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REASON FOR REFERRAL: Emmett is a new resident at Whaley and been having a lot of challenges in his efforts to get his education started here and questions had emerged for his clinical team as to whether or not Emmett may not have autism spectrum disorder. The behaviors of concern were listed as his having social interaction difficulties, communication challenges and poor emotional regulation with lots of medications reported to be on board. Again, it was hoped that the testing assessment could determine if he has ASD so that the treatment team could better understand and provide for his needs.
INSTRUMENTS USED: The following list is somewhat truncated. Emmett had difficulty maintaining both his energetic and emotional state during the testing and often signaled very little patience or tolerance or ability to persist. Because of his history of difficulty with task completion, the Whaley assigned staff would stay in the room while we test and this acted as an additional support, but even with additional support, the number of measures collected were minimized to those that were considered most essential and the testing assessment itself was broken into two parts with the personality and attention testing coming on the second occasion. Wechsler Abbreviated Scale of Intelligence Second Edition, the Conners Continuous Performance Test III, the Millon Preadolescent Clinical Inventory, the Autism Spectrum Rating Scales completed by parents and the Autism Diagnostic Observation Schedule II. An additional note: Due to his having just too little time with educators in this transitional period, there were no educators to provide any ratings. There are findings presented below that are based on kind of the least amount of information needed to make those determinations and so there is some mild moderation of certainty here. Nonetheless, I report the diagnoses as they are supported by these instruments listed above and would additionally add I had questions about his medical status for which the record is incomplete and information made available to me leaves some questions unanswered. I will return to these considerations in the summary section and if this information has not yet been provided, I can discuss ways in which you might be able to continue to clarify any remaining concerns here mostly related to his physical well-being.
SUMMARY OF RELEVANT HISTORY: Emmett Jarosz is a 12-year-old white male. At the time he was admitted to Whaley on January 8, 2025 and as the staff began to get to know him specifically his therapist Ms. Emma Knox, the following signs and symptoms were considered as potential signifiers that an autism assessment need be done. Indicated were social interaction difficulties, difficulty understanding and responding to social cues, difficulty making friends and maintaining friendships, struggling with respecting boundaries. He had communication challenges such as delayed responses or taking extra time to process questions. There is a kind of slowed appearance with Emmett. It might be related to his ability as much as it could be related to autism. It is actually one of the signals that I think is reflective of a possible need, but is not easily associated with autism spectrum; in fact, it might be more likely associated with the additional support for attention difficulty seen below and has to do with that medical status that I am mildly concerned about. Also, reported was hyperactivity and impulsivity as well as the poor emotional regulation with intense and extreme outbursts that include verbal and physical aggression, but also followed by quick cool-downs. It is reported that Emmett can be quite rigid about expectations and people following through on commitments, and if he feels that persons do not hold up end of the bargain it might prompt an outburst.
The following information was gathered through review of documents made available to me through Whaley Children’s Center specifically the admission notification. Relative to documented physical and emotional presentation at the time of admission, there was a note here that I think is important relative to a long-term worker sharing with Whaley staff that he generally interacts better with female peers and staff and he tends to be apprehensive particularly around older males or larger boys. In that same section of the report, I talked about things that Emmett enjoys; for instance, he likes to listen to rap and country music. He has a favorite smell which is lavender and he loves to play with racing cars.
This report indicates that his parents Matthew Jarosz and Allison Brinkman may not be living, may be homeless and that listed is a plan of reunification, but documents indicate concern about whether either of these parents might be able to ultimately provide for Emmett. Both are allowed at the time that the admission notification note was written supervised visitation in a therapeutic setting. It is reported that Emmett was removed from his mother’s care in October 2023 due to allegations of physical abuse against the sibling. The family has had multiple investigations due to varying allegations relative to the home condition, children’s hygiene and ongoing mental health treatment for both siblings. It appears as though there was either event or events of Emmett’s elder sister harming or hurting him and it may have been that that child was left to manage Emmett and inappropriately so. Ultimately, what had happened led to child abuse charges against their mother.
It is reported that there was family’s first involvement, but that was short-lived because of conflicts that existed between the children’s parents where the assigned staff offered multiple warnings, but finally could not work with them. It appears that there was ongoing question about provision of adequate care and medical and mental health followup with the parents; Emmett himself as a child with significant mental health challenges including diagnoses of ADHD, disruptive mood disorder and PTSD. He has had multiple placements and hospitalizations. He had been recently admitted to a psychiatric hospital for exhibiting severe aggression and physical and self-harm behavior at school. He was placed in a couple TPP homes, but again his behavior led to another hospitalization due to a violent incident and most recently, he was placed at Wolverine Shelter due to a lack of appropriate centers. Despite the report of a reunification permanency plan, the note indicates ongoing efforts to find suitable long-term placements for Emmett. While living under care, Emmett has struggled a great deal and had a property destruction and severe assaultive behavior while at Wolverine where restraint techniques were needed almost daily. There is a large total of damage that was attributed to his behavior. The staff reported once agitated he refuses to calm or get his emotions under control which might reflect the important training needs for staff working with Emmett about the nature of crises and escalation. Early on at Whaley, it was noted that Emmett was showing progress in managing his behaviors and adhering to his medication and therapy. He also has reported some increase in suicidal ideations without acting on them that might have been responsive to the change; here, he denied any suicidal thinking. Indeed, it is reported that mother has housing instability and father is not working with the system and experiencing housing instability.
It is reported that Emmett has a long history of diagnoses and presumed treatment history. Diagnoses sometimes differ in various lists that you see; posttraumatic stress disorder is listed as chronic and complex, unspecified ADHD by history and disruptive mood dysregulation disorder by history as well. He is on a significant amount of medications. I would assume he is under an active period of study in terms of the value of these medicines. Given Emmett’s presentation, it would be important to determine that the medicines are not in some ways contributing to his slowness or otherwise detached appearance. I think it would be a worthy effort to try to identify possibly whether or not all these medicines are still needed. Children who live in care can sometimes have med list that kind of grow and expand without thoughtfulness and of course this medication list also kind of implicates the level of severity here associated with anger and aggression, being easily frustrated, overreacting.
The information I have is somewhat slim on a new medical information. There is an indication that he may have been exposed to marijuana prenatally. I have to inquire whether or not there is a possibility of fetal alcohol syndrome. Again, there is the appearance of slowing that is not associated clearly with any of the mental health conditions, but could be associated with the IQ profiles you see below and attention difficulties. Nonetheless, the appearance to me is of prenatal toxic exposure and we will discuss below whether there is any way to identify or not.
Additionally, I would add here that there is likely to have been a medication history although ADHD is listed as the diagnosis there is no one medicine he is taking that strictly is targeting attention where low persistence and inattention appeared to be pretty prevalent in his presentation, but I cautioned there could very well be a medical history that would let us know whether he has had negative response to common medicines. It would be typical that he has likely been tried on ADHD medications in the past and for some young children especially with some of the other considerations happening with Emmett, they do not respond as well to those medicines or sometimes are made worse. Additionally, I would add that his father reported that he wore a hearing aid as a baby that is an interesting fact without much more information and there may have been some concern about hearing, but there also could have been some related delay in speech which would be associated with our primary concern for ASD. Additionally, I would add that Emmett was considered a 6th grader before entering Whaley. He did have special IEP for emotional impairment. The school being considered for Emmett is best known in our area for working with kids with developmental disabilities and I do believe that is appropriate.
The following information was gathered in a review of the Initial Youth Biopsychosocial Assessment indicating that the young persons had many, many different living situations from living with their biological parents, the foster homes, the shelters, the residential and psychiatric centers. He indicated to his worker that he is heterosexual. It is reported that when calm and well, he is able to be redirected in terms of personal strengths. In terms of life experiences, he indicated parental substance abuse, neglect and abandonment, seclusion, restraint, having observed violence he has been in and has been the victim of violence, has bullied and been bullied and lost someone he loved, has had suicidal thoughts and self-harming and running in the past from care. Reported were also some trauma triggers which might be associated with having been exposed to a lot of violence that includes seeing others being out-of-control, yelling, fighting, loud noises, but also include things that could be associated with trauma, but also possibly preference or his mental state which have to do with being touched, people being too closer, there being too many people around or certain strong smells. In the past, the teacher has been a trigger for him. Lastly, in summary relative to ACEs, it appears that Emmett has endorsed experiencing neglect, parent dissolution, family dissolution, living with someone who is mentally ill and substance abusing and someone who has had to go to jail.

BEHAVIORAL OBSERVATIONS: On the first occasion of our meeting, Emmett and I completed the Wechsler Abbreviated Scale of Intelligence and the ADOS. I had the intention of doing a complete battery on that day, but it was quite clear early on that he was going to have lots of need of support in order to stay engaged and that it was important to try to identify what measures would be essential. Very quickly, he appeared to be somewhat uncomfortable or wishing to escape. Early on, I noticed rocking behavior. The low persistence was seen right away. While I do believe that Emmett has limitations in his IQ score, there is a possibility that he mildly unperformed here. You will see below that there is an IQ kind of at the borderline impairment cutoff and I would stress that adaptive skills are most essential to his long-term success and that regardless of true ability, performing in school is predicted to remain somewhat difficult and requiring of support. So, I do support his move from the public school to another public school with a little more experience working with young people with special needs. He might have sat with his head down or sought little distractions, again rocking was noticed despite the low performance concern with notes of appearing to be effortful with needs at times to direct his attention back to the task at hand. Again, while I think that he could perform better once conditions are optimized, I do not believe that he would perform above the borderline level of intelligence as you will see below he is in the just at the highest level of impaired and the focus for me would be on learning living skills more so than education although Emmett has quite a ways to go relative to his education and needs to develop those behaviors as well.
The following observations were made during the Autism Diagnostic Observation Schedule. Again, notes here have me concerned about toxic exposure. He appeared to just be staring. On the construction task, he noted he did not have enough pieces rather than appealed to me for more pieces. He did not attempt to play with the toys when offered or asked to a create pretend scenario and so when I tried to join, he froze and did not interact. When I pushed for one, he had some brief stunted interaction, but it was generally not shared. I saw the slowed kind of responding as implicated and very much present on the description of a picture task. He was able to do the telling a story and cartoon section, but showed little response to humor tending to be kind of factual and descriptive, not creative. During our free conversation, he returned to and repeated his interest in a music cutter and MP3 player. It does not appear that he has special knowledge relative to these things, just he is very much drawn to the same things and it is clear that it is the music player. I noted during this portion that he seemed pretty attached to and supported by the caregivers. He indicated sensory sensitivity relative to being touched and sounds or textures; I had made a note of repetitive hand movements during this portion. He indicated he had no friends and when asked to list one, he listed an adult he knew a couple of years ago hopefully with someone who was positive with him.
There are also times when he made popping sounds with his mouth which I was not sure if that was a tic or not. There was some relatively complex speech, but he made recurrent grammatical errors. There is a somewhat unusually slowed tone. Again, I associate that with other things, but could be considered a verbal difference. He did not engage in immediate echolalia or showed really stereotype use of words. However, he rarely or never offered information spontaneously and would provide an account of routine or non-routine event dependent upon probes and could not do so freely. Conversation was awkward and characterized by little reciprocal engagement or sustained interaction. There was some use of gestures, but poorly modulated eye contact, some directioning of facial expressions but also limited. Vocalization was somewhat limited. He showed little or no expressed pleasure in the interaction with the examiner. He may show some, but limited understanding in the emotions of himself and others and some insight, but also limited relative to social relationships with a slightly unusual quality of social overtures and overtures related to repetitive wanting. His overall quality of social responses restricted in range, object-oriented, more often responds to questions than freely offered leading to a mildly uncomfortable session with very little imagination or creativity showed somewhat stereotyped in quality. He did engage in some hand and finger complex movements. Rocking was noted, but not scored simply because it is a very common behavior. It is possible that his interest in the MP3 player reflects a narrowing of focus. However, he did not seem to have special interests or special information about it. There were no compulsions or rituals observed. He had difficulty sitting and was overactive and somewhat agitated. He displayed times of mild disruption relative to negative behavior and there were mild signs of anxiety or self-consciousness present. On the second occasion where that we met, once again, I had hoped to complete more information, but Emmett somewhat signaled that he was not capable of supplying too much information. So, deemed essential was on personality inventory, so using the Millon Preadolescent Clinical Inventory, I will report that while not considered invalid, he had a relatively high response negativity score with a response negative percentile of 87 which indicates that he is reporting many, many difficulties associated with mental health. We began the question validity at the 90th percentile, so you can see he is pretty close indicating more trouble than as common. He endorsed that he keeps thinking about something terrible that happened to him without expanding, but did endorse that they were related to bad memories in support of that long-term diagnosis of posttraumatic stress disorder. He appeared quite bothered and impatient, but was able to complete that simple true or false measure. As a result of signals, we simply left for him to complete the Conners Continuous Performance Test III which performs a validity check based on the number of hits and omission errors committed as well as a self-diagnostic check of the accuracy of the timing of each administration. There was no indication of validity issues here and the current administration should be considered valid. While that stated, this patient did verbalize disaffection and unhappiness with this requirement which was anticipated. He also often asked how often, how much longer. Again, a very common behavior seen among young people especially those with a little bit of an attention challenge.
I was able to connect via E-mail with Emmett’s mother to complete an Autism Spectrum Rating Scale. We were not able to meet to do an Autism Diagnostic Interview which would have built my confidence and while there are some mild differences in the profile emerging from the ASRS, there is a level of consistency needed for me to make the call that is requested of me here. Again, it is important to state that there are not any validity scales on that particular instrument, but mother answered every item and seemingly in a consistent way and although has some differences in her view of her son than I might in the short period I have with them. I was appreciative of mother’s willingness to fill it out and provide the information.

TEST RESULTS: The following is a discussion of the results as they were collected here. Below, you will find a table of scores based on Emmett’s performance on the Wechsler Abbreviated Scale of Intelligence II.

The Abbreviated Scale of Intelligence is useful for identifying IQ and often accurately predicts IQ that would be derived using the full scale IQ form, but with Emmett’s being transferring into a school specific to development, it seemed important that I avoid spoiling the full scale IQ form just in case more testing was needed. Again, there is belief that under more ideal conditions he could perform mildly better, but again, I would limit prediction of an improved performance to the borderline range. Here, we see a score in the cognitively impaired range, but made up of two very different index scores. Nonetheless, predicted here would be the challenge level associated with mild cognitive impairment. He is performing at the 2nd percentile if we look at it altogether, but is slightly more developed than his verbal comprehension and in fact performs at the lowest level of low average, but only the 9th percentile in its relative strength associated with his verbal comprehension score. Here, his perceptional reasoning score is extremely low at a score of 65 at the 1st percentile. There is no one IQ pattern associated with autism spectrum disorder and in fact autism spectrum disorder is one of the single largest contributors to impairment. So, we see impairment here, but slightly different than expected better developed verbal abilities. It is important to state that those verbal comprehension abilities are those most used for school and there is his relative strength and yet important to state he is at the lowest level of low average at the 9th percentile, we can expect him to continue to have struggle and need of support to complete school. This very low perceptual reasoning score suggests a lot of difficulty with what we would call novel problem solving or solving problems on the fly. His ability to spontaneously solve social or novel or new problems is low. He benefits from having support persons to talk through what it is that he might do and support persons that can reflect on how well it is going and/or if there is a need for change in plan.
These scores are low, but they can be associated with the prediction of the ability to train and occupation while they suggest that school will remain difficult. These scores are consistent with the young person who can learn with a specific focus how to navigate the community as I have already stated I believe that even at his young age, it is best to focus on adaptive skills and tolerance on working at his own level at school would be my direction for educators and it is important to state that persons at an IQ level of 70 or below can generally achieve independence. However, they may need support at times of heightened stress even as adults that lower perceptual reasoning score leads me to believe that it would be important to help Emmett learn how to identify persons of resource and helpers who could assist him in everyday life as an independent person. It is worth noting that because of the level of stress and response to the testing that was offered, Achievement Test was not presented as it would have presented a stress. It does mean that I cannot rule the possibility of learning disorder, but it is important to state that at the borderline or cognitive impairment level it is much more less likely that it is more likely that he would have difficulties across the board versus a specific weakness in one area and he may well need support and learning in general. On the Conners Continuous Performance Test, Emmett had a total of eight atypical T-scores which is associated with a very high likelihood of having disorder characterized by attention deficit such as ADHD. There are other neurological conditions or symptoms that can impair attention, but sometimes the treatments might not differ. Relative to the normative sample, Emmett was less able to differentiate targets from non-targets, made more omission errors, made more perseverative errors, responded more slowly, displayed less consistency in response speed, displayed more variability in response speed, displayed more of a reduction in response speed in later blocks and displayed more of a reduction in response speed at longer stimulus intervals. Emmett’s profile scores response pattern indicates that there is a strong indication for inattention and indication for sustained attention and vigilance. He did not tend to go too fast. He should have more of a problem with attention than impulsivity. He did best when things moved quicker than slower. Overall, there is lots of support here from observation and other places inside the evaluation with this very strong result for ADHD and again, I cautioned what is most important here is to understand his history relative to medications for ADHD which can sometimes worsen things.
So, using the Autism Diagnostic Observation Schedule, I found a high level of autism spectrum related scores; in fact, the ADOS classification is for autism with an overall diagnosis that ADHD is likely ASD supported with again that concern for prenatal toxic exposure. Again, it has been reported that there was marijuana exposure that might suggest there has been opportunity to ask about alcohol exposure and it just in terms of completeness I think should be considered. Nonetheless, he received a score within the autism classification using this measurement with the lots of support for difficulty maintaining social interactions, but also some support for restrictive and repetitive behavior and again although mildly moderated by the fact that I did not have all the measures that I classically collect. This is the strongest result in support of the presence of ASD in this case.
Emmett’s mother Allison Brinkman completed the Autism Diagnostic Spectrum Scales. It is important to state a couple of scores kind of went against what supported here. Overall, she rated his social communication as not a problem area. However, she indicated some difficulty related to relationships with adults. She indicated social and emotional reciprocities were average. However, the total score and a diagnostically oriented score were both elevated regardless of her assessment of his social and emotional development, he has manic behavioral characteristics similar to diagnosed with autism spectrum disorder and symptoms directly related to the DSM-V diagnostic criteria for autism spectrum disorder, indicated specifically are having trouble with changes in routine, some purposeless stereotypical behavior and overreacting to certain sensory experiences. He has deficits in attention and motor and impulse control and can be argumentative. There is a limited willingness and capacity to successfully engage in activities that develop and maintain relationships with adults per mother. She indicated his spoken communication may be repetitive, unstructured or unconventional. Again, he has difficulty engaging in changes in routine and may have some repetitive behaviors. He may demand that aspects of the environment remain unchanged. Again, it is reported that he overreacts particularly to sounds, but I encouraged a complete sensory evaluation when we diagnose the autism spectrum disorder and lastly there was a slight elevation on an attention scale included on the Autism Spectrum Rating Scale indicating some trouble appropriately focusing on one thing while ignoring distractions and appearing disorganized. I take this as overall supportive of autism spectrum in this case and in lieu of the Autism Diagnostic Interview, often times would like to explore the earlier ages when the child’s autism may have been more pronounced or they might be at their most impacted. Nonetheless, despite some moderation relative to fewer tools, I am confident in this diagnosis, whereas you know I have remaining questions about other influences. Even so, my review of the literature; for instance, something like fetal alcohol syndrome, does not exclude the diagnosis of ASD. His having borderline to mild cognitive impairment is not necessarily consistent with stereotypic movements that were observed and seen. Despite his mother stating that he is more comparable with peers relative to social development, I saw lots of social weakness and deficit in my interaction with Emmett and there were lots of notes of observations of behaviors that were not social in nature or that do not fit typical normal social responses and so I believe taken together this provides the minimal support we need to suggest or to state that the diagnosis of autism spectrum disorder is supported.
It is important to remember on the emerging profile of the Millon that Emmett had a very high response negativity percentile close to what we would consider potentially invalid, but also more likely to be seen in a young person with a history such as Emmett’s and involved lots of disruption and difficulty and challenge. This particular profile does not measure for autism spectrum, but in terms of the current clinical signs, most of what is reported here was indicated not below the level of clinical concern were obsessions and compulsions and reality testing.
He had prominent scores on the Anxiety Fear Scale indicating a problem with anxiety that impacts his daily functioning and there may be effective cognitive and behavioral manifestations of anxiety. Also, indicated near the highest possible level were attention deficits and disruptive behaviors. Taken together, this is strong support for a diagnosis of ADHD. It is likely that he has trouble sustaining attention and concentration, trouble persisting, he may be hyperactive, short attention span could affect both school and home and the disruptive aspect of the experience can cause severe problems that interfere with family and peer relations. These results suggest it would be very difficult for Emmett to accept limits and to often engage in failure to think before he acts leading to frequent conflicts and run-ins with authority figures and others. Again, it does not appear that it is currently targeted, but there is a need to understand his history with ADHD med response. Also, indicated was conduct problems. So, there may be a long established pattern of noncompliance in addition to the impacts of the identified clinical concerns, his ability to comply and perform. He has a long history of not cooperating and possibly living in environments where it was difficult to cooperate under great stress and his poor frustration tolerance and intermittent aggression and impaired judgment while informed by the diagnosis being considered are likely also very much shaped by his experience. It would interrupt his ability to respond to normal reward punishment contingencies and it is very important to address any misguided sense of pride in these developing behavior patterns. It does suggest of course that we might appeal to his own best interest in terms of motivating behaviors. Also, elevated at a quite higher level was depressive moods indicating that he may often feel sad, discouraged and lonely. He may have negative thoughts about the present and pessimistic outlook for the future; when this is really pronounced, it is important to assess suicidal thinking or gestures. It is important to state that disruptive mood dysregulation disorder is most often a precursor to depressed moods and so there is probably a relationship here along with the history that probably includes poor modeling by caregivers, changing caregivers, very stressful transitions in addition to having a fairly complex clinical picture and so it is important of course that we work to support Emmett to recover and start to get a sense of what he can do and begin to achieve towards a more satisfying future life.

SUMMARY: Emmett Jarosz is a 12-year-old new resident to Whaley Children’s Center who has a historical diagnosis of PTSD and disruptive mood dysregulation disorder and I believe that includes ADHD. Those are all supported here with the addition of support for autism spectrum disorder as suspected by his therapist. There is a mild moderation of confidence and the fact that we could not use all the ideal elements and yet this diagnosis is well founded based on the findings as collected here.
Additionally, while slowed interaction can be associated with ASD, his level of slowness, ADHD and low IQ could also have their bases in prenatal toxic exposure for specifically that there may have been more than just marijuana exposure although that is certainly negative, the ways in which one might be able to identify this is through: 1) An investigation with the parent in terms of what possibly might have been the exposure and could there have been alcohol exposure. 2) Is he shorter compared to peers? 3) Does he have a smaller head circumference compared to peers? There is an appearance of prenatal toxic exposure, but that could just be a misnomer related to style and the autism spectrum disorder and the inattention and yet I think in the interest of completeness, we would want to know whether there was any fetal exposure to alcohol and whether or not there are any higher head circumference differences given the attention and intellectual differences noted here as well as the presentational difference that seems to go beyond that associated with autism.
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