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This section contains information about making treatment choices for your child.
It includes information about how to work with your child’s school and how to
evaluate treatments. It also has information about some of the various types of
treatments available.

Developed by Stacie Pozdol, M.S., LMHC and Naomi Sw iezy, Ph.D., HSPP, Riley
Hospital for Children, Christian Sarkine Autism Tre atment Center,
Child and Adolescent Psychiatry
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The mission of HANDS in Autism is an extensioh@fieneral Center and hospital missions,

particularly in the area specific to education atndining. The goal is to provide practical and

applicable information to a variety of caregivergtwa range of options that extend options currgatVailable and
which appeal to many learning styles. The progranpleasizes a hands-on and coaching oriented leanpingess, as

well as the bridging of information,

PRT
e Va

Innovative Training Model

The HANDS in Autism Summer Training Model was
founded on the belief system that training should...

Focus on the individual strengths of each student

Focus on comprehensive training from
assessment to goal development

Involve blending of strategies based in ABA and
evidence-based practice

Incorporate high levels of hands-on work
directly with students of a range of strengths and
challenges

Provide a best practices model of training by
presenting information in a didactic format
followed by trainer modeling, trainee practice, an
trainer feedback

Focus on widespread dissemination through an
advanced distance learning compor

I hear and | forget,
| listen and | understand,
| do and | remember.

—Chinesi nrovert

The development of this project was facilitated by Grant Number
E!/CCU524062-01 from the Centers of Disease Control and Prevention and
other charitable organizations. The ongoing efforts of the project are
primarily and currently supported through a grant from the Center for
Exceptional Learners, Indiana Department of Education under Part B of the
Individuals with Disabilities Education Improvement Act (P.L. 108-446). Its
contents are solely the responsibility of the authors and do not necessarily
represent the official views of our sponsors.

Developed by Christian Sarkine Autism Treatment Cen

resourcendacollaboration across systems.

Educational & Outreach Opportunities

Next Steps workshop:Professionals will briefly discuss and
answer questions in areas pertinent to the neps stiter
diagnosis. A comprehensive manual regarding didagnos
treatment, rights, and family support has beenyred to
accompany this workshop.

Make It Take It workshops: This series of workshops
allows caregivers and professionals to gain bdttrination and
hands-on experience in creating visual strategased upon the
HANDS philosophy. Items developed at the workshay toe
used in future interactions with individuals on theism
spectrum.

Christian Sarkine Autism Treatment Center - Annual
Autism Conference:The annual conference focuses on
various medical and psycho-educational featuresitém. The
annual conference offers continuing education tifedia
variety of professionals and has a different theaeh year.

Awareness Fair:A chance for all to learn more about autism
spectrum disorders and the services availableeicdmmunity.
Displays and information from Riley departments and
community providers is made available.

InfoRM Yourself workshop: The workshop will help health
consumers increase their health literacy and héasftthmation
comprehension by introducing search concepts aalligion of
information and sources. Effective ways to commat@a@nd
share health information with providers will alse tiscussed.

ter,

Child and Adolescent Psychiatry
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200¢

Additional materials:

" Autism Screening Poster

" What is Autism (brochure)

" Next Steps Manual 2007
" Autism Toolkit for Physicians

" ASD Overview (handout)

" What is ABA (handout)

" Autism Resources (handout)

" Autism Puzzle (children 6-10 years)
" Sensory Man (children 11-14 years)
" Book List for Kids (handout)

200¢

Christian Sarkine Autism Treatment Cel

The Christian Sarkine Autism Treatment Center is ohtwo academic and research programs on autisheistate of
Indiana. We are actively treating over 600 childmaaking it one of the busiest autism treatmentersrin the
country. The Christian Sarkine Autism Treatmentt€eis one of only three sites in the country iweal in a project
funded by the National Institute of Mental Healtlattis focused on medication treatment and paramagement
training development for individuals with autismdditionally, The Center received 1.86 million dodlan federal
funding for autism at the close of the 106th Coagrenabling us to not only construct the newitgcibut also
expand clinical services, expand research effordsudtimately, treat more children.

As a part of Indiana University School of Medicifdne Christian Sarkine Autism Treatment Centeredichted to
bringing the most current and accurate informatmits mental health professionals and studentsyRiospital,
which has been serving Indiana’s children for ock@wyears, is one of the five largest children’sgiiads in the United
States and is ranked nationally as one of the hdgren’s hospitals in the country. IUPUI is thérthlargest college
campus in Indiana and one of the country’s premigiban campuses. Riley Hospital and the ChristekiSe Autism
Treatment Center are proud members of the Clariaithl Partnership. Our services include traditiatiajnostic
interview, medication management, behavioral thesagommunity-based therapy, supportive counsetiog
treatment therapy models.

Mission Statement

The Christian Sarkine Autism Treatment Center ésahly comprehensive hospital-based and univeasityated
treatment center engaging in clinical researchauriceach activities in the state of Indiana. Ag péathe Indiana
University School of Medicine, the Center is a teag institution dedicated to bring the most cutramd accurate
information to its professionals, students, andscomers. Interventions are based on the individoalsgand
objectives of caregivers. Services are provideddosiduals across the autism spectrum, includimjviduals of all
ages, language abilities, and overall developméevals. The general goal is to help children ashalta with autism
spectrum disorders to achieve their potential angatticipate as fully as possible in family, schamd community
life.

Developed by Christian Sarkine Autism Treatment Cen  ter,
Child and Adolescent Psychiatry
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Automotive Safety Program

Helps assure that all children are riding safely, it is nationally known for its work
with transportation of children with special health care needs.

Phone: 317-274-2977; Toll-free: 800-543-6227; Fax: 317-278-0399

Child Development

Assessment involving disciplines: audiology, pediatrics, nursing, occupational
therapy, metabolism/genetics, physical therapy, psychology, speech/language
pathology, pediatric dentistry, pediatric neurology, social work, and nutrition.
Phone: 317-274-8167; Fax: 317-274-9760.

Community Education and Child Advocacy Department

Develops special projects, education programs, information materials, and
partnerships to address children's health, wellness, injury prevention, disability
awareness, and access to healthcare.

Phone: 317-274-2964; Fax: 317-278-3221

Center for Youth and Adults with Conditions of Chil dhood

Helps youth ages 11-22 with special health care needs look at both their current
situation and their future goals and helps youth and families find the services and
Phone: 317-278-0061; Toll free 866-551-0093; Fax 317-278-7577

Developmental Pediatrics

Evaluation and treatment for children who are at risk for developmental and
feeding problems due to birth defects or other handicapping conditions.
Phone: 317-274-4846; Fax: 317-274-0126.

Neurology

Evaluation and management of childhood neurologic disorders

Phone: 317-278-5450; Toll-free: 866-740-1941; Fax: 317-274-3622
Otolaryngology and Audiology

Phone: 317-274-8592; Fax: 317-274-6680; Appointments: 317-274-8592
Rehab Therapies

Phone: 317-274-7600; Fax: 317-274-1141; Appointments: 317-274-8211
(Fax signed MD referral with ICD-9 Code also)

Compiled by Stacie Pozdol, M.S., LMHC and Naomi Swi  ezy, Ph.D., HSPP,
Riley Hospital for Children, Christian Sarkine Auti sm Treatment Center,
Child and Adolescent Psychiatry
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The points on this map indicate services offered through the Riley Outpatient
Center that may be of interest to you.

To

—

GARAGE

Developmental Pediatrics — 274-4842

Rehab Therapies (OT/PT) — 274-7600

Neurology (EEG) — 278-3405

Safety Store (inside Over the Rainbow Gift Shop)
Audiology (Speech Therapy) — 274-8868

Family Resource Center

Developed by Melissa Stuart, B.S., Riley Hospital f  or Children, Christian Sarkine
Autism Treatment Center, Child and Adolescent Psych iatry
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Consideration for Evaluating Specific Treatments

Questions to ask:

Things to think about:

1) Which behavior(s) does it
target?

Are these behaviors problematic for my
child?

2) What positive effects should |
expect to see? (short-term and
long-term)

How will I know whether the treatment
Is working?

3) How will the therapist assess the
effectiveness of the treatment?

How often will | be given progress
reports?

4) How long do | have to stay
involved before | can expect to
see any effects?

Do | have the resources to stick with
this treatment?

5) Are there any side effects?

Can this treatment be physically or
psychologically harmful to my child?

6) What is the cost?

Can | afford this treatment? Will
participation in this treatment mean we
will have to drop other treatments?

7) How much time does it take per
week?

Can | devote the required time? Is the
treatment compatible with my child’s
current program?

8) Is there scientific validation for
this treatment?

What do professionals think about the
pros and cons of this treatment?

9) Who has used this treatment
before and what do they say
about it (pros and cons)?

What kinds of experiences have other
parents had with this treatment?

10)What training and qualifications
are needed to provide this
treatment?

Does the therapist have the
appropriate training and/or credentials?

11)Does the therapist belong to a
professional organization?

Can the therapist be held accountable
to a professional code of ethics?

12)What role do parents play?

Will I be taught the skills necessary to
help my child?

13)How are challenging behaviors
handled?

Is there a plan for preventing the
occurrence of problematic behaviors?

By Wendy Stone, Ph.D.; Reprinted with Permission

Vanderbilt University Center for Child Development,

TRIAD
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Be cautious about any treatment that...
...offers a cure for autism.
...promises to be effective for all children.
...claims to improve all of the symptoms of autism.
...requires you to suspend your belief system and adopt theirs.
(for example, asks you to “believe” in things that don’'t make common sense,

or tells you that the treatment won’t work unless you believe in it.)

...consists of a general “package” or predetermined curriculum
that is not tailored to the needs of the individual child.

...does not provide routine and periodic assessment of the
child’s progress and the treatment’s effectiveness.

...claims to be “the best” treatment for your child or
“the only” treatment for your child’s needs.

By Wendy Stone, Ph.D.; Reprinted with Permission
Vanderbilt University Center for Child Development, TRIAD
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These eight recommendations were developed by the Committee on Educational
Interventions for Children with Autism, which was formed by the National
Research Council. To create this list, the group reviewed a wide range of
information. They reviewed articles and met with professionals who work with
those with autism. From all this information, a large list of recommendations and
conclusions was made. This list is a summary of the key recommendations. The
complete conclusion and recommendations can be found in the book Educational
Children with Autism. The citation for that book is listed at the bottom of the

page.

1. The committee recommends that children with any autistic spectrum
disorder (autistic disorder, Asperger’s disorder, atypical autism, PDD-
NOS, childhood disintegrative disorder), regardless of level of severity or
function, be eligible for special education services within the category of
autism.

2. The committee recommends that the National Institutes of Health and the
Department of Education’s Office of Special Education Programs, in
cooperation with professional organizations and through support for
research and training, promote early identification, appropriate screening,
and multidisciplinary assessment for young children with autistic spectrum
disorders, as is done for children with vision or hearing problems. In
addition, because of variability in early diagnosis and test scores, young
children with autistic spectrum disorders should always receive an
appropriate follow-up diagnostic and educational assessment within 1-2
years after initial evaluation.

3. The committee recommends that families’ participation should be
supported in education through consistent presentation of information by
local school systems, through ongoing consultation and individualized
problem solving, and through the opportunity to learn techniques for
teaching their children new skills and reducing behavioral problems.
Although families should not be expected to provide the majority of
educational programming for their child, the parents’ concerns and
perspectives should actively help shape educational planning.

4. The committee recommends that ongoing measurement of treatment
objectives and progress be documented frequently across a range of skill
areas in order to determine whether a child is benefiting from a particular
intervention and that the intervention be adjusted accordingly. Appropriate
objectives should be observable, measurable behaviors and skills. These
objectives should be able to be accomplished within a year and be

Obtained from National Research Council (2001). Ed___ucating Children with Autism
Washington, D.C.: National Academies Press
Available online at: www.nap.edu/catalog.php?record _id=10017
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anticipated to affect a child’s participation in education, the community,
and family life.

5. The committee recommends that educational services begin as soon as a
child is suspected of having an autistic spectrum disorder. Those services
should include a minimum of 25 hours a week, 12 months a year, in which
the child is engaged in systematically planned, and developmentally
appropriate educational activity toward identified objectives. What
constitutes these hours, however, will vary according to a child’s
chronological age, developmental level, specific strengths and
weaknesses, and family needs. Each child must receive sufficient
individualized attention on a daily basis so that adequate implementation
of objectives can be carried out effectively. The priorities of focus include
functional spontaneous communication, social instruction delivered
throughout the day in various settings, cognitive development and play
skills, and proactive approaches to behavior problems. To the extent that it
leads to the acquisition of children’s educational goals, young children with
an autistic spectrum disorder should receive specialized instruction n a
setting in which ongoing interactions occur with typically developing
children.

6. The committee recommends that coordination across services and
funding at federal and state levels should be encouraged through several
mechanisms: the creation of a federal joint agency task-force on autistic
spectrum disorders; state monitoring of coordination among service
delivery systems; minimum standards for personnel in educational and
early intervention settings for children with autistic spectrum disorders;
and the availability of ombudspersons within school systems who are
knowledgeable about autistic spectrum disorders and are independent of
the school program. Coordinated, systematic strategies should be
developed to fund the interventions that are necessary in local
communities for children under age 3 years and in local schools so that
this cost is not borne totally by parents or local school systems.

7. The committee recommends that the relevant state and federal agencies,
including the Office of Special Education Programs, should accelerate
their personnel preparation funds for 5 years for those who work with, and
are responsible for, children with autistic spectrum disorders and their
families. These efforts should be part of a large effort to coordinate and
collaborate with the already established infrastructure for special
education, including regional resource centers and technical assistance
programs.

Obtained from National Research Council (2001). Ed___ucating Children with Autism
Washington, D.C.: National Academies Press
Available online at: www.nap.edu/catalog.php?record _id=10017
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8. The committee recommends that all intervention studies provide adequate
information on the children and families who participated and those who
chose not to participate or withdrew from participation, describe the
intervention in sufficient detail so that an external group could replicate it,
measure fidelity of treatment, and include objective measures of short-
term and long-term outcomes that are assessed by independent
examiners. The federal agencies involved in autism initiatives — including
the Office of Special Education Programs, the Office of Educational
Research and Improvement, the National Institute of Child Health and
Human Development, the National Institute of Mental Health, the National
Institute on Deafness and Other Communication Disorders, and the
National Institute of Neurological Disorders and Stroke — should establish
a joint task force and call for proposals for longitudinal and other
intervention studies that assess the relative effectiveness of treatments
and that investigate the effectiveness of different educational and
treatment models for children, with individual differences defined either
according to broadly delineated categories (e.g., children with autistic
spectrum disorders with average or greater intelligence) or according to
continuous dimensions (e.g., chronological age), and that consider the
effects of selection or assignment. Competitively funded initiatives in early
intervention in autistic spectrum disorders should routinely provide
sufficient findings for short- and long-term assessment of program
efficacy. Complementary research on the development of more specific,
precise measures of outcome, educational skills, and sequences should
be supported to assess the effects of interactions between family
variables, child factors, and responses to interventions, and to identify the
active ingredients and mediating variables that influence effects of
treatment.

Obtained from National Research Council (2001). Ed___ucating Children with Autism
Washington, D.C.: National Academies Press
Available online at: www.nap.edu/catalog.php?record _id=10017
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There are five steps that should be followed during the treatment decision
making process. These steps are listed below:

1)

2)

3)

Conduct an assessment.

It is important to assess a child’s current level of skills before attempting to
teach any new skills. Without a proper assessment, it is hard to know
where to start teaching or whether any progress is being made once the
treatment begins. There are many ways to assess skills, both formal and
informal. One advantage to formal assessments is that they have been
carefully made to ensure they measure what they intend to measure.
Formal assessments have usually been tested on many children in the
past. This factor makes it easy to interpret your child’s scores because
there is a comparison point. A final advantage of these measures is that
they are conducted in a careful and methodical way. This means they can
be used again, after your child has been receiving treatment, to see
whether he or she shows any improvements in skills. However, informal
assessment can be useful also to get a sense as to general skills,
strengths, and weaknesses. It is also a more naturalistic way to obtain
information.

Select and implement the curriculum.

Once the assessment is done, you will have a sense of your child’s
strengths and weaknesses. An individualized curriculum (lesson plan) can
then be chosen. The plan should focus on using your child’s strengths to
teach to areas of weakness. Imagine a child who is very good at reading,
but has difficulty knowing what to say in a social situation. His plan might
focus on teaching social skills by having him read about them. The
curriculum should also focus on the child’s specific problem areas.
Imagine a child who is good at starting conversations but has trouble
responding to other people. That child’s curriculum would focus more on
responding rather than initiating in social situations. The curriculum
should also give the child chances to practice the skills being taught. This
may mean using group settings for some skills or using one-on-one
settings for other skills.

Monitor the program and continually reevaluate and make adjustments as
necessary and appropriate.

Just because the curriculum was carefully chosen for your child does not
ensure it will work for him or her. The best way to ensure that the program
is meeting your child’s needs is to reevaluate your child’s skills often. You
can reevaluate your child in a few ways. One way is to re-do a formal
assessment. Another option is to ask the people who work with your child
whether they have seen progress. A third option is to consider for yourself

Developed by Stacie Pozdol, M.S., LMHC and Naomi Sw iezy, Ph.D., HSPP,

Riley Hospital for Children, Christian Sarkine Auti sm Treatment Center,
Child and Adolescent Psychiatry
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4)

5)

whether your child has shown progress. When determining whether your
child has made progress, it is often helpful to gather data on specific skills
so that you can easily and objectively see whether improvements are
being made. For example, you can count the percent of appropriate
responses your child makes when another person greets him. It is then
easy to see whether the child is making any improvements because the
percent of appropriate responses would change. So if he initially
responded appropriately only 15% of the time, and he now responds
appropriately 60% of the time, you can see an improvement. Use the data
you gather to help you decide how to adjust the child’s treatment. If you
do not see any progress, look at what you can modify to help the
treatment better meet the child’s needs. If the child shows progress, and
eventually meets the initial goals that were established, determine how to
modify the treatment to best meet his or her new needs.

Make sure the staff is competently trained.

Additionally, it is important to ensure that the people who work with your
child have the proper training and knowledge base to do so effectively.
Ask questions when meeting with staff. You need to know how long they
have been doing this type of work. You should ask about the background
they have, the training they have received, and whether they continue to
receive any on-going training. Simply because a person is friendly and
nice, does not mean he or she can work with your child effectively. Be
sure that the staff members who work with your child are not simply nice
people, but also fully capable of and trained in providing the treatment and
educational support your child requires.

Be systematic

As a final note, remember to systematically impose one intervention at a
time so you know which intervention had an effect on your child, as well as
how much of an effect it had.

Developed by Stacie Pozdol, M.S., LMHC and Naomi Sw iezy, Ph.D., HSPP,

Riley Hospital for Children, Christian Sarkine Auti sm Treatment Center,
Child and Adolescent Psychiatry
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Discovering that your child has an autism spectrum
disorder can be an overwhelming experience. For
some, the diagnosis may come as a complete syrprise
others may have had suspicions and tried for months
or years to get an accurate diagnosis. In eithes,a
diagnosis brings a multitude of questions about tmw
proceed. A generation ago, many people with autism
were placed in institutions. Professionals wers les
educated about autism than they are today andf&peci
services and supports were largely non-existent.
Today the picture is much clearer. With appropriate
services and supports, training, and information,
children on the autism spectrum will grow, lear an
flourish, even if at a different developmental réitan
others.

While there is no known cure for autism, there are

treatment and education approaches that may rexdunce of the challenges associated
with the condition. Intervention may help to lessksruptive behaviors, and education
can teach self-help skills that allow for greatetépendence. But just as there is no one
symptom or behavior that identifies individualsiwASD, there is no single treatment
that will be effective for all people on the speatr. Individuals can learn to function
within the confines of ASD and use the positiveeasp of their condition to their benefit,
but treatment must begin as early as possible andilored to the child's unique
strengths, weaknesses and needs.

Throughout the history of the ASA, parents and @ssionals have been confounded by
conflicting messages regarding what are and wieahair appropriate treatment
approaches for children and adults on the autissotapm.

The purpose of this section is to provide a gengratview of a variety of available
approaches, not specific treatment recommendatiteeyp in mind that the word
"treatment” is used in a very limited sense. Whyjacally used for children under 3, the
approaches described herein may be included inlacagional program for older
children as well.

Obtained online from Autism Society of America at:
http://lwww.autism-society.org/site/PageServer?pagen ame=life_treat
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It is important to match a child's potential aneégfpc needs with treatments or strategies
that are likely to be effective in moving him/héoser to established goals and greatest
potential. ASA does not want to give the impresslaat parents or professionals will
select one item from a list of available treatmeAtsearch for appropriate treatment
must be paired with the knowledge that all treathagproaches are not equal; what
works for one will not work for all, and other optis do not have to be excluded. The
basis for choosing any treatment plan should caora & thorough evaluation of the
strengths and weaknesses observed in the child.

Treatment approaches are evolving as more is ldaineut autism. There are many
therapeutic programs, both conventional and comgfgany, that focus on replacing
dysfunctional behaviors and developing specifitiski

As a parent, it's natural to want to do somethmmediately. However, it is important
not to rush in with changes. Your child may haveady learned to cope with his or her
current environment and immediate changes couktriessful. You should investigate
various treatment approaches and gather informabocerning various options before
proceeding with your child's treatment.

You will encounter numerous accounts from parehtaiasuccesses and failures with
many of the treatment approaches mentioned. Yduwalgib discover that professionals
differ in their theories of what they feel is th@sh successful treatment for autism. It can
be frustrating! But you will learn to sift throughem and make rational, educated
decisions on what is appropriate for your childuYiwe with your child every day and
you know his/her needs. And in time, you will cotaeknow his/her autism. Trust your
instincts as you explore various options.

Again, please keep in mind that the descriptionseztment approaches provided here
are for informational purposes only. They are meéafive you an overview of an
approach. The ASA does not endorse any specifitnrent or therapy.

During your research, you will hear about manyet#ht treatment approaches, such as
auditory training, discrete trial training, vitamimerapy, anti-yeast therapy, facilitated
communication, music therapy, occupational thergpysical therapy, and sensory
integration. These approaches can generally beebrd&awn into three categories:

Behavioral and Communication Approaches
Biomedical and Dietary Approaches
Complementary Approaches

Some of these treatment approaches have reseadibssthat support their efficacy;
others do not. Some parents will only want to teatment methods that have undergone
research and testing and are generally acceptételjyrofessional community. But keep

Obtained online from Autism Society of America at:
http://lwww.autism-society.org/site/PageServer?pagen ame=life_treat
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in mind that scientific studies are often diffictdtdo since each individual with autism is
different.

For other parents, formal testing might not beeanequisite for them to try a treatment
with their child. Even for those treatments witki&ntific" proof, we recommend that the
family or caregiver investigate all options avaltato determine the appropriateness for
their child.

Experts agree though that early intervention isartgmt in addressing the symptoms
associated with autism. The earlier treatmentagesd, the better the chance the child
will reach normal functioning levels. Many of thpproaches described can be used on
children as young as age 2 or 3. They may alsaragsto be used in conjunction with
special education programs or traditional elemgrgahool for children who are
mainstreamed.

Obtained online from Autism Society of America at:
http://lwww.autism-society.org/site/PageServer?pagen ame=life_treat
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5 %

There are many treatments and services available for individuals with Autism
Spectrum Disorders. Brief summaries of some of the most well known or
commonly discussed treatments are listed below. The goal of this information is
to give you a general idea about the treatments. It is NOT a complete list of all
available treatments NOR is it a list of suggested treatments. Before making a
decision about any treatment you should get more information and speak with
the providers involved in your child’s care to determine which treatments are
appropriate.

You should keep in mind that some of these treatments have been studied more
carefully than others. The list below has been divided into those that are
empirically based and those that are not. Treatments that have been carefully
studied are called empirically based. Some treatments that are not empirically-
based have been studied and found ineffective. Others have not been studied
yet. Those that have not yet been studied may someday be found effective and
considered empirically-based.

Empirically Based Treatments

Applied Behavior Analysis (ABA)

ABA is a research-based philosophy of working with individuals (not just
individuals with autism). ABA is an umbrella term that applies to a range of
strategies. Some people equate ABA to specific methods (discrete trial training,
intensive behavioral intervention, ABA therapy) rather than the broad-based
meaning of the term. ABA relies on standard behavioral principles to address
reduction of behavior as well as alternatives to the environment and teaching of
appropriate skills to support reduction of behaviors. It also focuses on data-
driven decision-making in planning and implementation of treatment plans.
Generally, behavior is believed to equate to communication. Children are
believed to repeat behaviors that work for them and stop doing those behaviors
that don’t work. If a child gets to watch TV whenever s/he screams, s/he is likely
to continue to scream to request TV. In contrast, if the child never watches TV
when s/he screams, but only when s/he says “TV please” s/he is likely to stop
screaming to request TV. ABA is based in the work of BF Skinner.

Discrete Trial Training — In Discrete Trial Training (DTT), a child is taught one
specific skill through repeated trials. The child may be taught to say “ball” . This
skill would be rehearsed until the treatment provider had confidence from data
collected that the skill was learned, then a new skill would be addressed. A
specific type of discrete trial training was established by lvar Lovaas in which the
child receives 25-40 hours per week of discrete trial training. There is some
controversy regarding the generalizability of the skills learned in DTT

Developed by Stacie Pozdol, M.S., LMHC and Naomi Sw iezy, Ph.D., HSPP,
Riley Hospital for Children, Christian Sarkine Auti sm Treatment Center,
Child and Adolescent Psychiatry
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Incidental Teaching — In Incidental Teaching, the child leads the learning.
Adults pay attention to the child’s interests and set up the environment in ways to
encourage communication and interaction. When the child is motivated to learn,
appropriate ways of interaction are taught. If a child likes trains, the trains may be
placed on a high shelf to encourage the child to make a request. Once the child
requests ( by asking, screaming, crying, etc), the adult teaches a more
appropriate way to request. Gail McGee at Emory University has published a
great deal of research on Incidental Teaching.

Pivotal Response Training — Pivotal Response Training (PRT) evolved from
DTT and was an effort to incorporate a more naturalist approach to teaching to
increase generalizability. Two key (or pivotal) types of responses which have
been shown to affect a range of behaviors are taught: motivation and
responsivity to multiple cues. The idea is that focusing on key behaviors will have
widespread results on other behaviors. PRT has been used to improve language
skills, social skills, play skills, and behavioral difficulties. This method was
developed by Robert Koegel and Laura Schreibman.

Structured Teaching — Structured teaching involves setting up the environment
to meet the child’s needs by lending structure, organization, and predictatbility to
the learning environment. This structure allows the child to better understand
expectations and supports child independence. One well-known program that
uses structured teaching is TEACCH, which was developed at the University of
North Carolina.

Verbal Behavior Analysis - Verbal Behavior Analysis uses the principles of ABA
in teaching particular aspects of language. Children first learn “mands” (words to
request ), “tacts” (words to describe), and intraverbals” (responses). Any form of
communication can be used as long as the child learns that communication
results in desired objects. The child is taught to use words when motivated, for
example, the child is only taught the word “ball” when he wants to play with a
ball. The goal is to make it very clear to the child that communication has a
function.

Medication Management

Many children with autism take medicine. Although medicines will not cure
autism, they sometimes help minimize symptoms of autism. Medication may be
used to modify particular symptoms of autism, such as anxiety, aggression, poor
attention, or many other symptoms. Some medicines even help with social
interest or communication.

Picture Exchange Communication Systems (PECS)

PECS is picture-exchange system designed to improve a child’s communication.
A picture is used to represent language or a concept, and the child gives the
picture card to the adult to communicate. As the child learns the process,
additional cards are added to express more complex thoughts. PECS (Bondy &
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Frost, 1994) is a specific version of this type of system. Once the child
understands communication is effective, it is often possible to encourage verbal
or other communication and to fade out pictures.

Social Stories

Social stories, developed by Carol Gray, describe what to do in various situations
that may present complexity or challenge for the individual. The stories may
contain words, pictures, or both. Social stories can be used for many areas of
challenge, such as how to respond when other children break the rules or why it
is important to say please and thank you. These stories are written at the child’s
level, and can be read repeatedly and at strategic times until the child
understands it. Social stories are useful because children with autism can
process visual information easier than verbal information, and because it can
help to have a concrete set of explanations and rules to follow in a complex
situation.

Complementary Approaches
Alternative Treatments

Chelation
Many people have noted that the symptoms of children with mercury poisoning
are similar to some of the symptoms of children with autism. As a result, some
people have wondered whether children with autism might simply have high
levels of metals and other toxins in their body. The goal of chelation is to remove
those toxins. The theory is that once the toxins are removed, the child’s
symptoms will improve because they were primarily caused by the toxins.
Adequate study has not been conducted.

Dietary Interventions

Some children with autism have digestive problems or food allergies. As a result,
the child often feels ill after eating and, as a result, behaves in unusual ways. It
has been theorized that removing some foods from the diets of children with
autism will make the child feel better. Children who feel better will be less likely
to have behavior problems, thus many of the symptoms of autism will improve or
disappear. Two commonly targeted foods are gluten (found in wheat products)
and casein (found in milk products). Other foods that have also been excluded
from diets include certain food dyes or preservatives. Adequate research has not
been conducted on these diets.

Facilitated Communication

In facilitated communication the adult helps the child communicate, often with a
keyboard. The adult often puts his or her hand on the child’s hand or arm and
helps the child type. Research has shown that most sentences in facilitated
communication come from the adult and not the child. An example may help this
idea make sense. If the adult and child both saw the same picture, the child
typed an accurate description. If only the child saw the picture, the child very
rarely typed an accurate description. This finding suggests that the adult may
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have played the key role in the process with few ideas being those of the child.
This treatment has not been supported for use with children with autism.

Relationship Development Intervention (RDI)

RDI was developed by Steven Gutstein to help children with autism learn to
become socially motivated. The idea is that most other treatments teach the
child how to respond, but not why. As a result, the child with autism is always
acting or faking it. The goal of this program is to slowly introduce games and
other activities to the child to help him or her understand why social skills are so
important. Through a step-by-step process, which relies heavily on the parents,
the child can learn social skills in a more genuine way.

Secretin

Secretin is a hormone in people that affects digestion. The interest in secretin
began in the mid-1990s when one child with autism was given secretin for a
medical procedure and his parents reported that he showed many improvements.
Many other parents then became interested in secretin as a treatment for autism.
The idea is that some children with autism have digestive problems and, if the
child receives secretin, his or her digestive system will improve. According to the
theory, once the digestive system improves, the child will feel better and many of
the symptoms of autism will improve as a result. Research has found no
differences between children who had secretin and those who had a placebo

(sugar pill).

Sensory Integration

Children with autism frequently show sensory sensitivities. Some children may
cover their ears at everyday sounds. Other children may refuse to touch or eat
certain things because of how they feel. Some children with autism may like to
look at objects from odd angles. These behaviors suggest sensory sensitivity.
Some children may also show odd links between senses, for example some
children will gag when touching certain objects. The idea behind sensory
integration is that through support, the child can learn to better integrate his or
her sensory systems. As a result, the child will be better able to respond to the
input received each day through the various sensory systems. Ultimately,
anxiety can decrease and the child’s behaviors may show some improvement as
a result of the sensory integration process. Adequate study has not been
conducted.

Floortime

Floortime is an intensive intervention for children with autism in which the child
re-learns developmental milestones, it was developed by Stanley Greenspan.
Floortime begins with the first milestone the child may have missed, and then
works forward from there. The idea behind floortime is that the child is constantly
learning all day long, it is therefore important to be sure that the child is learning
important information all day long. A floortime session consists of a 20-30 minute
play-session on the floor. During that session, the child learns through specific
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games and activities. In theory, by going through the developmental process all
over again, without missing any milestones, the child will show improvements in
behavior. Adequate study has not been conducted.

Vitamin & Mineral Supplements

Many children who have autism receive supplements (eg., Magnesium, B6).
These supplements give the child extra “boosts” to make up for the lower than
normal levels of some vitamins in their bodies. Supplements are given to help
normalize the child’s system so that the child will feel better or be able to think
better. As a result, many of the child’s symptoms will improve. One major
proponent of the use of vitamins and mineral supplements in children with autism
was Bernard Rimland, who worked at the Autism Research Institute in California.
Adequate study has not been conducted.
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Q: So my child has been found eligible for special edu cation. What next?

A: The next step is to write what is known as an Individualized Education
Program—this is usually called an IEP. After a child is found eligible, a meeting
must be held within 30 days to develop to the IEP.

Q: What is an Individualized Education Program?

A: An Individualized Education Program (IEP) is a written statement of the
educational program designed to meet a child’s individual needs. Every child who
receives special education services must have an IEP.

The IEP has two general purposes:
(1) to set reasonable learning goals for your child; and
(2) to state the services that the school district will provide for your child.

Q: What type of information is included in an IEP?

A: According to the IDEA, your child’s IEP must include specific statements
about your child that are listed below.

Take a moment to read over this list. This informat ion will be included in
your child’s IEP.

1. Present levels of educational performance

This statement describes how your child is currently doing in school. This
includes how your child’s disability affects his or her involvement and progress in
the general curriculum.

2. Annual goals, short-term objectives or benchmark S

The IEP must state annual goals for your child, meaning what you and the school
team think he or she can reasonably accomplish in a year. This statement of
annual goals includes individual steps that make up the goals (often called short-
term objectives) or major milestones (often called benchmarks). The goals must
relate to meeting the needs that result from your child’s disability. They must also
help your son or daughter be involved in and progress in the general curriculum.

3. Special education and related services to be pro  vided

The IEP must list the special education and related services to be provided to
your child. This includes supplementary aids and services (such as a
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communication device). It also includes changes to the program or supports for
school personnel that will be provided for your child.

4. Participation with nondisabled children

How much of the school day will your child be educated separately from
nondisabled children or not participate in extracurricular or other nonacademic
activities such as lunch or clubs? The IEP must include an explanation that
answers this question.

5. Participation in state and district-wide assessm ents

Your state and district probably give tests of student achievement to children in
certain grades or age groups. In order to participate in these tests, your child may
need individual modifications or changes in how the tests are administered. The
IEP team must decide what modifications your child needs and list them in the
IEP. If your child will not be taking these tests, the IEP must include a statement
as to why the tests are not appropriate for your child and how your child will be
tested instead.

6. Dates and location

The IEP must state

(a) when services and modifications will begin;
(b) how often they will be provided;

(c) where they will be provided; and

(d) how long they will last.

7. Transition service needs

If your child is age 14 (or younger, if the IEP team determines it appropriate), the
IEP must include a statement of his or her transition service needs. Transition
planning will help your child move through school from grade to grade.

8. Transition services

If your child is age 16 (or younger, if determined appropriate by the IEP team),
the IEP must include a statement of needed transition services and, if
appropriate, a statement of the interagency responsibilities or any needed
linkages.

9. Measuring progress

The IEP must state how school personnel will measure your child’s progress
toward the annual goals. It must also state how you, as parents, will be informed
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regularly of your child’s progress and whether that progress is enough to enable
your child to achieve his or her goals by the end of the year.

It is very important that children with disabilities participate in the general
curriculum as much as possible. That is, they should learn the same curriculum
as nondisabled children do -- reading, math, science, social studies, and physical
education.

In some cases, this curriculum may need to be adapted for your child to learn,
but it should not be omitted altogether.

Participation in extracurricular activities and other nonacademic activities is also
important. Your child’s IEP needs to be written with this in mind.

For example, what special education services will help your child participate in
the general curriculum—in other words, to study what other students are
studying? What special education services or supports will help your child take
part in extracurricular activities such as school clubs or sports? When your child’s
IEP is developed, an important part of the discussion will be how to help your
child take part in regular classes and activities in the school.

Q: Who develops my child’s IEP?

A: Many people come together to develop your child’s IEP. This group is called
the IEP team and includes most of the same types of individuals who were
involved in your child’s evaluation. Team members will include:

1. You, the parents

2. At least one regular education teacher, if your child is (or may be) participating
in the regular education environment

3. At least one of your child’s special education teachers or special education
providers

4. A representative of the school system who (a) is qualified to provide or
supervise the provision of special education, (b) knows about the general
curriculum; and (c) knows about the resources the school system has available
5. An individual who can interpret the evaluation results and talk about what
instruction may be necessary for your child - this is usually the school
psychologist

6. Your child, when appropriate

7. Representatives from any other agencies that may be responsible for paying
for or providing transition services (if your child is 16 years or, if appropriate,
younger)

8. Other individuals (invited by you or the school) who have knowledge or special
expertise about your child. For example, you may wish to invite a relative who is
close to the child or a child care provider.
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Together, these people will work as a team to develop your child’s IEP.
Q: So | can help develop my child’s IEP?

A: Yes, absolutely. The law is very clear that parents have the right to participate
in developing their child’s IEP. Your input is invaluable. You know your child so
very well, and the school needs to know your insights and concerns.

Q: Who will schedule a meeting to develop my child's | EP? How will this be
done?

A: The school staff will try to schedule the IEP meeting at a time that is
convenient for all team members to attend.

If the school suggests a time that is impossible for you, explain your schedule
and needs. It's important that you attend this meeting and share your ideas about
your child’s needs and strengths. Often, another time or date can be arranged.

However, if you cannot agree on a time or date, the school may hold the IEP
meeting without you. In this event, the school must keep you informed, for
example, by phone or mail.

Q: What should | do before the IEP meeting?

A: The purpose of the IEP meeting is to develop your child’s Individualized
Education Program. You can prepare for this meeting by:

1. Making a list of your child’s strengths and weaknesses,

2. Making a list of your concerns about your child

3. Talking to teachers and/or therapists and getting their thoughts about your
child,

4. Observing your child's class

5. Talking to your child about his or her feelings toward school

It is a good idea to write down what you think your child can accomplish during
the school year. Make notes about what you would like the school team to know
about your child. Write down the concerns you have about your child's
educational progress and program.

NOTE: You learn how to use a Parent Agenda and Pre-Meeting Worksheet in
Chapters 25 and 26 about preparing for and surviving meetings (Wrightslaw:
From Emotions to Advocacy).

Practice what you want to say during the meeting.

Q: What happens during an IEP meeting?
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A: During the IEP meeting, members of the IEP team share their thoughts and
suggestions. Since IEPs should be based on the child's current educational
performance, the IEP team should discuss your child's test results.

If this is the first IEP meeting after your child’s evaluation, the team should review
the the evaluation results so the team understands your child’s strengths and
needs. These test results will help the team make decisions about the special
help your child needs in school.

If your child has been in special education, the team should evaluate your child's
test results to determine if your child is making acceptable progress.

You a very important part of the IEP team. You know your child better than
anyone.

Don’t be shy about speaking up, even though there may be a lot of other people
at the meeting. Share what you know about your child and what you want the
team to know about your child.

After the team members (including you, the parent) have shared their thoughts
and concerns about your child, the group will have a better idea of your child’s
strengths and needs. This will allow the team to discuss and decide on:

the educational and other goals that are appropriate for your child; and
the special education services your child needs

Q: What are related services?

A: The IEP team will also talk about the related services your child may need to
benefit from his or her special education. The IDEA lists many related services
that schools must provide if eligible children need them. Examples of related
services include:

occupational therapy can help a child develop or regain movement
speech therapy (called speech-language pathology) can help children who
have trouble speaking.

Related services listed in the IDEA include:

Transportation

Speech-language pathology

Audiology services

Psychological services

Physical therapy

Occupational therapy

Recreation (including therapeutic recreation)
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Early identification and assessment of disabilities in children
Counseling services (including rehabilitation counseling)
Orientation & mobility services

Medical services for diagnostic or evaluation purposes
School health services

Social work services in schools

Parent counseling & training

This list does not include all related services that a child may need or that a
school may offer.

Depending on your child's needs, the IEP team may discuss these special
factors:

If your child’s behavior’s interferes with his or her learning or the learning
of others, the team will discuss strategies and supports to address your
child’s behavior.

If your child has limited proficiency in English, the IEP team will talk about
your child’s language needs as these needs relate to his or her IEP.

If your child is blind or visually impaired: The IEP team must provide for
instruction in Braille or the use of Braille, unless it determines after an
appropriate evaluation that your child does not need this instruction.

If your child has communication needs: The IEP team must consider those
needs.

If your child is deaf or hard of hearing: The IEP team will consider your
child’s language and communication needs. This includes your child’'s
opportunities to communicate directly with classmates and school staff in
his or her usual method of communication (for example, sign language).

Q: What is assistive technology?

A: The IEP team will also talk about whether your child needs any assistive
technology devices or services. Assistive technology devices can help many
children do certain activities or tasks.

Examples of these devices are:

devices that make the words bigger on the computer screen or that “read”
the typed words aloud—which can help children who do not see well
electronic talking boards—which can help students who have trouble
speaking

computers and special programs for the computer—which can help
students with all kinds of disabilities learn more easily

Q: What are assistive technology services?
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A: Assistive technology services include evaluating your child to see if he or she
could benefit from using an assistive device. These services also include
providing the devices and training your child (or your family or the professionals
who work with your child) to use the device.

Discussing Your Child's Needs

As you can see, there are a lot of important matters to talk about in an IEP
meeting. You may feel very emotional during the meeting, as everyone talks
about your child’s needs. Try to keep in mind that the other team members are all
there to help your child.

If you hear something about your child which surprises you, or which is different
from the way you see your child, bring this to the attention of the other members
of the team. In order to design a good program for your child, it is important to
work closely with the other team members and share your feelings about your
child’s educational needs. Feel free to ask questions and offer opinions and
suggestions.

Writing the IEP

Based on the above discussions, the IEP team will then write your child’s IEP.
This includes the services and supports the school will provide for your child. It
will also include the location where particular services will be provided.

Q: What about my child's placement - who decides th ~ is?

A: Your child’s placement (where the IEP will be carried out) will be determined
every year, must be based on your child’s IEP, and must be as close as possible
to your child’s home.

The placement decision is made by a group of persons, including you the parent,
and others knowledgeable about your child, the meaning of the evaluation data,
and the placement options.

In some states, the IEP team makes the placement decision. In other states, the
placement decision is made by another group of people. In all cases, you as
parents have the right to be members of the group that makes decisions on the
educational placement of your child.

Depending on the needs of your child and the services to be provided, your
child’s IEP could be carried out:

in regular classes,
in special classes (where all the students are receiving special education
services),
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in special schools,

at home,

in hospitals and institutions, and
in other settings

Which of these placements is best suited for your child?

Can he or she be educated in the regular classroom, with supplementary aids
and services? (The IDEA prefers this placement.) If not, then the placement
group will look at other placements for your child. Before the school system can
provide your child with special education for the first time, you, as parents, must
give your written consent.

Q: Can my child’s IEP be changed?

A: Yes. At least once a year a meeting must be scheduled with you to review
your child’s progress and develop your child’s next IEP. The meeting will be
similar to the IEP meeting described above.

The team will talk about:

your child’s progress toward the goals in the current IEP,

new goals that should be added

whether changes need to be made to the special education and related
services your child receives

This annual IEP meeting allows you and the school to review your child’s
educational program and change it as necessary.

But you don’t have to wait for this annual review. You (or any other team
member) may ask to have your child’s IEP reviewed or revised at any time.

For example, you may feel that your child is not making good progress toward his
or her annual goals. Or you may want to write new goals, because your son or
daughter has made such great progress! Call the principal of the school, or the
special education director or your child’s teacher, and express your concerns. If
necessary, they will call the IEP team together to talk about changing your child’s
IEP.

Wrightslaw: From Emotions to Advocacy

For information about IEPs, read Chapter 8, Evaluations and Your Child's
Disability; Chapters 10 and 11 about Tests and Measurements; and Chapter 12,
SMART IEPs. Read Chapter 17, IDEA - Section 1414: Evaluations, Eligibility,
IEPs, and Placement.
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For information about IEP Meetings, read Chapter 25, Preparing for Meetings
and Chapter 26, Meeting Strategies.

More FAQ Sheets on FetaWeb.com

This article is an excerpt from "Questions Often Asked by Parents about Special
Education Services", NICHCY Briefing Paper LG1 (4th Edition), September 1999.

NICHCY Briefing Papers are developed in response to questions and concerns
of individuals and organizations that contact the Clearinghouse. NICHCY
disseminates other materials and can respond to individual requests for
information.

This document was reviewed by the U.S. Office of Special Education Programs
for consistency with the Individuals with Disabilities Education Act Amendments
of 1997, Public Law 105-17, and the final implementing regulations published
March 12, 1999.

For further information and assistance, or to receive a NICHCY Publications
Catalog, contact:

NICHCY

P. O. Box 1492,

Washington, DC 20013

Phone: 1-800-695-0285 (Voice/TTY) and (202) 884-8200 (Voice/TTY).

Visit the NICHCY website at www.nichcy.org or e-mail at: nichcy@aed.org
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12 SMART IEPs

“If you're not sure where you're going, you're liable to end up someplace else. If you don't
know where you're going, the best made maps won'’t help you get there.”
—Robert Mager, psychologist, writer, educator

If you are like many parents, you feel anxious srsgcure at IEP meetings. What
do you know? What can you offer? What should yo do

Some parents believe that if they are not educateey have nothing of value to
offer in planning their child’s educational progra@ther parents realize that their
child’s IEP is not appropriate but do not know himwesolve the problem. Diane
belongs to this group. She told us:

| do not think my son’s IEP is appropriate. Theyogbal is ‘Commitment to
academic success.’ | imagine ‘Commitment to academicess’ is appropriate for all
students. If ‘Commitment to academic success’tisppropriate, what should |
propose?

How are measurable goals, objectives, and benchsrdekned? Can you give me
an example of a well-written IEP? (Diane, parenilbfyear-old special education
student)

Diane represents countless parents who are confilmrd IEP goals and
objectives. If you are the parent of a child wittisability, you are probably confused
too.

How do you write IEP goals and objectives? Do ygrea with Diane when she
says, “Commitment to academic success is not aroppate goal?”

Learning About SMART IEPs

The term SMART IEPs" describes IEPs that are sjpgcifeasurable, use action
words, are realistic and relevant, and time-limited

S Specific
MMeasurable

A Use Action Words

R Realistic and relevant
T Time-limited

Let's examine each of these concepts.
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Specific

SMART IEPs have specific goals and objectives. Bipagoals and objectives
describe each behavior and skill that will be taughd define each skill or behavior in
ways that are observable and measurable.

Measurable

SMART IEPs have measurable goals and objectiveasihtable goals and
objectives allow you to assess the child’s progrédsen you use measurable goals and
objectives, you know when a goal is reached anchvehskill is mastered. If you
establish a goal to lose 25 pounds, you will usgescto measure your progress.

Action Words
SMART IEPs use action words like: “The child wiklable to . . . “

Realistic and Relevant

SMART IEPs have realistic, relevant goals and dbjes. SMART goals and
objectives address the child’s unique needs tlsaltrédcom the child’s disability.
SMART IEP goals are not based on district curricstate or district tests, or other
external standards.

Time-limited
SMART IEP goals and objectives are time-limitedn&limited goals and
objectives enable you to monitor progress at regntarvals.
Assume your child is learning to type. Here is a8 goal for typing:

At the end of the first semester, Mark will tougpet a passage of text at a speed of
20 words per minute, with no more than 10 errongh\progress measured on a five-
minute timed test.

At the end of the second semester, Mark will tdyphk-a passage of text at a speed
of 40 words per minute, with no more than 5 errerish progress measured on a five-
minute timed test.

Smart IEP Goals and Objectives

Begin by analyzing your child’s present levels effpormance. The present levels
of performance describe “areas of need arising fiteerchild’s disability.” The present
levels of performance tell you what the child knawsl is able to do.

Using information from the present levels of pemiance about what your child
knows and is able to do, write a statement abouat wte child will learn and be able to
do. Your SMART goal will focus on performance arservable behavior. Break the
goal down into objectives that describe what th&chill learn and be able to do.
Focus on performance and observable behavior.
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Present Levels of Performance

The present levels of educational performance dellata from objective tests,
including “criterion-referenced tests, standardi@atment tests, diagnostic tests, or
any combination of the above Agpendix AQuestion 1)

If your child has reading problems, the presentleef performance should
include reading subtest scores. If your child haghnproblems, the present levels of
performance should include math subtest scores.

The federal special education regulations destridve IEPs should be developed:
In developing each child’'s IEP, the IEP team sbatisider:

(i) The strengths of the child and the concernhefparents for enhancing the
education of their child;

(ii) The results of the initial or most recent avation of the child; and

(iii) As appropriate, the results of the child’'srfmemance on any general State
or district-wide assessment programs.

The IEP must include:
(1) A statement of the child’s present levels afeational performance, including

(i) How the child’s disability affects the childisvolvement and progress in
the general curriculum (i.e., the same curriculwtica nondisabled children);
or

(i) For preschool children, as appropriate, hoe disability affects the child’s
participation in appropriate activities . . .” (Sekapter 17 about IEPS)

When you read\ppendix Ao the special education regulations (see AppeAdix
this book), you will learn that:

In assessing children with disabilities, schootrdiss may use a variety of
assessment techniques to determine the extentith Wiese children can be
involved and progress in the general curriculunchsas criterion-referenced
tests, standard achievement tests, diagnostic tekts tests, or any combination
of the above.

The purpose of using these assessments is to deeettme child’s present levels
of educational performance and areas of need grigdm the child’s disability
so that approaches for ensuring the child’s invokeet and progress in the
general curriculum and any needed adaptations difivations to that
curriculum can be identifiedAppendix AQuestion 1)

The term performance’ describes what the child can do. What are youdish
present levels of performance? Do you know what gbild’s standard scores,
percentile rank, grade equivalent and age equivakmres mean? (If you completed
the Homework Assignment in Chapter 11, you wilkblide to answer these questions.)

Definitions: Goals, Objectives and Benchmarks

You have learned that your child’s IEP must inclatasurable annual goals,
benchmarks and short-term objectives. Let's defiese terms.
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Goal: ambition, aim, mark, objective, target

Objective: something toward which effort is directed: an agoal, or end of
action

Benchmark: point of reference from which measurements magnbde;

something that serves as a standard by which oth@yde measured or judged; a
standardized problem or test that serves as afoa®saluation or comparison
(Merriam-Webster’s Collegiate Dictionary

Legal Definitions: Goals, Objectives and Benchmarks

Your child’s IEP must include “a statement of meable annual goals, including
benchmarks or short-term objectives” that relatérteeting the child’s needs that
result from the child’s disability . . .”

How do the law and regulations define these terms?

Objectives short-term objectives break “the skills descriirethe annual goal
down into discrete components.”

Benchmark: a benchmark describes “the amount of progresshie is expected
to make within specified segments of the yearbenchmarks establish expected
performance levels that allow for regular checkpraigress within specified
segments of the year Appendix AQuestion 1)

Generally, benchmarks establish expected perforenwvels that allow for regular
checks of progress that coincide with the reporfiagods for informing parents of
their child’s progress toward achieving the anmggalls. Appendix AQuestion 1)

Read Appendix Abefore IEP meetings.
Appropriate Goals and Objectives: Acquiring Basic S kills

IEP goals and objectives should focus on the attouisf basic skills. What are
basic skills? Basic skills help the child becomgeijpendent and self-sufficient:

« Be able to communicate
 Acquire social skills; be able to interact witther people
* Be able to read

The child must learn to communicate. Most childngihcommunicate by
expressive and receptive speech. Some childreasssgtive technology to
communicate. The child must learn social skillhemr she can interact with other
people. In addition to communication and sociadlskihe child must learn to read.
Generally, between Kindergarten and third gradidmn learn to read. After third
grade, children read to learn.

IEP goals and objectives should:
» Meet the child’'s needs that result from the diggh

« Enable the child to be involved in and progresthie general curriculum;
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« Meet the child’'s other educational needs thailtésom the child’s disability.
(Appendix Alntroduction)

You use benchmarks and short-term objectives sasgour child’'s progress.
Your child’'s progress should be assessed objegtased often. When you assess
performance, you observe whether your child hagemned a skill or can perform a
task.

Your child’s IEP must include “a statement of meable annual goals, including
benchmarks or short-term objectives, related to—

(i) meeting the child’s needs that result from ¢héd’s disability to enable the
child to be involved in and progress in the geneuaticulum; and

(i) meeting each of the child’s other educatiomaéds that result from the
child’s disability. (34 C.F.R. 8§ 300.347(a)(2). €S8hapter 17 for the law about
IEPS)

Measuring and Monitoring the Child’s Progress

The law requires IEP teams to write “measurablaiahgoals, including
benchmarks or short-term objectives.” Measurabbldggenable you to know if your
child is making progress.

The IEP team:

(2) must develop either measurable, intermediaessfshort-term objectives) or
major milestones (benchmarks) that will enable parestudents, and educators to
monitor progress during the year . Appendix AQuestion 1)

Advising the Parent About Child’s Progress

Did you know that the school must inform you abgour child’s educational
progress at regular intervals? In fact, your cBildP must include:

A statement of —
(i) How the child’'s progress toward the annual goal. will be measured; and

(i) How the child’s parents will be regularly imimed (by such means as periodic
report cards), at least as often as parents avamiefl of their nondisabled
children’s progress, of —

(A) their child’'s progress toward the annual goatsil

(B) the extent to which that progress is sufficienenable the child to achieve the
goals by the end of the yeaAppendix AQuestion 1)
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Reviewing and Revising the Child’s IEP

Your child’s IEP team must meet at least once a yeaeview the child’s
educational progress.” As your child grows and gesnyour child’s educational
needs also change. The IEP should be reviseders adtnecessary. You can request a
meeting to revise the IEP at any time.

The IEP team must revise the child’'s IEP to address

(i) any lack of expected progress toward the angaals . . . and in the general
curriculum, if appropriate . . . (34 C.F.R. § 3088&)(2))

Learning to Write SMART Goals and Objectives

Are you still confused about SMART IEP goals angeotives? If you believe a
parent cannot develop SMART goals and objectitas, time to change your beliefs!

Change the facts. Assume that like many parerdastiirity and stress have caused
you to gain weight. This extra weight came on gedigu— so gradually that you did
not realize how much weight you had gained until yant to the doctor for a
checkup. When you weighed in, you discovered tbatgained 50 pounds since your
last checkup three years ago!

Your doctor has more bad news. You are “bordediabetic” and your blood
pressure is high. You must lose weight and chaoge Kfestyle. If you do not take
action, you are at risk to develop serious healtfblems within the next few years.
When you go back to work, you think about whatdbetor said. What can you do?
You have been on fad diets. You lost weight butldlse was always temporary. When
you went off the diet, you gained even more weildflolu are worried and distracted.
Fifty pounds!

Your friend Marie asks, “What’'s wrong?” You explaMarie tells you that several
of her friends used the Weight Watchers® Progratode weight. She explains that
Weight Watchers is not a crash-diet or fad. Youlhetinternet and find the Weight
Watchers web site.

When you explore the Weight Watchers site, younl¢laat their weight loss
programs are based on sound research. Their medieglrs include specialists in
endocrinology, diabetes, nutrition, clinical anclie psychology, and exercise

physiology.

The SMART Weight Loss Program

You decide to use WeightWatchers® as the basisSMIART Weight Loss
Program that is tailored to your unique needs asvanweight, stressed-out parent.
Your SMART Weight Loss Program will include longitegoals and short-term
objectives that are specific, measurable, userawtards, are realistic, relevant, and
time-limited.
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Present Levels

You are 5 feet, 5 inches tall and weigh 190 pouMdsir doctor wants you to lose
50 pounds. You check the height-weight chart orWeéght Watchers site at
www.weightwatchers.com. According to this chartyyghould weigh between 138 and
144 pounds. You check the Body Mass Index (BMfjd out how much weight you
should lose. You plug your height (5 feet, 5 ingtaesd weight (190 pounds) into the
Body Mass Index (Table 12-1).

TABLE 12.1 | Body Mass Index (Courtesy of Weight Watchers In  ternational

Number Interpretation
19 or under Is considered underweight. A weight los s plan is not suggested.
20to 25 Is the healthy range for adults
26-30 Is considered overweight — people in thisran  ge are at an increased

risk for disease

30 or more Is considered obese — people in thisran  ge are at a great risk for
disease

Your BMI is 32. A number of 30 or more “is considdrobese — people in this
range are at great risk for disease.”

Measurable Goals and Objectives

If you lose 50 pounds, you will weigh 140 poundseft’ you plug “140 pounds”
into the Body Mass Index, the BMI is 23. A numbetviieen 20 and 25 is “in the
healthy range for adults.” You are on the rightkra

You learn that WeightWatchers® uses a “1-2-3 Suc&dan.” With the “1-2-3
Success Plan,” your first goal is to lose 10% afryaresent weight in 12 weeks. This
sounds like a good plan.

Long-term Goal: | will lose 50 pounds in nine months.

Short-term Objective: | will lose 19 pounds (10% of my present weight]2
weeks.

Are your goals and objectives specific, measuralde,action words, realistic,
relevant, and time-limited? Yes!

An independent observer can quickly look at thedaid determine if you are
progressing toward your goal. The independent ebs@an assess and understand the
data without interviewing you or Weight Watchersifé Subjective feelings and
beliefs about progress have no place in our owrgiMéNatchers’ IEPs.

Because it is important to measure progress ofgdgtand often, you attend
WeightWatchers® meetings once a week. Every weekaah measures your weight
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and teaches you strategies to help you meet yalr Because your weight is
measured objectively, you know exactly how muchghieyou have lost and how
much weight you have to lose. This is criteriorereficed data, not norm-referenced
data. The criteria for success are to lose 19 pimd2 weeks.

Revising Your Goals and Objectives

Assume you lose 19 pounds in 12 weeks. At the €4@ aveeks, you weigh 171
pounds. You need to lose 31 pounds to reach yalrajd 40 pounds. If you continue
at the rate of 1.5 pounds a week, you will reaalr gmal in about 20 weeks. You
revise your goal:

Long-term Goal: | will lose 31 pounds in 20 weeks.

Short-term Objective: | will lose 16 pounds in 10 weeks. At the end.6fweeks,
my weight will be 155 pounds.

You are successful. In 10 weeks, you weigh 155 gsufo reach your goal of 140
pounds, you must lose 15 pounds. You revise yoal @gain.

Goal & Objective: | will lose 15 pounds in 10 weeks. At the end.Bfweeks, my
weight will be 140 pounds.

Are your goals and objectives specific, measuralde,action words, are realistic,
and time-limited? Yes!

You designed the SMART Weight Loss Program to mesagour progress
objectively and often. When you broke your longrtggoal down into short-term
objectives, you gained control over the processef\ou met the first objective of
losing 10% of your body weight in 12 weeks, yodirea that you could complete this
weight loss program successfully.

You used SMART IEP principles to develop a SMARTIgt¢ Loss Program.
Your SMART Weight Loss Program includes specifieasurable, active, realistic,
time-limited goals and objectives.

Using Objective Data

When a doctor develops a treatment plan for adidkl, the doctor uses objective
data from diagnostic tests. Medical specialistsaigective data to measure the
effectiveness of treatment plans. You want youtalom use objective data to analyze
the effectiveness of a treatment program, not stibgefeelings and beliefs.

Your child’s IEP is similar to a medical treatmgtan. The IEP includes:
* Present levels of performance from objectivestasid assessments

* Measurable goals and objectives

« A plan to address the child’s educational proldem

* A statement of how the child’s progress will beasured
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Making Decisions

You are a member of your child’s IEP team. The 1&m must identify and define
your child’s problems before the team can develop@propriate educational plan. The
IEP team will gather information from different soes. This information may include
observations of your child in different environmgnncluding the home and
classroom. This information includes objective et that describes your child’s
problems, the severity of the problems, and meaguwe child’s progress or lack of
progress.

Let's look at a medical problem to see how progebssild be assessed. Your son
John complains that his throat is sore. His thimagd. His skin is hot to the touch. He
is sleepy and lethargic. When you take John taltwtor, his temperature is 104
degrees. Lab tests show that John has an elevaitglapunt. A strep test is positive.
According to these tests, John has a strep infectio

Your doctor uses this objective test data to dgveltreatment plan. When you
return for a follow-up visit, the doctor is liketg order more tests. You need objective
tests to know if John’s infection is under cont®imilarly, you need objective tests to
know that your child is acquiring reading, writiagd arithmetic skills.

Measuring Progress

Jay is an eight-year-old boy who received spedatation services for two years,
beginning in kindergarten. Jay’s parents felt tietvas not learning how to read and
write like other children his age. The school parss assured the parents that Jay was
making progress.

After two years, a child psychologist in the prevagector tested Jay. While Jay’s
abilities were in the average to above averageednig reading and language skills
were at the kindergarten level. Despite two yeéspecial education, Jay had not
learned to read or write.

When a teacher says a child is making progresgetiedher is offering an opinion
based on subjective observations. In many casseshee opinions and subjective
observations are not accurate. If you have conadsost your child’s progress, get
independent testing of your child’s reading, witimnd mathematics skills by an
expert in the private sector. These test resultgelliyou if your child is making
progress.

Is your child receiving passing grades? Can youaelgrades to measure
progress? No. Grades are not objective assessofgmisgress. Many factors influence
grades, including effort, attendance, behavior, atitude.

You say, “The IEP for my child does not includeesitjve measures of progress.
How can the IEP be written differently? How caell if my child is actually making
progress?”
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Mike Trains for the Fithess Test

Change the facts. Your eight-year-old son, Mikeijgset because he did not pass
the President’s Physical Fitness Test. He wanisi$s the test next year and asks for
your help.

To pass the President’s Physical Fitness Test, gluld must meet specific
criteria. Your child’s performance on fithness skik measured objectively. You check
Mike’s scores. He ran the 50-yard dash within fec#fied time. He completed only
12 out of an expected 25 sit-ups and could not ¢et@@ single pull-up.

You and Mike know what he needs to do to qualifytfe President’s Physical
Fitness Award. You help him design a SMART trainprggram with goals and
objectives that target his weak areas (i.e. sit-ppb-ups) and maintain or improve his
running ability.

When Mike takes the Fitness Test, his performamcéne test is measured
objectively. His running speed over a specifiedattise is measured with a stopwatch.
His ability to do the required number of sit-ups gull-ups is measured by counting.
Because these measurements are objective, anyanebshrves Mike will know if he
meets the criteria for the Physical Fitness Awaitk observer will focus on the
outcome of the educational program, not the procebsike’s program.

Kevin Learns to Type

Let’s look at a goal that evaluates the child’sgpess subjectively. We will revise
the goal to make it a SMART goal that is specifiwasurable, uses action words, is
realistic and relevant, and time-limited. KevinMdéarn to type.

The school’s proposed IEP says that Kevin will agkeyboarding skills. Kevin's
progress will be assessed by “Teacher Judgmengdcher Observation” or
Teachermade Tests” with a score of “80%" as thierai for success. The school’s
goal does not include words per minute or an eata.

After we revise the goal to make it specific, meable, active, realistic, relevant,
and time-limited, the goal reads:

By the end of the first semester, Kevin will totigle a passage of text at a rate of
15 words per minute with no more than 10 errorad@minute test.

By the end of this academic year, Kevin will totyge a passage of text at a rate
of 35 words per minute with no more than five esron a 5-minute test.
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Megan Learns to Read

Meet Megan, a fifth grader who has not learnecalr Megan’s reading decoding
skills are at the kpercentile level. How will Megan’s parents knovsife is enefiting
from the special education program? If Megan rexean appropriate education, her
scores on reading subtests will improve.

According to Megan’s SMART IEP goal:

After one year of specialized instruction, Megah né able to decode words at the
25npercentile level as measured by the decoding suiotlee Gray Oral Reading Test-
Diagnostic (GORT-D).

When Megan'’s reading skills reach thenpBrcentile level, she is making progress.
Her progress will be measured with standardizetd té4egan’s next IEP will include
new goals and objectives to bring her readingskifi to the level of her peers.

Non-Goals: Attitude Statements

Earlier in this chapter, Diane asked if “commitmémacademic success” was an
appropriate goal. IEPs often include attitude statats (i.e., “have a good attitude,”
“display a cooperative spirit,” or “develop healthger relationships”).

You cannot measure an attitude. An attitude isi gif mind that exists within an
individual. Attitudes are not measurable, nor dféuales observable to outsiders.

You must be able to describe an outcome to kndheifgoal has been met. How
will you know if an attitude goal is met? Can yoeasure Johnny’s “better attitude?”
No. Can you observe “commitment to academic sultads.

Perhaps we agree that Johnny has a better attiudehat do we base our
opinions? Dr. Robert Mager, author of books abaail g@nalysis and measuring
educational outcomes, explains that we base ouiays on circumstantial evidence.

We use circumstantial evidence to decide if Johsagtitude has improved. If
Johnny displays behaviors that we associate wighoal attitude, we conclude that
Johnny’s attitude has improved. Examples: Johnrilesroften. Johnny stopped
yelling at the teacher and his classmates. Johfiaysdo help others. These are
concrete observations, not subjective beliefs.

Strategies: How to Deal with Attitude Goals

Assume that the IEP team proposes an “attitude€’ gmayour child’s IEP. What
can you do? If you tell the team that they canneasure an attitude, they may
conclude that you have a bad attitude!

Use theColumbo Strategy. Ask questions —“5 Ws + H + E” questions. (Who,
What, Why, Where, When, How, and Explain.) Tell sohool staff that you are
confused. You want to ask a stupid question. (Dosee why we call this the
“Columbo Strategy?”)
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Ask, “How will we know that Johnny has a better attitude?”

From the team members’ comments, you can make af iehaviors. What
behaviors will they observe? Who will observe thieskaviors? When? How often? As
you continue to ask questions, the team membetsnalte statements that describe
observable behavior—circumstantial evidence.

Assume your son Johnny has behavior problems gs clehe IEP team proposes to
change Johnny’s behavior. You agree that this &pgmopriate goal. You have
concerns about the educators’ ability to devisaraj@als and objectives. What can you
do?

Use the Columbo Strategy. Ask questions. Whathsdp doing? How often?
When? Ask more questions. Listen attentively toahgwers. You may observe that
your team begins to describe observations of ybi's behavior. If you use “5 Ws +
H + E” questions skillfully, you may be able to paichool personnel shift from
feelings and beliefs to facts and observations.

Assume the teacher says, “Johnny pinches his céesmat least two times an
hour.” Good! Now you have data. You have Johnny&sent levels of performance in
pinching to use as a starting point.

You ask, “What change in Johnny’s pinching behadimmwe seek?”

The teacher may say, “Johnny should never pincbraamy While this may be true,
you cannot measure improved behavior until you laastrting point (present level of
performance) and a goal to measure progress.

After some discussion, the team formulates thig: gBairing the next two weeks,
Johnny will pinch classmates no more than onceyevey hours.” Now you have a
goal that allows you to measure changes in Johrpighing behavior.

Anticipate resistance from educators if you criicabstract goals and request
observable goals and objectives. When you encouedestance, use this strategy
suggested by Dr. Mager.

Ask the resistant person to describe the child{gatiee, undesirable observable
behaviors. Make a list of these negative observadhaviors that need to be changed.
When you finish your list, turn the list around ame the list to describe desired
positive behaviors. These positive behaviors airetdmstantial evidence” that can be
used to determine that the goal has been reached.

Non-Goals: States of Being

Public school IEPs often include goals that cameomeasured. Examples: to
appreciate music, to understand weather, to héetdter attitude, to develop a love of
reading, to show respect for authority.

Non-Goal The student will appreciate classical music.

To accomplish this non-goal, the student will liste classical music three hours a
day, for one month. How can you assess “appreaiatialassical music?” How will
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independent observers know if the student appescidassical music? The goal
focuses on a state of being. You cannot measusteadaf being.

Non-Goal The student will understand the workings of aofjas combustion

engine.

Do you want the student to understand a gasolingastion engine? How will
you know if the student understands the workings gasoline combustion engine?

Do you want the student to be able to repair algeesoombustion engine? Do you
want the student to be able to take an engine apdrput it back together? Do you
want the student to be able to diagnose a malimiciy engine?

Homework Assignment #1: You Learn to Write

Goals

1. Make a list of statements that describe whategqect your child to know
(knowledge) and what you expect your child to ble &b do (performance).

2. Select one statement. Write one goal that isifipemeasurable, uses action
words, is realistic and relevant, and is time-leditUse words that describe the
intended outcome. For example, “Mary will be alde t.”

3. Write the performances that will show that yohild has mastered the goal. As
you read these statements, you see how they beoongespecific:

* My child will learn to read.
» My child will learn to read at the fifth gradevid.

* After one year of individualized tutoring an hauday, my child will read
at the fifth grade level.

* After one year of individualized tutoring an ha@uday in the acquisition of
reading skills, my child will read at the fifth gialevel, as measured by
the global composite score of the GORT 3 (Gray ®esding Test, Third
Edition)

4. Your independent consultant or evaluator cae gou reasonable timeframes
for remediation. Do not set your goals too low.

Homework Assignment #2: You Learn to Write
SMART IEP Goals and Objectives

1. Go through the most recent testing on your chlake a list of your child’s
educational achievement scores in reading, writimgthematics, and spelling.

2. Revise your list and write child’s skills in elofive measurable terms. Use data
from tests (i.e., percentile ranks, standard scgresle- or age-equivalent scores).

3. List your child’s skills as present levels offpemance. Example: “My child
reads a passage of text orally at theddrcentile level as measured by the GORT
3.!1
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4. After one year of special education, where gttt skill be? Write this
statement as a measurable goal. For example:

By May 15 [one year later], my child will be abteread a passage of text
orally atthe __ [insert the appropriate increageercentile or grade equivalent
level] as measured by the Gray Oral Reading Test.

Earlier in this book, we described the hierarchglofis that children must acquire:
* Be able to communicate
* Be able to interact with other people; acquireiacskills
* Be able to read

Most children with disabilities have reading prabte In this chapter, you learned
how to measure reading skills objectively. In yohild’s case, you need to focus on
the skills your child needs to acquire. These skilhy include communication, social
interactions with others, academic skills, or otheras affected by your child’s
disability. You need to determine how you can ofiyety measure the child’s present
levels of performance and how to describe futuvelteof performance.

To learn more about goals, objectives and benchsrthet are appropriate for your
child, you must learn about your child’'s disabilifou must learn how to objectively
measure changes in skill levels. When you masesetiiasks, you will be able to write
measurable goals and objectives.

This chapter is an abbreviated version of informatbn from Wrightslaw: SMART
IEPs, scheduled for publication in 2002.

The SMART IEPs book will have a companion site: wwwsmartieps.com/

In Summation

In this chapter, you learned about SMART IEPs #natspecific, measurable, use
action words, are realistic and relevant, and tiiméed. You learned how to use
present levels of performance to write measurabégsgand objectives. It's time to
learn about special education law.

Obtained online from Wrights law at:
www.wrightslaw.com/bks/feta/ch12.ieps.pdf
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Individualized Supports and Services
The program should be discussed to ensure it addresses your concerns.
It should incorporate your child’s interests and preferences.
It should use your child’s strengths/weaknesses to set the intervention.

Systematic Instruction
The program should identify specific educational goals for the student.
The National Research Council (NRC, 2001) suggests that appropriate,
educational objectives are observable, measurable behaviors and skills.
It should include plans for generalization and maintenance.
It should evaluate its effectiveness; data collection should be encouraged.
The program should allow for modifications as necessary.

Comprehensible/Structured Learning Environments
The curriculum must be clear to the student and educational personnel.
Comprehensible environments allow students to predict what will happen
next, know the requirements for each setting, and learn a variety of skills.
Use visual cues that:

Organize the setting Define areas of the room
Provide a schedule Highlight the passage of time
Carefully provide choices Facilitate transitions/flexibility
Provide behavioral support Are for individualized needs

Specialized Curriculum Content
Emphasize content targeting social interaction and communication.
Teach social skills: initiating/responding to others and leisure skills.
Focus on skills that help the student control his/her environment, increase
independence and quality of life, and increase his/her performance.

Functional Approach to Problem Behavior
Recognize that behaviors are communication
Learn the function (meaning) of problem behaviors:
Attention seeking Gaining items
Avoidance Sensory needs
Teach new skills to replace inappropriate behaviors (Swiezy et al., 2005).

Family Involvement
Your family is essential in planning and delivery of supports and services.
Interventions work best when utilized in multiple settings (including home)
Consider your resources (time, money) and goals; inform school of any
circumstances that may interfere with the program.
IDEA mandates that schools must include parents in the IEP process.
Families should be taught ways to teach skills/address home behaviors
(NRC, 2001).

lovannone, R., Dunlap, G., Huber, H., & Kincaid, D. (2003). Effective educational

practices for students with Autism Spectrum Disorders. Focus on Autism and
Other Developmental Disabilities, 18, 150-165.
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! /

1

(These ideas make sense for other kids too!)

Author’s note: When my article Ten
Things Every Child with Autism
Wishes You Knew was first
published in November 2004, | could
scarcely have imagined the
response. Reader after reader wrote
to tell me that the piece should be
required reading for all social service
workers, teachers and relatives of
children with autism. “Just what my
daughter would say if she could,”
said one mother. “How | wish | had
read this five years ago. It took my
husband and | such a long time to
‘learn’ these things,” said another.
As the responses mounted, |
decided that the resonance was
coming from the fact that the piece
spoke with a child’s voice, a voice
not heard often enough. There is
great need — and | hope, great
willingness — to understand the world
as special needs children experience
it. Ten Things Every Child with
Autism Wishes You Knew became a
book in 2005, and now the voice of
our child returns now to tell us what
children with autism wish their
teachers knew.

1. Behavior is communication.  All
behavior occurs for a reason. It tells
you, even when my words can’t, how
| perceive what is happening around
me. Negative behavior interferes
with my learning process. But
merely interrupting these behaviors
is not enough; teach me to exchange
these behaviors with proper

alternatives so that real learning can
flow.

Start by believing this: 1 truly do
want to learn to interact
appropriately. No child wants the
negative feedback we get from “bad”
behavior. Negative behavior usually
means | am overwhelmed by
disordered sensory systems, cannot
communicate my wants or needs or
don’t understand what is expected of
me. Look beyond the behavior to
find the source of my resistance.
Keep notes as to what happened
immediately before the behavior:
people involved, time of day,
activities, settings. Over time, a
pattern may emerge.

2. Never assume anything.

Without factual backup, an
assumption is only a guess. | may
not know or understand the rules. |
may have heard the instructions but
not understood them. Maybe | knew
it yesterday but can't retrieve it
today.

Ask yourself:

- Are you sure | really know how to
do what is being asked of me? If |
suddenly need to run to the
bathroom every time I’'m asked to
do a math sheet, maybe | don’t
know how or fear my effort will
not be good enough. Stick with
me through enough repetitions of
the task to where | feel

By Ellen Notbohm; Reprinted with permission
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competent. | may need more
practice to master tasks than
other kids.

Are you sure | actually know the
rules? Do | understand the
reason for the rule (safety,
economy, health)? Am | breaking
the rule because there is an
underlying cause? Maybe |
pinched a snack out of my lunch
bag early because | was worried
about finishing my science
project, didn’t eat breakfast and
am now famished.

3. Look for sensory issues first.

A lot of my resistant behaviors come
from sensory discomfort. One
example is fluorescent lighting,
which has been shown over and
over again to be a major problem for
children like me. The hum it
produces is very disturbing to my
hypersensitive hearing, and the
pulsing nature of the light can distort
my visual perception, making objects
in the room appear to be in constant
movement. An incandescent lamp on
my desk will reduce the flickering, as
will the new, natural light tubes. Or
maybe | need to sit closer to you; |
don’t understand what you are
saying because there are too many
noises “in between” — that
lawnmower outside the window,
Jasmine whispering to Tanya, chairs
scraping, pencil sharpener grinding.

Ask the school occupational
therapist for sensory-friendly ideas
for the classroom. It's actually good
for all kids, not just me.

4. Provide me a break to allow for
self-regulation before I needit.

A quiet, carpeted corner of the room
with some pillows, books and
headphones allows me a place to go
to re-group when | feel
overwhelmed, but isn’t so far
physically removed that | won'’t be
able to rejoin the activity flow of the
classroom smoothly.

5. Tell me what you want me to do

in the positive rather than the
imperative .

“You left a mess by the sink!” is
merely a statement of fact to me. I'm
not able to infer that what you really
mean is “Please rinse out your paint
cup and put the paper towels in the
trash.” Don’t make me guess or
have to figure out what | should do.

6. Keep your expectations
reasonable .

That all-school assembly with
hundreds of kids packed into
bleachers and some guy droning on
about the candy sale is
uncomfortable and meaningless to
me. Maybe I'd be better off helping
the school secretary put together the
newsletter.

7. Help me transition between
activities .

It takes me a little longer to motor
plan moving from one activity to the
next. Give me a five-minute warning
and a two-minute warning before an
activity changes — and build a few
extra minutes in on your end to
compensate. A simple clock face or
timer on my desk gives me a visual
cue as to the time of the next
transition and helps me handle it
more independently.

By Ellen Notbohm; Reprinted with permission
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8. Don’'t make a bad situation
worse.

| know that even though you are a
mature adult, you can sometimes
make bad decisions in the heat of
the moment. | truly don’t mean to
melt down, show anger or otherwise
disrupt your classroom. You can
help me get over it more quickly by
not responding with inflammatory
behavior of your own. Beware of
these responses that prolong rather
than resolve a crisis:

Raising pitch or volume of your
voice. | hear the yelling and
shrieking, but not the words.
Mocking or mimicking me.
Sarcasm, insults or name-calling
will not embarrass me out of the
behavior.

Making unsubstantiated
accusations

Invoking a double standard
Comparing me to a sibling or
other student

Bringing up previous or unrelated
events

Lumping me into a general
category (“kids like you are all the
same”)

9. Criticize gently.

Be honest — how good are you at
accepting “constructive” criticism?
The maturity and self-confidence to
be able to do that may be light years
beyond my abilities right now.
Should you never correct me? Of
course not. But do it kindly, so that |
actually hear you.

Please! Never, ever try to
impose discipline or correction
when | am angry, distraught,

overstimulated, shut down,
anxious or otherwise emotionally
unable to interact with you.
Again, remember that | will react
as much, if not more, to the
gualities of your voice than to the
actual words. | will hear the
shouting and the annoyance, but
| will not understand the words
and therefore will not be able to
figure out what | did wrong.
Speak in low tones and lower
your body as well, so that you are
communicating on my level rather
than towering over me.

Help me understand the
inappropriate behavior in a
supportive, problem-solving way
rather than punishing or scolding
me. Help me pin down the
feelings that triggered the
behavior. | may say | was angry
but maybe | was afraid,
frustrated, sad or jealous. Probe
beyond my first response.
Practice or role-play — show
me—a better way to handle the
situation next time. A storyboard,
photo essay or social story helps.
Expect to role-play lots over time.
There are no one-time fixes. And
when | do get it right “next time,”
tell me right away.

It helps me if you yourself are
modeling proper behavior for
responding to criticism.

10. Offer real choices — and only
real choices.

Don’t offer me a choice or ask a “Do
you want...?” question unless are
willing to accept no for an answer.
“No” may be my honest answer to
“Do you want to read out loud now?”
or “Would you like to share paints
with William?” It's hard for me to

By Ellen Notbohm; Reprinted with permission
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trust you when choices are not really
choices at all.

You take for granted the amazing
number of choices you have on a
daily basis. You constantly choose
one option over others knowing that
both having choices and being able
to choose provides you control over
your life and future. For me, choices
are much more limited, which is why
it can be harder to feel confident
about myself. Providing me with
frequent choices helps me become
more actively engaged in everyday
life.

Whenever possible, offer a
choice within a ‘have-to’. Rather
than saying: “Write your name
and the date on the top of the
page,” say: “Would you like to
write your name first, or would
you like to write the date first?” or
“Which would you like to write
first, letters or numbers?” Follow
by showing me: “See how Jason
is writing his name on his paper?”

Giving me choices helps me
learn appropriate behavior, but |
also need to understand that
there will be times when you

can't. When this happens, | won’t

get as frustrated if | understand
why:

o “l can’t give you a choice
in this situation because it
is dangerous. You might
get hurt.”

o0 “l can't give you that
choice because it would
be bad for Danny” (have
negative effect on another
child).

o “l give you lots of choices
but this time it needs to be
an adult choice.”

The last word: believe . That car
guy Henry Ford said, “Whether you
think you can or whether you think
you can't, you are usually right.”
Believe that you can make a
difference for me. It requires
accommodation and adaptation, but
autism is an open-ended disability.
There are no inherent upper limits on
achievement. | can sense far more
than | can communicate, and the
number one thing | can sense is
whether or not you think | “can do it.”
Expect more and you will get more.
Encourage me to be everything | can
be, so that | can stay the course long
after I've left your classroom.

© 2005 Ellen Notbohm

Ellen Notbohm is author of the new bod&n Things Every Child with Autism
Wishes You Knew winner of iParenting Media’'s Greatest Product2@d5 Award,
and co-author 01001 Great Ideas for Teaching and Raising Childremith

Autism Spectrum Disorders winner ofLearningMagazine’s 2006 Teacher’s Choice
Award, from which this article is adapted. A cohist for Autism Asperger’s Digest
andChildren’s Voice her articles on autism have also appeared in rmusend
websites. Your comments and requests for repannjssion are welcome at

By Ellen Notbohm; Reprinted with permission
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The Task Force for Autism Spectrum Disorders waated to gather information from a
variety of individuals in the state of Indiana abeducation, services, and care related to
individuals with an ASD. Through surveys, presgéate, and an examination of
research, the task force aimed to create recomrtienddo help individuals with ASD
reach their potential. The Task Force include@pis; medical professionals, educators,
and leaders from a variety of organizations witinidiana.

The Task Force met monthly from spring 2006 to sut2007. At each meeting,
various agencies presented information regarding they address issues related to
individuals with ASDs. Minutes from those meetirage available on the Task Force
website: " . For additional
information regarding the members of the task fancthe goals of the task force, please
visit the Task Force website.

A 56 page document was created to highlight thd Fasce’s recommendations. A
summary of some of the recommendations is inclisd#ow. Recommendations covered
a range of topics; including policy, service praws training, and systems collaboration.

Policy
The Center for Exceptional Learners at the DepartraBEducation should create
statewide trainings focused on Article 7, Indian@fsecial Education law.
The competencies developed by The National CotmicAccreditation of Teacher
Education and the Council for Exceptional Childstiould be incorporated into
teacher standards.
Service provision
Additional investigation should be made into the@pt of the Medical Homes.
Standard proactive services should be developechitiiren across service areas.
Training
Pre-service teachers need opportunities to work ghtldren with ASD and to
receive guidance and mentoring in how to effecyivelch children with ASD.
All professionals within the educational settingsld have ongoing training on
meeting the needs of children with ASD, on theestdlbn and use of data, and on
Indiana and Federal laws and guidelines.
In a variety of settings, professionals who workhwhose with ASDs (physicians,
psychologists) should receive training on ways twkawith children with ASD.
Systems collaboration
A “systems of care” (SOC) concept, like what isrfdun the mental health
community, should be created.
A communication system that includes ways to shrdogmation to rural areas,
general educators and special services shouldtaklisked.
Teaming should be used to emphasize practicestbatonsistent and proactive.
The expansion of established state and univesisi Ipartnerships should be
continued throughout the state to benefit a lapggulation

Obtained online from Indiana Department of Educatio  n at:
http://doe.state.in.us/exceptional/asdtaskforce/
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Speech and language therapy

The NAS Helpline often receives calls from parents who are concerned about the level of their child's
speech and language. This fact sheet is a guide to speech, language and communication and the
services and resources that parents/carers can access for their children with regards to their speech
and language.

Development of speech, language and communication

Speech is a large part of a language that people use on a daily basis. However, language is more
than speech alone. It encompasses elements of communication such as body language, gesture and
eye-contact. As a child develops, so does their use of language to communicate. The speech and
language development of a child would normally be as follows:

| Age ‘ Language development
| Birth ‘ Sounds
Differentiating cries - baby uses
0-3 months a different cry for different
situations
|4-6 Months ‘ Vocal Play - gurgling, babbling

Speech like babbling including
the use of consonants and

7-12 Months . " "
vowels. First words - "mama",
"doggie"
Use of two word questions - "No
1-2 Years doggie?", "Where ball?"
2.3 Years Twol/three word utterances. Use
of attributes - "Big", "Furry"
Combination of four or more
3-4 Years .
words in sentence form
Use of long and detailed
4-5 Years sentences. Use of "adult-like"

grammar

A child's acquisition of language can be broken down into different segments:

Phonology - a person's use of speech sounds, for example, /t/ in the sound /tea/.

Obtained online from the National Autistic Society at:
http://lwww.nas.org.uk/nas/jsp/polopoly.jsp?d=302&a= 3771
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Syntax - the rules of grammar, for example knowing which order to place the subject, object
and verb in a sentence, "[Subject] Daddy [verb] jumped over the [object] chair ".
Semantics - a person's ability to understand and create the meaning of language.
Pragmatics - the ability to use language for the purpose of communication.

Breaking down language into these different segments allows professionals to clarify to what extent
and which aspects of, the language and communication of a child with an ASD is impaired.

Reasons for a delay in speech, language and commeation in a child with
an ASD

Children with an ASD often fail to communicate using speech or any other type of language, for
example eye-contact, hand gestures, body language. If a child does not wish to communicate
intentionally (a trait of ASDs) they will not explore their ability to vocalise, learn new sounds or listen to
the language spoken around them. This will ultimately result in a delay in their language

acquisition. Without this means of communication, a child will find it difficult to express themselves.
This often leads to frustration for the child.

A child with an ASD may not see any reason to communicate with other people. Without a reason
there is no point in communicating or no need to communicate.

A child with an ASD may also remove themselves from situations that require communication, limiting
their opportunities to communicate. Without opportunities there cannot be a development in
communication.

The following diagram explains the complexity of how people use communication and highlights the
limitations of a child who does not adhere to the model.

Means, reasons and opportunities model

Obtained online from the National Autistic Society at:
http://lwww.nas.org.uk/nas/jsp/polopoly.jsp?d=302&a= 3771
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Common speech, language and communication problenrschildren with
an ASD

i. Social Communication
A child with an ASD is often unable to use or understand social communication. The term
Social Communication encompasses both verbal and non-verbal communication. For
example, gestures, facial expressions, tone of voice, rate and fluency of speech.

ii. Echolalia ("parroting™)
This is when a child repeats what they have heard rather than giving an appropriate response
to what has been said to them. For example:

Mother: "Hello Tommy"
Tommy: "Hello Tommy"

When a child is using echolalia they are copying speech alone and showing no understanding
of what has been said to them. Therefore it is most likely that the echolalia is not being used
to show communicative intent.

iii. Idiosyncratic Language
This is when a child associates a particular word or phrase to an event or object in such a way
that it is inexplicable to the listener. Uta Frith, 1989, uses the following anecdote to explain
this phenomenon:

"Paul was two years old when his mother used to recite to him the nursery rhyme Peter, Peter
Pumpkin Eater. One day, when she was doing this she dropped a saucepan. Paul, from that
day on chanted Peter Eater whenever he saw anything resembling a saucepan.”

iv. Literal Language
A child with an ASD will often find it difficult to understand sarcasm or metaphorical phrases.
For example, if a child with an ASD is told to "pull your socks up" or that its "raining cats and
dogs" it is likely that they will take the phrase very literally.

The role of the speech and language therapist whevorking with people
with an ASD

Speech and language therapists work to assess, diagnose and develop a programme of care to
maximize the communication potential of the people under their care. When working with people who
have an ASD, a Speech and Language Therapist (SALT) will adapt the therapy given according to the
presenting problem. It is likely that the SALT will work on one of the following when giving therapy to a
person with an ASD:

Listening and attention skills
Play skills

Social skills

Social understanding
Understanding of language
Expressive language.

The above list may seem far removed from actually "teaching a child to speak”. However, what must
be remembered is that children develop speech, and learn to use speech appropriately through skills
such as play and listening/paying attention to other peoples use of communication.

It is also important to remember that a child who does not communicate is unlikely to speak. Therefore,
any therapy offered by a SALT is initially likely to focus on getting the child to communicate using

Obtained online from the National Autistic Society at:
http://lwww.nas.org.uk/nas/jsp/polopoly.jsp?d=302&a= 3771
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something such as a signing system, symbols system or picture system, rather than focusing on
speech alone.

How to contact a speech and language therapist

There is no procedure for referral to a speech and language therapist (SALT). For an NHS
appointment you can either contact the speech and language therapist direct yourself or your GP will
be able to refer you. If you would like to contact a SALT in your area without going through your GP,
contact The Royal College of Speech and Language Therapy and they will give you the contact details
of the appropriate person in your area.

For a private speech and language therapy appointment you can contact Association of Speech and
Language Therapists in Independent Practice, who will be able to supply you with the SALTs who are
working in your area.

Access to a SALT can also be gained through a Statement of Special Educational Needs. If the Local
Educational Authority recognise that the child needs the input of an SALT as an educational provision
in order to meet their educational needs, this should be written in part three of the childs statement.

Resources:

Speech Therapy Activities
www.speechtx.com/index.htm

The Makaton Vocabulary Development Project
01276 61390

www.makaton.org
mvdp@makaton.org-trainingopps

Picture Communications Symbol Clipart
www.setbc.org/res/equip/boardmaker/default.html

Picture Exchange Communication System
www.pecs.com/page5.html

The National Autistic Society 393 City Road, London, EC1V 1NG, United Kingdom.
Tel: +44(0)20 7833 2299, Fax: +44 (0)20 7833 9666, Email: nas@nas.org.uk

VAT registration number: 653370050; Registered charity number: 269425

© The National Autistic Society 2005

Obtained online from the National Autistic Society at:
http://lwww.nas.org.uk/nas/jsp/polopoly.jsp?d=302&a= 3771
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Understanding Autism

Autism is a developmental disability that affectsvithe brain
functions, specifically those areas of the braat ttontrol social
ability and communication skills. Boys are moreelikto develop
autism, and most children are diagnosed beforagkeof 3.

Children and adults with autism typically have idifity in both
verbal and nonverbal communication. People witlsaumay have
a difficult time relating to the outside world andy have unusual
reactions to the people around them. People wiikraumay
demonstrate aggressive behavior that may causy iju
themselves or others. The disorder also may carsstivity to the
senses of sight, hearing, touch, smell, and taste.

Occupational therapy can provide intervention tredps children to
develop appropriate social, play, and learningsKllhe therapist
aids the child in achieving and maintaining norhaly tasks such
as getting dressed and playing with other children.

What can an occupational What can parents and families do?
therapist do? Join a support group for parents and families of
Evaluate a child to determine if he or she has children with autism. Families of people with aatis
accomplished tasks appropriate to the child’s age ~ €an experience high levels of stress because of the
such as dressing and play skills. child’s challenging behavior and the financial
Provide intervention to help a child appropriately demands.

respond to information coming through the senses. ~ Collaborate with the occupational therapist and
Intervention may include developmental activities, ~ Other medical and educational professionals to
sensory integration, and play activities. encourage improvement in social skills and daily
Facilitate play activities that aid a child in tasks.

interacting and communicating with others.

Need more information?

Autism is one of the most common Occupational therapists and occupational
developmental disabilities in children. If you therapy assistants are trained in helping
would like to consult an occupational children and adults with a broad range of
therapist, your physician, other health physical, developmental, and behavioral
professionals, and your school district's issues in addition to autism, such as proper
director of special education may have backpack and computer use, and the
information on how you can access an development of handwriting skills.

occupational therapist in your area.

Copyright 2001 American Occupational Therapy Asatien, Inc. All rights Reserved.
This page may be reproduced and distributed withdat written consent.

Obtained online from the American Occupational Ther  apy Association, Inc. at
www.aota.org/Consumers/Tips/Conditions/Autism/35114 .aspx
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One area of weakness in children with autism is social skills. Some children with
autism may show no interest in social interactions. Others may have interest, but
simply lack the necessary skills. Just as it is important to provide your child with
support for communication or educational skills, it is also important to help your
child learn better social skills.

Social skills can be taught in many settings, including speech therapy, school,
social skills groups, or even every day situations. These skills can be taught
through direct lessons, through role plays and practice, and also through social
stories (written descriptions of how to behave). It is important that the social
skills curriculum (lesson plan) be individualized to your child’s needs. If your
child tends to avoid all social settings, you may need to start by working on basic
skills such as saying hi and bye. If, however, your child has a great deal of social
interest but lacks the skills to have a conversation, it may be useful to work on
issues like starting and maintaining conversations. You might need to focus on
how to take turns, why to share toys, or even how to order food in a restaurant.
Nearly everything people do is social in some sense, so there are many areas of
social skills training that might need to be addressed with your child.

Social skills are best taught when the child has the chance to practice the skills.
Thus, even if some skills must be taught one-on-one, the child should spend part
of the time in a group setting to rehearse his or her new skills.

In addition to practicing social skills in specific trainings, you may also find it
helpful to practice social skills with your child at home. Another option is to
purchase a game that focuses on social skills. Be sure to ask the professionals
who work with your child for a variety of activities to try at home. Children with
ASD learn best when skills can be practiced in many different settings and
situations.

Developed by Stacie Pozdol, M.S., LMHC and Naomi Sw iezy, Ph.D., HSPP,
Riley Hospital for Children, Christian Sarkine Auti sm Treatment Center, Child and
Adolescent Psychiatry
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Many caregivers of children with ASD become frustrated when teaching new
skills to their children. Children with ASD may have trouble learning new skills
because they do not learn the same way typical children do. Children with ASD
learn best through visual information. These children also prefer information that
ties into their interests. Unlike typical children they do not easily learn by
watching and copying others, or by being told what to do. Children with ASD are
also easily over-stimulated. They need tools to help them make sense of the
information they receive. Once given these tools, even anxious or highly prompt-
dependent children can begin to do more for themselves.

Why is visual information much easier for children with ASD to process?

Visual structure and tools can give a sense of routine and structure to children.
Many learning environments can be overly stimulating because they have so
much to see, hear, and touch. With all of this input, children may get distracted
or have a hard time focusing on their work. In complex environments, children
with ASD may try to create their own structure. They may do this by engaging in
repetitive or stereotypic behaviors. They may also insist on sameness in their
activities. Visual information can provide clear, orderly, and predictable
information for the child. This information can also teach the child how to adapt
to change. Visual information remains present as long as the child needs it,
unlike verbal input which is given and then is gone. Visual information allows for
longer processing time. When the child uses visual information well, they are
less dependent on prompts from adults; which makes them more independent.

Can all children with ASD benefit?

Even children with ASD who are highly verbal and intelligent can benefit from
visual strategies. These children have some difficulty in processing verbal
information and in organizing their responses. The visual strategies do not
replace the language use, but can help with language understanding. Each
child’s visual strategies can be changed over time to meet the child’s interests,
skills, and functioning level.

Developed by Megan Grothe and Naomi Swiezy, Ph.D., HSPP, Riley Hospital for
Children, Christian Sarkine Autism Treatment Center , Child and Adolescent
Psychiatry
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Lots of people benefit from using visual strategies. Do you use a day planner or a
calendar or write notes to yourself to help you remember? Then you use visual
strategies. All students can benefit from having visual supports to help them
remember and understand. But using visual supports can be particularly helpful
for students with special learning difficulties.

What are visual tools and supports?

They are things that we see. Body movements, environmental cues, pictures,
objects and written language can all be used to support communication. Our
environment is full of signs and logos and objects and other things that we can
use for communication supports.

In addition, we can create our own specially designed visual tools to help meet
specific communication needs. Using visual schedules, choice boards, tools to
give information, tools to manage behavior and lots of other visual strategies can
make a significant difference in a student's ability to participate successfully in
school and home routines.

Can you explain this more?

Consider this example:

Auditory information is fleeting. It is there and then it is gone. It is transient. That
means it comes and then it disappears. Social interaction requires lots of
shifting. . . back and forth. . .from person to person. Effective communication
requires the ability to rapidly establish attention and shift attention. We take in
information and process it. Then we formulate responses appropriate for the
situation. These steps need to happen quickly because social life moves and
changes continually.

Our targeted students may experience difficulty accomplishing these skills at the
speed necessary to participate effectively in communication interactions. They
can have difficulty rapidly establishing or shifting attention. Auditory information
may disappear before students have a chance to pay attention enough to take in
what is being said. They may miss a lot of information. Students may be
accurately interpreting only fragments of communication messages.

Using visual strategies helps. Visual information stays there long enough for the
student to see it, take in the information and respond to it. It is non-transient. It
doesn't fly away. Students can go back over and over if they need, to understand
and remember.

Obtained online from QuirkRoberts Publishing at:
www.usevisualstrategies.com
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Reinforcers are things (food, activities, etc.) that are pleasurable enough to
encourage individuals to complete less preferred tasks. Reinforcers are a
standard part of most people’s lives, even if they don't realize it. People earn a
pay check for completing work at their job. Children eat their dinner so they can
get their dessert. The list goes on and on. A reinforcer is simply something that
a person is willing to work for.

The reinforcer checklist is a list of many possible reinforcers. The reinforcers on
this list range from standard reinforcers that caregivers might easily think of on
their own (e.g., kisses and hugs, candy and food) to more atypical reinforcers
that might not come to mind as readily (e.g., playing with shaving cream, using a
mirror).

Often, caregivers of children with an Autism Spectrum Disorder have trouble
placing demands on their children; they often say that they simply can’t motivate
their child to do anything. The goal of the reinforcer checklist is to provider
caregivers with ideas for motivating children to complete tasks.

Look over the ideas on the checklist, and write in additional motivators if the list
sparks ideas. Try some of the suggestions on the checklists to see whether they
motivate your child. Remember to re-try motivators from time to time. What
works on a 4 year old might be very different from what works on the same child
at age 8. Even on a shorter term, what works one day might not work the next.
This list is a starting place to encourage you to “think outside the box” and use
whatever works to motivate your child. Once you have useful motivators or
reinforcers, you can then use these reinforcers to encourage your child to learn
new skills or simply complete required tasks.

One commonly used method for using reinforcers is through a First-Then chart.
In a First-Then chart, a picture of a task (e.g., doing homework) is put in the first
square and a picture of the reinforcer (e.g., play time) is put in the second
square. Any task and reinforcer can be used in this format to help the child
understand that after completing the less preferred task, the more preferred
reinforcer will be given. A sample first-then chart is shown below and a blank
first-then chart is on the next page.

FIRST THEN
Play with Toys

‘“\N")

<5

Developed by Stacie Pozdol, M.S., LMHC and Naomi Sw iezy, Ph.D., HSPP,
Riley Hospital for Children, Christian Sarkine Auti sm Treatment Center, Child and
Adolescent Psychiatry
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THEN

FIRST

Developed by Stacie Pozdol, M.S., LMHC and Naomi Sw iezy, Ph.D., HSPP,
Riley Hospital for Children, Christian Sarkine Auti sm Treatment Center, Child and
Adolescent Psychiatry
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Medications are not required, but are often helpful in the treatment of
autism

There is no single medication for autism — the best medication treatments
are individualized based on symptoms and other characteristics of the
person.

When initiating medication treatment in your child consider the following:
o Practitioner’s training (child and adolescent psychiatry, pediatric
neurology, developmental pediatricians)
o0 Practitioner’s experience with ASDs

Medications usually prescribed to treat specific symptoms:
0 Hyperactivity

Inattentiveness

Impulsivity

Physical Aggression

Self-Injury

Interfering Repetitive Behavior (“self-stim”)

Anxiety and Worry

Irritability, Tantrums, Meltdowns

Insomnia

O O0OO0OO0OO0OO0O0O0

Risperidone (an atypical antipsychotic) is approved by the Food and Drug
Administration (FDA) for the treatment of irritability, aggression, and self-
injury in autism.

Other drugs have not yet been FDA-approved, but are commonly used:
o Other atypical Antipsychotics

Antidepressants/Anti-anxiety medications

Mood-stabilizers/Anticonvulsants

Stimulants

Other “ADHD” medications

Sleep promoting

o O O0OO0Oo

It's always important to weigh the potential risks of the medication vs. the
potential benefits
0 Risks (short-term vs. long-term; nuisance vs. serious)
0 Monitoring required
o0 Benefits (how severe and interfering is the symptom; how likely is
the medication to work)

Developed by David J. Posey, M.D., Riley Hospital f  or Children, Christian Sarkine

Autism Treatment Center, Child and Adolescent Psych iatry
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- No medications have been proven to be effective in improving underlying
social or communication impairment, but there is ongoing research
involving the following:

o Cycloserine
0 Alzheimer drugs

- Our clinic is involved in many research studies investigating new
treatments for Autism Spectrum Disorders.
o0 Research opportunities change frequently.
0 Please call 317-278-9766 to learn about current research
opportunities or to be put on a list as someone interested in being
contacted about future studies.

Developed by David J. Posey, M.D., Riley Hospital f  or Children, Christian Sarkine
Autism Treatment Center, Child and Adolescent Psych iatry
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Medication Patterns in Patients with Autism: Temporal, Regional, and
Demographic Influences
Michael G. Aman, Kristen S.L. Lam, and Mary E. Van Bourgondien
Journal of Child and Adolescent Psychopharmacology (2005), 15, 116-126

Three recent papers studied the medication use in people with autism. This
article compared those three studies, which all used the same survey. The study
asked about personal factors (e.g., income, education) and medication use. The
1995 and 2002 studies were sent to the Autism Society of North Carolina. The
2003 study was sent to the Autism Society of Ohio.

The results were looked at three ways. First they looked at changes over time.
They found that more people used medication in 2002 than in 1995. Although
medication use went up, the use of certain medicines went down. For example,
fewer people used thioridazine in 2002 than in 1995. Next, they looked at
differences between states and they found only one difference: people in Ohio
used autism supplements more often than people in North Carolina. That aside,
the rates of medication use were very similar across states. Finally, they looked
at personal reasons people might use medication. Many relations were found.
One clear relation was that people were more willing to use medication if the
person with autism was older, had more severe autism, or was more severely
mentally retarded.

Overall, this study found that medication use increased over time. There was
only one difference between states. More people in Ohio used supplements than
in North Carolina. In general, people used similar types of medication in both
parts of the country. The clearest personal factor related to medicine use was
that medicine use increased with age.

Summarized by Stacie Pozdol, M.S., LMHC and Naomi S  wiezy, Ph.D., HSPP,
Riley Hospital for Children, Christian Sarkine Auti sm Treatment Center,
Child and Adolescent Psychiatry
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There are many types of treatment available. You will need to decide which
services are best for your child. There are certain factors to keep in mind when
choosing a treatment. There are also certain services you may want to consider.

If your child is 3 or older, be sure you consider all the services provided through
your child’s school. To best use these services, you will need to develop a good
IEP with your child’s school team.

If your child is under 3, be sure to work with First Steps to receive the services
your child needs.

You can also consider services provided outside of school. Some of the services
or supports you may want to consider are provided at Riley. Riley also has the
Christian Sarkine Autism Treatment Center which provides clinical, research, and
educational services. You can also receive services from other sources.
Commonly used services are speech therapy and occupational therapy. You will
also likely want to teach your child social skills.

In addition to providing certain services for your child, you may want to give your
child some extra help in daily life. Some ways to do this are to use visual
strategies and to find reinforcers or rewards that your child will work for.

You also may want to consider medication if your child’s behaviors and
characteristics call for medication use. Often, a combination of behaviorally
based therapy and medication management is needed.

Regardless of what you choose, be sure to learn the differences between the
types of treatments. Ask questions about the treatments. Once you have
learned about the available options, evaluate that information and make some
treatment choices. It is important to add treatments one at a time, so you can
determine which treatments led to the changes you see in your child. Once your
child has been receiving services for a while, re-evaluate everything to determine
whether his or her needs are still being met. Talk with his or her doctors and
therapists to ensure that they are seeing progress. Then decide for yourself
which services to continue, which to discontinue, and which to replace with other
treatments.

Developed by Stacie Pozdol, M.S., LMHC and Naomi Sw iezy, Ph.D., HSPP,
Riley Hospital for Children, Christian Sarkine Auti sm Treatment Center,
Child and Adolescent Psychiatry
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Manual Summary

n

Learning that your child has an Autism Spectrum Disorder can be overwhelming.
It may make you feel as though you have too many decisions to make, too many
guestions to ask, and not nearly enough answers. Once you learned about your
child’s diagnosis, you may have had so many questions you didn’t even know
where to start. The information provided in this manual can serve as a starting
point. A way for you to get enough initial information that you will know which
way to go next. For further information, check the resources listed in each
section, or search out information on your own. Your child may have a diagnosis
on the autism spectrum, but by using the guidance and information contained in
this manual, you can systematically seek the relevant resources and information
so that you can help him or her be as successful as possible.

Developed by Stacie Pozdol, M.S., LMHC and Naomi Sw iezy, Ph.D., HSPP,
Riley Hospital for Children, Christian Sarkine Auti sm Treatment Center,
Child and Adolescent Psychiatry



