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INTRODUCTION 

 Easter Seals is a non-profit organization which provides services and supports to 

more than one million individuals with disabilities and their families each year (Easter 

Seals, n.d.).  Services are provided at 550 sites across the nation, two of which belong 

to Easter Seals North Texas (ESNT) (Easter Seals, n.d.). ESNT strives to create 

opportunities that advance the independence of individuals with disabilities and other 

special needs (Easter Seals North Texas, n.d.b).  With the assistance of the 

Department of Assistive and Rehabilitative Services (DARS), ESNT began its Autism 

Treatment Program (ATP) in April 2008.  This program provides services to children 

between the ages of 3 and 8 years old with a diagnosis of autism.  The ATP is 

committed to providing a comprehensive program utilizing evidence-based practices 

that are culturally responsive and collaborative in nature, regardless of a family’s ability 

to pay (Easter Seals North Texas, n.d.a).   

ATP is a collaboration between ESNT and the Departments of Behavior Analysis 

and Applied Anthropology at the University of North Texas (see Appendix A).  In 

addition to applied behavior analytic (ABA) services, families may receive, under a 

behavioral construct, speech-language pathology, occupational therapy, and physical 

therapy.  ESNT has two treatment sites in the Dallas/Fort Worth metropolitan area.  

Each site provides services Monday through Thursday 8am to 6pm.  Additionally, each 

site contains small intervention rooms and a large playroom. 

According to Lutzker (1994), a program evaluation consists of three elements.  

These elements are outcome measures, social validity, and an evaluation of the cost 

effectiveness of the program.  For the purpose of this study, the evaluation of child 
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outcome data is the primary focus.  This study evaluates the procedures used to 

determine the child outcomes of the ESNT ATP between May 2008 and May 2009.  

This is accomplished by examining the current measures the agency has in place that 

report child outcome and how these compare with measures used in the broader 

behavior analytic autism intervention outcome literature.  Along these lines, child 

progress on individual programming goals and across cognitive, language, fine motor, 

gross motor, social, and self-help domains will be examined.  Lastly, recommendations 

for improvement are provided for the agency.   

 

Outcome Measures 

 Child outcome measures monitoring progress are important when working with 

children with disabilities, including autism.  Federally funded state implemented early 

intervention and special education programs are required to report child outcomes to 

the United States Office of Special Education Programs.  Programs are required to 

report outcome data from three categories: positive social-emotional skills, the 

acquisition and use of knowledge and skills, and the use of appropriate behaviors to 

meet needs (Early Childhood Outcome Center [ECO], n.d.). These outcomes cover 

skills in a variety of developmental domains that are meaningful in the child’s daily life 

and reflect the long-term goal for the children to be active participants in society (ECO, 

n.d.).  This collection of measures is considered a gold standard for assessing outcome. 

 In the same way, interventions for children with autism are also aimed at 

reaching the goal of active participation in society.  There are a variety of outcome 

measures reported in the autism early intervention literature used to determine whether 
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this accomplishment is achieved or not.  These measures range from the 

reclassification of diagnoses to improvements in play and social skills.  While some 

outcome measures are reported more frequently than others, there is variability in how 

these measures are obtained.  Several authors have conducted reviews of the autism 

behavioral intervention literature that classify the ways in which outcome measures are 

frequently reported.  They are divided into the following categories: post-intervention 

educational placement, cognitive status, developmental and achievement status and/or 

progress, autism symptom reduction, the reclassification of diagnosis, and other 

(Dawson & Osterling, 1997; Kasari, 2002; Wolery & Garfinkle, 2002).   

 A review of behavioral interventions for children with autism was conducted for 

this study.  The outcome measures reported in these studies are listed in Table 1 

according to outcome categories suggested in reviews of early intervention autism 

programs conducted by Dawson and Osterling (1997), Kasari (2002), and Wolery and 

Garfinkle (2002).  Many of the studies listed reported cognitive status and/or 

developmental and achievement status and/or progress as outcome measures.  Only 

three studies reported change in the Diagnostic and Statistical Manual of Mental 

Disorders (DSM) diagnosis as an outcome (Bondy & Frost, 1994; Sheinkopf & Siegel, 

1998; Zachor, Ben-Itzchak, Rabinovich, & Lahat, 2007). Each of the measures 

presented in Table 1 are described below. 

  

Post-intervention Educational Placement  

This measure is commonly used to describe child outcomes following early 

intervention services, but has been referred to as a “misleading index of program 
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efficacy at worst” (Wolery & Garfinkle, 2002, p. 470).   Although this measure is widely 

used, there are several problems.  Many studies report this measure without any 

indication of the amount of special supports the children require in the classroom.  Of 

the 13 programs which reported educational placement as an outcome, only three 

included information on the level of support required (Anderson, Avery, DiPietro, 

Edwards, & Christian, 1987; Sallows & Graupner, 2005; Weiss, 1999).  Information on 

the level of supports is important because educational placement can be influenced by 

many factors other than intervention such as parents’ influence on placement and 

policies.   

 

Cognitive Status 

Most of the programs reviewed (17 out of 26) reported the child’s cognitive 

status, or IQ, as an outcome measure.  This measure was obtained using a variety of 

standardized tools such as the Stanford-Binet Intelligence Scale, Bayley Scales of 

Infant Development, Merrill-Palmer Scale of Mental Tests, and the Wechsler 

Intelligence Scale for Children.  Some programs used more than one of the 

standardized tools in order to best accommodate each child’s level of cognitive 

functioning.  Using different measures not only within programs, but across programs as 

well makes comparisons of outcomes problematic (Dawson & Osterling, 1997). This 

measure is also problematic because children with autism are often not familiar with the 

procedures used to administer the tools, and many of the tools lack items to assess 

children with lower cognitive functioning (Wolery & Garfinkle, 2002).   
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Developmental and Achievement Status and/or Progress   

This category encompasses a variety of outcome measures which cover many 

areas of development.  Many of the programs reviewed used multiple measures within 

this category which can make meaningful comparisons difficult (Dawson & Osterling, 

1997; Kasari, 2002).  The Vineland Adaptive Behavior Scales was the most commonly 

used tool in this category.  This measure was used by 15 of the 26 studies reviewed.  Of 

the 16 programs which reported language functioning as an outcome, the majority used 

the Reynell Developmental Language Scales.   In addition, child progress on individual 

instructional programs or objectives (Anderson, Avery, DiPietro, Edwards, & Christian, 

1987; McClannahan & Krantz, 1994; Weiss, 1999), assessments covering domains 

such as cognitive, language, fine and gross motor, social/emotional, and self-care skills 

(Anderson, Avery, DiPietro, Edwards, & Christian, 1987; Reed, Osborne, & Corness, 

2007; Rogers & Lewis, 1999; Strain & Hoyson, 2000), academic achievement (Reed, 

Osborne, & Corness, 2007; Sallows & Graupner, 2005; Smith, Groen, & Wynn 2000), 

and play (Lovaas, Koegel, Simmons, & Long, 1973; Rogers & Lewis, 1999) were also 

used to measure developmental and achievement status and/or progress.   

 

Autism Symptom Reduction 

The use of this measure as an outcome was less common than cognitive status 

and developmental and achievement status and/or progress.  Although it is not a widely 

reported outcome it is a valid measure when the information provided is reliable (Wolery 

& Garfinkle, 2002).  Programs obtained this information using the Autism Diagnostic 
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Observation Schedule, Gulliam Autism Rating Scale (GARS), and the Childhood Autism 

Rating Scale (CARS). 

 

Reclassification of Autism Diagnosis 

 According to Wolery and Garfinkle (2002), this is a valid outcome measure when 

completed by someone who is not aware of a child’s previous diagnosis.  One study 

(Lovaas, 1987) based reclassification of diagnosis on educational placement while 

another (McEachin, Smith, & Lovaas, 1993) based it on cognitive status in addition to 

educational placement.  Because they did not base reclassification on the DSM autism 

diagnosis, these studies were not included in this category.  There were only three 

studies which based this measure on the DSM autism diagnosis (Bondy & Frost, 1994; 

Sheinkopf & Siegel, 1998; Zachor, Ben-Itzchak, Rabinovich, & Lahat, 2007).  

 

Other 

Several of the studies reviewed used outcome measures which did not belong to 

the above categories.  The following measures were included in this category: 

information on children’s social circles, extra-curricular activities, and appropriateness of 

their behavior following treatment (Koegel, Koegel, Harrower, & Carter, 1999), 

measures of undesirable behaviors (Lovaas, Koegel, Simmons, & Long, 1973; Reed, 

Osborne, & Corness, 2007; Wolf, Risley, Mees, 1963), level of parental stress 

(Birnbrauer & Leach, 1993), ratings from the Personality Inventory for Children 

(Birnbrauer & Leach, 1993; McEachin, Smith, Lovaas, 1993; Sallows & Graupner, 

2005), parent satisfaction (McClannahan & Krantz, 1994), initiating and responding to 
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joint attention (Remington et al., 2007), proximity to peers during activities (McGee, 

Morrier, & Daly, 1999), and the observation of behavior with caregivers and peers 

(Strain & Hoyson, 2000). 

In summary, there are several child outcome measures reported in the autism 

early intervention literature. For the most part, many of the studies report outcomes 

which measure the acquisition and use of knowledge and skills (e.g. pre-literacy and 

pre-numeracy skills) and the use of appropriate behaviors to meet needs (e.g. self-help 

skills).  Several studies go beyond one time assessments and address areas of 

particular concern to autism in greater depth and frequency.  These studies measure 

initiations and responses to joint attention (Remington et al., 2007), behavior with 

caregivers and peers (Strain & Hoyson, 2000), proximity to peers during activities 

(McGee, Morrier, & Daly, 1999), and provide information on children’s social circles, 

extra-curricular activities, and the appropriateness of behavior following treatment 

(Koegel, Koegel, Harrower, & Carter, 1999). Altogether, child outcome measures 

reported in the autism early intervention literature address the acquisition and use of 

knowledge and skills, the use of appropriate behaviors to meet needs, and positive 

social-emotional skills.  These outcomes align with those required by the Office of 

Special Education Programs.   

The purpose of this study is to evaluate the procedures used to determine child 

outcomes of the ATP between May 2008 and May 2009.  This will be accomplished by 

first examining the current measures the agency has in place that report child outcome 

and how these compare with measures used in the broader behavior analytic autism 

intervention outcome literature.  Secondly, an analysis of the available data on child 
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progress on individual programming goals and across the domains of cognitive, 

language, fine motor, gross motor, social, and self-help skills will be examined.  Finally, 

recommendations for improvement are provided for the agency.   
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METHOD 

 

Participants 

 This study involved 47 children enrolled in the Autism Treatment Program (ATP) 

of Easter Seals North Texas (ESNT) for a portion of time between May 2008 and May 

2009.   Children who completed the intake and/or assessment process but did not 

receive further services were not included in this study.  Throughout this time period, the 

services of nine children were terminated.  Of these children, three aged out of the 

program and were no longer eligible for services.  Prior to intake, several risk factors 

were identified for each family using a weighted prioritization checklist (see Appendix 

B).  Some of the items included on the checklist include income, parental health, parent 

education, and the availability of alternative caregivers/supports. The information the 

parents provided was used to calculate a risk factor rating, and this rating determined a 

child’s status on the program’s waiting list.  Children were added to the program 

throughout the year as openings became available.  

All participants were between the ages of 3 and 8 years old.  Twenty-eight 

children were between the ages of 3 and 5, and the remaining 19 were between the 

ages of 6 and 8.  All of the children were independently diagnosed with an autism 

spectrum disorder.  One child had an additional diagnosis of Down syndrome and 

another had a diagnosis of attention deficit hyperactivity disorder (ADHD).  The 

participants were diverse in several ways and displayed a wide variety of skills.  There 

was also diversity in the families’ gross incomes with some families making as little as 
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$0 - $25,000 while others made more than $100,000 each year.  Additionally, the 

program included participants who were Hispanic, Asian, White, and African American.   

 

Setting 

 This study took place at the ESNT ATP.  ESNT strives to create opportunities 

that advance the independence of individuals with disabilities and other special needs 

(Easter Seals North Texas, n.d.b).  The ATP is committed to providing a comprehensive 

program utilizing evidence-based practices that is culturally responsive and 

collaborative in nature, regardless of a family’s ability to pay (Easter Seals North Texas, 

n.d.a).  This program was relatively new when this study began.  Prior to April 2008, 

ESNT did not have a program in place to provide applied behavior analytic (ABA) 

services to children with autism.  The ATP is a collaboration between ESNT and the 

Departments of Behavior Analysis and Applied Anthropology at the University of North 

Texas.  Now, in addition to ABA services, families may also receive, under a behavioral 

construct, speech-language pathology, occupational therapy, and physical therapy.   

ESNT has two treatment sites in the Dallas/Fort Worth metropolitan area (see 

Appendix C).  The sites were located about 30 miles apart and both participated in this 

study.  The ATP provided services Monday through Thursday 8am to 6pm at each site.  

Additionally, a Human Rights Committee meeting was held one Friday of each month.  

Thirty-four children attended the program available at the North Dallas site while 13 

children attended the program at the South Dallas site.  Each site contained treatment 

rooms in which 1:1 intervention sessions were conducted and a large playroom.  

Additionally, the North Dallas site also included an additional playroom, outdoor play 
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area, lunch area, conference room, and a schoolroom in which the afterschool program 

was conducted.  The sites also contained additional rooms in which speech-language 

pathology, occupational, and physical therapy sessions were conducted.  In addition to 

these services, families were periodically offered parent-training.   

 

Measures and Data Collection Procedures 

Prior to conducting this study, a set of measures that would be useful in 

evaluating the program and its outcomes was determined.  After this list was 

formulated, another graduate student and I met with the lead board certified behavior 

analyst (BCBA) at ESNT to determine the availability of and the data sources for each 

of the proposed measures.  A second meeting was then conducted with several key 

personnel at ESNT (PhD level applied behavior analysis consultant, vice president of 

clinical services, lead BCBA, and case manager) in order to receive further feedback on 

the existing data proposed for use in this study.  The number of teaching program goals 

mastered and results of the Hawaii Early Learning Profile® (HELP®) (VORT Corp., Palo 

Alto, CA, www.vort.com) were existing data sets that were used to evaluate the child 

outcomes of the program at this point.   

All data were collected by me and another graduate student enrolled at the 

University of North Texas in the Department of Behavior Analysis.  The majority of the 

data collection took place at the North Dallas site.  The majority of client files were 

located at this site and monthly reports for the Department of Assistive and 

Rehabilitative Services were accessible here.  Additionally, the majority of the program’s 

administrative work occurred at this site.  Travel to the South Dallas site was only 
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necessary to access files of the children enrolled at that site.  Data was collected after 

regular business hours and occasionally during operating hours when possible.  This 

information was then entered into spreadsheets designed for each measure.  Data was 

entered on a month to month basis, but for the purpose of this study the data has been 

summarized into a one year summary. 

 

Existing Outcome Category Analysis  

A review of behavioral interventions for children with autism was conducted.  The 

outcome measures reported in these studies have been classified into the following six 

categories:  post-intervention educational placement, cognitive status, developmental 

and achievement status and/or progress, autism symptom reduction, the reclassification 

of diagnosis, and other (Dawson & Osterling, 1997; Kasari, 2002; Wolery & Garfinkle, 

2002).  Table 2 displays the measurement tools used to assess outcomes in each of 

these categories. The studies reviewed along with corresponding outcome measures 

are listed in Table 1.  Many of the studies reported measures of cognitive status alone 

or in combination with developmental and achievement status and/or progress.  In 

contrast, only three studies reported a change in the Diagnostic and Statistical Manual 

of Mental Disorders (DSM) autism diagnosis as an outcome (Bondy & Frost, 1994; 

Sheinkopf & Siegel, 1998; Zachor, Ben-Itzchak, Rabinovich, & Lahat, 2007).  

 

Formal Assessment – Hawaii Early Learning Profile 

The Hawaii Early Learning Profile (HELP) is a curriculum-based assessment 

published by VORT Corporation which assesses development in six domains: cognitive, 
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language, gross motor, fine motor, social, and self-help (see Appendix D).  A 

multidisciplinary pediatric team collaborated to develop this assessment (Parks, 2004).  

The HELP is the most widely used assessment tool to measure outcomes reported to 

the Office of Special Education Programs which address social-emotional skills, the 

appropriate use of behaviors in order to meet needs, and the acquisition and use of 

knowledge and skills (Hebbeler, Mallik, & Kahn, 2008, February).  Of the various 

versions available, the ATP uses the HELP Checklist 0 – 3 years and the HELP 

Checklist 3 – 6 years.  These checklists group the skills in each of the six domains by 

age.  Age ranges for when children typically begin to develop each of the listed skills are 

based on data provided in the literature (Parks, 2004).  In addition to the checklists, 

Inside HELP, an administration manual for the assessment is used.  This manual 

contains guidelines for assessing each of the skills, definitions, and credit criteria 

(Parks, 2004).  No extensive training is required to administer the HELP as it was 

designed for use by individuals who work in early childhood environments (VORT 

Corporation, n.d.).   

The HELP was conducted for each client upon entrance into the ATP.  Results of 

this assessment were then used to identify individual needs and make decisions 

regarding each child’s treatment plan.  During the course of this study, the assessment 

was re-administered for eight children in the ATP.  Criteria for selection for re-

administration of the HELP required that the children be enrolled in the program for at 

least six months.  The children selected display a wide range of skills.   Data was 

analyzed to determine the number of months gained between the initial and second 

administration of the assessment.   
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Data from one child is not reported due to ceiling effects.  This child was in the 6 

to 8 year old age group.  He had advanced skills, comparable or surpassing his same 

age peers in all domains except social and emotional development.  He was assessed 

using the HELP Checklist 3 – 6 years at intake and at follow-up.  At intake, this child 

mastered the gross and fine motor domains of the assessment.  At follow-up, he 

mastered the four remaining domains.  Therefore, the available data does not provide 

an accurate representation of this child’s progress.  For this reason, his data was 

excluded from the results. 

 

Outcomes of Teaching Program Goals 

The second outcome measure reported in this study is the number of program 

goals mastered.  The program’s grant proposal to DARS for funding indicated that 

progress would be monitored to ensure successful acquisition (Easter Seals North 

Texas, n.d.a).  Each child enrolled in the ATP has a set of individualized programs and 

goals, in which their progress is continuously monitored.  Successful acquisition can be 

defined as goal mastery within programs.  For example, using eye contact to request 

various items may be a goal for one child while reading a chapter book and answering 

questions about the story may be a goal for a child with a more advanced skill set.  The 

ATP reports the number of goals each child is working on and the number mastered 

each month to both DARS and parents (see Appendix E).   

For the purposes of this study, each child’s goals from his or her first month of 

treatment were not included in the data.  This decision was made because the time a 

child spends in the program during his or her first month of treatment is not consistent 
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from child to child.   For instance, one child may start the program at the beginning of 

the month while another starts at the end of the month.  This means the first child may 

work towards mastering a goal four weeks out of the month while the second child only 

has a week to make progress on his or her goals before the month ends.   Each of 

these children’s goals are reported to the state and parents in the same manner without 

taking their time enrolled in the program into account.  Program goals were analyzed to 

show the range, average, and total number of goals mastered within the year. 
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RESULTS AND DISCUSSION 

 

Existing and Proposed Measures 

While many of the programs reviewed present outcomes from multiple 

categories, the Autism Treatment Program (ATP) child outcomes fall into a single 

category.  These outcomes can be categorized as developmental and achievement 

progress (see Table 3).  The literature includes numerous measures within the 

developmental and/or achievement progress category.  The outcome measures used by 

the ATP do align with some measures reported in the literature – child progress on 

individual instructional programs (Anderson, Avery, DiPietro, Edwards, & Christian, 

1987; McClannahan & Krantz, 1994; Weiss, 1999) and assessments covering multiple 

domains (Anderson, Avery, DiPietro, Edwards, & Christian, 1987; Reed, Osborne, & 

Corness, 2007; Rogers & Lewis, 1999; Strain & Hoyson, 2000).   

The ATP does not systematically track post-intervention educational placement, 

cognitive status, autism symptom reduction, or reclassification of diagnosis (see Table 2 

for a list of measurement tools which can be used to measure outcomes in each of 

these categories).  In order to include these measures, the program would need to 

gather additional information.  The program may consider reporting educational 

placement with level of support as an outcome.  The current program structure makes it 

difficult to report cognitive status and reclassification of diagnosis as outcomes.  The 

program does not currently have personnel on staff certified to reclassify diagnoses or 

administer standardized assessments to assess cognitive status, but may consider 

building this into the program.   
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Data regarding autism symptom reduction can be gathered using a tool such as 

the Autism Diagnostic Observation Schedule used by Zachor, Ben-Itzchak, Rabinovich, 

and Lahat (2007).  The Autism Diagnostic Observation is a semi-structured assessment 

that can be used to assess autism severity in a wide variety of individuals.  This 

assessment is based on diagnostic criteria, research, and clinical experience (Lord et 

al., 1989).  Furthermore, it provides a rating of the quality of social behavior as opposed 

to a rating based on its absence or limited occurrence (Lord et al., 1989).  This 

assessment includes four modules, each designed for different ages and language 

levels (Western Psychological Services, n.d.).  During this assessment, the 

administrator observes and interacts with the individual using the standardized 

materials.  It has been referred to as the “gold standard” of diagnostic instruments 

(Filipek et al., 1999). 

Additionally, the program may wish to incorporate an outcome measure of social 

functioning that goes beyond items included within the Hawaii Early Learning Profile 

(HELP) assessment (VORT Corp., Palo Alto, CA, www.vort.com).  Qualitative 

impairments in social interaction are characteristic of autism spectrum disorders, and for 

this reason the program may wish to monitor changes in social behavior more closely 

(Dawson & Osterling, 1997).  Such outcomes have been described in the literature 

(Koegel, Koegel, Harrower, & Carter, 1999; Bauminger & Kasari, 2000), but no 

systematic data have been collected to date.  McGee, Feldman, and Morrier (1997) 

provide several benchmarks of social behavior which can be incorporated into the 

program’s outcome measures.  The measured variables include proximity to other 

children, receipt of social bids from other children, atypical behavior, verbalizations, and 
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child focus on other children, adults, and toys.  Collected data can then be compared to 

baseline performances and normative samples in order to gauge progress.  

Furthermore, accomplishments in this area, such as stable and close friendships and 

participation in extracurricular activities, are extremely meaningful to families of children 

with autism.   

Nevertheless, it is important to note the ATP child outcome measures do align 

with the outcomes that federally funded state early intervention and special education 

programs are required to report to the Office of Special Education Programs.  Program 

goal mastery and the HELP assess each of the three required outcomes: positive 

social-emotional skills, the acquisition and use of knowledge and skills, and the use of 

appropriate behaviors to meet needs.   Furthermore, these outcome measures reflect 

the mission of Easter Seals North Texas (ESNT), to create opportunities that advance 

the independence of individuals with disabilities and other special needs (Easter Seals 

North Texas, n.d.b).  A detailed description of both the HELP and program goal mastery 

are included below. 

 

Hawaii Early Learning Profile (HELP)   

 Data from the initial and follow-up HELP is presented for a sample of seven 

children.  The average age when the assessment was initially conducted was 51.8 

months.  At follow-up, the average age of the children was 62.1 months.  Figure 1 and 

Figure 2 display results of the HELP using three trajectories.  This method of displaying 

data from assessments was used in Stahmer and Ingersoll (2004) and was suggested 

by Romancyzk (2000). 
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Each trajectory has a data point for the initial administration of the HELP and one 

for follow-up.  The typical trajectory displays the development of typically developing 

children.  Along this trajectory, the age for each skill domain is equal to the 

chronological age at any given point.  The expected trajectory displays the skill domain 

age expected at follow-up without treatment between the initial and follow-up 

assessment.  The expected trajectory was calculated by multiplying the rate of 

development by the group’s average age at follow-up.  The rate of development was 

calculated for each domain by dividing the average initial score by the group’s average 

chronological age when the HELP was administered at intake.  It is important to note 

that the age for each skill domain is greater along the treatment trajectory than the 

expected trajectory.  The largest differences between the treatment and expected 

trajectories can be seen in the domains of social, fine motor, and language.  Table 4 

includes a detailed description of domain age at intake, expected age, and age with 

treatment for each domain. 

Figure 3 displays the number of months gained between the initial and follow-up 

administration of the HELP.  The top panel displays the average number of months 

gained while the bottom one shows the total number gained.  On average, gains were 

made in each of the six domains.  The largest gains were made in the social, language, 

and fine motor domains.  Months gained ranged from 0 to 33.6 months.  The two 

children with the highest gains were initially assessed using the HELP Checklist 0 – 3 

years, but were assessed with the HELP Checklist 3 – 6 years at follow-up due to the 

amount of progress made over the course of the year. 
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There are several recommendations that can be made concerning this measure.  

First, it is recommended that the HELP be re-administered for all children at regular 

intervals.  Inside Help: Administration and Reference Manual for HELP Birth – 3 years 

(2004) recommends the tool be used for ongoing assessment meaning, skills are filled 

in as they are mastered.  This type of ongoing assessment can be built into the program 

by filling in newly mastered skills on a monthly basis.  While the manual does not 

provide recommendations about how frequently the HELP should be conducted in order 

to assess skills not previously mastered, the program’s grant proposal for funding states 

that re-assessment would occur at six-month intervals (Easter Seals North Texas, 

n.d.a).  Doing so will allow the program to monitor each child’s developmental growth 

not only on a semi-annual basis, but during his or her entire time enrolled in the ATP.  

This information can be summarized and graphed in each child’s charts similar to a 

method a pediatrician may use to monitor changes in weight and height over the years. 

Furthermore, it is recommended the program use an additional assessment tool 

which will allow children with more advanced repertoires to be adequately assessed.  

There is no version of the HELP designed to assess age levels above 6 years old.  This 

limits the amount of progress that can be measured with this tool when used with 

children with more advanced repertoires.  For example, one child mastered the gross 

and fine motor domains of the 3 to 6 years HELP when it was initially conducted.  At 

follow-up the child mastered all domains of the assessment.  Therefore the assessment 

did not show the child’s progress in the two domains initially mastered or the full range 

of months gained in the remaining domains. 
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The Administration for Children and Families Office of Planning, Research, and 

Evaluation developed a resource containing child development instruments which can 

be used to measure outcomes in Head Start programs serving infants and toddlers.  

This resource includes a list of screening and assessment tools including the domains 

covered, the age range the tool was developed for, and additional information which is 

beneficial to consumers (Administration for Children and Families, 2003).  Furthermore, 

there is a detailed summary of each assessment and screening tool.  Three 

assessments covering cognitive, language, social-emotional, and motor domains are 

included in the resource that surpass the birth to 6 years age range.  The Brigance 

Diagnostic Inventory of Early Development-Revised covers skills birth to 7 years, the 

Batelle Development Inventory covers skills birth to 8 years, and the Developmental 

Profile III covers skills from birth to 12 years, 11 months.  While the Developmental 

Profile III covers a larger age range, it is conducted through interview or a parent 

checklist and does not require direct child assessment like the others.   

 

Program Goals Mastered 

 Figure 4 displays the number of goals mastered by children during the year.  The 

3 to 5 year olds mastered twice as many skills as the 6 to 8 year olds.  They also 

attempted almost twice as many goals as the older children.  On average, each of the 3 

to 5 year olds mastered 39.7 goals and each of the 6 to 8 year olds mastered 26.2 

goals.  There is a significant difference in the range of goals mastered between children 

in these two age groups as well.  The highest number of goals mastered by a 3 to 5 

year old was 137 while 54 goals were mastered by a 6 to 8 year old.  Three to 5 year 
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olds mastered more goals each month than 6 to 8 years except for the month of June.  

In June, there was only one 6 to 8 year old and three children between the ages of 3 

and 5 years old.  Another contributing factor is the number of treatment hours received 

by each age group.  The 3 to 5 year olds received an average of 12.53 treatment hours 

per week while the 6 to 8 year olds only averaged 7.58 hours each week. 

Goal mastery is currently reported to DARS and parents on a monthly basis.  It is 

recommended that the program discuss the time unit in order to determine if this is the 

best unit of evaluation for individual children and for the group as a whole.  Goal 

mastery is not currently tracked by skill domain at the group level.  This should be 

considered because it will allow an analysis of program progress, overall child progress, 

and the distribution of goals across domains.  Lastly, because the number of treatment 

hours received affects the number of goals mastered, I recommend this information be 

analyzed together.   

It is difficult to make comparisons regarding goal mastery.  Anderson, Avery, 

DiPietro, Edwards, and Christian (1987) reported progress on behavioral objectives, or 

goals, as an outcome.  While they indicated how many behavioral objectives were 

achieved and the domains addressed by these objectives, there was no indication of 

what constitutes a behavioral objective.  In contrast, Weiss (1999) reported mastery of 

complex curricular goals such as generalized imitation and complex receptive language 

as an outcome.  Under each complex goal, several smaller units comprising it were 

listed.  If the smaller units are viewed as goals as well, this results in a very different 

picture of what goals are tracked.   
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This lack of consistency of the units which constitute a goal makes comparisons 

regarding goal mastery difficult.  There must first be agreement on the units which 

constitute a goal before comparisons can be made. This is a particularly difficult task, 

and “how we decided to group skills, branch into larger or smaller units, in a 

standardized and objective manner is complex, but not impossible” (Ala’i-Rosales, 

1998, p.50).  Recall that while a 3 to 5 year old mastered 137 goals during the year, no 

6 to 8 year old mastered more than 54 goals.  It is possible this can be attributed to 

differences in goal complexity, or the units that constitute a goal (see Appendix F and 

Appendix G).  Despite the apparent and inherent difficulties, it is recommended that this 

continue to be used as a measure of outcome.  Each goal is meaningful within the 

context of the family and teachers who chose them as important to each child’s 

progress.   

 

General Conclusions 

Child outcomes are an important part of a program evaluation (Lutzker, 1994).  

The purpose of this study was to evaluate the child outcomes of the ESNT ATP 

between May 2008 and May 2009 and provide recommendations for improvement.  

This was accomplished by examining the current measures the agency had in place to 

report child outcome and determining how these measures compare with outcome 

measures used in the broader behavior analytic autism intervention outcome literature.  

Additionally, an analysis of the available data on child progress on individual 

programming goals and across the domains of cognitive, language, fine motor, gross 

motor, social, and self-help skills was examined. 
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Several steps were taken to accomplish this.  First, a meeting was conducted 

with key personnel in the agency in order to determine what existing data sets reporting 

child outcome were available.  Results of the HELP and the number of teaching 

program goals mastered were used to report the child outcomes.  After this was 

determined, I, along another graduate student enrolled at the University of North Texas 

in the Department of Behavior Analysis, collected the data from the two ATP sites.  

Next, a review of the behavioral autism intervention literature was conducted.  This 

review indicated that outcome measures have been classified into the following six 

categories: post-intervention educational placement, cognitive status, developmental 

and achievement status and/or progress, autism symptom reduction, reclassification of 

diagnosis, and other (Dawson & Osterling, 1997; Wolery & Garfinkle, 2002; Kasari, 

2002).  The outcomes of the ATP fall into the developmental and achievement status 

and/or progress category suggested in the literature. The program may wish to include 

additional measures regarding adaptive functioning, academic achievement, and autism 

symptom reduction.   

The findings of this study suggest that children enrolled in the ATP between May 

2008 and May 2009 did make progress in the domains of cognitive, language, gross 

motor, fine motor, social, and self-help skills.  This was determined by re-administering 

the HELP for a sample of children in the program.  The largest gains were made in the 

social, language, and fine motor domains of the assessment.  It is recommended that 

this assessment be re-adminstered and analyzed for all children at regular intervals and 

that a supplementary assessment be included for children with more advanced 

repertoires.   
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The children also made progress on individual programming goals.  The 3 to 5 

year olds mastered twice as many skills as the 6 to 8 year olds.  They also attempted 

almost twice as many goals and received almost twice as many treatment hours per 

week than the 6 to 8 year olds.  Because the number of treatment hours received had 

an effect on the number of goals mastered, I recommend that this information be 

analyzed together.  

In summary, during the first year of operation, assessment tools were in place to 

measure child progress.  The children made advances within teaching programs and on 

global measures such as the HELP.  However, in order to have a comprehensive view 

of intervention effects, it will be beneficial if the ATP continues to add measures 

suggested by the outcome research. 
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Figure 1. Average cognitive, language, and social age changes on HELP®.  
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Figure 2. Average gross motor, fine motor, and self-help changes on HELP®.   
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Figure 3. Number of months gained between initial and follow-up administration of 
HELP®.  
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Figure 4. Total and average number of goals mastered May 2008 – May 2009. 
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Table 1 
 
Outcome Measures Classified According to Categories Suggested in Dawson & 
Osterling (1997), Kasari (2002), and Wolery & Garfinkle (2002)  
 

Reference 
Educational 
placement 

Cognitive 
status 

Developmental & 
achievement 
status and/or 

progress 

Autism 
symptom 
reduction 

Change in 
diagnosis 

Other 

 
Wolf, Risley, & 
Mees (1963) 

 

  X   X 

 
Lovaas, Koegel, 

Simmons, & 
Long (1973) 

 

 X X   X 

 
Fenske, 

Zalenski, Krantz, 
& McClannahan 

(1985) 
 

X      

 
Lovaas (1987) 

 
X X     

 
Anderson, 

Avery, DiPietro, 
Edwards, & 

Christian (1987) 
 

X X X    

 
Rogers & Lewis 

(1989) 
 

  X X   

 
Harris, 

Handleman, 
Gordon, Kristoff, 

& Fuentes 
(1991) 

 

 X X    

 
Birnbrauer & 
Leach (1993) 

 

 X X   X 

 
McEachin, 

Smith, & Lovaas 
(1993) 

 

X X X   X 

(table continues) 
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Table 1 (continued). 
 

Reference 
Educational 
placement 

Cognitive 
status 

Developmental & 
achievement 
status and/or 

progress 

Autism 
symptom 
reduction 

Change in 
diagnosis 

Other 

 
Bondy & Frost 

(1994) 
 

X  X X X  

 
McClannahan & 
Krantz (1994) 

 

X  X   X 

 
Sheinkopf & 
Siegel (1998) 

 

 X  X X  

 
Koegel, Koegel, 

Harrower, & 
Carter (1999) 

 

X  X   X 

 
Weiss (1999) 

 
X  X X   

 
McGee, Morrier, 
& Daly (1999)  

 

  X   X 

 
Strain & Hoyson 

(2000) 
 

X X X X  X 

 
Smith, Groen, & 

Wynn (2000) 
 

X X X    

 
Bibby, Eikeseth, 
Martin, Mudford 
& Reeves (2001) 

 

X X X    

 
Eikeseth, Smith, 
Jahr, & Eldevik 

(2002) 
 

 X X    

 
Stahmer & 

Ingersoll (2004) 
 

 X X X   

(table continues) 
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Table 1 (continued). 
 

Reference 
Educational 
placement 

Cognitive 
status 

Developmental & 
achievement 
status and/or 

progress 

Autism 
symptom 
reduction 

Change in 
diagnosis 

Other 

 
Howard, 

Sparkman, 
Choen, Green, & 
Stanislaw (2005) 

 

 X X    

 
Sallows & 

Graupner (2005) 
 

X X X   X 

 
Cohen, Amerine-
Dickens, & Smith  

(2006) 
 

X X X X   

 
Remington, 
Hastings, 
Kovshoff, 

Espinosa, Jahr, 
Brown, et al. 

(2007) 
 

 X X X  X 

 
Zachor, Ben-

Itzchak, 
Rabinovich, & 
Lahat (2007) 

 

 X  X X  

 
Reed, Osborne, 

& Corness 
(2007) 

 

  X X  X 
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Table 2  
 
Outcome Categories and Corresponding Measurement Tools 
 

 
Outcome category 

 
Measurement tools 

 
 

 
 

Educational placement 
 

 
6-point scale based on location and 
integration 
 
Child records 

Parent reports 

 
 
 
 
 
 

Cognitive status 
 

 
Stanford-Binet Intelligence Scale 

Bayley Scales of Infant Development 

Merrill-Palmer Scale of Mental Tests 

Peabody Picture Vocabulary Test 

Wechsler Intelligence Scale for Children 

Leiter International Performance Scale 

 
 
 
 
 

Autism symptom reduction 
 

 
Autism Diagnostic Observation Schedule 

Autism Diagnostic Interview 

Gulliam Autism Rating Scale (GARS) 
 
Childhood Autism Rating Scale (CARS) 

Autism Screening Questionnaire 

 
 

Change in diagnosis 
 

 
Diagnostic and Statistical Manual of 
Mental Disorders 
 

(table continues) 
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Table 2 (continued). 
 

 
Outcome category 

 
Measurement tools 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Developmental & achievement status 
and/or progress 

 

 
Vineland Adaptive Behavior Scales  

Vineland Social Maturity Scale 

Reynell Developmental Language Scales  

Receptive-Expressive Emergent Language 
Scale 
 
Symbolic Play Test 

Peabody Picture Vocabulary Test 

Preschool Language Scale 

Sequenced Inventory of Communication 
Development 
 
Uniform Performance Assessment System 

Early Intervention Profile 

Learning Accomplishment Profile 

Functional Skills Checklist 

Preschool Profile 

Woodcock-Johnson III Tests of 
Achievement 
 
British Abilities Scales II 

Wechsler Individualized Achievement Test 

Play Observation Scale 

Pyschoeducational Profile  
  

(table continues) 
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Table 2 (continued). 
 

 
Outcome category 

 
Measurement tools 

 
Developmental & achievement status 

and/or progress 
 

 
Child progress on individual instructional 
programs or objectives 
 

 
 
 
 
 
 
 
 
 

Other 

 
Personality Inventory for Children 

Parenting Stress Index 

Early Social Communication Scales 

Nisonger Child Behavior Rating Form  

 Developmental Behavior Checklist 

Conners’ Rating Scales 

Achenbach Child Behavior Checklist 

Child records (public agency files, hospital 
records) 
 
Parent reports 
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Table 3  
 
Autism Treatment Program Outcome Measures 

 
Outcome Research Evaluation  

Categories 
 

 
Current ATP Evaluation  

Tools 
 

 
Educational placement 

 

 
------- 

Cognitive status ------- 

Developmental & achievement status 
and/or progress 

HELP® 

Goals mastered 

Autism symptom reduction ------- 

Change in diagnosis ------- 

Other ------- 
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Table 4 

Average Initial, Expected, and Treatment HELP® Ages for Sample of Seven Children 
 

 
Domain 

 

 
Initial HELP age 

(mo) 
 

 
Expected post 

HELP age (mo) 

 
Treatment post 
HELP age (mo) 

 
Cognitive 

 

 
27.3 

 

 
32.77 

 
36.9 

 
Language 

 

 
19.4 

 
23.29 

 
32.8 

 
Social 

 

 
16.4 

 
19.69 

 
32.4 

 
Gross Motor 

 

 
28 

 
33.61 

 
39.9 

 
Fine Motor 

 

 
23 

 

 
27.61 

 
39.4 

 
Self-help 

 

 
25.5 

 
30.6 
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ESNT ATP FLYER 
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APPENDIX B 

ESNT ATP WEIGHTED PRIORITIZATION FORM 
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EASTER SEALS NORTH TEXAS 
AUTISM TREATMENT PROGRAM 

Weighted Prioritization Criteria Form 
 

 
Client Name:  ____________________________________________________________ 
 
Parent Contact Name/ Number:  _____________________________________________ 
 
 

Income:          Points  
100% of poverty level        15 
125% of poverty level        10 
150% of poverty level          8 
175% of poverty level          6  
200% of poverty level          4 
Above 201% of poverty level         2 

 
Medical Expenses:         Points  
Above 50% of net income       15 
40-49% of net income        10 
30-39% of net income          8 
20-29% of net income          6 
10-19% of net income          4 
0-9% of net income          2 

 
Number of children in home:        Points  
6 or more children in home       15 
5 children in home        10 
4 children in home          8 
3 children in home          6 
2 children in home          4 
1 child in home           2 

 
Number of children with disability:       Points  
3 or more children in home       15 
2 children in home          8 
1 child in home           2 

 
Home ownership:         Points  
No ownership, renting        10 
Own 1 home           6 
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Number of cars:         Points  
No car          15 
1 car          10 
2 cars            6 
3 or more cars           2 

 
Single parent family:         Points  
Single parent family        10 
Two parents in home          4 

 
Parent education:         Points  
No High School or GED equivalent for one or both parents   15 
High School or GED equivalent for one or both parents    10 
Some undergraduate courses for one or both parents      8 
Undergraduate degree for one or both parents       6 
Some graduate degree courses for one or both parents      4 
Graduate degree for one or both parents        2 
Higher than a graduate degree for one or both parents      1 

 
Parental Health:         Points 

Documented psychological disorder, substance abuse, or physical 
 disability for one or both parents      15 

 
Occupational status:         Points  
No job          15 
More than 3 job changes in past 12 months     10 
2 job changes in past 12 months         8 
Same job for past 12 months         6 
Same job for past 24 months         4 
Same job for past 36 months or longer        2 

 
Alternative caregivers/ outside supports available:     Points  
No alternative caregivers/ outside supports available    10 
Limited alternative caregivers/ outside supports available (1-2)     6 
Many alternative caregivers/ outside supports available (more than 3)    2 
 
Contact Status:         Points  
Numbers 1- 15 on Interest List       15 
Numbers 16- 30 on Interest List       10 
Numbers 31- 45 on Interest List         8 
Numbers 46- 60 on Interest List         6 
Numbers 61- 75 on Interest List         4 
Numbers 75+ on Interest List         2 
 

 
TOTAL:  __________ 

  (between 23- 165)  
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ESNT ATP PHOTOGRAPHS 
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Large Playrooms 
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Outdoor Play Area 
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Intervention Room  

 
 

Lunch Area 
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APPENDIX D 

NUMBER OF ITEMS IN EACH DOMAIN OF HELP®  
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Domain 

 
Birth to 3 

  
3 – 6 years 

 
Cognitive 

 
159 

  
142 

 
Language 

 
100 

  
122 

 
Fine Motor 

 
146 

  
33 

 
Gross Motor 

 
93 

  
81 

 
Social 

 
94 

  
137 

 
Self-Help  

 
93 

  
107 

 
Total 

 
685 

  
622 
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APPENDIX E 

SAMPLE ATP PARENT MONTHLY REPORT  
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Sample ESNT: Autism Treatment Program 
September  Report & Review 
 

Patient Name (client number): 
John Doe (1234567) 

Additional Services: 
 Speech Therapy   OT     PT    

 Audio    Social Services  

Dates of Service: 

September 1
st
 – 30th 

Progress: 
 Good    

 Fair    
 Poor 

Behavior: 
 Good  Fair  Poor 

 Improving   Limits Progress 

Parent Training: 

n/a 
Attendance: 82%      Prompt: 100% 

 Good 

 Fair 
 Limits Progress  

Attention: 
 Good  Fair   Poor   Improving   Limits Progress 

Frequency of Treatment: 
Monday – Thursday 
4:00 – 6:00 p.m. 

HRC review: 
 Yes 
 No 

 
 

SKILLS ATTEMPTED (September) SKILLS MASTERED 
(September) 

1. Functional Communication – At least 20 independent vocals 
 per 30 minute sample across 3 consecutive sessions 

Steady progress 

2. Engagement in Activities – Engages with at least 3 different  
toys per 30 minute sample across 3 consecutive sessions  

Steady progress 

3. Motor Imitation – Stomp feet, touch elbow, turn around Mastered       9/5/09 

4. Motor Imitation – Jump, turn around, bow Steady progress 

5. Play Imitation – Variety of 1-step actions with car ramp Mastered       9/21/09 

6. Play Imitation – Variety of 1-step actions with doll house Recently introduced 

7. Vocal Imitation – p, n, h Mastered       9/26/09 

8. Vocal Imitation – b, oo, ay Recently introduced 

9. Gross Motor – March in place, walk backwards Improving progress 

10. Fine Motor – Drawing imitation: Vertical and horizontal lines Improving progress 

11. Receptive Labels – Backpack Mastered       9/6/09 

12. Receptive Labels – Cup  Steady progress 

13. Block Imitation – Sequential steps (3 steps) Mastered       9/4/09 

14. Block Imitation – Imitates pre-built structure (2-3 steps) Mastered       9/19/09 

15. Block Imitation – Imitates pre-built structure (4-5 steps) Steady progress 

16. Instruction Following – 2-step (get [known toy] and come 
 here) 

Steady progress 

17.  Peer & Game Play – Sits with peers for 10 minutes with 5 or  
less prompts 

Improving progress 

TOTAL: 17 TOTAL: 6 
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Summary 

John had another great month.  He mastered targets in areas such as receptive labels, gross motor 
imitation, vocal imitation, and block imitation. He does a phenomenal job at imitating pre-built structures 
that consist of 4-5 steps! We have recently introduced new sounds in John’s vocal imitation program.  
John made significant progress in his peer and game play program this month.  We not only saw 
increases in the duration he stayed seated during the game, but a decrease in the number of prompts as 
well.  Due to illness, John only attended 82% of sessions.     
 

Patient/Family comments and concerns:  Agrees with team  Concerned with:       
 
 

Patient/Family Acknowledgement: 

I acknowledge that the above has been discussed with me and I understand and have given my input. 

Signed  ____________________________________________________________ Date _________________  

 Patient  Parent  Guardian 

 Discussed with patient/guardian by  phone  mail by __________________________ on ______________ 

 

 

 Approved by: 

 

 _____________________________    _____________________________    _____________________________  

 ABA Case Manager Senior ABA Coach Speech-Language Pathologist 

 _____________________________    _____________________________    _____________________________  

 Occupational Therapist Physical Therapist Social Services 

Reviewed by: 

 

 _____________________________   _____________________________    _____________________________  

 Other Other Other 

 

 

 

 

 Occupational Therapist Physical Therapist Social Services 
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APPENDIX F 

SAMPLE ATP TEACHING PROGRAM 1 
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Child: John Doe   Start Date:       6/10/08       Stop Date: ___________ 

    
Program:  Matching 

 
Rationale:  

 Teach John to put together items that are associated 

 Increase attention to detail  

 Develop a skill that is often used in playing games 

 Establish a foundation for development of receptive and expressive labeling 
 

Measures: 

 Correct – A correct action within 5 seconds of the instruction 

 Approximation – An approximation of the action within 5 seconds of the instruction 

 Incorrect – Incorrect action within 5 seconds of instruction; correct action, not within 5 
seconds of instruction; no attempt or response 

 
Procedures: 

 Indicate high preference items are available and determine a reinforcer 

 Place at least three objects on the table, spaced well apart from each other 

 Hand John the item that matches one of the items on the table and say, “Match.” 
o If on the third trial he does not respond, gently prompt (hand over hand then 

gestural) to match the sample to the correct item. Differentially reinforce 
prompted and correct responses.  

o Immediately deliver preferred item after he matches correctly or acceptably 
approximates an action (based on previous trials).  

 
Generalization 

 Matching occurs across settings (gym, lunch/art rooms, home, etc.) 

 Matching occurs across people 

 Matching occurs in group settings with peers 
 
Condition Changes:             Date 
            Mastered: 

1. Objects placed on plates                                               

2. Velcro pictures                                                                                      

3. Objects without plates          

4. Pictures (Set 1)        

5. Pictures (Set 2)         

6. Shapes           

7. Sorting (Set 1: Identical items – Blocks, strawberries, bears)     

8. Sorting (Set 2: Non-identical items – Balls, cars, people)      

9. Sorting (Set 3: Non-identical items – Animals, fruit, blocks)      

10. Sorting (Set 4: Non-identical pictures – Apples, birds, cats)      
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APPENDIX G 

SAMPLE ATP TEACHING PROGRAM 2 
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Child: William Doe   Start Date:    5-18-09    Stop Date: __________  
 
Program: Conversation Questions  
 
Rationale:  

 To be able to answer questions  

 Safety purposes; William can answer personal questions 

 Will improve social skills/social appropriateness 

 Will develop a means for social interaction 

 Expansion of language/communication 

 Establish a means of controlling the environment and getting needs met 

 Facilitate answering and asking questions 
 
Measures: 

 Correct – Provides the answer without echoing the question or needing any prompts  

 Approximations – William attempts answer; coach gives prompts  

 Incorrect – No response; incorrect response; or William echoes the question provided by 

coach 
 
Procedures: 

 Provide question/statement 

 Immediately provide prompt (vocal or picture)  

 Do not accept echoed responses  

 Gradually increase the time between question/statement and prompt  

 Represent the question with no prompt in order to assess retention 
 
Generalization 

 Question answering occurs across questions 

 Question answering occurs across settings (school, gym, lunch/art rooms, home, etc.) 

 Question answering occurs across people (teachers, family, coaches, peers, etc.) 

 Question answering occurs in group settings with peers 
 

Condition Changes:                              Date  
      Mastered: 

11. Questions – Mom’s name (Jane), Dad’s name (Joe), your name, live (Dallas)        

12. Questions – Birthday (January 1st), age (6), my name                        

13. Questions – How are you?, school (XYZ Elementary), eye color (brown)            

14. Statement (C) – Statement(W): Name, age, live     

15. Statement (C) – Statement (W): Birthday, mom’s name, eye color              

Modified: Use written question to prompt statement                           

16. Question (C) – Statement (W) – Same Question (W): Dad’s name, age, live 

Modified: Use written question to prompt question (W) 

17. Question (C) – Statement (W) – Same Question (W): Mom’s name, eye color,  

your name                             

(C) = Coach says    (W) = William says
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