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OVERVIEW OF TODAY’S 
PRESENTATION

The challenge of presenting on this subject 

A commitment to follow up after today’s presentation to review more elaborate 
questions/points of discussion 

“Aircraft Maintenance” theory of presentation 

All resources are available online at www.iepguardians.org under DCBA 

Emphasis on useable, practical information for you and your clients 

Examination of successful outcomes



WHAT THIS 
PRESENTATION IS NOT...

A definitive investigation of the causes of Autism 

A critique of the public school or mental health system 

A primer on special education law 

In depth comparison of peer-reviewed methodologies and 
treatments for Autism 

The final word on Autism Spectrum Disorder



WHAT THIS 
PRESENTATION IS...

A conversation starter 

A broader reference for the families you serve 

Heavier on educational (rather than clinical) recommendations  

Observation and insight from the community, workplace, school, and IEP table 

Practical and useable advice on how to assist clients and families of students with ASD 

An affirmation that in all matters of Autism, “each individual is a snowflake” and there 
is a great deal of variability in ASD subsets 

“Nobody has been able to show consistent differences between what clinicians 
diagnose as Asperger syndrome and what they diagnose as mild Autistic Disorder.” 
--Catherine Lord, Autism and Communication Disorders Ctr, Univ. of 
MichiganExamination of successful outcomes



WHAT IS AUTISM 
SPECTRUM DISORDER?

A continuum of disorders and symptoms 

Autism Spectrum Disorder (ASD hereafter) aka: Pervasive 
Developmental Disorder (PDD) 

Cause severe and pervasive impairment in thinking, 
feeling, language, and the ability to relate to others 

Usually diagnosed in early childhood due to failure to 
meet developmental milestones



ASD/PDD CONTINUUM



AUTISTIC DISORDER OR  
“CLASSIC AUTISM”

About 80% of individuals with ASD have intellectual disabilities 

Largest subset of ASD disorders  

 Among ASD, maintains the highest severity of verbal and non-
verbal impairment 

Require comprehensive and ongoing care throughout lifespan 



ASPERGER SYNDROME
Individuals with Asperger Syndrome generally maintain average intelligence and 

language development; described as a “higher functioning” form of Autism 

Observed autistic traits including difficulty with social skills, sensory issues, and 
rigidity of thinking 

May have distinct areas of perseveration that come up in conversation 

Deficits in pragmatic social communication (e.g., the “give and take” of social 
interaction) 

Bears a relationship with non-verbal learning disability 

May remain undiagnosed until later in adolescence or even adulthood 



PERVASIVE DEVELOPMENTAL DISORDER-NOT 
OTHERWISE SPECIFIED (PDD-NOS)

Individuals with PDD-NOS meet some but not all diagnostic criteria for other 
related Autism Spectrum Disorders 

Described as  “mild Autism”, where severity of ASD symptoms is not as chronic 

A generalized diagnosis which --without clear recommendations for treatment-- can 
prove to be quite difficult for interventionists 



CHILDHOOD DISINTEGRATIVE DISORDER 
(CDD)

Individuals with CDD develop normally through age 3-4, then rapidly lose motor, 
language, social, and other skills that may have been previously mastered. 

Many characteristics of “classic Autism”, but students with CDD may present with a 
wider range of receptive language strengths 

Treatment of CDD is very similar to Autistic Disorder, as most children eventualy 
maintain level of intellectual impairment similar to “classic Autism” 

Extremely rare condition 



RETT SYNDROME

Almost exclusively applies to females, with onset between 3 months and 3 years of 
age 

Extremely rare 

Chromosomal and developmental disorder impacts cognitive, sensory, emotional, 
motor, and autonomic functioning 

Health needs may include sensory, cardiac, breathing, mood, swallowing and 
digestion 



WHAT IS AUTISM 
SPECTRUM DISORDER?

PREVALENCE RATES OF SCHOOL 
RELATED DISABILITIES 

Specific Learning Disabilities: 45.3% 

Speech and Language Impairments: 19% 

Other Health Impairments: 9.25% 

Intellectual Disabilities: 8.9% 

Emotional Disturbance: 7.8% 

Autism: 3.2% 

Multiple Disabilities: 2.2% 

Developmental Delay: 1.3% 

Other Low Incidence Disabilities: 3%

Disability prevalence under IDEA



WHAT IS AUTISM 
SPECTRUM DISORDER?

2006 National Health Service 
report shows approximately 1% of 
general population has an ASD  
6 cases of ASD per 1000 people 
On average one in 150 eight-year 
olds have an ASD 

● An estimated 1.5 million Americans 
are impacted by an ASD 
● Autism is growing at an rate of 10 to 
17 percent per year  
● Autism is four times more likely in 
boys than girls with a 4.3 to 1 ratio of 
boys to girls (National Human 
Genome Research) Institute). 
● Rhett Syndrome is almost exclusive 
to girls (International Rhett Syndrome 
Association).

Students served in special education with 
diagnosis of Autism (2007 IDEA Child Count)



A NOTE ABOUT 
INCIDENCE RATES

Growth is largely attributable to 
the following: 

Improved pediatric screening 
Perceived or real funding 
incentives for diagnoses of ASD 
Diagnosis may me applied more 
broadly now 
General professional consensus is 
that actual incidence rates have not 
increased over time, only our 
identification of these individuals



A BRIEF WORD ON THE 
BIOLOGICAL BASIS OF ASD

Strongest evidence suggests genetic factors 
a prominent role in ASD 

No statistically significant link between 
vaccinations and ASD (2004 Inst. of 
Medicine) 

Twin and family studies have reveal an 
underlying genetic vulnerability to ASD 

Recent neuroimaging studies have shown a 
contributing factor  in ASD is brain growth 
dysregulation hypothesis where abnormal 
brain growth (usually a rapid increase) in 
an infant’s first months of life 

Most major areas of brain are impacted by 
ASD including the cerebellum, cerebral 
cortex, limbic system, corpus callosum, 
basal ganglia, and brain stem 

www.nimh.nih.gov



DIAGNOSTIC CRITERIA 
FOR AN ASD

CORE CHARACTERISTICS 
DSM-IV TR 

A qualitative impairment in social 
interactions; 

A qualitative impairment in 
communication; 

A restricted or stereotyped pattern of 
activities, patterns, or behaviors; and 

DSM-IV TR includes: onset before age 3 in 
social interaction, social communication/
language, and/or symbolic or imaginative 
play.



SOCIAL DEFICITS AND ASD

At its core, ASD is an impairment in 
social communication 

Difficulties in understanding facial 
expressions of others 

Lack of social initiation and response 
in pragmatic social communication 

Lack of interest in other children 

The absence of reciprocal social 
interaction distinguishes ASD from 
other psychiatric disorders



SOCIAL DEFICITS AND ASD 
(CONTINUED)

Deficits in nonverbal behavior (eye-
gaze, facial expression,  gestures 
which may regulate social 
interaction) 

Failure to develop peer relationships 
at an appropriate developmental level 

Lack of spontaneous seeking to share 
enjoyment and interests 

Lack of emotional reciprocity



COMMUNICATION AND ASD

Wide range of symptoms in this 
domain: (e.g., highly verbal to non-
verbal, turn taking irregularities, overly 
scripted and rote to unrelated context of 
conversation, etc.) 

Deficits in non-verbal communication 
(e.g., gesturing to an desired item) 

Preoccupation or fixation with one or a 
limited set of conversational items 

Often maintained with a monotone or 
idiosyncratic pattern



COMMUNICATION AND ASD 
(CONTINUED)

Delay in total lack of the development of 
spoken language (with absence of 
compensatory non-verbal communication 
skills) 

For individuals with adequate speech, 
marked inability to initiate and/or sustain 
conversations with others  

Stereotyped or repetitive use of language or 
idiosyncratic language 

Lack of varied spontaneous make-believe 
play or social imitative play appropriate to 
developmental level



RESTRICTED OR STEREOTYPICAL 
PATTERN OF ACTIVITIES, 

INTERESTS, AND BEHAVIORS

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

Apparently inflexible adherence to specific, 
nonfunctional routines or focus 

Repetitive behavior (e.g., waving, snapping, 
rocking, verbalizations, complex whole body 
mannerisms, etc.) 

Persistent preoccupation with parts of 
objects



ADDITIONAL CONSIDERATIONS...

Children and young adults with ASD often 
exhibit sensitivity to even minimal 
environmental stimuli (e.g., buzz of AC in 
next room, lighting, temperature, clothing 
colors, perfume, etc.) 

Individuals with ASD may react to some 
environmental stimuli in a painful manner; 
where others may seek to “self-stimulate” in 
environments that are not suitably 
stimulating  

Many students and young adults with ASD 
maintain fine and gross motor deficits (e.g., 
handwriting, rhythm, balance) and the 
ability to  plan and execute movement (aka, 
“motor planning”)



HOW IS ASD DIAGNOSED

Clinical/Medical Diagnoses 

Standard screening by pediatrician 
evaluating developmental milestones 

Screening checklists for higher 
functioning children with ASD 
symptoms 

Multidisciplinary evaluation 
(psychologist, neurologist,  speech 
therapist, psychiatrist, social worker, 
etc.) which seeks to rule out ASD in a 
multidimensional manner (aka: 
neuropsychological assessment) 

Qualitative measures such as 
checklists and rating scales in a variety 
of settings



HOW IS ASD DIAGNOSED

Educational Diagnosis  
Team, parent, or third party referral to 
school district for an “initial case study 
evaluation” (ages 3-21) 
Upon team determination that 
evaluation is in order, referral 
questions are generated (aka, a 
“domain meeting”) and parental 
consent for evaluation sought 
School maintains a 60 school day 
evaluative timeline to complete 
evaluation 
Team meets at conclusion of 
evaluation process to rule out 
disabilities impacting education 

If eligible, an Individualized 
Education Program (IEP) is 



TWO PRONG APPROACH TO 
ELIGIBILITY FOR SPECIAL 

EDUCATION

1.Student must have an 
established disabling 
condition or handicap  2.The student requires 
specialized instruction 
(content, methodology, 
instructional strategies, 
etc.) to compensate for 
this disability 



THE “MINIMALIST” IEP AND ASD

Minimum components of an IEP: 
Baseline data on how the student functions in the school setting 
Statement of annual goals in various goal areas (academic, social, communication, 
behavioral, etc.) 
Conditions for progress monitoring 
A descriptive statement of what the school will provide to compensate for the 
student’s ASD needs in school. This statement can include: 

Specialized teaching (including setting, frequency, and other factors) 
Specialized related services to assist student (speech and language services, social 
work, transportation, occupational therapy) 
The amount of time the child will be in a specialized program (or placement) vis-a-
vis non-disabled peers 

Statement of the degree to which the student will be educated with non-
disabled peers with supporting rationale 
Accommodations and modifications to standardized and classroom assessment 
Initiation dates and duration of plan 
At age 14.5 in Illinois, a plan to develop skills for transition to the adult world



THE “BEST PRACTICE  
IEP” AND ASD

A comprehensive evaluation which has ruled out all possible disabilities, including those 
which may be primary or secondary to Autism 
In many cases, the level of data and confidence of recommendation required for an 
exemplary IEP for students with ASD requires the services of a third party evaluator (aka, 
a “private evaluation”) which may or may not be covered under a family’s insurance 
An understanding of functional performance and how a holistic view of a child’s day 
impacts her education 
Ample provisions for communication, including --as appropriate-- a method of frequent 
home to school communication 
Solid communication between the child’s external network of caregivers (SLP, OT, 
therapist etc.) and the school team 
Meaningful, observable, and practical goals written in behaviorist style (current levels of 
performance, subject, intended behavior, treatment, setting, frequency, and duration) 
Frequent reflections on data, with adjustments to intervention plan as appropriate 
Emphasis on teaching of skills as opposed to accommodation/modification 
Well informed functional analysis of behavior and a dynamic behavioral intervention plan 
Intensive support for acquisition of daily living skills, including access to community and 
employment



EVALUATIONS AND ASD IEPS

Best practice would suggest that a clinical diagnosis would precede or coincide with an educational 
diagnosis of ASD; however --in the case of higher functioning Autism-- it is not uncommon to see 
students with ASD inappropriately served as students with emotional, behavioral, health, or non-verbal 
learning disabilities 
I have observed a relationship between the competencies, initiative, and leadership of a peak-performing 
school psychologist or speech and language therapist and the value of a school based evaluation 
Some districts in Illinois lean heavily on the expertise of Autism consultants through the special 
education cooperative networks, but this role can be compromised by the capacity for a district or school 
to effectively implement the recommendations 
As a general rule, school evaluations tend to be less confident in the actual recommendations for 
intervention, and tend to be utilized for purposes of eligibility only 
I typically recommend that families seek out the objective guidance of a private evaluator with 
experience in evaluation of ASD needs, who will also assist --if asked-- to present and consult with the 
team on appropriate peer reviewed methodologies for students 
Private evaluations may be risky and require good external advocacy to be effective: school districts are 
only required by law to consider the evaluation (not to necessarily implement the recommendations) 
It is essential that the initial evaluation include a broad range of measures to rule out ASD; beware of 
an initial evaluation that is simply a records review 
RESPONSE TO INTERVENTION (RTI) procedures are not required by law for students with suspected 
ASD



REFERRAL QUESTIONS WHICH 
SHOULD DRIVE THE 

EDUCATIONAL PROCESS FOR ASD

What are the student's strengths? What appear to be the student's 
areas of deficit? 
Do we have sufficient information about each deficit area? 
Is there sufficient assessment in all recommended domain areas? 
Does our assessment include both formal and informal assessment 
tools? 
Does the information gained from the formal assessment support what 
is seen in the informal assessment results? 
Do we have information from parents on their observations and 
concerns? 
Are there any unanswered questions in any area? 
Is there conflicting information in any domain? 
Do our results match the behavior(s) reported by parents? 
Has the student been observed by multiple team members in multiple 
settings?



FUNCTIONAL PERFORMANCE AND 
THE HOLISTIC NATURE OF ASD

Functional performance is a term (borrowed with affinity) from our colleagues in 
Vocational Rehabilitation Services  
It is a mandated statement required in all Illinois IEPs, addressing how a student 
functions across settings (home, school, community, workplace, etc.) in skill areas much 
broader than just traditional academics 
Performance based deficits versus skill based deficits should drive the intervention plan 
I describe this driving force as how a student’s “wheels can hit the pavement” in the real 
world 
While this statement applies to all students with IEPs, the reality is that students with 
ASD require  a high degree of support in this domain  
Where deficits exists, the school should do more than simply “rearrange the furniture” by 
accommodating the environment: they should teach  the student skills to effectively 
navigate the real world in which they will ultimately transition 
Some schools are misinformed on exactly how their duties are impacted by this mandate, 
and how to go about applying their pedagogy to support “life skills” for students with 
ASD 
Any needs statement for functional performance should include a solid ecological 
assessment which evaluates transitioning throughout the school day



COMMUNICATION AND  
THE ASD IEP

Virtually all of the referrals I receive involve some degree of communication breakdown 
between home and school 
Many parents perceive changes or shifts in service delivery that are not adequately 
explained.  Many parents are confused by many school staff approaches to foster 
independence when a skill is not consistently generalized between home and school 
If we accept Autism as an impairment of social communication, and if students with ASD 
may not be able to effectively communicate day to day activities from home to school, we 
learn that a consistent mode of home to school communication is an imperative. 
Home to school journal may be appropriate for many students 
Consent for release of information should be established (and even re-established) at the 
onset of every school year to ensure third parties who work with the child with ASD are a 
functional part of the intervention team 
Translating clinical terms to educational terms is an important skill to develop and often 
warrants external advocacy



BEHAVIORIST GOALS AND THE 
ASD IEP

A clear and measurable set of goals will go far to align any ASD IEP 
Behaviorist goals relay on outward, observable behavior with clear conditions for attainment 
“Given (insert intervention), provided (frequency) by a special education teacher in 
(setting), (student) will obtain mastery of (descriptive statement of skill) with 
(performance indicator) or better performance in/on (evaluation measure) over a 
period of (duration); (with/without) adult prompting 
Goals are perfectly appropriate to be reviewed in advance of any meeting; moreover parent 
or third party suggestions can be submitted for review 
A specific, proposed methodology is generally not required in any IEP (methodology is not 
subject to parent preference or extra-curricular request) 
However, all goals and services must be aligned to a child’s individual needs, and it is 
appropriate to request details on an “appropriate, peer-reviewed, and practicable” method 
for students with this type of need 
There should be appropriately frequent reflection on progress towards these goals; however 
ASD skills are generally not embellished in the short term so patience (and diligence) is 
recommended with goals 
Establishing exactly how goals will be evaluated is the difference between room for 
improvement being stuck with a marginal IEP



ASD AND BEHAVIOR PLANS

Virtually all students with ASD require the shaping of behavior to work towards 
compensatory skills 
A FUNCTIONAL BEHAVIORAL ASSESSMENT (FBA) is the hypothesis of what probably 
causes the behavior, including antecedents, environmental and medical factors, as well as 
consequences (intended or unintended) 
An FBA should be completed by at least two members with training in observation and 
instruction of students with ASD 
Once the FBA is completed, it informs a plan to assist in the shaping of behavior. 
The BEHAVIORAL INTERVENTION/SUPPORT PLAN (BIP or BSP) should be grounded 
in the hypothesis of the team, identifying the target behavior(s) and prescribing changes 
to the learning environment/responses that will be required to: 

Shape the current behavior (increase or decrease frequency) 
Extinguish the undesirable behavior, and/or 
Promoting the development of an alternative behavior that supports learning



CHARACTERISTICS OF THE 
EFFECTIVE ASD CLASSROOM

Individual student visual schedules as appropriate 
Visual schedules are visually appealing and free 
of clutter and extraneous information 
Age-appropriate displays and materials 
Work spaces that are clearly defined for their 
function and purpose 
Reinforcement systems which are appropriate 
for all students - classroom-wide and/or 
individual 
Reinforcers are organized and easily accessible 
to staff but not students 
Reinforcers are age-appropriate and or 
developmentally appropriate 
Physical spaces appropriate to large and small 
group instruction 
Physical space for individual instruction free 
from distracters of noise and interruption 

Balance between seat work and activity-based 
learning evident in schedule 
Evidence of individual visual daily schedule as 
appropriate 
A classroom space designated for individual 
positive refocusing 
Evidence of data collection systems 
Age-appropriate materials and displays 
Support staff assisting but not hovering 
Location of the classroom as an integral part of 
the school environment 
Evidence of a thematic approach to the overall 
instruction 
Student work positively displayed 
Evidence of the use of technology for instruction 
and student work 

Visual labels/cues for materials and assignments 

Clearly displayed daily schedule 



APPLIED BEHAVIORAL ANALYSIS 
(ABA) AND ASD

ABA is a highly detailed, prescriptive approach to learning behavior support involving the shaping of behavior 
through positive reinforcement and consequences. ABA is best suited for students with more severe form of Autism, 
particularly younger children. 
ABA is growing in acceptance in hearing as a practicable and effective methodology  for students with some forms of 
Autism. 
While districts are not compelled to provide ABA services, they may not automatically rule it out before the rationale 
for these services is presented in the IEP. 
Discrete trials are single rounds of a behaviorally based instruction routine. For example, the student is given a 
specific instruction to perform a desired behavior. If the student performs the behavior correctly, the behavior is 
reinforced. If the student doesn't perform the behavior, he is prompted to do so. Discrete trials continue in hopes that 
the student will learn to generalize the correct response. 
Incidental teaching is a technique whereby desired behavior is taught through natural experiences and interactions. 
This technique is similar to discrete trails, however, teaching takes place through these day-to-day situational 
opportunities for learning. 
Pivotal response training assumes that certain behaviors are pivotal (crucial) for other behaviors/skills to be 
learned. These pivotal behaviors are targeted and taught, so that other behaviors that are dependent will also change 
or can more easily be taught. This type of training may take place in an artificial setting, then helping the student to 
generalize behavior to natural settings. 
Fluency building takes a complex behavior and teaches each element of the behavior until it is performed fluently. 
Each element is built upon the other until the complex behavior is also fluent. 
Verbal behavior training focuses on verbal language and communication skills. A student's language is carefully 
analyzed. The student is then taught useful and complex language skills through the use of reinforcement.



TRANSITION SERVICES AND ASD

A TRANSITION PLAN applies to students age 14 1/2 and older, but the reinforcement of 
readiness skills can begin much earlier. 
This plan includes overarching guidance for support in school, community, home, and workplace 
The plan is designed to inform all facets of the student’s IEP, including instruction and support 
during the school day 
Special Education Services for students with disabilities extend --in Illinois-- to the day before 
their 22nd birthday (aka, “22 inclusive”) and --if accessed-- become outlined in the student’s 
Transition Plan 
Students may participate in commencement (given they have met graduation requirements), but 
must forego the high school diploma for services to continue beyond this period 
Most students along every aspect of the ASD continuum access services in excess of the four 
years typical for a non-disabled peer 
School scan provide continued access to functional academics, vocational training, travel 
training, vocational assessment, job coach services, counseling services, transportation 
Some students remain full time students to gather more skills, but also to continue  to access 
health insurance through the family policy 
Linkages with outside agencies are crucial in the “transition years” (e.g., Department of 
Rehabilitative Services, adult service agencies, counseling services, care providers)



TRANSITION SERVICES AND ASD

Estate and financial planning for students with disabilities is quite complex and 
requires the oversight of an attorney who is capable of assisting in the development 
of a Special Needs Discretionary Trust, Supplemental Needs Trust, or similar 
mechanism for long term planning 
Traditional models of estate and financial planning may jeopardize access to essential 
government benefits, like SSDI, so due diligence is encouraged in this process 
Most families of students with ASD pursue some degree of Guardianship prior to age 
18 
Higher functioning students often delegate parents or guardians as designated parties 
to make educational decisions, beyond age 18 (see ISBE form 34-57k) 
Vocational Evaluations are essential to gather a comprehensive understanding of 
what the student with ASD can (or may not be able to do) in the world of competitive 
employment 
 Best practice suggests partial transition to an adult service agency before the student 
ages out of special education (e.g., 1/2 time community based training, 1/2 time adult 
service agency)



IN CLOSING...


