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FOREWORD

Dear Colleagues:

I am pleased to share with you the Guidelines for the Identification and Education of
Children and Youth with Autism (Guidelines). The 2005 edition is a revision of the 1998
Report of the Connecticut Task Force on Issues for the Education of Children with Autism.
These Guidelines address critical issues and current research important to individuals who
are concerned about children and youth with autistic spectrum disorders. New to the
Guidelines are chapters on “Assessment and Eligibility” and “Transition Planning.”

Implicit in this report is the strong emphasis on the coordination and collaboration among
school and home in the education of children with autistic spectrum disorders. The
Guidelines have been developed to:

improve educational outcomes for children and youth with autistic spectrum disorders;
define a consistent statewide base of information that provides clarity and guidance to
families, Connecticut school districts, private approved programs, and practitioners;
provide research-based information concerning educational intervention strategies for
children and youth with autistic spectrum disorders;

provide smooth transitions for children and youth with autistic spectrum disorders from
the Connecticut Birth to Three System through high school (ages 3 through 21); and
provide families and practitioners with the information, tools and resources necessary to
make informed and cooperative decisions for the education of children and youth with
autistic spectrum disorders in public schools and community settings.

T

The Guidelines are intended to be used as a working draft through the 2005-2006 school
year. We invite you to use these Guidelines and provide on-going written comments and
suggestions regarding their usefulness.

I am hopeful that this report will assist you to ensure that children and youth with autistic
spectrum disorders will have access to appropriate educational opportunities, achieve at high
levels in school, master the goals in the Common Core of Learning, and become productive
and responsible citizens.

You are encouraged to make copies of this report, which is also available online at
http://www.state.ct.us/sde/ , and distribute it to interested parties.

Sincerely,

George P. Dowaliby, Chief

Bureau of Special Education

Connecticut State Department of Education

July 2005


http://www.state.ct.us/sde/

Vi



ACKNOWLEDGMENTS

Sincere gratitude and recognition is extended to the many parents, general and special educators,
public and private school administrators, related service professionals, higher education faculty,
and Connecticut State Agency representatives who contributed their time, energy, knowledge

and passion in the development of this document.

Roger Frant, Chairperson
Education Consultant
State Department of Education

Task Force Members

Marianne Barton, Ph.D.

Associate Clinical Professor and Director
Psychological Services Clinic
Department of Psychology

University of Connecticut

Esther Boucher
Special Education Teacher
Ellington Public Schools

Audrey Chase
Supervisor of Special Education
Danbury Public Schools

Tom Coakley
Regional Manager
CT State Birth to Three System

David Cormier
Education Consultant
Special Education Resource Center

Carolann Cormier, SLP
Coordinator of Assistive Technology
Capitol Regional Education Council

Kathy Dyer, Ph.D., CCC-SLP

Clinical Director

River Street Autism Program at Coltsville
Capitol Region Education Council

Vii

Ruth Eren, Ed.D.
Assistant Professor
Southern Connecticut State University

Elizabeth Freitas
Special Education Teacher
South Windsor Public Schools

Linda Grimm
Managing Consultant
Benhaven Learning Network

Jane Hampton-Smith
Parent
Connecticut Parent Advocacy Center

Kim Hapken
Supervisor of Special Services
Bristol Public Schools

Stacy Hultgren,

Parent

Co-Director, Autism Spectrum Resource
Center

Debra Hultgren
Director of Special Services
Regional School District 19



Andrea J. Leonardi

Director of Special Education and Pupil
Services

Fairfield Public Schools

Anthony Maida
Associate Executive Director
Cooperative Educational Services

Jacqui McCormick, M.A., CCC/SLP
Speech and Language Pathologist
West Hartford Public Schools

Rose McGurkin-Fuhr
Transition Coordinator
Simsbury Public Schools

Karen Neag
Parent

Kim Newgass
Parent

President, Autism Society of Connecticut

Bill Penders
Supervisor of Pupil Services
Middletown Public Schools

*In the years following the first publication

of this document, DMR became the
Department of Developmental Services.

viii

Kathryn Reddington

Individual and Family Support Resource
Team Manager

Department of Mental Retardation*

Michelle Rivelli, MD
Parent

Sue Rosenfield
Director of Special Services
Waterford Public Schools

Maria Synodi
Education Consultant
CT State Dept. of Education

Patricia Tyler

Parent

Connecticut State Office of
Protection and Advocacy
for Persons with Disabilities

Beth Yurman
School Psychologist
Regional School District No.9



GUIDELINES FOR THE IDENTIFICATION AND EDUCATION OF CHILDREN AND YOUTH WITH AUTISM

INTRODUCTION

History of the “Report of the Connecticut Task Force on
Issues for the Education of Children with Autism”

Autism (Task Force Report) was published in 1996. The 1996 Task Force included parents of

children with autism, special education teachers responsible for educating children with autism,
recognized leaders with expertise in autism, and Connecticut State Department of Education
consultants. Ms. Barbara Russo-Sprouls (co-chairperson), past president of the Greater Hartford
Autism Society, and Mr. David B. Porteus (co-chairperson), past treasurer of the Greater Hartford
Autism Society, worked with committee members to publish a report for both parents and teachers
describing “... programs and techniques which have been proven to be effective in educating
individuals with autism” (CT State Department of Education: Report of the CT Task Force on Issues
for the Education of Children with Autism, 1998, p. v). Implicit in the original report was an emphasis
on collaboration between home and school in the education of children with autism.

The original Task Force Report was revised in 1998 to include changes in the federal definition
of autism, an expanded list of websites, additional resources for parents and an updated bibliography.
The Individuals with Disabilities Education Act (IDEA) has been reauthorized twice since the original
report: once in 1997, and again in 2004 as the Individuals with Disabilities Education Improvement Act
(IDEA). Initial reports concerning IDEA 2004 indicate no changes that impact the definition or
identification of children with autism.” However some changes affect the transition requirements from
Birth to Three and transition activities starting at age 16. These Guidelines include the changes in
transition requirements that go into effect in July 2005.

T he original Report of the Connecticut Task Force on Issues for the Education of Children with

Need for Revision

Given recent increases in incidence and prevalence of autistic spectrum disorders along with
legislative changes and research findings, a new and updated document was needed for the state of
Connecticut.

The frequency of autism in Connecticut increased from 661 K-12 students in 1996 to 2,154 in
2003 based upon December 1 student data in 1996 and 2003, respectively. During the same interval,
the prevalence rate increased from 1.2 K-12 students per thousand to 3.7. The increase in the incidence
of autism in the state of Connecticut mirrors the increases reported nationally (24™ Annual Report to
Congress on the Implementation of the Individuals with Disabilities Education Act). Specifically,
according to estimates by the U.S. Accountability Office (2005), the prevalence of autistic spectrum
disorders ranges from 2 to 6 children per 1,000.

These sharp increases in children being identified as having an autistic spectrum disorder have
prompted a nationwide media explosion. It is difficult to go a full week without reading an article,
seeing a news program or listening to a radio program on some aspect of autism. A Google search on

“The Guidelines will use the phrases “children with autism” or “students with autism” throughout the document to refer
to school-aged students (3-21) who have been found eligible for special education and related services under the IDEA
“autism” disability category.

1
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the Internet using the word “autism” produced 7,470,000 references in April 2005. [Six years later, in
July 2011, a search produces 10 times that number, more than 74 million].

Since the publication of the original Task Force Report (1996) and the revision (1998)
empirical research, instructional strategies and techniques, federal legislation and new information
about autistic spectrum disorders have emerged. Publication of Educating Children with Autism (The
National Research Council; NRC, 2001) has provided families and practitioners with an up-to-date
research-based resource that integrates the scientific, theoretical, and policy literature and created a
framework for evaluating the scientific evidence concerning the effects and features of educational
interventions for young children with autism.

In addition to the reauthorization of IDEA in 2004, the national and state context of education
has changed dramatically since the original Task Force Report was issued. Nationally, enactment of
the No Child Left Behind Act (NCLB) has changed the landscape of education for all children. In
particular, NCLB places emphasis on achievement (proficiency) for all students and upon
accountability, identification of schools and districts in need of improvement, continuous student
assessment, focus on evidence based instruction, expanded parental options, definition of highly
qualified teachers and persistently dangerous schools (www.ed.gov/nclb).

A major initiative in Connecticut, corresponding with the requirements of NCLB, is to close
Connecticut’s achievement gaps “... between students who are wealthier and poorer; minority and
nonminority; disabled and non-disabled; male and female; urban, suburban and rural” (Commissioner
of Education, Betty J. Sternberg, New Haven Register, December 15, 2003). In addition to a
commitment to closing achievement gaps, the Connecticut State Department of Education is working
closely with school districts to reduce the overrepresentation of minority students in special education.
In combination, these two state initiatives focus attention on providing all children with disabilities
access to the general education curriculum, equity in identification procedures, and access to
individually designed instruction in the least restrictive environment.

The following Connecticut state documents articulate desired educational outcomes and shape
the context of instruction for all children eligible for special education and related services:

1. The Connecticut State Board of Education Position Statement on the Education of Students
with Disabilities (January 3, 2001)
(http://www.sde,ct.qov/sde/lib/sde/pdf/bord/disabulitie.pdf)

2. The Connecticut State Department of Education and the Connecticut Birth to Three System
Continuous Improvement Plan (CIP), Birth to 21 (2003-2004)
(http://www.ctserc.org/artivles/CIPT%20brochure,pdf)

3. P.J.etal. v State of Connecticut, Board of Education Settlement Agreement
(http://www.sde,ct.gov/sde/lib/sde/pdf/deps/sa/sa_pj_final02.pdf)

4. The Connecticut State Board of Education “Position Statement on Educational Technology
and Information Literacy” (December 2004)

(http://www.ct.gov/cen/lib/cen/sde _position_statement on_ed_tech.pdf)

In an effort to keep current with research and state and federal mandates, and to provide
Connecticut’s students, families and instructional staff with current, research-based information, the
Connecticut State Department of Education in 2002 embarked on revising the Report of the
Connecticut Task Force on Issues for the Education of Children with Autism, which resulted in the
current document.


http://www.ed.gov/nclb
http://www.sde,ct.gov/sde/lib/sde/pdf/bord/disabulitie.pdf
http://www.ctserc.org/artivles/CIPT%20brochure,pdf
http://www.sde,ct.gov/sde/lib/sde/pdf/deps/sa/sa_pj_final02.pdf
http://www.ct.gov/cen/lib/cen/sde_position_statement_on_ed_tech.pdf
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Revision Process

In 2002, the Bureau of Special Education and SERC (Special Education Resource Center)
initiated an information-gathering process that was made up of the following steps:

1. Conducting seven focus groups comprised of parents, public and private school personnel,
private consultants, Regional Education Service Center (RESC) staff, university faculty,
and medical professionals. Focus groups were convened in each of the six RESC regions
and the seventh was conducted in Middletown for medical and academic professionals. An
outside company, Words & Numbers Research, Inc., conducted the focus groups from
January 8, 2003, to February 4, 2003;

2. Meeting with the writing members of the original Task Force Report (May 6, 2003);

3. Soliciting written feedback from interested people who were not invited to or could not
participate in the focus groups; and

4. Writing to each state director of special education to ask for any information that might be
helpful in the revision process.

Focus Groups

Focus group participants were asked to respond to the following questions. In addition,
individuals who did not participate in one of the focus groups had an opportunity to respond in writing
to the same set of questions (see #3 above).

1. What specific revisions do you think are necessary in the content of the Task Force Report
in order to provide clarity and guidance to Connecticut School Districts, private approved
programs, families, and practitioners?

2. What specific revisions do you think are necessary in the format of the Task Force Report
in order to provide clarity and guidance to Connecticut School Districts, private approved
programs, families, and practitioners?

Carol and Carol (2003) submitted “Updating the Report of the Connecticut Task Force on
Issues for the Education of Children with Autism: A Report of Focus Group Findings” to the
Connecticut State Department of Education in April 2003.

Working Process

Following the submission of the report, a committee was charged with the responsibility of
rewriting the Task Force Report. This “Autism Writing Committee” (the Committee) was comprised of
parents of children and youth with autism, special education teachers of children with autism, related
services personnel, special education administrators, parent advocates, RESC staff, private consultants,
university faculty, and representatives from state agencies and SERC. Since the revised report
discusses issues related to children with autism ages 3 to 21, parents, teachers, related services staff and
administrators spanning pre-K to grade 12 were invited to participate as committee members. The
Committee had its first meeting on October 8, 2003.

For information about children with autistic spectrum disorders under the age of 3, see CT Birth
to Three System, Service Guidelines #1: Intervention Guidance for Service Providers and Families of
Young Children with Autistic Spectrum Disorder, 2002 (www.birth23.org).


http://www.birth23.org/
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Purpose of the New Guidelines

The revision of the original Task Force Report takes the form of “Guidelines for the
Identification and Education of Children and Youth with Autism” (Guidelines). The Guidelines were
developed for families and service providers for the following purposes:

1. To improve educational outcomes for children and youth with autistic spectrum disorders.

2. To define a consistent statewide base of information that provides clarity and guidance to
families, Connecticut school districts, private approved programs, and practitioners.

3. To provide research-based information concerning educational intervention strategies for
children and youth with autistic spectrum disorders.

4. To provide smooth transitions for children and youth with autistic spectrum disorders from
the Connecticut Birth to Three System through high school (ages 3 through 21).

5. To provide families and practitioners with the information, tools and resources necessary to
make informed and cooperative decisions for the education of children and youth with
autistic spectrum disorders in public schools and community settings.

In preparing the Guidelines, the following two critical questions were posed:

<> How do the Guidelines support or advance learning and positive outcomes for children and
youth with autistic spectrum disorders as well as support their families?

<> How do the Guidelines support or model evidence-based instruction for children and youth
with autistic spectrum disorders?

Grover J. Whitehurst, Assistant Secretary, Educational Research and Improvement, United
States Department of Education, in a PowerPoint presentation defined evidence-based education (EBE)
as “The integration of professional wisdom with the best available empirical evidence in making
decisions about how to deliver instruction” (www.ed.gov/nclb/methods/whatworks/eb/edlite-
slide001.html; Student Achievement and School Accountability Conference: Evidence-Based
Education, October 2002). Whitehurst went on to say that both professional wisdom and empirical
evidence are necessary. Without professional wisdom education cannot adapt to local circumstances or
operate intelligently in the many areas in which research evidence is absent or incomplete, and without
empirical evidence education cannot resolve competing approaches, generate cumulative knowledge
and avoid fad, fancy and personal bias. The term “evidence-based education” is considered to be
synonymous with evidence-based instruction and evidence-based practices.

The recommendations and information provided in the Guidelines are based upon a review of
research and state and federal legislation concerning current assessment and eligibility criteria,
characteristics of effective educational programs, and evidence-based education and transitional
strategies and activities.

The Guidelines are not intended to serve as an endorsement of any single theoretical or
instructional approach. Autism is a spectrum disorder that impacts each child and family in unique
ways. Consequently, a specific intervention procedure may not be appropriate for all children.


http://www.ed.gov/nclb/methods/whatworks/eb/edlite-slide001.html
http://www.ed.gov/nclb/methods/whatworks/eb/edlite-slide001.html
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Principles Underlying the Guidelines

The working committee agreed upon the following set of guiding principles:

1. All children with autism are valuable, can learn and are worthy of educational interventions
and related services that maintain their dignity.

2. The potential of children with autism, although not always immediately evident, must
always be assumed and nurtured.

3. All children with autism are entitled to a Free and Appropriate Public Education (FAPE) to
assist them in reaching their potential.

4. All children with autism should have access to the general education curriculum,
extracurricular activities, and time with nondisabled peers to the maximum extent
appropriate.

5. Quality programs for children with autism require a commitment to cooperative team
planning and instructional programming.

6. All staff working with children with autism require ongoing training.

Organization of the Guidelines
The Guidelines are organized into the following five sections:

Autism and Autistic spectrum disorders—Definition and Distinctions
Assessment and Eligibility

Characteristics of Effective Programs

Interventions

Transitions and Transition Planning

AN

For ease of reading, each section follows the same structure:

<> Content of the section
< Frequently asked questions and answers
< Appendix/resources



GUIDELINES FOR THE IDENTIFICATION AND EDUCATION OF CHILDREN AND YOUTH WITH AUTISM



GUIDELINES FOR THE IDENTIFICATION AND EDUCATION OF CHILDREN AND YOUTH WITH AUTISM

CHAPTER |

Autism and Autistic Spectrum Disorders—Definition and Distinctions

utism, as defined in IDEA 1997: “...means a developmental disability
A significantly affecting verbal and nonverbal communication and social

interaction, generally evident before age 3, that adversely affects a child's
educational performance.  Other characteristics often associated with autism are
engagement in repetitive activities and stereotyped movements, resistance to
environmental change or change in daily routines, and unusual responses to sensory
experiences. The term does not apply if a child’s educational performance is adversely
affected primarily because the child has an emotional disturbance. ... A child who
manifests the characteristics of “autism” after age 3 could be diagnosed as having “autism”
if the criteria in paragraph (c)(1)(i) of this section are satisfied.” (34 C.F.R. 1997, §
300.7(c)(2)(i)

In the current literature and research, as well as in the report Educating Children with Autism
issued by the National Research Council (2001), autism is referred to as a descriptor, and its diagnosis
is based upon observational data. The term ASD or autistic spectrum disorders is commonly used to
describe the full range of the autism spectrum and reflects the general consensus that autism is a
complex developmental disability whose symptoms and characteristics present in a wide variety of
combinations, from mild to severe. When professionals or parents refer to different types of autism,
they are often distinguishing autism from one of the other pervasive developmental disorders included
in the standard reference Diagnostic and Statistical Manual (DSM) currently in its fourth edition
(DSM-1V) (Wing, 2001).

For the purpose of this document the term “ASD” (autistic spectrum disorders) will be used
synonymously with “autism” as defined in IDEA 1997. According to the National Research Council,
“A child who receives a diagnosis of any autistic spectrum disorder should be eligible for special
educational programming under the educational category ‘Autism’ regardless of the specific diagnostic
category within the autism spectrum” (2001, p. 3). Finally, in accordance with IDEA 2004, eligibility
for special education services requires that the Planning and Placement Team (PPT) determine that the
disability of autism or ASD adversely affects the child’s educational performance and that the child is
in need of specialized instruction.

ASD are present from birth or the child’s very early development, and affect essential human
behaviors such as social interaction, the ability to communicate ideas and feelings, imagination, and the
establishment of relationships with others (National Research Council, 2001). Current research and
literature consistently refer to a basic triad of central deficits in ASD: social reciprocity and interaction;
communication; and repetitive behavior (Wing, 2001). Additional characteristics may include sensory
issues, anxiety, resistance to environmental change or change in routine, and stereotyped movements.

Frith (1991) refers to the developmental diversity of autism, and other research studies and
evidence similarly indicate that autism includes a variation of symptoms and uneven development both
within and among individuals. However, most experts in the field appear to agree that the key defining
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symptom across the spectrum is a substantial impairment in social interaction (Frith, 1989; Wing,
2001). Although autistic spectrum disorders are unique in their pattern of deficits and areas of relative
strengths, the triad of central deficits mentioned above generally have lifelong effects on how
individuals learn to be social beings, to take care of themselves and to participate in the community
(National Research Council, 2001). There is no cure for autism, but many individuals on the spectrum
become highly productive, loving and contributing adults.

ASD may occur with other symptoms or disabilities, such as mental retardation and language
disorders, as well as with genetic disorders such as Fragile X Syndrome, William’s Syndrome, Landau-
Kleffner Syndrome, and Tourette Syndrome. Further, approximately one third of the children with
ASD develop a seizure pattern at some period during their life (Tuchman, 2000).

Major Strengths

Although individuals with ASD experience many challenges throughout their lives, it is
important to recognize that not all of the traits associated with this disorder are negative. Many
individuals on the spectrum become highly productive contributing adults. Individuals on the spectrum
should be accepted for their unique needs and strengths. Some exhibit splinter skills while others may
display extraordinary skills in very specific areas such as rote memorization, the arts, and so on.
Individual strengths often serve students with ASD well in overcoming or compensating for difficulties.

The following is an overview of the major abilities and strengths common among individuals
with ASD:

Understand concrete concepts very well
Memorize rote material easily and quickly
Recall visual images and memories easily
Think in a visual way
Learn chunks of information quickly
Learn to decode written language at an early age (hyperlexia)
Have extraordinarily good long-term memory
Understand and use concrete rules and sequences
Be perfectionistic in approach to tasks
Be very precise and detail oriented
Be depended upon to maintain schedules and to be on time
Have average or even way above average intelligence
Be honest, even to a fault
Be extremely focused, if it is a pleasurable task, (and which may be the tasks others do not
want to do)
Be charming in their innocence
Have difficulty being devious
Have a strong sense of integrity
Have an excellent sense of direction
Be very compliant when expectations are clearly understood
Be very genuine; may not understand the motive behind trying to impress others, and
therefore don’t bother
(CT Autism Spectrum Resource Center, 2003, p. 4)

R R R T R IR SR SRS

R R S
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Outcomes for individuals on the spectrum are closely related to their overall level of ability.
Thus, research and clinical experience have demonstrated a wide range of outcomes in adult life, from
total dependence to independence in spite of residual disabilities (Wing, 2001). Even though there is
no cure for autism, with appropriate treatment, some behaviors may change or diminish over time.
Many individuals with autism enjoy their lives and contribute to their community in meaningful ways,
and others have made extraordinary contributions to society in their fields of expertise including
Temple Grandin, Stephen Shore, and Donna Williams, to name a few.

Origin

The origin of autism is generally agreed upon in the current research and literature. That is,
autism is a developmental disorder of neurobiological origin that is defined on the basis of behavioral
and developmental features. Recent biological research, such as genetics, points to important
implications for families of children with autistic spectrum disorders (National Research Council,
2001). However, there is no clear evidence that autism is due to a single cause, and it is not a disorder
caused by poor parenting or an unemotional “refrigerator mother” as posited by Bruno Bettelheim.

Uta Frith, a research scientist at the MRC Cognitive Development Unit in London,
believes that the current research suggests “we should not just think about “the” cause
for autism, but about a long causal chain” (Frith, 1991, p. 80) and proposes a “hazard,
havoc, harm” model: ... The hazard can be of many kinds, including faulty genes,
chromosome abnormality, metabolic disorder, viral agents, immune intolerance and
anoxia from perinatal problems. We can assume that any of these hazards has the
potential to create havoc in neural development. Owing to the upheaval, lasting harm
may be done to the development of specific brain systems concerned with higher mental
processes. The harm may be mild or severe, but always involves the developmental
arrest of a critical system at a critical point in time. It is our hypothesis that only then
will autism occur. (Frith, cited in Holmes, 1998, p. 24)

Finally, and most important, is the clear evidence in the research and the literature that autism is
not an emotional disturbance.

Autistic spectrum disorders are defined more specifically in two internationally recognized
systems: the International Statistical Classification of Diseases and Related Health Problems (ICD-10)
published by the World Health Organization and the Diagnostic and Statistical Manual (DSM 1V) of
the American Psychiatric Association (1994). The name used in both systems to cover ASD is
Pervasive Developmental Disorder (PDD). There is an increasing call from researchers and clinicians
to use the term ASD instead of PDD. Based upon the DMS IV, the major characteristics of the
subgroups within autistic spectrum disorders as of this time are as follows.
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Autistic Spectrum Disorders

Childhood Disintegrative Disorder

Characterized by normal development for at least the first two years, significant loss of
previously acquired skills.

Rett’s Disorder

A progressive disorder which, to date, has been found only in girls. Period of normal
development and then loss of previously acquired skills, loss of purposeful use of hands
replaced with repetitive hand movements beginning at the age of 1-4 years.

Autistic Disorder

Impairments in social interaction, communication, and imaginative play prior to age 3 years.
Stereotyped behaviors, interests and activities.

Pervasive Developmental Disorder - Not Otherwise Specified

Commonly referred to as atypical autism, a diagnosis of PDD-NOS may be made when a child
does not meet the criteria for a specific diagnosis, but demonstrates a severe and pervasive
impairment in specified behaviors.

Asperger’s Disorder

Characterized by impairments in social interactions and the presence of restricted interests and
activities, with no clinically significant general delay in language, and testing in the range of
average to above average intelligence (American Psychiatric Association, 1994).

For a complete description of autistic spectrum disorders see DSM-IVR, Pervasive Developmental
Disorders.

The spectrum reflects symptoms ranging from severe to mild and may be illustrated as follows:

v

CDD Rett’s Autism PDD-NOS Asperger’s

Rett’s (below 1 in 10,000 children) and Childhood Disintegrative Disorders (1 in 50,000
children) are less common than Autism (Volkmar, Lord, Bailey, Schultz, & Klin, 2004).

Nonverbal learning disability (NLD) is not considered a classification on the spectrum. The
research and literature regarding the inclusion of NLD on the spectrum is mixed. Opinions of experts
in the field differ, with no preponderance of evidence showing that NLD belongs on the spectrum.
While children with NLD have many of the same social and pragmatic language difficulties, they are
less likely to exhibit the intense, single-minded focus that children with Asperger Syndrome do (Powers
& Poland, 2002).

10
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Prevalence Rates for Connecticut

The prevalence rate of children with autism in Connecticut has shown a dramatic increase since 1996 as
illustrated in data collected by the Connecticut State Department of Education (see Figure 1).
Specifically, the prevalence rate increased from 1.2 K-12 students per thousand in December 1996 to
3.7 K-12 students per thousand in December 2003.

Prevalence Rate of Autism
for K-12 in Connecticut
1996 — 2003

0.40% =
0.35% 3.2
0.30% 2.7
0.25% o 24 ‘
0.20% 1.8 ‘ ‘ ‘ ‘
s B EEE N
HEEEBE
HEEHBEN
0.00% i e S B —

1996 1997 1998 1999 2000 2001 2002 2003

*3.7 Students with Autism per 1000 K-12 Students

Frequency of Autism by Age:

1996 =661 1999=1170 2002=1818
1997 =820 2000=1375 2003 =2154
1998 =968 2001 = 1523

Figure 1. Prevalence rates of autism in the state of Connecticut 1996-2003

The data reveal certain trends in this increase of children on the spectrum (see Figure 2). Data
for the 3- to 5-year-old age group indicate the trend of identifying a greater number of children with
ASD at each respective age and successive year. This increase may suggest earlier identification of
children on the spectrum who are receiving Birth to Three services and/or preschool special education
services in the public schools.

The data for the 6- to 11-year-old age group indicate that a total of 359 children were identified
in December 1996, whereas 1,206 children were identified in December 2003. Although this also
illustrates an increase, it suggests a steady pattern of increase of approximately 100 children per year.
When looking at specific ages in this category, a stabilization of the frequency trend appears. For
example, the data for the middle school age group (ages 12 to 14 years) rose from 99 children on the
spectrum in 1996 to 445 children in 2003, illustrating and mirroring a steady increase in numbers as the
earlier identified children move on to the higher grades.

11
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Frequency Trends
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The increase of the frequency of autism in Connecticut mirrors the increases reported nationally
(U. S. Department of Education, 2002). Indeed, nationally, the incidence of individuals on the
spectrum is reported to be as many as six per thousand (Centers for Disease Control and Prevention,
2004, http://www.cdc.gov/ncbddd/dd/aic/about/default.ntm, retrieved, March 2005).

Based on statistics from the U.S. Department of Education and other governmental agencies,
autism is growing at a rate of 10-17 percent per year. At these rates, the Autism Society of America
estimates the prevalence of autism could reach 4 million Americans in the next decade. These overall
incidence rates of autism are consistent around the world, including autism being four times more
prevalent in boys than in girls (Autism Society of America, 2000).

[In December 2009, the Centers for Disease Control and Prevention reported an average of 1
out of 110 children was classified with an autism spectrum disorder, including about 1 in 70 boys (2006
data, http://www.cdc.gov/mmwr/preview/mmwrhtml/ss5810al.htm, retrieved July 18, 2011). The
Autism Society of America estimates that the total number of Americans with ASD is 1.5 Million
(http://www.autism-society.org/abot-autism, retrieved July 18, 2011).]

Educational Classifications

For an educational classification of autism, IDEA requires that the disability adversely affect a
child’s educational performance. IDEA does not use the word “academic” to describe education.
However, it specifies that the purpose of education is to enable the child to develop skills toward
independence and meaningful community involvement as an adult.

Within the state of Connecticut several documents address definition and outcome criteria
related to autistic spectrum disorder, including the following.

The Connecticut State Board of Education’s Position Statement on the Education of Students
with Disabilities (adopted January 3, 2001) clearly states that the outcomes for students include the
development of abilities that will enable them to be self-sufficient, productive and contributing
members of society, able to make informed personal choices and function successfully as family
members, workers, learners, citizens, friends and consumers.

Connecticut’s Continuous Improvement Plan (CIP) (2003-2004) also defines outcomes related
to access and participation as well as community participation and employment as an outcome of
instruction.

The Connecticut Framework, K-12 Curricular Goals and Standards, published in 1998 by the
Connecticut State Department of Education, also includes content standards that reflect a broader
definition of education. These standards are designed to provide a framework for thinking about the
knowledge, skills, and understandings that all students should demonstrate and what is important for
students to know and be able to do. Specific examples within the curriculum goals and standards
include:

< “Identify and use ways to reduce and/or avoid threatening situations, including sexual

harassment, abuse and assault.” (Injury and Disease Prevention, p. 5)
< “Participate with others, despite differences that may exist.” (Respect for Differences, p. 7)
< “Exercise political participation by discussing public issues, building consensus, and
becoming involved in politics.” (Rights and Responsibilities of Citizens, p. 14)
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These documents reflect a broader definition of education, which implies not only acquisition
of academic skills but also acquisition of social competencies in order to be participating members of
society. These views are also reflected in school district outcomes or mission statements that
frequently encompass competencies in academics, social skills, and civic responsibilities (see actual
school mission statement, Appendix I-A).

Summary

The current Guidelines, therefore, recognize a broad definition of education that includes
academics, social/emotional growth, functional skill acquisition, communication, as well as
generalization and maintenance of skills. To deny students eligibility under the disability category of
autism based upon academic performance alone would not reflect the state’s comprehensive definition
of education or the comprehensive nature of autistic spectrum disorders.

Finally, in accordance with IDEA, least restrictive environment (LRE) must be defined
according to the needs of individual students. Under the general principle of LRE, students must be
educated with their non-disabled peers to the maximum extent appropriate so that they may have access
to general curriculum, peer relationships and other experiences afforded to all children. While some
students may need some instruction in separate settings and/or in non-inclusive environments,
relationships and the social skills needed to maintain them are best developed with people in the home
school and community of the student.

Given that the overall goal of public education is to prepare students
for their role as productive members of their community
and society in general, it is imperative that students with autism
receive instruction in environments where they can master and
generalize skills to help them be prepared for life.

14



GUIDELINES FOR THE IDENTIFICATION AND EDUCATION OF CHILDREN AND YOUTH WITH AUTISM

Frequently Asked Questions

What is an autistic spectrum disorder and how does it apply to eligibility under IDEA?

The Connecticut State Department of Education supports the National Research Council’s
(2001) conclusion that a child who receives a diagnosis of autistic spectrum disorder (ASD)
that adversely affects educational performance should be eligible for special educational
programming under the educational category of autism. ASD are complex developmental
disorders of neurobiological origin that are diagnosed on the basis of behavioral and
developmental features. Specifically, ASD refers to the diagnosis given to those individuals
identified as meeting the descriptive characteristics of either Asperger’s Syndrome, Pervasive
Developmental Disorder Not Otherwise Specified, Autism, Rett’s Syndrome, or Childhood
Disintegrative Disorder. ASD symptoms can occur in any combination and with varying
degree of severity. A consistently accepted triad of deficits characterizing ASD consists of
social interaction, communication, and repetitive behaviors. These behaviors may not become
apparent in infancy, but usually become obvious during early childhood (18 months to 6 years).

What causes autistic spectrum disorders?

ASD have no single cause. Because ASD are complex, neurobiological disorders, they are
believed to develop through a long chain of events that may involve genes, chromosomes,
metabolic disorders, viral agents, immune intolerances, anoxia, or any combination of these
factors. These contributing factors have the potential to affect neural development that may
impact an individual’s behavioral and developmental characteristics, resulting in a diagnosis
of ASD. ASD is not caused by poor parenting or an unemotional ““refrigerator mother” as
commonly believed prior to 1964.

What are the characteristics of people with autistic spectrum disorders?

Individuals with ASD, like most others, exhibit highly individualized deficits and strengths.
Impairments are primarily found in behavioral and developmental areas, specifically: social
reciprocity and interaction, repetitive behaviors, and communication. Additionally,
characteristics such as resistance to changes in routine or environment, sensitivity to sensory
stimulation, and stereotyped movements may also be observed in varying degrees. Significant
strengths in persons diagnosed with ASD may include rote memorization, visual thinking, long-
term memory, and focused attention to detail in preferred tasks that are often complex in
nature.

How do autistic spectrum disorders adversely impact education?

Since the central deficits in ASD (i.e., social reciprocity and interaction, communication, and
repetitive behaviors) affect components that are key to the educational process, ASD may
adversely impact a child’s performance in one, several, or all of the following areas:
academics, social/emotional growth, life-skills acquisition, communication, and the ability to
use and maintain skills across a range of applications and settings. Regardless of the level of
disability, persons with an ASD respond well to highly structured educational settings that
include appropriate supports and accommodations tailored to meet their individual needs.
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Is there a cure for autism?

In a medical sense there is no known cure for ASD. However, research continues in the
neurobiological field of medicine. Such continued research has provided a clearer
understanding of ASD and has led to more effective treatments and therapies. With an
appropriate, comprehensive educational program, a child’s behavior may change positively
and to such an extent that his/her presentation may no longer meet ASD criteria. However, for
the majority of children who make such gains, it does not necessarily mean that the challenges
associated with ASD completely disappear. ASD is typically a lifelong developmental
disability.
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Appendix I-A

School District
Mission and Expectations for Student Learning

The primary purpose of the school district is to provide comprehensive educational
opportunities for all students. A safe, challenging learning environment that responds to the changing
needs of the school community is the core of academic and social growth. Programs, services and
activities work together to promote learning. By fostering academic excellence and addressing
students’ social, cultural, artistic, physical and vocational needs, the school encourages all students to
develop the motivation and capacity for lifelong learning. All students are educated to adapt to a
changing world, to grow as individuals, to value differences, and to become responsible members of

society.

Academic Expectations

S

<>

Students will demonstrate basic skills in critical thinking and problem solving.
Students will develop effective skills in speaking and listening.

Students will develop effective reading skills.

Students will develop effective writing skills.

Students will demonstrate the ability to use technology needed to participate in our
changing society.

Students will develop the ability to work cooperatively with others.

Social Expectations

<>
¢
<>

Students will demonstrate respect for themselves, others and school property.
Students will demonstrate an understanding of and respect for individual difference.
Students will demonstrate honesty, integrity, and personal responsibility.

Civic Expectations

<>
<>

Students will demonstrate knowledge of their civic rights, duties and responsibilities.
Students will engage in civic activities connected to a variety of school programs which
provide experience in leadership, decision-making and community service.
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CHAPTER I

Assessment and Eligibility

Diagnosis vs. Eligibility Evaluation

amilies of children suspected of having ASD often find themselves caught in the
F confusing interface between two very different systems of care: the health care system

and the educational system. This happens because ASD are defined as both clinical
disorders and an educational disability, typically making a child eligible for special education services.
While there is considerable overlap between these two systems, there are also significant differences
between them related to the diagnosis of ASD. It is helpful to understand these differences, in an effort
to clarify the meanings attached to the various diagnostic labels used to describe the difficulties
presented by children with ASD.

Assessment of a Clinical Disorder

Autism, or Autistic Disorder, is defined as a clinical disorder. It is one of a group of disorders
called Pervasive Developmental Disorders (PDD), which includes Asperger’s Disorder, Rett’s
Syndrome, Childhood Disintegrative Disorder, and Pervasive Developmental Disorders-Not Otherwise
Specified (PDD-NOS). As mentioned, criteria for a diagnosis of autism, as well as other Pervasive
Developmental Disorders are described in Diagnostic and Statistical Manual, 4™ Edition (DSM-1V),
published by the American Psychiatric Association (1994).

Clinical diagnosis is made by a professional with expertise in evaluating children with a variety
of behavioral and emotional disorders, including ASD. Typically, such evaluations are conducted by
child psychiatrists, clinical child psychologists, clinical neuropsychologists and specially trained
neurologists and developmental pediatricians. In addition, many professionals may administer brief
screening tools or parent report rating scales designed to identify children who may be at risk of a
pervasive developmental disorder, or who may show early signs of the disorder.

Several screening tools are currently in use, and many of them serve the very important goal of
improving early detection of these disorders, thereby permitting early and more effective intervention.
These include, among others, The Checklist for Autism in Toddlers (CHAT) (Baron-Cohen, Allen, &
Gillberg, 1992; Baron-Cohen et al., 1996); The Modified Checklist for Autism in Toddlers (MCHAT)
(Robins, Fein, Barton, & Green, 2001); The Social Communication Questionnaire (Berument, Rutter,
Lord, Pickles, & Bailey, 1999); and The Autism Screening Questionnaire (Ehlers, Gillberg, & Wing,
1999).

It is important to recognize that screening tools are not designed to establish a definitive
diagnosis, and therefore should not be used to make a diagnosis. Instead, they are used to identify
children in need of more detailed and comprehensive assessment, which may lead to a diagnosis. In
short, screening tools are designed to be very brief and easy to administer, and to initiate a process of
referral for more definitive evaluation.
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Clinical Diagnosis
The evaluation of a child for a clinical diagnosis of ASD should include the following:

1. A detailed family interview in order to obtain a comprehensive medical, developmental and
social history of the child.

2. An autism-specific measure, which enables a clinician to evaluate social and
communicative skills in the context of observed social interactions.

3. Standardized assessments of (a) cognitive ability or developmental level; (b) motor
development; (c) communication skills, including both verbal and nonverbal abilities; (d)
adaptive skills; and (e) social interactive abilities. Standardized measures should be
supplemented by the use of observational measures and by clinical judgment. Finally,
assessment of sensory processing skills may also be helpful to program planning, but it is
not required to make the diagnosis. A listing of well-validated measures for clinical
diagnosis is included in Appendix 11-B.

Parents, and others who know the child well, must be heavily involved in the evaluation
process, and some assessment should be made of familial needs and resources regarding services for
the child. The behavior of children with ASD may vary widely across settings and across skill domains.
In addition, the behavioral features associated with ASD vary considerably with age. It is, therefore,
critical that information be obtained about a child’s functional abilities across multiple tasks and
multiple settings, and that behavioral data be evaluated within the context of a child’s developmental
level.

All children should also receive a hearing screening to rule out hearing impairments, and based
upon the results of the screening, a full hearing evaluation. In addition, many children are referred for a
series of blood tests to determine lead levels, hemoglobin levels, and thyroid functioning, since
abnormalities in these areas may be related to behaviors similar to those associated with ASD. Finally,
children should be referred for chromosome studies to assess the possibility of Fragile X Syndrome, a
genetic disorder with behavioral features similar to ASD. Since approximately 25 percent of children
with autistic spectrum disorders also have a seizure disorder (Volkmar & Nelson, 1990), many children
are referred for EEG studies; however, this is not done routinely.

The result of this process is the assignment of a clinical diagnosis, including any of the PDDs or
a variety of related conditions (e.g., language disorder). Although clinical diagnosis is not required in
order for a child to receive special education services, early diagnosis is often extremely helpful as a
guide for educational planning and intervention.

Assessment of Eligibility for Special Education Services

According to the IDEA, a child is eligible for special education services if he/she meets criteria
for classification in one of 13 categories outlined in the legislation, including autism. Autism is defined
in IDEA as “a developmental disability significantly affecting verbal and nonverbal communication,
generally evident before age 3 that adversely affects a child’s educational performance” (IDEA 1997, 8
300.7(c)(1)(i). In Connecticut, the educational disability of autism is considered to encompass all of
the pervasive developmental disorders.

In Connecticut, children under the age of 6 are not required to be classified into one disability
category. Children aged 3 to 6 may be eligible for special education services if they have 1 of the 13
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disabilities defined in IDEA or have a documented developmental delay in one of 5 areas (physical
development, cognitive development, communication, social/emotional development, or adaptive skill)
that adversely affects their education. Preschool-aged children may receive special education services
based on a classification of developmental delay. By their sixth birthday, children who continue to
require special education services must be assigned a classification from one of the 13 included in
IDEA.

As mentioned, children are not required to have a clinical diagnosis to be eligible for special
education services. Similarly, the educational classification of having autism is not necessarily
synonymous with the clinical diagnosis of the same child. For example, a child might receive a clinical
diagnosis of Asperger’s Disorder, but be classified within the educational system as falling within the
category of autism due to significant deficits in social interaction that affect his/her learning. A child
does not meet criteria for autism, as defined by IDEA, if his/her education is adversely affected
primarily because of an emotional disturbance.

The eligibility process for special education and related services is conducted by a multiple-
disciplinary Planning and Placement Team (PPT) for the sole purpose of determining if a child is
eligible for special education services based on developmental delay in young children or the
classification of a child as having one of the 13 disabilities outlined in IDEA, and if so, what services
are necessary. Children may be referred to the PPT by teachers, parents, or educational staff to
determine if an eligibility evaluation is appropriate. Once a child is referred to special education
services, the school district must complete the evaluations and convene a PPT meeting to review the
results within 45 school days.

34 C.F.R. 8 300.532(qg) requires that a child be assessed in all areas related to the suspected
disability, including, if appropriate, health, vision, hearing, social and emotional status, general
intelligence, academic performance, communicative status and motor abilities. The multidisciplinary
team that conducts the evaluation might include general and special educators, school psychologists,
school nurses, speech and language pathologists, occupational therapists, physical therapists, and social
workers. Professionals who conduct evaluations as part of an eligibility determination must meet
professional criteria for assessment skills, and must have specific training and experience in evaluating
children with ASD (34 C.F.R. 2004 § 614 (b)(3)(A)). Parents may invite additional team members as
well (e.g., child advocates, specialists).

Eligibility evaluations should include the assessment of:
cognitive skills or developmental level
adaptive skills
social interaction skills
motor development
communication skills
social/emotional functioning
academic achievement levels (when appropriate)
vocational skills

> <
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All children should also receive a hearing screening to rule out hearing impairments, and based
upon the results of the screening, a full hearing evaluation. Finally, many children with ASD
demonstrate atypical responses to sensory input and may benefit from an assessment of sensory
functioning.
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Assessment measures include review of educational records, direct observation, parental
interview, and administration of standardized or criterion-referenced tests. An educational evaluation,
which typically refers to assessment of academic skills and achievement, may also be included as part
of the eligibility determination process. While medical evaluations are not required as part of the
eligibility evaluation, such evaluations may be necessary as part of a given district’s evaluation when
medical factors directly affect a child’s ability to function in an educational setting.

When an evaluation is conducted to determine if a child meets the criteria for classification in
the category of autism, autism-specific measures that include direct interaction with the child to observe
social interactive behaviors must be part of the evaluation process. (Examples of well-validated
measures for this purpose are included in Appendix 11-B.)

Many children suspected of having a ASD exhibit challenging behaviors that make it difficult
for them to function in a general education classroom. In such cases, a functional behavioral
assessment should also be completed. In brief, a functional behavioral assessment should result in a
behavioral support plan that identifies the function of challenging behaviors and outlines interventions
to address those functions in more adaptive ways.

It is important that the assessment process include measures that will help identify specific
goals and benchmarks for the individualized education program (IEP), and that help determine the need
for specialized services (e.g., occupational therapy, language therapy). Additionally, assessment results
should identify student strengths that can be used to develop a supportive learning environment.

If a PPT determines that additional evaluations outside of the team’s competence are required to
determine eligibility for services or to specify the nature of services required, the school district
assumes responsibility for the cost of such evaluations. When an initial evaluation is completed by
professionals outside of school district staff, it is in the child’s best interest for school staff to
participate actively in the evaluation process. School participation in the evaluation process can
provide the evaluator with valuable academic and social performance data and assist the family and
school in establishing common understandings and expectations for the development of a child’s IEP.

If a parent disagrees with the results of an evaluation conducted by school staff, he/she may
request that an independent evaluation be completed at public expense. The PPT may grant that request
or follow due process guidelines. If a parent elects to obtain an independent evaluation at their own
expense, the PPT is obligated to consider the results of such an evaluation.

Determination of a Disability

When all assessments are completed, the PPT determines whether the student demonstrates a
disability based upon the available information. A disability may be measured by standardized
instruments, in which case scores more than 1.5 standard deviations below the average in social
interaction, communication skills, including receptive and expressive language and pragmatic skills
(social language that involves three major communication skills: using language for different purposes,
adapting or changing language according to the needs of the listener or situation, and following the
rules for conversation and narrative (www.asha.org), and behavior (here defined as the presence of
specific atypical behaviors) are considered evidence of significant disability.

Disabilities may also be measured by professional judgment, provided that individuals making
such judgments have sufficient training and expertise in general assessment and autism-specific
assessment. For example, children with a clinical diagnosis of Asperger’s Disorder may demonstrate
significant impairment as evidenced by their inability to form appropriate peer and adult relationships,
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not due to emotional disturbance. These students may attain scores within normal limits on
standardized cognitive tests or language measures, but observation of their social skills across multiple
settings may reveal significant deficits in social interaction skills and pragmatics, and a variety of
atypical behaviors that adversely affect their education.

When an impairment exists and adversely affects educational performance, it is considered a
disability. An adverse effect on educational performance is defined as performance that falls
significantly below average in any of the following areas:

(@) academic, (b) cognitive, (c) social, (d) behavioral, (€) communication,
including pragmatics, (f) social skills, (g) fine and gross motor skills, and (h)
self-help/adaptive skills. Skill deficits must be accompanied by “an inability to
perform effectively most of the time despite the provision of general education
modifications and supports”. (Connecticut, Department of Education, 1999,
Guidelines for Speech and Language Programs: Volume I, p. 42)

A worksheet for the determining eligibility for special education services under the
classification of autism is included in Appendix I1-A. The worksheet is a work in progress and should
be used as a “draft”. Based upon feedback the Bureau may adopt the worksheet as is or make
modifications.

Children who are not found eligible for special education under the category of autism may be
found to be eligible for special education services under another category, or as not eligible at all.
Criteria have been developed by the Connecticut State Department of Education regarding the
determination of eligibility for special education/ related support services under other classifications
(e.g., Speech Language Impairment, Social-Emotional Disability, Learning Disability, Intellectual
Disabilities).

Updating Initial Assessments

For children found eligible for special education services, the PPT develops an IEP. Once an
IEP is developed, school staff must monitor the student’s progress toward goals on a schedule
consistent with that of their peers. A formal review of progress must occur annually at a formal review
meeting; however, any team member, including parents, may request a PPT meeting at any time if
questions arise or changes happen that warrant special attention. In addition to the annual review,
assessments must be updated no later than every three years (see 34 C.F.R. 2004, 8 614 (a)(2)) to re-
determine eligibility for services. The PPT designs such evaluations. The team may decide that the
comprehensive assessment completed initially need not be repeated in its entirety; in that instance, only
specific areas may be reassessed. Parents may also request further assessment. The results of any
evaluations, including worksheets for the determination of eligibility for special education services (see
Appendix I1-A), must be shared with parents.

A list of measures appropriate for use in eligibility evaluations is included in Appendix II-B.
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Frequently Asked Questions
What is the difference between a clinical diagnosis and an eligibility evaluation?

A clinical diagnosis is an effort to determine if an individual has a specific clinical disorder, such
as autism or a PPD, as defined by DSM-IV and prevailing standards of clinical practice. An
eligibility evaluation is an assessment conducted to determine if a student is eligible for special
education and related services due to a disability as defined by state and federal statutes.

Is a clinical diagnosis required in order to receive special education services?

Children may be found eligible for special education services without a clinical diagnosis, if they
meet the eligibility requirements delineated by state and federal statutes. However, clinical
diagnoses are often helpful in describing the nature of a child’s strengths and weaknesses, and for
planning for effective intervention.

What are the appropriate qualifications of professionals who participate in an educational
eligibility determination for ASD?

Professionals who conduct evaluations as part of an eligibility determination must be licensed
and/or certified in their specialty area, and must meet professional criteria for assessment skills. In
addition, at least one member of the team must have specific experience and training in the
evaluation of children with ASD and the use of autism-specific instruments with established
reliability and validity.

What are the appropriate qualifications of a professional who completes a clinical evaluation?

Individuals who complete clinical evaluations must be licensed and/or certified in their specialty,
and must have training and expertise in the evaluation of children with a variety of behavioral and
emotional disorders, including ASD. Individuals must have specific experience and training in the
use of autism-specific instruments with established reliability and validity.

What should a comprehensive evaluation include for a child suspected as having autism?

Medical/developmental/social history

Review of educational records

Parent interview

Hearing screening

Direct observation of social interactive skills

Standardized assessment of:

¢ cognitive/academic skills

language, including receptive and expressive language and pragmatics
motor skills

adaptive/self-help skills

behavioral issues, including functional analysis of problem behaviors
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social skills including play and leisure skills and friendship patterns
emotional/self-regulatory skills

sensory issues, especially as they affect functional skills

curriculum based assessment

vocational skills, if appropriate

strengths as well as weaknesses

* 6 6 6 o o

Is a medical evaluation required as part of the identification process?

A medical evaluation is not required as part of the eligibility determination process. However,
since children with ASD have a relatively high incidence of medically related problems, it is
prudent for families to consider obtaining medical evaluations (including chromosomal studies,
metabolic studies and EEGs) outside of the PPT process to rule out the presence of related

disorders.
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Appendix II-A
Worksheet for Determination of Eligibility for Special Education
Services under the Classification of Autism

The student should meet the criteria listed below (A-C) to be eligible for special education services due
to autism:

The child:
A. has been evaluated by a professional with appropriate training, using an autism-specific instrument,
and must be found to be functioning in the range of autistic spectrum disorders.

evidenced. Please also respond to t eques\\ion at the-end of
\

)Social \nteraction*

Evidenced by Observation (O),
Clinical Judgment (CJ), and/or
Formal Testing (FT)

Performance

,gesture) Yes No NA

Limited efforts to-establish joint
attention or share experience Yes No NA

Significant deficits in
social/emotional reciprocity Yes No NA

Lack of developmentally
appropriate peer relations Yes No NA

Lack of developmentally
appropriate symbolic
play/imagination Yes No NA
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Inability to make functional
adjustment to the social
environment Yes No NA

*Does the child meet the criteria of demonstrating at least two characteristics from this area? Yes No

Communication*

Area

Impairment That Evidenced by Observation (O),
Adversely Affects Clinical Judgment (CJ), and/or
Educational Formal Testing (FT)
Performance

Significant deficits in receptive
language (e.g., acts as though doesn’t
hear although hearing is normal, doesn’t
respond to name, doesn’t respond to
verbal cues, concrete and literal
comprehension)

Significant deficits in expressive
language (e.g., no babbling, pointing

doesn’t combine words by 2 years, \
loss of language skills, e olali&i/\

Yes No NA

*Does the child demonstrate at least one characteristic from this area? Yes No
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Atypical Behaviors*

Area

Impairment That Evidenced by Observation (O),
Adversely Affects Clinical Judgment (CJ), and/or

Educational Formal Testing (FT)
Performance

Restricted or repetitive

interests Yes No NA

Stereotyped, repetitive

movements Yes No NA

Adherence to nonfunctional
routines Yes No NA

(Note: Children under the age of 5 who have ASD may not exhibit aty
requirement that they exhibit one of the behaviors listed under th
children aged 3-5 years.)

al behaviors, so\the

*Does the child demonstrate at least one chara

Ruling Out/Eliminating Other Factors \

ors such as me
the primary
\

s No

Have other causes/contributin
emotional disturbance be

Based o -above, d sthe%eetth}e criteria for classification underthecategory of autism?
Yes  No

The PPT
the criteria igibility for special education services as defined in IDEA and Connecticut statutes.

Date:
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Appendix II-B
Assessment Tools/Instruments

The following tables list measures in critical areas of development. The list is by no means exhaustive,
but provides some information about measures commonly used when assessing a school-aged child. It
is critical that evaluators be trained and experienced in the measures chosen. It is equally important
that parents/caretakers be familiar with what the measures are attempting to identify and how that
information will be used to help plan for their child.

Assessment Measures Specific to ASD

When a child is suspected of having an ASD, evaluators administer an instrument specifically
geared to identifying ASD.

Name of Instrument Ages Covered | Brief Description
Autism Diagnostic 12+ months A standardized diagnostic interview that solicits
Interview-Revised (ADI-R) detailed information from caregivers regarding

social interaction, communication, and behavior.

(Western Psychological Yields classification as ASD or not. Requires

Services) training and extensive time to administer. Good
evidence of reliability and validity.
Autism 12+ months Series of semi-structured tasks designed to elicit

social communication, and social interactive skills
and play. Trained clinicians provide ratings of
reciprocal interaction and communication skills,
(ADOS-R) which yield a classification as autism or ASD. Good

(Western Psychological evidence of reliability and validity.

Diagnostic Observation
Schedule — Revised

Services)
Childhood Autism Rating 2+ years Widely used direct observational tool designed to
Scale (CARS) be used by a trained clinician. A cutoff score

identifies a child as falling within the autistic range

(American Guidance (mild, moderate, severe) or not. Good evidence of

Service) reliability when based upon adequate sample of
behavior.

Autism Screening 18 months - Screening instrument that can provide a profile of

Instrument for Educational | adult abilities in spontaneous verbal behavior, social

Planning (ASIEP-2) (Pro- interaction, education level, and learning

Ed) characteristics. Typically administered by school

psychologists or teachers, this tool is used for
educational planning.
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Name of Instrument

Ages Covered

Brief Description

Autism Behavior Checklist
(ABC)

3 years - adult

This brief checklist is included in the ASIEP and is
designed to be completed by parents or teachers.
The ABC may be used to identify behaviors
associated with autism, and may help structure
observations. Its relationship to diagnosis is unclear.

Gilliam Autism Rating
Scale

(American Guidance
Service)

3 - 22 years

Brief checklist of behaviors associated with autism.
It is designed to be completed by parents and
clinicians. Relationship to diagnosis remains
unclear.

Intellectual Assessments—Standardized

Tests of intelligence yield information that give an estimation of an individual’s potential for
learning based on verbal and nonverbal abilities. For standardized tests, a student’s scores may be
compared to those of his/her peers. All of the tests listed below are standardized measures, which are
administered individually by a certified school psychologist or licensed psychologist.

Name of Instrument

Ages Covered

Brief Description

Das-Naglieri: Cognitive 5-17 A measure of cognitive processing that includes the

Assessment System following processes: planning, attention,

(Riverside Publishing) simultaneous, and successive processing (PASS).

Differential Ability Scales 2-17 A measure of cognitive abilities that include

(DAS) nonverbal reasoning, spatial ability, verbal ability,

(Psychological Corporation) short-te_rm memory, and speed of information
processing.

Kaufman Assessment 3-18 A measure that assesses cognitive functioning while

Battery for Children- 2" Ed. minimizing verbal instructions.

(American Guidance

Service)

Leiter International 2-18 Measures the ability to problem solve without the

Performance Scale-Revised
(Stoelting Company)

use of language.
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Name of Instrument

Ages Covered

Brief Description

Stanford-Binet Intelligence | 2 - 90+ Assessment of fluid reasoning, knowledge,

Scale-5" Edition quantitative reasoning, visual-spatial processing,

(Riverside Publishing Co.) and working memory. Compares verbal and
nonverbal performance.

Test of Nonverbal 6 through 89 A measure of aptitude, abstract reasoning, and

Intelligence-3 problem solving without the use of language on the

(Pro-Ed) part of the administrator and the responder.

Universal Nonverbal
Intelligence Test (UNIT)

(Riverside Publishing)

5 through 17

A measure of cognitive ability that is entirely
nonverbal. Contains six subtests that together
assess memory and reasoning abilities.

Wechsler Intelligence 6-16 An updated version of a widely used test. It

Scale for Children- Fourth provides four index scores indicating a child’s
Edition (WISC-1V) abilities to reason with verbal and nonverbal
(Psychological information.

Corporation)

Wechsler Preschool and 2-7 This is a downward extension of the WISC-1V. It
Primary Scale of measures verbal comprehension, perceptual
Intelligence-111 (WPPSI) organization, and processing speed.
(Psychological

Corporation)

Wechsler Adult 16 - adult This original Wechsler Scale designed for use with
Intelligence Scale I11 adults provides measures of verbal and nonverbal
(Psychological skills, working memory, and processing speed.
Corporation)

Woodcock-Johnson 11 2 —adult Assesses verbal ability, thinking ability, and

Tests of Cognitive
Abilities (Riverside
Publishing)

cognitive efficiency (information processing);
consists of a standard battery and extended battery
of 10 subtests each.
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academic skills that have been mastered or are deficient may be identified using this type of evaluation.

Academic Assessments
Academic (or achievement) tests assess how much material the student has mastered. Specific

Name of Instrument

Ages Covered

Brief Description

Brigance Comprehensive
Inventory of Basic Skills-
Revised

(Curriculum Associates)

Grades pre-K
to 9

Assesses key academic skill areas.

Kaufman Test of Grades 1-12 | Assesses academic achievement in reading, math and
Educational Achievement spelling.

(KTEA) (American

Guidance Service)

Mullen Scales of Early Birthto 5 Measures early development, which includes scales of
Learning gross motor, visual perception, fine-motor, expressive
(American Guidance language and receptive language.

Service)

Peabody Individual Grades K - 12 | Screens broad areas of achievement such as general
Achievement Test- information, reading recognition, reading

Revised (PIAT-R) comprehension, math, spelling, and written expression.
(American Guidance

Service)

Test of Written Language | Grades 3-12 | Yields composite scores for overall writing, contrived
3" Edition (TOWL-3) writing and spontaneous writing.

(Pro-Ed)

Wide Range Grades K - 12 | Focuses on coding skills of reading— recognizing and
Achievement Test- 3" naming letters, pronouncing words, spelling,

Ed. arithmetic, oral and written language.

(Wide Range Inc.)

Woodcock-Johnson 111- Grades K — Includes a standard and extended battery of tests that
Tests of Achievement adult assess all academic areas, including oral language.

(Riverside Publishing)
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Speech and Language Assessments

Name of Instrument

Ages Covered

Brief Description

Assessment of Basic Language and
Learning Skills (ABLLS)

(Behavior Analysts, Inc.)

Preschool level

Criterion-referenced skills assessment used
to identify where to begin language
intervention and potential objectives for an
IEP. Assesses a wide range of language
skills, including motivation to respond.

Clinical Evaluation of Language 3-6 Norm-referenced instrument that assesses

Fundamentals Preschool-2 (CELF language skills, including preliteracy and

Preschool-2) phonological awareness subtests.

(The Psychological Corporation)

Clinical Evaluation of Language 5-21 Norm-referenced comprehensive

Fundamentals-4 (CELF-4) assessment that includes academic and

(The Psychological Corporation) social language learning.

Communication and Symbolic 6 months - 6 Standardized assessment that provides

Behavior Scales Developmental years early and accurate identification of

Profile communication and social behavior.

(Paul H. Brookes)

Comprehensive Assessment of 3-21 Standardized assessment of oral language

Spoken Language (CASL) with 15 stand-alone subtests.

(American Guidance Service)

Diagnostic Evaluation of Language | 3-21 Criterion-referenced instrument that

Variation (DELV) distinguishes children who are developing
. . speech and language skills normally from

(The Psychological Corporation) those Who are not.

Functional Communication Profile-R | 4 -9 Criterion-referenced instrument that allows

(LinguiSystems)

for assessment of 11 major skill categories
of communication and related aspects.
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Name of Instrument

Ages Covered

Brief Description

The Language Processing Test- 5-11 Standardized assessment of the ability to
Revised process, organize, and attach meaning to
(Pro-Ed) auditory information.
The Listening Test 6-11 Standardized measure that assesses a

o student’s ability to attend, process, and
(LinguiSystems) respond to auditory information.
Preschool Language Assessment 3-5 Norm-referenced instrument that allows for

Instrument-2

(American Guidance Service)

assessment of cognitive, linguistic, and
pragmatic skills necessary to understand and
participate in classroom discourse as well as
the child’s ability to use concepts,
vocabulary, and language to follow
directions, think, and solve problems.

Preschool Language Scale-4
(The Psychological Corporation)

Birth through

Norm-referenced instrument that allows for
assessment of a child’s language skills,
including items targeting attention, play,
gesture, social communication, and
integrative language skills.

Test of Auditory Reasoning and 5-14 Standardized measure that assesses how

Processing Skills children understand, interpret (process), draw

(Psychological and Educational gogﬁgﬁﬁrs’ a;ggerr:liléesiinrzerﬁnces from

Publications) u yp uft-

Test of Problem Solving-R 6-11 Standardized assessment that measures

(LinguiSystems) strquths and weaknesses in several problem-
solving areas.

Test of Problem Solving-Adolescent | 12 — 17 Standardized assessment that analyzes the

(LinguiSystems) student’s ability to use language to think.

Test of Pragmatic Language 5-13 Norm-referenced instrument that evaluates

(Pro-Ed)

social language skills in six core components
of pragmatic language.
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Adaptive Behavior Assessments

Name of Instrument Ages Covered Brief Description

AAMR Adaptive Behavior | 3 through 18 Quick-to-administer measure of adaptive behavior.
Scales-School (ABS-S:2) Useful in identifying MR and behaviors associated
(AAMR) with autism.

Adaptive Behavior Birth through 89 | A measure of adaptive behaviors that can be used
Assessment System-2nd to develop treatment plans and set goals. Can also
Edition be linked to Wechsler scales in order to see

(The Psychological ;elna;;?c?nsir::p between intelligence and behavioral
Corporation) u g

Scales of Independent Infancy through | A comprehensive norm-referenced assessment of
Behavior-Revised (SIB-R) | 80+ adaptive and maladaptive behavior. Includes a

recommendation form used to plan and track a

(Riverside Publishing) person’s supports, needs, and goals.

Vineland Adaptive Behavior | Birth through 18 | Assessment through a semi-structured interview

Scales & low- and classroom questionnaire of the following
(VABS) functioning be_havior o_Ior_nair_15: communicatio_n, daily Iivi_ng

adults skills, socialization, and motor skills. An optional
(American Guidance measure assesses maladaptive behaviors.
Service)

Functional Behavioral Assessment
A functional behavioral assessment attempts to identify the function of challenging behaviors in order
to replace maladaptive behaviors with more adaptive efforts to serve the same function. A functional
behavioral analysis leads to the development of a positive support plan to teach more adaptive
communication and behavior.

Name of Instrument Ages Covered Brief Description

Functional Assessmentand | All ages Outlines best-practice methods in conducting a
Program Development for functional behavioral assessment. Provides
Problem Behavior: A information on how to develop an effective
Practical Handbook, 2nd behavior intervention plan.

Edition (Wadsworth)
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Social Skills Assessments

Social skills are assessed by autism-specific measures, in many aspects of speech and language
assessment and the assessment of adaptive skills. Recently there have been efforts to develop rating
scales specific to social skills. Two of the most widely used are listed below.

Name of Instrument

Ages Covered

Brief Description

Social Skills Rating System
(SSRS) (American Guidance
Service)

3-18

Rating scale that measures an individual’s
demonstration of social skills falling into
subcategories (cooperation, empathy, assertion,
self-control and responsibility). It suggests
interventions for specific skill deficits.

Social Responsiveness Scale
(Western Psychological
Services)

4-18

Parent and teacher rating scale that assesses
social impairments, including social reciprocity,

pragmatics, and social information processing.

Vocational Assessments

As students with ASD transition into middle school, planning should begin for careers, jobs, or
education beyond high school. While measures of adaptive behavior and social skills can provide data
about where the student will function best and what level of support will be necessary after graduation,
specific vocational measures may be used to provide further information.

Name of Instrument Ages/Grades Brief Description
Covered
Brigance ® Diagnostic High school Comprised of six subtests measuring career-

Employability Skills Inventory
(Curriculum Associates, Inc.)

through adult

related concepts and skills. Students must be
able to read and comprehend high-school level
material.

Occupational Aptitude Survey
and Interest Schedule- Third
Edition (OASIS-3)

(Pro-Ed)

Grade 8
through adult

Consists of two tests that measure six aptitude
factors related to necessary job skills and 12
interest factors, such as Artistic, Humanitarian,
and Selling.
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Name of Instrument

Ages/Grades
Covered

Brief Description

Reading-Free Vocational
Interest Inventory-2

(Harcourt Psychological
Corporation)

13 years and older

This nonverbal test contains pictures of job
tasks related to the following interest areas:
Automotive, Building Trades, Clerical, Animal
Care, Food Service, Patient Care, Horticulture,
Housekeeping, Personal Service, Laundry
Service and Materials Handling.

Transition to Work
Inventory

(Harcourt Psychological
Corporation)

Appropriate for all
individuals with
severe mental
disabilities entering
the workforce

This two-part inventory compares specific job
demands with the worker’s capabilities. This
includes jobs that provide moderate to high
levels of supervision are included such as Food
Service, Building Maintenance, Housekeeping,
Solid Waste Processing, Recycling, Production
Line, Assembly Activities, Delivery, Office
Support, and Auto Service.

Work Adjustment
Inventory (WAI)

(Pro-Ed)

12 -22

This self-report format contains six scales
measuring temperament traits: Activity,
Empathy, Social Ability, Assertiveness,
Adaptability, and Emotionality.
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CHAPTER Il

Characteristics of Effective Programs

lanning effective programs for children with ASD is both challenging and rewarding due to the
variety of student characteristics and needs demonstrated by this population. Although the
research base around effective practice for children with ASD is still growing, there is general
consensus on the components of effective programs:
Earliest Intervention
Family Involvement & Cooperative Planning
Individualized & Intensive Programming
Comprehensive Curriculum
Systematic Instruction & Ongoing Objective Assessment
Structured/Predictable Learning Environment
Specifically Trained Personnel
Peer Relationships

> <

R R

This chapter provides a framework for developing, designing, and monitoring the effectiveness
of programs for children with ASD.

Earliest Intervention

The National Research Council (2001) strongly recommends that a child enter into an
intervention program as soon as an ASD is seriously considered. Thus, educational services, based on
an IEP/IFSP (individualized family service plan) and systematic intervention plans, should begin as
soon as the child is determined eligible for services. In Connecticut, services are available via the
state’s Birth to Three Systems for infants and toddlers and their families, and beginning at age 3 from
the child’s school district. Support for the earliest intervention is based upon the fact that better results
are achieved when services start early.

Benefits of Early Intervention

< The opportunity for family members and educators to intervene prior to the development of
behaviors that interfere with functioning.

< The opportunity for family members and educators to begin teaching functional
communication strategies prior to the development of idiosyncratic communicative patterns
and/or aberrant behaviors.

<> The opportunity for educators to assist family members in the development of effective
teaching strategies for use in the home and community where the need is often greatest, and
the deficits are most acutely felt.

<> The opportunity for family members and teachers, working together, to support the healthy
adjustment of the family with respect to the child’s autistic spectrum disorder, and to
facilitate the formation and maintenance of social networks in the community.

(Report of the Connecticut Task Force on Issues for the Education of Children with Autism, 1998)
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Family Involvement and Cooperative Planning

Effective programming for children with ASD requires a concerted team approach between
agency/school district personnel and families. Federal and state laws require that parents and specific
school personnel participate in the development of an IEP at a PPT meeting. People who have
significant interactions with the child should work together throughout the year outside of the PPT
process to implement, monitor, and evaluate the program and student progress at informal team
meetings. The information gathered from this team will assist with future planning and implementation
of the IEP.

In addition, according to 34 C.F.R. § 300.24, “... supportive services are required to assist a
child with a disability to benefit from special education, and these supportive services include parent
training.” Thus, to the extent that parent training is appropriate to assist a child from benefiting from
special education, it should be included in the IEP as a related service.

Consistency across members of both informal and formal teams is essential because, without
consistency, children may fail to generalize and maintain gains. The child’s family members are
critical and must serve as core team members because they are able to provide unique insights about
their child and can help support and maintain interventions beyond the school setting. In addition to
issues of generalization, family members have opportunities to teach skills in a wide variety of non-
school contexts (e.g., home, extracurricular activities, play dates, and other community settings/events).

Family Participation

Families are most impacted on a day-to-day level by the child’s autism and know their child
best. They bring to the team knowledge of their child and family that spans many years and
environments. It is important that the program is respectful of the family’s culture, values, and
parenting styles. Further, throughout the educational process, parents should receive information
regarding the types and range of service options available, including the advantages and disadvantages
of each. When necessary, staff must be available to help parents interpret the scientific evidence about
the effectiveness of a given intervention. In addition, families should have the opportunity to be
involved in choosing outcomes that are relevant to the family and that reflect their values and culture.
Finally, families must be continually apprised of their child’s progress and program evaluation
activities through regular and ongoing home-school communication.

Families’ participation in home and school programs may vary depending on additional
demands of work and siblings and extended family and community commitments. While some families
are involved in all levels of intervention, including program oversight and direct therapy, to others this
level of involvement may be prohibitive. Consequently, programs for children with ASD should take
into consideration conditions impacting family involvement.

Parent Training

When families choose to implement interventions at home, they may seek the support of trained
professionals. This is an effective means of helping family members embed new skills into routines
that foster the child’s independence at home and in the community. Family members also need to
know how to carry over behavioral support plans for challenging behaviors that interfere with the
child’s functioning.

When helping families incorporate intervention strategies into family routines, the types of
skills that are most conducive to fostering child independence include:
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Daily living skills (e.g., dressing, cooking, public transportation)

Safety skills, such as teaching a child to stop when asked, walk with you without holding
your hand, or how to recognize an emergency

< Simple one-step directions such as come here, sit down, stand up, and wait

<> Functional communication skills such as requesting, protesting, and gaining attention

< Independent leisure skills

> <

Parent training in these areas can reduce family stress and increase opportunities to become
engaged in the community. All family members, including siblings and grandparents, can benefit from
this type of support.

Team Approach

Strong team relationships are based on trust, cooperation, and open communication and
positively impact outcomes for the child. A key to developing successful IEPs for children with ASD
is the development of collaborative team relationships among school personnel and families. Teams
that function collaboratively and meet regularly provide a mechanism for proactively developing,
implementing, and monitoring the effectiveness of programs and interventions throughout the year.
Teams should meet informally to analyze regularly gathered data and make timely adjustments in case
of ineffective programming.

The following variables are key to team effectiveness:

Shared team goal/vision;

Team member roles are established and understood,

Team members communicate effectively;

Team members feel a sense of cohesion, unification, support and respect;

Team logistics and procedures are in place; and

Team outcomes are established through strategic decision making and monitoring.
(Fleming & Monda-Amaya, 2001)

R R

The very nature of autism requires that to be most effective schools and parents work together
toward a comprehensive, quality program that includes plans for generalization. It is essential to
provide adequate meeting time for staff to be available to discuss all facets of the child’s program in an
effort to maintain consistency across school/home/community settings. Strategic decision-making and
problem-solving processes should be used to guide decisions made by teams in designing, monitoring
and adapting student programming.

The intervention team membership and team roles may vary. However, families and direct care
providers should be consistent members. In addition the student should be an active member of the
team whenever appropriate. Other team members may include, but are not limited to, the following:
Administrators
Teachers (general and special education)

Student support service professionals (related services personnel)
Other school staff (i.e. bus drivers, secretary, lunchroom personnel)
School nurse

Paraprofessionals

Consultants

R R e RS

41



GUIDELINES FOR THE IDENTIFICATION AND EDUCATION OF CHILDREN AND YOUTH WITH AUTISM

Appendix I11-B is a list of websites that provide information related to autistic spectrum
disorders. Appendix I11-C includes a list of Connecticut resources.

Individualized and Intensive Programming

Children with autism represent a heterogeneous group requiring individualized and highly
unique programs. Some approaches have been found to be more beneficial than others. According to
Dunlap (1999), a critical key to success is to match specific practices, supports, and services with each
student’s unique profile and the individual family’s characteristics. That is, “Educational personnel are
required, through the Individuals with Disabilities Education Act (IDEA) Amendments of 1997, to
provide a continuum of individualized supports, services, and placements to students, ranging from
inclusion in general education with varying levels of supports to extremely specific services and
instruction in specialized settings” (lovannone, Dunlap, Huber, & Kincaid, 2003, p. 153).

Recent state and federal initiatives require planning and placement teams to consider general
education classroom placement for children with disabilities. Many children with autism are
successfully included in general education classrooms and are learning with typical peers (Wagner,
1998). Particularly, peers are often able to successfully model typical behavior in addition to assisting
with generalization of skills taught.

The IDEA (20 U.S.C. §1412 (a) (5) (A) of IDEA *97) requires school personnel to consider
the LRE for children with disabilities. This means that students, to the maximum extent appropriate, be
educated with their nondisabled peers. Special classes, separate schooling, or other removal of children
with disabilities from the general education environment occurs only when the nature and severity of
the disability is such that education in general education classes with the use of supplementary aids and
services cannot be achieved satisfactorily.

However, for some students, the general education classroom is the least restrictive
environment, while for others it may not afford an appropriate education. Thus, LRE is not always the
general education classroom. Considerations for determining the least restrictive environment for an
individual child, based on his or her unique characteristics, learning style, and needs, should include:

1. determining appropriate supports, accommodations and modifications to support the child’s
access to the general education curriculum;

2. collaborating with families to establish shared preferences for goals, methods, and
placement settings (lovannone et al., 2003);

3. embedding the child’s special interest and preferences in the program methods (Hurth et al.,
1999, cited in lovannone et al., 2003), and

4. clearly identifying the child’s strengths and weaknesses (student profile) to determine
intensity of instructional level (National Research Council, 2001, cited in lovannone et al.,
2003).

In brief, placement decisions should not be based on the student’s disability, but on where the
child’s needs may be appropriately addressed. That is, having a diagnosis of autism should not
automatically place the student in the school’s or district’s “autism class or program.” No one program,
support, or service is likely to meet the needs of all children identified with autism. Schools should
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provide flexible placement and support options to meet student’s individual goals (Dunlap & Fox,
2002), including consideration of assistive technology (AT).

It is important to note that inclusion, mainstreaming, and LRE are not synonymous.
Mainstreaming, a practice that originated in the 1970s, refers to students spending portions of their
school day with typical peers. This is generally based on students having achieved the expected
behavior and/or academic goals necessary to participate. Inclusion refers to a belief system that drives
educational practice and is not merely an issue of a student’s educational placement (McGregor &
Vogelsberg, 1998). More recent thinking advocates an inclusive philosophy that entails the student
having a sense of belonging to the education community versus inclusion being a place or program (i.e.,
the inclusion room).

The bottom line throughout the mainstreaming movement has been that the student will

adapt and be ready to participate in the general education classroom, and that the general

education classroom will not change. In contrast to this perspective, the current inclusion
movement assumes that major changes will occur in the general education classroom,
ensuring that students with disabilities will “fit into’ these classes. Thus, general education
classroom curriculum, instructional practices, organization, and so forth are changed to
better meet the needs of the students, rather than expecting students to adapt to the
classroom. (McLeskey & Waldron, 2000, p. 14)

Successful inclusion in general education settings for children with autism requires careful
planning and implementation of program components to address students’ social and academic needs
(Kamps, Barbetta, Leonard, & Delquardi, 1994). Responsible inclusive practice refers to ensuring and
maximizing student success in general education classrooms by providing teachers support to meet
students’ needs. Such support may involve training, materials and time to collaborate with colleagues.
Responsible inclusive practice calls for educators and parents to reflect on the following questions:

<> What are the educational benefits to the student in the general education classroom, with

supplementary aids and services, compared with the educational benefits of a special
education classroom? [or other placement options along the continuum]

<> What will be the nonacademic or personal benefits to the student in interactions with

nondisabled peers?

< What will be the effect on the teacher and other students in the general education

classroom?

<> How will the team define and measure the success of inclusion?

(National Research Council, 2001, p. 179)

Responsible inclusive practice does not mean providing one-to-one instruction in the back of a
general education classroom without meaningful interaction with nondisabled peers. This is often
referred to as a class-within-a-class. Instead, students need opportunities for interaction with
nondisabled peers through both informal and planned activities. Children with autism should receive
instruction and support to maximize successful interaction with nondisabled peers (New York State
Education Department, Office of Vocational and Educational Services for Individuals with Disabilities,
2001).
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Intensive Programming

Intensity is another individualized component of educational programming that must be
considered on many levels, including duration of education (e.g., the number of hours per day or week
that services are provided; the number of weeks of educational intervention per year); the number
and/or type of environments in which the teaching occurs (e.g., classroom, general school environment,
home, community); and the educational validity of the interventions provided (Report of the
Connecticut Task Force on Issues for the Education of children with Autism, 1998).

Considerable debate has surrounded the number of hours per day considered appropriate for
educating children with ASD in the public schools. Although there is great variability in the numbers
of hours per week (20-45 hours) across comprehensive model programs for children with ASD, it is the
conclusion of the National Research Council Report for Educating Children with Autism (2001) that
active engagement in intensive instructional programming for at least 25 hours per week [full school
days, five days a week] is critical for the majority of children with ASD. This includes a combination
of specialized instruction, related services and general education as appropriate. Regardless of the
number of hours of formal school programming, it is suggested that families should supplement
programming in the home and the community by incorporating intervention strategies into the family
routines.

In determining the number of hours of formal instruction the student should receive in the
school setting, the PPT should take into account the following:

the degree and severity of the child’s needs

the child’s ability to engage in the natural environment with little or no support
the child’s developmental level

the child’s related service needs

the child’s ability to learn through imitation and observation

the child’s ability to generalize skills in multiple settings

the child’s rate of progress toward goals

S e

By the very nature of their disorder, most children with ASD, particularly young children,
spend little of their own time engaged in purposeful, appropriate, goal-directed behavior. Instead, they
tend to be either disconnected from their surroundings or fixated on specific aspects of objects or
people. Since most children learn from interacting with their environment through observation and
imitation, these opportunities may be lost to children with ASD (Connecticut Birth to Three System,
2002).

Engagement, as a measure of intensity, refers to the amount of time a child is attending to and
actively interacting with others. A key aspect of individualization for students with ASD involves
approaches for supporting high rates of engagement. Engaged time can be provided at different levels
of intensity and in a variety of settings using a range of strategies, including one-to-one instruction,
independent work time, small-group instruction, and instruction in the general education environment.
Thus, across all of these settings, the goal of intervention for the child with ASD is to increase the
amount of time he or she is engaged throughout the day in order to achieve outcomes identified on the
IEP. The most intensive intervention program is of limited benefit if it does not result in active
engagement when the child is not receiving services (Connecticut Birth to Three System, 2002).
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Consistent with guidance provided by the Connecticut State Department of Education’s Bureau
of Special Education, the PPT must consider extended school year (ESY) for all students with
disabilities, including students with ASD. The state has provided guidelines based on case law
decisions for determining ESY services (see Appendix I11-A). Students with autism who are high
functioning may require no ESY services or a different type of ESY service than students who are very
challenged by their disability and/or who are more cognitively impaired.

A final note: Full-day programs occurring across a full year do not necessarily ensure effective
educational services for students with autism. That is, merely increasing the number of hours served
does not ensure a quality program. In order for instruction to be effective, educators must understand
the learning styles and unique needs of students with autism. Further, teaching must consist of high-
quality instructional interactions, individualized to meet the child’s learning style and needs.

Comprehensive Curriculum

The suggested curriculum for children with ASD should focus on:

<> maximizing success in school settings

< developing independent functioning in home, vocational, and community settings

< increasing the ability to make informed choices, becoming their own advocates, and
controlling their environment in an effort to improve overall quality of life.

It is important for families and professionals to remember that children with ASD display
extremely wide and unique patterns of development and learning styles. Therefore, the curriculum
must be individualized and adapted to each child, rather than driven by a lock-step scope and sequence
of skills that assumes a typical sequence of learning. As such, “...no single curriculum has been shown
universally effective” (Olley, 1999, p. 604).

All children, including those with ASD, must have access to the Connecticut Preschool & K-12
Curricular Frameworks (1999) and the school district’s core curriculum. However, for children on the
spectrum, curricular accommodations and modifications may be necessary to help ensure access. Thus,
additional areas may need to be addressed due to challenges arising from the core deficits of ASD.
These include social-emotional reciprocity, communication skills, attending skills, cognitive
processing, observational learning and severe problem behaviors. Educators and families need to
consider balancing functional skill development (e.g., tying shoes or using the bathroom) with the
general education curricular components (e.g., math, science, etc.).

As discussed in Chapter 11, the individualized curriculum should be designed and driven by
formal and informal assessments that identify student strengths, preferences, motivational
characteristics, skill deficits, and behavior issues. Results from ongoing assessments provide a baseline
from which progress can be measured and future curricular goals determined.

Children with ASD are required to participate in all state- and district-level assessments. The
PPT must consider whether the child takes the Connecticut Mastery Test (CMT), the CT Academic
Performance Test (CAPT), with or without accommodations or the CMT/CAPT Skills Checklist.
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The following are considerations for developing or selecting a comprehensive curriculum:

1. Use a developmental sequence to teach skills in an effort to improve student skill acquisition and
generalization rates (Dyer & Peck, 1987; Lifter, Sulzer-Azaroff, Anderson, & Cowdery, 1993).

2. Incorporate student’s areas of strength to compensate for areas of difficulty (National Research
Council, 2001).

3. Make curricular selections based on an assessment of the individual child and family preferences.

4. Teach specific functional skills derived from a task analysis of current and future LRE demands
(Brown, Branston, Hamre-Nietupki, Pumpian, Certo, & Gruenwald, 1979).

5. Use a structured approach to determine the communicative function of problem behaviors and teach
alternative socially desirable communicative responses.

6. Directly address core deficits such as selective attention, spontaneous communicative intent, and
abstract reasoning (Prizant & Rubin, 1999).

7. Emphasize approaches that are backed by research (Collaborative Work Group, 1997).

8. Base content and sequence on individual progress, with adjustments made according to ongoing
evaluation (Olley, 1999).

Specialized curriculum areas, based on the child’s developmental level, should also emphasize
the basic triad of central ASD deficits in communication, social reciprocity and interaction, and
repetitive patterns of behaviors. Target skills included in each of these areas are described below. It
should be noted that while the curricular targets in each of the areas are described separately, they are
often addressed simultaneously when planning for and working with a child

Areas of Curricular Emphasis

For students with ASD, the curriculum focuses on the major areas of deficits, including
communication, social skills and repetitive, stereotypical behavior patterns. In addition, the curriculum
may also target specific areas in cognitive, motor, academics, sensory motor, and daily living skills.

Communication

Individuals with ASD have needs in all areas of communication, including pragmatics,
semantics, syntax, and phonology. In the area of pragmatics, it is critical to focus on skills that provide
functional equivalence for problem behavior. For example, teaching students to request and protest with
appropriate conventional communicative forms can help them get their needs met without resorting to
problem behavior. In the area of semantics students are taught receptive and expressive vocabulary, so
they can comprehend language and use conventional symbols (words/pictures) to talk about persons,
actions, places, and things. Emphasis on syntax involves teaching children to put words or other
symbols in the appropriate order to reflect the correct meaning. Finally, teaching phonology involves
teaching children how to form the individual sounds of words so that they are intelligible to all
listeners.

It is also important to address the cognitive skills that relate to communicative development.
These include foundational skills such as cause-effect, imitation of verbal and nonverbal behavior,
object permanence, and matching. In addition, teaching children to attend to relevant cues in all
communicative interactions is critical. This includes attention to communicative partners, objects, and
actions. Finally, because some children with ASD are unable to fully develop the use of speech as their
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primary mode of communication, augmentative or alternative systems must be considered, including
AT devices and equipment, picture communication systems, visual supports, and/or sign language.

Social Reciprocity and Interaction

ASD affect essential human behaviors such as social interaction and the establishment of
relationships. Consequently, an emphasis on social skills with peers and adults is essential in all
curricula for students with ASD. In building social relationships target areas include joint attention,
initiating and responding, turn taking, sharing, and conversational skills. For younger children skills
such as suggesting play ideas, transitioning between play activities, and initiation of play activities are
targeted. For older students recreation/leisure skills involving other people should be a main focus of
instruction. Finally, the ability to express needs and use appropriate communication with peers and
adults in realistic situations is critical to the overall goal of enhancing the quality of life for individuals
with ASD.

Repetitive Behavior Patterns

Many behaviors displayed by typically developing children are also observed in children with
ASD. However, they often differ in intensity, frequency, duration, and persistence. This is true for
repetitive stereotyped behaviors that provide kinesthetic input such as body rocking, posturing, and
finger flicking. Also included are movements that provide visual input such as gazing at fingers,
patterns, or printed matter, and auditory input such as repetitive vocalizations, words, or statements.
Many students with autism have narrow food preferences or insist on eating the same foods at the same
time, sitting at precisely the same place at the table every day. Similarly, some children perseverate on
the same conversational topics even when nobody appears to be listening or provide feedback.

Such repetitive, stereotyped behaviors may be stigmatizing in addition to competing with the
development of new skills. Further, if left untreated, they persist, usually becoming the dominant
behavior. Thus, curriculum that emphasizes treatment of these behaviors is critical.

When a student with ASD is engaged in appropriate activities, stereotyped behavior becomes
less evident. Thus, curricula designed to teach new skills is recommended (Luce & Dyer, 1996). New
skills can involve teaching the child to play with toys. This works especially well if the play activity
provides the child with the same type of stimulation that he receives through stereotypic behavior.
Sometimes children engage in stereotyped behavior when confronted with a difficult situation. In these
situations functional communication training designed to teaching children to ask for help can be useful
(Durand & Carr, 1987).

It is important to remember that some repetitive, stereotyped behaviors appear to serve the
function of self-regulation and, therefore, should not automatically be discouraged. These behaviors
can occur under various conditions (e.g., bored, frustrated, anxious, happy, nervous). Therefore, it is
important to assess the function of these behaviors, including level of interference and extent/degree to
which a behavior is stigmatizing, in order to determine if interventions are necessary.
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Other Curricular Targets

Children with ASD also display deficits in cognitive, motor, academics, sensory motor, and
daily living skills. Curricular targets in these areas may include:
Academic skills, including mathematics, reading and writing
Daily living skills
Gross-, fine-, and sensory motor skills
Vocational skills that are based on the students’ strengths and preferences
Transition skills from activity to activity
Community participation skills to the maximal level possible
Self-regulation strategies
Self-advocacy skills

R ISR SRS

Skills for tolerating and dealing with unexpected changes and emergencies

Reducing Challenging Behavior

A comprehensive curriculum designed to develop positive, prosocial behavior is pivotal in the
treatment of problem behaviors such as self-injury, aggression, property destruction, and tantrums.
According to the National Research Council (2001), “... the most effective form of prevention of
problem behaviors is the provision and implementation of an appropriate individualized education plan
(IEP) based on proven interventions that have some scientific evidence supporting their value” (p. 118).

Functional Behavioral Assessment

Functional behavioral assessment is a scientifically supported strategy. As such it is required in
certain cases of discipline under IDEA, but may also be beneficial even when not required. With this
approach, the function(s) of a problem behavior are identified. Using hypotheses about antecedents and
consequences likely to trigger and sustain problem behaviors are identified. For example, a given
problem behavior (e.g., yelling out) may serve to help students avoid difficult tasks, gain attention,
acquire preferred items, or meet sensory needs.

After variables are identified, intervention strategies can be developed that are linked to the
contributing factors. These strategies are incorporated into a written behavior plan that becomes part of
the child’s IEP. This plan is developed for the individual child, and the child’s behavior is monitored to
evaluate the effectiveness of the plan. The procedures can involve the following:

Modifying antecedent/setting events

This may include:

reducing environmental distractions

providing engaging materials

ensuring a good night’s sleep

providing visual supports

providing predictable routines

providing a quick or slower instructional pace
providing choices and preferences

reducing boring, repetitious tasks with task variation
engaging in physical exercise

R R SR RS
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Teaching alternative skills

This may include:

functional communication

incompatible, alternative behaviors

academic skills

self-regulation skills

independent leisure skills

social skills

communicating information about change to the child

e

Delivering consequences for problem behavior

This may include:

ignoring and redirecting the behavior

removing the reinforcing consequences of a behavior
providing verbal feedback

removing the opportunity to receive reinforcement
engaging in positive practice of alternative skills

R

Providing crisis management to protect people and property from harm

<> Should a situation occur whereby a student is endangering the physical well-being of
him/herself or others, intervention must occur immediately. To ensure such
intervention will occur appropriately, programs for children with ASD must develop
crisis intervention guidelines and ensure that staff has appropriate training and
supervision, and that parents are informed. If, over time, the behavior is more
frequently occurring, a more comprehensive, individual behavior plan must be
developed.

While it is important to teach alternative skills to meet immediate needs, long-term prevention
strategies are also important. These include teaching academic skills to reduce avoidance of school,
connecting with community supports, building social re