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Efducational and Behavioral Services




Yeager Autism Spectrum Screening Inventory
(Autism, Asperger Syndrome, Rhett Syndrome, Pervasive Developmental Disorder, High Functioning Autism, Non-verbal Learning Disability)
The Yeager Autism Spectrum Screening Inventory (YASSI) is a tool to screen for a diagnosis/ruling of Autism Spectrum Disorder.  The YASSI is based on information that is needed to contribute to the diagnostic criteria set forth by the DSM-IV (Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition) as well as other diagnostic considerations.  Though time consuming, the information gathered attempts to be exhaustive.  If certain information is not readily available (i.e. immunization record or audiogram) please do not hold the form, return it and this information can be forwarded at a later time. 
The YASSI is intended as a screening tool.  However, if used by a trained diagnostician, it can serve as a formidable diagnostic tool.  The YASSI accompanied by other instruments can serve as a starting point to design programs for persons with Autism Spectrum Disorders.

All of the following information is very important in developing a good diagnostic picture of the person described.    Thank you for your time and attention to all information on this questionnaire.
Developed by: 
Mark H. Yeager, Ph.D., FAAMR



Insights & Solutions



P.O. Box 511



Newton, Mississippi 39345




Office: 601-683-6840



E-mail: dryeager@TEAAM.org
Published by:

TEAAM Publications

 Personal and Family Information
	Name:
	Date:

	Date of Birth:
	Age:
	Race:
	Sex:    M    F


	Parent/Guardian Name:
	Occupation:

	Father:

	

	Mother:
	

	Address:

	

	

	Home Ph.
	Work Ph.
	FAX

	e-mail:
	Cell

	Participant Address: (same as above) 

	

	

	Has either parent ever been diagnosed with any spectrum disorder, depression or other mental illness?

	Parent
	Diagnosis

	Mother
	

	Father
	

	Does individual have siblings?                     Y (List Below)                      N        

	Age
	Sex
	Diagnosis if Applicable

	
	
	

	
	
	

	
	
	


Notes:

School Information

	County:
	School District:

	Name of School:
	Grade:
	Ed. Setting:

	Teacher’s Name:
	Other School Contact:

	School Address:
	School Phone:

	City, State Zip
	School FAX:


Notes:
Medical Background
	Primary Diagnosis:

	Who Diagnosed?

	Other Diagnosis:




	Color of eyes:
	Color of hair:
	Hand Preference: Left    Right   Ambidextrous

	Hospitalizations

	Dates
	Reason for Hospitalization
	Treatment

	
	
	

	
	
	

	
	
	

	
	
	

	List of Childhood Diseases
	Date of Illness

	
	

	TRAUMA
Was there any significant pre-natal or post-natal events?                          Y                       N

Describe:



	Has individual ever had any traumatic experience that extreme regression was noted?  Y       N

Explain:



	ANTIBIOTICS
Has individual ever been prescribed antibiotics for lengthy periods of time:        Y               N

Which antibiotics?

For what illness(es)?



	MEDICATION
Is individual currently on medications?         Y               N                        (If so indicate below)

	Medication
	Dosage and Schedule
	Date of Prescription
	Purpose

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	IMMUNIZATIONS
Is individual up to date on Immunizations?      Y                  N          (Attach record if available)

	Did you notice any adverse reactions to the shots? (Temporary or lasting?)



	TOXINS
Has the individual or either parent been exposed or resided near a site that toxic exposure might have occurred?                                           Y                           N

Explain:



	ALLERGIES
Is individual allergic to any medicine or food?       Y                N                      (List below)

	Allergic to
	Type of Reaction

	
	

	
	

	
	

	
	

	DIETS
Describe any diet the individual is presently on.  (Whether self -imposed or therapeutic)

	1.



	2.



	PRIOR MEDICATIONS
Has individual been on other medications that have been discontinued?     Y          N        (List)

	Medications
	Dosage and Schedule
	Reason for Discontinuing

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Notes
Auditory History
	Does individual have a history of ear infections?           Y                           N

	Beginning at what age?

	Are tubes present now?        Y              N        If not now in the past       Y            N

How many times_____________

At what age(s)?



	Has individual had a recent audiogram         Y                     N              (attach copy if available)

What were the results?



	Do sounds bother the individual? (i.e. does the individual cover ears during particular sounds)

List specific sounds and the reaction of the individual that are of a particular concern.

1.

2

3.

4.

5.



	Is there a family history of hyper acute hearing?                                Y                           N

	Is there a family history of hearing loss?                                            Y                           N

	Is individual able to perform appropriately for hearing screenings?   Y                          N

(Requires yes-no response to sounds presented while wearing headphones)


Notes:

Sensory
	Has individual had a recent eye exam?                                               Y                            N

Date?                            

Results?



	HYPER-SENSITIVITIES
Does individual show an heightened sensitivity to the following:

	Bright Lights:                                                                                        Y                            N

If yes, how does individual react?



	Certain Smells:                                                                                       Y                            N

If yes, which smell in particular and how does individual react?



	Certain Taste: (Avoids certain foods, craves others)                              Y                             N

If yes, how does individual react and deal with sensitivities?



	Sensitive to Touch:                                                                                Y                            N

If yes, how does individual react and deal with sensitivities?




Notes:

Developmental
	How did this individual meet the following developmental milestones?*

	Milestone
	Early
	Normal
	Delayed
	Not Met

	Speech
	
	
	
	

	Walking
	
	
	
	

	Interaction
	
	
	
	

	Response
	
	
	
	

	Self-Feeding
	
	
	
	

	Self-Dressing
	
	
	
	

	Toilet Training
	
	
	
	

	Self-Hygiene
	
	
	
	

	*Notes about above information. (Use extra pages if necessary)


	How do you rank individual’s motor skills?    Poor                 Fair            Good           Excellent

	How do you rank individual’s balance?            Poor                Fair             Good         Excellent

	SPEECH

	Does the individual have speech?                                                Y                         N

	Is speech functional and intelligible?           NA                           Y                         N

	If no speech is present, what is the typical means by which individual expresses basic needs and wants?




Notes:

Academic
	Areas of academic strengths:



	Areas of academic weaknesses:



	Support Services Received at School:



	Has an IQ test been completed?            Y                  N               Full scale IQ score:

Name of assessment:                                                  Date Administered:

	Has an adaptive assessment been completed?     Y              N          Score:             

Name of assessment:                                                   Date Administered:

	Has individual ever used a computer or key board?               Y                      N

	What is the individual’s reading level?

	*Provide a sample of individual’s writing or drawings.


Notes:
Behavioral

	Present
	Past
	Indicate Behaviors that are present now or in the past

	
	
	Difficulty mixing with other children

	
	
	Act as if deaf, visually impaired, blind

	
	
	Resists learning

	
	
	No fear of real dangers

	
	
	Resists change in routine

	
	
	Lacks use of gestures

	
	
	Demonstrates inappropriate laughing and giggling

	
	
	Not cuddly or prefers not to be hugged unless they initiate

	
	
	Marked physical over-activity

	
	
	No or little eye contact

	
	
	Inappropriate attachment to objects

	
	
	Spins self or objects

	
	
	Engages in repetitious and sustained odd play

	
	
	Isolates self from others and/or activities


	Mark the behaviors that individual presently demonstrates in a problematic manner.

	
	Biting
	
	Pinching
	
	Self-Abuse

	
	Head banging
	
	Hitting
	
	Self-stimulation

	
	Rocking
	
	Withdrawal
	
	Echolalia

	
	Kicking
	
	Unsociable
	
	Throwing items

	
	Tantrum
	
	Pacing
	
	Depression

	
	Compulsive
	
	Other (see below)
	
	

	Other (list):



	AVERSIVES
Describe anything (event, change, sensory stimuli, etc) that is aversive to this individual that is predictable in outcome. (Usually results in tantrums, self-abuse or other undesirable behavior.)

	Aversive
	Outcome
	How or why is behavior stopped?

	
	
	

	
	
	

	
	
	

	FORMAL BEHAVIORAL PROGRAMS 
Is or has the individual been treated with specific behavioral intervention programs?  (i.e.  ABA, Greenspan, TEEACH, etc.)                                Y                                        N

Describe:

Describe Success:

 

	FUNCTIONAL BEHAVIORAL ANALYSIS

Has a Functional Behavioral Analysis been conducted?  (Attach copy of report)  Y            N

What is the summary of the outcome of the FBA?




Preferences
	What is this individual’s preferred activities?



	What is this individual’s preferred reinforcers? (i.e., activity, food, item, etc.)



	How is this individual typically successfully redirected to attend to requested activity?




Notes
Other Treatment Strategies
	Describe some of the treatment strategies that individual has participated in.  (i.e. Auditory Integration Training, Vitamin Treatment, Secretin, Visual Training, Chelation, etc.)

	Treatment #1

Results:



	Treatment #2

Results:



	Treatment #3

Results:




Notes:

Additional Comments
	Are there other things about child that are noteworthy but not covered by this questionnaire?  (As a guide, describe what you might tell a sitter if you were to leave this individual in their charge.)

(Use back if necessary)




Important* 
Thank you for the time and effort you have invested in completing this important information.  Due to the need to collect data on the autism spectrum disorders this information may be used to create supporting data to encourage, develop and direct needed treatments and programs.  Data that is used will be used in a non-disclosing nature.  Information that would disclose the identity of the individual described in this questionnaire will be kept with the utmost level of confidentiality.

_______ I agree to allow this information to be used in data collection in a non-disclosing manner.

_______ I do not agree to allow this information to be used in data collection in a non-disclosing manner.

_______________________________________________            _______________

Signature                                                                                      Date

*A signature must be placed on this questionnaire to be considered complete and to proceed with treatment process. The absence of an agreement preference marked above will be considered consent to use data in a non-disclosing manner.

Name_________________________________

DSM-IVTR Criteria

	
	Social Interactions

	
	Nonverbal Behaviors

	
	Avoids making eye contact or appears to be staring though people.

	
	Does not use facial expressions to communicate emotions

(displays flat affect or lacks facial emotions)

	
	Demonstrates negatively to physical contact (especially contact initiated by others)

	
	Peer Relationships

	
	Shows no interest in the presence of peers (appears “among” others rather than “with” others)

	
	Shows no interest in developing friendships with peers (indifferent to others interest in them)

	
	Does not initiate relationships with peers (does not approach others or include others in activities)

	
	Sharing Enjoyment and Interests

	
	Does not share accomplishments or interest with others (does not reflect days activities)

	
	Shows little interest in everyday events and activities and does not seek participation spontaneously

	
	Does not share enjoyment about an object, accomplishment or activity

	
	Social Reciprocity

	
	Does not kiss, hug, or shake hands with others (unless prompted or is by their own rules and initiation)

	
	Does not understand the concept of taking turns during activities with peers

	
	Prefers to be alone

	
	TOTAL Social Interactions




Comments:
	
	Communications

	
	Expressive Language

	
	Does not speak spontaneously to others (shows no interest in gaining attention through speech)

	
	Does not use gestures or signs in lieu of speech to communicate

	
	Does not use gestures or speech to let others know of needs or desires

	
	Delay in, or total lack of, the development of spoken language

	
	Conversations (Do not rate if nonverbal)

	
	Does not initiate conversations with others or maintain conversations with others

	
	Does not spontaneously greet others (“hello”) or use courteous phrases (“please”, “thank you”)

	
	Does not ask others questions (this includes times of distress and in request of needs)

	
	Stereotyped Language (Do not rate if nonverbal)

	
	Echolalic (repeats what is heard rather than responding with an appropriate answer)

	
	Perseverates (repeats the same words or phrases over and over)

	
	Recites common phrases, lyrics or scripts from television, radio, recordings or videos

	
	Make-Believe Play

	
	Does not make-believe in an age appropriate manner or according to developmental level

	
	Does not join in to play with others

	
	Remains aloof or prefers to be disconnected from peers

	
	Receptive Language

	
	Does not identify body parts or common objects when asked

	
	Often does not respond when spoken to (after numerous trials will often look as if just cluing in)

	
	Does not respond or seem to understand simple request or directions (may perform only first part of instruction)

	
	TOTAL Communication




Comments:
	
	Repetitive/Stereotyped Patterns

	
	Restricted Patterns of Interest

	
	Prefers to do the same activity over and over (will engage for hours unless redirected)

	
	Becomes upset if preferred activity is interrupted or attempts are made to redirect

	
	Resists being redirected to other activities or areas of interest (especially those new or of little interest)

	
	Nonfunctional Routines or Rituals

	
	Engages in unnecessary or meaningless rituals or routines

	
	Becomes upset if ritual or routines are disallowed or disrupted

	
	Resists being redirected from rituals or routines to productive behaviors or activities

	
	Repetitive Motor Mannerisms

	
	Engages in self-stimming motor behaviors (finger waving, hand flapping, spinning, rocking, etc.)

	
	Self-stimming motor behaviors increases during time of high stress or anxiety

	
	Resists being redirected from self-stimming motor behaviors to productive behaviors or activities

	
	Preoccupation with Parts of Objects

	
	Intensely scrutinizes parts of objects (wheels of a toy car, thread on a cloth, etc)

	
	Singles out and manipulates objects or specific parts excessively

	
	Disassembles toys or objects instead of playing with them in an appropriate manner

	
	TOTAL Repetitive/Stereotyped Patters




Comments:
	
	Clinical Delays (Asperger Only)

	
	Clinically significant impairment in social, occupational, other important areas of functioning

	
	Clinically significant impairment in occupational or vocational skills

	.
	An inability to understand language pragmatics even in the presence of adequate language

	
	No clinically significant general delay in language (single words by 2 years, communicative phrases by 3 years)

	
	No clinically significant delay in cognitive development 

	
	No clinically significant delay in the development of age-appropriate self-help skills

	.
	No clinically significant delay in the development of adaptive behavior (other than social interaction

	.
	Demonstrated a curiosity about the environment during early childhood


Comments:

Exclusionary Criteria
_______________  
Criteria are not met for Childhood Disintegrative Disorder, Rhett Disorder or Childhood Schizophrenia.
Age of Onset
_______________
Age that behaviors were first observed.
FOR OFFICE USE ONLY
Clinical Impressions

Individual’s diagnostic picture is consistent with a diagnosis of Autism Spectrum Disorder.   Criteria for this diagnosis under the guides of the DSM-IVTR are also met to an adequate standard to support this diagnosis.

or

Individual’s diagnostic picture is consistent with a diagnosis of Asperger Syndrome.   The AS specific criteria are also met to an adequate standard to support this diagnosis.

or

Individual’s diagnostic picture is not consistent with a diagnosis of Autism Spectrum Disorder or Asperger  Syndrome.   Criteria for either of these diagnoses under the guides of the DSM-IV-TR are not met to an adequate standard to support either diagnosis.

Additional Clinical Impressions:
Recommendations

The following are my recommendations for student:

· Needs more structure in his day-to-day schedule.  This can be accomplished through implementing a picture schedule.  This type of schedule provides student with visual information as to what is being expected, closure of an activity, what comes next and most of all what to expect of the day.  This type of program provides a strong behavioral overlay program to the basic program.  Once accomplished most any new skill can be interjected into its design.

· Needs a consequence schedule that has both implications at school and at home.  This schedule needs to be devised by student’s teacher(s) and parents.  
Success of this program relies on everyone involved and consistent implementation.

· Needs many transitional activities that provide sensory outlets providing the opportunity to “reset” before continuing to the next expected activity.

· Needs a place of refuge or solitude.  This will provide student a place to go which is void of too much stimuli.  A box or small tent type structure is effective in accomplishing this.  Student should be allowed to have items in this structure that is calming and pleasing so as to enhance the effect.

· Needs to engage in as much sensory based activity as possible.  (See list provided.)

· Program needs to have a strong language based design so as to enhance utilization and development of language.  Student should attend speech/language therapy as much as possible.  Speech program should be reinforced and enhanced in the classroom.  

· Should have an IEP that is strong on functional academic skill yet one that does not ignore the needed academic skills that strive to keep student on grade level.  During initial implementation of behavioral overlay program, more functional type of objective are appropriate.  Once behavioral overlay is accomplished, other academics can be introduced.

· Should participate in a social stories based activity.  Many books and other activities are available from autism specific sources.  (Refer to catalog provided.)

· Needs a strong sensory integration program that can be acquired through sensory integration therapy provided by a certified Occupational Therapist or through Aquatic Therapy provided by a certified Aquatics Therapist.

· Needs a behavioral audiogram administered.  This “picture” of student’s hearing will provide supporting documentation for some of the auditory sensitivities observed and/or reported.

· Utilization of peer tutors would be a great strategy to help classroom teacher accomplish meeting student’s needs while not sacrificing the need of the other students.  These peer tutors can provide one-on-one attention to student and can help direct and redirect student’s behavioral and classroom productivity.

I further recommend that the Students parents pursue the following:

· Behavior indicates that candidacy for auditory integration training is strong.  This can further be confirmed and supported by the recommended audiogram. While that exact results of this treatment are different for each individual, its consistent effectiveness is not at question.  Please contact the provided AIT practitioner for appointment and further details.

· Should be screened for possible Landau-Kleffner Syndrome.  Due to student’s history of seizures the potential for the presence of LKS is high.  This should be ruled out.

· Medication regimen should be reviewed and possibly revised.  I will be glad to work with student’s physician to assist in this process.  This will require confidentiality releases to be signed at the physician’s office for the physician to discuss this with me.

· Should receive allergy testing to rule out allergic activities.  The presence of eczema, runny nose, scratchy eyes just to name a few support the presence of allergies.  Also specific dietary cravings also can be indicative of allergies.  (i.e. craving crackers, bread, etc. could indicate a yeast allergy.)

· Diet should be considered for modification.  Less sugar and caffeine (soft drinks, chocolate etc.) with low casein and gluten diets typically contribute to less allergy aggravation.  There should be a good balance between protein and carbohydrates in student’s diet.

· Should undergo visual training therapy.  This therapy can help train the eyes to adjust and focus in a correct manner.  The need for this strategy is supported by observed and/or reported behaviors that indicate visual tracking and focusing problems.  Parents can contact the provided eye care professional to pursue this procedure and therapy.

Signature:




Date:







(Mark H. Yeager, Ph.D., 1997


