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AUTISTIC SPECTRUM DISORDER (ASD) 

A spectrum is a condition that is not limited to a specific set of symptoms and features 
but can vary infinitely within a continuum.  Spectrum implies a broad range of conditions 
or behaviors grouped together and studied under a single designation.  In psychiatry 
“spectrum” is a term used to describe a mental disorder when there is thought to be “not 
a unitary disorder but rather a syndrome composed of subgroups” that can range from 
relatively “severe” to “mild/subclinical” deficits. 

Diagnosing autism and related conditions is a complex and often difficult process.  To 
date, it has been classed with Asperger’s syndrome and three other disorders under the 
category of Pervasive Developmental Disorders.  Because there is such a diverse range 
of symptoms and degrees of severity, the term ‘autistic spectrum’ is becoming more 
widely used.  The idea of a spectrum is that instead of trying to pigeonhole individuals 
into a specific disorder, they are seen as part of a spectrum: from the severe end where 
a child may have a profound intellectual disability, never to communicate, and needing 
full-time care, to a child who will experience some difficulties but is able to attend 
regular schooling and to go on to gainful employment, functional relationships, and a 
reasonable degree of independence. 

Some current research suggests that autism should perhaps not be seen as a single 
disorder but rather as a set of distinct symptoms (social difficulties, communicative 
difficulties, and repetitive behaviors) that do not all have a single cause or etiology.  A 
commonsense implication of this would be that shooting for a “cure” for autism is 
unlikely to be realized if autism is not construed as a set of separate, albeit overlapping 
and commonly co-occuring clusters of symptoms. 

AUTISTIC DISORDER: DIAGNOSTIC CRITERIA 

A total of six (or more) items from (1), (2), and (3), with at least two from (1), and one 
each from (2) and (3). 

(1) Qualitative impairment in social interaction, as manifested by at least two of the 
following: 
(a) Marked impairment in the use of multiple nonverbal behaviors such as eye-to-

eye gaze, facial expression, body postures, and gestures to regulate social 
interaction 

(b) Failure to develop peer relationships appropriate to developmental level 
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(c) A lack of spontaneous seeking to share enjoyment, interests, or 
achievements with other people 

(d) Lack of social or emotional reciprocity 
(2) Qualitative impairments in communication as manifested by at least one of the 

following: 
(a) Delay in, or total lack of, the development of spoken language 
(b) In individuals with adequate speech, marked impairment in the ability to 

initiate or sustain a conversation with others 
(c) Stereotyped and repetitive use of language or idiosyncratic language 
(d) Lack of varied, spontaneous make-believe play or social imitative play 

appropriate to developmental level 
(3) Restricted repetitive and 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 (may manifest as the tendency 

to disassemble things to examine their parts) 

Delays or abnormal functioning in at least one of the following areas, with onset prior to 
age 3 years:  (1) social interaction, (2) language as used in social communication, or (3) 
symbolic or imaginative play 

The disturbance is not better accounted for by Rett’s Disorder or Childhood 
Disintegrative Disorder. 
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COMPARING AND CONTRASTING ASPERGER’S SYNDROME  

AND HIGH FUNCTIONING AUTISM 

Asperger’s Syndrome    High Functioning Autism 

Typically diagnosed at “social milieu” age  Typically diagnosed at 18-24 months 

Social skills poor, but socially interested   Poor social skills – little or no social interest 

Thought to have right hemisphere based problems Thought to have left hemisphere based 

problems 

Verbal IQ > Performance IQ    Performance IQ > Verbal IQ 

Data collectors      Object collectors 

Clumsy motor skills     Motor skills average or better 

No language delay     Language delay 

No cognitive delay     Cognitive delay 

Pedantic language (“little professor”)   Limited speech with echolalia 

Psychiatric comorbidities    Medical comorbidities 

 

CHILDHOOD DISINTEGRATIVE DISORDER (CDD) 

Also known as Heller’s syndrome and “disintegrative psychosis,” CDD is a rare 
condition characterized by late onset (>3 years of age) of developmental delays or 
regressions in language functioning, social functioning, and motor skills.  The cause of 
CDD is as yet unknown. 

CDD has some similarity to autism, and is sometimes considered to be a low 
functioning form of autism, but an apparent period of fairly normal development is often 
noted before a regression in skills or a series of regressions in skills manifests.  Many 
children are already somewhat delayed when the illness becomes apparent, but these 
delays are not always obvious in young children. 

The age at which this regression can occur varies, and can be from ages two to ten 
years, with the definition of this onset depending largely on opinion.  Regression can be 
very sudden, and the child may even voice concern about what is happening, much to  
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the parent’s surprise.  Some children report or appear to be reacting to hallucinations, 
but the most obvious symptom is that skills apparently attained are lost.  This has been 
described by many writers as a devastating condition, affecting both the family and the 
individual’s future.  As is the case with all PDD categories, there is considerable 
controversy about the right treatment for CDD. 

A child affected with childhood disintegrative disorder shows normal development, 
generally up to an age of 2 years, and he or she acquires “normal development of age-
appropriate verbal and nonverbal communication, social relationships, motor, play, and 
self-care skills” comparable to other children of the same age.  However, from around 
the age of two years through the age of ten years, skills acquired are lost almost 
completely in at least two of the following six functional areas:  expressive language 
skills; receptive language skills; social skills and self-care skills; control over bowel and 
bladder; play skills; and motor skills. 

Lack of normal functioning or impairment occurs in at least two of the following three 
areas:  social interaction, communication, and repetitive behavior and interest patterns. 

RETT SYNDROME 

Rett syndrome is a neurodevelopmental disorder that is classified as an autism 
spectrum disorder by the DSM-IV-TR.  It was first described by Austrian pediatrician 
Andreas Rett in 1966. The clinical features include a deceleration of the rate of head 
growth (including microcephaly in some) and small hands and feet.  Stereotypic, 
repetitive hand movements such as wringing are also noted.  Girls with Rett syndrome 
are prone to gastrointestinal disorders and up to 80% have seizures.  They typically 
have no verbal skills, and about 50% of females are not ambulatory.  Scoliosis, growth 
failure, and constipation are very common and can be problematic.  Some argue that is 
misclassified as an autism spectrum disorder, just as it would be to include such 
disorders as fragile X syndrome, tuberous sclerosis, or Down syndrome where one can 
see autistic features.  The symptoms of this disorder are most easily confused with 
those of Angelman sundrome, cerebral palsy, and autism. 

Rett syndrome (symbolized RTT) is caused by mutations in gene MECP2 located on the 
X chromosome and can arise (1) sporadically or (2) from germline mutations. 

Rett syndrome is usually caused (95% or more) by a de novo mutation in the child (so it 
is NOT inherited from either parent.  Parents are generally genotypically normal, i.e., 
one without a MECP2 mutation).  In sporadic cases of Rett syndrome, it is thought that  
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the mutated MECP2 is usually derived from the male copy of the X chromosome.  It is 
not yet known what causes the sperm to mutate, and such mutations are rare. 

Rett syndrome can also be inherited from phenotypically normal mothers who have a 
germline mutation in the gene encoding methyl-CpC-binding protein)2, MECP2. 

Rett syndrome almost exclusively affects girls – male fetuses with the disorder rarely 
survive to term.  Development is typically normal until 6-18 months, when language and 
motor milestones regress, purposeful hand use is lost and acquired deceleration in the 
rate of head growth (resulting in microcephaly in some) is seen.  Hand stereotypies are 
typical and breathing irregularities such as hyperventilation, breathholding, or sighing 
are seen in many.  Early on, autistic-like behavior may be seen. 

Most individuals with Rett syndrome are female.  Because the disease-causing gene is 
located on the X-chromosome, a female born with MECP2 mutation on her X 
chromosome has another X chromosome with an ostensibly normal copy of the same 
gene, while a male with the mutation on his X chromosome has no other X 
chromosome, only a Y chromosome; thus, he has no normal gene. 

The infant with Rett syndrome often eludes detection until six to eighteen months due to 
a relatively normal appearance and some developmental progress.  However, closer 
scrutiny reveals disturbance of the normal spontaneous limb and body movements that 
are thought to be regulated in the brainstem.  The brief period of developmental 
progress is followed by stagnation of previously acquired skills.  During regression some 
features are similar to those of autism.  It is, hence, easy to mistakenly diagnose Rett 
syndrome for autism. 

Symptoms of Rett syndrome that are similar to autism:  screaming fits; panic attacks; 
inconsolable crying; avoidance of eye contact; lack of social-emotional reciprocity; 
general lack of interest; markedly impaired use of nonverbal behaviors to regulate social 
interaction; loss of speech; balance and coordination problems, including losing the 
ability to walk in many cases; gastrointestinal problems; stereotypies; sensory problems; 
possible short stature and/or might be unusually proportioned because of difficulty 
walking or malnutrition due to difficulty swallowing; hypotonia; delayed or absent ability 
to walk; gait/movement difficulties; ataxia; microcephaly in some – abnormally small 
head, poor head growth; chorea – spasmodic movements of hand and facial muscles; 
distonia; bruxism – grinding of teeth. 
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TOOLS FOR SCREENING AND/OR ASSESSMENT 

The Asperger Syndrome Diagnostic Scale (ASDS).  Administration time:  10 to 15 
minutes.  Ages:  5 through 18. 

GADS: The Gilliam Asperger’s Disorder Scale.  Can be completed by both parents and 
professionals. 

Krug Asperger’s Disorder Index (KADI).  A parent, caregiver, or teacher can complete 
the KADI – at home or at school – in just 15 to 20 minutes.  It helps clinicians distinguish 
individuals with Asperger’s disorder from those who have other forms of high functioning 
autism. 

ASIEP-3:  Autism Screening Instrument for Educational Planning – Third Edition.  Ages:  
2.0 – 13.11.  Testing time:  varies.  Administration:  Individual. 

Childhood Autism Rating Scales (CARS).  Ages:  Over 2 years.  Administration time:  5 
to 10 minutes.  Format:  15-item rating scale. 

Autism Diagnostic Interview, Reviewed (ADI-R).  Ages:  Children and adults with a 
mental age above 2.0 years.  Administration time:  1 ½ to ½ hours, including scoring.  
Format:  standardized interview and response coding. 

Behavior Rating Inventory of Executive Function – Preschool Version (BRIEF – P.  
Ages:  Preschool children, 2 – 5.11 years.  Administration:  Individuals.  Time:  
Approximately 10-15 minutes to administer; 15-20 minutes to score. 

Social Communication Questionnaire (SCQ).  Purpose:  Autism spectrum disorders 
screener.  Ages: Over 4.0 years with a mental age over 2.0 years.  Administration:  Less 
than 10 minutes.  Format:  Parent questionnaire with 40 yes/no items. 

A CAPSULE SUMMARY OF EFFECTIVE INTERVENTIONS FOR MOST ASD 
CONDITIONS 

First, emphasize their strengths. What are they good at?  What are their abilities, strong 
points, assets?  Identify, acknowledge and celebrate their talents. 

Second, enhance their self-esteem. Identify their unique identity; stress thinking 
optimistically and flexibly; provide encouragement and empowerment; recognize their 
self-worth; support confidence, and self-assurance, self-respect; point out positive 
character and personality traits; encourage them in developing their own individuality. 
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Third, teach stress management techniques. Deep breathing, “letting go,” body scans, 
exercise, thought-stopping, exercise, meditation, and visualization of pleasant/relaxing 
scenes. 

Fourth, assist with organization and structure.  There is no question that structure tends 
to reduce anxiety in high-stress or crisis situations.  Positively reinforce (reward) the 
child (e.g., with praise, favorable comments, recognition) whenever he or she 
spontaneously responds with calmness and stoic acceptance to needed modifications in 
routine or organization. 

Finally, recognize the child’s sensitivities – i.e., over/under reactivity to sensory stimuli. 

ADDRESSING DISRUPTIVE BEHAVIORS:  TANTRUMS, RAGE EPISODES, 
MELTDOWNS 

Any behavior that gets in the way of the learning process, social functioning, or 
academic/work advancement can be thought of as “disruptive,” “detrimental,” or even 
self-destructive.  “Disruptive behaviors” can be either active:  tantrumming, 
noncompliance, and aggression, or passive: inattention, refusal to participate, being off-
task, isolating oneself. 

General Strategies for Minimizing the Possibility of Disruptive Behaviors 
Create a positive environment.  Structure environment and daily routine.  Make daily 
tasks organized and predictable.  Plan and slowly introduce changes in routine.  Modify 
communications so child understands message.  Minimize environmental stressors:  
disruptive noises, lights, scents.  Avoid subjecting the child to tasks above ability level.  
Watch for subtle signs of stress/depression/anger/anxiety – seek professional 
consultation when needed.  Physical exercise diminishes aggressive behaviors.  
Reward positive behaviors:  identify relevant rewards.  Prevent – do not reward – 
inappropriate behaviors.  Provide/encourage/reward constructive activities.  Responses 
to behaviors should be consistent.  Use enthusiastic tones, speak softly and slowly.  As 
a parent, assist your child in practicing stress-management strategies – and practice 
these for yourself!  Use varied – but calm – settings whenever possible.  Hook attention 
through references to special topics.  Do not bore child with a program that has already 
been mastered.  Maintain high success rate (focus on strengths, use positive 
reinforcers, give choices).  Provide choices that are reasonable/manageable: Give child 
a certain degree of control.  Use creativity and creative arts approaches (music, art, 
story telling, “drama,” raps).  Choices:  “Do you want to sit or walk around?  What do 
you ant to talk about first, second, and third?  Which room would you like to use today – 
‘a’ or ‘b’? Prepare to lose some battles so that you can win the war.  Consider self-
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stimulatory objects as reinforcers (e.g., squishy toys, twisty straws, percussion).  
Boredom often leads to poor behaviors:  Teach the child that boredom is not necessarily 
a “bad” thing (it can be viewed as opportunity for restoration, re-charging, meditation, 
relaxation, clearing mind, etc.).  Intersperse tasks. 
 

BOOKS AND ONLINE RESOURCES 

ASPERGER HELP.  http://aspergerhelp.net/  This is an online resource with forums, 
blogs, articles, and information about Asperger’s syndrome.  Besides getting plenty of 
information, you can join an online support group. 

AUTISM NATIONAL COMMITTEE (AUTCOM). http://www.autcom.org 

AUTISM RESEARCH INSTITUTE (ARI).  http://www.www.autismresearchinstitute.com 

ASSOCIATION FOR SCIENCE IN AUTISM TREATMENT. http://www.asatonline.org 

AUTISM NETWORK INTERNATIONAL (ANI).  http://ani.autistics.org 

AUTISM SOCIETY OF AMERICA.  http://www.autism-society.org 

AUTISM SPEAKS, INC.  http://www.autismspeaks.org 

 

NATIONAL INSTITUTE OF CHILD HEALTH AND HUMAN DEVELOPMENT (NICHD). 
http://wwwnichd.nih.gov 

 

Self-Help Books for Parents/Caregivers of Autistic Children: 

Empowered Autism Parenting:  Celebrating (and Defending) Your Child’s Place in the 
World by William Stillman (Wiley, John & Sons, Inc., 2009). 

Children with Autism:  A Parent’s Guide by Michael D. Powers, Temple Grandin.  
(Woodbine House, 2000). 

My Child Has Autism by Clarissa Willis (Gryphon House, Inc., 2009). 

The Autism Book:  What Every Parent Needs to Know about Early Detection, 
Treatment, Recovery, and Prevention by Robert W. Sears (Little, Brown & Company, 
2010). 

Children with High-Functioning Autism by Claire Hughes-Lynch (Prufrock Press, 2010). 
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Facing Autism:  Giving Parents Reasons for Hope and Guidance for Help by Lynn M. 
Hamilton, Bernard Rimland (Doubleday Religious Publishing Group, 2000). 

1001 Great Ideas for Teaching and Raising Children with Autism Spectrum Disorders by 
Veronica Zysk and Ellen Notbohm (Futures Horizons Publishing Company, 2004). 

 


