
www.ijcrt.org                                                      © 2025 IJCRT | Volume 13, Issue 5 May 2025 | ISSN: 2320-2882 

IJCRT25A5219 International Journal of Creative Research Thoughts (IJCRT) www.ijcrt.org k664 
 

Autism Spectrum Disorder: Assessment, 

Management And Intervention – A Case Study 
 

Aakash, Dr. Lavish Chugh 
Graduate (Psychology), Assistant Professor 

Amity Institute of Psychology and Allied Sciences 

Amity University, Noida, India 

Abstract: The present case study explores a comprehensive intervention strategy designed to support a 

child with Autism Spectrum Disorder (ASD), here referred to as “B,” an 10-year-old male diagnosed with 

moderate ASD. The treatment approach integrated behavioral, educational, and family-based strategies 

tailored to address his social communication deficits, restrictive behaviors, and sensory sensitivities. Given 

the importance of early intervention, a structured program was implemented with the cooperation of B’s 

parents, school teachers, and therapists. B showed significant improvements in communication, social 

interaction, and adaptive behavior over a six-month period. This case study demonstrates how a multi-

modal, individualized intervention plan involving Applied Behavior Analysis (ABA), speech therapy, and 

occupational therapy can bring meaningful functional changes in children with ASD. Parental involvement 

and school collaboration were critical in reinforcing therapeutic goals and ensuring consistency in 

intervention. 
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INTRODUCTION 

 

Autism Spectrum Disorder (ASD) is a complex, lifelong neurodevelopmental condition that significantly 

influences an individual's ability to communicate, interact socially, and process information. The term 

“spectrum” reflects the broad range of symptoms, skills, and levels of impairment or disability that people 

with ASD can experience. No two individuals with autism present exactly alike, and symptom severity can 

vary widely. First described by Leo Kanner in 1943 and later expanded upon by Hans Asperger, ASD has 

evolved in both its conceptual understanding and diagnostic criteria (Volkmar & Klin, 2005). The current 

diagnostic framework is outlined in the Diagnostic and Statistical Manual of Mental Disorders, Fifth 

Edition (DSM-5), which recognizes ASD as a single disorder that encompasses previous diagnoses such as 

Autistic Disorder, Asperger’s Syndrome, and Pervasive Developmental Disorder–Not Otherwise Specified 

(PDD-NOS) (APA, 2013). 

Globally, the prevalence of ASD has increased markedly over the last few decades. The Centers for Disease 

Control and Prevention (CDC, 2023) estimates that approximately 1 in 36 children in the United States are 

diagnosed with ASD, with boys being four times more likely than girls to receive the diagnosis. The rise 

in prevalence may be attributed not only to improved diagnostic tools and greater awareness but also to 

changes in diagnostic criteria and increased public health surveillance. Regardless of the cause of this 

increase, the condition has a profound impact on individuals, families, and health systems around the world. 
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Clinically, ASD is primarily characterized by difficulties in reciprocal social interaction, deficits in non-

verbal communicative behaviors, and difficulty developing and maintaining relationships. Many 

individuals with ASD also exhibit restricted, repetitive patterns of behavior, interests, or activities. These 

can manifest as stereotyped movements (e.g., hand-flapping, rocking), insistence on sameness, highly 

fixated interests, and abnormal sensory responses (APA, 2013). Additionally, ASD frequently co-occurs 

with other conditions, including intellectual disability, attention-deficit/hyperactivity disorder (ADHD), 

anxiety, epilepsy, gastrointestinal disorders, and sleep disturbances (Levy et al., 2010). 

The etiology of ASD remains multifactorial, involving a complex interplay between genetic, 

neurobiological, and environmental factors. Twin studies have demonstrated high heritability, and 

numerous genetic mutations and chromosomal abnormalities have been associated with ASD (Geschwind 

& State, 2015). However, no single cause has been identified. Rather, ASD appears to arise from early 

disruptions in brain development, possibly triggered by a combination of genetic susceptibility and 

environmental exposures during prenatal or early postnatal life. These may include advanced parental age, 

prenatal infections, or exposure to certain teratogens (Modabbernia et al., 2017). Neuroimaging studies 

have shown differences in brain volume, connectivity, and activity patterns among individuals with autism, 

particularly in regions involved in social cognition and sensory processing. 

Diagnosis of ASD typically occurs in early childhood, although many individuals—particularly those with 

milder symptoms or compensatory behaviors—are not diagnosed until adolescence or adulthood. Early 

signs may include delayed speech and language development, poor eye contact, lack of joint attention, and 

limited interest in peer interaction. According to the DSM-5 criteria, symptoms must be present in the early 

developmental period and cause clinically significant impairment in social, occupational, or other areas of 

functioning (APA, 2013). Comprehensive diagnostic assessments often involve a multidisciplinary team 

and include standardized tools such as the Autism Diagnostic Observation Schedule (ADOS) and the 

Autism Diagnostic Interview-Revised (ADI-R). 

Early diagnosis is crucial because timely intervention significantly improves outcomes. While there is no 

known cure for ASD, a range of evidence-based interventions can reduce symptoms, improve quality of 

life, and support the development of essential skills. Applied Behavior Analysis (ABA), for instance, has 

shown robust efficacy in enhancing communication, social, and academic skills (Smith, 2010). Other 

effective strategies include speech-language therapy, occupational therapy, social skills training, and 

cognitive-behavioral therapy (CBT), particularly for managing co-occurring anxiety. Parent-mediated 

interventions and school-based supports also play a vital role in enhancing generalization of skills and 

ensuring consistent developmental progress (Zwaigenbaum et al., 2015). Moreover, individualized 

education plans (IEPs) help support inclusive learning environments tailored to the child’s unique needs. 

In addition to behavioral and educational interventions, medical management may be necessary for 

coexisting conditions. Pharmacological treatment is not used to address the core symptoms of ASD but 

may help alleviate associated difficulties such as irritability, aggression, hyperactivity, or anxiety. 

Commonly prescribed medications include selective serotonin reuptake inhibitors (SSRIs), stimulants, 

antipsychotics such as risperidone or aripiprazole, and melatonin for sleep disturbances (Coury et al., 

2012). A comprehensive, person-centered approach that considers the individual’s developmental profile, 

strengths, and challenges is considered the most effective way to manage ASD. 

Despite advances in diagnosis and intervention, individuals with autism and their families often face 

considerable challenges, including societal stigma, limited access to resources, and inadequate service 

provision. Adults with ASD, in particular, may encounter difficulties in employment, independent living, 

and forming relationships. Supportive policies, inclusive practices, and community education are critical 

to promoting acceptance and integration. Cultural differences can also shape the way ASD is perceived and 

treated across societies, affecting everything from symptom recognition to the types of interventions 

offered (Daley, 2004). 

In summary, Autism Spectrum Disorder is a heterogeneous condition marked by social, communicative, 

and behavioral differences that emerge in early childhood and often persist throughout life. Understanding 

ASD requires a multi-dimensional framework that integrates biological, psychological, and social 

perspectives. As awareness grows and research continues to unfold, there is increasing hope for more 

inclusive, compassionate, and individualized support systems that can help individuals with ASD thrive in 

diverse environments. Ongoing research into the genetic and neurological underpinnings of autism, along 
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with improvements in early screening, community support, and intervention efficacy, offers promise for 

better outcomes across the lifespan. 

 

METHOD 

Case History 
“B” is an 10-year-old male from an urban nuclear family, living with his parents and elder sister. B was 

referred to a clinical psychologist by his school counselor due to significant delays in speech, lack of peer 

interaction, and repetitive behaviors observed in classroom settings. His parents reported concerns since 

age two, including delayed language development, lack of eye contact, and unusual sensory responses 

(e.g., hand flapping, aversion to loud noises). 

B was born full-term with no birth complications. Developmental milestones were delayed, especially in 

speech and social domains. There was no family history of neurodevelopmental disorders. Medical 

evaluations revealed no comorbid neurological conditions. He attended a mainstream school but required 

additional academic support. Psychological assessment using the Autism Diagnostic Observation Schedule 

(ADOS-2) and Childhood Autism Rating Scale (CARS-2) confirmed a diagnosis of moderate ASD. 

 

Case Formulation 
Based on the clinical interview, assessments, and parental reports, the formulation highlighted B’s core 

deficits in joint attention, expressive and receptive communication, and peer socialization. Additionally, 

B showed marked repetitive motor behaviors and rigid adherence to routines. He was sensitive to tactile 

and auditory stimuli and had limited imaginative play. 

The case was conceptualized using a behavioral framework, identifying reinforcement patterns that 

maintained repetitive behaviors and avoidance of social interaction. Parental overprotection and 

inconsistent school support further exacerbated his difficulties. However, the family showed high 

motivation for intervention, and R exhibited good non-verbal cognitive abilities, which were strengths for 

therapy planning. 

 

Course of Treatment : A structured, multi-modal intervention plan was developed and implemented over 

six months, comprising the following components: 

i) Applied Behavior Analysis (ABA): A certified ABA therapist worked with B five days a week for 2 

hours per session. Techniques such as Discrete Trial Training (DTT), task analysis, and reinforcement 

strategies were employed to enhance communication, reduce problem behaviors, and improve daily 

living skills (Lovaas, 1987). 

ii) Speech and Language Therapy: Sessions were held twice weekly focusing on increasing verbal 

output, enhancing vocabulary, and improving pragmatic language skills. Augmentative and Alternative 

Communication (AAC) tools were also used during the initial stages. 

iii) Occupational Therapy (OT): OT sessions addressed sensory processing issues, fine motor delays, 

and self-care independence. A sensory integration approach was used to help B manage tactile 

hypersensitivity and improve body awareness. 

iv) Parent Training and Psychoeducation: Parents attended weekly sessions with a psychologist to 

understand ASD, behavior management techniques, and strategies to generalize learned skills at home. 

Visual schedules and token systems were introduced at home to promote structure and consistency. 

v) School Collaboration: Regular meetings with teachers ensured educational accommodations, such as 

the use of a shadow teacher, visual aids in the classroom, and modified tasks tailored to B’s learning 

needs. 
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Challenges Encountered 

 Initial Resistance: B exhibited strong resistance to change, leading to behavioral meltdowns during 

therapy. 

 Parental Stress: High levels of parental stress occasionally disrupted the home implementation of 

strategies. 

 Sensory Sensitivities: Managing B’s reactions to sensory overload (e.g., noise in school) was a 

persistent challenge. 

 

Outcome and Follow-Up 
After six months of consistent intervention: 

 R showed improved eye contact and increased spontaneous verbal communication. 

 He began participating in structured group activities at school with minimal prompts. 

 Self-care abilities such as dressing and feeding improved substantially. 

 Frequency and intensity of tantrums reduced notably. 

Follow-up planning included continuing ABA and speech therapy on a reduced schedule, monthly parent 

check-ins, and a detailed Individualized Education Plan (IEP) at school. Parents were encouraged to 

maintain structured routines and reinforce skills learned in therapy. 

 

CONCLUSION 
This case study underscores the importance of early diagnosis and comprehensive, individualized 

intervention in managing Autism Spectrum Disorder. B's progress highlights how collaborative efforts 

between parents, educators, and clinicians can yield meaningful outcomes even in moderate ASD. 

Continued support and adaptive learning strategies remain essential for long-term success. The case 

reinforces the value of behaviorally-based interventions, family involvement, and systemic coordination in 

the treatment of neurodevelopmental disorders. 
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