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Introduction 

Autism, first described in 1943 by Leo Kanner, was 
at that time thought to be a rare disorder (1). In the 
past two decades, the prevalence of Autism has seen a 
consistent and dramatic increase with the diagnostic 
criteria changing to encompass a broader perspective of 
symptom manifestations, now called autism spectrum 
disorders (ASD), which has led to increased knowledge 
and push for earlier screening and recognition of the 
disorder. In the past, the ASD were historically made up of 
multiple distinct disorders (i.e., autistic disorder, pervasive 
developmental disorder—not otherwise specified and 

Asperger disorder). In 2013, the Diagnostic and Statistical 
Manual of Mental Disorders, Fifth Edition (DSM-5), 
these disorders were combined into one term Autism 
Spectrum Disorder. The most recent estimate from the 
Centers for Disease Control and Prevention (CDC) is that 
1 in 68 children has a diagnosis of ASD (2). In 2016, The 
American Academy of Pediatrics recommended all children 
be screened for ASD at ages 18 and 24 months and for all 
children who fail routine developmental surveillance. Many 
studies have been published on emerging theories for the 
pathophysiology and etiology of ASD, most concluding the 
cause is multi-factorial with a complex interplay of several 
mechanisms, genetics, epigenetics, and environmental 
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factors (1). The disorder represents a heterogeneous set 
of neurodevelopmental disorders with a typical triad of 
symptoms, which includes problems with social interaction, 
language,  and communicat ion abnormali t ies  and 
stereotypical behavior, characterized as ritualistic, repetitive, 
and restrictive behaviors (2).

Given the variation in children’s manifestations of ASD, 
degrees of co-morbid conditions as well as differences in 
level of functioning for children illustrate the need for a 
clear understanding of the diagnostic categories as well as 
the variety and purpose of each screening test. Further, the 
understanding of the recommendations for treatment are of 
vital importance for practitioners. This manuscript should 
be a valuable resource guide for health practitioners 

Autism assessment

Primary care screening tools (MCHAT and MCHAT 
follow-up) 

Screening tools are not used to establish a diagnosis, but 
rather to aid in identifying those that might need further 
evaluation. If a child fails on a screening test, they will be 
referred to a specialist to receive a comprehensive clinical 
evaluation to determine a potential diagnosis. The AAP 
currently recommends routine developmental screening at 
ages 9-, 18-, 24-, and 30-month well-child visits. During 
these visits, the pediatrician ensures normal developmental 
marks are reached. 

There is debate as to whether specific screening for 
ASD, when no parental concerns have been raised, should 
be universal. In addition to this routine screening, the AAP 
recommends that screening specifically for autism also be 
performed at ages 18–24 months in all children, with the 
rationale that earlier intervention is associated with better 
outcomes. Studies suggest that intervention before 3 years 
of age has the greatest impact (3). Additionally, studies 
have shown that screening leads to earlier referral and 
diagnosis (4). The U.S. Preventive Services Task Force 2016 
recommendation, however, stated that there is not enough 
evidence to assess the benefits and harms of screening ASD 
in asymptomatic children in the 18–30 months age range, 
and called for more research (5). Those that argue against 
universal screening are wary of the false positives, and the 
unnecessary referrals and misuse of resources that would 
result (6). While screening tests are aimed at identifying 
autism before 24 months, the median age of diagnosis in the 
US is approximately 4.5 years old (7).

Screening tools can be classified as either level 1 or level 
2. The purpose of level 1 screening is to identify children 
at risk for an ASD and is thereby intended to be used 
on all children. Level 2 screening, on the other hand, is 
administered by a diagnostic clinic to a referred population, 
and meant to differentiate between children at risk for an 
ASD and other developmental disorders (8). There are 
various tools for both levels of screening. Here we mention 
a few of those most utilized.

Level 1 screening tools
Various screening tools have been developed with the goal 
of achieving optimal sensitivity and specificity. A recent 
meta-analysis of the accuracy of level 1 screening tests 
had a pooled sensitivity of 0.72 and a pooled specificity 
of 0.98, and concluded that these tools show statistically 
significant results and are adequate to detect autism in the  
14–26 months range (9). 
MCHAT and the MCHAT revised/follow-up
The Checklist for Autism in Toddlers (CHAT) was the first 
screening tool, but was revised to the MCHAT in 1999 
to improve sensitivity. The MCHAT-revised followed in  
2009 (10). The MCHAT-R/F includes a follow-up 
questionnaire for those that screen positive, with the 
purpose of reducing the number of false positives. The 
M-CHAT is the most well used screening tool in the 
US and in Europe. It is indicated for children in the  
18–24 months range.
The Q-CHAT
The Q-CHAT is an extended version of the CHAT. It 
covers a broader range of ASD symptoms, which are rated 
on a 5-point scale (rather than present/absent).
The Social Communication Questionnaire (SCQ)
The SCQ offers a screening instrument for ASD validated 
for children age 4 years or older. It consists of a 40-item, 
parent-reported screening measure. While it is a screening 
tool, it is based on the Autism diagnostic interview, which is 
a parent interview conducted by a clinician as the next step 
in diagnosis (11). 
The Infant Toddler Checklist (ITC)
The ITC is a sub-part of the Communication and Symbolic 
Behavior Scales, a tool used to identify non-autism specific 
communication abilities of children between 6 months and 
2 years. The ITC identifies children between the ages of 6 
to 24 months of age who have any type of communication 
delay, including ASD (12).
First Year Inventory (FYI)
The FYI is 62-item caregiver-rated tool indicated for 
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12-month-old shown to have modest sensitivity. This tool is 
still under development (12). 

Level 2 screening tools
The Screening Tool for Autism in Toddles and Young 
Children (STAT)
The STAT is a screening tool designed for children when 
developmental concerns are suspected, between 24 and  
36 months of age. It consists of 12 activities assessing play, 
communication, and imitation skills. It requires a higher 
level of expertise to administer than the M-CHAT, as it is 
based on specific interactions (12). 
The Systematic Observation for Red Flags (SORF) 
The SORF is an observational screening measure for 
16–24-month-old who have received the Communication 
and Symbolic Behavior Scales. It may be better at detecting 
children with higher developmental scores (13). 
The Autism Observation Scale for Infants (AOSI) 
The AOSI was developed to detect and monitor early signs 
of autism as they emerge in high-risk infants. The infants 
assessed with this tool all had an older sibling with an ASD. 
(Bryson, Zwaigenbaum, McDermott, Rombough, & Brian, 
2008). This scale was developed following some evidence 
from retrospective and case studies indicating signs of 
autism appear even before the 18-month-old mark (14). It is 
designed for infants ages 6 to 18 months with 18 individual 
items meant to evaluate different areas of concern seen in 
children with ASD, including sensory and motor behaviors, 
attention, visual tracking, and social emotional behaviors. 
There are many other screening tools out there that require 
further research and are less widely used.

Intellectual assessments (Table 1)

Wechsler Adult Intelligence Scale-IV (WAIS-IV)

The WAIS-IV Is used to measure intelligence and cognitive 
ability in adults and older adolescents. The assessment has 
undergone several revisions and is currently undergoing 
under revision slated to be released sometime in 2021. 
The WAIS is the most widely used intellectual assessment 
around the world. The current version is composed of 10 
core subtests as well as five supplemental subtests. The full-
scale IQ is derived from the combination of the 10 core 
subtests (15).

The assessment is separated into four main index scores 
that ultimately represent what is understood to be the 
components of intelligence. These index scores include a 

Verbal Comprehension Index, Perceptual Reasoning Index, 
Working Memory Index, and a Processing Speed Index. 

The tasks included in the Verbal Comprehension Index 
measure abstract verbal reasoning, semantic knowledge, 
verbal comprehension and expression, degree of general 
information acquired from culture, and the ability to 
express abstract social conventions, rules and expressions. 
The Perceptual Reasoning Index measures visual spatial 
processing, problem solving, visual motor construction, 
nonverbal abstract problem solving, inductive reasoning, 
visual spatial reasoning, and quantitative reasoning. The 
Working Memory Index includes tasks that measure 
attention, encoding, auditory processing, quantitative 
reasoning, concentration, and mental manipulation of 
numbers. The Processing Speed Index includes tasks related 
to how quickly an individual can complete a task of coding 
and target symbols, associative memory, and graphomotor 
speed (16).

Wechsler Intelligence Scale for Children (WISC)-V

The WISC is used to measure a child’s general intellectual 
ability. It provides five main indices that include Verbal 
Comprehension, Visual Spatial, Fluid Reasoning, Working 
Memory, and Processing Speed. The assessment helps 
determine if a child has any specific learning disabilities 
as well. The WISC is comparable to the WAIS-IV in 
measuring similar indices. 

Mullen scales of early learning

The Mullen is used as a developmental measure of cognitive 
development. The assessment is broken down into five main 
scales including visual reception, gross motor, fine motor, 
receptive language, and expressive language. The Mullen 
generates a score at the end that is used as an estimate of 
overall intelligence (17).

Universal Test of Nonverbal Intelligence (UNIT)

The UNIT is an assessment used as an alternative to 
traditional intellectual assessments. It is used to provide 
an assessment of nonverbal intelligence. The assessment is 
made up of six main subtests including symbolic memory, 
spatial memory, object memory, cube design, analogic 
reasoning, and mazes.

The Symbolic Memory subtest measures short-term 
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visual memory and complex sequential memory. The Spatial 
Memory subtest measures short-term visual memory. The 
Object Memory subtest measures short-term recognition 
and recall of significant symbolic material. The Cube 
Design subtest measures visual-spatial reasoning. The 
Analogic Reasoning subtest measures symbolic reasoning. 
The Maze subtest measures reasoning and planning skills.

The UNIT is further organized into four scales: 
memory, symbolic, reasoning, and non-symbolic. The 
combination of these scores accumulates to the Full-Scale 
Intelligence Quotient. The Memory Quotient measures 
complex memory functioning such as short-term recall 
and recognition of common and conceptualization. The 
Symbolic Quotient measures problem solving. The 
Reasoning Quotient measures thinking and problem-solving 
skills in known and unknown situations and problems. 
The Non-symbolic Quotient measures problem solving 
skills with conceptually ambiguous and non-meaningful 
information (18).

Vineland adaptive scales

The Vineland instrument is a valid and reliable tool used 
in child and adolescent populations to assess individuals 
with intellectual disabilities, developmental disorders, and 
other delays. The tool has three main domains including: 
socialization, communication, and daily living and 
correspond to the three domains of adaptive functioning 
(social, conceptual, and practical) (19). Clinicians typically 
use this tool for diagnostic purposes or for treatment 
planning. Additionally, it is used to examine the type and 
amount of special assistance an individual with a disability 
may need. Special assistance can include services such as in-

home support, special education and vocational training, 
and assistance with living arrangements such as group 
homes or personal care attendants.

Speech & language assessment 

The presence of a language delay or impairment is one of the 
primary diagnostic criteria for diagnosis of ASD. Children 
are being diagnosed earlier with ASD and language skills are 
heterogenous and an important predictor of later outcome. 
Several diagnostic screening tests for speech and language 
exist and can help to define different aspects of abilities 
for expressive and receptive language. It is important to 
distinguish between language and speech delay from other 
causes and ASD. It is important to characterize the strengths 
and weaknesses of language abilities in children with ASD 
to plan which treatment plan would work best as well as 
helping to further define which phenotype the child has for 
ASD. There are several tests that are utilized to characterize 
different aspects of speech and language acquisition and skills 
which help to define the problem area for the specific patient. 
The tests are as follows.

Peabody Picture Vocabulary Test–V (PPVT-V) 

This is an untimed test of receptive vocabulary for Standard 
American English and is intended to provide a quick 
estimate of the examinee’s receptive vocabulary ability. It 
is one of the more commonly used assessment tests for 
measuring verbal ability. It can be used from ages 2 to  
90 years of age. The test has multiple uses such as 
determining scholastic ability, revealing high and low 
verbal abilities and helps to determine possible learning 

Table 1 Intellectual assessments

Assessment Age Description

Wechsler Adult Intelligence 
Scale-IV

16–90 years old and 11 months Adult measure of cognitive ability that focus on four domains of 
intelligence (verbal comprehension, working memory, perceptual 
reasoning, and processing speed)

Wechsler Intelligence Scale for 
Children-V

6–16 years old Child measure of general intellectual ability on five main domains 
(verbal comprehension, fluid reasoning, visual spatial, working 
memory, and processing speed)

Mullen Scales of Early 
Learning

Birth to 5.5 years old Developmental scale that assesses language, motor, perceptual, and 
cognitive abilities as well as motor development

Universal Nonverbal 
Intelligence Test 2

5–21 years old Multidimensional assessment of intelligence in a nonverbal format 
(memory, reasoning, quantitative ability)
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disabilities. It can be used to identify language disorders for 
children with delayed emotional and mental development 
to assess their verbal intelligence which is helpful in ASD. It 
is a short test lasting 20–30 minutes.

Clinical Evaluation of Language Fundamentals (CELF-5)

This test is designed to assess a student’s language and 
communication skills in a variety of contexts, to determine 
the presence of a language disorder, and describe the nature 
of the language disorder and plan for treatment. The 
newest version allows the clinicians to evaluate a student’s 
general language ability and obtain information that will 
assist in determining if the student has a language disorder 
by administering four to six tests. Once it is determined 
that the student has a language disorder, the assessment 
process can extend to identifying significant differences 
in comprehension and expression. The test determines 
weaknesses of students in the area of morphology and 
syntax or semantics, as well as how the oral language 
disorder affects the student’s written language skills, and 
social language interactions which are key for ASD patients. 
The test is flexible which allows one to administer only the 
tests needed to correspond to the objectives for assessment 
and evaluation This information is an important part of the 
total assessment process that can be used to collect evidence 
about a student’s communication abilities in multiple 
contexts. The CLEF-5 has a better balance of items across 
receptive and expressive modalities and language content 
and structure than the previous versions. It maintains 
standardized test scores and composite scores as well as 
growth scale values to help measure a student’s progress 
over time.

Expressive Vocabulary Test–third edition 

It is an individually administered norm-referenced 
instrument that assesses expressive vocabulary and word 
retrieval for children and adults. The test is useful to 
supplement quantitative information provided by standard 
scores and may assist in developing hypotheses about an 
individual’s test performance and vocabulary abilities.

Pre-school Language Scale–fifth edition 

This test is designed to assess receptive and expressive 
language abilities in children aged 0- to determine the 
presence of a language delay or disorder. The test consists 

of an auditory comprehension scale and expressive 
communication scale to evaluate specific areas of strength 
and weakness. The test particularly focuses on identifying 
receptive and expressive language skills in the areas 
of attention, gesture, play, vocal development, social 
communication, vocabulary concepts, language structure, 
integrative language, and emergent literacy. The test 
aids the clinician in determining the presence and type 
of language disorder (receptive, expressive, and mixed), 
eligibility for services and to design interventions based on 
norm-referenced criterion scores.

The importance of characterizing the relative strengths 
and weaknesses in the language abilities of individuals with 
ASD is helpful for planning effective interventions and 
helps further define which neurocognitive phenotype is 
associated with ASD (20). The different profiles of language 
impairment defined with testing helps to discriminate 
among subgroups of children with ASD, which can lead 
to further identification of the psychological factors and 
cognitive mechanisms underlying ASD phenotypes (21).

Autism specific assessments (Table 2)

Autism Diagnosis Interview-Revised (22)

The Autism Diagnostic Interview-Revised is an assessment 
given between the parents of the individual and the assessor 
in the form of an interview. The interview includes questions 
about social interactions, communication, language, and 
behavior patterns. The questions consist of past and current 
behaviors as well as the quality of interactions throughout the 
individual’s development. The assessor will go through nearly 
one-hundred questions that consist of information about 
repetitive and restricted behavior, responding to others, 
smiling, greetings, emotions, comforting, and several other 
areas. This information is then scored and combined to give 
a rating and combined with other assessment information to 
give a diagnosis.

Autism Diagnostic Observation Schedule (ADOS) (23)

The ADOS is an assessment used for autism. The ADOS 
consists of structured and semi-structured subtests that 
involve different components of social interactions and 
communication. The assessment has five modules. The 
module is chosen based on the individual’s developmental 
level. The first module is used with children who use few or 
no speech. Clients who use phrases in their speech but do 
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not speak fluently go through the second module. Module 
three is for younger individuals who speak fluently while the 
fourth module is used for adolescents and adults whom are 
verbally fluent. The fifth module is used for toddlers (24).

Childhood Autism Rating Scale (CARS)

The CARS is used by clinicians to help determine the 
children who meet criteria for ASD from those who meet 
criteria for other developmental delays. The scale is a 
fifteen-item questionnaire that asks about relationships, 
imitative behavior, emotional responses, ability to adapt to 
change, use of the senses and sensitivity to foods, sounds, 
objects, intellectual response, verbal communication, and 
activity level (25).

Gilliam Autism Rating Scale (GARS)–second edition (26)

The GARS assists clinicians in identifying the severity of 
autism in individuals whom are 3–22 years old. The scale 
queries on several dimensions include the stereotypical 
and characteristic behavior of those with autism, social 
interactions, and communication skill (27).

Diagnosis 

The cr i ter ia  for  ASD inc ludes  def ic i t s  in  soc ia l 
communication, social interaction (across multiple 
contexts), restricted and repetitive patterns of behavior 
(lining up toys, rigid thinking patterns, preoccupation 
with unusual objects, adverse response to specific sounds, 
interests, or activities that occur in early development and 
must impair social, occupational, or other important areas 

of functioning. Additionally, these deficits must not be 
explained by intellectual disability or developmental delays. 
Further, ASD can have specifiers such as with or without 
intellectual or language impairments, association with a 
medical or genetic condition, or catatonia (28).

History of treatment 

The current use of the DSM-5 category for ASD 
encompasses two domains of function; deficits in social 
communication and the presence of restricted interests 
and repetitive behaviors, and allows for broader inclusion 
of symptoms for diagnosis, and made use of specifiers 
important to characterize individual patient profiles 
as well as indication of severity. Treatment for ASD is 
individualized based on the patient’s needs and involves 
a multi-disciplinary approach, with primary care medical 
home and coordination with intensive behavioral therapy, 
educational programming and ancillary services such as 
speech/language, occupational and physical therapy services. 
Depending on the patient’s profile, and severity as well as 
existence of any co-morbid conditions, treatment includes 
use of psychopharmacologic medications to target specific 
symptoms. Patients with ASD may also have co-morbid 
diseases such as epilepsy, metabolic abnormalities, sleep 
disturbances or ADHD. Treatment includes medication as 
needed for those conditions.

Behavioral and education therapies are the mainstay 
of treatment for ASD. Children younger than 3 years of 
age should be assessed by an early intervention team and 
an individualized family service plan should be developed, 
which includes referral for both developmental and autism-
intensive services. Children older than age 3 years of age 

Table 2 Autism specific assessments

Assessment Age Description

Autism Diagnostic Interview-
Revised

18 months and above A clinical diagnostic instrument for assessing autism that focuses 
on behavior in three main areas (reciprocal social interaction, 
communication and language, restricted and repetitive 
stereotyped interests and behaviors)

Autism Diagnostic Observation 
Schedule

1 year old to adulthood Semi-structured assessment of social interaction, 
communication, play, and imaginative use of objects 

Childhood Autism Rating Scale Children over 2 years old Assists clinicians in identifying children with autism and 
distinguishing them from those with developmental disabilities 
gill

Gilliam Autism Rating Scale-
Second Edition

3–22 years old Assists individuals in identifying autism in individuals and 
estimating its severity
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should be referred to their local public school for school 
evaluation and determination of the special education 
eligibility and services needed (29).

Early intensive behavioral interventions as the mainstay 
for treatment has been shown to help young children with 
ASD gain skills and improve long-term outcomes (30). The 
gold standard treatment is Applied Behavior Analysis (30).

Behavioral treatment approaches 

Applied Behavioral Analysis (ABA) 

ABA therapy has repeatedly demonstrated improvements 
in cognitive, language, adaptive, and social impairments in 
children with ASD (31,32). There are many variations on 
ABA therapy, but all share similar principles. The theory 
of ABA, stemming from the research of B.F Skinner, is 
based on the principle that behaviors are shaped through 
consequences, such as praise or reward. Behaviors that are 
followed by a reward should increase in frequency, and 
those that are not will decrease over time (33).

ABA therapy commonly uses discrete-trial teaching 
(DTT), a technique where skills are taught in a repeated, 
structured manner. In DTT, the provider collects data on 
the child’s correct and incorrect answers and then uses 
this information to determine whether goals are met and 
adjusts therapy appropriately. Early Intensive Behavioral 
Intervention is a term for an ABA program with intensive 
one-one-one direct-trial teaching of up to 40 hours per 
week (31). 

Alternatives to ABA

One criticism of traditional ABA therapy is it increases an 
individual’s exposure to failed attempts on the repetitive 
trials, which might decrease motivation. Additionally, the 
highly structured discrete trial may limit generalizability 
of learned behaviors (34). There are several variations on 
ABA therapy that were developed with the goal of naturally 
inducing desirable behaviors in the child’s own play 
environment. 

Naturalistic Developmental Behavioral Intervention 
(NDBI)

NDBI is a variation on ABA therapy, also referred to as the 
Developmental Social Pragmatic model (DSP) (35). The 
emphasis is on the teaching that occurs in the child’s natural 

learning environments, and weaving interventions into the 
child’s own routine. The goal is oriented towards the child’s 
spontaneous response rather than a cued response elicited 
during a structured format. NDBI has shown promising 
effects on improving specifically social engagement 
and cognition (36). Some therapies combine both ABA  
and DSP. 

Pivotal Response Training (PRT)

PRT utilizes concepts from ABA. In contrast to ABA 
therapy however, it reinforces both correct responses and 
any valid attempts made by the child, with the intention 
of increasing exposure to positive reinforcement and 
increasing motivation. It is a play-based method that targets 
“pivotal” developmental areas (motivation, initiation, self-
regulation, and response to multiple cues) rather than 
individual behaviors, with the idea that by targeting these 
areas, improvements in other areas will follow (37). 

Social Skills Therapy 

Children with ASD may need help in learning how to act in 
different types of social situations. Children with ASD often 
desire for more peer interaction, however, when integrated 
with their peers they may be at increased risk for peer 
rejection and social isolation.

Social skills therapy is often taught in a group session 
that combines direct instruction with an opportunity to 
practice and generalize these skills. Some evidence shows 
that social skills groups can improve social competence for 
children and adolescents with ASD (37). However, most 
studies on social skills therapy are only on participants who 
are considered “high functioning” and/or with IQ scores 
>70, therefore more research is needed. 

Ancillary treatments

Speech

Children with ASD may have various impairments in 
speech and language development. The lack of joint-
attention and social skills development likely contribute to 
an abnormal language development. Speech therapy can be 
used to improve spoken language as well as initiate learning 
of nonverbal skills such as gestures. In what is termed 
Alternative Augmentative Communication (AAC), sign 
language, pictures (Picture Exchange Communication system), 



S73Translational Pediatrics, Vol 9, Suppl 1 February 2020

© Translational Pediatrics. All rights reserved.   Transl Pediatr 2020;9(Suppl 1):S66-S75 | http://dx.doi.org/10.21037/tp.2019.11.06

and technology such as iPads can be used as speech tools. Visual-
graphic systems allow the individual to rely on recognition 
rather than recall memory to comprehend language (38). 

Occupational therapy

The restrictive or repetitive interests and behaviors of 
people with ASD may be related to difficulty in processing 
and integrating sensory information (39). Individuals 
with ASD are often described as picky or selective eaters. 
It is suggested that this is due to atypical oral sensory  
processing (40). 

Occupational therapy is currently the mainstay of 
treatment for sensory disorders associated with ASD. The 
occupational therapist assesses how the patient’s sensory 
profile is impacting their ability to complete daily activities 
and routines.

Physical therapy

Those with ASD demonstrate atypical motor development 
and delay in motor milestones achievements. Specifically, 
hypotonia, motor apraxia, toe walking, and gross motor 
delays may be present (41,42). Physical therapy can help 
address these motor deficits by improving strength, 
coordination, and balance. 

Other therapies

In some studies, massage therapy improved sensory 
challenges and ASD symptoms. However more quality 
studies without the risk of bias are needed. Other sensory 
therapies such as music therapy and Auditory Integration 
therapy has limited evidence for positive effects (43). 

Additionally, Equine therapy may improve irritability 
and hyperactivity in children with secondary outcomes 
of improved social  communication and new word  
acquisition (44). Hyperbaric oxygen therapy has yet to show 
a proven benefit (45). Children with ASD have higher rates 
of comorbidities than in typically developing youth or youth 
with other behavioral conditions. Cognitive Behavioral 
therapy may be beneficial in treating anxiety as well as a few 
core autism symptoms (Danial & Wood, 2013). 

Conclusions 

There have been significant updates to the diagnosis of 

Autism over time. The evolution of the disorder and the 
criteria have evolved to appear on a spectrum of severity 
rather than separate disorders. Within the time of these 
changes, there have been several screening and assessment 
tools developed to assist clinicians in correctly diagnosing 
individuals. Further, assessment tools have now included 
screeners that can be used in the primary care setting that 
can be administered by physicians or psychologists who 
work as an integrated behavioral health team. The screeners 
used in the primary care setting are particularly helpful 
to physicians because they save the physician time and 
the psychologists or the physician can view the screener 
and assist with appropriate referrals and resources. These 
updated tools have helped to decrease the misdiagnosis 
of Autism and have helped lead those with Autism to the 
services they need. Additionally, through the evolution 
of Autism, several therapies and interventions have been 
created to help improve the quality of life of individuals 
who have the associated deficits. Although several successful 
interventions exist, research is still needed on other less 
used and less known or newer approaches music therapy, 
auditory integration therapy, equine therapy, and hyperbaric 
oxygen therapy.
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