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I. Abstract 

 Occupational therapy is a healthcare career that strives to help individuals suffering from 

disabling conditions live successfully and independently. Occupational therapists work with 

many different populations, including children with autism. Autism is a developmental disability 

that involves delays and impairments in social skills, language, and behavior. It is a spectrum 

disorder, which means that the degree to which children are affected by autism can vary.  

Occupational therapists use a variety of intervention methods in order to improve the lives of 

children with autism. In this paper I incorporate my personal experiences with the research I 

have completed. The intervention methods discussed in this report include Sensory Integration 

Therapy, Sound-Based Interventions, Hippotherapy, and Handwriting Therapy.     
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II. A Personal Note 

 “Help me go across the monkey bars, Renate!” Sam (a pseudonym) shouts excitedly. 

Wrapping my arms around his lower body, I lift a five-year-old Sam up so he can reach the bars. 

I shuffle forward step-by-step as he grabs the upcoming bars. Soon, my arms begin to give out. 

“You’re almost there!” I say, directed towards myself as much as to Sam. When we reach the 

end of the monkey bars, I lower a prideful Sam to the ground. A little girl at least one year 

younger than Sam flies across the bars all by herself, but Sam doesn’t notice. To him all that 

matters is that he made it across—me carrying him the whole way or not. With the hint of a smile 

on his face, he says “Again.” There go my arms, I think to myself. But out loud I say “Of 

course!” and hoist all 50 pounds of Sam up to reach the bars once again. 

I began working as a caregiver for Sam two summers ago, when he was three years old. 

When Sam’s parents hired me, they didn’t mention anything about developmental difficulties. As 

soon as I started working, however, I noticed that something was different about Sam’s behavior 

compared to other children his age. He had very poor social skills. He often wouldn’t respond 

when I asked him a question, he never looked me in the eyes, and he ignored other kids on the 

playground. Finally, almost a year later, books with titles such as Helping Children and Parents 

Understand Autism began to appear in Sam’s house. This confirmed my suspicion that Sam 

wasn’t just a difficult, poorly mannered child—he was struggling with being on the autism 

spectrum. Sam’s parents still hadn’t talked with me about his disorder, so I developed my own 

strategies and skills for helping Sam live his daily life to the fullest. Not only did I create 

strategies to help Sam with his behavioral difficulties, I also strived to improve his physical 

abilities—last summer I even taught him how to swim. The skills I developed to help Sam get 

through the day also helped me get through my day as his caregiver. I had never worked with a 
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child quite like Sam. He required a large amount of patience, creativity, and understanding, but 

the rewards of seeing him proud and happy were worth it.      

It was Sam, in fact, who led me to discover the career of Occupational Therapy. I had 

taken him to a therapy appointment his mom had scheduled, and his therapist invited me to 

observe the session. Sam first worked on his speech and “talking with his eyes,” and then 

explored a matted play area where the therapist helped him master different physical activities 

and skills. While watching the therapist work with Sam, I realized that it was not only something 

I could see myself doing, it was something I wanted to do.  This is why I chose to write my 

honors thesis on occupational therapy and children with autism—these are two topics in which I 

am very interested. When I was first introduced to the career through Sam, I initially assumed 

occupational therapists worked only with children. Since then, I have conducted interviews with 

and/or shadowed occupational therapists in many different settings: the school system, home 

health care, private practice, and the pediatrics unit of a hospital. Although occupational 

therapists work with a wide variety of people in a wide variety of settings, it seems the 

underlying goal of occupational therapists is the same: to improve the daily lives of others who 

have a disability or who have suffered some sort of disadvantage. I hope to become an 

occupational therapist in the future, and by researching the intervention methods used for 

children with autism I now have a solid understanding of the type of work I could be doing in the 

field.    

Today, Sam’s parents are open with me about his disorder, which was ultimately 

diagnosed as Asperger’s disorder, a disorder on the Autism Spectrum. Occupational therapy has 

helped and will continue to help Sam improve some of the difficulties his disorder causes him, 

along with all children who are being treated by occupational therapists across the country.   
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III. Occupational Therapy—What Is It? 

 When I tell people that I am going to graduate school for occupational therapy, I often 

receive confused looks and unsure responses. “Oh, so you’re going to help people find a job?” or 

“…and what exactly is that?” Although increasing in use, occupational therapy does not seem to 

be a very well-known career. In fact, when asked to explain what the career is, I find that I 

struggle to describe it to its fullest. What I usually come up with is that “occupational therapists 

work with individuals who suffer from a disabling condition to improve their ability of 

performing tasks in everyday life.” It has been said that occupational therapy promotes “skills for 

the job of living” (American Occupational Therapy Association, 2010). According to the 

American Occupational Therapy Association, occupational therapy is a “science-driven, 

evidence-based profession that enables people of all ages to live life to its fullest by helping them 

promote health and prevent—or live better with—illness, injury or disability.” This disabling 

condition can be physical, mental, emotional, or developmental, and can range from a child with 

ADHD to an elderly person who has suffered a stroke. Occupational therapists work in a variety 

of settings with people of all ages. Settings can include schools, hospitals, nursing homes, home 

health, outpatient rehabilitation clinics, psychiatric facilities, and community health programs. 

The American Occupational Therapy Association divides occupational therapists’ areas of 

practice into six general categories:  

1. Children and Youth  

2. Health and Wellness 

3. Mental Health 

4. Productive Aging 

5. Rehabilitation, Disability, and Participation  
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6. Work and Industry      

 
 In order to become an occupational therapist, one must obtain a Masters in Occupational 

Therapy (MOT), a Master’s of Science in Occupational Therapy (MSOT), a Masters of Art in 

Occupational Therapy (MAOT) or a Doctorate of Occupational Therapy (DOT) from an 

accredited school. Typically the Masters in Occupational Therapy is a 2 to 2.5 year program 

which includes six months of fieldwork. One must then pass the National Board for Certification 

in Occupational Therapy exam in order to become a registered occupational therapist (OTR). 

Furthermore, you must become licensed in the specific state within which you plan to work. For 

a look at what kind of classes a Masters in Occupational Therapy program entails, the following 

is a list of the required classes for the MOT program at the University of Illinois-Chicago:  

OT 401     Occupational Performance in Adults and Adolescents.  4 hours.  This course 
reviews the primary developmental aspects and roles of adolescence and adulthood.  Personal 
and environmental factors that influence occupational performance and prevention and wellness 
models to facilitate occupational functioning are discussed in depth.  
 
OT 406     Development of a Therapeutic Self.  3 hours.  Emphasizes understanding and 
developing foundational skills in therapeutic use of self and forms of therapeutic reasoning. 
Group theory and process is introduced and group leadership skills will be developed.   
 
OT 407     Introduction to Occupational Therapy Practice.  2 hours.  Overview of the role of 
the therapist and aspects of occupational therapy practice in multiple settings.  Includes the 
basics of assessment, treatment planning, intervention, and documentation; as well as service 
delivery systems and current issues.   
 
OT 411     Occupational Performance in Children.  4 hours.  Covers developmental theories 
concerning factors influencing the development of occupational performance in infancy, 
childhood, and early adolescence.  Includes developmental assessment methods and tools.   
 
OT 412     Human Structure and Function.  5 hours.  Examines anatomical and physiological 
basis for occupational performance.  Features structure and function of musculoskeletal, 
cardiovascular and nervous systems and application of biomechanical principles.   
 
OT 416     OT Practice: Psychosocial Aspects of Occupational Performance.  4 hours.  
Examines occupational therapy models of practice relevant to psychosocial intervention, related 
bodies of knowledge influencing psychosocial practice, psychological process affecting 
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occupational functioning and assessment and treatment of occupational dysfunction related to 
psychosocial problems.   
 
OT 420a, b, and c   Community Practicum. 1 hour.  420a prepares students for doing their 
practicum in a community agency during the following two semesters. 420b and c are field 
experiences in a community agency serving an urban population.  Emphasis is on service 
learning in context and the development of professional behaviors. 

 

OT 422     Medical Conditions.  1 hour.  This self-paced course reviews etiology, clinical 
manifestation, clinical course, and general medical and rehabilitative management of common 
medical conditions; emphasis placed on musculoskeletal, neurologic, cardiopulmonary, and 
psychiatric disorders.   
 
OT 424     Contexts of Occupational Therapy Practice.  2 hours.  Covers trends in health care, 
reimbursement, legislation, and disability policy and how they affect occupational therapy.  The 
policy process and development of an advocacy role are explored.  Exposure to community based 
practice and consultation roles.   
 
OT 428     Fieldwork Level I.  3 hours.  Emphasizes the application of occupational therapy 
theory and therapeutic reasoning in a 40-hour fieldwork experience with the opportunity to 
develop beginning therapeutic skills and professional behavior.   
 
OT 436     OT Practice: Functional Movement and Mobility.  5 hours.  Application of 
occupational therapy evaluation and intervention skills to children and adults with occupational 
performance deficits resulting from mobility and movement dysfunction.   
 
OT 437     Occupational Therapy Practice: Cognition and Perception in Action.  4 hours.  
Examines the impact of impaired cognitive and perceptual processes on occupational performance 
of children and adults with neurological conditions, cognitive and intellectual disabilities and 
psychiatric disabilities.   
 
OT 448     Fieldwork Level IIA.  8 hours.  First of 2 supervised full-time 12-week practica with 
emphasis on application of OT theory, development of psychomotor skills, reasoning client 
related problems, and professional socialization as an entry-level occupational therapist.   
 
OT 449     Fieldwork Level IIB.  8 hours.  Second of 2 supervised full-time 12-week practica 
with emphasis on application of OT theory, development of psychomotor skills, reasoning client 
related problems, and professional socialization as an entry-level occupational therapist.   

 

OT 500     Theories of Occupational Therapy.  4 hours.  Develops an understanding of the 
theoretical basis of occupational therapy and the impact of theory on clinical practice. Covers the 
history of knowledge and practice development in the field. Focuses on specific practice models 
developed as guides to clinical reasoning.  
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OT 510 Research in Occupational Therapy.  3 hours. Application of basic concepts of 
research methodology to occupational therapy, including problem formulation, research design, 
sampling, measurement and data analysis.  Includes quantitative and qualitative methodology.  
Emphasis on synthesis critique of research studies. 

 

OT 515     Synthesis I.  1 hour.  Integrating theory, practice and research knowledge and skills 
across courses using case studies, experiential learning in the community, and small group 
learning activities.   
 
OT 526     Assistive Technology and the Environment.  3 hours.  Assessing the need for, 
delivering, and evaluating the outcomes of occupationally-based technology and environmental 
interventions with people with disabilities within the home, school, workplace and community.   
   
        
OT 535     Synthesis II.  3 hours.  Integrating advanced theory, practice and research knowledge 
and skills across courses using complex individual and programmatic case studies, experiential 
learning activities in the community, and small group assessment and intervention planning 
activities.   
 
OT 555     Synthesis III.  2 hours.  Integrating advanced theory, practice and research knowledge 
and skills from advanced fieldwork and coursework using complex case studies case studies and 
small group assessment and intervention planning activities from students’ fieldwork experiences.   
 
OT 564      Administration and Management in Occupational Therapy.  3 hours.  This course 
overviews issues related to administration and management in varied settings in which 
occupational therapists practice.  Topics include management functions, service planning, quality 
improvement, financial management and accreditation among others.   
 
OT 595     Seminar in Occupational Therapy.  1 hour.  Students participate in faculty-student 
discussions and presentations on a variety of scholarly topics.   
 
OT 597     Project Research (optional).   4-8 hours.  Independent scholarship focusing on 
problems of application in field. Students undertake an action project, create a method for 
dissemination, and orally present the project.  
 
OT 598     Research in Occupational Therapy (optional).  4-8 hours.  Independent thesis 
research in occupational therapy, directed by a faculty member.  
              

Required classes for the Masters in Occupational Therapy may vary from school to school, as 

some schools are more research-focused and some schools are more leadership/advocate 

focused. The University of Illinois-Chicago’s department of Occupational Therapy states that 
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“the curriculum is designed to give students a strong theoretical base and advanced clinical 

reasoning abilities as well as hands-on skills, allowing graduates to become excellent therapists 

and leaders in a number of different settings, including community-based, school-based, and 

medically based settings.”   

Recently, the United States Department of Labor stated that the job outlook for 

occupational therapists will improve substantially in the next several years. It states that 

“employment of occupational therapists is expected to increase much faster than the average for 

all occupations through 2014” (U.S. Department of Labor, 2010). In May 2008, the median 

annual income for occupational therapists was $66,780. (U.S. Department of Labor, 2010).   

By shadowing, interviewing and observing several occupational therapists, I was able to 

attain an understanding of how broad the career really is. My experiences with each occupational 

therapist I shadowed were extremely different, although I enjoyed each one. I shadowed an 

occupational therapist who works in the school system, an occupational therapist who works in a 

hospital, and an occupational therapist who works in a private practice. I also interviewed an 

occupational therapist who works in home health care. For a look at how diverse the career of 

occupational therapy is, the following is my documentation from a few of my shadowing 

experiences.  

  

• Shadowing of Occupational Therapists at Tucson Medical Center:  

11/10/09, 9 am- 12 pm, Tucson, AZ 

Anne Swedarik- OTR/L 



Occupational Therapy 13 
 

- First saw an infant in NICU. Was a premature triplet (other two triplets died at birth). Being 

kept alive on a machine. Was going to evaluate, but baby was having a bad day (oxygen levels 

dropped severely that morning), so she put the evaluation off until that afternoon.  

-Then saw an outpatient 3-year-old boy with cerebral palsy. He had an extreme shaking in hands. 

Occupational therapist worked on fine motor skills and gross motor skills including running, 

swinging, and going down slide. Used a weighted vest to help him run straight.    

Chao-Tam: OTR/L 

-2.5 yr old girl (outpatient) with 2nd and 3rd degree burns. Had skin graft in July from her leg. 

Burns were massaged with lotion, and range of motion in her right shoulder was worked on.  

-1.5 yr old boy, undiagnosed (specified as having some kind of developmental disorder, possibly 

cerebral palsy but did not want to give a diagnosis at that young of an age). Played in mat room: 

going down slide, building blocks, etc. Observed gross motor skills.   

-18 month old boy with cerebral palsy. Oxygen insufficiency was on left side of body, so he had 

deficits on right side of body. Had difficulty opening hand and grasping items w/ right hand. 

Worked on his fine motor skills and focused on using his right hand/arm.  

• Shadowing an Occupational Therapist who works in the Tucson School District: 

10/13/09, 8 am-12 pm, Tucson, AZ 

Kathy Bryte: OTR/L 

-We first started in the special education room of the middle school. Kathy worked with a 5-

year-old boy on his fine motor skills and hand-eye coordination, which he has been having 

delays with all his life. The child balanced on a “see-saw” while bouncing a ball on the floor. He 
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then moved on to the next step of rotating which hand he caught the ball in (right hand, left hand, 

etc.). Next, he passed the ball between hands behind his back, bounced the ball on the floor, 

caught the ball, and repeated. His next task involved rotating 3 large marbles in one hand, using 

the palm of his hand and his fingers to move the marbles in a circle-like motion. Next, he had to 

balance on the see-saw and throw and catch a tennis ball that was hanging on a string from the 

ceiling. There were letters all over the tennis ball, and he was asked to keep his eye on one letter 

and call the letter out when the ball came towards him again. Kathy and an occupational therapist 

assistant then filled out a progress form for the boy, noting that his performance of balancing on 

the see-saw while bouncing the ball had improved from the last time they evaluated him, which 

was two weeks prior.  

-Kathy and I then moved across the field to the preschool, where she works with three of the 

children. I helped her set up a bean bag toss game outside and had the children try to toss bean 

bags into the holes of a wooden board, which helped them work on their hand-eye coordination 

and upper body strength. We then moved back inside to the classroom and helped the children 

work on their handwriting by using the “Handwriting Without Tears” workbooks.  (I discuss the 

Handwriting Without Tears program in further detail in the Intervention Methods section of this 

paper). While Kathy assisted one of the children who was struggling the most with their 

handwriting, I helped the other two children work on their fine motor skills. I had them work on 

using buttons and zippers with supplies Kathy provided me, and had them use scissors to cut 

along dotted lines of paper.            
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 As these descriptions of two different shadowing experiences clearly show, the job of two 

different occupational therapists can be extremely different depending on the setting in which 

they work.   

 For more information on Occupational Therapy, please visit the American Occupational 

Therapy Association website at www.aota.org   

IV. Defining Autism 

As I have found by working with Sam (the boy who spurred my interest in occupational 

therapy and autism) and other children with autism with whom I have worked, those affected by 

autism are not all affected in the same way. As with defining the job of an occupational therapist, 

there isn’t an exact way of describing what a child affected by autism would be like. There is not 

an exact set of characteristics that come with an autistic diagnosis, nor is there an exact way in 

which the disorder affects those diagnosed. The following describes the experiences that I have 

had with three different children with autism:  

BOY #1:   
Age: 12 
Context: I worked with Boy #1 at Mt. Hood Kiwanis Camp, a summer camp for children and 
adults with disabilities.  
Characteristics of autism displayed: 

• Rarely made eye contact  
• Repetitive motor behaviors- arm flapping/body swaying 
• Little verbal communication  
• Extreme preoccupation with certain objects (e.g. a guitar he brought from home)  

  
    
GIRL #1: 
Age: 8 
Context: I was a caregiver for Girl #1 for two years in Portland, Oregon.   
Characteristics of autism displayed:  

• Inflexible to sudden changes in rituals  

http://www.aota.org/
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• Repetitive use of language—she would repeat certain words or phrases over and over 
again  

• Poor eye contact  
• Had difficulty holding a fluent conversation  

 
BOY #2: 
Age: 5 
Context: I was a caregiver for Boy #2 for three years in Portland, Oregon.  
Characteristics of autism displayed:    

• Poor eye contact   
• Extreme preoccupation with certain objects (e.g. his Periodic Table of Elements)   
• Repetitive behaviors—he would repeat the same conversation over and over again, echo 

things that I said, echo things he heard other people say, etc. One week he repeated the 
street names of downtown Portland, in exact order, over and over again.  

• Lack of make-believe play  
• Inflexible to sudden change in rituals 
• Sensory processing issues—he would often cover his ears when a loud sound occurred, 

such as a car honking or a garbage truck driving by.   
• Poor muscle tone   

 

Autism, also known as Autistic Disorder, is “characterized by impairments in social 

interaction, communication, and stereotyped or atypical behavior” (Phares, 2008, p. 338). 

Autism is a developmental disability that falls into the category of a Pervasive Developmental 

Disorder (PDD). According to Phares (2008), Pervasive Developmental Disorders, also referred 

to as Autism Spectrum Disorders (ASDs), include the primary disorders of autistic disorder, 

Asperger’s disorder, Rett’s disorder, Childhood Disintegrative Disorder, and Pervasive 

Development Disorder-Not Otherwise Specified (PDD-NOS). Of the Pervasive Developmental 

Disorders, autism is the most well-known. According to the Autism Society of America (2010), 

there is no known cause for autism, but it is generally accepted that it is caused by abnormalities 

in brain structure or function. There is ongoing research being done to further the knowledge of 

what exactly causes autism, including theories regarding the link between heredity, genetics and 

medical problems (Autism Society of America, 2010).  
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The prevalence rates of autism show that autism is much more common in boys than in 

girls, with a ratio of boys to girls of about 4:1 (Phares, 2008). According to Phares, there aren’t 

any known differences in the rates of autism in regards to ethnicity/race or social economic 

status (2008). In fact, autism has been found in almost every race/ethnicity group (Phares, 2008). 

Autism is often comorbid with other disorders, especially mental retardation—as many as 75% 

of those with autism also meet criteria for mental retardation (Phares, 2008). Other disorders that 

are often comorbid with autism include ADHD, depression and anxiety disorders, and cerebral 

palsy (Phares, 2008).               

The criteria for diagnosing autism can be found in the Diagnostic and Statistical Manual 

of Mental Disorders (DSM). According to the American Psychiatric Association (2010), the 

DSM is “the standard classification of mental disorders used by mental health professionals in 

the United States”. The first DSM was published in 1952, and as medical advances and 

discoveries of new disorders have been made, the APA has adjusted the contents of the DSM 

accordingly. The current edition of the DSM is the DSM-IV-TR. The “TR” stands for Text 

Revision. The DSM-V is presently being worked on and is expected to be published in May 

2013 (American Psychiatric Association, 2010). The following is the DSM-IV-TR diagnostic 

criteria for autistic disorder:      

DSM-IV Diagnostic Criteria for Autism: 

I. A total of six (or more) items from heading (A), (B), and (C), with at least two 

from (A), and one each from (B) and (C): 

(A) Qualitative impairment in social interaction, as manifested by at least two of the following: 

• Marked impairments in the use of multiple nonverbal behaviors such as eye-to-eye gaze, facial 
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expression, body posture, and gestures to regulate social interaction. 

• Failure to develop peer relationships appropriate to developmental level. 

• A lack of spontaneous seeking to share enjoyment, interests, or achievements with other 

people, (e.g., by a lack of showing, bringing, or pointing out objects of interest to other people). 

• A lack of social or emotional reciprocity. 

 

(B) Qualitative impairments in communication as manifested by at least one of the following: 

• Delay in or total lack of, the development of spoken language (not accompanied by an attempt 

to compensate through alternative modes of communication such as gesture or mime). 

• In individuals with adequate speech, marked impairment in the ability to initiate or sustain a 

conversation with others. 

• Stereotyped and repetitive use of language or idiosyncratic language. 

• Lack of varied, spontaneous make-believe play or social imitative play appropriate to 

developmental level. 

 

(C) Restricted repetitive and stereotyped patterns of behavior, interests and activities, as 

manifested by at least two of the following: 

• Encompassing preoccupation with one or more stereotyped and restricted patterns of interest 

that is abnormal either in intensity or focus. 

• Apparently inflexible adherence to specific, nonfunctional routines or rituals. 

• Stereotyped and repetitive motor mannerisms (e.g., hand or finger flapping or twisting, or 

complex whole-body movements). 

• Persistent preoccupation with parts of objects. 
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II. Delays or abnormal functioning in at least one of the following areas, with onset prior to 

age 3 years: 

(A) Social interaction. 

(B) Language is used in social communication. 

(C) Symbolic or imaginative play. 

 

III. The disturbance is not better accounted for by Rett's Disorder or Childhood 

Disintegrative Disorder. 

Source: Diagnostic and Statistical Manual of Mental Disorders; Fourth Edition, Text Revision  

 

Sam has a diagnosis of Asperger’s disorder, along with Attention-Deficit Hyperactive 

Disorder (ADHD). Asperger’s disorder is similar to autistic disorder but does not include the 

severe language defecits, and is generally thought to be less severe than autistic disorder. 

(Phares, 2008). The following is the DSM-IV-TR diagnostic criteria for a diagnosis of 

Asperger’s disorder: 

 

DSM-IV Diagnostic Criteria for Asperger’s Disorder  
 
I) Qualitative impairment in social interaction, as manifested by at least two of the 
following:  
 
(A) marked impairments in the use of multiple nonverbal behaviors such as eye-to-eye gaze, 

facial expression, body posture, and gestures to regulate social interaction 
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(B) failure to develop peer relationships appropriate to developmental level 

(C) a lack of spontaneous seeking to share enjoyment, interest or achievements with other 

people, (e.g., by a lack of showing, bringing, or pointing out objects of interest to other people) 

(D) lack of social or emotional reciprocity 

(II) Restricted repetitive & stereotyped patterns of behavior, interests and activities, as 
manifested by at least one of the following: 
 
(A) encompassing preoccupation with one or more stereotyped and restricted patterns of interest 

that is abnormal either in intensity or focus 

(B) apparently inflexible adherence to specific, nonfunctional routines or rituals 

(C) stereotyped and repetitive motor mannerisms (e.g., hand or finger flapping or twisting, or 

complex whole-body movements) 

(D) persistent preoccupation with parts of objects 

(III) The disturbance causes clinically significant impairments in social, occupational, or 

other important areas of functioning. 

(IV) There is no clinically significant general delay in language (e.g., single words used by 

age 2 years, communicative phrases used by age 3 years) 

(V) There is no clinically significant delay in cognitive development or in the development 

of age-appropriate self help skills, adaptive behavior (other than in social interaction) and 

curiosity about the environment in childhood. 

(VI) Criteria are not met for another specific Pervasive Developmental Disorder or 

Schizophrenia. 

Source: Diagnostic and Statistical Manual of Mental Disorders; Fourth Edition, Text Revision  
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As mentioned previously, the DSM-V is currently being revised, and will entail many 

changes. It is important to note that one of the proposed changes to the DSM-V involves the 

category of Pervasive Developmental Disorders. It has been proposed to change the name of the 

category to “Autism Spectrum Disorders” and to merge autistic disorder and Asperger’s disorder 

into one disorder, rather than having them listed as separate disorders. The diagnostic criteria for 

autistic disorder would change in order to allow this merge to take place. Rett’s Disorder would 

be completely removed from the DSM, and Childhood Disintegrative Disorder and PDD-NOS 

would be removed as separate disorders and would be included under the proposed autistic 

disorder. This proposed change to the DSM is very controversial among some parents of children 

with PDDs. Some parents feel that their children with Asperger’s disorder should not have the 

same diagnosis as those with autistic disorder, mostly because Asperger’s disorder often entails 

much less severe deficits than autistic disorder. On the other hand, some people feel that because 

Asperger’s disorder includes many of the same characteristics as autistic disorder, they should 

fall under the same category. A possible way to avoid too much disagreement from parents 

would be to have a sub-category of autistic disorder for those who fit the criteria for Asperger’s 

disorder. The DSM could specify whether the child has language deficits—for example a child 

who would presently fall under the category of Asperger’s disorder could be diagnosed with 

“autistic disorder without language deficits.” This would let those with Asperger’s disorder be 

recognized as having slightly different characteristics than those with “full-on” autism, while still 

letting the disorders fall under the same category of “autistic disorder.”               

Although Sam is a wonderful child, he could be a handful at times--especially before I 

understood how his disorder affected him. Once I grasped the reason why Sam acts the way he 

does, it was easier for me to interact with him in a way that was beneficial for the both of us. 
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Understanding the way a child with autism or any kind of Pervasive Development Disorder is 

affected is the first step to helping the child live their life to the fullest.               

For further information on autism, please visit these websites: 

• Autism Speaks: www.autismspeaks.org  

• Autism Society of America: www.autism-society.org 

• National Institute of Neurological Disorders and Stroke: www.ninds.nih.gov  

 

V. Intervention Methods 

As of now, there is no known cure for autism. However, there is a wide array of treatment 

techniques being used to help people with autism develop and lead healthy lives. These 

techniques range from diet modification to medications to therapy. Early intervention often can 

reduce challenges associated with the disorder, lessen disruptive behavior, and provide some 

degree of independence (Autism Society of America, 2010). As the effects of autism are 

displayed differently in each child affected, the therapies that should be used may be different for 

each child. Often, combinations of different types of therapy are used. Many different 

intervention methods are used by occupational therapists, which is one profession of many that 

work with this population. As the profession of occupational therapy grows and the prevalence 

of autism increases, more and more intervention methods are being researched and implemented. 

Although not an exhaustive list, some of the interventions used by occupational therapists 

include: 

• Sensory Integration Therapy  

• Therapeutic Listening Program  

http://www.autismspeaks.org/
http://www.autism-society.org/
http://www.ninds.nih.gov/
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• Auditory Integration Training 

• Hippotherapy 

• Handwriting Therapy  

• Craniosacral Therapy 

• Applied Behavior Analysis 

• DIR/Floortime  

• Listening Fitness 

• Interactive Metronome  

• Integrated Learning Systems 

• Rhythmic Movement Therapy  

• Postural/Core Development  

• Social Skills Training  

Because there is such an extended list of intervention methods used, I am not going to 

discuss all of them. Instead, I have chosen to research and discuss four of the methods that seem 

to be more popular and that I find most interesting: Sensory Integration Therapy, Sound-based 

Interventions, Hippotherapy, and Handwriting Therapy.     

A. Sensory Integration Therapy    

a. What is Sensory Processing Disorder? 

According to the Sensory Processing Disorder Resource Center, Sensory Processing 

Disorder (SPD) is a disorder that causes difficulties processing information from the five senses 

(vision, auditory, touch, olfaction, taste), the sense of movement, and the positional sense (2010). 

Those with SPD can sense sensory signals, but may perceive them abnormally. The Sensory 
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Processing Disorder Resource Center provides a checklist for symptoms of SPD. The checklist 

provides areas of sensory processing that may be affected in those with SPD, although someone 

with SPD may only exhibit deficits in certain areas. The categories on the checklist include:  

• Tactile Sense Dysfunction  
o hypersensitivity to touch 
o hyposensitivity to touch 
o poor tactile perception and discrimination 

• Vestibular Sense Dysfunction  
o hypersensitivity to movement  
o hyposensitivity to movement  
o poor muscle tone and/or coordination  

• Proprioceptive Dysfunction  
o sensory seeking behaviors  
o difficulty with “grading” of movement  

• Auditory Dysfunction  
o hypersensitivity to sounds 
o hyposensitivity to sounds 

• Oral Input Dysfunction  
o hypersensitivity to oral input 
o hyposensitivity to oral input 

• Olfactory Dysfunction  
o hypersensitivity to smells 
o hyposensitivity to smells 

• Visual Input Dysfunction  
o hypersensitivity to visual input 
o hyposensitivity to visual input 

• Auditory-Language Processing Dysfunction  
• Social, Emotional, Play, and Self-Regulation Dysfunction  

Sensory Processing Disorder and autism, although not the same disorder, are often co-

morbid. As many as 80-90% of sensory processing problems are reported in children with autism 

spectrum disorder (Miller & Schaaf, 2005). A child with autism does not automatically have 

SPD, although they will often exhibit signs of sensory processing issues. Miller & Schaaf (2005) 

reported that children with autism “often demonstrate extreme aversion to or excessive seeking 



Occupational Therapy 25 
 

of sensory stimuli, avoidance of noisy situations, unusual preoccupation with smells or visual 

stimuli, or fearfulness of typical activities that involve touch, sounds, and movement” (p. 145).        

Sam, for example, had problems with sensory processing. He showed hyposensitivity to 

touch—sometimes when frustrated he would bang his head on the ground so hard that he had to 

be physically restrained from doing it. He showed poor tactile perception in that he had difficulty 

using scissors, and never seemed to notice when his clothing was disheveled—twisted pants, 

undone shoelaces, etc. Sam showed vestibular difficulties in that he appeared clumsy, showed 

poor muscle tone, and lost his balance easily. He also showed signs of auditory dysfunction—he 

was hypersensitive to certain noises, and would sometimes ask people to stop talking or to speak 

quieter. Sam was an extremely picky eater, which, although commonplace among children, can 

also be a sign of oral input dysfunction. Clearly, Sam had sensory processing difficulties along 

with Asperger’s disorder. However, I do not know whether Sam was diagnosed with SPD.                 

b. Sensory Integration Therapy  

The theory of sensory integration was first developed by A. Jean Ayres in the 1950s (Miller 

& Schaaf, 2005). Ayres was involved in clinical observations of children with learning 

disabilities, many of whom she noticed showed signs of perceptual, sensory, and motor deficits. 

This prompted her to develop the theory of sensory integration. The theory is based on concepts 

from neuroscience, biology, psychology, and education, and hypothesizes that “some children 

with learning disorders experience difficulty processing and integrating sensory information and 

that this, in turn, affects their behavior and learning” (Miller & Schaaf, 2005, p. 143). The goal 

of the therapy is to improve the ability to process and integrate sensory information and to 
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provide a basis for improved independence and participation in daily life activities, play, and 

school tasks (Miller & Schaaf, 2005). Ayres stated that:  

“A sensory integrative approach to treating learning disorders differs from many other 

approaches in that it does not teach specific skills…Rather, the objective is to enhance the 

brain’s…capacity to perceive, remember, and motor plan [as a basis for learning]…Therapy 

is considered a supplement, not a substitute to formal classroom instruction…” (Miller & 

Schaaf, 2005, p. 144).    

Occupational therapists that use Sensory Integration Therapy to help treat children with 

autism follow a set of principles that are based upon sensory integration theory. The therapy 

strives to engage children in sensory motor activities that have strong tactile, vestibular, and 

proprioceptive sensations. These activities are meant to be fun and play-like in order to tap into 

the child’s inner drive to play (Miller & Schaaf, 2005). Miller & Schaaf (2005) report that in 

sensory integration therapy, the occupational therapist guides the child through “challenging and 

fun activities designed to stimulate and integrate sensory systems, challenge their motor systems, 

and facilitate integration of sensory, motor, cognitive, and perceptual skills” (p. 144). During the 

activities, the occupational therapist observes the child’s ability to take in and process sensory 

information by noting their responses during the activity and in turn, decreasing or increasing the 

sensory and motor demands with which they are presenting the child. This is an important 

feature of sensory integration therapy, as a challenging and therapeutic environment is created 

for the child (Miller & Schaaf, 2005).                  

One branch of Sensory Integration Therapy, The Ready Approach, is derived from sensory 

integration theory but primarily focuses on current thinking related to the neurobiology of 
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behavior, emotion, consciousness and memory (Cloton, 2010). "Ready" refers to the way the 

approach helps those with sensory processing problems find a way to go from being confused 

and overwhelmed to being settled, being able to grasp their bearings, and being able to catch on 

(Clopton, 2010). Although it has yet to be formally tested, The Ready Approach is being used 

with success in regular and special school settings and in a variety of treatment programs for 

infants, children and adults across the United States (Clopton, 2010).        

 Sam attends sensory integration therapy at Advanced Pediatric Therapies in Portland, 

Oregon. In fact, taking him to one of his appointments there was how I first discovered the career 

of occupational therapy (as well as how I first discovered the phenomenon of sensory integration 

therapy). I brought Sam to his appointments there several times while on the job, and also 

returned to observe one of his sessions for my research. Sam describes his therapy there as 

“playtime,” for which I don’t blame him—the therapy room looks like one big climbing 

structure. There are slides, tunnels, swings, and mats situated around the room. During a session 

I observed, Sam’s occupational therapist helped him work on his balance by helping him walk 

across a balance beam, had him jump on a trampoline, and had him go down different kinds of 

slides. At one point, Sam became overwhelmed with the task of going down the highest slide, 

and became upset. To calm Sam down, the occupational therapist put him on a swing, which he 

subsequently didn’t want to get off of once he had calmed down. 

Miller and Schaaf (2005) reported that as many as 80 studies have been conducted to 

measure the effectiveness of occupational therapists using sensory integration therapy. They state 

that about half the studies show “some type of treatment effectiveness” (Miller & Schaaf, 2005, 

p. 146). However they also point out that interpreting the results of these 80 studies is difficult 

due to three limitations. The first limitation they discuss is defining the independent variable in a 
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manner that is replicable. The second limitation is that dependent measures used in previous 

research were not related to the purpose of the intervention and that multiple outcomes were 

utilized instead of specifically targeted outcomes. The third limitation of interpreting existing 

research that evaluates the effectiveness of occupational therapists using sensory integration 

therapy is the difficulty in defining a homogenous group (Miller & Schaaf, 2005). It seems that 

sensory integration therapy may be a promising therapeutic tool to help treat children with 

autism, although further and more thorough research is needed to prove the effectiveness of this 

therapy.                       

B. Sound-Based Interventions  

A common characteristic of children on the autism spectrum is their difficulty with auditory 

processing and auditory perception (Gee & Nwora, 2009). Those with autism tend to be 

hypersensitive to certain sounds, which can be disabling in certain environments with conflicting 

sounds, such as a classroom. Hypersensitivity to certain sounds is something I noticed in Sam. 

When in public places that emitted many different sounds, such as a grocery store or the 

Children’s Museum, Sam would sporadically cover his ears and bury his head into my body. 

Although this kind of reaction to noise was not persistent for Sam, it occurred often enough that I 

noticed it as an atypical behavior for a child his age.                   

a. Auditory Integration Training 

According to Gee and Nwora (2009), Auditory Integration Training (AIT) is a treatment 

technique that uses “psycho-acoustically modified music in an attempt to re-train a person’s 

auditory processing” (28). AIT is an intervention method used to help treat children with autism. 

The occupational therapist establishes frequencies to which the child shows no hypersensitivity, 
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and uses a computer to create music that involve those frequencies. AIT typically involves 

children listening to the modulated music through headphones a few times a day for 10 or more 

consecutive days (Case-Smith & Arbesman, 2008). Originally, AIT was thought to be beneficial 

for children with listening and attentional problems. It was thought that AIT programs helped 

strengthen inner ear muscles which in turn improved the ability to tolerate sound (Gee & Nwora, 

2009). This theory has since been disproven and other theories are gaining in popularity. Gee and 

Nwora (2008) found that scientific evidence has been shown that through the use of PET scans, 

the brains of those with autism activate in different way than those without autism during 

auditory tasks. They reported that during these tasks, the right middle frontal cortex was 

activated in individuals with autism. This area of the brain may be responsible for abnormal 

behavior responses that are associated with those with autism (Gee & Nwora, 2009). Gee and 

Nwora made sure to stress the fact that AIT, although gaining in recognition and use, is still 

extremely controversial because of a lack of empirical evidence of its viability as a treatment for 

children with autism.          

b. The Listening Program  

The Listening Program (TLP), developed by Advanced Brain Technologies (ABT), is a 

branch of Auditory Integration Therapy. Like AIT, TLP uses psycho-acoustically modified 

music to provide treatment for children with autism (Gee & Nwora, 2009). TLP is different than 

AIT regarding the frequency, intensity, and duration. TLP is delivered on compact discs using 

CD players and headphones rather than being delivered in a clinical setting, as is AIT.  

Gee and Nwora (2009) conducted a case study to determine the effects of using TLP as an 

intervention for a child with an Autism Spectrum Disorder, specifically pervasive development 
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disorder-not otherwise specified. The study aimed to determine whether TLP had an effect on the 

child’s overall sensory processing and receptive/expressive language skills (Gee & Nwora, 

2009).  Data were collected through use of video footage, questionnaires, and clinical 

observations both prior to and after completion of the TLP program. Video footage of the subject 

participating in a school music performance was submitted before and after the use of TLP, and 

was analyzed by researchers. The Listening Checklist and the Sensory Profile questionnaires 

were completed by the caregivers of the subject before and after use of TLP. Findings showed 

that after 20 weeks of TLP, the subject showed the ability to tolerate auditory, touch, and visual 

stimuli accompanying the school music program, which he struggled with in the first footage of 

the school program. On the post-intervention Listening Checklist, the subject showed 

improvement in every receptive language area that previously had a deficit. Results from the 

Sensory Profile questionnaire also showed improvement in function, mainly in ‘touch 

processing’ and ‘multisensory processing’ (Gee & Nwora, 2009). Gee and Nwora (2009) point 

out that there are no published studies regarding TLP specifically, however, research into sound-

based therapy for children with autism spectrum disorders is emerging.                          

C. Hippotherapy 

Hippotherapy, also known as Equine Therapy or Therapeutic Riding, is a treatment that uses 

the multidimensional movement of the horse as therapy for people with disabilities (American 

Hippotherapy Association, 2010). Hippo is derived from the Greek word for horse, hence the 

term “hippotherapy.” Hippotherapy has been shown to improve muscle tone, balance, posture, 

coordination, motor-development, and emotional well-being (American Hippotherapy 

Association, 2010). According to Fitzpatrick and Tebay (1998), hippotherapy is a “therapeutic 

approach implemented by occupational, speech, and physical therapists, which utilizes a horse as 



Occupational Therapy 31 
 

a medium to improve such factors as movement, locomotion, balance, communication, and 

interaction.” The occupational therapist uses the horse as a therapeutic tool for the child. 

Hippotherapy is used for treating people with a wide range of disabilities, including people with 

autism.   

 In a study done by Taylor et al. (2009), the effects of hippotherapy on the volition of 

children with autism were measured. Taylor et al. noted that the deficits which characterize 

autism may also affect the child’s volition (192). Volition refers to a person’s self-interests, self-

efficacy, and motivation to engage in new activities. The study, a single-case design, tested three 

children with autism over a 16-week period. Using the Pediatric Volitional Questionnaire (PVQ), 

the volition of the three children was rated before, during, and after hippotherapy treatments. 

Volition was measured in terms of motivation and achievement. In this case, motivation ranged 

from exploring (basic drive to interact with the environment) to competence (pride, sustained 

attention, efforts to correct mistakes and fix problems). Achievement referred to the child’s 

willingness to take on challenges and increase performance. The children were observed and 

videotaped during 45-minute hippotherapy sessions using a standardized play protocol to 

evaluate baseline motivation before hippotherapy, during (after the first 8 sessions), and after 

(after 16 sessions). The collected data were analyzed by plotting each subject’s PVQ scores over 

time. The results of the study showed that all three of the children’s PVQ scores improved across 

the 16 week time-span, although each at a different rate.  

 As with many of the therapies used by occupational therapists, research regarding 

hippotherapy and children with autism is limited. It is obvious that further research is needed to 

prove the efficacy of hippotherapy on treating children with autism. For example, with the study 

mentioned, only three children were tested. In order to have more reliable results, more children 
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should have been included in the study. Nonetheless, the existing studies have found 

hippotherapy to help with communication, sensory motor, and social interaction skills of children 

with autism (Taylor et al., 2009).     

For further information on Hippotherapy, the American Hippotherapy Association’s website 

is:   www.americanhippotherapyassociation.org.   

D. Handwriting Therapy 

Handwriting is considered a fine motor skill, which can be very difficult for children with 

autism to master. One of the more widely used programs for handwriting therapy is called 

Handwriting Without Tears (HWT). This program is used for children with autism as well as 

children with normal development in schools throughout the nation. HWT was first developed in 

1977 by Jan Olsen, an occupational therapist whose son was struggling with handwriting. Since 

then it has become a successful product line that includes workbooks and teachers’ guides from 

pre-school to fifth grade. According to Olsen, HWT is the most effective curriculum for teaching 

handwriting to all children because it “uses multisensory techniques and consistent habits for 

letter formation to teach handwriting to all students—from pre-k through cursive skill levels” 

(2010). In 2009, more than two million students learned to write successfully using the HWT 

curriculum (Olsen, 2010). Although HWT is used in mainstream classrooms with children who 

have normal development, it is also the handwriting program of choice for children with 

disabilities. HWT is an effective tool for children with autism, Asperger’s syndrome, Down’s 

syndrome, cerebral palsy, dyslexia, and children with poor vision (Olsen, 2010).     

While observing an occupational therapist in a kindergarten setting, I helped a few children 

work with the HWT program. One of the children had autism, and the other cerebral palsy. The 

http://www.americanhippotherapyassociation.org/
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occupational therapist had explained to me that both children struggled with handwriting. When I 

brought out the HWT workbooks, I was not expecting the children to look as enthusiastic as they 

did. Although I could tell it was strenuous on the children’s hands (especially the child with 

cerebral palsy), they both put forth a lot of effort and were proud when they completed each line 

in the workbook. HWT seems to provide children a fun way of working on their handwriting, 

which is especially important for children with disabilities that affect their fine motor skills. 

 An alternative to helping children with autism with their handwriting is using a computer 

keyboard. This alternative is for children on the autism spectrum who have extreme difficulties 

with handwriting. In an article about children with autism using keyboards in classrooms, this 

quote is included: “Having to engage in handwriting is the most significant and serious 

impediment to academic participation for students with autism spectrum disorders in schools in 

North America today” (Broun, 2009, p. 15). Broun points out that some students with autism 

spectrum disorders are able to master handwriting easily, however we cannot assume that all 

children will be able to use handwriting instruments successfully, even with use of intervention 

and practice (2009). Going along with this point, teachers should not assume that children who 

do not have difficulties performing other fine motor skills will not have difficulties with 

handwriting. Broun reports that different neural pathways are involved for fine motor skills that 

do not include the movements, positions, and processes involved in manipulation of a writing 

instrument (2009). Two of the main movement difficulties many children with autism spectrum 

disorders experience are hypotonia (low muscle tone and strength) and apraxia (impairment in 

the ability to perform skilled movements despite having the physical ability and the desire to do 

so) (Broun, 2009). These two deficits can greatly affect a child’s ability to use his or her hands, 

including the ability to hold and use a writing utensil, which is why Broun suggests the use of 
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keyboards for those children affected by these deficits. By using a keyboard to complete tasks 

that other children in the classroom are completing through handwriting, these children will be 

able to participate in activities with less of a distraction from trying to concentrate on 

handwriting. However, Broun reports that there are several arguments against the idea of having 

access to keyboards in the classroom. Some of these arguments include the worry that it is not 

what schools should be spending their limited finances on; that it’s not fair for some children to 

use computers and others to not be allowed to use them; and that teachers do not have the time to 

teach children how to type. These arguments are all valid concerns. An alternative way to 

approach this problem could be to supply keyboards and computers in classrooms that are 

specific to children with autism spectrum disorders. This way, keyboards will be available in 

classrooms where many or all of the children may need and benefit from use of this tool.                                       

VI. Conclusion 

 As discussed, what occupational therapists do and who they work with varies greatly. 

Although not yet an extremely well-known profession, it is evident that occupational therapy is 

on the rise and beginning to be in higher demand. As the number of children diagnosed with 

autism increases, the need for occupational therapists increases as well. There is an extensive list 

of intervention methods used by occupational therapists to help treat children with autism, from 

handwriting therapy to Hippotherapy. Throughout my research I have found that because many 

of the intervention methods used are new, there is a huge need for further research to prove their 

effectiveness. It is important to realize that each child is affected differently by therapy, and there 

is not one single outcome that is expected. Although the importance of early intervention is 

stressed by professionals, the use of these therapies is a choice parents make for treating their 

child with autism, not a requirement. As a future occupational therapist myself, I hope to use and 
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improve upon the present techniques and even create some of my own to help better the lives of 

children affected by autism and other developmental disorders.            
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