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sess ing the language level of children with autism 
who demonstrated language delay. 

Although autism spectrum disorders have life­
longconsequences, intervention has been shown to 
improve communication outcomes (Drew et al., 
2002). Another study reported that children who 
were taught communication skills showed fewer 
challenging behaviors (e.g., aggression, opposition, 
tantrums, and destruction; Durrand & Carr, 1992). 
It was also suggested that communication inter­
vention to manage challenging behaviors had im­
plications for broader outcomes (i.e ., academic, vo­

. cational, and social; Goldstein, 2002). 
Many children with autism receive speech-lan­

guage intervention through early intervention pro­
grams (before age 3), in public schools, andlor pri­
vately. However, the therapy is usually limited both 
in frequency and duration compared to intensive 
applied behavior analysis types of intervention 
(which usually include between 20 to 40 hours per 
week). Thus, it has been suggested by several re­
searchers that current practice in speech-language. 
and early developmental intervention should be 
supplemented by in-home intervention to currently 
available clinic-based programs (Koegel, Bimbela, 
& Schreibman, 1996; Moes, & Frea, 2002; Ozonoff 
& Cathcart, 1998; Seung, Ashwell, Elder, & Val­
cante, in press). 

Training the parents or family members to imple­
ment intervention in a natural living environment 
(i.e., the home) can be a tremendously efficient way 
to supplement the clinic-based intervention. Ozonoff 
and Cathcart (1998) reported the effectiveness of a 
home program on the development of children with 
autism in a study that examined cognitive function­
ing change. Seung et al. (in 'press ) found that par­
ents trained in social reciprocity had positive effects 
on their children's communication outcomes. Inves­
tigators have also emphasized the necessity for fu­
ture research in autism and emphasized the need to 
systematically evaluate intervention efficacy('Th.ger­
Flusberg, Joseph, & Folstein, 2001). 

Some investigators have raised questions about 
the prevalence of autism and differences in percep­
tion of autism and developmental disabilities by 
families in various ethnic groups (Dyches, Wilder, 
Sudweeks, Obiakor, & Algozzine, 2004). 'When chil­
dren with autism from a bilingual family receive 
speech-language intervention, it also raises the is­
sue of the language that should be used for the in­
tervention; whether the intervention should be in 
English or in the primary language. Current liter­
ature suggests an approach of "extending" lan­
guage by allowing the child to use both primary 

language and English, rather than "limiting" inter­
vention to only English (Guiterrez-Clellen.1999). 

This longitudinal case study examined a child (3) 
who was initially diagnosed with language delay at 
age 3 and subsequently diagnosed with autism at 
age 3 years 6 months by a developmental pediatri­
cian, the second author. This case study is particu­
larly interesting because it followed the child for 24 
months and evaluated the efficacy of a unique 
bilingual speech-language intervention. This study 
also incorporated important information regarding 
proven parent interventions that could easily be 
implemented by parents at home (Elder, Valcante, 
Yarandi, Groce, & Carlton, 2002; Elder, Valcante, 
Won, & Zylis, 2003). The results of this study have 
important implications for clinical decision making 
when dealing with families whose primary lan­
guage is not English and for future research. 

DESCRIPTION OF J AND DIAGNOSIS 

The pregnancy and neonatal history were unre­
markable and J achieved motor milestones as ex­
pected. However, his language development was se­
verely delayed. He produced his first word at 1 year 
old but subsequent progress was very slow. He did 
not combine words until 3 years old. J not only had 
delays in speech-language development but also 
had premature play skills in terms of types of play 
(parallel VB. interactive play), levels of play"(func­
tional vs. nonfunctional play) , and duration offocus 
(he was on the go constantly). J's play was primar­
ily solitary and involved repetitively lining cars 
and trucks on the floor. His parents described him 
as a loner; he would not play with his sister or pay 
attention to his environment. He demonstrated tan­
trums (lying on the floor), insistence on sameness, 
occasional self-stimulatory behaviors (lip smack­
ing) when demanded on tasks, and difficulty with 
transitioning. 

The diagnosis of autism was made at the age of3 
years 6 months by a developmental pediatrician 
(second author) according to th e Diagnostic and 
Statistical Manual ofMental Disorders, IV-Revised 
<DSM-IV-R; APA, 2002) criteria. J met the criteria 
for the disorder based on his qualitative impair­
ments, mostly in social interaction and communi ­
cation and relatively mild repetitive or restricted 
interest. The first author, who was the primary in­
terventionist for J, completed the Childhood Autism 
Rating Scale (Schopler, Reichler, & Renner, 1988) 
that revealed a score of31.5, placing J in mild-mod­
erate autis tic level. 
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DESCRIPTION OF J'S HEARING
 
AND LANGUAGE mSTORY (AGE 3;0)
 

Acertified pediatric audiologist determined that J's 
hearing sensitivity in soundfield was within nor­
mal limits. Tympanometry results indicated nor­
mal middle ear system functions, normal middle 
ear pressure, and normal membrane compliance bi­
laterally. Otoacoustic emission testing, a test of out-­
er hair cell function within the cochlear, revealed 
present emissions bilaterally, suggesting normal 
peripheral hearing sensitivity. 

J's overall receptive and expressive language lev­
els were estimated using the Birth-To-Three 
Checklist of Learning and Language Behavior 
(Bango, 1986). His level oflanguage comprehension 
was delayed approximately 6 months, and his level 
of expressive language was delayed approximately 
1 year based on parent interview. J's expressive vo­
cabulary size on the McArthur Communication De­
velopment Inventory: Word and Sentences (CDI; 
Fenson et al., 1993) was 49 words at age 3 years. 
This included sound effects and animal sounds 
(e.g., "wufwuf" for a dog barking). 

DESCRIPTION OF
 
FAMILYISOCIAL m STORY
 

J's biological younger sister was developing nor­
mally. The mother reported that she, herself: was 
relatively shy and a loner as a child. She continues 
to prefer to do activities by herself and has a limit­
ed number of friends. The father was a late talker. 
However, he did not have social difficulties. There 
was no history of any neurodevelopmental prob­
lems on either side of the family. The mother grad­
uated from college and at the time of the interven­
tion was staying at home with J and his younger 
sister. 

Korean was the native language of J's parents. 
Their level of English proficiency was considered to 
be good.J's father had enrolled in the graduate pro­
gram at the University of Florida before J was 
born. J's mother had worked in an American com­
pany in Korea for 3 to 4 years until she moved to 
United States following marriage to J's father. The 
family wanted J to be bilingual so that he could be 
educated through the public school system in the 
United States while the family considers whether 
to stay in the United States or return to Korea. Due 
to their cultural value on education, the family pre­
ferred their child to be able to communicate in En­
glish at preschool and beyond. Even if they decide 

to ret~ to Korea, J's bilingual ability would be 
beneficial for him because many Korean children 
currently learn English in Korea. 

METHODS 

Description of Language Intervention 

J's primary language at home was Korean and he 
a ttended a private prekindergarten program where 
he was exposed to English. By parents' request and 
the availability of Korean-English bilingual 
speech-language clinician (the first author), he was 
provided with speech-language intervention in his 
primary language at the speech and hearing clinic, 
University of Florida In addition to the direct clin­
ical intervention for J, the parents were trained to 
use the methods at home to facilitate carryover of 
the clinic-based intervention. The parent training 
component was provided because this was the fam­
ily's first child, and the parents did not have other 
supports such as social interaction with other par­
ents or extended family members. The mother was 
in contact with the Center for Autism and Develop­
mental Disabilities (CARD), which provides assis­
tance to parents of children with autism and relat­
ed disabilities. However, she did not actively seek 
assistance or any social contact with other parents. 
Clinical observations of interactions between the 
mother and J as well as his younger sister suggest­
ed that the mother might benefit from the consul­
tation on how to facilitate interactions with her 
children, discipline her children, and pursue assis­
tance from CARD. In addition, J's mother reported 
that she felt she was not social as a child nor was 
she currently.This again suggested she might ben­
efit from parent training. 

J's mother observed the intervention sessions 
through a television monitor and, as the situation 
permitted, she was present in the therapy room. .fs 
speech-language intervention built on the connec­
tion between prelinguistic and linguistic develop­
ment (Bruner, 1983), as described in the following 
two sections. Figure 1 presents a visual overview of 
the intervention procedures used. 

Stage 1. Precursors ofLanguage 
Development In terven tion 

Expectant Waiting and Imitation with Anima­
tion. Intervention on precursors of language de­
velopment incorporated the methods implemented 
by researchers (Elder et al ., 2002; Elder et al.,2003), 
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