished by those clinicians or
0-5 team members best able to communicate a comprehensive understanding of the child
and support parents during the discussion.

Written reports document diagnostic conclusions keyed to specific DSMIV criteria.
0-5 Evaluation and assessment reports are comprehensive to parents and providers and
contain practical recommendations for the next phase in the process.

Issues and Concepts in Referral, Diagnostic Evaluation, and v

a— Assessment

Referring parties are provided with detailed information regarding evaluation
6+ resources in order to streamline the referral process and minimize delays and stress for
children, families, and providers alike.

The multidisciplinary team is preferred for diagnostic evaluation and intervention
6+ planning for older children and adolescents, as they may require a broad range of
assessment procedures.

Accurate identification and description of coexisting psychiatric conditions and

6+ . . Lo . ;
consequent symptoms establishes the basis for quality intervention planning.

Issues and Concepts in Referral, Diagnostic Evaluation, and

AEIS Assessment

An accurate and detailed family medical/psychiatric history and review of
6+ psychosocial factors, which may plan a role in clinical symptom expression, is
essential in the diagnostic process for the older cold and adolescent.

The collation and integration of multiple sources of information strengthens the
6+ reliability of the diagnosis; conclusions are weighted with respect to all evidence.
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Appendix G. BEST PRACTICE RECOMMENDATIONS (Cont’d)

Issues and Concepts in Referral, Diagnostic Evaluation, and

AGE Assessment

The developmental disability and mental health service systems collaborate and

6+ cooperate to be effective in addressing the unique service needs of children with ASD.

An assessment for intervention planning in older children includes an evaluation of
6+ skills and competencies required for transitions, such as the transition from elementary
to middle school or from home to residential living.

Assessment protocols should be designed to assist in development of functional
6+ curricular goals and intervention strategies that take advantage of the child’s
demonstrated skills and learning style.

AGE Referral Process
6+ Referring parties clearly identify the reason for referral, select the most appropriate
evaluation resource, and share relevant information in a timely manner.
AGE Components of a Diagnostic Evaluation/Assessment Process
6+ Accuracy of assessment of older children and adolescents with adequate language
skills requires a face-to-face interview.
6+ When the evaluation and assessment requires differential diagnosis of psychiatric

disorders, the clinician seeks further referral and/or consultation when indicated.

Because of wide variability in the expression of language ability among children and
6+ adolescents, a thorough communication assessment is a necessary component of the
diagnostic evaluation.

Evaluation of academic achievement is included in intervention planning when
6+ learning, behavioral, or psychiatric disorders are suspected of playing a role in the
older child’s or adolescent’s symptom presentation.

Adapted from: The California Department of Developmental Services, 2002 Draft May 2005

47




