
  

 

Assessment and Diagnosis of Autism Spectrum Disorders: 

A Survey of Clinicians in Canada 

by 

Amber Yaholkoski 

 

 

A Thesis submitted to the Faculty of Graduate Studies of  

The University of Manitoba  

in partial fulfilment of the requirements of the degree of 

 

MASTER OF ARTS 

 

Department of Psychology 

University of Manitoba 

Winnipeg 

 

 

 

 

 

 

 

Copyright © 2018 by Amber Yaholkoski 

 



ASSESSMENT AND DIAGNOSIS OF AUTISM 2 

Abstract 

Timely assessment for Autism Spectrum Disorders (ASDs) is essential to provide a 

comprehensive understanding of child functioning, advise diagnosis, and inform individualized 

treatment.  Early diagnosis is ideal but many children with ASDs are not identified until school 

age.  Evidence-based practice guidelines for ASD diagnosis have been developed; however, 

results from studies conducted in the United States and Australia suggest disparities between 

these practice guidelines and clinical procedures.  To date, no research has been conducted to 

examine school-aged ASDs diagnostic practices in Canada.  The primary objectives of this study 

were to: (a) understand clinicians’ knowledge and practices in screening and assessment of 

ASDs in school-aged children; (b) compare clinicians’ reports of assessment practices to 

evidence-based guidelines; and (c) identify challenges encountered during the assessment 

process.  Eighty-six clinicians participated in a web-based survey.  Findings suggested a 

disparity between reported practice and evidence-based guidelines in terms of processes 

implemented, inter-professional consultation practices, and use of additional assessment 

information.  Use of ‘gold-standard’ assessment tools was higher than reported in previous 

research outside Canada.  Clinicians indicated that assessing comorbidities, organizing 

assessment teams, and identifying ASDs in high-functioning children are significant challenges.  

Overall, this study provides a picture of the current Canadian context for school-aged ASD 

assessment and diagnosis.  This information may inform the development of additional 

guidelines and training opportunities, and highlight funding and policy changes required to 

alleviate challenges in the diagnostic process for timely identification. 

 Keywords: assessment, Autism Spectrum Disorders, Canada evidence-based practice, 

school-aged diagnosis  
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Assessment and Diagnosis of Autism Spectrum Disorders: 

A Survey of Clinicians in Canada 

 Autism Spectrum Disorders (ASDs) are a group of childhood-onset, neurodevelopmental 

disorders characterized by social interaction and communication deficits, and stereotyped or 

repetitive behaviours (APA, 2013).  ASDs are pervasive and lifelong conditions often impacting 

education, relationships, and quality of life outcomes for children (Lee, Harrington, Louie, & 

Newschaffer, 2008) and their families (Baker, Blacher, Crnic, & Edelbrock, 2002).  Research 

strongly encourages early diagnosis of ASDs to ensure that impacted children have the 

opportunity to benefit from timely intervention (Howlin, 2014).  Current estimates indicate 

approximately 1 in 68 children have an ASD (Centers for Disease Control and Prevention 

[CDC], 2014), but the prevalence for school-aged children may be much higher because many 

children, especially those with subtler impairments, are often overlooked until they enter school, 

when social demands exceed their capabilities (Daniels & Mandell, 2014).  As a result, school-

aged children with undiagnosed ASDs may not receive as many opportunities for timely, 

meaningful intervention.     

 The rising number of school-aged children referred for an ASD diagnostic assessment 

(CDC, 2014) increases pressure on clinicians to provide timely and accurate diagnoses and 

requires a solid clinical awareness of the subtle presentation of ASDs (Nachshen et al., 2008).  

Because ASDs fall along a spectrum and individuals show a wide range of symptom severity, 

presentation variability increases the complexity of assessment (Huerta & Lord, 2012) and may 

delay accurate and early identification.  Late diagnosis impedes early intervention opportunities 

and untreated symptoms may become more severe, contributing to the development of comorbid 

issues, such as anxiety or depression (Deprey & Ozonoff, 2009).  Consequently, a timely and 
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accurate diagnosis (when warranted) is essential for the health and well-being of school-aged 

children and their families. Moreover, given that school-aged children spend a majority of the 

day in a classroom, diagnosis leading to informed intervention may assist teachers trying to meet 

a child’s needs (Koegel, Matos-Freden, Lang, & Koegel, 2012).  

 Numerous evidence-based practice guidelines have been developed to guide practice for 

screening, assessment, and diagnosis of ASDs.  Although a few studies have surveyed clinicians 

about their ASD assessment practices in the context of adherence to evidence-based practice 

guidelines in the United States (US) and Australia, to my knowledge, research describing the 

practices of Canadian clinicians is absent from the literature, despite growing public attention.  

For example, a national initiative, the Canadian Autism Partnership Project (CAPP;  

www.capproject.ca), recently acknowledged Canadian assessment challenges and aims to 

decrease regional disparities to enhance assessment and intervention services.  Although CAPP’s 

recent request for funding received recognition of the need for funding in this area, it failed to 

receive enough support to carry out its mandate (Scotti, 2017).  Despite the failed motion, the 

broad support for the initiative by major autism advocacy and service organizations provides 

evidence of widespread awareness of the need to address assessment and diagnostic issues in 

Canada.  Given a lack of Canadian research in the context of public recognition of challenges 

impacting families, the primary aim of the present study was to document current approaches to 

ASD screening, assessment, and diagnostic practices of Canadian clinicians.  Further, 

information on challenges associated with the assessment process holds promise to elucidate 

potential training and professional development needs with regards to ASDs.   

Autism Spectrum Disorders: The Context 

 Leo Kanner (1943) was the first to provide a clinical description of infantile autism.  

http://www.capproject.ca/index.php/en/
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Eleven children at Kanner’s clinic presented with unique and unusual behaviours, including a 

lack of interest in social relationships and displaying fixation with sameness or repetitive events.  

The goal of Kanner’s description of autism was to allow for a differentiation between the 

combination of symptoms observed in these 11 children and symptoms of other developmental 

delays (Rutter & Schopler, 2012).   One year later, Hans Asperger (1944) described a subgroup 

of children who presented as socially isolated, with restricted interests and minor abnormalities 

in communication.  Asperger (1944) described this group of children as distinct and different 

from those with autism because they presented with normal or advanced language and cognitive 

skills, and had seemingly normative development in the first three years of life.  Asperger’s work 

was published in German, thus was unknown in the English literature until 1981 when Lorna 

Wing (1981) translated his work and proposed the term ‘Asperger’s Syndrome’ (also known as 

Asperger’s Disorder [AD]) to describe this population of children.  This sparked debate 

regarding whether autism and Asperger’s Syndrome were distinct disorders.  Wing (1994) 

originally stated that she believed a spectrum of autism existed, which included both Kanner’s 

infantile autism and Asperger’s syndrome.  However, there was growing consensus that the 

disorders were somewhat unique and had some distinct aspects, which ultimately influenced the 

decision to regard these disorders as distinct subtypes (Klin, 2003).  

 Autism was first acknowledged as a disorder with distinct diagnostic criteria under the 

‘umbrella’ category of Pervasive Developmental Disorders (PDD) in the third edition of the 

Diagnostic and Statistical Manual of Mental Disorders (DSM-III; APA, 1980).  Fourteen years 

later, Autism, AD, and Pervasive Developmental Disorder- Not Otherwise Specified (PDD-

NOS) were added to the DSM-IV (APA, 1994) under the PDD category in an effort to align more 

closely with the International Classification of Diseases (ICD-10; World Health Organization 
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[WHO], 1992), which had already developed criteria for AD and PDD unspecified.  Rett’s 

Disorder and Childhood Disintegrative Disorder (CDD), disorders characterized by 

developmental regression, were added to the PDD category of the DSM-IV because of the 

common clinical presentation with autism (Matson & Mahan, 2009).  Overall, the DSM-IV’s 

PDD category included five differing subtypes and aligned with the ICD-10.    

 The classification of PDD subtypes as distinct disorders or parts of a broader spectrum is 

controversial.  The issue stems from a disagreement over whether “high-functioning autism” 

(HFA; where individuals present with less severe symptoms of ASD but have early language 

delays) and AD (where individuals have preserved early language histories) are clinically 

different.  Individuals in both categories present with social deficits and repetitive behaviours; 

however, individuals with AD may have significantly higher language and cognitive skills 

compared to individuals with HFA (see Chiang, Tsai, Cheung, Brown, & Li, 2014; Tsai, 2013).  

Despite these differences, concerns regarding the reliability of diagnosing PDD subtypes (e.g., 

Volkmar & Klin, 2005; Volkmar & McPartland, 2014) prompted a major shift in the perception 

of ASDs in the DSM.  Specifically, for the DSM-5 – Autism, AD, PDD-NOS, and CDD were 

combined under the broad Autism Spectrum Disorder category1, and levels of severity are 

described as “requiring support”, “requiring substantial support”, and “requiring very substantial 

support”.  Further, the DSM-5 was modified to reflect research suggesting a dyad of primary 

diagnostic factors (e.g., Boomsma et al., 2008; Frazier, Youngstrom, Kubu, Sinclair, & Rezai, 

2008) in which the social interaction and communication impairments are amalgamated into one 

broad category, and restricted, repetitive patterns of behaviour (including sensory impairments) 

as the other category, rather than a triad of impairment (social interaction, communication 

                                                 
1 Because the DSM is about describing behaviours, Rett’s Disorder was removed from the DSM-5 as its genetic 

etiology is now well-known (Akbarian, 2002). 
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deficits, and restricted behaviours).  See Appendix A for the complete set of diagnostic criteria of 

ASD as presented in the DSM-5.   

Autism Spectrum Disorders in School-Aged Children 

There are many reasons why children may not be recognized with ASDs until preschool 

or school-age.  First, the level of functioning is a significant predictor of age of diagnosis.  In 

each of the 42 studies included in their review, Daniels and Mandell (2014) found that children 

with high-functioning ASDs were diagnosed at an older age than children presenting with more 

classic forms of ASDs, and the age range for diagnosis was broader for children with subtler 

impairments (i.e., 3.75-11.2 years of age) than those with severe impairments (i.e., 2.7-7.2 years 

of age).  Most children with low-functioning ASDs are identified at younger ages when 

symptoms are severe or when language milestones are not met (Daniels & Mandell, 2014), 

allowing parents to notice a deviation in their child’s behaviour as early as 18 months of age 

(DeGiacomo & Fombonne, 1998) for a reliable diagnosis by 24 months of age (Baird et al., 

2000).  In contrast, children with high-functioning forms of ASDs are typically diagnosed at an 

older age because of their normal or above average language and cognitive skills, and/or subtle 

social impairments (Daniels & Mandell, 2014).  Additionally, lower socioeconomic status and 

less parental concern also contribute to later diagnoses (Daniels & Mandell, 2014).  Girls with 

ASDs are diagnosed later than boys, which may be due to a lack of awareness in symptom 

presentation in girls (Giarelli et al., 2010; but see Daniels & Mandell, 2014).  Finally, school-

aged children who are referred for assessment may not be directly assessed for ASDs and may be 

diagnosed with another condition.  For example, Attention Deficit Hyperactivity Disorder 

(ADHD) is a common first diagnosis for many later diagnosed with an ASD (Daniels & Mandell, 

2014), likely due to the fact that symptoms of ADHD and ASD overlap in young children 
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(Deprey & Ozonoff, 2009), given common executive functioning challenges.  Overall, delays in 

diagnoses suggest that many clinicians are unaware of the subtleties in symptom presentation in 

high-functioning forms of ASDs, particularly when language and cognitive skills are average or 

above average.    

Given the later age of diagnosis of high-functioning forms of ASDs, it is very important 

for school-aged children with ASDs to be diagnosed as soon as possible so that they can reap the 

benefits of intervention, particularly in the domains of communication and social skills.  Prior to 

beginning school, children typically interact with few peers and adults, and routines are fairly 

predictable and stable (Fabes, Martin, & Hanish, 2009).  When children enter school, they must 

adapt to new routines, face new academic demands, and encounter a larger number of people 

resulting in increasing social demands (Fabes et al., 2009).  School is a socially-driven 

environment and some children with ASDs avoid social contact all together, whereas others may 

be interested in social connections and attempt to engage in social interaction but do so 

inappropriately (Davis & Carter, 2014).  Children with high-functioning ASDs may experience 

feelings of distress from recognizing their social difficulties or experience ridicule or rejection as 

a result of their social deficits (Church, Alisanski, & Amanullah, 2000).  Thus, children with 

high-functioning ASDs are at increased risk for developing mood disorders (Mayes, Calhoun, 

Murray, Ahuja, & Smith, 2011).  For these children, diagnosis may provide a sense of relief, 

self-understanding, and self-acceptance (Huws & Jones, 2008).  In light of this information, it is 

imperative that comprehensive assessment take place as soon as possible to increase the 

likelihood of receiving the intervention needed to deal with the social, emotional, and academic 

demands of school to provide opportunities for better outcomes.   

 Timely diagnosis of ASDs is also important for families with impacted children for 
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several reasons.  First, a correct diagnosis may provide relief for parents who have experienced 

numerous challenges understanding the nature of their child’s difficulties (Midence & O’Neill, 

1999; Scorgie & Sobsey, 2000).  Diagnosis may enhance parental understanding of the child and 

the child’s behaviours, in addition to enabling access to appropriate support and evidence-based 

intervention, and facilitate social support to improve parent coping (Fiske, Pepa, & Harris, 2014; 

Pakenham, Sofronoff, & Samios, 2005).   Despite this clear need for accurate assessment and 

diagnosis, diagnostic services can be difficult to access and may have lengthy wait times, further 

delaying critical intervention services.  Given that school-aged children are particularly at risk 

for further diagnostic delays, gathering information on the diagnostic process within the 

Canadian context may provide useful information to address these issues. 

Process for Diagnosis of ASDs 

The process for establishing an ASD diagnosis may be complex, and typically involves 

initial screening followed by a comprehensive assessment.  The purpose of screening is to 

broadly identify children who need to be monitored or referred for further assessment.  Thus, 

screening tests do not result in an ASD diagnosis, but rather suggest the need for further 

evaluation (Nachshen et al., 2008).  Screening for ASDs involves administering an ASD-specific 

screening measure, allowing clinicians to determine whether a child presents with behavioural 

concerns characteristic of ASDs.  A clinician may then refer the child for an ASD assessment for 

diagnostic purposes.  Details about evidence-based practice procedures for screening are 

described below (see p. 14).   

While screening provides a broad measure of presenting concerns, the purpose of a 

diagnostic assessment is to inform an ASD diagnosis by examining specific functioning and 

behavioural symptomology.  Despite knowledge of biological and environmental contributions 
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to the development of ASDs2, current diagnostic procedures rely solely on behavioural 

symptomology (McCray, Tevvett, & Frost, 2014; Volkmar, Reichow, Westphal, & Mandell, 

2014).  ASD-specific diagnostic tools may be used to inform specific ASD symptomology.  

Unlike screening tools, diagnostic tools are narrowly-focused and must be precise in order to 

accurately identify children with a diagnosis of ASDs and rule out children who do not meet 

criteria for ASDs.  Beyond ASD diagnostic tools, a comprehensive assessment should also 

measure the child’s skills, behaviours, knowledge, and personality across various domains and 

settings to identify a child’s specific difficulties and clarify intervention needs.  A range of 

information informs differential (ruling out other similar conditions) and comorbid (ruling in co-

existing conditions) diagnoses and the selection of specific intervention strategies (Nachshen et 

al., 2008).  Moreover, a comprehensive assessment should include four pillars of measurement, 

including norm-referenced measures, interviews, behavioural observations, and informal 

assessment (Sattler, 2008) integrated in a reliable and meaningful manner.  Specific components 

recommended when conducting evidence-based assessments for ASDs are described below (see 

p. 17). 

Considerations for the selection of screening and diagnostic tools.  Choosing the most 

appropriate screening or assessment instrument for ASDs in school-aged children requires 

knowledge of the instruments’ various psychometric properties, including (but not restricted to) 

reliability, validity, sensitivity, and specificity.  Reliability refers to the ability for a test to 

measure an individual in the same way, each time it is administered (Miller, Lovler, & McIntire, 

                                                 
2 Current research supports a genetic vulnerability to ASDs (Bespalova & Buxbaum, 2003) where ASDs have shown 

high levels of heritability in twin and familial aggregation studies (Bailey, Le Couteur, Gottesman, & Bolton, 1995; 

Brimacombe, Ming, & Parikh, 2007).  Prenatal factors, such as premature birth, exposure to air pollution in utero, 

and maternal antidepressant use also increase risk for ASDs (Guinchat et al., 2012; Kalkbrenner et al., 2010; Rai et 

al., 2013; Windham, Zhang, Gunier, Coren, & Grether, 2006). 
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2013).  There are three different ways reliability may be reported: test-retest reliability, internal 

consistency, and inter-rater reliability.  Test-retest reliability refers to the ability for a test to 

return the same results on two different occasions.  Internal consistency refers to the relatedness 

of items within the measure.  Finally, inter-rater reliability refers to consistency among raters’ 

judgements about an individual based on the results (Miller et al., 2013).  The reliability of ASD 

screening and assessment tools may be described in terms of all three estimates, and typically all 

are reported in reliability studies.  Validity refers to the degree to which a tool accurately 

measures the variable it is supposed to measure (Miller et al., 2013).  In terms of ASD measures, 

a valid instrument is one that measures symptoms of ASDs accurately, and thus allows for 

accurate interpretations about ASD symptomology.  Clinicians should aim to select tools that 

generate scores that are highly reliable and valid3.  Sensitivity refers to the probability that scores 

obtained from a given tool can be used to identify an ASD when a child does, in fact, have an 

ASD (Nachshen et al., 2008).  Specificity refers to the probability that the score generated from 

the use of the instrument suggests that absence of an ASD when the child does not have an ASD 

(Nachshen et al., 2008)4.  Inaccuracies in sensitivity and specificity may lead to false positive or 

false negative results.  False positives occur when a test identifies the presence of a disorder, 

when it is not present, and false negatives occur when a test rules out the presence of a disorder, 

when it is present (Lalkhen & McCluskey, 2008).  Given that screening aims to capture as many 

children as possible that may be at risk for an ASD, higher sensitivity (i.e., reduced rate of false 

negatives) is desirable, and lower specificity is reasonable.  Assessment for diagnostic purposes 

                                                 
3 Scores generated from screening and diagnostic tools with reliability coefficients of .70 or greater are considered 

reliable, whereas coefficients .60 or below are considered unreliable (Sattler, 2001).  In order to be considered valid, 

validity coefficients of at least .50 should be achieved, with coefficients of .75 considered excellent (Burlingame, 

Lambert, Reisinger, Neff, & Mosier, 1995).   
4 Sensitivity and specificity should be at least .80 (Carran & Scott, 1992), although the standards may be different 

for screening versus assessment measures.   
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aims to be precise, thus higher specificity (reduced rate of false positives) is desirable, given the 

high stakes of conveying a diagnosis.  Overall, clinicians should select tools based on all 

psychometric properties and purpose (i.e., screening versus assessment), as well as quality of 

these values.   

Best Practice guidelines   

The diverse symptomology of ASDs requires that clinicians have experience 

administering various ASD instruments and be familiar with the ‘best practices’ for the 

assessment for ASDs (Volkmar & Klin, 2005; Williams, Atkins, & Soles, 2009).  However, 

previous research outside of Canada has found great diversity in clinician knowledge, 

experience, and skills related to ASD assessment (Aiello, Ruble, & Esler, 2017; Allen, Robins, & 

Decker, 2008; Taylor et al., 2016; Ward, Sullivan, & Gilmore, 2016).  This diversity in practice 

has led to the development of a number of practice guidelines, which recommend evidence-based 

approaches to screening, assessment, and diagnostic processes for ASDs.  While the Canadian 

Best Practice Guidelines (herein Guidelines) outline the ideal assessment practices for accurate 

and timely diagnosis of ASDs from birth to age 5 years (Nachshen et al., 2008) and some 

province-specific guidelines for this same age range are available (e.g., British Columbia [BC]; 

Dua, 2003), national guidelines have not yet been developed for Canadian school-aged children.  

Given that many children with high-functioning ASDs do not present for a diagnosis until school 

age, guidelines for children in the school system are clearly needed in Canada (Chawarska, 

Macari, Volkmar, Kim, & Shic, 2014).  Evidence-based practice guidelines for school-aged 

children have been developed in the US and the United Kingdom (UK) to guide screening and 

assessment (e.g., Filipek et al., 2000; National Collaborating Centre for Women’s and Children’s 

Health, 2011; Volkmar, Siegel, et al., 2014).  These guidelines provide relevant foundational 
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information to inform the present study, as well as for the development of future Canadian 

school-aged practice guidelines.  Detailed descriptions of the Guidelines, province-specific 

assessment procedures, and school-aged practice guidelines in jurisdictions outside of Canada 

are provided below.    

Canadian Best Practice Guidelines.  The Guidelines were designed to assist clinicians 

in becoming aware of the most effective methods to assess and diagnose children suspected of 

having an ASD (Nachshen et al., 2008).  The Guidelines were created through thorough review 

of the literature (i.e., research of ASDs and psychometric properties of instruments), consensus 

emerging from expert clinicians in the ASD field, and input from caregivers.  Recommendations 

for the process, from screening to eventual diagnosis, are described below.  

Screening.  As mentioned earlier, screening tests may be used to identify children who 

need to be monitored or referred for further assessment.  According to the Guidelines, screening 

techniques may be separated into two levels (Nachshen et al., 2008).  First level or universal 

screening tools are applied to all young children in order to identify any symptoms of an ASD.  

Second level screening, strongly encouraged by the Guidelines, is applied to children already 

identified as “at-risk” for an ASD, such as those with a genetic predisposition (e.g., siblings 

already identified with an ASD) or demonstrated, but unclear symptoms of an ASD.  Positive 

screening for ASDs should result in immediate referral for comprehensive assessment.  Overall, 

the Guidelines recommend that screening, whether first level or second level, be conducted using 

tools with good psychometric properties.  

The most commonly used screening tools designed to detect potential presence of ASDs 

in an individual include: (1) Autism Behaviour Checklist (ABC; Krug, Arick, & Almond, 1980); 

(2) Autism-Spectrum Quotient (AQ; Baron-Cohen, Wheelwright, Skinner, Martin, & Clubley, 
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2001); (3) Childhood Autism Screening Test (formerly the Childhood Asperger Syndrome Test, 

CAST; Scott, Baron-Cohen, Bolton, & Brayne, 2002); (4) Checklist for Autism in Toddlers 

(CHAT; Baron-Cohen, Cox, Baird, Swettenham, & Nightingale, 1996); (5) Gilliam Autism 

Rating Scale 3rd Edition (GARS-3; Gilliam, 2013); and (6) Social Communication 

Questionnaire (SCQ; Rutter, Bailey, & Lord, 2003).  Some tools were designed for screening 

preschool-aged children or younger but may be useful to screen school-aged children and are 

retained in the present study (see Table 1).    



  

Table 1 

Screening Tools for Autism Spectrum Disorders 

Tool 

(Author) 

Age Range Method of 

Administration 

Domains Assessed Psychometric properties Recommendations 

ABC  

(Krug et al., 

1980) 

18 months 57-item questionnaire 

completed by parent or 

teacher  

Social functioning, 

language and 

communication, sensory 

behaviour, body and 

object use 

reliability: 0.89a 

validity: 0.67b 

Se: .38-.71 

Sp: .70-.97 

not recommendedi 

AQ  

(Baron-Cohen et 

al., 2001) 

child version 

(4-11 years); 

adolescent 

version (12-15 

years); adult 

version (16+ 

years) 

50-item questionnaire; 

parent/caregiver report 

for child/adolescent 

versions; self-report 

adult version  

Social interaction, 

communication, 

attention to detail, 

imagination, attention 

switching 

reliability: 0.85c 

validity: NR 

Se: .95c 

Sp: .95c 

not citedi 

CHAT  

(Baron-Cohen et 

al., 1996) 

18 months and 

older 

Two sections: (1) 

Parent-report; (2) 

Behavioural 

observations by 

examiner 

Pretend play, following a 

point, producing a point, 

protodeclarative 

pointing, pretending 

reliability: NR 

validity: NR 

Se: .18-.65 

Sp: .98-1.0 

tentatively 

recommendedi 

CAST  

(Scott et al., 

2002) 

4-11 years 37-item 

parent/caregiver rating 

scale 

Social interactions, 

language and 

communication, 

behavioural 

symptomology 

reliability: 0.67d 

validity: 0.87e 

Se: .95-1.0 

Sp: .95-.97 

not citedi 

GARS  3-22 years 56-item Social interaction, reliability: 0.31-0.48f  not recommendedi 
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(Gilliam, 2013) parent/caregiver or 

teacher report  

communication, 

restricted/repetitive 

behaviours, emotional 

responses, cognitive 

functioning 

validity: 0.50-0.59f 

Se: .48 

Sp: NR 

SCQ  

(Rutter et al., 

2003) 

4 years and 

older 

40-item 

parent/caregiver report  

Developmental history, 

current behaviour 

reliability: 0.83g 

validity: 0.85h 

Se: .79-.96 

Sp: .54-.80 

tentatively 

recommendedi 

recommendedj 

Note.  ABC = Autism Behaviour Checklist; AQ = Autism Quotient; CHAT = Checklist for Autism in Toddlers; CAST = Child Autism Screening 

Test; GARS = Gilliam Autism Rating Scale; SCQ = Social Communication Questionnaire; Se = sensitivity; Sp = specificity; NR = Not Reported 
aEaves & Williams, 2006; bEaves & Milner, 1993; cAuyeung, Baron-Cohen, Wheelwright, & Allison, 2008; dAllison et al., 2007; eScott et al., 

2002; fLecavalier, 2005; gBölte, Holtmann, & Poustka, 2008; hBerument, Rutter, Lord, & Pickles, 1999; iNachshen et al., 2008; jFilipek et al., 2000 



  

Assessment and diagnosis.  In Canada, diagnosing ASDs falls under the scope of 

practice for physicians, psychologists, and psychiatrists.  Training and professional development 

increases the likelihood that clinicians will implement evidence-based assessment practices 

(Aiello et al., 2017).  Consequently, assessments for ASDs should be conducted by experienced 

and trained clinicians practicing in a discipline with scope of practice for diagnosing.  The 

Guidelines recommend that ASD assessments collect information about ASDs using an ASD 

diagnostic tool(s), and incorporating information from multiple domains in order to assess for 

comorbidities (e.g., seizure disorder, Fragile X Syndrome) and ruling out other explanations for a 

child’s presenting difficulties (i.e., differential diagnosis; Nachshen et al., 2008).  Additionally, 

the Guidelines recommend that decisions should be based on DSM-5 or ICD-10 criteria when 

making clinical judgements about diagnosis of ASDs.  

The Guidelines recommend that information gathered using diagnostic tools may be 

integrated with clinical judgement and DSM-5 or ICD-10 criteria in order to inform diagnosis.  

Commonly used diagnostic tools for ASDs include: (1) Autism Diagnostic Interview- Revised 

(ADI-R; Rutter, Le Couteur, & Lord, 2003); (2) Autism Diagnostic Observation Schedule 

(ADOS; Lord, Rutter, DiLavore, & Risi, 1999); and (3) Childhood Autism Rating Scale (CARS; 

Schopler, Reichler, & Rochen Renner, 1988).  Some standardized tests (i.e., ADI-R, Rutter et al., 

2003; ADOS, Lord et al., 1999) require extensive training and supervision in order to master the 

administration and interpretation of the results; as such, the use of these tools is limited in some 

contexts.  The age-range for these tools is broad compared to the screening tools, in that all can 

be used with school-aged children (see Table 2).   



  

Table 2 

Diagnostic Tools for the Assessment and Diagnosis of Autism Spectrum Disorders 

Tool 

(Authors) 

Age Range Method of 

Administration 

Domains Assessed Psychometric 

Propertiesa 

Recommendations 

ADI-R  

(Rutter et al., 

2003) 

Mental age 

 2 years 

93-item structured 

interview with 

parent/caregiver 

Language/Communication, 

Social interactions, 

restricted/repetitive 

behaviours 

reliability: 0.62-0.89 

validity: 0.97-1.15b 

Se: .72b 

Sp: .79b 

Use in combination with the 

ADOS and clinical judgementd 

ADOS  

(Lord et al., 

1999) 

Mental age 

 12 

months 

40-60 min, semi-

structured 

observation 

Four modules available 

based on age and language 

capabilities.  

Assesses social interaction, 

communication, and 

behaviours 

reliability: 0.59-0.93 

validity: 0.79-0.98c 

Se: .87b 

Sp: .47b 

Use in combination with the 

ADI-R and clinical judgement 

(not suitable for discriminating 

atypical autism/ASD from 

autistic disorder)d 

CARS  

(Schopler et al., 

1988) 

Standard 

CARS: ≤ 6 

years 

CARS for 

High-

functioning 

individuals: 

 6 years  

15-item semi-

structured 

observation 

Social interaction, 

communication, sensory 

responses, emotional 

responses 

reliability: 0.71-0.94 

validity: 0.80-0.84 

Se: .94 

Sp: .85 

Limited sensitivity for high-

functioning ASDd 

Note.  ADI-R = Autism Diagnostic Interview- Revised; ADOS = Autism Diagnostic Observation Schedule; CARS = Childhood Autism Rating 

Scale; Se = sensitivity; Sp = specificity 
aPsychometric properties are reported from the Canadian Best Practice Guidelines, unless otherwise cited; bde Bildt et al., 2004; cLord et al., 2012; 
dNachshen et al., 2008
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The Guidelines also strongly encourage consultation with other professionals or 

involvement in an interdisciplinary or multidisciplinary team, especially if clinicians do not 

personally feel adequately prepared to assess for ASDs.  In an interdisciplinary team, 

professionals from various disciplines distribute the efforts in the assessment of a child and the 

information obtained is shared across disciplines.  In a multidisciplinary team, professionals from 

various disciplines assess a child and come to a decision independently before communicating 

their findings and interpretations with other members of the team.  The interdisciplinary team is 

recommended over the multidisciplinary team because of the coordination and shared efforts 

involved, as opposed to merging distinct perspectives (Nachshen et al., 2008).  Although 

interdisciplinary teams are recommended, transdisciplinary teams (not listed in the Guidelines) 

may also be involved in assessment.  Similar to an interdisciplinary team, a transdisciplinary 

team involves a group of professionals collectively involved in the assessment and diagnostic 

process.  The transdisciplinary team, however, focuses on the team as a collective, as opposed to 

the sum of its parts – meaning that there is less concern about each discipline as a separate entity 

(Rabidoux, 2005).  Professionals in transdisciplinary teams, therefore, work together and are able 

to blend with other disciplines in order to gain a more complex understanding of a child.  Thus, 

the transdisciplinary approach reflects the spirit of the Guidelines.   Disciplines involved in the 

assessment of ASDs may include, but are not limited to, audiologists, speech-language 

pathologists (SLPs), behavioural specialists, educators, dietitians, neurologists, occupational 

therapists, pediatricians, psychologists, psychiatrists, and social workers.  Professionals in some 

disciplines are not trained or have a scope of practice to give a formal diagnosis, but they may 

provide crucial information about the child’s functioning and symptomology that will be helpful 

for making the correct diagnosis (e.g., speech and language assessments).  Given the numerous 
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considerations required in a comprehensive assessment, the importance of multiple professionals 

in the assessment team is undeniable, however, assessments for ASDs are rarely conducted in a 

team approach (Allen et al., 2008), thus limiting the comprehensiveness of the assessment. 

Corollary considerations.  The Guidelines highlight additional concerns pertinent to 

ASDs for clinicians to consider.  First, the Guidelines emphasize the importance of a short span 

between the first acknowledgements of concern to diagnosis in order to prevent delay in 

treatment (Nachshen et al., 2008).  To avoid treatment delays, the family should receive results 

within two months of beginning an assessment.  Second, a family-centered approach to 

assessment and diagnosis is encouraged.  Consideration of the family background (i.e., ethnicity, 

culture, and religion) is also important when choosing assessment and diagnostic tools that are 

appropriate for the child.  Corollary considerations are valuable as they inform the selection of 

specific intervention strategies.     

Best practice guidelines for school-aged children.  As mentioned above, while 

Canadian guidelines for school-aged children are currently unavailable, various guidelines 

developed in the UK and US delineate recommendations for the screening, assessment, and 

diagnosis of school-aged children suspected of having an ASD.  Recommendations are outlined 

by the National Collaborating Centre for Women’s and Children’s Health (2011) in the UK, and 

the American Academy of Neurology and the Child Neurology Society (Filipek et al., 2000) and 

the American Academy of Child and Adolescent Psychiatry (Volkmar, Siegel, et al., 2014) in the 

US.  There are many similarities across the four sets of guidelines.  For example, in alignment 

with the Canadian Best Practice Guidelines, the US and UK guidelines recommend that a child 

be screened if any signs of ASDs become apparent, and that multiple professionals5 be involved 

                                                 
5 In Canada, Best Practice Guidelines distinguish between two types of assessment teams – namely, the 

interdisciplinary team and the multidisciplinary team; however, this distinction does not appear in other guidelines.   
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in the assessment process.  The National Collaborating Centre for Women’s and Children’s 

Health (2011) further delineates the ideal composition of the multidisciplinary team6 for ASD 

assessments, which should include a pediatrician or adolescent psychiatrist, a clinical or school 

psychologist, and an SLP.  Further, it is important that clinicians involved in the assessment team 

are trained in the diagnosis of ASDs to ensure quality assessments and accurate diagnoses.  All 

guidelines encourage adherence to the diagnostic criteria in the DSM or the ICD and specify the 

importance of assessing children according to the symptom profile outlined by the diagnostic 

criteria.  Finally, all guidelines encourage the use of standardized assessment tools and 

emphasize that assessment tools not be used in isolation, but alongside the DSM and/or ICD 

criteria and in combination with clinical judgement.       

Despite similarities across these three guidelines and the Canadian Best Practice 

Guidelines, there is a large disparity with regards to recommended screening and assessment 

tools, which can be confusing for clinicians.  For example, whereas one set of guidelines does 

not recommend the use of any specific screening tools for assessing children at-risk for ASDs 

(i.e., National Collaborating Centre for Women’s and Children’s Health, 2011), others 

recommend using ASD tools to highlight symptoms (Filipek et al., 2000; Nachshen et al., 2008; 

Volkmar, Siegel, et al., 2014).  Similar to the Canadian Guidelines (Nachshen et al., 2008;), 

Filipek et al. (2000) recommends the use of specific tools for assessment of ASDs (i.e., Social 

Communication Questionnaire [SCQ], also known as the Autism Screening Questionnaire [ASQ; 

Berument et al., 1999]), because of their strong evidence of validity demonstrated on large 

populations of children (see Table 1).  Recommendations for use of diagnostic instruments fall 

along the same line, such that there is no universal agreement on which tools should be 

                                                 
6 No definition is provided for multidisciplinary team in these practice guidelines, therefore, these guidelines are 

likely referring to the general collaboration of multiple professionals in the assessment of ASDs. 
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administered and only sparse information is provided to guide the process of choosing a suitable 

diagnostic tool to administer.  With the increased demand for ASD assessments, it is important 

for clinicians to be informed about the purpose and psychometric properties of various 

instruments so that they can choose accordingly (see Tables 1 and 2).  Moreover, appropriately 

trained clinicians may vary their batteries, and as such, while it may seem desirable to indicate 

specific tools, it may also be appropriate to facilitate flexibility within the context of clinical 

judgment and child characteristics (as per general guidelines for assessment; e.g., Sattler, 2001).   

Assessment and Diagnostic Practices 

The Canadian experience.  Families and clinicians in the Canadian provinces and 

territories face unique challenges when approaching the assessment and treatment of ASDs.  For 

the purpose of brevity, the available assessment services and assessment process in three 

Canadian provinces will be described.  Manitoba will be discussed first, due to its relevance to 

the specific project, Ontario will be discussed because it is currently in the process of a province-

wide reform of its ASD services, and finally BC will be discussed due to its unique province-

based system for ASD assessment and diagnosis.   

In Manitoba, the road to receiving a diagnosis can be long, and children must have a 

diagnosis prior to receiving funding and services.  For school-aged children, families must 

receive a referral from their physician before assessment services can be provided.  The 

physician may refer families to a publicly-funded clinic through the Centralized Intake Services 

(CIS; Autism Spectrum Disorders Manitoba, 2018).  CIS will then directly refer school-aged 

children for assessments at the Manitoba Adolescent Treatment Centre (MATC) or the Health 

Sciences Centre (Winnipeg Regional Health Authority, n.d.).  MATC also accepts referrals from 

parents, caregivers, and family physicians (MATC, 2018).  In addition, there are several 
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privately-funded clinics that provide ASD assessments and all, with the exception of four rural 

clinics branching out of the Child Development Clinic, are located in Winnipeg, Manitoba.  

Finally, clinicians in private practice may diagnose ASDs in Manitoba.  Following diagnosis, 

receiving funding and services may be difficult because children are only eligible for 

intervention programs in Manitoba if they are diagnosed before the age of five (Association for 

Developmental Autism Programs and Therapies Manitoba, n.d.).  Unfortunately, given that many 

children with ASDs, and particularly those with high-functioning forms, are only diagnosed after 

they begin elementary school, many children in Manitoba may miss the opportunity to receive 

valuable early intervention.    

The diagnostic system in Ontario is similar to Manitoba in that there are certain publicly-

funded programs that families may be referred to for school-aged ASD assessment.  The wait 

lists for assessment in these programs are long, with one program reporting wait times of up to 

one year (Autism Ontario, 2017).  Additionally, there are clinicians in private practice who may 

assess for ASDs, and although wait times may be shorter, families must cover the cost of the 

assessment, which may be more than $1,500.  The Ontario Minister of Children and Youth 

Services announced an increased investment and development of their autism services province-

wide, by implementing the Ontario Autism Program in June 2017 (OAP; Ontario Ministry of 

Children and Youth Services, 2016).  The purpose of the OAP is to provide supports in a range 

of areas, including increased access to assessments for the purpose of earlier diagnosis, increased 

spaces allotted to children in need of treatment, and the increased flexibility of interventions for 

the purpose of providing more individualized treatment (Ontario Ministry of Children and Youth 

Services, 2016).  With the reform just beginning to be implemented, it is unknown whether the 

OAP has provided more efficient assessments and diagnosis for children with ASDs.   
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BC has made significant efforts towards providing efficient, accurate, and equitable 

assessments for children and youth, and BC is currently the only province in Canada that has an 

established network of clinicians specifically diagnosing ASDs.  The British Columbia Autism 

Assessment Network (BCAAN) was formed to provide a system for conducting ASD 

assessments for all children under 19 years of age using practices with a strong evidence of 

effectiveness (Autism Community Training Society [ACT], 2012).  Community physicians may 

refer children to receive an ASD evaluation through BCAAN.  BC has also developed their own 

practice guidelines for screening, assessment, and diagnosis of ASDs.  Whether a clinician is 

working with BCAAN or not, BC’s standards outlined in their guidelines must be adhered to in 

order for families receive access to funding and services.  One of their standards is that clinicians 

must administer the ADI-R and the ADOS for diagnosis to be accepted.  This likely limits the 

number of private clinicians who may diagnose ASDs, however, because the ADI-R and the 

ADOS require extensive training in order to administer.  BCAAN also has additional limitations 

that may impact timely diagnostic assessment. First, the wait list to receive an assessment 

through BCAAN is long – approximately 42 weeks (Provincial Health Services Authority, 

2018), which has risen by approximately 13 weeks since 2016.  Second, BCAAN has limited 

funding for the number of assessments they can provide annually, which may further lengthen 

wait times for assessment.  Thus, some families opt for assessment from more costly, private 

specialists.  Some families may not be able to afford private assessments, and therefore must 

endure longer waits for a publicly-funded assessment.  Third, government funding for 

assessment may not be granted when families seek assessments through private clinics, 

particularly if clinicians making the diagnoses are not properly trained in, or do not administer, 

the specific diagnostic tools recommended in BC’s practice guidelines (ACT, 2012). Indeed, 
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allocation of funding may also create an impediment to service access in children presenting with 

more subtle symptoms.  More specifically, while a significant proportion of funding is available 

for early intervention services, the annual funding per child decreases dramatically from $22,000 

before the age of 6 years to $6,000 once the child turns 6 years (British Columbia Ministry of 

Child and Family Development, 2017), impeding service for those with subtler impairments who 

are often referred after the age of 6 years.   

Overall, across the three provinces described, children who are not diagnosed until they 

reach school age are clearly disadvantaged in terms of the intervention services they are able to 

access during their lifespan compared to children diagnosed at a very early age.  Timely 

diagnosis of ASDs is recognized as critical for allocating funding and facilitating access to 

services in Canada (Coo et al., 2012).  Research examining caregiver reports of their experience 

during the process of assessing their children indicates caregivers are concerned regarding the 

complex and often confusing process for receiving diagnosis, that delays in diagnosis are a 

particular source of stress, and that families of children with high-functioning ASDs report 

longer waits to receive an initial diagnosis (McMorris, Cox, Hudson, Liu, & Bebko, 2013; Moh 

& Magiati, 2012; Osborne & Reed, 2008; Siklos & Kerns, 2007).  Given that research directly 

examining clinician-identified challenges in the diagnostic process is largely absent from the 

literature, particularly in Canada, understanding clinician-identified barriers associated with 

providing a timely diagnosis may be critical for improving practice.  Moreover, given the rate of 

expanding knowledge about ASDs, changing diagnostic criteria, and an influx of children 

waiting for assessment, one can imagine the enormous challenge of maintaining up-to-date 

information about evidence-based processes for identifying ASDs, particularly for more subtle 

presentations of ASDs.  For this reason, the present study not only gathered information about 
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commonly used techniques in the diagnosis of ASDs in school-aged children, but also identified 

the challenges clinicians have encountered when assessing for ASDs.    

Clinician reports of assessment practices.  As mentioned earlier, although research on 

diagnostic practices in Canada is absent from the literature, Australian and US research indicates 

clinicians involved in ASD diagnosis report gaps between actual and ideal practice. Specifically, 

Australian researchers surveyed pediatricians, psychologists, and psychiatrists regarding their 

perceptions and practices for assessment and diagnosis of children suspected of ASDs (Ward et 

al., 2016).  Respondents reported lengthy wait times as a significant challenge to providing ASD 

assessments.  In terms of specific procedures for ASD assessments, psychologists reported using 

standardized assessment tools and teacher reports significantly more often than pediatricians and 

psychiatrists.  In addition, they found that psychologists and psychiatrists were more likely to 

report using the DSM criteria compared to pediatricians.  This research reveals that professionals 

across disciplines conduct ASD assessments diversely, and this variation suggests a lack of 

adherence to a standard of practice in the field of ASDs in Australia.   

Taylor et al. (2016) also examined the practices for ASD diagnosis from a range of 

professionals in Australia, including pediatricians, general practitioners, psychiatrists, 

psychologists, occupational therapists, and SLPs.  Within each profession, they found that only 

slightly over half of the respondents reported using standardized ASD assessment instruments.  

The one exception was psychologists, where 90% reported using an ASD specific assessment 

instrument.  In addition, they found that one-third of their respondents reported that they did not 

include cognitive or language measures in their assessments, despite recommendations by 

evidence-based guidelines.  Moreover, many respondents reported rarely collaborating with other 

professionals.  Overall, the researchers concluded that across disciplines there were many 
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different methods and instruments used in ASD assessments, and many discrepancies between 

practice guidelines and actual practice. 

 Similarly, Allen et al. (2008) surveyed US school psychologists to gather information 

about the most common methods for assessing ASDs and determined the extent to which school 

psychologists followed ‘best practice’ guidelines.  The results indicated that American school 

psychologists rely heavily on the CARS (Schopler et al., 1988) for ASD evaluations of children 

6 years old and younger who have clear and noticeable early impairments.  A majority of the 

school psychologists reported never using the ADOS (Lord et al., 1999) in their assessments, 

despite it being considered a ‘gold-standard’ observation tool by evidence-based guidelines.  In 

terms of identifying multidisciplinary features of assessment, a majority of the participants 

reported involving SLPs, special education teachers, and general education teachers, but rarely 

included physicians, psychiatrists, or clinical psychologists, despite guidelines clearly indicating 

the need to do so.  Similarly, Aiello et al. (2017) found that less than 25 percent of school 

psychologists surveyed across the US conducted assessments that aligned with evidence-based 

guidelines.  Further, training and experience with ASD assessments was the strongest predictor 

of conducting evidence-based assessments.  Overall, the results of both US studies suggested that 

there are gaps between actual practice of ASD assessment and those outlined in best practice 

guidelines that impede appropriate school age assessment, in particular.  Consequently, the 

authors of both studies recommended further targeted training in methods and tools for clinicians 

who conduct ASD assessments.  

The Present Study 

 Given that many clinicians use ASD diagnostic practices that differ from ‘best practice’ 

in regions outside of Canada (Aiello et al., 2017; Allen et al., 2008; Taylor et al., 2016; Ward et 
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al., 2016) and that no similar Canadian-based research has been published, this study aimed to 

identify the practices of Canadian clinicians to gain a better understanding of their unique 

challenges and opportunities for improvement.  Although research in other regions may inform 

Canadian applications, the unique characteristics of Canadian health and education systems 

warrant specific study.  Specifically, Canada’s universal health care system provides access to 

services not available elsewhere and control of education is provincial rather than federal.  In 

addition, Canada’s multicultural climate and increasing and large Indigenous population may 

make the Canadian context particularly unique.  Thus, collecting information about the Canadian 

clinicians’ processes for assessment and diagnosis in school-aged children is warranted.   

To meet these aims, a web-based survey was distributed to Canadian clinicians involved 

in diagnosing ASDs in school-aged children to collect information about their training and 

history of diagnosing ASDs, diagnostic practices, and challenges associated with the diagnostic 

process.  To determine if screening, assessment, and diagnostic practices aligned with evidence-

based practice, the data collected was compared to key features outlined by the four evidence-

based practice guidelines described above.  The results of this study may be used to assist in 

identifying specific training and other professional development needs of Canadian clinicians 

involved in the assessment of ASDs in school-aged children. 

Methods 

Participants 

 Clinicians (i.e., school psychologists, clinical psychologists, psychiatrists, and 

physicians) involved in the assessment and diagnosis of ASDs were eligible to participate in the 

survey. Participants were recruited via national and local organizations.  No psychiatrists 

responded to the survey, therefore, the final sample included clinical psychologists, school 
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psychologists, pediatricians, and family medical doctors.  Responses were collected from 97 

individuals.   

Procedure 

Phase One Recruitment involved contacting national and local organizations across 

Canada to which clinicians were members (e.g., Canadian Pediatric Society and Manitoba 

Psychological Society).  Forty-four professional organizations were contacted, and 13 

organizations responded that they would send the study information to their members (7 

organizations responded that they were unable to send the study information to their members 

and 24 organizations did not respond to initial and reminder emails).  Table 3 displays the list of 

organizations from national to local organizations, as well as the recruitment method (see 

Appendix B for the recruitment advertisement).  Phase Two Recruitment involved contacting 

hospitals within Canada; however, this resulted in no responses.  No psychiatric organizations 

responded to the request to distribute research study advertisements to members; thus, responses 

from psychiatrists were not collected.  

The research study advertisement was distributed through various methods, including 

email, online newsletter advertisements, and online website advertisements.  Within each 

method, participants were directed to the link for the survey.  Before beginning the survey, 

participants were directed to a screen where they were prompted to provide informed consent by 

clicking “I agree to participate in this research study” (see Appendix C).  Participants were then 

prompted to print a copy of the consent form for their records.  Participants were asked to 

respond to the survey items based on their past year of practice. 
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Table 3 

List of Organizations 

Organization Level 

Name of Organization  

Advertising Method 

National  

Canadian Pediatric Society Circulation to members via email 

Canadian Psychological Association (CPA) Clinical Section Seasonal Newsletter 

Educational and School Psychology 

Section posting 

CPA website 

Provincial  

Association of Psychologists of Nova Scotia Circulation to members via email 

BC Pediatric Society Circulation to members via email 

College of Psychologists of New Brunswick Circulation to members via email 

Manitoba Association of School 

Psychologists  

Circulation to members via email 

Manitoba Psychological Society Circulation to members via email 

Website advertisement  

Psychological Association of Saskatchewan Circulation to members via email 

Ontario Psychological Association Circulation to members via email 

Psychologists’ Association of Alberta Advertisement on website 

Pediatricians of Ontario Featured in monthly newsletter 

Doctors Nova Scotia Featured in monthly newsletter  

Saskatchewan Medical Association  Featured in newsletter 

 

Survey 

Survey construction.  The survey for this study was adapted from two previously 

administered surveys used in Australia (Ward et al., 2016) and the US (Allen et al., 2008), and 

included a wide range of questions to gather information about clinician training, methods of 
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assessment, and adherence to the best practice guidelines.  The survey also incorporated 

additional researcher-created questions about the use of specific tools that clinicians may use to 

assess ASDs.  Finally, the survey was piloted with trained graduate level clinicians with at least 2 

years of related training in assessment and diagnosis (details are described below, see pg. 33).   

 The survey was constructed in and administered using Qualtrics software (Qualtrics LLC, 

2016).  A large majority of the survey items were close-ended questions, given that close-ended 

surveys are often more convenient and quicker for participants to complete than open-ended 

surveys.  Close-ended questions were presented in the form of categorical responses or Likert-

type scales.  Categorical responses included boxes where the respondent was able to check one 

or multiple responses, as appropriate.  The Likert-type scales required respondents to provide a 

level of expertise, ranging from “Very high” to “Very low” or to estimate frequency of a 

situation, ranging from “Always” to “Never”.  In designing the survey, care was taken to ensure 

that close-ended survey items were not double-barreled (i.e., containing two or more questions 

stated within one item; see Miller et al., 2013).  Finally, several open-ended questions were 

included to provide participants with opportunities to provide more information about their 

answers. 

Dropout rates in web-based surveys can be as high as 15-20% (Healey, Macpherson, & 

Kuijten, 2005).  For this reason, the survey began with sections covering clinicians’ assessment 

methods, whereas the section covering demographic information was collected at the end of the 

survey, in order to increase the likelihood that the most pertinent information (i.e., ASD 

assessment methods) was responded to in the event of participant dropouts.     
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Survey description.  The survey consisted of four unique sections.  Objectives of the 

survey and examples of survey questions are described below.  See Appendix D for the full 

version of the survey. 

Section 1: Referral and assessment process for ASDs.  The purpose of this section was 

to examine the clinician’s training and expertise with regards to ASDs, obtain an estimate of the 

number of referrals and assessments clinicians receive and conduct on a yearly basis, and outline 

clinicians’ general procedure for managing referrals and conducting assessments.  There were 

nine questions in this section.  Examples of questions in this section include, “Indicate the 

training and experience you have with regards to school-aged children with ASDs”, “What is the 

general process for assessment of ASDs in your primary setting?”, and “Please rate your 

perceived knowledge in diagnosing ASDs in school-aged children”.  

 Section 2: Screening and assessment tools for ASDs.  The purpose of this section was to 

gather information regarding clinicians’ use of screening and assessment tools for ASDs as 

recommended by evidence-based practice guidelines (Filipek et al, 2000; Nachshen et al., 2008; 

Volkmar, Siegel, et al., 2014) and thus included tools recommended in respective guidelines.  

Questions were designed to ask whether a participant used several specific tools in the past year.  

If the participant indicated use of a particular tool, they were asked to indicate the frequency with 

which they used the tool and the purpose for which they used the tool.  For example, participants 

were asked, “Have you used the Autism Behaviour Checklist (ABC) in the past year?”  If the 

participant indicated “Yes”, they were asked, “Approximately how many times did you use the 

ABC in the past year?”, and “For what purpose did you use the ABC?”  If the participant 

indicated “No”, they were directed answer questions about the next tool in the survey.  This style 
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of questioning continued throughout the entire list of screening and assessment tools outlined in 

Tables 1 and 2.       

 Section 3: Assessment methods for the diagnosis of ASDs.  The purpose of this section 

was to gather information about the methods that clinicians use during the assessment of ASDs 

in school-aged children as this information was useful to understand the frequency with which 

clinicians in Canada are using methods essential to a comprehensive assessment.  This section 

consisted of 11 questions.  Examples of questions in this section included: “Do you seek 

assistance from professionals in other disciplines for ASD assessments?”; “What are some 

personal challenges associated with the assessment and diagnosis of ASDs in school-aged 

children?”; and “Are you aware of any evidence-based practice guidelines in the screening, 

assessment, and diagnosis of ASDs in school-aged children?”      

 Section 4: Demographic information.  The final section gathered information about each 

clinician’s professional discipline, level of education, province of practice, type of practice 

(private or public), and practice setting (clinic, hospital, school).  Such information was used to 

compare knowledge, expertise, field challenges, and assessment practices by Canadian region or 

by profession.    

 Pilot survey.  A pilot survey was administered to identify errors in the survey design, 

assess completion time and respondent understanding of the survey questions, highlight 

questions that may need revision or removal before administration to the target population, and 

solidify an efficient method for analyzing the data (as per Miller et al., 2013).  Twelve clinical 

and school psychology graduate students in the Department of Psychology at the University of 

Manitoba trained to assess ASDs completed the pilot survey.  Given that the purpose of the pilot 

survey was to solicit feedback in order to improve the survey in the event of unclear questions, 
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the actual responses are not summarized and interpreted in this thesis.  Five respondents 

provided feedback that was incorporated into the survey design.   

Data Analysis 

Descriptive statistics, such as frequencies, means, standard deviations, medians, and 

ranges were calculated and reported for survey questions as appropriate.  The assessment 

techniques of clinicians in various regions (e.g., Atlantic Canada vs. Central Canada) and 

professions (e.g., clinical psychologists vs. medical doctors) were compared using chi-square 

tests.  Data that were not normally distributed (according to Shapiro-Wilk tests, p < .05) were 

analyzed using Kruskal-Wallis, Mann-Whitney, and Spearman’s rho non-parametric tests.   

Summative scores were calculated for various questions in the survey.  First, based on the 

responses to the question, “Indicate the training and experience you have with regards to school-

aged children with ASDs”, a Diversity in Training score was computed by counting the number 

of training experiences endorsed by each participant.  A score of 1 signifies that the participant 

indicated one type of training from the list, whereas a score of 8 signifies that the participant 

indicated all types of training from the list.  Second, based on the questions, “Have you used 

Tool X in the past three years?”, a Summative Tool Use score was calculated by summing the 

number of times a participant endorsed using an ASD tool listed in the survey.  A score of 1 

indicated that the participant endorsed using one ASD tool, whereas a score of 9 indicated the 

participant endorsed using all the ASD tools listed in the survey.  Third, a Diversity in 

Consultation score was calculated by summing the number of different professionals each 

participant endorsed consulting with, based on the question “What types of professionals do you 

consult with for the purpose of assessment of ASDs?”.  A lower score reflects consultation with 

fewer types of professionals, whereas a higher score reflects consultation with more types of 
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professionals.   

Finally, an Evidence-Based Practice – 5 score was calculated by counting the number of 

participants who indicated adhering to five components of evidence-based practice: (1) 

consulting with other professionals, (2) using DSM or ICD criteria in diagnosis, (3) involvement 

in assessment teams, (4) inclusion of comorbidity assessment, and (5) inclusion of differential 

diagnosis.  Participants who reported using all five components were given a score of one, 

whereas participants who did not use all five components were given a score of 0, denoting 

individuals who follow all recommendations versus those that do not.  This score was 

subsequently broken down by each component in order to determine the number of components 

each participant endorsed, if less than all five components.   

Results 

Demographics 

The data from 11 participants were excluded because they did not complete any questions 

following consent or were ineligible to participate in this study based on their profession.  The 

data from 86 participants were analyzed.  The characteristics of the sample, including Canadian 

region, practice type, and practice setting are presented in Table 4.  Thirteen participants reported 

their highest education level as Master’s, 29 as doctoral, 16 as a medical doctor (MD), and 16 as 

pediatricians.  Fifty-one (59.3%) participants reported being licensed in their practice, whereas 

17 (19.8%) reported licensing in progress.  Of the licensed participants, 25 reported being 

licensed for 10 years or less, 19 reported being licensed for 11-25 years, and 7 reported being 

licensed for more than 25 years. 
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Table 4  

Characteristics of the Sample 

 

Characteristic 

Totala 

(n = 86) 

Clinical 

Psychologists 

(n = 38) 

School 

Psychologists 

(n = 16) 

Medical Doctorsb 

(n = 37) 

Canadian Regionc 

   Atlantic Canada 16 12 3 2 

   Central Canada 21 9 5 10 

   Western Canada 42 15 6 23 

Practice Type 

   Private 12 5 1 6 

   Public 40 15 6 20 

   Combined 26 15 7 8 

Practice Settingd 

   Clinic/Doctor Office 36 14 3 21 

   College/University 14 5 1 9 

   Community Mental    

   Health Centre 

7 6 0 1 

   Hospital 29 8 0 21 

   Private Practice 31 16 7 12 

   School Setting 20 8 13 3 

Note. Numbers that do not add to the total sample size in each column reflect missing data.   
aSum of n of each profession exceeds total n, as some participants selected more than one profession. 
bIncludes pediatricians and family medical doctors.  
cAtlantic Canada includes New Brunswick, Nova Scotia, and Prince Edward Island; Central Canada includes 

Ontario and Quebec; Western Canada includes British Columbia, Alberta, Saskatchewan, and Manitoba. 
dParticipants were able to select multiple response options. 
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Training and Experience with ASD Diagnosis 

 Participants reported a high level of perceived knowledge and expertise in diagnosing 

ASDs.  Specifically, 36% of participants reported that they perceived their knowledge about 

ASD diagnosis in school-aged children as high, compared to 6% rating low levels of perceived 

knowledge.  Similarly, 35% of participants perceived their expertise in diagnosing ASD in 

school-aged children as high, compared to 9% reporting low levels of expertise.  A significant 

positive correlation was found between ratings of perceived knowledge and perceived expertise, 

rs(84) = .92, p < .001.  Participants reported a median of 4 (Mode = 3, Range = 0-8) training 

experiences.  The most common training method was through reading professional books or 

journals, followed by workshop presentations and informal information from colleagues.  A 

significant positive correlation was found between perceived knowledge and diversity in training 

scores, rs(84) = .48, p < .001, and between perceived expertise and diversity in training scores, 

rs(84) = .44, p < .001.  This suggests the importance for clinicians to have diverse training 

experiences in order to feel competent and confident in ASD assessments.  

Referrals and Assessments Conducted 

Participants reported receiving a median of 20 referrals for ASD assessment per year 

(Mode = 20, Range = 0-400)7.  Differences in the number of referrals for ASD assessment were 

seen between groups8, χ2
H = 21.83, p < .001.  Mann-Whitney tests were used to follow up on this 

finding, and a Bonferroni correct was applied (evaluated at  = .017).  There were significant 

differences in the number of referrals received between medical doctors (Mdn = 40) and clinical 

                                                 
7 One response (i.e., 3000) was excluded from the calculation as it was considerably different from other responses 

and was likely an error. 
8 Six participants identified as both school and clinical psychologists.  Due to the smaller sample size of school 

psychologists compared to clinical psychologists, those 6 participants were included in the school psychologists 

group for comparative analyses. 
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psychologists (Mdn = 15; U = 267.00, p = .003) and school psychologists (Mdn = 3; U = 61.50, p 

< .001), and between clinical and school psychologists (U = 110.50, p = .008).  These results 

suggest that medical doctors may be the primary point of entry into the services for ASD.  The 

difference in the number of referrals between Canadian regions was not statistically significant, 

χ2
H = 0.34, p = .84.   

A majority of participants (n =78) reported conducting screening and comprehensive 

diagnostic assessment upon receiving referrals; 64 (74%) participants reported conducting a 

diagnostic assessment for ASD.  Participants reported conducting a median of 16 assessments in 

the past year (Mode = 15, Range = 0-200)9.  There were differences in the number of 

assessments completed between groups, χ2
H = 19.67, p < .001.  Follow-up tests showed 

significant differences in the number of assessments done between medical doctors (Mdn = 50) 

and clinical psychologists (Mdn = 15; U = 145.50, p < .001) and school psychologists (Mdn = 7; 

U = 31.50, p < .001), but no difference between clinical and school psychologists (U = 89.0, p = 

.04).  These results align with the reported number of referrals between groups, in that medical 

doctors received the most referrals and conducted the most assessments for ASDs.  The 

difference in the number of assessments conducted between Canadian regions was not 

statistically significant, χ2
H = 0.49, p = .78. 

Assessment Methods  

Tool use.  Seventy (80.5%) participants endorsed using an ASD-specific measure in the 

past year.  Participants endorsed using a median of 2 (Mode = 2, Range = 0-8) different ASD 

tools.  In terms of the number of ASD tools used in the past year, there were no differences 

between groups, χ2
H = 2.64, p = .27, nor between Canadian regions, χ2

H = 5.32, p = .07.  Results 

                                                 
9 One response (i.e., 1500) was excluded from the calculation as it was considerably different from other responses 

and was likely an error. 
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indicate that the tools most frequently used in ASD assessments include the SCQ, ADI-R, and 

the ADOS, which appear to be consistent across professional groups (see Table 5). 

Table 5 

Frequency of Use of ASD-specific Tools by Profession, n (%) 

ASD tool 

Total 

(n = 70) 

Clinical 

Psychologists 

(n = 34) 

School 

Psychologists 

(n = 14) 

Medical 

Doctorsa 

(n = 26) 

Autism Behaviour 

Checklist 

11 (15.7) 4 (12) 2 (14) 5 (19) 

Autism Quotient 14 (20.0) 10 (29) 3 (21) 3 (12) 

Child Autism Screening 

Test 

14 (20.0) 3 (9) 2 (14) 9 (35) 

Checklist for Autism in 

Toddlers 

24 (35.3) 6 (18) 2 (14) 17 (65) 

Gilliam Autism Rating 

Scale 

12 (17.4) 8 (24) 2 (14) 3 (12) 

Social Communication 

Questionnaire 

28 (40.6) 16 (47) 6 (43) 8 (31) 

Autism Diagnostic 

Interview- Revised 

41 (59.4) 22 (65) 7 (50) 15 (58) 

Autism Diagnostic 

Observation Schedule 

43 (63.2) 22 (65) 5 (36) 18 (69) 

Childhood Autism 

Rating Scale 

19 (28.4) 10 (29) 4 (29) 7 (27) 

Note. Sample sizes of each profession may not equal to total n due to some participants reporting more 

than one profession. 
aIncludes pediatricians and family medical doctors. 

 

 

 Of the participants who reported that they did not use ASD tools (n = 12), a majority 

reported lack of knowledge and training with ASD tools as barriers to tool use.  Of the 

participants who did use ASD tools (n = 70), 59 indicated that ASD tools are useful in 
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assessments, and 45 indicated they used ASD tools due to familiarity or training experience with 

the tools.  Table 6 outlines the reasons participants did or did not use ASD-specific tools. 

 

Table 6 

Reasons Participants Reported for Using and Not Using ASD-specific Tools 

 
Reasons indicated by participants n 

Do not use ASD 

measures 

Lack of knowledge regarding choice of ASD tools  5 

Lack of training with ASD tools 5 

Rely on clinical judgement/ ASD expertise 2 

Prefer not to use 2 

Provincial policy; general screening intake uses tools 2 

Uses DSM-criteria 1 

Another team member uses tool 1 

Use ASD 

measures 

Useful for elucidating ASD symptomology 59 

Training and/or familiar with ASD tools 45 

Evidence-based/best practice 6 

Inexperience with ASDs makes it useful to use standardized tools 4 

Differential diagnosis 4 

Standardized/psychometrics 5 

Additional data/comprehensive assessment 3 

Required for access to services 2 

Collect information from parents and teachers efficiently 1 

Note. Qualitative responses were combined into general themes. 
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Consultation with other professionals.  Most participants (31%) indicated that they 

always consulted with other professionals in assessments for ASDs.  None of the participants 

reported that they never seek assistance from other professionals during ASD assessments.  In 

terms of the frequency of consulting with other professionals, there were no differences between 

groups, χ2
H = 2.37, p = .31, nor between Canadian regions, χ2

H = 4.90, p = .09.  Participants 

reported seeking assistance from a median of 4 (Mode = 2, Range = 1-11) types of professionals.  

Forty-one participants reported seeking assistance from 1 - 5 different professionals, whereas 20 

reported seeking assistance from 6 - 10 different professionals (see Table 7 for details).  In terms 

of the number of professionals consulted within the past year, there were no differences between 

professions, χ2
H = 3.82, p = .15, nor between regions, χ2

H (2) = 2.24, p = .33.  SLPs, teachers, 

special education teachers, and occupational therapists were most frequently collaborated with 

during ASD assessments, whereas applied behaviour analysts and neurologists were least often 

consulted.  Results suggest that clinicians consult with a number of recommended professionals, 

however, the frequency of consultation does not align with evidence-based guidelines.  For 

example, the data here show that actual practice does not align with best practice 

recommendations regarding consultations with neurologists.  

Table 7 

Frequencies for the Types of Professionals Consulted During ASD Assessments (N = 86) 

Type of Professional Consulted n % Profession of Participant 

Speech Language Pathologist 52 59.8 Clinical Psychologist, 

School Psychologist, 

Pediatrician 

K-12 Education Teacher 33 37.9 Clinical Psychologist, 

School Psychologist, 

Pediatrician, Family 

Physician 
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Special Education Teacher 32 36.8 Clinical Psychologist, 

School Psychologist, 

Pediatrician 

Occupational Therapist 30 34.5 Clinical Psychologist, 

School Psychologist, 

Pediatrician 

Clinical Psychologist 29 33.3 Clinical Psychologist, 

School Psychologist, 

Pediatrician 

School Psychologist 25 28.7 Clinical Psychologist, 

School Psychologist, 

Pediatrician, Family 

Physician 

Pediatrician 25 28.7 Clinical Psychologist, 

School Psychologist, 

Pediatrician, Family 

Physician 

Psychiatrist 20 23 Clinical Psychologist, 

School Psychologist, 

Pediatrician 

Family Physician 11 12.6 Clinical Psychologist, 

School Psychologist, 

Pediatrician 

Applied Behaviour Analyst 6 7 Clinical Psychologist, 

School Psychologist, 

Pediatrician 

Neurologist 5 5.7 Clinical Psychologist, 

Pediatrician, Family 

Physician 

Note.  Participants were able to select multiple response options.   

 

 

Involvement in assessment teams.  Fifty-seven (66%) participants reported involvement 

in at least one type of assessment team.  Specifically, 37 (43%) participants indicated 

involvement in interdisciplinary teams, 20 (23.3%) indicated involvement in transdisciplinary 
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teams, and 33 (38.4%) indicated involvement in multidisciplinary teams.  Table 8 presents the 

responses regarding participants’ perceptions of gains from involvement in assessment teams.  

Four (4.7%) participants indicated they have never been involved in an assessment team because 

of the logistical difficulties within their clinic, diverse training between professions, extra time in 

assessments, too many vacant positions in their province, a lack of knowledge in their system, 

and the perception that the system is overloaded with assessment cases.     

Table 8 

Perceptions of Gains from Involvement in Assessment Teams 

Gain Frequency (n) 

Added perspectives to inform diagnostic opinion 24 

The ability to learn from and use knowledge according to expertise of 

other disciplines  

17 

Comprehensive understanding of individual child 12 

Group discussion of differential diagnosis when diagnosis is tricky 9 

Information and strategies to inform access to services/therapies that 

may be useful for particular individual 

9 

Increased confidence/accuracy in diagnosis 7 

Specialized information (i.e., social or language) not in their scope of 

practice 

5 

Increased information to relay to families 3 

Immediate input from other professionals on team 2 

Efficiency of assessment  2 

Increased understanding of particular assessment tool used by a 

clinician on the team 

1 

Prefer to work with others 1 

Note. Participants’ responses may fall into more than one category 
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Additional methods.  In terms of diagnostic criteria for diagnosis of ASDs, a majority of 

participants used the DSM-5 (n = 60), whereas 5 used the DSM-IV-TR, and 2 used the ICD-9 or 

ICD-10.  Most participants indicated that they always use differential diagnosis in ASD 

assessments (67%) and teacher reports (52%).  A majority of participants reported that they 

sometimes use observation in classrooms (52%) and in multiple settings (40%) as a part of their 

assessments.  These proportions suggest that observational data is less frequently collected than 

data using other assessment methods.  Table 9 presents additional sources of information that 

participants indicated that they include in assessments.   
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Table 9  

Frequency with which Additional Sources of Information are used in Assessments, n (%) 

Information Source (in alphabetical 

order) 

n Never Sometimes About half 

of the time 

Most of 

the time 

Always 

Adaptive Behaviour Questionnaire 58 6 (10) 10 (17) 10 (17) 18 (31) 14 (24) 

Behaviour Rating Scale 55 7 (13) 9 (16) 5 (9) 17 (31) 17 (31) 

Cognitive Measure 58 4 (7) 14 (24) 8 (14) 18 (31) 14 (24) 

Comorbid Assessment 55 4 (7) 11 (20) 4 (7) 17 (31) 19 (35) 

Developmental Questionnaire 55 8 (15) 10 (18) 4 (7) 14 (26) 19 (35) 

Differential Diagnosis 58 0 (0) 3 (5) 5 (9) 11 (19) 39 (67) 

Intelligence Measure 60 4 (7) 15 (25) 6 (10) 23 (38) 12 (20) 

Language Assessment 59 5 (9) 14 (24) 10 (17) 19 (32) 11 (19) 

Observation in Classroom 60 8 (13) 31 (52) 5 (8) 6 (10) 10 (17) 

Observation in Multiple Settings 57 14 (25) 23 (40) 3 (5) 9 (16) 8 (14) 

Teacher report 60 1 (2) 5 (8) 3 (5) 20 (33) 31 (52) 

Physical Examination 59 21 (36) 6 (10) 3 (5) 10 (17) 19 (32) 
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 Kruskal-Wallis comparisons were run to determine whether differences in the use of the 

specific assessment information existed across Canadian regions and professions (presented in 

Table 9).  There were no significant differences across Canadian regions in terms of their use of 

sources of assessment information (p > .05 for all comparisons).  There were many significant 

differences, however, across professional groups (see Table 10).  There were few significant 

differences in the use of assessment information between clinical and school psychologists, with 

the exception of observations in the classroom and in multiple settings, in which school 

psychologists reported using that information more often.  More differences exist between 

psychologists (school and clinical) and medical doctors.  For example, medical doctors 

administered physical examinations more often than clinical and school psychologists.  This is 

not surprising, as physical examinations are outside the scope of practice for psychologists.  

However, physical examinations are useful for comprehensive assessments as they may provide 

information to suggest the presence of a medical condition that may explain an individuals’ 

presenting behaviour that, when treated, eliminates the behaviour.  Additionally, medical doctors 

use information from behaviour questionnaires, cognitive measures, and intelligence measures 

less often compared to clinical and school psychologists. These findings suggest a need for 

working with assessment teams more effectively, in order to ensure comprehensive, evidence-

based guidelines approaches.   
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Table 10 

Comparisons of Use of Additional Assessment Information Between Professions 

                                             Kruskal-Wallis χ2
H Mann-Whitney U 

 

Information 

 

H 

 

df 

 

p 

Clinical vs. Medical Clinical vs. School Medical vs. School 

U MRD p U MRD p U MRD p 

Adaptive Behaviour 

Questionnaire 

16.30 2 < .001* 100.5 15.6 < .001* 97.50 4.5 .26 59.50 -7.4 .04 

Behaviour Rating 

Scale 

12.49 2 .002* 135.0 11.9 .002* 86.00 -2.9 .49 29.00 -9.5 .006 

Cognitive Measure 25.78 2 < .001* 82.5 17.7 < .001* 86.00 -5.25 .21 13.50 -13.4 < .001* 

Comorbid 

Assessment 

1.67 2 .43          

Developmental 

Questionnaire 

8.71 2 .01* 229.0 3.08 .42 52.50 -7.9 .03 34.50 -10.7 .003* 

Differential 

Diagnosis 

0.83 2 .66          

Intelligence Measure 24.65 2 < .001* 98.0 17.1 < .001* 107.00 -3.84 .35 19.50 -13.7 < .001* 

Language 

Assessment 

3.26 2 .20          

Observation in 

Classroom 

28.96 2 < .001* 187.0 9.9 .006 14.00 -16.6 < .001* 7.50 -15.4 < .001* 

Observation in 

Multiple Settings 

13.23 2 .001* 227.5 4.9 .19 36.00 -12.1 .001* 28.50 -11.0 .001* 

Teacher report 4.57 2 .102          

Physical 

Examination 

35.90 2 < .001* 36.0 -21.6 < .001* 109.50 -2.17 .58 13.00 15.2 < .001* 

Note. Mann-Whitney comparisons were conducted for significant omnibus results (Kruskal-Wallis at  = .05). *A Bonferroni correction was 

applied such that values of U are significant at  = .004.  MRD = Mean Rank Difference, subtracts the mean rank of group 1 from the mean rank 

of group 2. 
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Challenges 

 Participants reported that the primary challenges in ASD diagnosis involved the presence 

of comorbidities and difficulties identifying ASDs in high-functioning children.  A majority of 

participants (62.8%) indicated that they noticed that colleagues confuse ASD for another 

condition.  Table 11 displays the frequencies and percentages of responses that participants 

identified as challenges in diagnosing ASDs, as well as challenges noticed in the field of ASD 

diagnosis.   

Table 11 

Challenges Diagnosing Autism Spectrum Disorders (ASDs) Identified by Participants (N = 86) 

 Personal  Field 

Challenge n %  n % 

Comorbidities 37 43.0  44 51.2 

Confusion with another disability 28 32.6  54 62.8 

Difficulties organizing an assessment team 14 16.3  16 18.6 

Difficulties identifying ASDs in high 

functioning children 

32 37.2  45 52.3 

Lack of training/knowledge about ASDs, in 

general 

9 10.5  31 36.0 

Lack of training/knowledge about evidence-

based guidelines for diagnosis of ASDs 

12 14.0  34 39.5 

Lack of training/knowledge about ASD 

assessment tools 

13 15.1  33 38.4 

Note.  Participants were able to select multiple response options.   

 

 Other challenges identified by participants included a lack of access to other clinicians 

for collaboration (n = 5), a lack of access to specific tools and professional development 

opportunities (n = 4), pressure from parents or school to give a diagnosis (n = 2), and long 
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waiting lists for assessment (n = 2).  Participants also identified that challenges noted for their 

colleagues include difficulties identifying ASDs in girls (n = 4), long wait lists for assessment (n 

= 2), concerns related to culturally appropriate assessments for families who have immigrated to 

Canada (n = 1), a lack of resources (n = 1), and a lack of knowledge about biological causes of 

ASDs (n = 1).    

Evidence-Based Practice 

 Awareness of Guidelines.  Fifty (58.1%) participants indicated that they were aware of 

evidence-based practice guidelines for screening, assessment, and diagnosis of ASDs in school-

aged children, whereas 10 (11.6%) participants indicated they were unaware of any guidelines.  

In terms of specific guidelines participants reported following in their practice, 14 (16.3%) 

participants indicated they use the Canadian Best Practice Guidelines, and 21 (24.4%) 

participants indicated they use specific provincial/territorial guidelines.  Some participants 

indicated that they follow guidelines outside of Canada.  For example, 17 (19.8%) participants 

indicated they refer to the American Academy of Child and Adolescent Psychiatry Practice 

Parameters, and 5 (5.8%) participants indicated they use the American Academy of Neurology 

Practice Parameters.  Only 2 (2.3%) participants indicated using the NICE guidelines (UK).  

Only 2 (2.3%) participants indicated that they did not follow any specific guidelines.  Overall, 

these findings suggest that Canadian clinicians are generally aware of evidence-based 

assessments guidelines, are using them to guide their practice, and are more familiar with North 

American than international guidelines.  

 Adherence to evidence-based practice.  Based on the Evidence-Based Practice – 5 score, 

24 (27.9%) participants did not include any of the identified components.  Fifty-three (61.6%) 

participants reported including all 5 components in their assessments, whereas 7 (8.1%) reported 
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including 4 components, and 2 (2.3%) reported using 3 components.  Table 12 presents the 

frequency of use of each component.  Consultation with other professionals was the most 

frequently used component of evidence-based practice, whereas involvement in assessment 

teams was the least frequently used component.  In terms of adherence to evidence-based 

practice, there were no differences between professional groups, χ2(2, N = 86) = 1.59, p = .45, 

nor between Canadian regions, χ2(2, N = 77) = 0.54, p = .76.  A point-biserial correlation was run 

to determine whether adherence to evidence-based practice (based on 5 components) was 

associated with levels of perceived expertise.  There was a significant positive relationship 

between evidence-based practice and perceived expertise scores, rpb(84) = .53, p < .001.   

Table 12 

Frequency of Use of the Components of Evidence-based Practice (N = 86) 

Component Frequency (n) Percent (%) 

Consultation with other 

professionals 

62 72.1 

Inclusion of comorbidity 

assessment 

61 70.9 

Inclusion of differential 

diagnosis 

61 70.9 

Using DSM or ICD criteria 60 69.8 

Involvement in assessment 

teams 

55 64 

 

Discussion 

This study examined Canadian clinician-reported practices for screening, assessing, 

and/or diagnosing school-aged children suspected of having ASD.  The broad goal of this study 

was to compare these reported practices to the components of ‘best practice’ guidelines, to 
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understand challenges in ASD assessment practices in Canada, and to identify training, policy, 

and research implications.  More specifically, this project aimed to gather information from 

clinicians involved in assessing and diagnosing ASD in school-aged children to identify their 

perceived knowledge and expertise, identify assessment methods and practices used, and 

highlight opportunities and barriers to evidence-based practice.  Important findings are described 

below, beginning with a discussion of annual numbers of referrals and assessments, and 

adherence, barriers, and opportunities for improvement to evidence-based practice.  Implications 

for training, professional development, funding, policy, and research needs pertaining to relevant 

components of evidence-based practice and limitations and directions for future research follow. 

Referrals and Assessments Conducted   

Results of this study showed that medical doctors reported receiving more referrals for 

ASD compared to clinical and school psychologists.  This may reflect a likelihood that parents of 

school-aged children bring their initial concerns about their children’s health and behaviour to 

their family doctors or pediatricians rather than requesting a school-based referral for 

assessment.  This is not surprising given that family doctors usually have ongoing relationships 

with their patients.  These findings may also reflect the unique health care system in Canada, 

where universal publicly-insured and publicly-administered health care is provided free of 

charge, under the Canada Health Act (1984).  Thus, the first point of entry for assessment 

services may be influenced by access, given that medical doctors are more accessible to most 

Canadians.  Additionally, it is possible that parents are concerned about their child’s behaviour in 

general, and thus may not specifically be seeking an assessment for an ASD.  Thus, the family 

doctor might be approached before a psychologist.  Moreover, for families seeking assessments, 

waitlists to see a clinical or school psychologist in the publicly-funded system are often 
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extremely long, and psychologists in the privately-funded system provide assessments for a fee 

and these costly services may not be covered by insurance plans.  This study found no 

differences between Canadian regions in their reporting of referrals received, likely reflecting 

that systems across Canada work in similar ways due to the requirements outlined by the Canada 

Health Act (1984).  Given the relatively small sample size for each discipline in varied regions, 

large scale research is required to fully understand if this finding is generalizable. 

Adherence to Evidence-Based Practice   

Training and expertise.  Evidence-based practice guidelines emphasize the importance 

of training and experience conducting ASD assessments to increase knowledge of ASD clinical 

symptomology and ASD-specific screening and assessment tools.  A majority of clinicians in 

this study reported a high level of knowledge and expertise regarding ASD diagnosis.  Factors 

that may contribute to these findings include increased availability of ASD research and more 

frequent translation of research findings into products for knowledge users.  Moreover, the 

growing number of referrals for ASDs may further increase experience with diagnostic 

assessments, increasing exposure to various clinical presentations of ASDs, thus contributing to a 

greater sense of competency.  Because clinicians with involvement in ASD assessment were 

recruited for this study, those with very limited experience with ASD may have chosen not to 

participate.  If they had, the associations between training and perceived knowledge and 

expertise may have been stronger.  Furthermore, the results of the present study suggest that 

Canadian clinicians feel competent assessing and diagnosing ASD, which did not seem to be the 

case in previous research (Aiello et al., 2017).  Future research could examine the factors that 

lead to changes in perceived ASD knowledge and expertise over time, and how clinician training 

and practices differs across regions to examine the impact on perceived competence.  Adherence 
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to specific components of ASD assessment procedures may elucidate where specific training 

may be needed. 

Components of evidence-based practice.  Overall, results of this study show that many 

clinicians implement important components of evidence-based practice at least some of the time. 

Similar to research in other regions (Aiello et al., 2017; Allen et al., 2008; Taylor et al., 2016), 

results indicate evidence of disparity between evidence-based and reported practice, particularly 

with regards to ASD-tool use, consultation and team approaches, and use of additional 

assessment information.   

ASD-tool use.  In contrast with previous research (e.g., Aiello et al., 2017; Allen et al., 

2008), a majority of participants in this study reported using ‘gold-standard’ tools in ASD 

assessment (i.e., ADOS and ADI-R).  These differences may be reflected in the differing sample; 

both previous studies recruited solely school psychologists in the US.  Future research directly 

comparing the uptake of ‘gold-standard’ tools between countries within differing disciplines is 

needed to determine whether the use of ‘gold-standard’ and other ASD tools is region and/or 

profession specific.  Clinicians in the present study indicated that provincial policies in some 

Canadian regions require the use of specific ‘gold-standard’ ASD tools in order for families to 

receive funding and access to services.  Indeed, some provinces require clinicians to administer 

the ADOS and ADI-R in every assessment for ASD (ACT, 2012) to ensure that assessments are 

conducted in accordance with recommendations outlined in certain provincial guidelines.    

Consultation and team approaches.  In line with evidence-based practice guidelines, 

most clinicians reported consulting with other professionals during the assessment process 

(specifically SLPs).  However, a disparity between the practice recommendations and reported 

practice was still evident in terms of the types of professionals consulted.  Less than half of the 



ASSESSMENT AND DIAGNOSIS OF AUTISM 54 

participants in this study reported consulting with the other disciplines, suggesting that there may 

be barriers in clinicians’ ability to consult with other professionals.  As will be outlined in further 

details below, limited availability of other clinicians and/or systemic issues may impede 

interdisciplinary teamwork.   

 Additional assessment information.  Practices reported by clinicians in this study 

indicated a disconnect from evidence-based practice, in terms of using multiple sources and 

forms of information to understand a particular child, and thus is one particular area that appears 

to warrant attention.  Clinicians’ use of additional information in assessment varied widely 

between professions but aligned with each groups’ scope of practice.  Medical doctors used 

information from physical examinations more frequently than psychologists, whereas 

psychologists used observational data, behavioural questionnaires, cognitive measures, and 

intelligence measures more frequently than medical doctors.  This finding is unsurprising as it is 

not within scope of practice for psychologists to conduct physical examinations.  Similarly, 

medical doctors are not trained in or might not be familiar with procedures for school 

observations or administering cognitive and intelligence measures.  Therefore, in this regard, 

clinicians are following evidence-based practice requirements for restricting practice to areas 

trained and regulated, but they should be consulting with other professionals to ensure a 

comprehensive assessment for ASD.   

Barriers and Implications for Evidence-based Practice   

Barriers to evidence-based practice reported in this study reflected a lack of specific ASD 

assessment training, and clinicians specifically indicated that unfamiliarity or lack of training 

with ASD tools, comorbidity considerations, differential diagnosis, and the complexities 

involved in assessing and identifying high-functioning children were particularly challenging.  
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Thus, these findings suggest that further training, continuing education, and/or professional 

development opportunities need to be provided to address this knowledge and experience gap.   

Approximately half the sample indicated they did not receive training in ASDs during 

their graduate and practicum/internship/residency work.  A Canadian survey of psychology 

graduate students regarding developmental disabilities (including ASD) found that graduate 

students reported that they did not receive adequate training in their programs even though 

hands-on practice was deemed valuable (Weiss, Lunsky, & Morin, 2010).  These are interesting 

findings as the development of competency in a specialized area begins during graduate school 

or internship (Rodolfa et al., 2009).  Given that ASDs are currently the most common 

developmental disability, students entering fields involved in school-aged assessments are likely 

to come in contact with referrals for ASDs (CDC, 2014; National Autism Center, 2014).  

Coursework and practice assessing ASDs and administering ASD-specific tools during graduate 

or practicum/internship/residency training allows future clinicians to be fluent in assessment 

procedures for this population, and become familiar with the clinical presentation of ASDs, 

particularly for high-functioning children or girls with ASDs, as presenting symptoms may not 

be obvious (Daniels & Mandell, 2014).   

Clinicians indicated that assessing comorbidities and differential diagnosis are major 

assessment challenges.  Ongoing professional development by attending ASD-specific 

workshops, conferences, or seminars may help clinicians stay up to date on information about the 

expression of ASD-specific symptomology, considerations for differential diagnosis, and current 

ASD tools.  Likewise, although clinicians appear most comfortable assessing ‘textbook’ cases of 

ASD, assessing ASDs in high-functioning children was identified as particularly challenging 

given the diversity and complexity of this type of assessment (Huerta & Lord, 2012).  
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Professional development opportunities should provide training on the specific expression of 

high-functioning ASDs, and tools to identify individuals in this particular population.  Given that 

findings warrant ongoing professional development opportunities, supporting this 

recommendation will require that systems, policies, and funding initiatives within the education 

and health care systems are developed and implemented to reflect this need.   

Another barrier to evidence-based practice is the lack of consultation or team-based 

approaches to ASD assessments, despite valuing important sources of information that are 

possible to obtain when clinicians with multiple perspectives are involved.  This is particularly 

important for clarifying difficult diagnoses, such as those with high-functioning ASDs.  Limited 

consultation with other professionals may be linked to other barriers identified by the clinicians 

in our sample including scheduling difficulties within and between clinics as a result of vacant or 

limited positions across the province.  Indeed, there is great variability in the number of health 

care providers available within each province or territory, and many provinces and territories are 

underserved.  For instance, in 2016, Manitoba had a ratio of 16 psychologists per 100,000 which 

is extremely low compared to other provinces and territories in Canada (Canadian Institute of 

Health Research, 2018).  In Canada, the average ratio is 49 psychologists per 100,00010.  This 

suggests a need for increased investment in the education and health care systems to fund more 

psychologist positions and/or fill vacant positions and improve interdisciplinary consultation for 

ASD assessments.  Pre-established teams may reduce the time spent attempting to refer to other 

professionals in different practices or clinics. 

Where face-to-face team consultation is not possible, the Guidelines recommend that 

easy to use and reliable internet- or phone-based systems are available so that clinicians can 

                                                 
10 For a detailed table presenting comparative information of specific health care providers per 100,000 population, 

refer to https://secure.cihi.ca/estore/productFamily.htm?locale=en&pf=PFC3604&lang=en&media=0 
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connect with one another, particularly in remote locations (Nachshen et al., 2008).  Indeed, this 

need has been recognized in the US and significant efforts have been made to establish 

“telehealth” systems for assist with diagnosing ASDs, such as videoconferencing for consultation 

purposes (Terry, 2009, see Reese et al., 2013; Reese et al., 2015).  Though telehealth systems 

may not always be appropriate (e.g., for conducting observations or administering cognitive 

tests), future research should examine whether these online methods may be useful and effective 

in the Canadian context.  In areas where internet and phone communication are not reliable, 

government investment in the creation of “mobile teams” may be formed, such that clinicians 

from various disciplines are brought together to conduct assessments in rural areas. 

Evidence-based practice guidelines recommend various ASD assessment tools (Filipek et 

al., 2000; Nachshen et al., 2008; National Collaborating Centre for Women’s and Children’s 

Health, 2011; Volkmar, Siegel, et al., 2014).  The selection of tools may vary depending on the 

individual context, however, provincial policies requiring the use of specific ASD-tools (i.e., 

ADOS and ADI-R) may prevent clinicians from using other tools they deem as more appropriate 

for the individual being assessed.  Strict adherence to policies of this type also inadvertently 

contributes to longer waitlists, and severely limits families’ ability to access funding and 

intervention if the clinician does not use the approved tool.  The Guidelines state that a lack of 

use of ‘gold-standard’ tools should not prevent a child from receiving a diagnosis and treatment, 

if the clinician is experienced (Nachshen et al., 2008).  In addition, while many assert the ‘gold 

standard’ tools are the most useful, there is actually significant controversy with this assertion.  

Research indicates that the ADOS and ADI-R are most useful for identifying severe cases of 

ASD, while missing many high-functioning children with ASDs (Kamp-Becker et al., 2013; 

National Institute for Health and Care Excellence, 2013).  Thus, rather than emphasizing specific 
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ASD tools, clinicians should be select tools in light of the purpose of the assessment, 

psychometric properties, and limitations of particular tools.  The evidence-based practice 

guidelines provide relevant psychometrics of the various tools, however, only half of the present 

sample reported that they were aware of practice guidelines.  The lack of awareness of guidelines 

suggests that greater promotion of the guidelines for ASD assessment is required; similar 

promotion needs have been acknowledged for the delivery of ASD interventions (Vismara, 

Young, Stahmer, Griffith, & Rogers, 2009).   

Currently, there are no national school-aged practice guidelines for clinicians in Canada.  

Development of assessment guidelines will require that recommendations be made to consider 

high-functioning symptom presentation, female presentation, differential diagnosis and 

comorbidities (e.g., anxiety and depression), and choosing appropriate tools for school-aged 

populations (Huerta & Lord, 2012; Mayes et al., 2011). 

Limitations and Directions for Future Research  

Despite revealing important insights into current practices and challenges to evidence-

based assessment, this study undoubtedly has several limitations.  First, due to the small number 

of participants in certain provinces, provinces were collapsed into regions to protect participant 

confidentiality; however, it did not allow for a more fine-grained set of analyses to compare 

practices between provinces.  Possible provincial differences in training, tool use, and other 

assessment practices, and challenges between provinces were not captured in the regional-level 

analysis.  Second, despite extensive recruitment efforts, psychiatrists did not participate in this 

study.  Because psychiatrists can diagnose ASDs in Canada and are often involved in ASD 

assessments in public and private sectors (e.g., see ACT, 2012; MATC, 2018; Ontario Ministry 

of Children and Youth Services, 2016), it is important to survey them to obtain a more complete 
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picture of the processes, methods, and challenges with ASD assessment in Canada.  Future 

research teams should include psychiatrists as they will be able to provide insight and determine 

methods for successful recruitment of other psychiatrists for participation in studies of this kind.  

Third, there was no representation of clinicians from Canadian territories, which may reflect 

difficulties contacting organizations in those regions (e.g., inactive emails or unavailability of 

contact information) or simply that there are very few eligible clinicians living and practicing in 

those regions.  Future research should explore the assessment process for children, families, and 

clinicians in Canada’s territories, as it may differ considerably from what occurs in the 

provinces.   

Future research efforts may increase knowledge about ASD assessment in Canada by 

recruiting clinicians from disciplines that may not directly provide ASD diagnoses but are often 

involved in the diagnostic process (e.g., SLPs), as their perspectives may enhance understanding 

of barriers to consultation and formation of professional teams, as well as other relevant 

assessment considerations.  Direct comparisons of training experiences and competency across 

time and between countries, and addressing questions regarding the necessity of including all 

components of evidence-based assessment practices in all assessments for ASDs are important 

directions for research.  It is possible that clinicians feel that including all components of 

evidence-based practice is unnecessary in some situations (i.e., when presented with time-

sensitive diagnosis or when symptoms appear obvious), which may explain this particular 

finding.  Although this study was focused on screening, assessment, and diagnostic procedures, 

another important avenue for future research is to examine protocols following diagnoses of 

ASDs to understand opportunities and barriers to intervention.  This may include collecting 

information about trends in recommendations, processes for accessing treatment or intervention, 
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and understanding the role of clinicians in providing intervention for children and families.  This 

would further contribute to our understanding of services provided to school-aged children with 

ASDs in Canada.      

Conclusions 

 Overall, clinicians in the present study reported including components of evidence-based 

practice in some to all ASD assessments.  Despite relatively good adherence to evidence-based 

practice guidelines self-reported by participants, this study found evidence of disparity between 

recommended and actual practice in terms of frequency of consultation, team-based approaches, 

and additional assessment information.  As such, improved access to interdisciplinary assessment 

teams would improve the current state of ASD assessments.  Findings from this study also 

suggest a need for increased graduate training and practicum/internship/residency experiences in 

assessing ASDs and more professional development opportunities for clinicians.  As such, this 

points to potential policy and funding supports to facilitate access to ongoing education.  

Increased competency in assessing and diagnosing ASDs, particularly for children with high-

functioning presentation of ASDs, should lead to more timely assessments and diagnoses of 

school-aged children, which will ultimately help to better serve families in need of understanding 

their child’s difficulties, and improving access to funding and intervention services.    
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Appendix A 

Verbatim from the Diagnostic Criteria of Autism Spectrum Disorders outlined in the Diagnostic 

and Statistical Manual of Mental Disorders – Fifth Edition (APA, 2013) (Reprinted with 

permission from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, 

Copyright ©2013, American Psychiatric Association.) 

 

A.  Persistent deficits in social communication and social interaction across multiple contexts, as 

manifested by the following, currently or by history (examples are illustrative; not exhaustive; 

see text): 

1. Deficits in social emotional reciprocity, ranging, for example, from abnormal social 

approach and failure or normal back-and-forth conversation; to reduced sharing of 

interests, emotions, or affect; to failure to initiate or respond to social interactions. 

2. Deficits in nonverbal communicative behaviours used for social interaction, ranging, for 

example, from poorly integrated verbal or nonverbal communication; to abnormalities in 

eye contact and body language or deficits in understanding and use of gestures; to a total 

lack of facial expressions and nonverbal communication.  

3. Deficits in developing, maintaining, and understanding relationships, ranging, for 

example, from difficulties adjusting behaviour to suit various social contexts; to 

difficulties in sharing imaginative play or in making friends; to absence of interest in 

peers.  

Specify current severity: 

Severity is based on social communication impairments and restricted, repetitive 

patterns of behaviour. 

 

B.  Restricted, repetitive patterns of behaviour, interests, or activities, as manifested by at least 

two of the following, currently or by history (examples are illustrative; not exhaustive; see text):  

1. Stereotyped or repetitive motor movements, use of objects, or speech (e.g., simple 

motor stereotypies, lining up toys or flipping objects, echolalia, idiosyncratic phrases).  

2. Insistence on sameness, inflexible adherence to routines, or ritualized patterns of verbal 

or nonverbal behaviour (e.g., extreme distress at small changes, difficulties with 

transitions, rigid thinking patterns, greeting rituals, need to take same route or eat same 

food every day). 

3. Highly restricted, fixated interests that are abnormal in intensity or focus (e.g., strong 

attachment to or preoccupation with unusual objects, excessively circumscribed or 

perseverative interests).  

4. Hyper- or hyporeactivity to sensory input or unusual interest in sensory aspects of the 

environment (e.g., apparent indifference to pain/temperature, adverse response to 

specific sounds or textures, excessive smelling or touching of objects, visual fascination 

with lights or movement).  

Specify current severity: 

Severity is based on social communication impairments and restricted, repetitive 

patterns of behaviour. 

 

C.  Symptoms must be present in the early developmental period (but may not become fully 

manifest until social demands exceed limited capacities, or may be masked by learning strategies 

later in life). 
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D.  Symptoms cause clinically significant impairment in social, occupational, or other important 

areas of current functioning.  

E.  These disturbances are not better explained by intellectual disability (intellectual 

developmental disorder) or global developmental delay.  Intellectual disability and autism 

spectrum disorder frequently co-occur; to make comorbid diagnoses of autism spectrum disorder 

and intellectual disability, social communication should be below that expected for general 

developmental level. 

 

Note: Individuals with well-established DSM-IV diagnosis of autistic disorder, Asperger’s 

disorder, or pervasive developmental disorder not otherwise specified should be given the 

diagnosis of autism spectrum disorder.  Individuals who have marked deficits in social 

communication, but whose symptoms do not otherwise meet criteria for autism spectrum 

disorder, should be evaluated for social (pragmatic) communication disorder.  

 

Specify if: 

With or without accompanying intellectual impairment 

With or without accompanying language impairment 

Associated with a known medical or genetic condition or environmental factor (Coding 

note: Use additional code to identify the associated medical or genetic condition.) 

Associated with another neurodevelopmental, mental, or behavioural disorder (Coding 

note: Use additional code[s] to identify the associated neurodevelopmental, mental, or 

behavioural disorder[s].) 

With catatonia (refer to the criteria for catatonia associated with another mental disorder, pp. 

119-120, for definition) (Coding note: Use additional code 293.89 [F06.1] catatonia associated 

with autism spectrum disorder to indicate the presence of the comorbid catatonia.) 
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Appendix B 

Recruitment Advertisement 

VOLUNTEERS NEEDED 
 
We are conducting a research study to collect information about the current trends  
in screening and assessment of school-aged children (ages 4-21) for Autism Spectrum 
Disorders (ASDs) used by clinicians in Canada. 
 
We need your help to describe clinical practice with regards to ASDs in Canada,  
including the challenges and barriers in the screening and assessment process. 
 
We invite clinicians involved in screening, assessment, or diagnosis of ASDs in school-aged 
children to compete a short (15-30 minute) online survey that you can access here:  
https://umanitobapsych.az1.qualtrics.com/jfe/form/SV_1ZWL1bT3p4q0xpz 
Please complete the survey by Friday, December 15th, 2017.  
 
Your help is extremely valuable in terms of informing training or professional 
development needs for clinicians in Canada, which ultimately benefits children with ASDs 
and their families seeking access to funding, intervention, and understanding of their 
child’s difficulties.  
 
As a thank you for participation, you will be given the option to enter a draw to win a  
$50 Amazon eGift Card. Additional information will be provided upon completion of  
the survey.  

 
This project is funded by the Canadian Institute of Health Research.   
 

https://umanitobapsych.az1.qualtrics.com/jfe/form/SV_1ZWL1bT3p4q0xpz
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This research has been approved by the Psychology/Sociology Research Ethics Board. 

 
Please contact us if you have questions. 
 
Principle Investigator:           
Amber Yaholkoski, B.A., M.A. Student (Clinical Psychology) 
University of Manitoba, Department of Psychology 
Email: yaholkoa@myumanitoba.ca, Lab Phone: (204)474-9629 
 
Research Supervisors:  
Dr. Janine Montgomery, Associate Professor, Psychology  
Email: Janine.Montgomery@umanitoba.ca 
Dr. Brenda Stoesz, Adjunct Professor of Psychology 
Email: Brenda.Stoesz@umanitoba.ca 

 

 

mailto:yaholkoa@myumanitoba.ca
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Appendix C 

Consent Form 

Principle Investigator: Amber Yaholkoski, B.A., M.A. Student (Clinical Psychology) 

University of Manitoba, Department of Psychology 

Email: yaholkoa@myumanitoba.ca, Lab phone: (204)474-9629 

 

Research Supervisors:  

Dr. Janine Montgomery, Associate Professor, Psychology  

Email: Janine.Montgomery@umanitoba.ca 

Dr. Brenda Stoesz, Adjunct Professor of Psychology  

Email: Brenda.Stoesz@umanitoba.ca 

 

Research Project Title: Assessment and Diagnosis of Autism Spectrum Disorders: A Survey of 

Clinicians in Canada 

 

This consent form, which you may print for your records and reference, is only part of the 

process of informed consent.  It should give you the basic idea of what the research is about and 

what your participation will involve.  If you would like more detail about something mentioned 

here, or information not included here, you should feel free to ask.  Please take the time to read 

this carefully and to understand any accompanying information.   

 

You have been invited to participate in a research study titled “Assessment and Diagnosis of 

Autism Spectrum Disorders: A Survey of Clinicians in Canada”.  This study is being conducted 

for the completion of a graduate Master’s thesis under the supervision of Drs. Janine 

Montgomery and Brenda Stoesz.  The purpose of this study is to gain insight into the current 

trends in screening and assessment practices for Autism Spectrum Disorders (ASDs) used 

by clinicians in Canada.   

**For main study participants only: If you agree to participate in this study, you will be asked to 

complete a survey including questions regarding the methods and tools you use to screen and 

assess for ASDs.  In addition, some questions will ask you to identify challenges and/or barriers 

in the assessment process.  The survey comprises of 60 questions in total and will take 

approximately one hour to complete. 

**For pilot study participants only: If you agree to participate in this study, you will be asked to 

complete a survey including questions regarding the methods and tools commonly used to screen 

and assess for ASDs.  In addition, some questions will ask you to identify challenges and/or 

barriers in the assessment process.  Following completion of the survey you will be asked to 

provide feedback.  The survey comprises of 60 questions in total and will take approximately one 

hour to one and a half hours to complete.            

 

Participation in this study is voluntary.  This study will not request any form of self-

identification, therefore your responses to this survey will remain anonymous.  Your survey will 

be coded with a number to ensure confidentiality, and we will not ask you for your name to 

preserve confidentiality.  In the event that there are fewer than 5 clinicians from any given 

jurisdiction who complete the survey, data will be combined with another jurisdiction so as to 

mailto:yaholkoa@myumanitoba.ca
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ensure confidentiality.  You may complete the survey all at once or save your responses and 

come back to complete the survey at any time.  You do not have to answer any questions that 

you don’t want to answer for any reason.  Further, if you begin the survey and then decide not to 

finish, you may leave the survey at any time.  Any responses collected before leaving, however, 

will be recorded and used as data.  The survey is designed so that you do not have to answer 

questions that are not relevant to you; therefore, depending on your responses you may be 

directed to various sections of the survey.  However, no individual results will be reported as 

findings will be presented in aggregate form.       

 

As a participant in this study you are eligible to receive a summary of the results.  Upon 

completion of the survey, a link will be available which will open up a new web browser where 

you may provide your email address.  Results will be emailed by the end of December 2017.  

The results of this research study will be used in the completion of a graduate Master’s thesis.  In 

addition, the results of this study may be presented through various outlets, such as conferences 

and academic journals.          

 

If you have questions about the survey at any time, you may contact Amber Yaholkoski via 

email at yaholkoa@myumanitoba.ca.   

  

By clicking “I agree to participate in this research study”, you are indicating that you have 

understood to your satisfaction the information regarding participation in the research project and 

are agreeing to participate as a subject.  In no way does this waive your legal rights nor release 

the researchers, sponsors, or involved institutions from their legal and professional 

responsibilities.  You are free to withdraw from this study at any time, for any reason, and you 

are free to refrain from answering any questions you prefer to omit, without prejudice or 

consequence.  Any responses you provide before withdrawing, however, will be recorded and 

used as data.  Your continued participation should be as informed as your initial consent, so you 

should feel free to ask for clarification or new information throughout your participation.  Should 

you choose not to participate, do not click “I agree to participate in this research study” and 

close the web browser.      

 

The database containing anonymized study data will be stored for an indefinite period, as the 

study data may be useful for future analyses. 

 

The University of Manitoba may look at the research records to see that the research is being 

done in a safe and proper way.   

 

This research has been approved by Psychology/Sociology Research Ethics Board.  If you have 

any concerns or complaints about this project, you may contact the Human Ethics Coordinator at 

204-474-7122 or by email at humanethics@umanitoba.ca.  We encourage you to print a copy of 

this consent form for your records.   

 

 I agree to participate in this research study 

 

  

mailto:humanethics@umanitoba.ca
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Appendix D 

Survey Measure 

This survey pertains to the screening, assessment, and diagnosis of Autism Spectrum Disorders 

(ASDs) in school-aged children (ages 4-21 years).  ASDs are a group of childhood-onset, 

neurodevelopmental disorders characterized by social and communication impairments, and 

restricted/repetitive behaviours and interests.   

 

Section 1: Process of Referral and Assessment for ASDs 

 

 Q1.  What is your profession/discipline? 

o Clinical Psychologist  

o Family Medical Doctor  

o Pediatrician  

o Psychiatrist  

o School Psychologist  

o Other (Please specify) ________________________________________________ 

 

 Q2.  Indicate the training and experience you have with regards to school-aged children with 

ASDs.  Please select all that apply.  

▢ Autism organizations  

▢ Coursework in training program  

▢ Informal information from colleagues  

▢ In-service training  

▢ Internship or residency  

▢ Professional books/ Professional journals  

▢ Workshop presentation  

▢ Other (Please specify) ________________________________________________ 

▢ None  

 

 Q3.  Please rate your perceived knowledge in diagnosing ASDs in school-aged children. 

o Very high  

o High  

o Average  

o Low  

o Very low  
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 Q4.  Please rate your perceived expertise in diagnosing ASDs in school-aged children. 

o Very high  

o High  

o Average  

o Low  

o Very low  

 

Q5a.  Approximately how many referrals have you received for diagnostic assessment of ASDs 

in the past year?  Please indicate an approximate number. 

 

Q5b.  Approximately how many referrals has your clinic received for diagnostic assessment of 

ASDs in the past year?  Please indicate an approximate number or indicate NA if this doesn't 

apply to you. 

 

Q6.  What is the general process for diagnostic assessment of ASDs in your primary setting? 

(Please indicate all that apply) 

▢ Refer to another professional or setting  

▢ Conduct screening  

▢ Conduct comprehensive diagnostic assessment  

▢ Conduct screening and comprehensive diagnostic assessment  

▢ Other (Please specify) ________________________________________________ 

 

Q7.  Have you conducted an ASD diagnostic assessment in the past year? 

o Yes  

o No 

 

Q8.  Approximately how many ASD diagnostic assessments have you conducted in the past 

year?  Indicate a number. 

 

Q9.  On average, how long does it take to complete your assessments for ASDs (including 

assessment administration, interview, scoring, review of collateral information, report writing, 

and feedback).  Please indicate the number of hours. 

 

Section 2: Screening and Assessment Tools for Autism Spectrum Disorders (ASDs)  

 

The following section asks questions regarding your use of screening and assessment tools for 

ASDs. Please specify whether you have used a tool in the past year, your frequency of use of 

each tool, and the reason you used the tool.  Reminder: This survey pertains to diagnostic 

assessment of school-aged children (4-21 years). 
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Q10.  Have you used an ASD-specific tool (ex/Autism Behaviour Checklist, Autism Quotient, 

Autism Diagnostic Interview, etc.) in the past year? 

o Yes  

o No  

 

Q11.  What are some of the reasons you do not use ASD screening and/or assessment 

instruments? (Please indicate all that apply) 

▢ Lack of knowledge regarding choice of ASD screening or assessment tools  

▢ Lack of training with ASD screening or assessment tools  

▢ Rely on clinical judgement/ ASD expertise  

▢ I prefer not to use ASD screening or assessment tools  

▢ Other(s)? Please specify. ________________________________________________ 

 

Q12.  What are some of the reasons you choose to use ASD screening and/or assessment 

instruments? (Please indicate all that apply) 

▢ Useful for elucidating ASD symptomology  

▢ Training and/or familiar with ASD tools  

▢ Inexperience with ASDs makes it useful to use standardized ASD tools  

▢ Other(s)? Please specify. ________________________________________________ 

 

Q13.  Have you used the Autism Behaviour Checklist (ABC) in the past year? 

o Yes  

o No  

 

Q13a.  Approximately how many times did you use the ABC in the past year?  

 

Q13b.  For what purpose did you use the ABC? 

▢ Initial screening  

▢ Diagnostic assessment  

▢ Other (please specify) ________________________________________________ 

 

Q14.  Have you used the Autism Quotient (AQ) in the past year?  

o Yes  

o No  

 

Q14a.  Approximately how many times did you use the AQ in the past year? 
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Q14b.  For what purpose did you use the AQ? 

▢ Initial screening  

▢ Diagnostic assessment  

▢ Other (please specify) ________________________________________________ 

 

Q15.  Have you used the Childhood Autism Screening Test (CAST) in the past year? 

o Yes  

o No  

 

Q15a.  Approximately how many times did you use the CAST in the past year? 

 

Q15b.  For what purpose did you use the CAST? 

▢ Initial screening  

▢ Diagnostic assessment  

▢ Other (please specify) ________________________________________________ 

 

Q16.  Have you used the Checklist for Autism in Toddlers (CHAT) in the past year? 

o Yes  

o No  

 

Q16a.  Approximately how many times have you used the CHAT in the past year? 

 

Q16b.  For what purpose did you use the CHAT? 

▢ Initial screening  

▢ Diagnostic assessment  

▢ Other (please specify) ________________________________________________ 

 

Q17.  Have you used the Gilliam Autism Rating Scale (GARS) in the past year? 

o Yes  

o No  

 

Q17a.  Approximately how many times have you used the GARS in the past year? 

 

 Q17b.  For what purpose did you use the GARS? 

▢ Initial screening  

▢ Diagnostic assessment  

▢ Other (please specify) ________________________________________________ 
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Q18.  Have you used the Social Communication Questionnaire (SCQ [previously the Autism 

Screening Questionnaire]) in the past year? 

o Yes  

o No  

 

Q18a.  Approximately how many times have you used the SCQ in the past year? 

 

Q18b.  For what purpose did you use the SCQ? 

▢ Initial screening  

▢ Diagnostic assessment  

▢ Other (please specify) ________________________________________________ 

 

Q19.  Have you used the Autism Diagnostic Interview- Revised (ADI-R) in the past year? 

o Yes  

o No  

 

Q19a.  Approximately how many times have you used the ADI-R in the past year? 

 

Q19b.  For what purpose did you use the ADI-R? 

▢ Initial screening  

▢ Diagnostic assessment  

▢ Other (please specify) ________________________________________________ 

 

Q20.  Have you used the Autism Diagnostic Observation Schedule (ADOS) in the past year? 

o Yes  

o No  

 

Q20a.  Approximately how many times have you used the ADOS in the past year? 

 

 Q20b.  For what purpose did you use the ADOS? 

▢ Initial screening  

▢ Diagnostic assessment  

▢ Other (please specify) ________________________________________________ 

 

Q21.  Have you used the Childhood Autism Rating Scale (CARS) in the past year? 

o Yes  

o No  

 

Q21a.  Approximately how many times have you used the CARS in the past year? 
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Q21b.  For what purpose did you use the CARS? 

o Initial screening  

o Diagnostic assessment  

o Other (please specify) ________________________________________________ 

 

Q22.  Are there any other ASD-specific tools not mentioned here that you have used for 

screening and/or assessment of school-aged children in the past year? Please indicate below the 

name of the ASD tool(s) and the purpose for which you used the tool(s) (i.e. screening and 

or/diagnostic assessment) 

 

 Q23.  Are there any omnibus tools that you have used to identify symptoms of ASDs in 

screening and/or assessment of school-aged children in the past year?  (e.g., measure of 

social/communication skills, etc.) 

Please indicate below the name of the tool(s) and the purpose for while you used the tool(s) (i.e. 

screening and/or diagnostic assessment). 

 

Section 3: Assessment Methods for the Diagnosis of Autism Spectrum Disorders (ASDs).   

 

The following section asks questions regarding additional methods you may use during 

assessments of ASDs. Reminder: This survey pertains to assessment of school-aged children (4-

21 years). 

 

Q24.  Do you seek assistance from professionals in other disciplines (e.g., physicians, SLP’s, 

teachers, etc.) for ASD assessments? 

 

o Always  

o Most of the time  

o About half the time  

o Sometimes  

o Never  
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 Q25.  What types of professionals do you consult with for the purpose of assessment of ASDs? 

▢ ABA analyst  

▢ Clinical Psychologist  

▢ Family Physician  

▢ K-12 Education teacher  

▢ Neurologist  

▢ Occupational Therapist  

▢ School Psychologist  

▢ Special Education Teacher  

▢ Speech Language Pathologist  

▢ Pediatrician  

▢ Psychiatrist  

▢ Other (please specify) ________________________________________________ 

 

 Q26.  Briefly describe the purpose for which you consulted the professionals indicated 

above.  For example, if you chose SLP, indicate the reason.  Please be as specific as possible.    

 

 Q27.  In this survey, we outline the difference between an Interdisciplinary Team, a 

Transdisciplinary Team, and a Multidisciplinary Team. Interdisciplinary Team: professionals 

from various disciplines distribute the efforts in the assessment of a child and information is 

shared across disciplines. Transdisciplinary Team: professionals from various disciplines are 

collectively involved in the assessment process, where individuals may extend or transcend the 

boundaries of their unique discipline into other disciplines. Multidisciplinary Team: 

professionals from various disciplines assess a child and come to a decision independently before 

communicating with other members of the team. Based on the definitions above, have you ever 

been a part of one or all of these teams in the past year?  Indicate the teams you have been a part 

of.  

▢ Interdisciplinary Team  

▢ Transdisciplinary Team  

▢ Multidisciplinary Team  

▢ I have never been involved in any of these teams  

 

 Q28.  What do you gain from being part of an assessment team? 

 

 Q29.  What do you believe are some of the barriers and/or challenges for the involvement of 

other professionals in the assessment process? 

 



ASSESSMENT AND DIAGNOSIS OF AUTISM 91 

 Q30.  What criteria do you use to diagnose ASDs? (Please select all that apply) 

▢ DSM-IV or DSM-IV-TR  

▢ DSM-5  

▢ ICD-9 or ICD-10  

▢ Clinical judgement/ Expertise  

▢ Other(s) (Please specify) ________________________________________________ 

▢ None  

 

 Q31.  What additional methods do you consider in the diagnosis of ASDs and how often do you 

use these additional methods?  Please specify your frequency of use of each method.   

 Always Most of the 

time 

About half 

the time 

Sometimes Never 

Adaptive 

Behaviour 

Questionnaire  

o  o  o  o  o  

Behaviour 

Rating Scale  
o  o  o  o  o  

Cognitive 

Measure  
o  o  o  o  o  

Comorbid 

Assessment  
o  o  o  o  o  

Developmental 

Questionnaire  
o  o  o  o  o  

Differential 

Diagnosis  
o  o  o  o  o  

Intelligence 

Measure  
o  o  o  o  o  

Language 

Assessment  
o  o  o  o  o  

Observation in 

Classroom  
o  o  o  o  o  

Observation in 

Multiple 

settings  

o  o  o  o  o  

Teacher 

Report  
o  o  o  o  o  

Physical 

Examination  
o  o  o  o  o  

Other(s)  

(Please 

specify) 

o  o  o  o  o  
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 Q32.  What other conditions do you assess for to rule in or rule out? (please indicate all that 

apply) 

▢ ADHD  

▢ Behavioural Disorders (i.e., conduct disorder)  

▢ Fragile X Syndrome  

▢ Hearing Deficits  

▢ Intellectual Disability  

▢ Language Impairments  

▢ Medical Conditions (i.e., organic brain disorder)  

▢ Selective Mutism  

▢ Social Anxiety  

▢ Other(s) (Please specify) ________________________________________________ 

▢ None  

 

 Q33.  What other conditions do you assess for comorbidity? (please indicate all that apply) 

▢ Attentional Disorders (i.e., ADHD, oppositional defiant/conduct disorder)  

▢ Cognitive deficits  

▢ Communication impairments (i.e., mutism)  

▢ Fetal Alcohol Syndrome  

▢ Fragile X Syndrome  

▢ Hearing impairments  

▢ Intellectual disability  

▢ Psychological disorders (i.e., depression, anxiety, obsessive-compulsive disorder)  

▢ Rett's syndrome  

▢ Seizure disorders (i.e., epilepsy)  

▢ Tourette's syndrome  

▢ Other(s) (please specify) ________________________________________________ 

▢ None  

 

Q34.  What are some challenges you've noticed in the field (i.e. with colleagues) regarding 

assessment and diagnostic practices of ASDs in school-aged children?  Please specify all that 

apply.  

▢ Comorbidities  

▢ Confusion with another disability (i.e., intellectual disability, learning disabilities, etc.)  

▢ Difficulties organizing an assessment team  

▢ Difficulties identifying ASDs in high functioning children  

▢ Lack of training/knowledge about Autism Spectrum Disorders, in general  

▢ Lack of training/knowledge about evidence-based guidelines for diagnosis of ASDs  

▢ Lack of training/knowledge about ASD assessment tools  
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▢ Other(s) (Please specify) ________________________________________________ 

▢ None  

 

Q35.  What are some personal challenges associated with the assessment and diagnosis of ASDs 

in school-aged children?  Please specify all that apply.   

▢ Comorbidities  

▢ Confusion with another disability (i.e., intellectual disability, learning disability, etc.)  

▢ Difficulties organizing an assessment team  

▢ Difficulties identifying ASDs in high functioning children  

▢ Lack of training/knowledge about Autism Spectrum Disorders, in general  

▢ Lack of training/knowledge about evidence-based guidelines for diagnosis of ASDs  

▢ Lack of training/knowledge about ASD assessment tools  

▢ Other(s) (Please specify) ________________________________________________ 

▢ None  

 

Q36.  Are you aware of any evidence-based practice guidelines in the screening, assessment, and 

diagnosis of ASDs in school-aged children? 

o Yes  

o No  

 

Q37.  Please identify the evidence-based practice guidelines you follow when conducting 

screening and/or diagnostic assessments.  

▢ Canadian Best Practice Guidelines (Miriam Foundation)  

▢ Specific provincial/territorial guidelines (i.e., British Colombia Minister of Health 

Planning Standards and Guidelines, Children’s Mental Health Ontario Practice Guide, etc.)  

▢ American Academy of Neurology Practice Parameters  

▢ American Academy of Child and Adolescent Psychiatry Practice Parameters  

▢ National Collaborating Centre for Women’s and Children’s Health Guidelines  

▢ Other(s) (Please specify, if possible) 

________________________________________________ 

▢ I do not know and/or remember the specific practice guidelines I follow  

▢ I do not use any specific guidelines  

 

Section 4: Demographic Information 
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 Q38.  What is your gender? 

o Female  

o Male  

o Please specify ________________________________________________ 

o I prefer not to answer  

 

 Q39.  What is your highest level of education related to your profession? 

o B. Ed.  

o CCFP  

o Ed. D  

o Master's  

o MD  

o PhD.  

o PsyD.  

o RCPSC  

o Other(s) (Please specify) ________________________________________________ 

 

 Q40.  What province or territory do you practice in, currently? (please indicate all that apply) 

▢ Alberta  

▢ British Columbia  

▢ Manitoba  

▢ New Brunswick  

▢ Newfoundland and Labrador  

▢ Northwest Territories  

▢ Nova Scotia  

▢ Nunavut  

▢ Ontario  

▢ Prince Edward Island  

▢ Quebec  

▢ Saskatchewan  

▢ Yukon  

 

 Q41.  What is your level of licensure/registration within your jurisdiction with your College? 

o Provisional/Candidate in College or other Provincial regulating body  

o Licensing/certification in progress  
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Q42.  How many years have you been licensed/registered within your jurisdiction with your 

College?   

 

Q43.  Do you work primarily in a rural or urban setting?           

Note: Statistics Canada (2001) definitions: Rural: "a population living outside places of 1,000 

people or more" OR "living outside places with densities of 400 or more people per square 

kilometer".  Rural and Small Town: "population living in town or municipalities outside the 

commuting zone of larger urban centres (i.e. outside the commuting zone of centres with 

population of 10,000 or more)".    

o Rural  

o Rural and Small town  

o Urban  

o Both rural and urban  

 

 Q44.  What is your type of practice? 

o Private  

o Public  

o Combined  

 

 Q45.  In what type of setting do you work?  (Please check all that apply) 

▢ Clinic  

▢ College/University  

▢ Community Mental Health Centre  

▢ Family Doctor Office  

▢ Hospital  

▢ Private Practice  

▢ School Setting  

▢ Other (please specify the setting) 

________________________________________________ 

 

Q46.  Are there any other comments you would like to share that are relevant to the present 

survey? For example, are there any challenges you experience that are not addressed in the 

survey and/or any strategies to assessment you find particularly helpful?  Moreover, are there 

any concerns related to ASD screening or assessment you feel were not addressed in the 

questions or that you would like to add to in more detail? 

 


