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      Abstract 

 

 The mean age of identification for Autism Spectrum Disorder (ASD) occurs during the 

months before children enter kindergarten (van’t Hof, Tisseur, van Berkelear-Onnes, et. al., 

2020).  It is still the case that the incidence and prevalence of “autistic behaviors” in the general 

population is not fully understood, however, census matched studies of these behaviors have 

yielded important new data (Daniels and Mandel, 2014).  As children presenting with the social, 

communication and repetitive behaviors characteristic of ASD enter school, school 

psychologists are increasingly faced with the assessment of these behaviors and the 

determination of IDEIA eligibility, often with students yet to be formally diagnosed with ASD.  In 

fact, in many U.S. states a clinical, community made diagnosis of ASD is not required for a 

child’s eligibility to be served under the category of Other Health Impaired as Autism.  Nor does 

a diagnosis of ASD automatically qualify a student as eligible under IDEIA. Determination of 

eligibility by a school team under IDEIA is not the same as meeting diagnostic criteria under the 

Diagnostic and Statistical Manual of Mental Disorders (DSM-5; American Psychiatric 

Association, 2013).  Eligibility hinges on educational impact. This article briefly reviews the 

current state of knowledge as it relates to understanding and evaluating children with 

suspected ASD in the schools, offers a frame work for assessment and discusses a set of 

proposed guidelines to assist in effectively utilizing assessment data in the development of IEP 

goals. 

 Keywords: Autism, ASD, IEP, IDEIA, DSM 5, educational assessment, school psychological 

assessment, guidelines, Other Health Impaired (OHI), eligibility 
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       Introduction: Diagnosis Versus Eligibility 

The determination of eligibility and the integration of specialized educational programs as 

part of comprehensive treatment for students with ASD continues to evolve.  It is still the case 

that there is at times a confusing relationship between clinical/medical diagnosis and care for 

ASD, and eligibility determination and specialized educational processes under IDEIA.  As this 

article goes to press, it is still the case that the incidence and prevalence of “autistic behaviors” 

in the general population are not fully understood, however, census matched studies of autistic 

behaviors in the general population have yielded important new data over the past twenty 

years (Goldstein and Naglieri, 2009; Daniels and Mandel, 2014; Goldstein and Ozonoff, 2018).  

Nor has the positive and negative predictive power of specific behaviors related to the 

diagnosis of Autism Spectrum Disorder (ASD) or as it is referred to under eligibility in the IDEIA, 

Autism, been thoroughly investigated (Matson and Goldin, 2013; Shafall, Jeste and Geschwind, 

2014; Goldstein and Ozonoff, 2018).   Although many parents of children with ASD are 

concerned about the social and communication development of their children at an early age, 

ASD still remains on average undiagnosed until the late preschool years or thereafter with the 

mean age of diagnosis currently between 53 and 60 months (van’t Hof, Tisseur, van Berkelear-

Onnes, et. al., 2020; Daniels and Mandel, 2014; Centers for Disease Control and Prevention, 
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2014). Thus, a large percentage of children ultimately diagnosed with ASD or determined as 

eligible for services under IDEIA as Autism entered their initial school years unidentified.   

As children presenting with impairing social, communication and repetitive behaviors enter 

school, school psychologists are increasingly faced with the assessment of these behaviors and 

the determination of IDEIA eligibility, as noted, with many students yet to be formally 

diagnosed with ASD.  In fact, in many U.S. states a clinical, community made diagnosis of ASD is 

not required for a child’s eligibility to be served under the category of Other Health Impaired as 

Autism.  Nor does a diagnosis of ASD automatically qualify a student as eligible under IDEIA. 

Determination of eligibility by a school team under IDEIA is not the same as meeting diagnostic 

criteria under DSM 5.  Eligibility hinges on demonstration of adverse educational impact.   

The DSM 5 provides a revised and carefully crafted description of the symptom profile 

originally outlined in the DSM-IV-TR (American Psychiatric Association, 2000), related criteria, 

and impairment necessary to cross diagnostic thresholds.  However, the application of these 

criteria through observation, checklists, and standardized tests continues to present numerous 

challenges (Volkmar, State and Klin, 2009; Goldstein and Ozonoff, 2018).  It is still the case that 

ASD lacks a unifying genetic, biological and behavioral theory (Amarai, 2017).  Although the 

data is progressively and robustly accumulating regarding the biological basis of Autism 

Spectrum Disorder (Parellada, Penzol, Pina, Moreno, Gonzalez-Vioque, Zalsman and Arango, 

2013; Volker and Lopata, 2008), it is still unclear if ASD is primarily a social, learning, behavioral, 

developmental, genetic or cognitive problem, or some combination of these.  Despite the 

significant increase in scientific research about ASD, and the rapid and significant advances 

made, the efficient assessment of these conditions and their related problems continues to 



FROM ELIGIBILITY ASSESSMENT TO INTERVENTION 5 

present challenges.  Most importantly, so too, does effective intervention (Goldstein and 

Naglieri, 2013; Matson and Goldin, 2013; Goldstein and Ozonoff, 2018).  Through the 

combination of quantitative and qualitative data, researchers continue to seek a unifying 

theory combining genetics, biological variables and behavior (Hoppenbrouwers, Vandermosten 

and Boets, 2013; Amarai, 2017).  

Further compounding the challenges of assessment in the schools is the eligibility criteria 

set in the IDEIA for the service category of Autism.  As last modified on May 2, 2017 according 

to Part B, Subpart A, Section 308.8 (c1):  

 

(i) Autism means a developmental disability significantly affecting verbal and nonverbal 

communication and social interaction, generally evident before age three, that adversely 

affects a child’s educational performance. Other characteristics often associated with autism 

are engagement in repetitive activities and stereotyped movements, resistance to 

environmental change or change in daily routines, and unusual responses to sensory 

experiences. 

(ii) Autism does not apply if a child’s educational performance is adversely affected primarily 

because the child has an emotional disturbance, as defined in paragraph (c)(4) of this section. 

(iii) A child who manifests the characteristics of autism after age three could be identified as 

having autism if the criteria in paragraph (c)(1)(i) of this section are satisfied. 

 

        In many U.S. states and Canadian Provinces, a child does not have to a receive a 

community or clinical/medical diagnosis of ASD to qualify for services under Autism as an 
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eligibility category.  As Cohen (1976) noted, the clinical provision of a diagnosis is but part of 

the overall diagnostic process. That is, comprehensive assessment is more than the simple 

application of a set of diagnostic criteria to a particular individual. This process must provide an 

overview of the individual’s history, relevant information about development (especially change 

over time), life course, and socialization and, equally important, an overview of the 

environment in which the individual lives and functions. In short, the diagnostic/assessment 

process should provide a thorough overview of the child’s assets, liabilities, and needs. It is our 

contention that a similar set of processes should define the school based, eligibility 

determination of Autism.  A thorough history is likely to be the best assessment tool, yet in 

many school situations is a challenge for the school psychologist to obtain.  In most clinical and 

school assessments, history is often supported by checklists completed by parents and teachers 

combined with standardized instruments, administered to the student by a properly trained 

school psychologist. It is the rule rather than the exception that most evaluations for ASD also 

screen broadly for comorbid developmental, emotional and behavioral problems. A 

comprehensive assessment for ASD thus typically evaluates a student’s total functioning—

-intellectual, neuropsychological, communicative, behavioral, and emotional. These issues are 

briefly reviewed in this article. Interested readers are referred to an in-depth overview of this 

process in Goldstein and Ozonoff (2018). 

 

       The Process of School Based Assessment for Autism Eligibility 

Historically, the link between assessment and intervention in ASD has reflected the 
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philosophical and methodological bases of a particular treatment model.  In contrast, not all 

community intervention approaches value assessment—or, at least, not all require a formal or 

informal assessment process to guide treatment planning.   As such it is not unexpected that 

the determination of eligibility as Autism for services in the schools has until recently been 

generally disconnected from educational intervention. Thus, the role and importance of 

assessment in treatment planning in the schools has varied.   For some but not all, school-based 

assessment may be valued as a core component of the intervention process or it may be 

viewed as a means to jump-start the special education process by determining eligibility, 

carried out in either a limited way or unsystematically. 

 Nearly twenty years ago Ringeisen, Henderson, and Hoagwood (2003) discussed the 

complexities of introducing empirically supported mental health services to children in the 

public schools.  Although their target population, children with varied mental health challenges, 

is different than that of children with ASD, some of the same systemic issues arise in trying to 

serve both populations.  These authors noted that the previous 20 years had seen major 

advances in the empirical knowledge base for identifying and serving children with mental 

health needs (e.g., Lonigan, Elbert, & Johnson, 1998).  A parallel can be seen in the education of 

children with ASD, wherein the past several decades has witnessed major advances in our 

knowledge of how to assess and support the learning of these children (e.g., National Research 

Council, 2001, Goldstein & Naglieri, 2013).  In both cases researchers have made major 

advances in both understanding the needs of this population and how to treat children 

effectively.  However, broad scale implementation of services in the public schools, lags behind 

our empirical knowledge. The gap between empirically based knowledge and broadly 
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disseminated implementation has been a major concern of clinical practitioners and 

researchers for over thirty years (Saxe, Cross & Silverman, 1988; Procter, Landsverk, Aarons, et. 

al., 2009; Ringeisen, Henderson & Hoagwood, 2019) 

In general, tests and other assessment measures standardized on a general school 

population have not addressed the unique characteristics of individuals with ASD; nor have they 

been designed to lead to comprehensive treatment planning. For example, standardized 

cognitive and achievement tests, although valuable in assessing functioning levels and patterns 

of strengths and weaknesses, and in part determining eligibility do not lend themselves to being 

translated into meaningful, individualized intervention goals. Further, these tests were not 

specifically designed for the assessment of students with ASD, although certain subtest patterns 

may emerge in those who function in the average range or higher. Such patterns may suggest 

educational intervention strategies (e.g., for someone with a low verbal score, emphasizing 

visual methods of instruction (Tager-Flusberg & Kasari, 2013)), but this test analysis approach is 

not specific to ASD and is usually secondary to the purpose of eligibility determination for 

Autism in the schools. 

Researchers have also devoted considerable effort to identifying and developing 

assessment measures that evaluate developmental and behavioral functioning in ASD, 

especially in the areas of social and communication skills (e.g., Carter, Davis, Klin, & Volkmar, 

2005; Tager--Flusberg, Paul, & Lord, 2005; Watson, Lord, Schaffer, & Schopler, 1989; for review 

see Goldstein and Ozonoff, 2018). The past ten years has seen increasing agreement on and the 

endorsement of many of these measures, based on factors of validity, reliability, and relevance 

for the subject population. Some developmental and cognitive tests, such as the Mullen Scales 
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of Early Learning (Mullen, 1995), the Psychoeducational Profile-3 (Schopler, Lansing, Reichler & 

Marcus, 2005), and the original Differential Ability Scales (Elliott, 1990), have been widely used 

and are highly regarded in the ASD research field. However, these and other assessment 

measures used in research are less valuable in generating teaching ideas and strategies, 

primarily because they were not designed for this purpose and are not specific to ASD. 

Similarly, widely used and well-standardized diagnostic instruments for ASD, such as the Autism 

Diagnostic Observation Schedule-2 (Lord, Rutter, DiLavore, & Risi, 2002), the MIGDAS-2 

(Monteiro and Stegall, 2018) and the Childhood Autism Rating Scale (Schopler, Reichler, & 

Renner, 1988) are used both clinically and in research.  They yield valuable information on all 

aspects of behavioral characteristics seen in ASD across the entire age range. However, they are 

not intended to serve as a basis for treatment planning, beyond the identification and/or 

classification of an individual as having an ASD diagnosis or qualifying as eligible to receive 

Special Education services under IDEIA.  Broad spectrum rating scales such as the Conners 

Behavior Rating Scale 4 (Conners, 2021) and the Behavior Assessment System for Children 3 

(Reynolds and Kamphus, 2015) are valuable instruments providing a broad overview of 

behavior.  In contrast, as an example, the Autism Spectrum Rating Scales (ASRS) (Goldstein and 

Naglieri, 2010) was specifically designed to assist in the evaluation of behaviors associated with 

ASD in the home and school, with formats designed for teachers and caregivers to complete as 

well.  Additionally, the ASRS was designed to collect data in such a way as to enable users to 

efficiently formulate IEP goals (for review see Goldstein & Naglieri, 2010, 2013). 

Increasingly Applied Behavioral Analysis (ABA), a form of functional analysis, 
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has been applied to bridge the gap between observational assessment and intervention 

planning and monitoring for youth with ASD (Fisher, Piazza, Roane, 2011; Trump, Pennington, 

Travers, et. al., 2018).  Assessing challenging behavior through data-based collection 

procedures is a necessary component of ABA (Cooper, Heron & Heward, 1987; Palmieri, 2012).  

Functional analysis utilizes defined environmental manipulations to reliably identify the 

maintaining variables of challenging behavior.  These procedures then inform treatment 

planning; facilitating an empirical evaluation of a reliable relationship between the intervention 

and behavior change.  The original research on functional analysis procedures was conducted in 

highly controlled treatment settings (Carr & Durand, 1985; Cooper & Harding, 1993; Iwata, 

Dorsey, Slifer, Bauman, & Richman, 1994/1982; Iwata, Pace, Kalsher, Cowdery, & Cataldo, 1990; 

Powers et al., 2014).  Subsequently, the largest body of research on functional analysis has 

been done in similarly controlled contexts where stimuli from the participant’s natural 

environment are expected to have minimal influence on assessment conditions.  One potential 

result of this method is that the functional analysis may suggest a relationship that does not 

exist in naturalistic contexts (Hanley, Iwata, & McCord, 2003).  This phenomenon may 

compromise the social validity of functional analysis findings and thus undermine the 

translation of intervention from a specialized setting to the child’s daily life.  

Over time, research attention has shifted toward evaluating the use of functional 

analysis in natural settings with less precise and sustained control than is the case in many 

research settings (Cooper & Harding, 1993; Cooper, Wacker, Sasso, Reimers & Donn, 1990; 

Harding, Wacker, Cooper, Milard, & Jensen-Kovalan, 1994; Northup et al., 1991; O’Reilloy, 

Rispoli, Davis, Machalick, Lang, Sigafoos, et al. 2009).  In this regard, a growing body of research 
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has demonstrated the use of functional analysis procedures in a number of naturalistic 

treatment settings such as outpatient clinics, schools, and homes (Bloom, Iwata, Fritz, Roscoe, 

& Carreau, 2011; Lambert, Bloom, & Irvin, 2012; Cooper & Harding, 1993; Cooper et al., 1990; 

Doggett, Edwards, Moore, Tingstrom & Wilczynski, 2001; Lohrmann-O’Rourke & Yurman, 2001; 

Steege, Mace, & Brown-Chidsey, 2007; Umbreit, 1995).  This line of research often includes 

training procedures that facilitate the use of teachers as therapists in functional analysis 

conditions. Studies of this nature typically stress the importance of capitalizing on related data 

collection such as indirect measures and descriptive assessment in order to facilitate an 

efficient and person-centered approach to the functional analysis.  This line of applied research 

has provided a great deal of support for brief functional analysis as a means of assessing 

challenging behavior (e.g., Cooper et al., 1992; Derby et al., 1994; Derby et al., 1992).  Recent 

expansions of this research has focused on the development of highly time efficient models of 

trial-based, functional analysis that can be used in typical educational environments (e.g. 

Bloom, Iwata, Fritz, Roscoe, & Carreau, 2011; Lambert, Bloom, & Irvin, 2012).   

ASD is also associated with a wide range of internalizing and externalizing behavioral 

problems.  Young children with ASD typically exhibit patterns of hyperactivity, non-compliance 

and frequently aggression.  Latency age and teenagers with ASD often manifest internalizing 

symptoms related to anxiety and depression as the stresses of every-day life combined with an 

inability to understand, appreciate and function appropriately within a social environment takes 

its toll on their psychological well-being.  Typically, the more disruptive to the school 

environment a particular behavior may be, the more likely it is to become a target for 

intervention and modification.  Thus, more severe patterns of tantrums, stereotypies, non-
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compliance, self-injury and aggression, are often observed at young ages and targeted for 

modification.   

These patterns of internalizing and externalizing problem behaviors are part of the clinical 

presentation of ASD.  Some are very consistent with the symptom profile.  Others appear to be a 

consequence of associated behaviors but not diagnostic symptoms involving language, attention, 

achievement, depression, anxiety and emotional dysregulation (Gadow, DeVincent, Pomeroy 

and Azizian, 2004; Lecavalier, 2006; for review see Goldstein and Ozonoff, 2018).  Serious 

behavioral problems, including those related to violent aggression or self-injury not only pose 

immediate safety risks for the individual student and educators, but have been associated with 

broader functional impairments (Rupp Autism Network, 2007).  They typically interfere with 

opportunities to gain emotional and academic knowledge as well as increase dependence and 

immaturity (Horner, Carr, Strain, Todd and Reed, 2002).  Absent direct intervention, these 

behavioral difficulties frequently shift and modify but nearly always lead to greater impairment 

as these children mature (Horner, et al., 2002; Tonge and Einfeld, 2003).  Disruptive behaviors, 

particularly in ASD, have been associated with higher levels of parental stress, perception of 

parents’ isolation and decreased family cohesion (Lecavalier, Leone and Wiltz; 2006; Schieve, 

Blumberg, Rice, Visser and Boyle, 2007).  

 

         Guidelines for Eligibility Assessment  

 The interpretation and application of IDEIA guidelines for determining eligibility as 

Autism varies greatly from state to state and even between school districts within a state.  

However, the current IDEIA guidelines require that:  
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1. Verbal and non-verbal communication is significantly impaired. 

2. Social interaction is significantly impaired. 

3. Problems are usually evident before the child enters school. 

4. These problems adversely affect the student’s educational performance. 

5. The child may exhibit other characteristics often associated with Autism including 

but not limited to repetitive activities and stereotyped movements, resistance to 

environmental change or change in daily routines, and unusual responses to sensory 

experiences. 

6. The child’s problems are not primarily caused by an emotional disturbance. 

With these six criteria in place what might be the minimal assessment needed to cross 

eligibility criteria?  Consider the following for each numbered criterion above: 

1.  Educator completed, normative checklists assessing adaptive behavior/impairment 

combined with input/assessment by a speech/language pathologist. 

2. Educator completed, normative checklists assessing social interaction as well as 

functional behavioral analysis/observation. 

3. Input from caregivers/parents about the student’s history particularly before entering 

school. 

4. Educator reports about the student’s classroom functioning. 

5. Educator completed, normative checklists assessing common, co-occurring 

challenges experienced by many students with ASD. 
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6. A method to rule out emotional disturbance such as a teacher completed, normative, 

broad problem checklist or direct interview of the student with the school 

psychologist. 

However, eligibility determination for ASD is a required place to start but not a 

recommended place to finish.  Given the broad behavioral, emotional and academic challenges 

faced by students with ASD we urge school psychologists to do more including: 

1. Administering a measure of neuropsychological functioning examining planning, 

sequencing, critical thinking and behaviors related to executive functioning. 

2. Administering a basic academic battery. 

3. Interviewing and observing the student. 

4. With verbal students, administering self-report measures assessing self-concept, 

resilience, worry and unhappiness. 

5. With teens, administering a brief personality measure specifically focused on the 

development of schizoid personality traits. 

Many school districts now require the administration of quasi standardized, interactive 

tools to determine Autism eligibility.  However, based on these IDEIA criteria and the fact that 

eligibility determination is not the equivalent of diagnosis, is the administration of such 

instruments needed?  Do they add to the accuracy of eligibility determination? Do they add to 

IEP goal setting?  It’s undetermined at this time.  Such tools may provide a practical and 

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

school districts? 
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From Assessment to IEP Goal Setting 

There are generally thought to be two classifications of ASD intervention.  One set of  
 

focuses on specific interventions designed to produce certain behavioral or developmental  
 
outcomes for children with ASD.  Such examples would include reinforcement, discrete trial  
 
teaching, peer mediated interventions, prompting and strategies such as social stories.  These 
 
 types of interventions are used with children with ASD for a limited time period with the intent  
 
of demonstrating specific change in targeted behavior.  Many focused intervention practices  
 
have demonstrated evidence of efficacy for ASD (Hall, 2009; Odem, et al., 2003; for review see  
 
Goldstein and Naglieri, 2013).  Comprehensive treatment models form the second classification  
 
of intervention approaches for ASD.  These models are designed to achieve a broader learning  
 
or developmental impact on the core deficits of ASD typically administered over a longer period  
 
of time and focused upon a broader range of target behaviors (National Research Council,  
 
2001; Romanczyk, Gillis, White, et. al., 2008; Hume, Boyd, McBee, et. al., 2011).   Many of these  
 
interventions have been referred to as branded (Rogers and Vismara, 2008) and are often  
 
identified by a consistently used acronym (e.g., TEAACH ®, SCERTS ®, etc.).  Some models have  
 
been disseminated widely while others are less well known.  In 2001, a committee convened by 
 
the National Academy of Sciences to review the research on effective practices for children 
 
with ASD identified a set of effective interventions.  This review primarily described a modular 
 
approach focused almost exclusively on young children, finding limited evidence of efficacy for  
 
all but the Lovaas model (Smith, Koegel, Koegel, et. al., 2010) used with very severely impaired  
 
children and some limited support for a program referred to as pivotal response treatment 
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 (Kogel, et al., 1999).  The authors concluded that their analysis of comprehensive treatment  
 
models for Autism noted some with well-established evidence for the model, others with mixed  
 
evidence while still others with very weak evidence. 
 

Given this pattern of prevalence, chronicity and adverse impact on the student and 

school environment, the broad problems experienced by students with ASD, have been the 

impetus driving the development of effective and feasible interventions as part of an overall 

treatment plan for ASD including services within the school (Webster, 2020).  As such they have 

become an increasing focus of research and applied practice.   

Though medications have been demonstrated to be helpful in managing severe 

disruptive behaviors in ASD, these medicines very clearly offer symptom relief but do not target 

core symptoms of the disorder.  Typically, challenging behaviors re-emerge when medications 

are missed or discontinued (Aman, McDougle, Scahill, Handen, Arnold, Johnson, et al., 2009). 

However, the effectiveness of medications particularly focused on problems stemming from 

attention, hyperactivity and impulsivity for ASD has been well demonstrated (Aman, et al., 

2009; for review see Kiselev, Handal, Hjellvik, et. al, 2020).  

  The majority of empirically based behavioral interventions are rooted in principles of 

ABA (Johnson, Handen, Butter, Wagner, Mulick, et al., 2007).  There is a wide range of research 

supporting the use of focused ABA strategies for enhancing social and functional 

communication skills and treating behavior problems in children with ASD (National Research 

Council, 2001; Schreibman and Ingersoll, 2005).  Concomitantly there is an increased interest in 

Functional Behavioral Analysis (FBA) (Ala’i-Rosales, Cihon, Currier, et. al. 2018).  For example, 

this model has become the central part of assessment within the schools for all child 
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developmental challenges.  Problem behaviors associated with ASD are often complex, difficult 

to operationalize and impacted by multiple variables operating simultaneously. FBA involves 

direct and indirect clinical observation and data collection to determine the function, purpose 

or outcome of such behaviors.  This information is then utilized to develop efficient and 

effective treatment plans.  There has been an increased focus on attempting to collect specific, 

quantified data concerning symptoms and impairments as part of the assessment process to 

guide treatment planning (Goldstein and Naglieri, 2009, 2013).  Although much of this research 

is based on single subject design (Johnson, et al., 2007), there are at least some randomized 

controlled studies completed to date (for review see Tonge, Brereton, Kiomall, MacKinnon, King  

& Rinehart, 2006).  These interventions have reflected a shift from consequence driven 

approaches to more preventive antecedent approaches (Horner, et al., 2002).  Positive 

Behavior Support (PBS) underlies the most current treatment approach and has been 

supported by extensive research (Sandbank, Bottema-Beutel, Crowley, et. al., 2020). 

PBS focuses on modifying situations and environmental context that precipitate problem 

behavior, thus creating a prosthetic environment in which the child with ASD is more likely to 

function well and benefit from experience.  Concomitantly there is also a focus on teaching 

adaptive and appropriate behaviors with the goal of reducing impairment and helping children 

experience greater success.  PBS interventions have been shown to be effective in reducing a 

range of negative behaviors in children and adults with autism (Koegel, et al., 1996, Van 

Bourgondien, Reichle and Schopler, 2003).   

 These behavioral approaches have also evolved in that rather than focusing on reductions 

in very specific targeted behavior change, they take a more global view attempting to impact 
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motivation and communication providing the child with a greater chance of generalizing learned 

skills.  This pattern of pivotal response training (Koegel, et al., 1996) attempts to use intrinsic 

motivation within the child to teach functional social skills and communication.  This pattern of 

child-initiated learning in children with ASD has demonstrated positive outcomes that may be 

more generalizable across settings (Koegel, et al., 1996).  

 There has also been an equal shift away from treatment within highly controlled clinical 

settings to more natural contexts with caregivers and teachers acting as agents of change.  This 

has allowed for collaborative treatment and opportunities to teach skills within the context of 

children’s daily routines (Smith, Koegel, Koegel, Openden, Fossum and Bryson, 2010).  This 

approach, known as family/school centered intervention, has also been demonstrated to lead to 

positive outcomes for ASD (Smith, et al., 2010).  Intensive community-based interventions based 

on PBS and positive support strategies have yielded positive outcomes with respect to enhanced 

language and communication as well as reductions in problem behavior (Perry, Cummings, Dunn 

Geier, Freeman, Hughes, LaRose, et al., 2008, Smith, et al., 2010).  

  Numerous single case studies have demonstrated the positive effects of parent training  
 
and parent directed interventions for reducing problem behaviors in children with ASD’s  
 
(Aman, et al., 2009).  Parents are taught behavioral principles and strategies for defining and  
 
shaping positive behaviors.  Many of the current comprehensive training programs for children  
 
with ASD include parent components, including TEAACH ® (Van Bourgondien & Coonrod, 2013)  
 
and SCEERTS ® (Rubin, Prizant, Laurent & Wetherby, 2013) and Early Start Denver ® 
 
(Princiotta and Goldstein, 2013).  In 2007, the Rupp Autism Network developed a manualized 

training program for parents of children four to sixteen years of age with ASD and severe 
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behavior problems.  A multi-site, randomized controlled treatment study was developed as an 

adjunct to medication treatment.  Primary treatment goals included improving child compliance 

and adaptive functioning and decreasing disruptive behaviors.  Sessions included empirically 

based behavioral techniques such as direct instruction, modeling, role play, homework and 

activity sheets for behavior tracking as well as a review of video vignettes.  Autism specific 

strategies were employed.  The feasibility of this parent training program was carefully 

evaluated.  Rates of parental attendance and adherence as well as satisfaction with the 

program were high as was treatment integrity.  Parents reported reduced rates of child non-

compliance and irritability as well as enhanced child daily living skills and reductions in 

parenting stress (Rupp Autism Network, 2007).  In 2009, Aman, et al., completed a randomized 

controlled trial examining the effects of this program combined with medication in children 

with ASD and serious behavioral problems.  They demonstrated significant improvements in 

hyperactivity/non-compliance, stereotypic behavior and irritability symptoms beyond the 

medication only effect.   

 Evidenced based treatment and the assessment of treatment effectiveness are 

dependent upon the collection of data during the assessment process providing information 

about symptoms, impairment and abilities.  Such an assessment allows for a seamless shift 

from assessment/eligibility determination to effective educational planning.  Evaluating the 

effectiveness of a treatment program for any psychological or developmental disorder is an 

important task.  The validity of this process is closely related to the tools used during the 

diagnostic and treatment processes.  The reliability and validity of these tools are directly 

related to their psychometric attributes.  As in all areas of science, what is learned depends 
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upon the quality of the data generated and the manner in which the findings are interpreted. 

Soundly developed diagnostic and assessment instruments yield accurate and informative data. 

Tests and rating scales developed to provide valid and reliable information about the examinee 

better informs researchers and clinicians.  Tools chosen for diagnostic/eligibility decision-

making and educational planning have a profound impact on the information obtained and the 

conclusions reached. The better the tools, the more valid and reliable the decisions and most 

importantly, the more helpful the information gathered will be in developing a treatment plan 

and monitoring treatment progress. 

Determining the effectiveness of any educational program for students with ASD should 

be accomplished using methods that reflect specific behaviors as well as a larger 

conceptualizations of the disorder (e.g., social, communication, and atypical behavior 

problems). The key questions are:  

 How are these behaviors identified? 

 How are these behaviors measured? 

 How do these behaviors change with intervention? 

 What reference point or points will behavior change be calibrated?  

 Clarification of the last issue is particularly important – is behavior change determined 

in relation to the individual’s baseline, or in reference to a control group, or in contrast to a 

national norm? All three of these reference points are informative but the most important 

information is obtained from the national reference group.  
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Case Example 

Robert is a six-year-old kindergarten student referred for evaluation due to social and 

behavioral concerns. He is an only child. He did not attend preschool. During the referral 

process, his teacher reported that Robert mostly keeps to himself at recess and during free 

time in the classroom. During recess he often wanders the playground in a seemingly random 

manner.  When invited to play with other students, he sometimes appears unsure and seems to 

have difficulty understanding social cues. He doesn’t easily make eye contact. He often flaps his 

arms and sings to himself. Academically, Robert does well in early mathematics, but struggles 

to acquire reading knowledge. His teacher describes writing as “an absolute nightmare” for 

Robert as he often refuses to complete writing tasks and will become upset and aggressive 

towards others when pressed to complete them. Robert sometimes has difficulty transitioning 

between tasks in the classroom. He seems to take longer to complete transitions and 

sometimes becomes upset if the teacher asks him to move on before he has finished what he is 

doing. Robert also appears to have difficulty adjusting to changes in the schedule. School 

assemblies are particularly difficult for him as are days when there is a substitute teacher in his 

class. On some days, Robert engages in tantrum behavior “for no apparent reason”, according 

to his teacher.  

Based on the information provided by the teacher, as well as a review of school data, 

and information obtained from Robert’s parents about his early childhood, it was determined 

that a special education evaluation would be appropriate. His parents signed a prior written 

notice and consent for an evaluation. Given the referral concern and Robert’s behavioral 

characteristics, the components of the evaluation include: an history taken from Robert’s 
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parents, vision and hearing screenings, multiple behavior observations (classroom, recess, and 

lunchtime), a teacher interview, a Functional Behavior Assessment (FBA), intellectual 

assessment, academic assessment, administration of the Autism Diagnostic Observation 

Schedule-2 (ADOS-2), a pragmatic speech assessment, and an occupational therapy assessment. 

Robert’s parents and teachers were also asked to complete several behavior rating scales 

including the Adaptive Behavior Assessment System-3 (ABAS-3), the Conners Comprehensive 

Behavior Rating Scales, and the Autism Spectrum Rating Scales (ASRS) to provide further 

information about adaptive functioning, internalizing and externalizing behaviors, and 

behaviors characteristic of Autism.  

Information obtained from the background history indicated that Robert was delayed in 

meeting speech and toilet training milestones. His parents reported that Robert exhibits 

sensory sensitivities to loud noises and certain textures of clothing. He becomes extremely 

upset if his clothing gets wet or dirty. At home Robert enjoys playing with toy cars and Legos. 

He does not generally engage in pretend play but will sometimes act out storylines from books 

and television programs with his toys. Though he is invited to play by the other children in the 

neighborhood, Robert prefers to play alone. His parents reported that he will spend hours 

working on building a particular Lego project. He often lines up the Lego pieces before 

assembling them. If interrupted, he may engage in an emotional meltdown, during which he 

will cry, yell, become physically aggressive, and/or bang his head on the ground.  It can take 

hours for him to calm down.  

Robert passed the school hearing and vision screening. Results of the FBA indicated that 

Robert engages in noncompliant behaviors, defined as refusing to complete assignments or 
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comply with teacher directives, and aggressive/disruptive behaviors, defined as verbal 

aggression (shouting, calling names) and physical aggression (hitting, kicking, throwing items). 

These behaviors generally occur when he is presented with a writing task and appear to be 

escape maintained. Additionally, Robert sometimes engages in emotional meltdowns which 

seem to occur when there is a disruption to his routine, during transitions, or when the 

environment is especially loud or chaotic (i.e., during school assemblies). 

 Robert was administered the Wechsler Intelligence Scales-V as a measure of intellectual 

ability. Results of that assessment found his overall cognitive ability to be within the low 

average range, with a weakness in cognitive processing speed and a strength in visual-spatial 

processing. A measure of executive functioning, the Cognitive Assessment System 2 (Naglieri, 

Das & Goldstein, 2014) found his overall neuro-psychological and executive functioning abilities 

to be within the below average range. Academically, Robert demonstrated average 

performance in math, low average performance in basic reading skills and reading 

comprehension, and below average performance in spelling and written expression.  

Results of the occupational therapy evaluation determined that Robert struggles with 

fine motor coordination. He also experiences sensory sensitivities, which sometimes interfere 

with his classroom performance. Results of the speech evaluation found Robert exhibits 

difficult with pragmatic language. During the ADOS-2 administration, Robert demonstrated 

frequent behaviors associated with ASD. He rarely spontaneously offered information or asked 

questions of the examiner. He demonstrated difficulty participating in reciprocal conversation. 

Eye contact was inconsistent during conversation. Use of gestures and facial expressions was 

reduced. Robert perseverated on certain assessment items. He referenced restricted areas of 
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interest, including Legos and desert animals. However, Robert also used sentences in a largely 

correct fashion. He did not use any stereotyped language or engage in echolalia. Nor did he 

engage in any compulsions, rituals, or atypical movements. His overall score on the ADOS-2 was 

above the cutoff for Autism and within the moderate range of symptoms.  

Given the results of the evaluation, it was determined that Robert was eligible for 

special education services under the classification of OHI/Autism, though he did not have a 

formal diagnosis of ASD. Additionally, he would receive speech and occupational therapy 

services. Goals were selected for Robert’s Individualized Education Program in the following 

domains: behavior, adaptive functioning, social skills, fine motor skills, speech, and writing. A 

parent training program offered through the school district for parents of children with ASD 

was recommended as well. 

Behavior:  A behavior intervention plan (BIP) was developed based on the data collected 

during the functional behavior assessment. The plan included environmental strategies, such as 

placement of a visual schedule on the wall of the classroom, setting up a “calm down corner” 

where Robert could go if he became overwhelmed, and providing Robert with noise cancelling 

headphones for when the classroom became particularly loud or chaotic. Antecedent strategies 

included use of positive reinforcement when Robert used his coping strategies and 

demonstrated compliant/on-task behavior, warnings of transitions and schedule changes, and 

visual cues to remind Robert to use his coping strategies. As the FBA identified skill deficits in 

appropriately expressing anger/frustration, asking for breaks, and verbalizing his feelings, a 

teaching component was included as part of the BIP.  
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Two behavior goals were identified for Robert’s IEP: asking for breaks when frustrated 

or overwhelmed and increasing compliance when given writing tasks. The first goal was written 

as follows: “Robert will request (verbally or with a cue card) and take a break when he needs 

one, and return to task following a break, independently in 7 out of 10 opportunities over a 

minimum of two months, as measured by observation and performance assessment”. At the 

time that the FBA was conducted, Robert was refusing to complete any written assignments in 

the classroom. Based on this information, the following IEP goal was selected: “Given a writing 

assignment, Robert will initiate his work as evidenced by beginning to write letters on his paper 

within one minute of the assignment being presented in 80% of a minimum of 20 recorded 

opportunities over a period of three months, as measured by observation and performance 

assessments”. Each of Robert’s behavior goals was based on assessment data and developed 

based on his current level of functional performance.  

Adaptive Skills: Results of the evaluation indicated that Robert exhibited adaptive skills 

deficits primarily related to transitioning between activities and following the classroom 

schedule. These difficulties were partially addressed via Robert’s BIP. To measure Robert’s 

progress in this area, the following goal was included in his IEP: “Given a visual support system 

to aid in classroom transitions, Robert will respond to the visual indicators within two minutes of 

the start of an activity without protest, in 4 out of 5 opportunities over a period of two months”.  

Social Skills: Roberts’ parents and teacher report that he struggles with engaging and 

interacting with his peers. He generally prefers to play alone and seems unsure of how to join 

ongoing groups at play. During the ADOS-2, Robert demonstrated little interest in the examiner 

and was unable to engage in reciprocal conversation. Based on this information, the following 
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social skills goals were identified: “Robert will appropriately acknowledge an interaction 

initiated by others by providing an appropriate response, either verbal or non-verbal in 3 out of 

5 opportunities” and “Given verbal and visual cues, Robert will engage in appropriate 

cooperative social play interactions initiated by others in 3 out of 5 opportunities to do so, as 

measured by observation”.  

Academics: Results of the academic assessment indicated that Robert demonstrates 

average academic knowledge in mathematics and reading and below average performance in 

writing. Based on this information, it was determined that Robert required additional academic 

support in the area of writing. The following goals were developed for Robert’s IEP: “When 

given a visual model, Robert will copy the upper and lowercase letters of the alphabet with 90% 

accuracy in 2 out of 3 trials, over a two-week period as measured by classroom tests and 

student work samples” and “When writing, Robert will write using left to right, and top to 

bottom progression with 100% accuracy in 4/5 trials.”  

 Fine Motor Skills and Speech: As Robert was found to be eligible for speech and 

occupational therapy services as part of his IEP, the school Occupational Therapist developed 

goals to address Robert’s fine motor skills deficits and sensory difficulties. The Speech Language 

Pathologist developed goals to address pragmatic language and conversational skills.  

 

Conclusions 

The determination of eligibility and the integration of specialized educational programs 

as part of comprehensive treatment for students with ASD continues to evolve.  It is still the 

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

that over the last twenty years school psychologists have become very knowledgeable about 

the evaluation and treatment of ASD. The process by which eligibility as Autism under IDEIA is 

determined continues to vary significantly between states and school districts.  In this brief 

article we have attempted to review current knowledge and methods and provide a reasoned 

and reasonable set of guidelines for school psychologists charged not only with determining 

eligibility under IDEIA for a student to be served as OHI/Autism but also gather statistically 

viable information about a student’s cognitive, neuropsychological, social, emotional, academic 

and behavioral presentation and competence so as to seamlessly integrate assessment data 

into measurable IEP goals. 
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