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District level
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Idea 2004



1. Identify current trends to refer students 
with ASD for PT.

2. Identify possible supports and barriers in 
educational professionals experience of 
the outcomes of PT services.

3. Increase awareness amongst them that 
therapists are a “resource” to help them 
with supports and accommodations in 
modifying their instructional strategies.



 Designed online questionnaire using Survey Monkey 
 The survey consisted of 5 sections with a total of 16 

questions 
◦ Identification and referral of students with ASD for PT 

services

◦ Eligibility criteria for receiving school based PT services.

◦ Frameworks  that were supported in their district 

◦ Degree of team collaboration across the school year.

◦ Identification of professional day in service topics.



Questions were reviewed by

 5 members of APTA’s School based special interest 
group’s (SIG) subcommittee on Intervention for 
Students with Autism 

 3 experienced NJ school based PTs
 An elementary school principal and a student 

assistance counselor (SAC)

On the basis of this review, several revisions were made to the 
questions to improve understanding of question content.

. 



 Expedited Institutional Review Board (IRB) 
approval from Northeastern University in July 
2012.

 Survey emailed to 75 elementary school 
education professionals in 2 NJ school 
districts after receiving approval from 
respective superintendents.

 Survey was closed on October 10th, 2012.
 Response rate was 61 percent.





Literature review Survey results

In order of most used from top 
to bottom

 Speech/language pathology 
 Occupational therapy 
 Physical therapy

 Carter et al. (2011)

 Less than 25% of  eligible 
students were referred for PT 
services.



 82% of the 
respondents 
perceive a 
collaborative 
framework to be a 
resource to 
teachers



 64% of these 
respondents report 
that their district 
supports a 
traditional 
framework and 36% 
report that their 
district supports a 
collaborative 
framework.



 Amongst the 
respondents who 
reported that they 
believed their district 
supported a 
collaborative 
framework, more than 
50 percent reported 
that they did not have 
team meetings on a 
regular basis.



 24% of the 
respondents have 
specialized training 
to teach special 
education students 
and 65% do not have 
specialized training 
to teach special 
education students 
and 10% of the 
respondents left it 
blank. (chart 4) 



 None of the regular 
education teachers 
( Pre  School and 
elementary) have 
training to teach 
students with ASD, 
2 of the special 
education teachers 
have specialized 
training to teach 
students with ASD.



63% of the respondents 
reported perceiving 
barriers to referring 
students for PT 
services.



 Respondents were 
most familiar with 
the direct pull out 
therapy sessions 
and least familiar 
with the consulting 
and monitoring 
service delivery 
model.



 Professional day 
inservices that were 
identified to 
increase awareness 
about the role and 
responsibilities of 
educationally 
relevant PT 
services.



 Teachers would benefit from support from 
the administration/Department of education 
in increasing their awareness about eligibility 
criteria for students with ASD to receive PT 
services.



N.J.A.C. 6a: 14-3. 6 Determination of eligibility 
for speech-language services.

No  code for OT and PT services. ( Barrier)
Determination of eligibility for students with ASD for PT services depends on teacher’s 

awareness of  implications of ASD  in school functioning.

When educational professionals are aware of 
eligibility criteria , they can make informed 
decisions about the resources that can be used.



Framework

Traditional 
Medical 
(Barrier)

Collaborative 
Educational 
(Support)



Traditional Medical 
Framework

Collaborative Educational 
Framework

 Team members often 
defer to one another 
rather than risk the 
potential conflicts 
associated with openly 
addressing SISS 
decisions.

 Team members openly 
discuss the benefits and 
challenges of their 
respective disciple 
specific 
recommendations with 
consideration of  the 
challenges identified by 
the members in carrying 
out the 
recommendations  in the 
pursuit of “shared goals” 
or “student goals”.



Traditional Medical 
Framework

Collaborative Educational 
Framework

 Comprehensive, independent 
evaluation by service providers  

 Disciple referenced assessment 
tools.

 Focus on disabilities and 
problems specific to the 
disciple ( motor/speech)

 Generally does not occur under 
natural conditions ie in the 
context of ongoing daily 
activities.

 High degree of collaboration 
and joint decision- making 
among team members( 
including parents) in 
conducting assessments

 Environment specific 
assessment identifies 
educationally relevant 
functional difficulties.

 Assessment conducted in 
priority educational 
environments and activities 
identified by the team. (circle 
time, hallway transitions, 
classroom attending skills etc)



Traditional Medical 
Framework

Collaborative Educational 
Framework

 Therapists make unilateral 
decisions.

 Insufficient teacher 
involvement in therapy 
decision making.

 Teachers usually consider 
therapist as a “specialist” or 
an “outsider”.

 Therapist identifyies“ Disciple” 
specific  goals .

 Team focus is on developing 
meaningful  “student” goals and 
outcomes that promote 
participation in natural settings 
or efficient learning of other 
important skills.

 Team identifyies staff instruction 
topics and supervision in 
implementing strategies.( 
Consultation and Monitoring)

 All members of the team are 
viewed as equal, possessing 
specific skills which contribute 
to the identification and 
development of strategies.



Traditional Medical 
Framework

Collaborative Educational 
Framework

 May potentially cause 
confusion as probability of 
overlaps, gaps and 
contradictions between 
therapy recommendations 
and activities increases.

 EG., an OT may assume that the PT is 
addressing auditory sensitivity( fire 
alarm, toilet flushing etc) and the PT 
may assume that the OT is 
addressing it, when in fact no one is 
addressing this challenge that is 
impacting the student’s school 
functioning

 Identify environmental 
supports ( seat cushion, 
vest, visual supports etc) or 
task modification to 
encourage participation.

 Joint determination of basic 
disciplinary intervention 
strategies  ( movement 
breaks, positive behavior 
supports etc)to increase the 
effectiveness of 
instructional programming.



Traditional Medical 
Framework

Collaborative Educational 
Framework

 Teachers given 
information, little 
involvement.

 Students’  usually 
segregated from 
other students (pull 
out service).

 Team decides on the 
most appropriate 
models based on 
student needs and 
generalization skills.



Traditional Medical 
Framework

Collaborative Educational 
Framework

May provide excellent 
services, however, they

 Do not match the IDEA 
2004 definition of SISP. Eg
◦ Sometimes the therapy did not 

correlate with students' 
everyday environments, or 
transfer readily to requirements 
of the school setting.

 Intervention outcomes 
improve student performance 
in contexts in which students 
participate.

 Encourages generalization of 
skills, by providing learners 
more functional and frequent 
opportunities to practice a 
skill with role release.

 Devises methods to evaluate 
the effectiveness of the 
intervention.



Traditional Medical 
Framework

Collaborative Educational 
Framework

 Minimal effectiveness 
on programming.

 More expensive

 Maximal effectiveness 
on programming.

 More economical.



The results of this survey provide initial 
evidence that 

 Only a small percentage of teachers have 
specialized training to teach students with 
ASD. 

 None of the regular education teachers had 
received training to modify their teaching 
methods for students with special education 
needs or students with ASD. 



There is 
 an underutilization of therapy services for 

students with ASD
 lack of awareness about eligibility criteria
 Possible administrative or case manager 

resistance
 Lack of clarity in the roles of SISP and 

indirect service delivery models( 
Collaboration and Monitoring)

 Inadequate scheduled team meetings. 
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