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ABSTRACT

Research on autism has always been conducted intensively among researchers
around the world as this complicated childhood disorder is at the alarming stage due
to the increasing prevalence rate every year. Among the impairments exhibited in
children with autism, social responsiveness is one of the core deficits. Ability to
socialize is an important function one should possess as people need to socialize and
be accepted by the community for higher achievement. The purpose of this study is to
identify the effectiveness of neuro-physical exercise intervention for children with
autism to improve the five constructs of social responsiveness namely, social
awareness, social communication, social cognition, social motivation and autistic
mannerism. Neuro-exercise and physical-exercise were integrated in intervention
group by using concurrent embedded design. Qualitative data was collected through
parents’ semi-structured interview and observation on children in the intervention
group. Quantitative data was collected through parents’ and teachers’ responses in
Social Responsiveness Scale (SRS). Comparison was made between intervention (n=4)
and non-intervention (n=4) group. Results showed overall improvement of all the five
constructs of social responsiveness. The findings showed improvement in core
elements was first identified in social awareness, followed by social motivation and
social cognition. From the analysis, the existing social responsiveness was re-
categorized. Findings from this study enabled parents to use suitable intervention
program for their child at home. In addition, this study also assisted teacher to be more
effective in adopting suitable teaching strategy to improve the social responsiveness

of children with autism.
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ABSTRAK

Kajian tentang autisme telah dijalankan secara intensif dalam kalangan
penyelidik di serata dunia memandangkan jenis kecalaruan kanak-kanak yang rumit
ini berada pada tahap yang membimbangkan berikutan peningkatan kadar prevalens
setiap tahun. Antara kelemahan yang ditunjukkan oleh kanak-kanak autisme, responsif
sosial merupakan salah satu defisit utama. Kebolehan bersosial dengan orang lain
merupakan fungsi penting yang perlu dimiliki seseorang kerana manusia perlu
bersosial dan diterima oleh komuniti untuk memperoleh pencapaian yang lebih tinggi.
Tujuan utama kajian ini adalah untuk mengenal pasti keberkesanan intervensi latihan
neuro-fizikal terhadap kanak-kanak autisme untuk membaiki lima konstruk responsif
sosial iaitu kesedaran sosial, komunikasi sosial, kognisi sosial, motivasi sosial, dan
tingkah laku autisme. Latihan neuro dan fizikal telah diintegrasikan ke dalam
kumpulan intervensi dengan menggunakan reka bentuk penyerapan serentak. Data
kualitatif dikumpul melalui temu bual separuh struktur dengan ibu bapa dan
pemerhatian atas kanak-kanak dalam kumpulan intervensi. Data kuantitatif dikumpul
melalui respons ibu bapa dan guru dalam Social Responsiveness Scale (SRS).
Perbandingan dijalankan antara kumpulan intevensi (n=4) dengan kumpulan bukan
intervensi (n=4). Dapatan menunjukkan peningkatan keseluruhan dalam semua lima
konstruk responsif sosial. Dapatan ini menunjukkan peningkatan dalam elemen utama
mula dikenal pasti dalam kesedaran sosial, diikuti dengan motivasi sosial dan kognisi
sosial. Daripada analisis, responsif sosial yang sedia ada telah dikategorikan semula.
Dapatan kajian ini membolehkan ibu bapa menggunakan program intervensi yang
sesuai di rumah bagi anak-anak mereka. Tambahan pula, kajian ini juga membantu
guru-guru menjadi lebih efektif dalam menggunakan strategi pengajaran yang sesuai

untuk meningkatkan responsif sosial kanak-kanak autisme.
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CHAPTER 1

INTRODUCTION

1.1 Introduction

Autism spectrum disorder (ASD) and autism are both general terms for a group
of complex disorders of brain development. These disorders appear in the early years
of a child, usually during the first three years of their lives. Autism is characterized by
difficulties in social interaction, verbal and nonverbal communication and repetitive
behaviors. Deficits in social interaction and reciprocal social relationships are two of
the most profound impairments in children with Autism Spectrum Disorder (ASD)

(Schultz, 2005). With the May 2013 publication of the DSM-5 diagnostic manual, all

autism disorders were merged into one umbrella diagnosis of ASD. Previously, they
were recognized as distinct subtypes, including autistic disorder, childhood
disintegrative disorder, pervasive developmental disorder-not otherwise specified
(PDD-NOS) and Asperger syndrome. Autism is a “spectrum disorder” that affects

children differently and to varying degrees. In general, they are often called autism.

Children with autism varied from each other, the degree of their autism ranges
from mild to severe, thus even when children were diagnosed with autism, their
behaviours can be different from each other (Gupta & Singhal, 2009). Some children
with autism may display impairment in language development and experience
difficulty to interact with others; while others may have challenges to following

instruction during table task. Kanner includes five attributes as the dysfunctions of


http://www.autismspeaks.org/what-autism/dsm-5

individuals with autism (Hendriks-Jansen, 1997), namely (1) Inaptitude to respond to
other people and needs to be left alone; (2) Strong desire for consistency; (3) Delay in
verbal imitation; (4) Over or under-sensitivity to external stimulation; and (5) Lack of
imaginative play and excessive repetitive, stereotypical actions such as rocking body,
flicking finger and flapping arm irregularly. Deficits in social interaction and
reciprocal social relationships are two of the most profound impairments in children

with Autism Spectrum Disorder (ASD) (Schultz, 2005).

Being a disorder without known etiology, Autism is often associated to lack of
appropriate eye contact, monotonous facial expression, limited social interaction,
delay communication, and restricted repetitive behaviour. Some parents of children
with autistic behaviour may find their child enjoy being isolated and confused with
their inability to form emotional bonding, and wish for some practical solutions of
bridging the gap between them (Richard, et al., 2000). There is evidence in some cases
where interaction between people with ASD and other individuals and their social
sphere in general, can be meaningful, real and even active. The absence or insufficient
social contact, along with other practical challenges and behaviour, are recognizably

some of the main challenges among people with autism and their immediate families.

Another important feature of ASD is their strong desire for sameness, in
another words, they are rigid in term of thinking and behaviour. According to Dr.
Temple Grandin, rigidity in both behavior and thinking is a major characteristic of
people with autism and asperger (Grandin, 2011). Thus, it might be very challenging
to change their behavior into a more appropriate behavior in current social setting.
Back in year 1979, Dr Lorna Wing and Dr Judy Gould had described ASD as lifelong
‘triad of impairments’. Such impairments affect the ability of individual to
communicate, socialize, forming relationship, imaginative play and understand about

the peoples and world surrounded them (Wing & Gould, 1979).

Special educators teaching children with ASD often find it challenging as it
was difficult to get their response and most of the time children with ASD was seen

confining in their own surroundings, thus unable to interact with others. It posed



difficulty for the teacher for classroom curriculum planning. Teachers found it
challenges as social interaction with others was part of the important skills for the child
to be integrated in the community. Furthermore, it might be very challenging to cope
with multiple aspects of the child as teaching children with ASD required
comprehensive knowledge and skills. Teachers needed to understand how to manage
their challenging behavior or emotion during critical situation, individual planning and
support were needed and teachers needed to understand the use of transition during the
class. However, most of the teachers might not be trained in this areas especially in
mainstream school in Malaysia, thus all the challenges can hinder the education and

opportunity of the child with ASD.

There are several theories of autism to explain the cognitive and social
complexity of ASD (Hill and Frith, 2003). Of these the one that has the distinct
similarities with emotional processing theories is Baron-Cohen's 'mindblindness’
hypothesis. The other famous theory is learning theory which focus on important of
fundamental skill. Different theories would lead to different intervention plan on
educational and psychological needs of children with ASD. In view of these, this study
looked into identifying a more effective intervention strategy to assist children with
ASD.

Numerous type of intervention program are available over the past few decades
for children with ASD. Applied Behavioural Analysis (ABA) program is one of the
well-established and widely used program focusing on the behavioural and cognitive
development. Son-rise program developed by Barry Neil Kaufman and his wife
highlighted the important of positive reinforcement (Kaufman and Kaufman, 1995).
Relationship Development Intervention (RDI) created by Dr Steven Gutstein
developed a therapeutic approach for caregivers focused on social skill. The
‘Developmental, Individual difference, Relationship-based (DIR/Floortime) Model
developed by Dr Greenspan identified the need to improve social, emotional and
intellectual ability of the individual with ASD (Greenspan, 2008). Sensory Integration
training as developed by Dr Ayres continued to study on the sensory needs of the
individual with ASD, a lot of deep brushing, stimulating methods were used to improve

the sensory experience of individual. (Ayres, 1972).



Neurofeedback is another form of therapy that has gained wide popularity in
the last few years. Research on ASD shows that neurofeedback (EEG biofeedback)
can remediate anomalies in brain functioning, it can reduce the symptom of autism and
improve in their overall functional ability. This evidence identified another possible
treatment, and this brings hope for a more effective behavioural, psycho-physiological

intervention moderating the severity of autistic child (Press, 2008).

Guy McCormack, a Chief of Occupational Therapy at the University of
Missouri, suggested that “the ultimate target is to lay down new neural pathways to
improve the focus and attention span, enhance social interaction, improved sleep and
appetite (University of Missouri, 2008).” Neurofeedback can be utilized to help
autistic students to direct their brains to better focus in mainstream classrooms by
training their brains to construct alternative neural pathways for cognitive growth and
development. If this is possible, more significant improvement can be obtained and it
can reduce the financial burden of family, at the same time able to improve the children

within shorter time frame.

This chapter provides an overview of the background of the study, followed by
the statement of problem, objective and research question of the study. In additional to
it, this chapter discussed on the theoretical framework and designs an appropriate
conceptual framework to be used throughout the study. The chapter identified the
limitation of the study as well as the scope of the study. Key terminology used in this
study are being identified at the end of the chapter.

1.2 Background of Study

According to the latest statistic by Autism Research Centre in United States, 1
in 68 children now are affected by Autism (Autism Research Institute, 2014). In
Malaysia, out of 625 children, one will be diagnosed as autism (Chew, 2008).
According to Dr Hasnah Toran, senior lecturer in Early Intervention, Autism and
Assessment from Universiti Kebangsaan Malaysia’s Education Faculty, the situation

in Malaysia could be closer to that of the US given by recent researches although it



seemed that the prevalence rate in Malaysia is much lower than in US. However, such
discrepancy may be due to the difference in research protocols adopted and the
awareness of the symptoms. In many Asian countries including Malaysia, there is no
formal registration for the number of children with Autism (See, 2012) as such disorder
is still not being classified in independent category, rather it is still being the umbrella
term of learning disabilities (MOE, 2012). However, the research done by National
Autism Society of Malaysia (NASOM) has shown the increment of intake by about
30% (Cheong, 2009).

Social responsiveness is one of the essential skills that children needed to
possess as it contributes to the positive well-being and good social interaction of
individual. Social interaction is important as children can establish higher self-esteem
and more effective team player (Office of Education, 2014). Children with good social
responsiveness are better in social communication, social awareness and they are more
motivated to join the social group. The synergy created in the group can contribute to
the better idea and contribution to the world. Furthermore, good social responsiveness
allowed children to response accurately to the surroundings and it can contribute to the
positive mindset in the later stage of their life. It can affect future educational and
vocational opportunities as well. However, being a child with ASD, such abilities are
restricted due to their nature of impairment especially in three areas: social
communication, interaction and narrow interest. As such, their development in social
responsiveness is restricted and this can cause severe negative impact to be developed

into a high self-esteem and independent individual.

ASD is a least-understood disorder in Malaysia, due to the lack of sufficient
education and standardized assessment test for screening and diagnosing purpose.
Malaysia’s Ministry of Health (MOH) identified that ASD cases are on the rise, in
tandem with the international prevalence rate (Nettleton, 2008). However, not all the
cases are being detected at the early age, most of them were detected much later during
the childhood or after attending preschool. Malaysia Ministry of Education introduced
a primary 1 Literacy and Numeracy Screening test (Linus) in year 2009, such test
existed with the purpose to identify the less capable students in term of academic for
further diagnosis, this allowed more opportunity for children with Autism to be

detected, however it is often quite late for children to be diagnosed at the age of 7.



Early intervention and treatment during early years of life and preschool years
can reduce the trait characteristics of ASD, however lack of sufficient knowledge and
standardized screening test can hinder the process of intervention. One of the common
signs of children with Autism Spectrum Disorder is their failure to respond promptly
to their names. Further, they have difficulty understanding facial expression and social
cues such as tone of voice. Thus, meaningful social interaction is an uphill task for

these children.

There are a variety of programs or interventions available to improve the social
responsiveness of children with autism, including Applied Behavioural Analysis
(ABA), Son-Rise Program, DIR/Floortime model, Relationship Development
Intervention (RDI), sensory integration therapy, biomedical intervention, gluten-free
casein-free diets and auditory integration therapy. The list keeps growing, however the
types of treatments can generally be categorized into psychoeducation or behavioural
approach; psychopharmacological approach and Complementary and alternative
approach (Centers For Disease Control and Prevention, 2012). American Academy of
Pediatrics and the National Research Council suggested the benefits of
psychoeducation approach ABA, DIR Floortime, Speech Therapy and PECS able to
provide a more structural direction in helping children with ASDs (National Research
Council, 2001). Research on alternative approach including sensory integration

therapy has shown satisfying result as well.

The ‘Developmental, Individual Difference, Relationship-based (DIR/Floortime)
Model’ is a structured programme that helps practitioners include professional, parents
and educators to assess and identify intervention program suitable to the challenges
and strengths of children with ASD and children with special needs (Greenspan, 2008).
Sensory integration involves the effectiveness of the central nervous system (CNS) to
receive and organize sensory feedback from the body and the environment in order to
make appropriate adaptive responses (Ermer & Dunn, 1998). Some of the methods
used for sensory integration training include deep brushing; swings to stimulate
vestibular input; textures for sense of touch; ball for coordination; scooter boards for
balancing; weighted vests and other clothing. The intensity of the stimulation will vary
depending on the needs of the child. Dr. Jean Ayres suggested that by retraining the

ability of individual to integrate information from the senses into an organized whole



through a carefully controlled sensory diet, some developmental disabilities could be
improved or even cured (Shaw, 2002). It is possible that by training the sensory
integration of individual, children will gain more competency in social interaction with

friends (Jung, KE; Lee, HJ; Lee, YS; Cheong et al., 2006).

Special education needs policy is to integrate students with special needs into
mainstream education, this is known as inclusive education. Currently, there are about
768 integration program in Malaysia national school (Faridah, 2012). To be able to
integrate children with special needs into normal education, basic ability to socialize
with others, ability to response to other, the awareness towards surroundings and others
are important. Children with ASD are noted with severe difficulty in social interaction,
thus the exisiting curriculum in national school focusing on writing, reading and
calculation are insufficient to improve children with ASD, instead children with ASD
have to be taught in different way and the main ability to be taught is the social

responsiveness.

Evidently, there is an apparent lack of comprehensive research focusing on a
combination or integrating of different intervention programme to improve children
with ASD. Every autism intervention treatment program has its strength as such, there
is no standard, universally accepted treatment for all autism cases. (Canadian
Paediatric Society, 2004). For that reason, very often a variety of treatment approaches
are grouped together to complement each other for treatment of autism. Due to the
complexity of the ASD, thus there is still no ‘the best intervention or method’ to
improve children with ASD. Instead, multi-dimensional and professional approach are

the criterion to the effective intervention plan.

Research has reviewed that each intervention plan has its advantages and
disadvantages, ABA methods of intervention can be effective to improve the behavior
of the children, however it can be very costly and parents have to be heavily involved.
Sensory integration can be effective to integrate or organize the sensory input
appropriately by the brain, however critiques on this intervention include lack of

research to support it effectiveness. RDI aimed to increase motivation and social



interest, however it can be challenging as there are insufficient structured elements

during the intervention.

In view of this conundrum, this research is to design a new intervention
protocol by integrating physical and neuro-exercise to improve the social
responsiveness of children with ASD. Physical exercise referred to bodily movement
produced by skeletal muscles which required energy (Sarah, 2013). Numerous
researches has identified the effectiveness of physical exercise to help children to
develop important skills including empathy and leadership, this can influence social
behavior (Nauert, 2010). Physical exercise acts at physiological level which in turn
can influence the release and uptake of neurotransmitter in the brain. Thus, it can
influence feeling and social connections as well as interpersonal relationship. Whereas,
the rationale of integrating these two therapies was because mirror neuron has been
identified as one of the important area which can improve the social behaviour of
children with ASD (Jaffe, 2007). Brain activity which was consistent with active
mirror neurons has been found in premotor and supplementary cortex of the human
brains. Furthermore, it has been found in primary somatosensory cortex and the
inferior parietal cortex. These areas were mainly related to motor movement. Thus, it
has been hypothesized that motor movement can be improved by exercise and
ultimately, mirror neuron function can be improved through exercise programme. Thus,
by focusing on the exercise for neuro and phsycial, it is hypothesize that this

intervention can be effective to improve social responsiveness of children with ASD.

In general, this research explored the possibility of integrating neuro- and
phsycial exercise to improve the social responsiveness of children with ASD. In this
research, the social responsiveness can be measured in five (5) elements: social
awareness, social cognition, social communication, social motivation and autistic

mannerism.

1.3 Statement of Problem

Children with ASD are often characterized by deficits in social responsiveness

which is a vital aspect of social skills. The treatment of social responsiveness remains



one of the most challenging areas in meeting the needs of children with autism.
Researchers, practitioners, educators and parents have tried a variety of strategies and
intervention programmes for teaching social responsiveness. However, there is no
single solution fulfilling both psychological and neurological needs of individual with

ASD.

There are aplenty researches focusing on how to improve social interaction of
children with ASD, most researches rely on using ‘trial and error’ method such as using
play intervention therapy for children to improve their social interaction (Linda, Tara,
& Charles, 2005). Utilizing social stories intervention therapy to improve
communication skills in children with Autism Spectrum Disorder (Adams, Gouvousis,
Vanlue, & Waldron, 2004). Embedded music therapy to support young children with
autism (Kern & Aldridge, 2006) and behavior therapy to improve communication and
behavioral functioning by Watson J. All of the above-mentioned intervention programs
might not yield uniform result due to the heterogonous characteristics of children with
ASD. Furthermore, most of the therapies do not use scientific method to measure the
result during the process, thus it might be difficult to relate the improvement of
children to the therapy. There are special education classes in many government
schools and a few special schools for students with special needs but there are limited
government-owned centres around for children with special educational needs (SEN)
or for parents to seek advice. Schools with special education classes provide special
education but there is hardly any special intervention programs specially designed to
enhance any skills for SEN in special education classes. Therefore it is common for
the parents to refer their children to private entities. The private sectors in Malaysia
providing home and centre-based behavioral therapy include Early Autism Project
Malaysia Sdn Bhd and Autism Link Sdn Bhd. While there is no national school cater
for children with autism, most of the autism cases were supported by NGOs or private
sector. However, parents may have to pay a high fee to get any intervention services

for their children.

In Malaysia, Ministry of Education (MOE) is responsible to ensure the
provision of educational programmes such as remedial programmes for students who
are deemed as ‘at-risk’ in learning and students with special needs such as hearing or

vision loss, Down Syndrome, mild autism, attention deficit hyperactive disorder and



other specific learning difficulties. However, such arrangement is only focus on
educational program, less focus was channelled to therapy programme. As stated in
Vygostsky’s theory, collaboration is an important elements in education. Achievement
of more learning outcome can be enhanced by interaction with more abled peers or
mentor (Parke & Locke, 2003). Thus, when children with autism interact with more
abled peers or mentor such as caregiver or teachers, they can be more effective in
learning greater social skill. However, this is not possible in the educational and
economical-context of Malaysia. Another aspect of educational outcome is the ability
of the child to be independent in community, thus caregiver needs to provide sufficient
opportunity for the child to learn to carry out the tasks independently. Being the closest
person to the child, opportunity should be given for the child to model and imitate the
behaviour. Therefore, Parents and probably teachers are important persons to children
with autism. This study looked into the effectiveness of the intervention programme
which in turn enabled parents and teachers to adopt such intervention for more

significant improvement of the children.

Autism is a medical development disorder which has been well studied and
researched worldwide, yet, there is no known complete solution to alleviate the
sufferers’ deficient social response. Since autism is not theoretically a disease, there is
no single so-called cure which can work best to heal a person diagnosed with autism.
The best treatment invariably is one which meets all the needs of intervention
requirement for the autistic individual. Among all the dysfunctions, it is hypothesized
that increasing social awareness, social cognition, social communication, social
motivation and reducing autistic mannerisms were essential for children with autism,
since social response played an important role for individual to ‘survive’ in the
community. This study aims to develop an effective intervention protocol to improve

the social responsiveness of the children with autism.

1.4 Research Objectives

No single treatment is effective in treating the children with autism and due to

the several weaknesses and insufficient in the current practice, the researcher



integrated both the neuro- and physical exercise to achieve better result in social

responsiveness of children with ASD. The following are objectives of this study:
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1.4.2

143

1.4.4

1.5

To identify the effects of intervention on social responsiveness of the subjects

To evaluate the Social Responsiveness Scale (SRS) of the subjects through

teachers’ rating before and after the intervention.

To evaluate the Social Responsiveness Scale (SRS) of the subjects through

parents’ rating before and after intervention.

To design a new intervention protocol by integrating neuro- and physical
exercise into the intervention group to improve the social responsiveness of
children with ASD and to validate the relationships of combining both physical

and neurological intervention.

Research Questions

This study covers both physical and neurological aspects to improve social

responsiveness of children with autism spectrum disorder. The study will answer the

following research questions:

1.5.1

How has the intervention affected the social responsiveness of the subjects

before and after the intervention?

(@) How has the intervention affected the social awareness of the subject?
(b) How has the intervention affected of social cognition of the subject?

(c) How has the intervention affected social communication of the subject?
(d) How has the intervention affected the social motivation of the subject?

() How has the intervention affected the autistic mannerism of the subject?



1.5.2 (a) What is the mean score of SRS parents’ rating before and after the

intervention program?

(c) What is the mean score of SRS teachers’ rating before and after the

intervention program?

1.5.3 What are the SRS total raw score and t-score of the subjects through teachers’
rating before and after the intervention?

1.5.4 What are the SRS total raw score and t-score of the subjects though parents’

rating before and after the intervention?

1.6 Significance of the Study

This study is of utmost importance to the field of special education. This
combined intervention is estimated to produce significant result as it covered both the
sensory and neurological aspects of the child. Children with autism may sometimes
unable to receive audio input when their visual senses are preoccupied. This is a typical
situation where they cannot receive information by using more than one sense
simultaneously (larocci & J., 2006). Thus, by training the audio, visual and motor

aspect of children with ASD, significant positive result is expected.

In additional to it, this study is also significant to the stakeholders of a child
with ASD; they include the child's parents, therapist, educator as well as the

community the child lives in.

1.6.1 The parents

Improving children with ASD can be a lengthy and costly process, according
to a study from the Harvard School in year 2010, cost of medical, therapy, education
and others for individual of ASD can be as much as $72,000 a year. For those with
mild and average ASD, the cost is about $67,000 per year. Overall, the cost of taking



care of an individual with ASD for his/her lifetime can cost as high as $3.2 million
(Konrad, 2010). In Malaysia, the average monthly household income is RMS5,000 in
year 2012 (Bernama, 2013), after deduction of monthly expenses, education expenses,
loan and other commitment, the cost of autism treatment can be very burdening to the
family. Often, this has reduced the opportunity of the children to receive the most

appropriate treatment at early stage.

By understanding the social responsiveness of their child with ASD and learn
about the various ways which can be incorporated at home to improve their child's
social response, it is possible to improve the child within shorter time. This study will
also serve as a guideline to parents to help their child to improve in a more systematic
and comprehensive manner. In additional to it, it is aim to reduce the financial burden

of family as the integrated model is more time effectively.

1.6.2 The therapist

This study is important to therapist as they will understand how the therapy can
be effective to assist children with ASD. Furthermore, therapist can enhance their
knowledge on how to apply necessary skills and methods to improve the training. This
study also provides a comprehensive guideline to therapist during the session with

children with ASD.

1.6.3 The educators

Educator will be able to make better arrangement in a classroom setting.
Furthermore, they will have better understanding on how to play a role as well as
assisting children with ASD to improve their social response in a different setting.
Educators can also understand how the children can apply their trainings in the school

setting.



1.6.4 The community

Every one of us needed to be accepted in the community. To be accepted, it is
critical to educate the community regarding the different behaviour of children with
autism spectrum disorder so that children will not be labeled wrongly. This study will
also enable children with autism spectrum disorder to develop proper social skills and

behaviour so that they can fit into the community better.

In additional to it, numerous researches from other countries focused on a
single treatment on Autism. Thus the intervention program in this study is train the
children in intervention group to enhance their ability in social responsiveness ability.
Researcher believes that by integrating neurofeedback therapy into sensory integration
training, children with Autism Spectrum Disorder will be able to response better in

social setting.

1.7 Scope of Study

This study was carried out in a private special education centre which provides
special education and therapy services to children with Autism, Attention Deficit
Hyperactive Disorder, Down Syndrome, Learning Difficulties and other different

types of developmental delay disorders.

The centre was formed in the year 2002 and is situated in Johor Jaya. Itis a
place for special needs children to learn to live happier and build up capabilities useful
for their lives. The services provided by HappyLand include physical, educational and
therapeutic program. The physical program is based on the principle of occupational
therapy while the educational program focuses on Individual Education Plan (IEP) to
narrow the gap between their abilities and developmental milestones. The other
therapy program provided by the Centre are neurofeedback therapy and hydro-aroma

therapy. A total of 8 children aged between 4-6 years old were involved in this study.



This concurrent embedded design is to identify the effectiveness of the neuro-
and physical exercise to improve social responsiveness of the subjects with ASD. The
research looked into five constructs of social responsiveness, namely social awareness,

social cognition, social communication, social motivation and autistic mannerism.

1.8  Delimitation of the Study

The researcher encountered several limitations in this study. The first was
related to the human subjects of this study. There were a number of considerations
when selecting the human subjects: (i) the subjects must be children aged between 4-
6 years old, currently or previously pursuing therapy and training in HappyLand
Special Edu Centre ; (ii) the subjects must be diagnosed as Autism Spectrum Disorder
by using Childhood Autism Rating Scale, Second Edition (CARS2), with no other co-
morbidities; (iii) the subjects must scored between 30-36 (mild to moderate symptoms
of ASD) in the CARS; (iv) the number of human subjects in this study had to be
relatively small due to the nature of this study which requires the researcher and three
assistants to personally hold small groups and one-to-one instructional in these
intensive intervention program. (v) co-operation of the parents at home was essential
to ensure the effectiveness of this program. With these constraints, the researcher had
to discuss with the parents involved before deciding the suitability of the human
subjects.

The second limitation was not all factors related to social interaction were
included in this study. Besides that, the researcher did not consider if the parents had
arranged additional intervention programme for the human subjects. Family income
and social status were not taken into consideration in this study as well since all the
subjects come from urban areas and they were quite homogeneous in their family

background.

The third limitation of this study was the complexity of the research, as opinion
on human behavior especially social interaction with others can be very subjective.
There could be a lot of non-related governing factors that affect the behaviour of
subjects during the interaction. Thus, to reduce such difficulties, different choices of

assessment tools were selected. The researcher used three types of assessment tools:



questionnaires with parents, direct observation during the intervention programme and
well established instruments. The instruments are Social Responsiveness Scale (SRS),
Childhood Autism Rating Scale (CARS2); and CARS2 covered both parent
questionnaires (CARS-QPC) and standard test for children (CARS-ST). The study
covered both qualitative and quantitative methods. Thus, the assessment tools actually
serve as an evaluation tool as well as a tracking tool to monitor the progress of the
subjects over time by comparing their social interaction skills before and after the

intervention.

The forth limitation concerned the language used during the interview sessions
with the parents. All the diagnostic tools were written in English. As most of the
parents were unable to understand English, the researcher had to translate them into

the Chinese language before sharing the questionnaires with them.

19 Theoretical Framework

Learning happened anytime and anywhere. We can learn technical skill, we can
learn concrete or abstract concept, we can learn to speak or learn to interact with others.
In this research, the researcher highlighted the important issue related to socialization,
to everyone of us, it is also an important learning process as one can be separated from
living in a group thus social interaction and responsiveness were essential. Three
theoretical approaches were utilized in this study. The first was the social development
theory (SDT) by Lev Vygotsky (1978); the second was based on the social learning
theory of Albert Bandura (1977); and the third approach was the Simon Baron Cohen’s
Theory of Mind (2011).

Vygotsky (1978) strongly advocates that social interaction is critical in the
development of children’s cognitive ability. Vygostsky stated in his book ‘Mind in
Society’ that every function in the child's development appears at social level first thus
interaction between peoples (interpsychological) was first learnt. Then, it will be
internalized within the child (intrapsychological), this is on individual level. This

generalizes to voluntary attention, ability to use logical memory and to the understand



concepts (Vygotsky, 1978). According to Vygotsky, the development will happen after

learning takes place, thus learning precedes development.

In this research, the intervention consisted of two important domains: physical
and neurological. The function of environment is important as stated by Vygotsky thus
creating a great environment shall be provided to provide social opportunity for the
children with ASD. Physical exercise provides great opportunity for children to
interact with the environment. Dr Jean Ayres (1978) identified the existence of
relationship how individual behave and respond after the receiving of physical input

(Schultz, 2005; Beth, et al., 2011).

The purpose of physical exercise in this research is to stimulate children with
ASD to respond and gain more awareness to the incoming sensation and guides the
way they act on the environment, it is helpful to reduce their stereotypical behaviors
as well (Crollick, Mancil, & Stopka, 2006). By improving the interaction ability of
children with ASD in social level, it is hypothesized that they will gain more ability on
individual level. Vygotsky's theory suggested that consciousness is the end product of
socialization, for example when children learnt to speak the first word or point to the
objects, the purpose is for communication. After they learnt to speak, or adult reacted
to their gesture, it became a meaningful movement that connects the child with others

(Vygotsky, 1978).

Another aspect of Vygotsky's theory suggested the important of “Zone of
Proximal Development (ZPD) in cognitive development of individual. ZPD stated
that children will first imitate the adult’s behaviour or actions, and gradually builds up
his own ability to do certain tasks without any assistance. During the intervention,
therapist will minimize the distraction from the surroundings while prompting the
child to actively participate in the activity. Physical exercise focused on motor skill
training, thus lot of behavioral imitation needed and the therapist will play the role as
co-pilot whom will provide instructions and assist the child to build up the ability.
Vygotsky's theory, Albert Bandura’s social learning theory and Lave’s situated
learning theory were complementing to each other. Social learning theory
hypothesized that people learnt through observation, imitation and modeling (Figure

1.1). In 1961, Bandura conducted an experiment known as the "Bobo doll" studies



where Bandura has proven that the child learn and imitate the behaviours they have

observed directly in other peoples (Bandura, 1961).

The social learning theory emphasizes on the importance of observation and
imitation. Base on this presumption, the researcher incorporated a lot of activities
based on imitation and observation. In this research, the intervention was designed to
capture the attention of children with ASD and by being exposed to various interesting
activities as children responded better to visual cues (Suszynski, 2010). Great
opportunity will be provided for children with ASD to imitate and desired behavior.
This theory is the extension of behavioural modification, based on the concept of
operant conditioning (Lovaas, 1987). This theory hypothesized that the behavior of the
children with Autism can be shaped, modified and changed by using reinforcement,

punishment and extinction.

Vygotsky’s theory emphasizes on cognitive development of individual based
on social contributions. However children with ASD enjoyed being alone and their
responses towards others and surroundings can be very selective. Corbett & Abdullah
(2005) identified that children with ASD avoid face to face interaction and prefer
visual stimuli (Corbett & Abdullah, 2005); getting them to involve and imitate can be
very challenging to both the researcher and subjects. Thus in this study, ‘Theory of
Mind’ by Simon Baron Cohen (Figure 1.1) was used as one of the key theoretical

framework to further understand the neurological needs of the children with ASD.

Modeled | R Innate | - Learning

behavior person environment

Figure 1.1:  Social Learning Theory

In 2001, Simon Baron-Cohen wrote a research paper which describes Theory
of Mind (TOM) as the ability to infer and understand the different mental states of
individual such as beliefs, desires, intentions, imagination and emotions. Good theory
of mind enabled individual to reflect on the contents of own and other's minds" (Baron-



Cohen, 2001). Meaningful communication and a sense of closeness are foreign to
individuals who suffer from Autism, Asperger, Mindblindness, or a lack of Theory of
Mind. These social barriers often lead to a lack of empathy from the individual.
Baron-Cohen, Leslie and Frith (1985), postulated that autistic children have difficulty
with second order representation based on the work they have done. Second order
representation is the ability to impute another individual with the ability to have

intentions and beliefs.

‘Theory of Mind’ stated that individual was unable to imagine what other were
thinking by observing the behavior of others (Tew, 2007). According to this theory,
ASD individuals are believed to have trouble understanding the minds of others
spontaneously. However, individuals with autism are not necessarily beyond
comprehension of the mental states of others — it merely meant that they have to
explicitly work it out instead of the knowledge being processed implicitly by others.
Followers of ‘“Theory of Mind’ focused on teaching the basic concepts, communication
and adaptive functioning of the individual, as those skills were pre-requisite for higher
level of learning associated with deficits in theory of mind. It is imperative for parents
and special educators to apprehend and appreciate how children with ASD experience
their environment, the people and objects within it. There are potential sensory
differences in perception, processing and responses among children of ASD
(Bogdashina, 2003). It is also important to note that not all children are affected in the
same way or to the same extent. So, many children of ASD are capable of learning
within mainstream environments, just that some children may require a more tailored
setting (DfEE, 2005).

Theory of Mind (TOM) provides a critical framework to the researcher to
understand TOM is the precondition for the understanding of social environment and
for engaging in social competent behaviour (Muris, et. Al 1999). Number of
Researches have identified majority of individuals with Autism are mind-blind (Frith,
Rieffe 2000). They show that children with ASD are unable to attribute mental states
such as dreaming, thinking, believing and wanting to do something. Thus, theory of
mind is the key to social skill and it has served as one of the theoretical framework in

this paper. Neuro-exercise was incorporated to improve the brain executive function



of the children with ASD. It involves exercising the brainwave, research has identified
that the brainwave is strongly related to several executive function of the child and it
explained how and why we read others mind and feel empathy for them (Rizzolati, et
al., 2009). Thus, it is hypothesized that by exercising the correct brainwave and body
physical movement, social responsiveness of the subjects can be enhanced.

1.10 Conceptual Framework

The conceptual framework proposed to be applied in this study is shown in
figure 1.4 below. The conceptual framework is based on the three theoretical

framework identified in section 1.9.

CARS2 will be used as a filtering tool to identify the subjects in this paper.
Children aged between 4 to 6 and scored a T-score of 20 to 40 in CARS2-ST will be
selected as subjects. After the filtering process, they will be grouped randomly into
intervention and non-intervention groups. The non-intervention group only receives
standard treatment (physical exercise training), the intervention group will receive the

integrating of both neuro- and physical exercise training.

All the interventions are conducted on a 3-month basis, a total of 3 hours per
week will be incorporated for the intervention group. All selected subjects will be
going through a pre-test to determine their social responsiveness before the
commencement of intervention. The pre-test is based on the Social Responsiveness
Scale (SRS) developed by John N. Constantino, MD and observation checklist as well

as semi-structured interview designed by the researcher.

SRS is a 65-item rating scale which measures the severity of autism spectrum
symptoms as if they occur in natural social settings. It provides a clear picture of a
child's social impairments, assessing social awareness, social information processing,
capacity for reciprocal social communication, social anxiety/avoidance, and autistic
preoccupations and traits. SRS is selected to be used in this paper because unlike other

instruments, SRS measures impairment on a quantitative scale across a wide range of



severity which is consistent with recent research indicating that autism is best
conceptualized as a spectrum condition. It is appropriate because even mild degrees
of impairment can have significant adverse effects on social functioning. SRS is used
in the post-test as well to evaluate if the subjects have improved after going through
the intervention programme. If no improvement is registered, the subject will be

reverted back to another round of 3-month intervention.

Both physical and social environment have vital influence in the social
responsiveness of children with ASD. This paper investigates if the play atmosphere
adopted in the experiment plays a significant role in improving the responsiveness of
the children with ASD when receiving stimuli from the researcher. The ability to
imitate and observe is an innate trait of a normal child; yet this ability is grossly lacking
in children with ASD; thus a conscious effort to create close rapport with the children
and providing a conducive relax environment with the help of a variety of ball and
equipments and the video of the subjects during intervention are crucial in this

intervention model.

When the subjects were provided with more and clear feedback, such as
verbally or non-verbally reinforce the appropriate behavior, such behavior will be
likely to repeat. When the subjects were being praised for doing the right tasks, she/he
will be reinforced, thus physical exercise can be interesting and attractive to the
subjects as it will stimulate their response, interaction, body coordination ability. To
have a clear understanding of the neurological changes of the subjects, the technology
of neurofeedback was employed where children with ASD were often describe as lack
of the ability to empathize other and to understand social cues. It was highly related to
the ‘mirror-neuron’ function in the brain. Thus neurofeedback will provide a clear
picture on the brainwave movement of the subjects, when certain activities produce
higher alpha wave, such activities will be repeated. Neurofeedback therapy focuses on
activating the SMR wave of the subjects to improve the executive functions of the
brain. A lot of research have identified different brainwave function have close
functional relationship across cognitive, affective and behavioral contexts suggesting
that they are fundamental to awareness and response (Melford, N., Critchley, H.D.

2010).
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Figure 1.2: Theoretical Framework

Early EEG researchers who examined the brainwaves of autistic patients found
an abnormal EEG signature which was different from ADD’s EEG signature. They
observed that ADD patients did not produce enough Beta (fast) Wave activities. On
the contrary, most individual with ASD produced too much Beta activities which
caused their brains to be over- focusing. This over stimulation of the brain is partly
responsible for many known ASD behaviors such as excessive fascination with certain
objects, obsessions with things, repetitive routine or always engaged in self-
stimulating behaviours. They are too focused on themselves thus affecting their social
interaction with others (“Neurofeedback - New Treatment Approach,” n.d.). On the
other hand, brainwave researches had identified that mirror neuron dysfunctions might

be another causes of autism, especially in their social isolation behavior (Dingfelder,



2005). Mirror neuron is a type of brainwave normally found in the pre-cortex area

(University of California, San Diego, 2005).

According to a research conducted by Dr. Michael Linden, a pioneer in Autism
Spectrum Disorder treatment program in USA, ASD can be diagnosed by using the
brain mapping technology (QEEG Map); and can be improved by using
Neurofeedback. Dr. Linden identified 4 subtypes of autism, including autism which
displayed high beta, thus caused them to be over-focused and over-aroused; the second
type is related to the seizure pattern; the third is the high delta and theta ratio and the
last type is the low frequency between voltage and metabolic. Those abnormal brain
activities were attributed to the difficulties in their normal development in social
interaction (Butnik, 2005). Research has shown that brain dysfunctions in multiple
brain regions could be closely related to symptoms of ASD (Allen Press, 2008).
Functional neuroimaging and electroencephalography research have shown related the
abnormal neural connectivity to individual with autism. The brains of individuals with
ASD show areas of both excessive high and deficient connectivity. To put it in simpler
form, certain areas of their brains are active and chatting excessively with themselves,

while other relevant regions fail to communicate normally (Allen Press, 2008).

Instruction: Physical-Exercise Instruction: Neuro-Exercise
i) Locomotor i) Reward C3-C4 SMR
i) Manipulative ii) Inhibit Beta
iii) Stability iii) Inhibit Hibeta

A 4

Modified Instruction: (intervention)
Neuro-Physical Exercise

A 4

i)  Social awareness

i)  Social cognition

iii) Social communication
iv) Social motivation

v) Autistic mannerism

A 4

Outcome:
Enhancement of social responsiveness

Figure 1.3:  Conceptual Frameworks



1.11  Definition of Terminology

This section included the definition of the terminology from the literature and

identified the operational definition used in this study.

1.11.1 Autism Spectrum Disorder

Autism Spectrum Disorder (ASD) is a lifelong, complex neurological disorder
that affects development, especially significant in the area of communication and
social interaction. According to fifth edition of Diagnostic Statistical Manual (DSM-
V), individual must have exhibited the symptoms of deficits in communication and
social interaction starting in early childhood, furthermore it must detriments
enough to affect the daily function of the child (DSM-V, 2014). According to Centers
for Disease Control and Prevention (CDC), ASD is a group of developmental
disabilities that can cause significant social, communication and behavioral challenges.
American Psychological Association (APA) defined ASD as the most severe
developmental disability that cause impairment in social interaction, both verbal can
non-verbal communication of the person (Kazdin, 2000). To be classify undere the
spectrum of this disorder, according to the diagnostic criteria of ASD, individual has
to shown impairment in social use of communication, which resulted in the

impairment in effective communication and social participation.

In this study, Autism Spectrum Disorder (ASD) refers to the neurological
disorder which has affected development of individual especially in the area of
awareness, understanding of others; desire to be included in social setting,

communication with others and displaying of autistic mannerism.

1.11.2 Neuro-exercise

Neuro-exercise is known as the exercise done to the brain to stimulate more
neuron connection for the brain-healing process and ultimate to improve the well-

being of individual (McGovern, 2005). In certain books and researches, the term



neuro-exercise is used interchangeably with neurofeedback. In this study, neuro-
exercise referred to a brainwave exercise with the use of brain-training machine to
improve the brainwave function of the subjects, with the objective to improve the
awareness, understanding, communication, motivation of individual in social setting

as well as the reduction of autistic mannerism.

1.11.3 Physical-exercise

Physical exercise is the planned, structured and repetitive physical activity with
the objective of improving or maintaining the physical fitness of individual. In this
study, the definition of physical-exercise is referring to a structured play plan utilizing
therapeutic equipment such as therasensory gym ball, small ball, trampoline and
occupational related fine motor tools, for the improvement of the physical ability of

the subjects.

1.11.4 Neuro-Physical exercise

Neuro-Physical exercise is a special term used in this study, it is referring to
the intervention program designed by integrating both the neuro- and physical exercise
for the subjects in intervention group. Lists of 10 physical exercises are designed, the
video of the subjects during the physical exercise was taken, it will be used during the
neuro-exercise. For neuro-exercise session, focus will be on training the beta
brainwave of the subjects, by inhibiting the theta activation and enhancing beta
activation. The purpose of the neuro-physical exercise is to cater for both the
neurological and physical needs of the subjects for better improvement in their

behavior in social setting.

1.11.5 Social responsiveness

Social responsiveness is a specific term used to refer to the ability of the
individual to response, engage and reciprocate in a social setting. The term social
responsiveness used in this research is derived from ‘Social Responsiveness Scale’

(SRS), it is an instrument used to measure the social ability of the individual and to



identify any deficits faced in social ability. In this study, the term social responsiveness
always related to 5 elements: social awareness, social cognition, social communication,

social motivation and autistic mannerism.

1.11.6 Social awareness

‘Awareness’ referred to the ability to feel, perceive, be conscious of thoughts,
emotions, events, peoples or objects (Merriam-Webster, 2012). Social awareness is
also acommon understand one possesses about a social movement and changes. Social
awareness is one of the elements in social responsiveness. The operational definition
in this research of social awareness is the ability to be aware of toy sharing during
group activities, awareness of taking turn during the structured activities as well as

socially aware of the rules during the group play.

1.11.7 Social cognition

"Social cognition is a conceptual and empirical approach to understanding
social psychological topics by investigating the cognitive underpinnings of whatever
social phenomenon is being studied” (Hamilton, 2005). Social cognition is the ability
of individual to process social information to make sense of the hidden message. In
this study, social recognition is referred to the innate ability of the subejcts to perceive,
interpret social cues including ability to compromise during turn-taking, ability to
respond to the facial expression of others, ability to understand the situation others are

facing.

1.11.8 Social communication

Communication is the process of conveying information or ideas from the
sender to the targeted recipients (Douglas, 2003). Social communication referred to
the ability to convey the information or ideas to another person in social setting.
Communication included verbal and non-verbal communication. Social

communication in this study referred to the ability of the subjects to initiate a



conversation or greeting; ability to responds to ‘“Wh’ questions; ability to answer to
simple social question (name, age, favourite food); ability to request for toys verbally

or non-verbally.

1.11.9 Social motivation

Social motivation referred to the incentive or drive resulting from a social
influence (Mosby's Medical Dictionary, 2009). It is the motivation level that keep one
continue to show interest to join social group; it is also a motivation and influences
provided by the peers in social group that keeps one to pursue its objective. In this
study, the social motivation referred to the interest of the subjects to take part during
social activity. The sub-elements in social motivation included the reciprocate
willingness when being approached; interest to follow peers; engagement level of the

subjects during the circle time.

1.11.10 Autistic mannerism

Formal definition of autism has identified that one of the trait characteristics of
autism is the repetitive, stereotypical behavior, which often cause constant rituals such
as repetition and compulsive in their activities. The autistic mannerism exhibited by
children with ASD included hand flapping, body rocking, self-injuries behavior,
spinning, constant jumping and others. In this study, the term ‘autistic mannerism’ is
used to refer to the numerous peculiar behavior including the above mentioned
mannerism as well as the emotional attachment, strong personal interest, parrot

fashioning, self-talking behavior and self-stimulating behavior.

1.12 Summary

The advancement of medicine has made it possible to cure infections; to

combat osteoarthritis; to overcome disabilities and to delay aging. Yet, autism remains



largely a mystery to date. Most researchers around the world do not know the cause
of it and have no evidence on the best treatment for them. This chapter discusses the
social deficiency of children with ASD. Social development is an implicit process in
the development of a normal child; however, to a child with ASD, this process does
not come naturally. Thus it is a skill which needs to be imparted conscientiously to
children with ASD. This chapter also focuses on the objectives, research questions,
rationale as well as the theoretical and conceptual frameworks of the research.
Hypothesis is formulated and this chapter aims to provide a basic understanding as a
foundation to the entire paper. To contribute to the field of ASD, continuous research
and experiments are important process, this research is significant as it looked into two
dimension of the disorder, targeting the two main areas namely physical and
neurological aspect with the hypothesis that it can provide more effective result for

social responsiveness of the children with ASD.

To gain better understanding of the impact of intervention on social
responsiveness of children with ASD, the researcher adopts a multiple case study
approach, focuses on studying and comparing several cases before and after
intervention in a single research study (Stake, 1995). This study allowed researcher to
understand and analyze each subjects in details, and enabled researcher to understand

the heterogeneous nature of the children with ASD.



233

REFERENCES

Abdi, Z. (2004). Social Cognition and Its Neural Correlates in Schizophrenia and
Autism. CNS Spectrum. 335-343.

A.D.A.M. Inc. (n.d.). ADHD In-depth Report. New York: The New York Times.

Adolphs, R. (1999). Social Cognition and Human Brain. Trends Cognitive Science.
469-479.

Adolphs, R. (2001). The Neurobiology of Social Cognition. lowa: Elsevier Scienve.

Adophs, S. (2001). Neurobiology of Social Cognition. Current Opinion on
Neurobiology. 231-239.

Alcantara, P.R. (1994). Effects of videotape instructional package on the purchasing
skills of children with autism. Exceptional Children. 61, 40-55.

Allison, D., Basile, V., and MacDonald, R. (1991). Brief Report: Comparative Effects
of Antecedent Exercise and Lorazepam on the Aggressive Behaviour of An
Autistic Man. Journal of Autism Developmental Disorders. 89-94.

American Psychiatric Association (2013). Diagnostic and Statistical of Mental
Disorder 5. American Psychiatric Publishing.

Anqi, Q., Adler, M., Croceti, D., Miller, M., and Mostofsky, S. (2010). Basal Ganglia
Shapes Predict Social, Communication and Motor Functions in Boys with
Autism Spectrum Disorder. Journal of American Academy of Child &
Adolescent Psychiatry, 49(6), 539-551.

Apple, A.L., Billingsley, F., and Schwartz, 1.S. (2005). Effects of video modeling
alone and with self-management on compliment-giving behaviors of children
with high-functioning ASD. Journal of Positive Behavior Interventions. 7(1),
33-46.

Association for Applied Psychophysiology and Biofeedback Website. (2000).
Retrieved 16 October, 2013, from http://bio-medical.com/networks/
association-for-applied-psychophysiology-and-biofeedback-aapb.html

Autism Speak (2008). Autism Speak. Retrieved 13 March, 2014, from
http://www.autismspeaks.org/science/science-news/neurofeedback-training-
elicitcs-behavioral-improvements-individuals-asd

Ayres, A. (1972). Improving Academic Scores Through Sensory Integration. Journal


http://www.autismspeaks.org/science/science-news/neurofeedback-training-elicitcs-
http://www.autismspeaks.org/science/science-news/neurofeedback-training-elicitcs-

234

of Learning Disabilities. 24-28.

Ayres, A.(1978). Learning disabilities and the vestibular system. Journal of Learning
Disabilities. 11, 30-41.

Ayres, A. (1972). Sensory Integration and Learning Disorders. Los Angeles: Western
Psychological Services.

Ayres, A. (1989). Sensory Integration and Praxis Test Manual. Los Angeles: Western
Psychological Services.

Ayres, A. and Mailloux, Z. (1981). Influence of Sensory Integration Procedures on
Language Development. American Journal of Occupational Therapy. 35, 383-
390.

Ayres, A. and Mailloux, Z. (1983). Possible pubertal effect on therapeutic gains in an
autistic girl. American Journal of Occupational Therapy. 37, 535-540.

Ayres, A. and Tickle, L. (1980). Hyper-responsivity to touch and vestibular stimuli as
a predictor of positive response to sensory integration procedures by autistic
children. American Journal of Occupational Therapy. 34, 375-381.

Ayres, K., & Langone, J. (2005). Intervention and Instruction with Video for Students
with Autism: A Review of the Literature. Education and Training in
Developmental Disabilities. 40(2), 183-196.

Bailey, A., Le Couteur, A., Gottesman, I., Bolton, P., Simonoff, E., Yuzda, E., et al.
(January, 1995). Autism as a strongly genetic disorder: evidence from a British
twin study. Phychological Medicine. 63-77.

Bailey, S., and Pokrzywinski, J. (1983). Using Water Mist to Reduce Self-Injuries and
Stereotypic Behavior. Applied Research in Mental Retardation. 229-241.

Bakeman, R., and Adamson, L. (1984). Coordinating Attention to People and Objects
in Mother-Infant and Peer-Infant Interaction. Journal of Child Developmen.
1278-1289.

Bandura, A., Ross, D. and Ross, S.A., 1960. Transmission of Aggression Through
Imitation. Journal of Abnormal and Social Psychology. 63, pp.575-82.
Baranek, G. T. (2002). Efficacy of sensory and motor interventions for children with
autism. Journal of Autism and Developmental Disorders. 32, 397—-422.
Baron-Cohen, S., 2001. Theory of Mind in Normal Development and Autism. Prisme.

34, 174-83.

Baron-Cohen, S., Leslie, A. M., and Frith, U. (1985). Does the autistic child have

theory of mind? Cognition. 21, 37-46.



235

Baron-Cohen, S., Tager-Flusberg, H., & Cohen, D. (2000). Understanding Other
Minds: Perspectives from Autism and Developmental Cognitive Neuroscience.
Perspective from Autism and Developmental Cognitive Neuroscience. Oxford:
Oxford University Press.

Barrett, R., and Linn, D. (1981). Treatment of Stereotyped Toe-Walking with
Overcorrection and Physical Therapy. Applied Research in Mental
Retardation. 13-21.

Bass, M., Duchowny, C., and Llabre, M. (2009). The Effect of Therapeutic Horseback
Riding on Social Functioning in Children with Autism . Journal of Autism and
Developmental Disorders. 1261-1267.

Bauman, M. and Kemper TL. (2004). Neuroanatomic observations of the brain in
autism; a review and future directions. International Journal of Developmental
Neuroscience 23(2), 183-187.

Bazanova, O. and Aftanas, L. (2010). Individual EEG Alpha Activity Analysis for
Enhancement Neurofeedback efficiency: Two Case Studies . Journal of
Neurotherapy. 14(3), 244-253.

Becerra, J., Fernandez, T., Harmony, T., Caballero, M., and Garcia, F. (2006). Follow-
up Study of Learning-disabled Children Treated with Neurofeedback or
Placebo. EEG Neuroscience. 37(3), 198-203.

Bellini, S., and Akullian, J. (2007). A Meta-Analysis of Video Modeling and Video
Self-modeling Interventions for Children and Adolescents with Autism
spectrum Disorders. Council for Exceptional Children. 73, 264-287.

Berke, J. (2010). Autism and Auditory Processing Disorders. Retrieved 24 October,
2012, from http://www.nidcd.nih.gov/health/voice/auditory.htm.

Bernard, S., n.d. Autism Research Institute. Research: Autism: a Novel Form of
Mercury Poisoning. [Online] Available at: HYPERLINK
“http://www.autism.com/fam_mercury.asp”
http://www.autism.com/fam_mercury.asp [Accessed 10 February 2012].

Bird, R., Doses, P., Moniz, D., and Robinson, J. (1989). Reducing Severe Aggressive
and Self-injurious Behaviors with Functional Communication Training.
American Journal of Mental Retardation. 37-48.

Bishop D et al. (2008). Autism and diagnostic substitution: Evidence from a study of
adults with a history of developmental language disorder. Developmental

Medicine and Child Neurology, published in advance online 31 March 2008.


http://www.autism.com/fam_mercury.asp
http://www.autism.com/fam_mercury.asp

236

Bishop, D.V.M., 2008. Forthy Years on: Uta Frith's contribution to research on autism
and dyslexia, 1966-2006. The Quarterly Journal of Experimental Psychology.
61(1),16-26.

Blackman, L. (1999). Lucy's story: Autism and other Adventures. Brisbane: Book in
Hand.

Bogdashina, O. (2003). Sensory Perceptual Issues in Autism and Asperger Syndrome:
Different Sensory Experiences — Different Perceptual Worlds. London: Jessica
Kingsley Publishers.

Bolte, S., Westerwald, E., Holtmann, M., Freitag, C., and Poustka, F. (2010). Autistic
Traits and Autism Spectrum Disorders: The Clinical Validity of Two Measures
Presuming a Continuum of Social Communication Skills. Journal of Autism
and Developmental Disorders. 1024-1029.

Bopp, K., & et al. (2004). Speech-Language Pathologists' Roles in the Delivery of
Positive Behaviour Support for Individuals with Developmental Disabilities.
America Journal of Speech and Language Pathologist. 13(1), 5-19.

Brocklehurst-Woods, J. (1990). The use of Tactile and Vestibular Stimulation to
Reduce Stereotypic Behaviors in Two Adults with Mental Retardation.
American Journal of Occupational Therapy. 536-541.

Buggey, T., Toombs, K., Gardener, P. & Cervetti, M. (1999). Training responding
behaviours in students with autism: Using videotaped self-modeling. Journal
of Positive Behaviour Interventions. 1, 205-214.

Bundy, A. C., Lane, S. J., & Murray, E. A., 2002. Sensory Integration: Theory and
Practice. Philadelphia: F. A. Davis.

Burack, J., & Volkmar, F. (1992). Development of Low- and High-Functioning
Autistic Children. Journal of Child Psyshology & Psychiatry & Allied
Disciplines, 33, 607-616.

Burk, C. (Applied Behavioural Analysis). Retrieved 10 October, 2012, from Christina
Burk: http://www.christinaburkaba.com/index.htm

Burk, J. (2006). Special-Ism. Retrieved 13 Oct, 2014, from http://special-
ism.com/warrior-mama-dr-juliet-burk-reports-power/#sthash.
zimoBUmu.dbps

Butnik, S. M. (2005). Neurofeedback in Adolescents and Adults with Attention Deficit
Hyperactivity Disorder. Journal of Clinical Psychology, 61, pp.621-625.

Cermak, S. (1991). Somatodyspraxia. In Sensory Integration Theory and Practice (pp.



237

137-165). Philadelphia: F.A. Davis.

Cermak, S., & Henderson, A. (1990). The Efficacy of Sensory Integration Procedures.
Sensory Integration Quarterly, 1-23.

Charlop, M.H., and Milstein, J.P. (1989). Teaching autistic children conversational
speech using video modeling. Journal of Applied Behavior Analysis. 22(3),
275-285.

Charlop-Christy, M. H., Lc, L., and Freeman, K. A. (2000). A comparison of video
modeling with in vivo modeling for teaching children with autism. Journal of
Autism and Developmental Disorder. 30, 537-552.

Charlop-Christy, M.H., & Daneshvar, S. (2003). Using video modeling to teach
perspective taking to children with autism. Journal of Positive Behavior
Interventions. 5(1), 12-21.

Cheng, K. (2005). Mirror, Mirror (Neuron) in the brain? Retrieved 13 March, 2014,
from http://serendip.brynmawr.edu/bb/neuro/neuro05/web3/kcheng.html

Cherry, K., n.d. An Overview of Bandura's Social Learning Theory. [Online]
"http://psychology.about.com/od/developmentalpsychology/a/sociallearning.
htm_[Accessed 13 November 2011].

Chevallier, C., & Kohls, G. (2012). The Social Motivation Theory of Autism. Trends
in Cognitive Science, 231-239.

Chew, K, (27 April 2008). Autism Numbers in Malaysia in The Star Malaysia.

Choon, T.B., 2008. Need to Detect Autism at Early Stage.
http://www.mind.org.my/news/need-detect-autism-early-stage [Accessed 16 Aug 2011].

Coben, M., Linden, M., and Myers, T. (2010). Neurofeedback for Autistic Spectrum
Disorder: A Review of the Literature. Applied Pscyhophysiology and
Biofeedback. 35(1), 83-105.

Coben, R., Linden, M. and Myers, T. (2009). Neurofeedback for Autism Spectrum
Disorder: A Review of Literature. Applied Psychophysiology Biofeedback.

Coben, R., & Myers, T. (2010). The Relative Efficacy of Connectivity Guided and
Symptom Based EEG Biofeedback for Autistic Disorders. Applied
Psychophysiology Biofeedback. 35(1), 13-23.

Cohen, H. (206). Early Intensive Behavioural Treatment: Replication of the UCLA

Model in a Community Setting. Journal of Developmental Behaviour
Pediatric, 145-155.
Cohen, R, Linden, M., & Myers, T. (2010). Neurofeedback for Autism Spectrum


http://www.mind.org.my/news/need-detect-autism-early-stage

238

Disorder: A Review of Literature. Applied Psychophysiological Biofeedback,
35, 83-105.

Coben, R., and Padolsky, I. (2007). Assessment-guided neurofeedback for autistic
spectrum disorder. Journal of Neurotherapy. 11(3), 5-18.

Cohen, R., Clarke, A., Barry, R. & Hudspeth, W. (2007). EEG Power and Coherence
in Autistic Spectrum Disorder. National Center for Biotechnology Information,
119(5), 1002-09.

Cohen, S.B., 2004. Autism: Research into Causes and Intervention. Paediatric
Rehabilitation . 7, 73-78.

Courchesne, E. (1997). Brainstem, Cerebellar and Limbic Neuroanatomical
Abnormalities in Autism. Current Opinion in Neurobiology. 7, 269-278
Courchesne, E., Carper, R., & Akshoomoff, N. (2003). Evidence of Brain Overgrowth
in the First Year of Life in Autism. Journal of American Medical Association,

290(3), 337-344.

Corbett, B.A. and Abdullah, M. (2005) Video Modeling: Why Does It Work for
Children with Autism? Journal of Early and Intensive Behavior Intervention.
2(1), 2-8.

Cowan, J. and Markham, L. (1994). EEG biofeedback for the attention problems of
autism: A case study. Presented at the 25th Annual Meeting of the Association
for Applied Psychophysiology and Biofeedback, Atlanta, GA.

Creswell, W. (2012). Educational Research: Planning, Conducting and Evaluating
Quantitative and Qualitative Research (4™ Ed.). Boston: Pearson Education.

Cronin, A., 2003. Asynchronous Development and Sensory Integration Intervention
in Gifted and Talented Population. http://www.davidsongifted.org/db/
Articles id_10251.aspx [Accessed 6 January 2012].

Dalal, P., Leslie, N., Lindor, N., Gilbert, D., & Espay, A. (2010). Motor Tics,
Stereotypies and Self-Flagellation in Primrose Syndrome. Neurology. 284-286.

Damasio, A. (1995). Descartes Error: Emotion, Reason and the Human Brain. New
York: Harper Collins.

Darling, M. (2007). School-based Neurofeedback for Autism Spectrum Disorder.

Dautenhahn, K., & Werry, 1. (2004). Pragmatics & Cognition (1 ed.). San Fransisco:
Benjamin Publishing Company.

Davies, P., & Gavin, W. (2007). Validating the Diagnosis of Sensory Processing



239

Disorder by using EEG Technology. American Journal of Occupational
Therapy. 61(2), 176-189.

Dawson, G., Hill, D., Spencer, A., Galpert, L., & Watson, L. (1990). Affective
exchanges between young autistic children and their mothers. Journal of
Abnormal Child Psychology. 18, 335-345.

Dawson, G., J., O., Andrew, N., & Kuhl, P. (2000). Case Study of the Development of
an Infant with Autism from Birth to Two Years of Age. Journal of Applied
Developmental Psychology. 21(3), 299-313.

Dawson, G., Osterling, J., Meltzoff, A. N. and Kuhl, P. (2000). Case study of the
development of an infant with autism from birth to two years of age. Journal
of Applied Developmental Disorders. 28, 479-485.

Dawson, G., and Watling, R. (2000). Interventions to facilitate auditory, visual, and
motor integration in autism: A review of the evidence. Journal of Autism and
Developmental Disorders. 30, 415-421.

Demos, J.N. (2005). Getting Started with Neurofeedback. NY: W.W. Norton.

DeMyer, M., Hingtgen, J., & Jackson, R. (1981). Infantile Autism Review: A Decade
of Research. Schizophrenia Bulletin. 388-451.

Depauw, P. (1978). Enhancing the Sensory Integration of Aphasic Students. Journal
of Learning Disabilities. 11, 142-146.

Desy, M. (2013). Skin Color has no Impact on Motor Resonance: Evidence from Mu
Rhythm Suppression and Imitation. Journal of Neuroscience.

DiMatties, M.E. & Sammons, J.H., 2005. Understanding Sensory Integration. Asia-
Pacific Childhood Disability .

Dowrick, P. (1999). A Review of Self-Modeling an Related Interventions. Applied &
Preventive Psychology . 8, 23-39.

Dowrick, P. W. (1991). Practical Guide to Using Video in the Behavioural Sciences.
New York: John Wiley

Dunlap, G., Dyer, K., and Koegel, R. (1983). Autistic Self-Stimulation and Intertrial
Interval Duration . American Journal of Mental Deficiency. 194-202.

Dunn, W. (2007). Supporting Children to Participate Successfully in Everyday Life by
using Sensory Processing Knowledge. Infants & Young Children. 20(2), 84-
101.

Ermer, J. and Dunn, W. (1998). The Sensory Profile: A Discriminant Analysis.

Eva, Y.D. and Brian, M. (1979). Viral Exposure and Autism. The American Journal



240

of Psychiatry. 136 (10), 1310-1312.

Fiske, S., and Taylor, S. (1991). Social Cognition , 2" edn. New York: McGraw Hill.

Fogel, A. (1993). Developing Through Relationships. Chicago: The University of
Chicago Press.

Fragala-Pinkham, M., Haley, S., and O'Neil, M. (2008). Group Aquatic Aerobic
Exercise for Children with Disabilities . Developmental Medicine & Child
Neurology. 822-827.

Francis, K. (2005). Autism Interventions: A Critical update. Developmental Medicine
& Child Neurology, 493-499.

Franco, F., & Butterworth, G. (1996). Pointing and Social Awareness: Declaring and
Requesting in the Second Year. Journal of Child Languae, 23(2), 307-336.

Frea, W. (1997). Reducing Stereotypic Behavior by Teaching Orienting Responses to
Environmental Stimuli. Journal of the Association for Persons with Severe
Handicaps. 28-35.

Fiske, S., & Taylor, S. (1991). Social Cognition, 2" edn. New York: McGraw Hill.

Fogel, A. (1993). Developing Through Relationships. Chicago: The University of
Chicago Press.

Fragala-Pinkham, M., Haley, S., and O'Neil, M. (2008). Group Aquatic Aerobic
Exercise for Children with Disabilities . Developmental Medicine & Child
Neurology, 822-827.

Francis, K. (2005). Autism Interventions: A Critical update. Developmental Medicine
& Child Neurology, 493-499.

Franco, F., and Butterworth, G. (1996). Pointing and Social Awareness: Declaring and
Requesting in the Second Year. Journal of Child Languae. 23(2), 307-336.

Frea, W. (1997). Reducing Stereotypic Behavior by Teaching Orienting Responses to
Environmental Stimuli. Journal of the Association for Persons with Severe
Handicaps. 28-35.

Frith, U. (2000). Cognitive Explanations of Autism. In K. Lee (Ed.), Childhood
Cognitive Development: The Essential Readings. Malden, MA: Blackwell
Publishers. 324-337.

Fuchs, T., Birbaumer, T., Lutzenberger, W., Gruzelier, J., and Kaiser, J. (2003).
Neurofeedback Treatment for Attention-Defiti/Hyperactivity Disorder in
Children: A Comparison with Methylphenidate. Applied Psychophysiology
Biofeedback. 28(1), 1-12.



241

G., R., & Craighero, L. (2004). The Mirror-Neuron System. Annual Reiew
Neuroscience. 27, 169-192.

Gallese, V., & Goldman, A. (1998). Mirror Neuron and the Simulation Theory of
Mind-reading. Trends Cognitive Science. 2, 493-501.

Gardner, S. (2009). The Effects and Benefits of Sensory Integration Therapy on a
Student with Autism. Student Report, University of Wiconsin-Stout.

Gazzaniga, M. (2005). The Ethical Brain. New York: Dana Press.

Gernsbacher, M. (2006). Toward a Behaviour of Reciprocity. Journal of
Developmental Processes, 139-159.

Gianesini, G., Cusinato, M., & Colesso, W. (2010). Resilience as a Relational
Competence Construct. Pathway to Resilience Il Conference. Halifax:
Dalhousie University Press.

Goldberg, W., Osann, K., Filipek, P., Laulhere, T., Jarvis, K., & Modahl, C. (2003).
Language and Other Regression: Assessment and Timing. Journal of Autism
and Developmetnal Disorders. 33, 607-616.

Goldman, S., & Greene, P. (2012). Stereotypies in Autism: A Video Demonstration of
Their Clinical Variability. Frontiers in Integrative Neuroscience.

Grandin, T. (2011). The Way I See It, Revised and Expanded (2nd Ed):Future
Horizons.

Grandin, T. (2011). Autism Support Network. Retrieved 15 October, 2012, from
http://www.autismsupportnetwork.com/news/evaluating-effects-medication-
autism-2292833

Grandin, T. & Scariano, M.M. (1996). Emergence: Labeled Autistic. CA: Boulevard:
A Time Warner Company.

Greenspan, S. (1993). Playground Politics, Understanding the Emotional Life of Your
School-Age Child. Perseus Books.

Greenspan, S. and Wieder, S. (2006). Engaging Autism. Perseus Books.

Greenspan, S. M.D., Wieder, S., 2008. What is the DIR/Floortime. [Online]
http://www.infantva.org/documents/CoPa-June-DIR-FloortimeModel.pdf
[Accessed 10 February 2012].

Green, V. A,, Pituch, K. A., Itchon, J., Choi, A., O’Reilly, M., & Sigafoos, J. (2006).
Internet survey of treatments used by parents of children with autism. Research
in Developmental Disabilities, 27, 70-84.

Guess, D., and Carr, E. (1991). Emergence and Maintenance of Stereotypy and Self-


http://www.autismsupportnetwork.com/news/evaluating-effects-medication-
http://www.autismsupportnetwork.com/news/evaluating-effects-medication-

242

Injury. American Journal of Mental Retardation, 96(3), 299-319.

Guess, G.,Bunce, A. & Johnson, L. (2005). How Many Interviews Are Enough? An
Experiment with Data Saturation and Variability. Sage Publication. 18 (59).

Guilivi, C. et al. (2010). Mitochondrial Dysfunction in Autism. American Medical
Association. 304(21), 2389-92.

Hall, Laura J. (2008). Autism Spectrum Disorder: From Theory to Practice. Prentice
Hall. 176-177.

Hammond, D. (2006). What is Neurofeedback. Journal of Neurotherapy. 10(4), 25-
36.

Hammond, D.C. (2006). Quantitative electroencephalography patterns associated with
medical conditions. Biofeedback. 34(3), 87-94.

Handen, B., & Johnson, C. &. (2000). Efficacy of Methylphenidate among Children
with Autism and Symptoms of Attention Deficit Hyperactive Disorder.
Journal of Autism anad Developmental Disorders. 30, 245-255.

Harmeury, L., Delavours, P., Teste, B., Leroy, C., Gaboriau, J., & Berthier, A. (2010).
Aquatherapy for Autism. Journal of Medical-Psychology. 655-659.

Harris, P., & Hilary, J. (2005). Pretending, Imagery and Self-awareness in Autism.
American Psychology Association.

Haring, T. G., Kennedy, C. H.. Adams, M. J., and Pitts-Conway, V. (1987). Teaching
generalization of purchasing skills across community settings to autistic youth
using videotape modeling. Journal of Applied Behaviour Analysis. 20, 89-96.

Hatch, C., n.d. Sensory Integration. [Online] http://www.autism.com/fam_page.asp?P1D=372
[Accessed 9 January 2012].

Hendriks-Jansen, H. (1997). The epistemology of autism: making a case for an

embodied, dynamic and historical explanation. Cybernetics and Systems.
28(5), 359-415.

Herbert, J. D., Sharp, I. R., and Gaudiano, B. A. (2002). Separating Fact from Fiction
in the Etiology and Treatment of Autism: A Scientific Review of Evidence.
Scientific Review of Mental Health Practice. 23-43.

Hermelin, B., and O’Connor, N. (1970). Psychological Experiments with Autistic
Children Oxford Pergamon Press.

Hertz, 1., Lisa, A., & Isaac, N. (2006). The Charge Study: An Epidemialogic
Investigation of Genetics and Environmental Factors Contributing to Autism.

Environmental Health Perspective.


http://www.autism.com/fam_page.asp?PID=372

243

Hill, E., & Frith, U. (2003). Understanding autism: insights from mind and brain.
Philosophical Transactions: Biological Sciences. 358(1430), 281-289.

Hincha, M. (2008). Autism/Asperger Symptoms: Suite 101. [Online]
http://melissahinchaownby.suite101.com/causes_of autism-a41696 [Accessed 24
September 2011].

Hirschland, D. (2009). Addressing Social, Emotional and Behavioral Challenges
Through Play, Zero to Three. 12-17.

Hodgdon, L. (1995). Solving Social-Behavioral Problems Through the Use of Visually

Supported Communication. New York: Delmar.

Hoffman, D., Stockdale, S., and Egren, L. (1996). Symptom Changes in the Treatment
of Mild Traumatic Brain Injury Using EEG Neurofedback. Cllinical
Electroencephalography. 27(3), 164.

Hoffman, D., Stockdale, S., and Schwaniger, J. (1995). Diagnosis and Treatment of
Head Injury. Journal of Neurotherapy. 1(1), 14-21.

Hollander, E., Philips, A., Chaplin, W., and et al. (2005). A placebo-controlled cross
over trial of liquid fluoxetine on repetitive behaviors in childhood and
adolescent autism. Neuropsychopharmacology. 30, 582-589.

Hollander, E., Soorya, L., & Wasserman, S. (2006). Divalproex sodium vs. placebo in
the treatment of repetitive behaviours in autism spectrum disorder.
International Journal of Neuropsychopharmacol , 9, 209-213.

Howard, J. S., Sparkman, C. R., Cohen, H. G., Green, G., & Stanislaw, H. (2005). A
Comparison of Intensive Behaviour Analytic and Eclectic Treaments for
Young Children with Autism. Research in Developmental Disabilities, 359-
383.

Hoyson, M., Jamison, B., & Strain, P. S. (1984). Individualized group instruction of
normally developing and autistic-like children: The LEAP curriculum model.
Journal of the Division for Early Childhood, 8,157-172.

lbric, V. L., & Hudspeth, W. (2003). QEEG and Roshi use in autism post-toxic
encephalopathy- A case study. Presented at the 11th Annual Winter Brain
Conference, Palm Springs, CA.

Irstein, W., Iversen, P. and Ramachandran, V.S. (2001). Autonomic Responses of
Autistic Children to People and Objects. Proceedings. Biological Sciences/ The
Royal Society

Jacob, E.H., (2005). Neurofeedback Treatment of Two Children with Learning,



244

Attention, Mood, Social and Developmental Deficit. Journal of Neurotherapy.
9(4), 55-70.

Jaffe, E.,(2007). Mirror Neurons: How We Reflect on Behavior. Observer: 20(5)

James, T., James, M., Bhavik, S., Pegeen, C., Daniel, H., & Michael, G. (2002).
Risperidone in Children with Autism and Serious Behavioral Problems. The
New England Journal of Medicine. 347, 314-321.

Jarusiewicz, B. (2002). Efficacy of neurofeedback for children in the autistic spectrum:
A pilot study. Journal of Neurotherapy. 6(4), 39-49.

John, A. P. (2001). EEG Biofeedback on Female Stroke Patient with Depression: A
Case study. Journal of Neurotherapy. 5(3), 27-38.

Jung, K., Lee, H., Lee, Y., Cheong, S., Choi, C., Suh, D., Suh, D., Oah, S., Lee, S. and

Lee J. (2006). The Application of a Sensory Integration Treatment Based on Virtual
Reality-Tangible Interaction for Children with Autistic Spectrum Disorder.
PsychNology Journal. 4( 2), 145-1509.

Kagohara, D.M. (2010). Is video-based instruction effective in the rehabilitation of
children with autism spectrum disorders. Developmental Neurorehabilitation,
13(2), 129-40.

Kasari, C, Sigman, M., Mundy, P., and Yirmiya, N. (1990). Affective sharing in the
context of joint attention interactions of normal, autistic and mentally-retarded
children. Journal of Autism and Development Disorders. 20, 87-100.

Kasari, C., Paparella, T., & Freeman, S. (2008). Language Outcomes in Autism:
Randomized Comparison of Joint Attention and Play Interventions. Journal of
Consulting and Clinical Psychology. 76(1), 125-137.

Kaufman, Barry N. and Kaufaman, Raun. (1995). Son Rise: The Miracle Continues:
HJ Kramer.

Kerbeshian, J., Burd, L., & Hardan, A. (2001). Pharmacotherapy of Autism: A Review
and Clinical Approach. Journal of Developmental and Physical Disabilities.
13, 199-228.

Kern, B., and Zeilar, M. (1984). The influence of Vigorous Versus Mild Exercise on
Autistic Stereotyped Behaviors. Journal of Autism and Developmental
Disorders. 14, 57-67.

Kiderra, 1. (March, 2005). University of California, San Diego. Retrieved 13 March,
2014, from Autism Linked to Mirror Neuron Dysfunction:

http://ucsdnews.ucsd.edu/archive/newsrel/soc/Autism.asp



245

Kim, S. (2013). Neuro-cognition and Social-cognition Exercise Rehabilitation .
Journal of Exercise Rehabilitation. 496-499.

Kimball, J. (1988). The emphasis is on integration1 not sensory. American Journal on
Mental Retardation. 92(5), 423- 424.

Kimball, J., & et al. (2003). Lights, Camera, Action! Using Engaging Computer-Cued
Activity Schedules. TEACHING Exceptional Children. 36(1), 40-45.

Kimball, J.W., Kinney, E.M., Taylor, B.A., and Stromer, R. (2004). Video enhanced
activity schedules for children with autism: A promising package for teaching
social skills. Education and Treatment of Children. 27(3), 280-198.

Klin, A., Jones, W., Schultz, R., Volkmar, F., and Cohen, D. (2002). Visual Fixation
Patterns during Viewing of Naturalistic Social Situation as Predictors of Social
Competence in Individuls with Autism. Journal of General Psychiatry. 809-
816.

Klin, A., Volkmar, F., & Sparrow, S. (1992). Autistic Social Dysfunction: Some
Limitations of the theory of Mind Hypothesis. Journal of Child Psychology.
861-876.

Koomar, J., and Bundy, A. (1991). The Art and Science of Creating Direct Intervention
from Theory. In Sensory Integration Theory and Practice . Philadelphia: F.A.
Davis.

Koujizer, M., Moor, J., Gerrits, B., and Congedo, M. (2008). Neurofeedback Improves
Executive Functioning in Autism. Research in Autism Spectrum Disorder .

Kristina, C. (2008). Blisstree. Retrieved 13 October , 2013, from
http://www.blisstree.com/2008/04/27/mental-health-well-being/autism-
numbers-in-malaysia/

Kurtiz, L. A. (2008). Understanding Controversial Therapies for Children with
Autism, Attention Deficit Disorder, and Other Learning Disabilities : A Guide
to Complementary and Alternative Medicine. London: Jessica Kingsley
Publishers.

Korkmaz, B. (2011). Theory of Mind and Neurodevelopmental Disorder of Childhood.
National Institute of Health, 69(5).

Kouijzer, M. E. J., De Moor, J. M. H., Gerrits, B. J. L., Congedo, M., and Van Schie,
H. T. (2009a). Neurofeedback improves executive functioning in children with
autism spectrum disorders. Research in Autism Spectrum Disorders, 3(1), 145—
162.



246

Kouijzer, M. E., De Moor, J. M., Gerrits, B. J., Buitelaar, J. K. and Van Schie, H. T.
(2009). Long-term effects of neurofeedback treatment in autism. Research in
Autism Spectrum Disorders. 3(2), 496-501.

Kouijzer, M. E. J., de Moor, J. M. H., Gerrits, B. J. L., Buitelaar, J. K., & van Schie,
H. T. (2009). Neurofeedback treatment in autism. Preliminary findings in
behavioral, cognitive, and neurophysiological functioning. Research in
Autism Spectrum Disorders.

Krings, H.P. (1986). Translation problems and translation strategies of advanced
German learners of French. Interlingual and intercultural communication.
Tubingen: Gunter Narr.

L, R., Lynn, K., and Laureen, I. (2003). Empirically Supported Pivotal Response
Interventions for Children with Autism. New York: Guilford Press.

Laibow, R., Stubblebine, A., Sandground, H., & Bounias, M. (2001). EEG
Neurofeedback Treatment of Patients with Brain Injury: Changes in EEG
Parameters versus Rehabilitation. Journal of Neurotherapy. 5(4), 45-71.

LaLonde, K., MacNEeill, B., Eversole, L., Ragotzy, S., and Poling, A. (2014).
Increasing Physical Activity in Young Adults with Autism Spectrum
Disorders. Journal of Research in Autism Spectrum Disorder. 1679-1684.

Lancioni, G., and O'Reilly, M. (1998). A Review of Research on Physical Exercise
with People with Severe and Profound Developmental Disabilities. Research
in Developmental Disabilities. 477-492.

Landa, R. (2007). Early Communication Development and intervention for Children
with Autism. Mental Retardation and Developmental Disabilities Research
Review. 13, 16-25.

Lang, R., Koegel, Ashbaugh, K., Regester, A., Ence, W., and Smith, W. (2010).
Physical Exercise and Individuals with Autism Spectrum Disorders: A
Systematic Review. Journal of Research in Autism Spectrum Disorder. 565-
576.

LaVaque T. J. (1999). Investigations in Neuromodulation, Neurofeedback and
Applied Neuroscience. Journal of Neurotherapy. 3(3-4), 29.

LaVaque, T.J. (2003). Neurofeedback, neurotherapy, and QEEG. In D. Moss, A.
McGrady, T. Davies, & |. Wickramasekera (Eds.), Handbook of Mind Body
Medicine for Primary Care :123-135. Thousand Oaks, CA: Sage.

Leary, M. (1996). Moving On: Autism and Movement Disturbance. Mental



247

Retardation. 34(1), 39-53.

LeBlanc, L.A., Coates, A.M., Daneshvar, S., Charlop-Christy, M.H., Morris, C., and

Lancaster, B.M. (2003). Using video modeling and reinforcement to teach perspective-
taking skills to children with autism. Journal of Applied Behavior Analysis.
36(2), 253-258.

Leong, H., Stephenson, J., and Carter, M. (2011). The Use of Sensory integration
Therapy by Intervention Service Providers in Malaysia. International Journal
of Disability, Development and Education. 58, 341-358.

Lery, M., and Allen, A. (2010). Belonging Motivation Establishing, Maintaining and
Repairing Relational Value. Social Motivation.

Levine, A. (1999). Operant Conditioning Basics. [Online] Maricopa Center for
Learning & Instruction  http://www.mcli.dist. maricopa.edu/proj/nru/opcond.html
[Accessed 13 November 2011].

Linden, M., Habib, T., and Radojevic, V. (1996). A controlled study of the effects of

EEG biofeedback on cognition and behavior of children with attention deficit

disorder and learning disabilities. Biofeedback and Self-Regulation. 21, 35-50.

Liss, M., Saulnier, C., Fein, D. & Kinsbourne, M., 2006. Sensory and Attention
Abnormalities in Autistic Spectrum Disorders. Sage Journal. 10(2), 155-72.

Lissovoy, D. (1961). Head Banging in Early Childhood: A Study of Incidence. The
Journal of Pediatrics. 803-805.

Lohr, J., and Wisniewski, A. (1987). Movement Disorder. Chichester: John Wiley.

London, E., and Ruth, A. (2000). The Environment as Etiologic Factor in Autism: A
New Direction in Research. New York: Environmental Health Perspective.

Lord, C., and Rhea, P. (1997). Language and Communication in Autism. New York:
Wiley & Sons.

Lord, C., Risi, S., Lambrecht, L., Cook, E., Leventhal, B. and Dilavore, P. (2000). The
Autism Diagnostic Observation Schedule—Generic:A Standard Measure of
Social and Communication Deficits Associated with Spectrum of Autism.
Journal of Autism and Developmental Disorder. 30(3), 205-223.

Lord, C., Wagner, A., Rogers, S., Szatmari, P., Aman, M. and Charman, T. (2006).
Challenges in Evaluating Psychosocial Interventions for Autistic Spectrum
Disorders. Journal of Autism and Developmental Disorders. 35, 696-708.

Lubar, J. F., Swartwood, M. O., Swartwood, J. N. and O’Donnell, P. H. (1995).



248

Evaluation of the effectiveness of EEG training for ADHD in a clinical setting
as measured by TOVA scores, behavioral ratings, and WISC-R performance.
Biofeedback and Self-Regulation. 20, 83-99.

Mahone, E., Bridges, D. and Prahme, C. (2004). Repetitive Arm and Hand Movements
in Children. Journal of Pediatrician. 391-395.

Mandy, P, Sigman, M., Ungerer, J. and Sherman, T. (1986). Defining the Social
Deficits of Autism: The Contribution of Non-verbal Communication
Measures. Journal of Child Psychology. 27(5), 657-699

Margaret, E. (2004). Neurofeedback for Cerebral Palsy. Journal of Neurotherapy.
8(2), 93-94.

Marjorie, H., Charlop, C., Le, L., and Kurt, A. (2000). A Comparison of Video
Modeling and In Vivo Modeling For Teaching Children wtih Autism. Journal
of Autism and Development Disorder . 30(6), 537-552.

Markram, H., Rinaldi, T., and Markram, K. (2007). The Intense World Syndrome - An
Alternative Hypothesis for Autism. Frontiers in Neuroscience. 1(1), 77-96.

Massion, J. (2006). Sport Et Autisme. Science & Sport. 243-248.

Mauer, D. M. (1999). Issues and Applications of Sensory Integration Theory and
Treatment with Children with Language Disorders. Language, Speech, and
Hearing Services in Schools. 30, 383-392.

May-Benson, T. A. and Koomar, J. A. (2010). Systematic review of the research
evidence examining the effectiveness of interventions using a sensory
integrative approach for children. American Journal of Occupational Therapy.
64(3), 403-14.

Mazza, M., Derisio, A., and Surian, L. (2001). Selective Impairment of Theory of
Mind in People with Schizophrenia. Schizophrenia Research , 299-308.
McCord, B., Thomson, R., & Iwata, B. (2001). Functional Analysis and Treatment of
Self-injury Associated with Transitions. Journal of Behavioral Analysis. 34,

195-210.

McCracken, J., McGough, J. and Shah, B. (2002). Research Units on Pediatric
Psychopharmacology Autism Network - Risperidonein children with autism
and serious behavioral problems. North England Journal of Medicine. 347,
314-321.

McDougle, C., Naylor, S., Cohen, D., and et al. (1996). A double-blind, placebo-



249

controlled study of fluvoxamine in adults with autistic disorder. Arch Gen
Psychiatry. 53, 1001-8.

Medford, N. and Critchley, H. D. (2010). Conjoint Activity of Anterior Insular and
Anterior Cingulate Cortex: Awareness and Response. Brain Structure
Function. 214,535-549

Mesibov, G., Shea, V., and Schopler, E. (2005). The TEACCH approach to Autism
Spectrum Disorders. New York: Plenum Press.

Miller, L.J., Anzalone, M.E., Lane, S.J., Cermak S.A., and Osten E.T. (2007) Concept
evolution in sensory integration: A proposed nosology for diagnosis. American
Journal of Occupational Therapy. 61, 135-140.

Miller, L. J., and Kinnealey, M. (1993). Researching the effectiveness of sensory
integration. Sensory Integration International. 21(2).

Modi, M., and Young, L. (2012). The Oxytocin System in Drug Discovery for Autism:
Animal Models and Novel Therapeutic Strategies. Hormones and Behaviour.
340-350.

Monastra, V. J., Lynn, S., Linden, M., Lubar, J. F., Gruzelier, J., and LaVaque, T. J.
(2005). Electroencephalographic biofeedback in the treatment of attention-
deficit/hyperactivity disorder. Applied Psychophysiology and Biofeedback. 30,
95-114.

Mottron, L., Dawson, M., Soulieres, 1., Hubert, B., and Burack, J. (2006). Enhanced
Perceptual Functioning in Autism: An Update, and Eight Principles of Autistic
Perception. Journal of Autism Development Disorder. 27-43.

Mundy, P., Sigman, M., Ungerer, J., and Sherman, T. (1986). Defining the Social
Deficits of Autism: The Contribution of Non-verbal Communication
Measures. Journal of Child Psychology and Psychiatry. 657-669.

Muris, P. (1999). The TOM test: A New Instrument for Assessing Theory of Mind in
Normal Children and Children with Pervasive Developmental Disorders.
Journal of Autism and Developmental Disorders. 29, 67-80.

Nackley, V. (2001). Sensory Diet Applications and Environmental Modifications: A
Winning  Combination.  Retrieved 18 December, 2013, from
http://www.ateachabout.com/news/sensory_diet_applications_review.asp

Nackley, V. (2010) Sensory Diet Applications and Environmental Modifications: A
Winning  Combination.  Retrieved 18 December, 2013, from

http://www.ateachabout.com/news/sensory_diet_applications_review.asp



250

National Institute of Neurological Disorder and Stroke ( 2011). National Institute of
Health. [Online] http://www.ninds.nih.gov/disorders/autism/detail_autism.htm
[Accessed 11 Sept 2011].

National Research Council. (2001). Educating Young Children with Autism. National

Academy Press.

Nettleton, S. (26 February, 2008). Unicef . Retrieved 13 October, 2013, from
http://www.unicef.org/infobycountry/malaysia_42976.html
Neurofeedback - New Treatment Approach, n.d., The Attention Learning
Center. http://www.mpccares.com/autism-neurofeedback-treatment.htm
[Accessed 11 February 2012]

News Bureau University of Missouri, 2008. MU Researcher Studies Neurofeedback
to ‘Retrain’ Brainwaves in Children with Autism,
http://munews.missouri.edu/news-releases/2008/0423-autism-brainwaves.php
[Accessed 8 February 2012]

Newmark, P. (1988). Approaches to Translation. Hertfordshire: Prentice Hall

Nida, E. A. (1964). Towards a science of translation, with special reference to
principles and procedures involved in Bible translating. Leiden: Brill.

Nikopoulos, C. and Keenan, M., (2006). Video Modelling and Behaviour Analysis:
A Guide for Teaching Social Skills to Children with Autism. London : Jessica
Kingsley Publishers.

Nikopoulos, C. and Keenan, M., (2004). Effects of Video Modeling on Social
Initiations by Children with Autism. Journal of Applied Behavior Analysis. 37,
93-96.

Obiakor, Festus E. B., Jeffrey P. R. and Anthony, F. (2009). Advances in Special
Education, Vol:19 : Current Issues and Trends in Special Education :
Identification, Assessment and Instruction. Bradford, West Yorkshire:
Emerald Group Publishing

O’ Connor, K. (2012). Auditory Processing in Autism Spectrum Disorder.
Neuroscience Biology Behavioural Review. 836-854.

Oberman, L., Hubbard, E., McCleery, J., Altschuler, E., Ramachandran, V., and

Pineda, J. (2005). EEG Evidence for Mirror Neuron Dysfunction in Autism Spectrum
Disorders. Cognitive Brain Research. 198(24), 190.

Othmer, S., and Othmer, S. (1989). EEG Info. Retrieved 14 January, 2013, from

http://www.eeginfo.com/research/articles/general_4.htm


http://www.ninds.nih.gov/disorders/autism/detail_autism.htm
http://www.mpccares.com/autism-neurofeedback-treatment.htm
http://munews.missouri.edu/news-releases/2008/0423-autism-brainwaves.php

251

Othmer, S., and Othmer, S. (1994). EEG Biofeebdack: Medicine Therapy or Learning?
EEG Spectrum Inc.

Ottenbacher, K., M.A., S., and Watson, P. (1982). Nystagmus Duration Changes in
Learning Disabled Children during Sensory Integration Therapy . American
Journal Of Occupational Therapy. 36, 657-663.

Pan, C. (2009). Age, Social Engagement, and Physical Activity Between Children with
Autism Spectrum Disorders . Research in Autism Spectrum Disorder. 22-31.

Parham, L.D., Cohn, E.S., Spitzer, S., Koomar, J.A., Miller, L.J., Burke, J.P., Brett-

Green, B., Mailloux, Z., May-Benson-T.A., Roley, S.S., Schaaf, R.C., Schoen, S.A.,
& Summers, C.A. (2007). Fidelity in sensory integration intervention research.
American Journal of Occupational Therapy. 61, 216-227.

Pfeiffer, B.A., Koenig, K., Kinnealey, M., Sheppard, M. and Henderson, L. (2011).

Effectiveness of sensory integration interventions in children with autism spectrum
disorders: a pilot study. American Journal of Occupational Therapy. 65(1), 76-
85.

Philip, W., and Cohen, S. M. (1992). The Role of Eye Contact in Goal Detection:
Evidence from Normal infants and Children With Autism or Mental Handicap.
Cambridge University Press, 4, 375-383.

Pineda, J., Brang, D., Hecht, E., Edwards, L., Carey, S. and Bacon, M. (2008). Positive
Behavioral and Electrophysiological Changes following Neurofeedback
Training in Children with Autism Spectrum Disorders. Research in Autism
Spectrum Disorders. 2, 557-581.

Pollock, N. (2005). Sensory Integration: A Review of Current State of the Evidence.
Journal of Occupational Therapy. 6-10.

Prasolova, F. E., and Divitini, M. (2003). Supporting Social Awareness: Requirement
for Educational CVE. The 3rd IEEE International conference on Advance
Learning Technologies. Computer Society.

Prater, M., Carter, N., Hitchcock, C., and Dowrick, P. (2012). Video Self-modeling to
Improve Academic Performance: A Literature Review. Psychology in the
Schools. 49(1), 71-81.

Prupas, A., and Reid, G. (2001). Effects of Exercise Frequency on Stereotypic
Behaviors of Children with Developmetnal Disabilities. Education and
Training in Mental Retardation and Developmental Disabilities. 36(2), 196-
206.



252

Press, A. (2008). Neurofeedback Helps Those With Autistic Disorders, Study Finds.
ScienceDaily. [Retrieved February 10]

Quill, K. (1997). Instructional considerations for young children with autism:
The rationale for visually cued instruction. Journal of Autism and
Developmental Disabilities. 27, 697—-714.

Rajmohan, V. and Mohandas, E. (2007). Mirror Neuron System. Indian Journal of
Psychiatry. 49(1), 66-69.

Ramachandran, V. S. and Oberman L. M. (2006). Broken Mirror. Scientific American
Inc.

Rauch, S., and Foa, E. (2006). Emotional Processing Theory (EPT) and Exposure
Therapy for PTSD. Journal of Comtemporary Psychotherapy. 61-65.

Rayner, C., Denholm, C. and Sigafoos, J. (2009). Video-based intervention for
individuals with autism: Key questions that remain unanswered. Research in
Autism Spectrum Disorder. 3(2), 291-303.

Reilly, C. and Nelson, D. (1983). Sensorimotor Versus Fine Motor Activities in
Eliciting Vocalizations in Autistic Children. Occuaptional Therapy Journal of
Research. 3, 199-212.

Renee, S., Daniel, M., and Sheryl, R. (2004). Neurofeedback and Epilepsy. Academic
Press, 3(1), 214-218.

Rizzolatti, G. F. (2002). Motor and Cognitive Function of the Ventral Premotor
Cortex. Cognitive Neuroscience. 12, 149-154.

Robbins, J. (1997). Biofeedback offers Help to Hyperactive Children. New York: New
York Times.

Robert, W. (2011). Loreta Z-Score Biofeedback and Traumatic Brain Injury.
Neuroconnections. 1(1), 1-17.

Robledo, J., and Donnellan, A. (2008). Properties of Supportive Relationship from the
Perspective of Academically Successful individuals with Autism. Intellectual
and Developmental Disabilities. 46(4), 299-310.

Rodier, P. M., Ingram, J. L., Tisdale, B. and Nelson S, R. J. (1996). Embryological
Origins for Autism: Developmental Anomalies of the Cranial Nerve Nuclei.
Journal of Comparative Neurology. 370:247-61.

Rodney, R., Janice, M., and Jamie, C. (2011). Environment Risk Factor for Autism.
Journal of Emerging Health Threats. 4(10).

Roley, S., Mailloux, Z, Miller-Kuhanek, H., and Glennon, T.(2007).Under- standing



253

Ayres Sensory Integration. OT Practice. 12(17): Suppl. (CE1-7).

Rossiter, T. (2002). Neurofeedback for AD/HD: A Ratio Feedback Case Study and
Tutorial. Journal of Neurotherapy. 6(3), pp.9-35.

Royeen, C., and Lane, S. (1991). Tactile Processing and Sensory Defensiveness. In

Sensory Integration Theory and Practice , 108-133. Philadelphia: F.A. Davis.

Rudy, L.J. (2006). About.com. http://autism.about.com/od/causesofautism/p/recentresearch.htm
[Accessed 24 September 2011].

Rutherford, M.D., Cohen, S.B. and Wheelwright, S. (2002). Reading the Mind in the
Voice: A Study with Normal Adults and Adults with Asperger Syndrome and
High Functioning Autism. Journal of Autism and Developmental Disorders.
32(3), 189-90.

Rutter, M. (1983). Cognitive Deficits in the Pathogenesis of Autism. Journal of Child
Psychology and Psychiatry.24, 513-531

Salvy, S., Mulick, J., Butter, E., R.K., B., and Linscheid, T. (2004). Contingent Electric
Shock (SIBIS) and a Conditioned Punisher Eliminate Severe Head Banging in
a Preschool Child. Behavioural Interventions. 59-72.

Saslow, E. (2003). Medication Treatment for Autism Spectrum Disorders. The Help
Group.

Sapp, F., Lee, K. and Muir, D. (2000). Three-Year-Olds' Difficulty With the
Appearance-Reality Distinction: Is It Real or Is It Apperant? Developmental
Psychology. 36(5), 547-60.

Schertz, H. and Odom, S. (2004). Joint Attention and Early Interention with Autism:
A Conceptual Framework and Promising Approaches. Journal of Early
Intervention. 27(1), 42-54.

Schilling, D., Washington, K., Billingsley, F. and Deitz, J. (2003). Classroom Seating
for Children with Attention Deficit Hyperactivity Disorder Therapy Balls
versus Chairs. American Journal of Occupational Therapy. 57(5), 534-541.

Schleien, S. and Heyne, L. (1988). Integrating Physical Education to teach Appropriate
Play Skills to Learners with Autism. Adapted Physical Activity Quarterly. 182-
192.

Seguinot, C. (1989). The translation process. Toronto: H.G. Publications.

Seo, M., Barrett, L., and Bartunek, J. (2004). The Role of Affective Experience in
Work Motivation. Academy of Management. 423-4309.

Shaw, Steven R. (2002). A School Psychologist Investigates Sensory Integration.


http://autism.about.com/od/causesofautism/p/recentresearch.htm
http://autism.about.com/od/causesofautism/p/recentresearch.htm

254

NASP Communique Oct 2002.

Sheldon, K., and Johnson, J. (1993). Forms of Social Awareness: Their Frequency and
Correlates. Journal of Social Psychology. 19(3), 320-330.

Shukla-Mehta, S., Miller, T. and Callahan, K.J. (2010). Evaluating the Effectiveness
of Video Instruction on Social and Communication Skills Training for
Children with Autism Spectrum Disorders: A Review of the Literature. SAGE
Publications and Hammill Institute on Disabilities. 25(1), pp.26-36.

Sichel, A. G., Fehmi, L. G., and Goldstein, D. M. (1995). Positive outcome with
neurofeedback treatment in a case of mild autism. Journal of Neurotherapy.
1(1), 60-64. http://www.isnr.org/uploads/%281-1%298.pdf [Accessed 11 January
2012].

Sigman, M. D., Kasari, C., Kwon, J. and Yirmiya, N. (1992). Responses to the

Negative Emotions of Others by Autistic, Mentally Retarded, and Normal
Children. Child Development. 63(4), 796-807.

Sigman, M., Dijamco, A., Gratier, M, Rozga, A. (2004). Early detection of core
deficits in autism. Mental Retardation Development Disability Research
Review. 10(4), 221-233.

Silani, G., Bird, G. and Brindley, R. (2007). Levels of Emotional Awarenss and
Autism: An fMRI Study. Social Neuroscience. London: Psychology Press.

Silani, G., Bird, G., Rachel, B., Singer, T., Frith, C. and U., F. (2007). Levels of
Emotional Awareness and Autism: An fMRI Study. Journal of Social
Neuroscience. 1-16.

Siller, M., and Sigman, M. (2002). The Behaviours of Parents of Children with Autism
Predict the Subsequent Development of Their Children's Communication.
Journal of Autism and Developmental Disorders. 77-90.

Simpson, R. (1999). Early Intervention with Children with Autism: The Search for
Best Practices. Journal of the Association for Persons with Severe Handicaps.
218-221.

Singer, H. (2011). Stereotypic Movement Disorder. Handbook of Clinical Neurology.
631-639.

Schreibman, L., Whalen, C., & Stahmer, A. (2000). The use of video priming to reduce
disruptive transition behavior in children with autism. Journal of Positive
Behavior Interventions. 2(1), 3-11.

Shipley-Benamou, R., Lutzker, J.R., and Taubman, M. (2002). Teaching daily living



255

skills to children with autism through instructional video modeling. Journal of
Positive Behavior Interventions. 4(3), 165-176.

Simpson, A., Langone, J., and Ayres, K.M. (2004). Embedded video and computer
based instruction to improve social skills for students with autism. Education
and Training in Developmental Disabilities. 39(3), 240-252.

Slavik, B., Kitsuwa-Lowe, J., Danner, P., J., G., and Ayres, A. (1984). Vestibular
Stimulation and Eye Contact in Autistic Boys. Neuropediatrics. 15, 33-36.

Smith, J., and Arbesman, M. (2008). Evidence-Based Review of Interventions for
Autism Used in or of Relevance to Occupational Thereapy. American Journal
of Occupational Therapy. 62, 416-429.

Smith, P., Cowie, H., and Blades, M. (1999). Understanding Children's Development.
Oxford: Blackwell Publishers.

Smith, T., Eikeseth, S., Sallows, G., and Graupner, T.D. (2009). Efficacy of Applied
Behaviour Analysis in Autim. The Journal of Pediatrics. 151-512.

Sowa, M., and Meulenbroek, R. (2012). Effects of Physical Exercise on Autism
Spectrum Disorders: A Meta-Analysis. Journal of Research in Autism
Spectrum Disorder. 46-57.

Starek, J., and McCullagh, P. (1999). The Effect of Self-modeling on the Performance
of Beginner Swimmer. The Sport Psychologist. 13(6), 269-287.

Sterman, M., and Egner, T. (2006). Foundation and Practice of Neurofeedback for the
Treatment of Epilepsy. Applied Psychophysiology and Biofeedback . 31(1), 21-
35.

Stone, W. (1997). Nonverbal Communiaction in Two and Three-Year-Old Children
with Autism. Journal of Autism and Dvelopmental Disorder. 27(6), 677-696.

T., G. (2011). Autism Support Network. Retrieved 15 October, 2012, from
http://www.autismsupportnetwork.com/news/evaluating-effects-medication-
autism-2292833

Tanner, B., & Zeiler, M. (1975). Punishment of Self-Injurious Behaviours using
Aromatic Ammonia as the Aversive Stimulus. Journal of Applied Behavior
Analysis. 53-57.

Taylor, B. A., Levin, L. and Jasper, S. (1999). Increasing play-related statements in
children with autism toward their siblings: Effects of video modeling. Journal
of Developmental and Physical Disabilities. 11, 253-264.

Thiemann, K., Brady, N., and Fleming, K. (2012). Symbolic Play of Preschoolers with


http://www.autismsupportnetwork.com/news/evaluating-effects-medication-
http://www.autismsupportnetwork.com/news/evaluating-effects-medication-

256

Severe Communication Impairments with Autism and Other Developmental
Delays: More Similarities than Differences. Journal of Autism and
Developmental Disorders. 42(5), 863-873.

Thompson, L., and Thompson, M. (1998). Neurofeedback Combined with Training in
Metacognitive Strategies: Effectiveness in Students with ADD. Applied
Psychophysiology and Biofeedback . 23(4), 243-263.

Tickle, L. (1988). Perspectives in the status of Sensory Integration Theory. American
Journal of Occupational Therapy. 42, 124-167.

Thompson, L., Thompson, M. and Reid, A. (2010). Neurofeedback Outcomes in
Clients with Asperger’s Syndrome. Applied Psychophysiology Biofeedback.
35, 63-81

Thompson, L., and Thompson, M. (1995). Autism/Asperger’s/ obnoxious child, 3 case
histories: How we get positive results with complex ADD clients. Paper
presented at the Annual Conference of the Society for Neuronal Regulation,
Scottsdale, AZ.

Thompson, L., and Thompson, M. (2003). Neurofeedback treatment for autistic
spectrum disorders: Review of 60 cases-principles and outcome. Citation paper
presented at the 34th Annual Meeting of the Association for Applied
Psychophysiology and Biofeedback, Jacksonville, FL.

Vargas, S. and Camilli, G. (1999). A meta-analysis of research on sensory integration
treatment. American Journal of Occupational Therapy. 53, 189-198.

Vernon, D., Schumaker, J., and Deshler, D. (1996). The SCORE Skills: Social Skills
for Cooperative. Kansas: Edge Enterprise.

Vered, M., 2010. Inside the Autistic Mind
http://www.brainskills.co.uk/InsideTheAutisticMind.ntml ~ [Accessed 15 November
2011].

Volkmar, F., Chawarska, K. and Klin, A. (2005). Autism in infancy and early
childhood. Annual Review of Psychology. 56, 315-36.

Volkmar, F., Carter, A., Grossman, J., and Klin, A. (1997). Social Development in
Autism , 2" edn.). New York: John Wiley & Son Inc.

Vygotsky, L.S. (1978). Mind in Society. Havard: Harvard University Press.

Watters, R., & Watters, W. (1980). Decreasing Self-Stimulatory Behavior with

Physical Exercise in Group of Autistic Boys. Journal of Autism and
Developmental Disorders. 10(4), 205-209.


http://www.brainskills.co.uk/InsideTheAutisticMind.html

257

Wellcome Trust (2008, April 8). Rise In Autism Is Related To Changes In Diagnosis,
New Study Suggests. ScienceDaily. Retrieved March 17, 2013.

Werry, J., Carlielle, J., and Fitzpatrick, J. (1983). Rhythmic Motor Activities
(Stereotypies) in Children Under Five: Etiology and Prevalence. Journal of
American Academy of Children Psychiatry. 329-336.

Wetherby, A. and Prutting, C. (1984). Profiles of communicative and social-cognitive
abilities in autistic children. Journal of Speech and Hearing Research. 27, 364-
377.

Wilbarger, P. (995). The Sensory Diet: Activity Programs Based on Sensory
Processing Theory. Sensory Integration Special Interest Section Newsletter. 1-
4,

William, D. (1996). Autism: An Inside-Out Approach. London: Jessica Kingsley.

Wimmer, H., and Perner, J. (1983). Beliefs about beliefs: Representation and
constraining function of wrong beliefs in young children's understanding of
deception. Cognition, 13 (1), 103-128.

Wing, L., and Gould, J. (1979). Severe impairments of social interaction and
associated abnormalities in children: Epidemiology and classification. Journal
of Autism and Developmental Disorders. 9, 11-29.

Yilmaz, ., Yanardag, M., Birkin, B., and Bumin, G. (2002). Effects of Swimming
Training on Physical Fitness and Water Orientation in Autism. Pediatrics
International. 624-626.



	WongSiaoYenPFP2015ABS
	WongSiaoYenPFP2015TOC
	WongSiaoYenPFP2015CHAP1
	WongSiaoYenPFP2015REF



