
Open Journal of Psychiatry, 2013, 3, 1-4                                                                 OJPsych 
http://dx.doi.org/10.4236/ojpsych.2013.32A001 Published Online April 2013 (http://www.scirp.org/journal/ojpsych/) 

Autism spectrum disorders: The collaborative roles of the 
psychiatrists, educators and parents 

Shernavaz Vakil*, Evonn Welton 
 

University of Akron, Akron, USA 
Email: *svakil@uakron.edu 
 
Received 23 February 2013; revised 26 March 2013; accepted 3 April 2013 
 
Copyright © 2013 Shernavaz Vakil, Evonn Welton. This is an open access article distributed under the Creative Commons Attribution 
License, which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited. 

ABSTRACT 

Autism is a complex disability that requires collabo- 
ration, consultation and communication for provision 
of optimum treatment and intervention. Both psy- 
chiatrists and educators are key to the well-being of 
children and their families and can work together 
successfully in a comprehensive framework. This ar- 
ticle provides information and recommendations in 
order to bridge both disciplinary fields so that this 
framework can be established. 
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1. INTRODUCTION 

Autism, like other mental or developmental disorders, 
does not exist in isolation from the medical, educational, 
and familial environments. A significant advantage pre- 
sent for those with developmental disorders is the link 
with the educational setting. Consultation/collaboration 
with teachers, principals and school psychologist can be 
an invaluable resource for the psychiatrist for both as- 
sessment and on-going treatment. 

2. NEED FOR COLLABORATIVE 
ASSESSMENT 

Recent data from the Center for Disease Control indi- 
cates that approximately 1 in 88 children demonstrate au- 
tism spectrum disorders [1]. Therefore, it is very prob- 
able that a practice specializing in pediatric psychiatry 
will have several patients with autism spectrum disorders. 
It is important that the physician have familiarity with 
the educational system so that the child is provided the 
best possible medical and educational intervention. 

It is further probable that the reason for psychiatric 

referral may be due to acting out behaviors that impact 
learning and peer relationships in the school setting. 
Children with autism frequently display problem behav- 
iors of concern, including aggression and noncompliance 
[2], stereotypy [3], and self-injurious behavior [4]. In ad- 
dition, the intensity of these behaviors, or additional is- 
sues, may result in a serious threat to health and safety. 
For example, serious forms of self-injury, restricted die- 
tary intake, and severe physical aggression often result in 
referral to the psychiatrist and others in the medical com- 
munity. 

In the case of those with milder forms of autism and/or 
adolescents, there may be a referral to either rule out or 
identify co-morbid disorders including, but not limited to, 
obsessive compulsive disorder, avoidant personality dis- 
order, depression, or anxiety. In addition to those prob- 
lematic behaviors found in children, adolescents often 
present with additional issues common to adolescents 
who do not have disabilities. For example, bullying and 
social/sexual issues may be especially challenging for 
students with milder forms of autism. Bullying is a seri- 
ous issue with 77% of parents reporting that their child 
had been bullied at school within the last month [5,6]. In 
all cases, both accurate initial diagnosis and on-going 
communication for determination of treatment efficacy 
are essential [7]. 

In most cases, parents and caregivers will be providing 
information for initial assessment purposes as well as on 
an on-going basis. This is especially important as indi- 
viduals with autism have limited expressive language 
skills and therefore, relying upon their report of subjec- 
tive internal states may be very unreliable and invalid. 
While parents and caregivers are excellent sources of in- 
formation regarding day to day functioning in the home 
setting, this information can be expanded upon or sup- 
ported by accessing information from the school person- 
nel. Autism, by definition, is characterized by qualita- 
tively different social interactions and play [8]. The school *Corresponding author. 
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setting, by definition, is the environment in which dem- 
onstration of those social and play activities expected of 
other children of the same age are essential. At times, the 
parent or caregiver may not recognize the degree or se- 
verity of these behavioral patterns as they simply are not 
as problematic in the home settings. At other times, the 
family may put few demands upon the child in order to 
minimize acting out [6]. 

As children become older, they demonstrate atypical 
social and play activities that will be recognized by the 
educator. Therefore, they may have already had some 
form of psychological/educational assessment prior to 
being referred to the psychiatrist. Most educational set- 
tings are now required to provide initial problem solving 
and intervention strategies prior to identification as a 
child eligible for special education services [9]. If identi- 
fied as eligible, the school will also have an Evaluation 
Team Report (ETR) with multiple sources of information 
including standardized scores on measures of intellectual 
ability, academic achievement, adaptive behavior and re- 
ceptive/expressive language, checklists, surveys, obser- 
vations and interviews. This information can prove to be 
invaluable to the psychiatrist and medical team when plan- 
ning treatment and intervention [7]. 

The ETR contains measures of intellectual ability, aca- 
demic achievement, language skills and adaptive behav- 
ior and provides information regarding the level of per- 
formance in the school setting. While approximately 
70% of children with autism demonstrate mental retarda- 
tion others with more mild forms demonstrate a wide va- 
riety of scatter with some skills being significantly better 
developed than others [10]. Lastly, there are some that 
demonstrate islets of ability (savant skills) which have 
the sometimes misleading appearance of giftedness across 
all skills [11] 

Most psychological/educational evaluations from the 
school also contain information regarding social skills 
and behavior. Educational personnel skilled with Func- 
tional Behavioral Assessment (FBA) and Applied Be- 
havior Analysis (ABA) may prove invaluable to the psy- 
chiatrist. FBA provides objective and quantifiable data 
on the origin and reason for the behavior [12]. It iden- 
tifies, to the best extent possible, the reason that the be- 
havior is occurring and provides direction for services. 
For example, a child may be demonstrating inappropriate 
behavior in order to avoid tasks and requests, as a means 
to obtain a tangible goal such as food, or to obtain atten- 
tion. In addition, some behaviors are not driven by any- 
thing environmental and rather arise from internal states. 
It is also important to know whether these behaviors are 
chronic or acute in nature. For example, a child who has 
a sudden onset of self-injury such as head hitting or hand 
biting, may be experiencing dental problems or head- 
aches. Random aggression may indicate a form of sei- 

zure activity that requires a neurological consult or the 
onset of a psychotic disorder. Because of the aggression 
or self-injury, the child is then referred to the psychia- 
trist for medical management however, without adequate 
information from the school, appropriate treatment may 
not be easily identified and adjusted [13]. 

3. THE NEED FOR COLLABORATIVE 
INTERVENTION AND TREATMENT 
STRATEGIES 

Within the school setting, the optimum form of service 
addresses the needs of the entire child. Much of the time, 
children with autism spectrum disorders are provided 
services in what is referred to as an “inclusive setting”. 
This means that most, if not all, of the children’s school 
day is spent with typically developing children and in the 
regular classroom setting. Lessons and assignments may 
be adapted to facilitate learning and completion. Direct 
instruction and programming may also be directed to- 
ward social skill development. The children’s Individu- 
alized Education Plan (IEP) will reflect all services and 
objectives as identifies and agreed upon by the school 
and family. In other cases, children with autism may not 
be identified as needing any form of special education 
services and function relatively well with typically de- 
veloping peers. While this is sometimes the case, chil- 
dren who has been referred for psychiatric intervention 
will more probably also be identifies as requiring special 
education [13]. 

Unfortunately, the IEP is a basic document that pro- 
vides some, but not necessarily detailed information, for 
the psychiatrist. That is why the psychiatrist may want to 
access additional school information such as the Evalua- 
tion Team Report, if it has been completed. With permis- 
sion, it may also be helpful to contact a principal or 
school psychologist as a point person from whom addi- 
tional information may be obtained. This may be espe- 
cially important for on-going data collection in order to 
determine the success of treatment strategies. 

4. THE NEED FOR COLLABORATION 
AMONG EDUCATORS AND 
PSYCHIATRISTS 

Taken in total, collaboration between the psychiatrists 
and educators should be an ongoing process, where they 
share their expertise to promote the success of students 
with autism. Educators and psychiatrists work closely to 
develop a continuum of services which promote effective 
prevention, assessment and intervention for students with 
autism in schools. Strategies to enhance partnerships be- 
tween educators and psychiatrists to expand the range of 
services provided by schools must include a multidisci- 
plinary approach which includes facilitating access to 
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services through consultation, communication and pro- 
fessional competencies. 

4.1. Consultation 

School based consultations where medical personnel, 
such as psychiatrists and educators collaborate profes- 
sionally to address concerns of clients are increasing. In 
traditional medical settings, psychiatrists work directly 
with children with autism in isolation. In a school-based 
consultation, psychiatrists work primarily with educators 
and parents who have direct contact with the children 
and play an important role in the intervention [14]. 

A variety of targeted educational accommodations 
may be implemented which address the concerns and be- 
nefits for children with autism. A focus on social and 
language intervention, adapting lessons using visual aids, 
and use of computers and media may all be beneficial for 
children with Autism [15]. The psychiatrists may be able 
to suggest these types of strategies during consults or 
team meetings. In addition, psychiatrists are very famil- 
iar with brain functions and may be of assistance for 
bridging the gap between educators and more medically 
based explanations. 

Individual psychiatric services with children may also 
be beneficial. However, they should complement and 
reinforce goals on the IEP and include improving school 
performance, and teach skills which focus on social and 
language development. Care should be taken that goals 
are within a range that the child can accomplish. Addi- 
tionally, psychiatric counseling can also be used to re- 
duce anxiety and depression and improve socialization 
through cognitive-behavioral therapy and social skills 
training. Children with autism who are cognitively aware 
of their social difficulties and learning history tend to be 
more anxious and depressed. The demand for sophisti- 
cated social skills often overwhelms and confuses them 
which in turn exacerbates social deficits leaving them de- 
fensive and vulnerable [16]. Increasing social skills while 
reducing anxiety and depression could be more effective 
if done in the cultural context of schools and their expec- 
tations. Consultation between educators and psychiatrists 
are essential to social success for students with autism. 

4.2. Communication 

School-based consultation is interdisciplinary with pro- 
fessionals sharing expertise to make team decisions. Edu- 
cators are generally responsible for collecting and shar- 
ing information, and planning and monitoring the effec- 
tiveness of interventions implemented in schools. Psy- 
chiatrists should participate actively in the identification 
of the problems associated with autism including co- 
morbidity factors. Additionally, they may actively guide 
the behavior intervention plan focusing on specific be- 

haviors and alternate intervention strategies. Assistance 
may be provided to educators both formally through ma- 
terials and resources and informally through phone calls 
and school visits [14]. 

There are often complex issues surrounding the diag- 
nosis of autism and the subsequent intervention, and of- 
ten the risk for team members and test interpretation is 
placing emphasis on either the individual areas of strength 
or weakness of the child rather than describing the child 
as a whole. Therefore, team members must carefully re- 
view and share clearly explanations of all areas assessed, 
pace the meeting slowly, and frequently check with all 
team members for the need for clarification and ques- 
tions. Meetings such as the IEP provide a natural oppor- 
tunity to clearly communicate goals and objectives and 
should be planned [17,18]. 

Communication between school and psychiatry is also 
essential so that the psychiatrist better understands the 
context of the behavior and the school is aware of medi- 
cation changes and other medical issues. Not only is this 
important for initial diagnostic assessment, but also for 
on-going determination of treatment success. It is impor- 
tant that all stakeholders consider themselves as part of 
the same team of professionals and freely communicate 
(with parental/guardian consent) as needs arise [7]. 

4.3. Professional Competence 

Interdisciplinary participation is critical to effective inter- 
ventions and successful team meetings. How educators 
and psychiatrists perceive themselves and each other sig- 
nificantly impacts participation and collaboration at team 
meetings. Mutual trust, respect and honesty between edu- 
cators and psychiatrists enhance professional partner- 
ships. Professionals must be willing to shed their pre- 
conceived notions and be willing to exchange informa- 
tion and listen to each other [18]. The expertise profes- 
sionals may bring without a focus on the rigid boundaries 
of the roles they play increases the opportunities for op- 
timal interventions [19]. 

Optimal professional competence should be character- 
ized by clearly articulated goals shared by both educators 
and psychiatrists. These goals should be shared in an en- 
vironment where team formal and informal expectations 
and norms are clarified. Language used at team meetings 
should always be professional and exclude a lot of the 
jargon, especially when parents or the individuals are 
present [20]. 

Finally, professional competence should be guided by 
principles which reflect ethical practices. These include 
but are not limited to making sure assessments and in- 
terventions do not harm students physically or emotion- 
ally, confidentiality, developing relationships with fami- 
lies and the student, advocate for the student and conduct 
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[8] American Psychiatric Association (2000) Diagnostic and 
statistical manual of developmental disorders. 4th Edition, 
Author, Washington DC. 

one self and the team with integrity and professional 
judgment [21] 

5. CONCLUSION [9] Finkel, E. (2011) New directions for special Ed. District 
Administration, 47, 51-57. 

In conclusion we would like to emphasize the impor- 
tance of collaboration between educators and psychia- 
trists to enhance interventions for individuals with autism. 
Literature reveals that collaboration is vital to optimize 
success. Psychiatrists and educators should function as 
part of a team where information regarding diagnosis and 
treatment are shared so that interventions are successful 
at both home and school. All team members should be 
encouraged to develop a sense of empathy for how the 
child processes information and their daily frustrations so 
that their individual emotional needs are addressed. While 
educators should access resources to enhance social and 
emotional skills in the school setting, psychiatrists should 
serve as valued consultants to guide educators in the edu- 
cational arena. 
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