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Children can be reliably diagnosed with autism spectrum 

disorder (ASD) by 14 months old (Pierce et al., 2019). In 

addition, autism symptoms, including delayed or limited 

social behaviors and communication, are often present in the 

first year of life in children who are later diagnosed with ASD 

(Webb & Jones, 2009). Early diagnosis is important because 

it facilitates access to intervention. Participation in intensive 

early intervention is among the most important predictors of 

progress in communication and daily living skills in children with 

ASD (Anderson et al., 2014; MacDonald et al., 2014; Orinstein 

et al., 2015; Rogers & Vismara, 2008; Rogers et al., 2014). 

A Multiaxial System

The Diagnostic and Statistical Manual of Mental Disorders, 

Fifth Edition (DSM-5; American Psychiatric Association, 2013) 

is the most common classification system to diagnose ASD 

in the United States. DC:0–5TM: Diagnostic Classification of 

Mental Health and Developmental Disorders of Infancy and 

Early Childhood (DC:0–5; ZERO TO THREE, 2016) is fully 

concordant with the DSM-5 criteria for ASD. Its innovation 

lies in the emphasis on using a developmentally based 

approach to classifying mental health and developmental 

delays during childhood. DC:0–5 also emphasizes that young 

children are embedded within multiple systems that must 

be considered during evaluation, diagnosis, and treatment 

planning. Accordingly, DC:0–5 includes a multiaxial system to 

complement a clinical diagnosis. 
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Abstract

Early diagnosis of autism spectrum disorder (ASD) facilitates access to interventions that improve outcomes for children 

and families. Understanding developmental and behavioral manifestations of symptoms and competencies improves early 

diagnosis. The authors illustrate the benefits of using the ZERO TO THREE DC:0–5TM: Diagnostic Classification of Mental 

Health and Developmental Disorders of Infancy and Early Childhood (DC:0–5, 2016) multiaxial system for assessment of 

young children suspected of having a diagnosis of ASD. DC:0–5 provides a framework for forming rich conceptualizations 

that reflect the influence of the family system, physical health, psychosocial stressors, developmental competence and co-

occurring mental health symptoms and disorders, to promote accurate early diagnosis and enhance treatment planning. 
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Axis I: Clinical Disorders 

Axis I includes clinical disorders and a description of the symp-

toms necessary to meet diagnostic criteria. Axis I is closely 

aligned with DSM-5 (American Psychiatric Association, 2013). 

However, it includes notes about the ways that symptoms may 

manifest in infants and young children, in order to support accu-

rate diagnosis during the first 6 years of life (birth through 5).

Axis II: Relational Context 

DC:0–5 posits that early relationships are critical to all 

children’s development. Accordingly, Axis II of DC:0–5 

focuses on the child’s dyadic relational context, rather than 

focusing solely on the child. Axis II also highlights the ways 

in which caregivers coordinate caring for the child within 

the family system (e.g., arranging for pediatrician visits). The 

e�ects of caregiver behavior on child development have 

been extensively documented, including in families with a 

child with autism (Baker et al., 2011; Ingersoll & Gergans, 

2007; Karst & Van Hecke, 2012; Mandell et al., 2011; Siller & 

Sigman, 2002). Specifically, tension across caregivers can 

contribute to challenges in young children’s adaptation, mood, 

and behavior regulation, and is considered an increased risk 

factor for children with autism (Mazzoni et al., 2018; McHale 

& Rasmussen, 1998). Importantly, there is a bidirectional 

relationship between family functioning and child adjustment 

(Karst & Van Hecke, 2012; Mazzoni et al., 2018; McHale & 

Rasmussen, 1998). An important component of assessment 

includes interviewing caregivers and observing interactions 

between the child and caregivers and among caregivers in the 

family system. 

Axis III: Physical Health Conditions 

and Considerations 

As physical, neurodevelopmental, and mental health are 

interrelated, Axis III provides a framework for considering 

the impact of a child’s physical health on clinical symptoms. 

Axis III directs attention to caregiver pregnancy and perinatal 

complications that can have a direct influence on a child’s 

development. It is particularly important to consider and 

evaluate the physical health of a child with ASD, in light of 

the higher rates of medical conditions that may negatively 

impact development in children with ASD (Bauman, 2010). For 

example, neurological, gastrointestinal, sleep, metabolic, and 

hormonal disorders are highly comorbid with ASD (Bauman, 

2010; Muskens et al., 2017). Some children with ASD express 

pain or physical discomfort through aggression or self-injurious 

behaviors, instead of using verbal communication (Bauman, 

2010). Therefore, providers who work with children with ASD 

should actively promote routine medical assessments. 

Axis IV: Psychosocial Stressors

Axis IV provides a framework for gathering information about 

important stressors that may influence a child, including 

social, economic, housing, employment, legal, or familial 

challenges. It is particularly important to gather information 

about psychosocial stressors during an evaluation for ASD 

because autism confers risk for psychosocial stressors. For 

example, caregivers of children with ASD report higher levels 

of marital discord and financial burden than caregivers of 

children without a disorder (Hartley et al., 2017; Serrata, 2012).  

Social stressors and identities also have a direct impact on 

identification, diagnosis, and prognosis of ASD. For example, 

children from low-income households (Mandell et al., 2005) 

and Latinx and Black children are diagnosed with ASD later 

and experience more di�culty accessing services (Magaña 

et al., 2013; Mandell et al., 2002). 

Axis V: Developmental Competence

Finally, Axis V provides a framework for integrating information 

about a child’s emotional, social, cognitive, language/social 

communication, and motor skills. When diagnosing ASD, it is 

particularly important to consider a child’s mental age and the 

social communication behaviors that would be expected by 

that age (Martínez-Pedraza & Carter, 2009). Doing so helps the 

clinician to understand a child’s social behavior in relation to 

developmental prerequisites and to highlight a child’s relative 

strengths and areas to target during intervention. 

Keeping the DC:0–5 axes and cultural formulation (see 

Box 1) in mind (Sarche et al., 2019), and adding appropriate 

corresponding assessments to obtain a more holistic picture 

of the child, helps enhance case formulation and form an 

individualized treatment plan that engages the family in the 

intervention. This comprehensive assessment paradigm also 

aligns with calls from the autistic self- and family-advocate 

communities to make early autism assessment and intervention 

more compatible with the growing neurodiversity movement 

(Schuck et al., 2021 ). Advocates argue that case formulations 

and resulting intervention goals should be personalized and 

based on a nuanced, balanced understanding of both autistic 

Box 1. What Is a Cultural Formulation?

A cultural formulation helps a provider to appreciate the many ways 

in which a child’s development and behavior are shaped by cultural 

practices and values. As part of a comprehensive cultural assessment, 

the assessor should identify the: (a) cultural identity (e.g., nationality, 

degree of acculturation, race, ethnicity, religion, gender) of the 

child, primary caregivers, and secondary caregivers; (b) cultural 

conceptualizations of the child’s behavior (e.g., the caregivers’ 

interpretation of child behavior, their experience of the behavior, and 

their feelings toward various types of treatment); (c) cultural features 

of vulnerability and resilience (e.g., the child’s primary and secondary 

caregivers, the caregivers’ perceptions of social support and stressors); 

and (d) impact of cultural di�erences between the provider and 

the family, and the way that this may impact provider biases or the 

family’s degree of comfort seeking treatment and disclosing personal 

information (see Sarche et al., 2019 and ZERO TO THREE, 2016, for more 

information on conducting cultural assessments). 
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and neurotypical development and behavior in a variety of 

contexts. In addition, caregivers, particularly those of very 

young children, play a necessary part in the assessment 

process and in shaping the program of behavioral intervention 

for their child. By examining the child in their broader relational, 

social, and cultural contexts as part of the assessment process, 

providers can empower caregivers to make these important 

decisions in a way that incorporates family values and culture 

while also focusing on the child’s individuality.

Clinical Example

The example of Lucas1 and his family that follows illustrates 

how using the DC:0–5 multiaxial approach during diagnostic 

evaluations provides a rich conceptualization of a child 

suspected of autism by focusing attention on the systems that 

influence child development and functioning.    

Presenting Information 

Lucas was a 14-month-old Latinx boy who was followed at 

an infant development follow-up clinic due to a history of 

premature birth and low birth weight. The clinic provides 

early, periodic interdisciplinary assessments and referrals for 

children from birth to 5 years old who are at high risk for 

neurodevelopmental and neurobehavioral problems. Lucas 

was previously evaluated using the Bayley Scales of Infant 

and Toddler Development Fourth Edition (Bayley-4; Bayley 

et al., 2019) at 6 months old. At that evaluation, Lucas’ cognitive, 

language, and motor scores on the Bayley-4 were within 

normal limits for his age. His mother, Mrs. Rivera, completed 

the present evaluation with Lucas. She reported that she had 

concerns about Lucas’ speech, di�culty falling asleep, and lack 

of engagement with her and his twin brother. Lucas’ mother 

noted she was proud of his ability to walk with support and 

his curiosity about objects. She reported that her husband, 

Mr. Rivera, was not interested in attending this evaluation. She 

explained that he is not concerned about Lucas’ development 

and believes that Lucas is just slow to progress and will “catch 

up eventually.” 

Developmental Evaluation 

Mrs. Rivera was interviewed about Lucas’ medical and 

developmental history by a developmental pediatrician. She 

reported that Lucas is a fraternal twin. Lucas lives with his 

father, mother, maternal grandmother, and twin brother. Mrs. 

Rivera and her mother are Lucas’ primary caregivers. However, 

Lucas’ grandmother finds it challenging to manage Lucas’ 

behaviors when his mother is not present. Mrs. Rivera reported 

that she stopped attending church and spending time with 

friends so that she can be with Lucas.. Her husband, Mr. Rivera, 

works long hours, which limits the time he spends with Lucas 

and his brother. Mrs. Rivera stated that she appreciates the 

opportunity to remain home as the primary caregiver and that 

the roles she and her husband have in the supporting the family 

are consistent with their family and cultural values. 

Mrs. Rivera stated that she is proficient in English and Spanish. 

Both languages are spoken at home. However, Mrs. Rivera 

stated that she has attempted to only speak to Lucas in 

English after his pediatrician suggested that exposure to both 

languages may be confusing Lucas and contributing to his 

speech delay. She reported feeling guilty about not speaking 

in her native language to Lucas and feeling as though speaking 

Spanish would help her feel more connected to Lucas. Mrs. 

Rivera explained that her speaking English creates tension 

with her husband and mother, and they have continued to 

speak with Lucas in Spanish. She discussed “familism” (i.e., the 

importance of solidarity among family members) and explained 

that she feels responsible for causing tension in family 

relationships. Mrs. Rivera reported that Lucas does not use 

words to communicate in either language. 

Mrs. Rivera reported a complicated pregnancy with Lucas 

and his twin, which was her first. Specifically, she reported 

preeclampsia and severe nausea during pregnancy. She took 

Zofran during her first 2 months of pregnancy to reduce 

nausea. Lucas and his brother were born at 35 weeks gestation 

via vaginal delivery. Lucas weighed 5 pounds, 7 ounces at birth. 

Lucas remained in the hospital for monitoring for 48 hours, at 

which time he was discharged. 

Mrs. Rivera reported that Lucas attained motor milestones in a 

timely manner. He sat without support by 6 months, crawled 

by 9 months, and walked by 13 months. In contrast, his social 

and language milestones were delayed. At 14 months, Lucas 

smiled, but rarely pointed, showed objects to his caregivers, or 

turned to his caregiver when his name was called. With regard 

to language skills, Lucas babbled but he did not use any words. 

Early diagnosis of autism spectrum disorder is important because it 
facilitates access to intervention.
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1 The clinical presentation of Lucas and his family is based on our composite experiences; We have combined features of many children and families to present a meaningful 
case example of the use of DC:0–5 multiaxial system. 
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Vineland-3 

Lucas exhibited significant delays in his communication skills; 

his receptive language was somewhat more developed than 

his expressive language. Lucas’ daily living skills were also 

very low; he did not cooperate actively in bathing or being 

dressed. Lucas’ socialization fell within the very low range and 

reflected his lack of interest in other children. Consistent with 

observations during the Bayley-4, Lucas’ motor skills fell within 

the average range. 

ADOS-2 

Lucas demonstrated limited social communication behaviors. 

During the evaluation, he babbled with a few sounds, whined, 

and cried periodically, but did not use any words or word 

approximations. Further, when sharing enjoyment, requesting, 

or when frustrated he did not pair his vocalizations with eye 

contact or gestures. For instance, when Lucas wanted the 

examiner to blow bubbles, he walked toward the bubbles and 

tried to reach for them himself, never looking or turning to 

the examiner to enlist her help in any way. Similarly, when he 

was enjoying placing shapes in a container and the examiner 

blocked the container, Lucas moved her hand without looking 

up at her. When verbally prompted with “You do it!”, Lucas 

imitated the examiner’s functional use of toys, including 

making a toy frog hop. However, Lucas did not spontaneously 

demonstrate functional play during free play. He also 

demonstrated unusual repetitive play and sensory interests 

throughout the evaluation, including fixating on the light, 

flicking a doll’s eyelids, running his hand along the bristles of a 

hairbrush, and spinning a car’s wheels repeatedly. 

Dyadic Interaction

The examiner then observed a 15-minute play interaction 

between Lucas and Mrs. Rivera. The examiner invited Lucas and 

Mrs. Rivera to play with the toys in the room and to interact as 

they typically do at home. Lucas and Mrs. Rivera sat facing each 

Mrs. Rivera also reported that Lucas had di�culty falling and 

staying asleep most nights. She explained that she values 

co-sleeping and she has slept with Lucas and his brother in 

their room since the twins were born. Lucas was described as 

a “light sleeper” during infancy, but over the 3 months prior to 

the evaluation he had become increasingly distressed during 

bedtime. Lucas cried for approximately 1 hour most nights 

when he was put to sleep and it was di�cult to soothe him. 

Mrs. Rivera reported that Lucas falls asleep more easily in a 

car and she drove around the neighborhood with Lucas for 

at least 40 minutes every evening to help him fall asleep. She 

noted that Lucas sometimes woke when transferred from the 

car seat to his bed, and he usually had di�culty falling asleep 

again. Lucas’ grandmother helped Mrs. Rivera with bedtime 

routines and started co-sleeping with Lucas’ brother. Mrs. 

Rivera expressed sadness about not being able to co-sleep 

with Lucas’ brother. She also reported that Lucas’ sleep-related 

challenges interfered with her and her mother’s sleep and 

contributed to them feeling tired during the day. 

In addition to the interview with Mrs. Rivera, several 

assessments were administered (see Table 1). Lucas was 

compliant throughout testing and our observations were 

corroborated by Ms. Rivera’s reporting; therefore, results are 

considered an accurate representation of his functioning.

Bayley-4 

Lucas’ scores were corrected for his gestational age. Lucas’ 

motor skills were developing broadly as expected; he grasped 

blocks with his hands, transferred a small item from one 

hand to another, walked with his mother’s support, and stood 

independently. His cognitive skills were in the low average 

range; he looked at pictures with interest and searched for an 

object when it fell to the floor. He did not find blocks hidden 

under a cup. Lucas’ language skills were markedly delayed and 

appear to have declined since his 6-month assessment. He 

sometimes reacted to voices and babbled; he did not respond 

to his name, recognize words, or use language or gestures to 

communicate. 

DC:0–5 emphasizes that young children are embedded within multiple 
systems that must be considered during evaluation, diagnosis, and 
treatment planning.
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Table 1. Assessments and Results 

Assessment Outcome

Developmental Functioning

Bayley Scales of Infant 
Development–Fourth Edition 
(Bayley-4; Bayley et al., 2019) 

•  Motor skills = Average
•  Cognitive skills = Low average
•  Language skills = Markedly delayed 

Adaptive Skills

Vineland Adaptive Behavior Scales–
Third Edition, (Vineland-3; Sparrow 
et al., 2016) 

•  Motor skills = Average
•  Communication skills = 

Extremely low 
•  Daily living skills = Very low 
•  Socialization skills = Very low 

Autism Symptoms

Autism Diagnostic Observation 
Schedule Second Edition, Toddler 
Module (ADOS-2; Lord et al., 2012) 

•  Moderate-to-severe concern 
for autism
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other on a play mat. Mrs. Rivera demonstrated positive a�ect 

and high responsivity and directiveness. 

Consistent with his earlier behavior in the ADOS, Lucas 

repeatedly flicked a doll’s eyelids, spun the wheels of a toy car, 

and lined up toy cars along a windowsill. Mrs. Rivera asked 

Lucas questions and provided several directives to suggest 

ways to play with the toys functionally (e.g., “make your car 

drive” “do you want to race?”), but Lucas did not respond or 

follow her directives. Mrs. Rivera then o�ered Lucas a snack. 

Lucas did not respond when his mother asked “Lucas, do you 

want Cheerios?” but he ate the snack when it was placed in 

front of him. He whined and walked toward his mother’s bag 

when he finished his snack; Mrs. Rivera immediately provided 

more Cheerios. 

Interdisciplinary Team Consultation Meeting 

Following the evaluation, the interdisciplinary team (consisting 

of a developmental pediatrician, licensed clinical psychologist, 

and social worker) working with Lucas and his family met 

to discuss their impressions and formulate a diagnostic 

summary and treatment recommendations. After a brief 

presentation from each provider on Lucas’ family history, 

health and developmental history, current developmental 

functioning, social–communication functioning, and 

behavioral symptomology, there was disagreement among 

team members regarding whether Lucas should be given a 

diagnosis of ASD or early atypical ASD, which is a diagnosis for 

children showing impairment who do not meet full criteria for 

ASD. The developmental pediatrician stressed that 14 months 

felt very early to give an ASD diagnosis, especially considering 

Lucas’ premature birth and his strengths. She wondered about 

suggesting that the family return to the clinic in 6 months for 

a re-evaluation. The clinical psychologist supported giving an 

ASD diagnosis because of Lucas’ developmental risk factors; 

his clear deficits in social communication, play, language, and 

adaptive functioning; and his mother’s high levels of concern 

regarding Lucas’ delays. She noted that Lucas’ language was 

significantly more delayed at 14 months than it had been 

at 6 months (a slow regression that is consistent with ASD 

development; Pearson et al., 2018). Finally, she noted that 

Latinx children whose primary language is Spanish experience 

barriers to early diagnosis of ASD due to fewer providers 

o�ering developmental screeners in Spanish and families’ 

di�culty accessing developmental specialists (Zuckerman 

et al., 2013). Therefore, she advocated for the importance of 

addressing this diagnostic disparity and diagnosing ASD in 

young children when symptoms are present. 

The team reviewed the DC:0–5 criteria included in the diag-

nostic algorithm for ASD and came to consensus on a diagnosis 

based on evidence of each of the social–communication and 

zerotothree.org/focusingonrelationships
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Challenges and Pathways to Resilience
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This exceptional guide provides knowledge and practical strategies to 

address the mental health challenges of families of infants and young 

children who are at risk for or have medical, social–emotional, health 

care, and special educational needs or disabilities. Anyone who works 

with young children from birth to 5 years old and their families will find 

this book to be invaluable in helping support positive mental health 

outcomes for newborns, toddlers, and preschoolers.
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Infants and Young Children

Copyright © 2021 ZERO TO THREE. All rights reserved. For permissions requests, visit www.zerotothree.org/permissions



25ZERO TO THREE   •   DECEMBER 2021

restrictive and repetitive behavior symptom criteria as well as 

the presence of impairment. Lucas also demonstrated symp-

toms consistent with criteria for sleep onset disorder including 

requiring more than 30 minutes to fall asleep most nights and 

related impairment to Lucas and his caregivers. (See Table 2).

Feedback to Caregivers 

Mrs. Rivera attended the feedback meeting alone. The 

clinician made clear that she could be available to meet with 

Mrs. Rivera’s husband and mother to discuss the results of 

the evaluation and the recommendations in Spanish. The 

team presented their findings to Mrs. Rivera using the DC:0–5 

multiaxial framework. This approach provided her with a holistic 

and comprehensive overview of Lucas’ strengths and areas for 

further development, especially as it related to the family culture 

and values. 

The clinician provided information about ASD, linked the 

corresponding behaviors they observed in Lucas (see 

Table 1), and recommended that Lucas participate in Part 

C: Early Intervention services. The providers explained that 

although an ASD diagnosis at 14 months is generally stable, 

approximately 12–15% of individuals diagnosed before 3 

years old lose their diagnosis (Giserman-Kiss & Carter, 2020). 

The clinician also diagnosed Lucas with sleep onset disorder 

and reviewed the DC:0–5 criteria for the disorder with Mrs. 

Rivera (see Table 1). The clinician explained that children 

with ASD have a high rate of comorbid clinical disorders 

(Bauman, 2010; Gillberg & Billstedt, 2000), including sleep 

problems. She summarized the information that Mrs. Rivera 

shared regarding her preferences for co-sleeping and the 

ways in which she responds to Lucas’ sleep challenges. The 

clinician explained that, like Mrs. Rivera, many parents of 

children with anxiety or sleep-related concerns report high 

accommodation of their children by changing their behavior 

or family routines in order to reduce their children’s distress 

(Chevalier et al., 2021; Thompson-Hollands et al., 2014). Higher 

accommodation is associated with higher maternal distress and 

more severe sleep problems in children (Chevalier et al., 2021; 

Thompson-Hollands et al., 2014). The clinician provided 

Table 2. DC:0–5 Diagnostic Summary  

Axis  Findings Source

Axis I: Clinical 
Disorders 

Autism spectrum disorder 

Social–Communication Symptoms 

•  Atypical social approach: Lucas consistently approached his mother and the examiner without eye contact 
•  Limited initiation of joint attention: Lucas did not involve his caregiver during free play or when he was frustrated 

or needed help (e.g., with the shape sorter or bubbles) 
•  Lack of integration of nonverbal and verbal behaviors: Lucas did not pair his vocalizations (e.g., whining) with 

eye contact or gestures 
•  Di�culties engaging in spontaneous pretend play: Lucas did not demonstrate spontaneous functional play
•  Lack of interest in peers: Lucas did not demonstrate interest in his brother or in other children. 

Repetitive and Restrictive Behaviors 

•  Repetitive use of objects: Lucas was observed to repeatedly spin the wheels of a toy car 
•  Unusual engagement with sensory aspects of the environment: fixation on light, flicking a doll’s eyelids, and 

playing with the rough bristles of a hairbrush. 

Sleep onset disorder 

•  Lucas requires 30–60 minutes to fall asleep on most nights. 
•  Sleep problem is not better explained by another disorder. 
•  Mrs. Rivera’s accommodation causes her and her mother distress and interferes with their sleep. 

•  Developmental 
interview

•  ADOS-2

Axis II: Relational 
Context 

Caregiving Dimension

Mother–child: Level 2—strained to concerning relationship (high accommodation from mother, mother is very 
engaged and responsive, however, child often demonstrates low levels of engagement and reciprocity); 

Father–child: Level 3—compromised to disturbed relationships (insu�cient engagement overall); 

Caregiving Environment: Level 3–compromised to disturbed caregiving environment. Lucas’ parents are 
conflicted about how to handle his developmental delays and challenging behavior and also have other sources 
of marital conflict. Parents have trouble regulating their own emotions when Lucas has trouble sleeping or does 
not follow directions. The family relationships reflect irregular engagement and some role imbalance. 

•  Developmental 
interview

•  Parent–child play 
observation 

Axis III: Physical 
Health Conditions 
and Considerations 

Premature birth; no other physical health concerns; language delay •  Developmental 
interview

•  Bayley-4 

Axis IV: Psychosocial 
Stressors

High parent stress managing child’s challenges; some parental conflict regarding child’s delays; lack of parent 
social/community support

•  Developmental 
interview

Axis V: 
Developmental 
Competence

Child demonstrates age adequate motor and physical functioning, but shows delay/regression in cognitive 
functioning, receptive language, expressive speech, adaptive skills, and social communication and has restricted 
range of emotions and compromised social–relational capacities.

• Bayley-4
• ADOS-2
• Vineland-3 
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recommendations that honored the family’s co-sleeping 

preferences and introduced a behavioral therapist to address 

sleep hygiene, including collaboratively planning for reductions 

in parental accommodation. 

Completing an observation of parent–child behavior allowed 

the clinician to learn about Mrs. Rivera’s strengths, including 

her high responsivity and engagement. The clinician shared 

her impression of Mrs. Rivera’s strengths as a caregiver, 

including that she (1) is attuned to Lucas’ preferences and 

needs, (2) readily spends time with him and tries to engage 

him in play and other developmentally appropriate activities, 

and (3) e�ectively provides comfort when he is distressed. In 

addition, she shared information about Lucas’ strengths and 

interests that were observed, including his strong preference 

for toy cars. The clinician recommended that Mrs. Rivera enroll 

in a parent-mediated Naturalistic Developmental Behavioral 

Intervention in order to leverage her strengths as an involved 

caregiver. She explained that these interventions are based on 

developmental and behavioral theory and teach parents to use 

naturalistic intervention techniques to promote their children’s 

social communication during play and other daily routines 

(Dai et al., 2021; Ingersoll & Wainer, 2013). Also, parent-

mediated interventions increase the dose of intervention and 

the generalization because caregivers are able to practice 

skills with their children throughout the day across a variety 

of contexts (Sachse & Von Suchodoletz, 2008). The clinician 

informed Mrs. Rivera that by participating in a parent-mediated 

intervention (e.g., JASPER, Goods et al., 2013; Project Impact, 

Ingersoll & Wainer, 2013), she will learn to imitate Lucas’ play 

in order to make play interactive, and then to introduce new 

ways of playing and elaborate on play routines that Lucas 

enjoys in order to encourage Lucas’ increased flexibility and 

functional play. Mrs. Rivera will also be taught prompting and 

reinforcement strategies to encourage Lucas’ functional use of 

language and social communication. 

Further, the clinician noted high levels of family stress, 

especially surrounding Lucas’ lack of social engagement and 

sleep issues, as well as in relation to his caregivers’ di�ering 

views of his current functioning and needs. The clinician 

acknowledged that raising a child with ASD can increase stress 

in and between caregivers, particularly given the caregivers’ 

lack of consensus about Lucas’ development. The team 

requested Mrs. Rivera’s permission to arrange a meeting with 

Mr. Rivera (either alone or with Mrs. Rivera) to explain the 

ASD diagnosis and support his view that using Spanish in the 

home was appropriate. Specifically, the clinician explained 

that bilingual caregivers of children with ASD often believe 

that learning more than one language is deleterious for their 

children’s language development, and this notion is often 

corroborated by providers (Bird et al., 2016; Ijalba, 2016). In 

most cases, caregivers opt to speak to their children in the 

culture-dominant language, even when this language is not the 

caregiver’s native or proficient language (Hampton et al., 2017; 

Kremer-Sadlik, 2005; Yu, 2013), just as she did. The clinician 

emphasized that this decision has negative consequences for 

children and their families. For example, children are often 

exposed to less language at home if the caregivers are not 

communicating with their child in their dominant language 

(Altan & Ho�, 2018; Place & Ho�, 2011) and caregivers 

frequently report reductions in the quality of parent–child 

interactions when they are not communicating in their native 

language. The clinician noted ways in which these reductions 

can cascade into greater social communication impairments 

in children with ASD (Beauchamp & MacLeod, 2017; Charman, 

2003; Kremer-Sadlik, 2005). Finally, the clinician normalized 

that many caregivers express sadness when they feel as though 

they cannot speak with their children in their native language 

and they report that communication feels more strained when 

they speak in a nondominant language (Hampton et al., 2017; 

Yu, 2013). The clinician stated that despite the pervasive 

notion that dual language exposure contributes to language 

delays in children with ASD, there is no empirical evidence 

to support this claim. In fact, research has documented that 

being exposed to one versus two languages does not influence 

the age at which language milestones are attained nor overall 

language skills in children with ASD (Beauchamp & MacLeod, 

2017; Dai et al., 2018; Drysdale et al., 2015; Ohashi et al., 2012; 

Petersen et al., 2012; Valicenti-McDermott et al., 2013). The 

clinician shared her hope that she could engage Mr. Rivera in 

supporting Lucas’ language acquisition by continuing to speak 

with him in both languages and by framing the recommended 

interventions as the supports that Lucas would need to have 

the best chance of catching up versus losing further ground. 

The clinician conveyed her hope that Mrs. Rivera’s confidence 

in resuming to speak with Lucas in both Spanish and English 

would reduce tension with her husband and mother and 

increase familism, thereby increasing her emotional well-

being. Finally, the clinician normalized that caregivers often 

experience a variety of feelings when their child receives a 

diagnosis of autism and caregivers may have di�erent strategies 

to cope with these feelings. Mrs. Rivera was encouraged to 

initially share the diagnosis only with people who would be 

supportive of her, allowing her time to process this information. 

DC:0–5 posits that early relationships are critical to all children’s 
development. 
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Last, the clinician explained that children who have a first-

degree relative with ASD are more likely to have symptoms of 

ASD (Messinger et al., 2013; Ozono� et al., 2011). Heritability 

for ASD is even higher for male fraternal twins, with heritability 

ranging from 31–40% (Ronald & Hoekstra, 2011; Rosenberg 

et al., 2009). Therefore, the clinician noted that it is fortunate 

that Lucas’ twin is being monitored by the infant development 

follow-up clinic. She recommended that Mrs. Rivera continue 

to attend follow-up appointments with both Lucas and 

his brother. 

Conclusion 

DC:0–5 provided a framework for Lucas’ providers to gather 

information about his overall functioning and to consider 

the sociocultural and familial environment in which he 

is being raised. This holistic approach allowed providers 

to learn about the factors that impacted Lucas’ mental 

health, development, and family well-being, and to tailor 

recommendations accordingly. 
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As physical, neurodevelopmental, and mental health are interrelated, Axis III 
provides a framework for considering the impact of a child’s physical health 
on clinical symptoms. 
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