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CHAPTER |
| NTRCDUCT! ON

Oistopher aged four years has been referred to a
multidisciplinary child developnental centre because of
concern about his failure to develop nornmal |anguage and
soci al behaviour. He is seen by various expertise. In the
case conference the paediatric - neurol ogi st proposes that
the child has devel opnental dysphasia on the ground that his
conprehension is poor and expressive |anguage is abnornal,
ability to do nonverbal task is good and there are no
neur ol ogi cal signs but psychol ogi st thinks that the child is
autistic because, along with the |anguage problemhis soci al
behaviour is poorly developed. He does not play well wth
other children and lacks warnth in his relationship with his
parents. The child psychiatrist argues that the child's
social and |language abnornalities are not severe enough to
warrant a diagnosis of infantile autism and suggests a
di agnosi s of Asperger's syndrone whereas speech pathol ogi st

| abel s hima case of senmantic pragnatic disorder.

Smlar picture is seen in various clinics of our
country where not only budding clinicians but experienced
clinicians also find it very difficult to deci de whether the

child can be diagnosed as an autistic case. If he 1is



| abel | ed as an autistic then one should be able to pinpoint
what diagnostic criteria have been used. The problem does
not end wth this. W have to consider about those children
who clearly show sone of the synptons nentioned in

di agnostic criteria but not all. How do we classify then?

As speech pat hol ogi sts we need to know whet her the case
should be labelled as pure autistic case or it is the cas of
sone other devel opnental disorder with autistic features.
Through this dissertation we will try to seek the answers to
the questions of diagnosis in cases children with autistic

f eat ur es.



CHAPTER | |
REVI EW G- LI TERATURE

The national society for Autistic children defines the
autistic as one who displays disabilities in following five
areas:

1. Sensory perceptual skills

2. Motor skills

3. Communi cation skills
4. Rel at edness
5

Devel opnental rates and sequences

In addition, the onset nust have occurred before 30

nont hs of age.

Preval ence: Preval ence of childhood autismis not clearly

established but parallels that of other varieties of
chi I dhood handi caps. Ohe child in every 1500 births is
probably affected. WIson (1864) diagnosed two autistics
per 10,000 chil dren.

Two nmai n types of autismare:
1) Infantile autism
2) Childhood autism



Infantile Autism The onset of psychotic behavior 1is

reported by parents at varying periods frombirth to 18
nont hs. Sone parents report a gradual onset w th apathy,
w thdrawal and failure to thrive frombirth, others report

regression from favourable devel opnent during the second

year of life. Infantile autism usually beconmes obvious
after Illrd nonth during the synbolic phase. Autistic
behavi or is primary with inability to make hunan
rel ationships frombirth. The devel opnent of nmotor skills

Is appropriate for the age, the child functions gracefully
but remains isolated in aworld totally of his own erecting
a barrier that stands in the way of mnessges comng from

wthin him

Chi | dhood Auti sm A socially perceptible deviation in

I nt er per sonal relations is characterised by pervasive
w t hdraw, |anguage di sturbance, obsessive behavior, bizarre
rhythmc activity and wathful indignation wth conplete
enotional indifference. Language is narked by nmutism
defects in attention to sounds despite nornal hearing or by
echolalia wth confusion of personal pronouns. (bsessi ve
routi ne keeps himexcessively pre-occupied with particular
obj ects, resisting change around him Bi zarre, stereotype,

repetitive novenents such as twrling, rocking, walking on



tiptoe are non-goal directed actions carried out in a
uniform way to blot out environnmental stimuli. He renains
rigid or acts retarded for sustained periods but reveals

flashes of nornmal and exceptional intelligence.

Per cept ual di sturbances abound wth hei ght ened
awareness hyper irritability and obliviousness to external
stimulation affecting auditory, visual, olfactory senses.
Withing novenents of the hands and fingers are accentuated

by intense staring.

Poor eye contact, absent social sml e, del ayed
anticipatory response to being picked up, aversion to
physi cal cont act | i npness or stiffness when held,
disinterest in household objects, rejection of appropriate
toys are characteristics of these children. Mot or behavi or
acconpani es sensory input and di scharge. Withing novenents
of the hands and fingers create exciting visual input,
rubbi ng odd surfaces, tactile sensations, whirling the body
and spinning objects all acconpanied by ritualistic flapping
of hands, posturing the neck, staring into space are very

often seen in these cases.



PURE AUTI SM

Devel opnent of the concept of autism

In Kanner's (1943) first account of autism he stated
that the conditions he described differs markedly and
uniquely fromanything reported so far. In this paper, he
did not attenpt to specify strictly defined diagnostic
criteria, but presnted detailed case histories of eight boys
and three girls noting the following <characteristic
feat ures:

1) Inability to relate to people, including nenbers of
child s own famly fromthe beginning of life.

2) Failure to develop speech or abnormal Ilargely non-
comuni cative use of |anguage in those who did speak.
Pronoun reversal was observed in all children who could
speak and echol ali a, obsessive questioning and
ritualistic use of |anguage inseveral were seen.

3) Abnormal response to environnental objects and events
such as food, loud noises and noving objects. Kanner
viewed the child' s behavi our as governed by an anxi ously
obsessive desired for the nmai ntenance of saneness, which
led to a limtation in the variety of spontaneous

activity.



4) (Good cognitive potential with excellent rate nmenory and
normal perfornmance on the nonverbal seguin form board
t est.

5) Nornmal physical status, several children were clunsy

in gait but all had good fine muscle co-ordination.

In the pillars of personality devel opnent the autistic
personality remains isolated. I nactive, inert, whol | y
| nadequate  for the growng responsibilities of an
| ndependent i ndi vi dual . He is devoid of feelings for
others, lacks all social knowhowand fails to mnake any
friends. H's feeling is unduly self centered, behaving is

self willed and thinking is self directed.

In pure autism it is only nental function and only
sone aspects of these that are inpaired. The physi cal
appearance of the classic autistic child is normal, the
ability to nove around is normal, the ability to handle
objects is nornmal. Mreover in the purest cases theability
to perceive the world through senses is normal, and so are
the capacities to formabstract concepts, categorize events,
understand spatial relationship, know about cause and effect
plus to make logical inferences. Such is the riddle of

Autism that the mssing ingredient is so subtle that even



In the problemarea of social interaction and communication

a great deal of conpetence crisis.

Pure autism is rare, as the population studies have
proved Autism in conbination with other devel opnent al
disorder is much nore coomon. It is for this reason that
confusion about the essential underlying inpairnents was
I nevi t abl e. Theorists can go astray here very easily.
Afterall, there are many autistic children who do not have a
normal appearance, cannot nove well, are clunsy when
handling objects, have problens with their sensory
perception, do not speak or have considerable problens
in abstract thinking. My are totally cutoff and cannot
communicate at all. Al of these inpairnments, striking,
significant and handi capping as they are, had to be stripped

away because they are not part of core autism

Typi cal behavioural characteristics in "PURE' autism
syndr one

Rote Menory: An autistic child may renmenber all the details

of atraintinme table without being a train enthusiast and
w thout wanting to make use of information for travelling.
It 1is appropriate to consider stounding isolated features
of rote nenory of autistic children as a sign of dysfunction

rather than an islet of intct abilities.



St er eot ype: Stereotypes are not only abundent gut often
excessive inautistic people. A though autistic people seem
tobe nore prone to show excessive stereotypes than any ot her
clinical gr oup, the stereotypes thenselves are not

distinctively different.

Routines and rigiditv: Mre unique characterisic of autism

than sinple notor and thought stereotypes are so called
el aborate routines of behaviour. They involve larger units
of action and consist of nore than sinple nouthing, rocking,

and paci ng.

In a study by a Frith, when children were given 2 or
4 star shaped and dot shaped stanps wth different ink
colours, so that they can be sinply pressed dowmn to nake
marks. Children were also encouraged to play freely wth

xyl ophone.

Results showed that autistic children behaved in a
markedly nore stereotype and rigid way than the other
chil dren. The other renarkable feature which was observed
was - when given a xylophone with four bars, some autistic
childrn would never use all four, sonme sinply hit one or

perhaps two over and over again. Thi s never happened wth



non-autistic children. In the study while the autistic
children adhered to their chosen patterns rigidly, such was
not the case with the MR non-autistic children nor wth
the young nornal preschoolers who took part in the

experi nent .

D sturbance of perception: D sturbance of perception results

in faulty nodulation of external sensory input, this
constitutes the wunique aspect of autism (CGoldfarb, 1963;
Qnitz, 1971). Behaviourally it appears as hypo or hyper
responsive states which alternates in the sane child. Eg-
In hypo activity to auditory stinmuli, he doesnot react to
verbal stimuli or loud noises, simlar reactions are seen to

visual and tactile stimuli.
Autistic cases have been described as showing a
preference for proxinmal receptors (touch, snell, taste)

rather than distal receptors (visual and auditory).

D sturbance of devel opnmental rate: Autistic children show

deviations fromthe normal sequential notor, |anguage, and

social m|lestones (Fish, i960).

D sturbance of relating: Autistic child wll exi bi t

behaviors such as poor or deviant eye contact, delayed or

10



absent social smle, delayed or absent anticipatory response
t o bei ng pi cked up, apparent aversion to physical contact, a
tendency to react to only a part of another person,
disinterest in playing games with others. D sturbances in

relating may be subtle and intermttent.

D sturbance innotility: The strange bi zarre appearnace of

many autistic children is due to their peculiar mannerisns
and notility patterns. (They may be conplex, repeated
serially or stereotypes). Exanpl es of such behaviors are

body rocking, swaying, flapping hands, head rolling etc.

Two inportant clinical features which are essential for

di agnosis of autismare -

Ace of onset and | anguage:

Age of onset: Autismis nore likely to present at birth

since the first synptomnmay not be recognised by parents,

two courses have been reported.

In the first, deviant behaior is noted shortly after
birth even though nothers nay not be able to specify the

subtle nature of their infant's "strange behavior". 1In the

11



second course of devel opnent the parents report relatively
nor mal devel opnent upto 18 to 24 nonths, at which tinme they
first note synptons. The obvious appearance of synptons
invariably occurs before 30 nonths of age (Kolvin, et al.

1971) .

Language: There is increasing evidence that the Ilevel of
| anguage functioning in the preschool autistic children
may be a reliable indicator of severity of syndrone and a
valid prognosticator of future gains (Kanner, Eisenberg,

1955, Latter, 1974, Shapiro and Fish, 1974).

The autist is wthdrawn from the sound aspect of
reality but failure to hear is selective towards certain
individuals. He may renmain nute or acquire the ability to
speak but his |anguage does not convey neaning to others.
The nmeaning of every word remains fixed always used
with originally acquired connotation. The absence of
spont aneous sentence formation and echolalia create a
pecul i ar granmati cal phenonenon with the wording and

i ntonation repeated.

Autistic language is used for self defense rather than

for communi cati on. Speech aberations include echolalia with

12



repetitive phrases emtted in a sing song slow voice and

pronom al reversal of "you" and "1".
Speech may not develop at all or begin and then be

| ost. Conprehension is better preserved than expression.

Through qualitative studies between autistic children
and children with specific |language inpairnent, it has been
found out that, there are indeed sone peculiarities of
speech, |anguage and comruni cation that appear to be unique

to autistic children.

Rutter and Schopler (1987) updated the defini ng

features of autismas foll ows:

1. Delay or total |ack of devel opnent of spoken |anguage not
conpensat ed by gesture or m ne.

2. Failure to respond to the conmmunication of others (eg.
when young not respondi ng when called by nane).

3. Relative failure to initiate or sustain converationa
i nt er change.

4. Stereotyped or repetitive use of |anguage

5. Use of 'You' when 'I' is neant

6. ldiosyncratic use of words.

13



7. Abnormalities of prosody (pitch, stess, rate, rhythm
i ntonation of speech)
8. Semantic/conceptual difficulties

9. Abnormalities of nonverbal conmrunicati on.

Autistic continuuns:

Kanner conplained of two related trends in child
psychiatry. Sone child psychiatrists did not accept that
autism was a distinctive syndrone and suggested it was
fruitless todraw sharp dividing boundaries between autism
andot her types of a typical devel opnent, others accepted
that autism was a syndrone, but applied this fashionable
di agnosis far too widely ... It became a habit to dilute
the original concept of infantile autismby diagnosing it in
many di sperance conditions, which show one or another
isolated synptom found as a part feature of the overal
syndr one. Wng (1976) noted that sone interpreted Kanner's
summary of the features of his syndronme far too narrowWy, so
that autismwould not be diagnosed unless the child showed
no sign of awareness of other people, despite the fact that
none of Kanner's own cases was this severely inpaired.
Toadd to the confusion, there was a continuing argunment as

to how far autism corresponded to an wearly form of

14



schi zophrenia, a debate that was not hel ped by the fact that
there was little agreenent as to the nature and di agnosi s of

schi zophrenia itself.

The diagnostic criteria for autismhave been refined
and nade nore objective since Kanner first described the
syndr orre. So, there is now reasonabl e consistency in how
this diagnosis is applied. However many children do not
neet this criteria, yet show sonme of the features of autism
where | anguage devel opnent is inpaired such children tend to
be classed as cases of devel opnental dysphasia (or specific
| anguage inpairnments) where as those who learn to talk at
normal age nay be di agnosed as Asperger's syndrone. It is
argued that rather than thinking interns of rigid diagnostic
categories, we should recognise that the core syndrone of
autism shades into other mlder forns of disorder in which
| anguage or nonverbal behavior maybe disproportionately

| npai r ed.

Rutter (1978a) docunented the chaos that reigned for
sone years after Kanner's early report with a wealth of
termnology (eg. infantile autism childhood psychosis,
chil dhood schi zophrenia) being applied inconsistently to
children who had sone or all of the features of Kanner's

early cases.

15



Rutter discussed the question of how far autism could
be regarded as a syndromand how it is related to other
condi ti ons. He concluded al though there were still many
unsettled questions, in order to avoid anbiguity
I nvestiators should adopt following criteria inrelation to
behavi our before five vyears of age to define childhood
auti sm
1) Onset before the age of 30 nont hs.

2) Inpaired social developnent, which has a nunber of
special characteristics and is out of keeping with the
child s intellectual devel opnent.

3) Delayed and devi ant | anguage devel opnent which also has
certain defined features and which is out of Kkeeping
wth child s intellectual [evel.

4) Insistence on saneness as shownby stereotyped play
patterns, abnormal pre-occupations or resistance to

change.

Unli ke Kanner, who nade a clear distinction between
intellectual retardation and autism Rutter argued that
these were not mutually exclusive diagnoses. Usi ng
conventional 1Q tests to classify children, it was found
that nost children who fitted the criteria of autism were

also intellectually retarded. Although this mght seem at

16



odds with Kanner's original report, it nust be renenbered
that he based his judgenent of good intellectual potential
on the fact that children had good rote nmenory and ability
to do formboard puzzles. Later studies found that mnany
autistic children possessed these skills while remaining
very limted in other areas of functioning. The extent of
intellectual retardation associated wth autismw |l affect
managenent and prognosis, but IQlevel is not now a-days
regarded as a factor in deciding whether or not the child

shoul d be di agnosed "Autistic".

Rutter noted that these diagnostic criteria left mnany
unresol ved issues, in particular, the question of whether
there were distinct subtypes of autismand howto classify
children who showed sone but not all of the features of
autism but on the basis of a reviewresearch he nade a
strong case for supporting the proposed criteria as the best
avail able for defining the syndrone of autismin a valid and
meani ngf ul way. Al though his diagnostic criteria have not
been wthout their critics (Waterhouse, Fein, Hath and
Snyder, 1967), they have been w dely adopted and formed the
basis for the 3rd edition of the diagnostic and statistical
manual of nental disorders (DSM- 111) published by Anerican

Psychi atric Associ ati on.

17



There IS a growming consensus t hat autism is
ultimately caused by sone biological fault, presumably wel
before birth (coleman and G 1| berg, 1985). Depending on the
nature and extent of damage, we m ght suppose that autism
can occur as a "pure" disorder but can also occur together
with other inpairnments. W would not expect that autisms
association wth specific |anguage handi cap would be any
closer than its association wth sensory or notor handicap.
All of these conbinations mght be a result of w despread

damage that affects nore than one brain system

| f different handi caps can be super-inposed on autism
then the imense individual variation in children diagnosed
as autistic would be less puzzling. This logic fits in
well wth the concept of autistic spectrum or continuum
This concept is largely due to the epidenol ogi cal studies of
Wng and Gould (1979). The spectrum concept does not inply
a watered down view of autismas a disturbance with nore or
| ess recognizable autistic and 'autistic |ike' synptons.
Instead it is based on the enpirical findings of a comon
and invariant constellation of three features regardless of
t he additional handi caps. The characteristic constellation
has becone known as Wng's triad and 1is the strongest

candidate yet for the core featurs of autism The triad

18



refers to three kinds of inpairnent -> social inpairnent,
communi cative i npairnent and inpairment of imaginative
activity with substitution of repetitive activity, often
there 1is acconpanying general delay acconpanying |anguage

probl ens and sensory notor problens.

Wng and Gould (1979) showed that social inpairnent
specifically affects only a proportion of mental ly
handi capped i ndi vi dual s. Autism is very rare in the
normally intelligent population and very frequent in the
nentally handi capped popul ati on. Quite I ndependent
evidence exists to show that nornmally intelligent autistic
I ndi vidual s suffer from specific neuropsychol ogical deficits
(Lincolin, Cour, Chesne, Kilman, El nasian and Alen 1988;
Ransey and Hanberger, 1988). It is also known that a
variety of nedical conditions can lead to autism (Colenman
and G|l berg, 1985). bservations such as these support the
idea that there is subtle brain abnormality which can be

linked to the triad but not to any other handi caps.

The notion of an Autistic conti nuum

As nore studies are conducted into questions of

di agnosi s, the stronger beconmes the i npression that

19



difficulties in recognising the boundaries of autismare not
sol el y a consequence of the subjective and el usive nature of
the synptons. Rather, it seens that we are dealingwth a
disorder that has no clear boundari es. Wng (1988) has
argued that rather than thinking rigidly interns of a
di screte syndronme of autism W should be aware that there
Is a continuumof autistic disorder. She regards social
| npai r nent as the core synptom of such a disorder.

Chidliren with this social inpairment are characterised by a

triad of deficits in social recogni tion, soci a
communi cation and social understanding. In each of these
donai ns, a wde range of severity of inpairnment IS
r ecogni sed. Wng would regard a child as falling on a

autistic continuum provi ded they showed this triad of soci al
| npai rnent, irrespective of other synptons. However, she
noted that inpairnments in other areas do tend to co-occur
with a social triad in particular repetitive and stereotyped
activities, poor notor co-ordination and abnornmal responses
to sensory stimuli. As far as language is concerned the
child with the triad of social inpairnment will by definition
be defective in the pragmatic aspects of [|anguage. In
addition problens with the nore fornmal aspects of | anguage
(grammar and phonol ogy) may be associated with the social

| npai rnents but are not found in all cases.

20



In tal king of an autistic continuum we inply a single
dimension in which a condition such as Asperger's syndrone
constitutes a mlder formof the sane underlying disorder
that is seen in autism However, clinical accounts suggest
that conditions resenbling autismdo not differ just in
terms of severity but also in pattern of synptons. Thus
the | abel Asperger's syndrone is typically applied to clunsy
children with circunscribed interests, whose early |anguage
devel opnent is not delayed and who nay have verbal 1Q well
above performance (1Q (Wng 1981). 1In contrast |anguage
inmpaired children fitting the picture of semantic pragmatic
disorder typically first present wth delayed | anguage
devel opnent and evi dent conprehension problens and have a

mar ked 1Q di screpancy in favour of performance |1Q

The wvalue of thinking interms of a tw dinensional
continuum of disorder is that it allows us to retain the
t er m nol ogy and definitions appertaining to the core
syndrone, while appreciating relationships with other m | der
types of disorder (Wng, 1980). It also encourages us
to develop a quantitative appraoch to evaluation of synptons
for instance rather than sinply noting that the socia
rel ati onships are abnormal, we nobve towards assessi ng

severity of inpairnents in different areas of functioning.

21



In effect the aimshifts fromtrying to find nore effective
procedures for discrimnating autistic from non-autistic
children to devising objective neans of nmeasuring t he

constructs.

It is inportant to recognize that our ability to detect
qualitative difference between groups will depend on the
vari abl es we neasure and the superficial simlarities
between disorders mybe m sl eadi ng. For eg. Gleberg
(1988) noted that left syndrone which has a distinctive
course and clinical picture, was for many years not
recognized as different from auti smbecause many of the

behavi oral synptons are very simlar in these two.

Progress in classification then persues a neandering
course, with new developnents arising both from the
recognition of continuity between conditions previously
regarded as different and discovery of clear distinctions

Wi thin pre-existing categories.

In the interest of clarity of conmunication it would
seem advi sable to avoid using the diagnosis of autism except
for children who do fit in conventional diagnostic criteria

(Rutter, 1978a; Anerican psychiatric association, 1987) but

22



It 1s inportant to recognize that the diagnosis cannot be
excluded wthout taking an early history and is not ruled
out just because a child shows interest in adults and mnakes
eye contact, where a child does not neet the diagnostic
criteria for autismand does devel op grammati cal speech at
the nornmal age, but has in mld to noderate formthe triad
of abnornalities described by Wng (1988), a diagnosis of

Asperger's syndrone seens nost appropri ate.

Sonme  psychiatrists use Asperger's syndronme nore
frequency to include any child of broadly  nor nal
intelligence with autistic features, who does not neet the
oriteria for autism even if language is inpaired. I n
effect Asperger's syndrone becones a synonym for American
category of pervasive devel opnental disorder other w se not

speci fi ed.

Sub types of pervasive devel opnental disorders

The Anerican Psychiatric Association (1980) recognised
the existence of cases which resenble autismbut failed to
neet the diagnostic criteria, for this condition. Concerns
about classification of such cases were addressed in the

1981 revision of DSMIII. In DSM [III-R 'pervasive
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devel opnental disorder’ enconpasses all disorders in which

there is qualitative inpairnent in the devel opnent of

1) Reciprocal social interaction

2) Communi cation (verbal, nonverbal)

3) Imaginative activity

DSMI11 defines childhood onset pervasive devel opnenta

disorder as a gross and sustained inpairnent of social

rel ati onshi ps begi nni ng between the ages of 30 nonths and 12

years, with <child exhibiting atleast 3 of the followng

characteristics:

- sudden excessive anxiety, catastrophic reactions to every
day events, inability to be consoled when upset or
unexpected attacks of panic.

- narrow or inappropriate affect or extrene lability of nood.

- resistance to change in the environnent or insistence on
sanmeness.

- odd novenents, such as peculiar postures, hand novenents
or wal ki ng novenents.

- abnormal speech characteristics

- over sensitivity or undersensitivity to stinmulus

- self nutil ation

Autistic disorders corresponds to a severe form of

pervasi ve devel opnental disorder with onset in infancy or
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chi | dhood, in which severe social and communi cative
Inpairments are associated with a markedly restricted
repertoire of activities and interests. However, it is
recogni zed that pervasive devel opnental disorder can occur
in less severe and prototypical form in which case the
| abel pervasi ve devel opnent di sorder not otherw se specified

(PDDNCS) is appli ed.

AUTI SM  BCRDERLI NE AUTI SM  SUBTYPES CF AUTI SM

Wiile diagnosing (pure) Autismit is advisble that
clinician takes follow ng subtypes or border |ine cases of
autism into consideration in order to achieve an accurate

di agnosi s.

ASPERCER S SYNDROME

In UK, PDDis not wdely used, but the diagnosis
"Asperger's syndrone' has becone popular to refer to
individuals wth sone autistic features who do not fit al
the criteria for Autism (Tantum 1988). Asperger's account
of this syndrone was witten one year after Kanner's
original publication, but was much | ess known. The children
described by Asperger's were characterised by pedantic and

stereotyped speech, clunsiness, obsessional interests and
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deficient social behavior. W ng popul ari sed her work in a
paper published in 1981, and noted that there were nmany
simlarities bet ween Asperger's syndrone and Kanner's
syndr one, making it difficult to tell if they were
describing the sonme condition at different Ilevels of
severity or distinct disorders. The nost popular view
seens to be that 'Asperger's syndrome' is a synonym for
autism of a less severe kind (Schopler, 1985). However,

there do seem to be some nerits inretaining the term

First there is still debate, as to how far Asperger's
syndrone does overlap with autism (Nagy and Szafmari, 1986;
Rutter and Schopl er, 1987) second the prognosis for

Asperger's syndronme is considerably better than classic
autism For this reason, several specialists (eg. Wng,
1981; Howl in, 1987) have advocated using the termAsperger's
syndrome, while accepting that differences from autism my
well prove to be only matter of degree. Tantum (1988)
argued that w thout such a category these children are |left
in a diagnostic linbo and their problens conseguently go
unrecogni zed and uncatered for, because their deficits are
not deened severe or w despread enough to be terned
autistic. The nunbers of affected children are not
negl i gi bl e. Gllberg and G Illberg (1989) found t hat

Asperger's syndrone was about five times as commobn as
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autism Anot her practical reason for retaining the term
Asperger's syndrone is that it naybe a nore acceptable
di agnosi s for parents and professionals, nmanyof whomhave a
stereotyped view of autismbased on the clinical picture in

young children (Wng, 1986).

Rel ati onship between autism and devel opnent al | anguage
di sorder: Language abnornalities are central synptom of
autism This raises the question then of how distinct is
autism from devel opnental |anguage disorder? Chur chi |

(1972) proposed that there was no qualitative distinction
bet ween devel opnental aphasia and autism and that they
differed only in degree. Wng (1976) argued that while it
I's easy enough to recogni ze children who have the «classic
syndrome described by Kanner and to differentiate these from
an equal ly cl assic case of devel opnental receptive |anguage
di sorder, the borderlines of these conditions are not at al

clear. This issue was addressed in a series of studies by
Bartak and hi s col | eagues. They started out by collecting
froma range of special schools and hospital units, a sanple
of children wth severe problens in understanding spoken
| anguage. These were then subdivided according to Rutter's
criteria into 19, who fitted the definition of infantile

autism and 23 who clearly did not were referred to as
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devel opnent al receptive aphasi c group. Thi s st udy
confirnmed that it is possible to have a severe receptive

| anguage di sorder w thout necessarily being autistic.

Kanner's view that autistic chidlren had adequate
| anguage conpetence where as aphasic children did not was
not borne out in this study. On the contrary, autistic
children had nore severe and nore extensive conmunication
problem than did aphasic children. Whereas the apahsic
children were characterised by immture |anguage, t he
autistic children were much nore likely to show deviant
features. Such as echol alia, pronoun reversals, stereotyped
utterances and netaphorical |anguage. However, although
| anguage characteristics differentiated the autistic group
from the aphasic group there were sonme children who could
not be classified in either group because their behaviour

and | anguage fell between these two categories.

Rutter (1978b) concluded that while there were nmajor
di fferences between developnental receptive aphasia and
infantile autismin severity, range and nature of |anguage
problens as well as in behavioural terns, the existance of
cases who were internediate between the two conditions
enphasised the difficulty of drawing a sharp boundary.

Also he noted that wth the dysphasic as well as the
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autistic group, the nore autistic like the |anguage the nore
autistic Ilike was the behaviour, indicating degrees of
autism can be tal ked about in children who do not have the

full syndrone.

In general it is not helpful to treat specific
devel opnental | anguage di sorder and autismas points on a
conti nuum nost children wth devel opnent al | anguage

di sorders have communication problens that are nor e
circunscribed than those of autistic children and which are
not associated with any abnormalities of behaviour of
sociability. However, there are sone children who, while
not fitting the diagnostic criteria for autism show sone

autistic features in conjunction with |anguage difficulties.

VWen reviewng the differential diagnosis one nust
consider specific diseases which are knownto occur in
association wth autism These include phenyleketonuria,
congenital rubella, other specific organic brain syndrones,
MR, seizures disorders. Also one nust differentiate
di sease with overlappi ng synptomatol ogy, which also includes
envi ronnent al deprivation (mat er nal deprivation
hospi tal i sation), anaclitic depr essi on, devel opnment a

aphasia and sensory deficits. Also in this latter category
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are the syndrones like disintigrative psychosis (Rutter,
1972), late onset psychosis (Kolvin, et al. 1971), childhood

schi zophreni a etc.

Severe sense organ pathology can precipitate severe
enotional reactions and devel opnental arrests in infants and
young children. Thi s conbi nation of sensory deficits and
secondary ego disturbances nmay result in a clinical picture

whi ch can be confused with auti sm

Environnental deprivation: This may lead to delay, it has
been shown to induce serious devel opnental disturbances it
does not produce the syndrone of autism These patients
characteristically exibit a uniformdelay in the acquisition
of motor skills, speech and the adaptive use of toys. They
may show unusual bursts of notor activity such as athetoid
type novenents of the hands but are not |ike stereotype
novenments in autistic. These fail to seek out adults when
given the opportunity unlike autistic who do not appear to
val ue eye contact when deprivation is rel eased these devel op

| anguage and participate in ganes.
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Chi | dhood schi zophrenia and autism

Rutter (1972) suggested that the term chil dhood
schi zophrenia 1is confounding and shoul d be abandoned. Any
patient regardless of age whose clinical picture fits the
cl assic description of schizophrenia should be so |abelled.
he <considers autismas a separate disease which 1is first

mani fested during the first three years of life.

Rutter details the follow ng differences:
1. Famlial factors
2. Age of onset
3. Synpt omat ol ogy

4. Natural history and course of the disease.

Apart fromthis researchers fromchildren's brain research
clinic categorised autistic and autistic like children into
three broad categories:

|. The classic autistic syndrone

1. The chil dhood schi zophreni c syndrone

1. The neurologically inpaired autistic syndrone

| st Category: The patients with autistic synptons of early

onset, no observabl e si gns of neur ol ogi cal or
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el ectroencephal ographic inpairnments and a clinical course
that can begin inproving sonewhere between five and seven

years of age. These patients are categorized as class |I.

| f a child develops seizure disorder pri or to

adol escence, they do not consider hima class 1 patient.

IInd category: These patients al so have synptomof autism

no neurologic and el ectroencephalic abnornmalities and no
evidence of a degenerative di sease. What  di stingui shes
them from the Ist group is the age of onset. In these
children the age of onset is invariably over 30 nonths of
age. They also tend to have psychiatric problens in

addition to the classic autistic synptons.

I1l1rd category: These patients who present with a nunber of

autistic synptons are sone of the neurologically inpaired
groups of children. These patients have evidence of
organic brain disease on neurol ogi cal exam nati on,
el ect roencephal ographic abnornalities or sonetinmes evidence

of a deteriorating eventually fatal clinical course.
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Assessment of the Autistic child:

Cinical diagnosis of behavior disorders is based on
gquantitative criteria. There are few sharply defined status
but many continuuns ranging from mld aberrations to
mani f est  devi ati on. What was thought to be rare four
decades ago is now diagnosed wth increasing frequency.
sone of the behaviour problenms can be diagnosed by
know edge. Some by experience and sone by understandi ng but
the application of these three virtues nerges into clinical
w sdom There is no shortcut to devel opnental diagnosis
and no place for spot diagnosis. Each infant can be
assessed only on the basis of the history, physical and

devel opnental exam nati on.

Several diagnostic categories nust be considered in
delineting childhood autism on the basis of a careful
hi story, conplete physical and neurol ogi cal exam nation and
el ectroencephal ogram The can did enquiry into t he
enot i onal life of the child will reveal a significant
hi story of profound disturbance in parent-child relationship
in the neonatal period antedating the appearance of autistic

mani f est ati on.
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Detail assessnent should always start with an el aborate
devel opnental history. The clinical history is often a
better signpost to a correct diagnosis than the physical
exam nation and special investigations clinical interviewis
very informative and nore can be l|learnt from parents through
the way they present conplaints. The history defines the
parental concern about the child, it delineates how the
child differs from the siblings or other children of
conpar abl e age. It gives valuable information about child's
devel opnent, his social interaction, conmunications, play
interests, daily habits, self control. Mot hers can reveal

the prenatal, natal, and postnatal history.

Behavi oural assessnent: This canbe evaluated by taking into
account responsi veness, distractibility, ef f ect of
extraneous stimuli on the direction of ongoing behaviour.
Child s attention span can be cal cul ated by the duration of
a particular activity pursued bythe child. Child's
reaction to new stinmuli should be noticed, his ability to
continue anactivity in the face of obstacles plus his

adaptability to different environments should be assessed.

Psychonetric neasurenent: Ment al assessnent reveals the
| evel of cerebral functioning |ike perception, cognition and

speech. When the child fails to master a set of itens the
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sources of failure can provide a basis for renedial action,
clinically, it is nmuch easier to detect deviations from the
norm by seeking evidence of change from the preexisting
state than by conparison with average criteria of normality

or abnornality.

Tests of early nental devel opnent assess | oconotor
devel opnent, personal social, adjustnment hearing and speech,

hand and eye coordi nation and performance.

Sone psychonetric neasurenents use the autist's highest
level item passed as an estine of his I ntel | ectual
potential but cannot predict general perfornance. Q her
techniques enploy any itens fromany test which the child
passes and then consider the conposite of these itens as his
I ndi vi dual test, against which subsequent testing s
eval uat ed. A pern (1967) used a nodified infant test for
young autists because of the |ow social and cognitive |evels

and extrene attentional disorders.

Nonverbal tests: Seguin formboard, hole fornboard, WIlin
peg board canbe admnistered to the child. Picture puzzl es
fromthe Merril-Palmer scale provide a flexible instrunent

for the young child with a scoring systemwhich enables the
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examner to allow for refused or omtted itens that are not
counted failures as in the Binet test. Form boards are
poor predictors of educational attainnment, t hey are
difficult to interpret but they enable the tester to note
the quality and speed of learning and the reaction to

difficulty or failure.

Verbal tests: The autist has special |anguage difficulties
with marked delay in onset of speech. There is nornmal

conprehension of |anguage with deficits in the expressive

si de. So, the tests |ike peabody picture vocabulary test
can be very hel pful . Thi s t est assesses ver ba
conprehension on a |limted scale. The child is asked to

identify one of four pictures corresponding to spoken.
stimul us words and the nunber of pictures correctly

identified is converted to a percentile score or nental age.

Simlarly, Illinois test of psycholinguistic abilities
al so canbe adm nistered. This contains nine subtests
measuring separate |anguage functioning, each of which can

be scored by reference to |anguage normns.

In detail |anguage assessnent, spoken |anguage is

assessed fromreports of parents and teachers, determning
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whet her the child has begun to speak, whether he has been at
the same stage for nonths or years or whether his use of
| anguage has regressed. Inner |anguage 1is eval uat ed
indirectly by observing the behaviour emanating fromit ie.
the ability to inter-relate objects and to use synbols in

make believe play.

First step in |language assessnent is to rule out the
hearing | oss. Thus child should undergo tests |ike BSERA

Pl ay audi onetry, i npedance.

Language scal es assess expr essi on quantitatively
in terms of prespeech vocabulary, vocal i sation and
sentence structure. The scales for the first years of life
i nvol ve speech devel opnent, vocabul ary and communi cati on and
scores obtained are related to the expected score for
an equi val ent nental age. Verbal conprehension 1is nore
directly related to general nental ability than any other
aspect of speech and |anguage. It should be assessed

separately in the case of an autistic child.

DI AGNOSTI C CRI TERI A:

Anot her 40 years have gone bysi nce Kanner's

description, yet there is no unanimty about howto identify
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a child as autistic. There are alnost as many different
criteria wused today as there are witers on the subject.
| nvestigators have determned lists of synptons based on
their clinical experience and their hypothesis regarding
mechani sns  and etiol ogy, very few agree with each other in
full detail. A survey of literature shows that the two

criteria tht are nost frequently agreed upon are:

1) Profound inability to relate to other people - Kanner's
extrenme autistic al oneness.

2) An early onset

According to Colleman, Autismis not a disease entity.
It is a constellation of synptons ie a syndrone and there
appears to be several distinct subgroups wthin t he
syndrone, thus the termautistic syndrone. Their research
team proposed addition four «criteria for diagnosis of

autistic syndrone.

3) Language retardation, including inpaired conprehension of
| angauge.
4) Ritualistic and conpul sive behavi our.

5) Disturbance of notility and appearances of stereotypes.
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6) Abnornal perceptual responses to sensory stimuli, in
auditory, vi sual , and tactile nodalities, I nt act

ol factory system

Seventh criteria seen in sone autistic children is an area
of excellence ie. an isolated normal and supeior Ilevel of

functioning and nuch |ower |evel in nost other areas.

From the very beginning, evident even in Kanner's
(1943) and Asperger's (1944) first description of autism
there was the idea that by studying their |anguage we shoul d
cone nearer to understanding autistic children, as they have
pecul i ar probl ens of speech and | anguage. Wi | e | anguage
and communi cation probl ens have always held a central role.
in theories of autism attention has also been paid to
probl ens in the devel opnent of non-linguistic abilities, for
instance those that are required in perception and nenory
tasks (Herrmelin and O Connor, 1970). Sone of these
probl ens turned out to be central and specific to autismie.
they are unique to autistic childrn who have a particular
kind of difficulty in nmaking sense of incomng information.
Relative to their age and intelligence they are inpaired
when it is essential to extract nmeaning froma w der context
and this is true with linguistic as well as nonlinguistic
stimuli (Frith, 1970a, b) .
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CONFUSI ON | N THE BEHAVI OURAL EVI DENCE

If we consider linguistic performance and conpetence of
autistic children, a Ilot of wvariability is seen in
I ndi vi dual s. Some autistic children seem to  posses
linguistic abilities that are as high as their level of
i ntelligence. On the other hand, there are many who show
undi sputed severe | anguage and speech probl ens. Qovi ousl y
conpetence is not reflected in performance in a straight
forward fashion. V¢ have to infer conpetence rather

indirectly froma large nunber of perfornmance assessnents.

DI AGNOSTI C CRI TERI A TCDAY

In international collaboration, experts have agreed the
use of certain behavioral criteria for diagnosis of Autism
The nost detailed and nost recent schene is the one
described in (D&M 111-R of the American Psychiatric
Associ at i on. A very simlar diagnostic schene is available
in the international classification of disease (ICD 10)

I ssued by the Wirld Health O gani zati on.

The esential criteria are specified as

-> Qualitative inpairnment in reciprocal social interaction
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-> Quantitative inpairnent in verbal and nonver ba
communi cation and in inmaginative activity.
-> Markedly restricted repertoire of activities and

I nterests.

Kanner's main synptom "autistic al oneness' is still the
nost and first inportant synptom for all attenpts at

di agnosi s.

An inportant criteria for diagnosis today concerns
| npai rments of | anguage and communi cati on. [ts inportance
stens from the fact that it tends tobe the nost frequent
cause for clinic referral initially. | npai rnents can range
fromno speech at all to nerely del ayed | anguage acqui sition

and odd usage of language including gestures and body

| anguage. |t has been recogni sed that there can be profound
| npai r ment in the ability to engage in  meani ngf ul
comuni cati on despite adequate speech. Qurrent diagnostic
schenes also pay particular attention to the abnormal | ack
of imaginative activity. This refers to an absence of
pretend play as well as lack of interest in typica
fictional stories. An enduring criterion for diagnosis

concerns the various repetitive and restrictive phenonena ie
obsessi ve desire for saneness. El abor at e routines,

rituals, peculiar pre-occupations and oddly narrow interests
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are unique features of these children and are virtually
never found in any other condition in early childhood.
Whether or not a synptoms seen as prinmary, secondary or
nerely  optional varies according to the over al

interpretation of the clinical picture.

IS AUTI SM D FFI QLT TO D AGNCBE?

The diagnosis of Autism is based on behavior.
Interpreting the significance of deviant, absent or del ayed
behavi our depends on a sound background of clinical

know edge.

D agnosticians often differ when it cones to
borderline cases. Therefore, it is possible that a child
may be labelled autistic at one center and sonething el se at
anot her. This worries lay people who nay wongly junp to
conclusions that it is inpossible to diagnose autism and
that different authorities are talking about different
condi ti ons. When they talk about autistic children, the
conclusion is unwarrented. Infact there is strong censensus

anmong experienced clinicians.
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If a young child is referred on the basis of queries
regar di ng soci al and i ntellectual devel opnent , t he
possibility of autism needs to be considered as well.
Questions to be asked include. Is this a developnentally
del ayed child who will catch up eventually. Is there a
serious neurol ogical or sensory defect that inpedes norna
developnment or is this <child specifically inpaired in

| anguage devel opnent.

In study done by Lorna Wng and ludith Gould (1980).
They took 914 children aging from 0-14 years from Canberwel |
who were known to health and educational services as
suffering from sonme form of physical and nental handicap
This study ained at discovering how many children in the
popul ati on under scrutiny showed any of the main feature of
autism Al 914 children were screened and a sanple of 173
children was identified for further intensive investigation.
This sanple included all physically nobile nentally retarded
chi |l dren. It also included all children with any one of

three behaviors of typical autismregardl ess of retardation.
These three features were:
1) Severe social inpairnment

2) Severe communi cative i npairnent
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3) Absence of imaginative pursuits including pretend

play with the substitution of repetitive behaviour.

Cassic Autism in the nost severe form cl osely
resenbling Kanner's original description was found in seven
children which corresponds to an incidence of two in 10,000
and is identical to both the sex. The syndrone of
autismwas again shown to exist in highly recognisable form
However, the single nost inportant diagnostic <criterion,
nanely severe social inpairnment was identified as present
before age 7 years. In an additional 62 children who did
not show a history of typical Autism 70% of these children
had such severe nental retardation that their behaviour was
extremely Ilimted and for this reason alone they could not
show many of the characteristic behavior of the autistic
child. They had no conplex routines, peculiar speech or
speci al skills. We can concl ude that the social inpairment
of very much the sanme kind that characterises young autistic
children is found very frequently in nentally retarded

children who are not autistic by any other criteria.

The triad inpairnments: It appears that pathol ogical socia
i npairments can be distinguished even at the |level of nost
profound retardation and it can occur at any level of

ability.
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Lorna Wng and ludith Gould divided both socially
inpaired group and sociable group into subgroups based on
| anguage conprehensi on age of either above or bel ow twenty
nont hs. It turned out that all socially inpaired children
in the critical higher ability showed inpairnment in each of
the three features under consideration. None of t he
soci abl e children showed any such behavior. Thus, there is
truly triad inpairnments and now we have an answer to the
qguesti on whether the characteristic inpairnents seen in the
rote nuclear autistic children in such clear cut form are

not nerely a chance conbi nati on.

I ntelligence: Many peopl e wonder whether one can put any
trust in | Q scores obtained fromautistic children. For one
thing these children are difficult to test for another
results on different intelligence test often seem
contradictory. Bot h Kanner and Asperger were inpressed by
the ‘'strikingly intelligent physiognony' of autistic
children and by their unusual skills and interests. The
behavior of autistic children often hints the capabilities

out of the ordinary and sonetines even rare tal ent.

Lockyer and Rutter's study showed that the 1Q estinates

of autistic children remained the sane at second testing
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even 10 vyears later. Nevertheless, there was pronounced
unevenness of performance on different subtests. But this

al so was persistent over tine.

One needs to renenber that truly phenonenal cases are
rare, even in the autistic popul ation. Neverthel ess, in
many case histories there is nention of some ability that is
seen as exceptional, the nost frequently reported skills are
t hose t hat have to do wth rote menory and W th
constitutional or spatial skills. Kanner coined the term
"Islets of abilities', while others <call them "splinter
skills". Both terms vividly convey the isolated nature of

t hese peaks of performance.

Oh WSC, all autistic children show one particular
pattern which is clearly discernible. It is recognizable
by having two opposite poles, canbe discerned despite
i ndi vidual variations and despite difference in intelligence
levels and cultural environnent. The pole of worst
performance |ies on those subtests that demand a hi gh degree
of comruni cative conptence. The pole of best performance
lies on those subtests of which block design is the nost

typical .
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Variability in t he interpretation of di agnostic
criteria:Rutter"s classification of diagnostic criteria was
wi dely wel conmed as a step forward in enabling researchers to
sel ect children with comon characteristics and to
communi cate with one another with sone confidence that the
sane condition was being referred to, neverthel ess points of

difficulty remained when trying to apply them

The first was the |anguage used to describe synptons
required subjective interpretation eg. follow ng description

from (DSM I I I R).

In infancy these deficiencies may be manifestated by a
failure to cuddle, by Jlack of eye contact and facia
r esponsi veness and by in difference and aversion to
affection and physical contact. Adults may be treated as
i nterchangeable or the child may cling nechanically to a

specific person.

Does this mnmean that the child is not autistic if he
makes approahes to other people, appears to enjoy a cuddle
or uses eye contact? Several authors have shown that there
are many children who have a sustained inpairnent of social

rel ati onship but who do not physically withdraw from people
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and may for instance respond favourably to be being tickled
(Rutter 1978a, Mund, Sigman, 1986). To achieve nore
consistency in diagnosis, it is crucial that we distinguish

between abnormalities that nust be present for a diagnosis

of autism to be made and behavi ors t hat are
characteristics, but not invariable features of autism I n
DSM IIIR the criteria for autistic disorder have been so

specified that presence of one or two normal social or
communi cative behaviour, such as nmaking eye contact or
enjoying a cuddl e, does not preclude the diagnosis, if other
aspects of reciprocal social interaction (eg. imtation

social play etc) are clearly abnoran.

Changes in clinical picture with age:

Quite apart fromproblens in deciding what behaviors
constitute necessary and sufficient diagnostic features,
di sagreenent may arise when there is a failure to appreciate
how the <clinical picture may change wth age. Rutter
(1978a) explicitly stated that the diagnosis should be based
on behaviour before 5 years of age and DSMII1-R description
gi ven above specifically nmentions that this is how social
i npai rment  presents in infancy. In his original account
Kanner (1943) docunented how autistic children change as

t hey grow ol der.
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Between the ages of 5 and 6 vyears, they gradually
abandon the echolalia and I|earn spontaneously to use
personal pronouns with adequate reference. Language becones
nore communi cative, at first in the sense of a question and
answer exercise and then in the sense of greater spontaneity
of sentence formation. Noi ses and notions are tolerated
nore than previously. Contact with a limted nunber of

people is established in a two fold way.

This changing clinical picture can be puzzling for the
prof essi onal who has been taught that the autistic child has
a profound inpairnent of social relationships and | anguage
difficulties and is then confronted with a ten year old who
while socially and linguistically odd, does try to nmake
friends, seeks out others and engages readily in

conversation with them

Three reasons for |ack of agreenent over the diagnosis

of Auti sm have been consi der ed:

-> use of different diagnostic criteria

-> subjectivity of the synptons used as diagnostic criteria

-> changes in clinical picture with age.
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Recognition of these difficulties and attenpts to overcone
t hem have undoubtedly led to much greater consensus in how
the diagnostic label is applied. However al t hough
specification of clear-cut diagnostic criteria has made it
easier for different observers to agree on which children
are autistic, we are left wth the problem of how to
classify the child who is clearly abnormal has sone autistic
characteristics, yet does not neet the criteria of autismor

any ot her disorder.

There is no doubt that such chldren exist. Virtually
every synptom characteristic of autismcan be observed in

children who donot fit in this diagnostic category.

For the above reason this study was wundertaken to
primarily to find out, which are the core features of
autistic group, and can these features help us to
differentiate other childhood disorders fromautism which

share sone of the common features with this group.



CHAPTER I 1|
METHODALOGY

& have cone way ahead fromthe tinme, when autism was
considered as a unitary disorder. The notion of autism is
changing very fast and the recent literature points out that
it should be considered nore as a syndrome, which consists

of different features.

The main purpose of this study was to identify
characteristic features exhibited by autistic group as
against, MRwith autistic features and DSL group. The study
was carried out to find out whether any characteristic
features existed in MRwth autistic features group which
would clearly help speech and |anguage pathologist to

differentiate them fromautistic group.

The study conducted, was a conparitive study between
three groups nanely autistic group, MR with autistic
features group and del ayed speech and | anguage group. It
was believed that identification of their differential
characteristics wll lead us to better nmanagenent of each
gr oup, as  nanagenent will depend  upon specific

characteristics shown by the group.
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Subj ect s:

From anong those enrolled for therapy at Al India
Institute of Speech and Hearing, Msore, three different
groups of children were selected as subjects for this study.
First group 'A consisted of children diagnosed as autistic,
where as group B and group C were children diagnosed as MR
with autistic features, and those with del ayed speech and
| anguage respectively. Total 15 subjects that is 5 children

fromeach of the above nentioned categories were sel ected.

Specific criteria to choose these subjects were:

1. The diagnosis had been confirnmed by a speech pat hol ogi st

and psychologist and both had agreed upon the sane

di agnosi s.

2. All the cases had undergone hearing tests, and were rul ed

out fromhaving any kind of hearing | oss.
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Tabl e-1: Depicts Age, sex, onset of the subjects.

G oup S. No. Case Age (in Sex Mset
years)
Autistic 1 Al 8 F 4 nont hs
2 S2 6 F 3 nont hs
3 A3 4 M 9 nonths
4 A4 5 F 2 years
5 J5 9 M 18 nont hs
MR with 1 D1 4.5 M 1.5 years
Autistic
Feat ures 2 R2 3 F 2 years
3 R3 2.5 F 2 years
4 B4 5 F 1.5 years
5 S5 4.5 M 1.5 years
D S L. 1 Sl 4 M 2 years
2 |V, 3 M 1 year
3 P3 4 F 3 nont hs
4 V4 6 M 9 nont hs
5 R5 4 F 2 years

These subjects were in the age range of 2.5 - 9 years.

Test : Autistic behavior conposite checklist by Anita

Marcottkiely (1984) was admnistered on all the subjects.
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This checklist consists of total 148 itens. They are
divided mainly into follow ng categories.

i) Prerequisite |earning behaviors

i1) Sensory perceptual skills - visual

iii) Sensory perceptual skills - Auditory

iv) Sensory perceptual skills - Tactile kinesthetic
v) Sensory perceptual skills - Ofactory

vi) Sensory perceptual skills - Gustatory

vii) Sensory perceptual skills - Genera

viii) Mtor devel opnment

i Xx) Pre-language skills

x) Speech and | anguage and comruni cation skills

xi) Devel opnental rates and sequences

Xxi i) Learning behavior

xii1) Relating skills.

This checklist is in the formof a questionnaire. The
guestion is directed to the parent in order to know if child
fails to exhibit certai nbehaviors. The parents have to give
their opinion and also they have to rate their child's
behavior. the rating is entirely subjective and the four

scal es used for rating are:
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If a particul ar behavior is exhibited

70-90% of the tinme - frequent

30-70%of the time - internediate

<30 %of the time - rare

Not applicable - If child does not exhibit a particular

behavi oor .

Apart fromthese 148 itenms, four nore additions were
included in the checklist.
Those wer e,
-> \When was the onset of the problenf
-> Does the child have inmaginative ability?
-> Does he have fascination for nusic?

-> Does he exhibit any special skills.?

These questions were enlisted additionally, as review
of literature on autism strongly points out these features,

as sone of the major characteristics in autism

Once all the ratings were obtained, for further
guantitative analysis these subjective scales of frequent,
i nternmedi ate, seldom and not applicable were given wei ghtage
of 3, 2, O, 1 respectively. Data obtained has been

di scussed in chapter IV with detailed anal ysis.
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CHAPTER |V
RESULTS AND DI SOUSSI ON

Once the checklist was admnistered on all the subjects
and ratings for their behavior were obtained. These ratings
of the behaviour were conpiled in a tabular form For the
guantitative analysis subjective scale of frequent,
i nternedi ate, seldom not applicable were given wei ghtage as
3, 2, 1, O respectively, Later all the scores were added

rown se and col ummwi se.

Table 11: Total score of individual in each of the group.
Subj ect Autism MR D S L.
1 165 123 44
2 165 107 84
3 117 73 82
4 165 76 15
5 212 163 26
Tot al 824 542 257
Mean 164. 8 108. 4 50. 2
S. D 33. 589 37.078 31. 689

Above table indicates total scores obtained by each
subject from respective group. It also shows us the
nmeanand standard deviation for each group. Though it can be
easily found out that among the three groups autistic group
has a highest nean followed by MR and then D.S. L. group.
But standard deviation within the group is nore or less the

sane.
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e way ANOVA was applied to the total scores obtained
for each subject. Further test of significance was applied,
this was done mainly to find out if any significant
di fferences exist between the groups. Scheff's significance

test was admnistered on two groups at a tine.

Summary of ANOVA

Sour ce of df Suns of square Mean score
vari ations

Anong 2 32835. 6 16417. 8
Wt hin 12 14028. 8 1169. 06
Tot al 14 46864. 4

ANOVA i ndicates that -
F value obtained for above scores is 14.04 and

P value 1s 0.007.

Table-111: Scheffe's Significance test
G oup Mean Difference Scheffe's Test
1 (vs) 2 56. 4 3.401
1 (vs) 3 114.6 14. 042*
2 (vs) 3 58. 2 3.622
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Above table indicates that Goup (1) vs (3) show
significant difference at 95% Il evel. Whereas there is no
significant difference between group (1) vs (2) and group

(2) vs (3).

From the results of quantitative analysis ie (one
way ANOVA, Scheff's significance test), we infer that there
is no significant difference between autistic and MR wth
a tistic features group and al so bet ween del ayed speech and
| anuage group and MR w th'autistic features group. There
is significant difference at 95% | evel between autistic and
del ayed speech and | anguage group. No significant differnce
bet ween autistic group and MR group could be attributed to
the fact that M R group did share a lot of simlar
characteristics with the autistic group. For eg. in both
the groups follow ng conmon features were seen:

1) Difficulty in making eye contact
2) Marked physical hyperactivity
3) Delayin fine notor devel opnent

4) Delay in | anguage devel opnment

On the other hand MR and D.S. L. group did not show
any significant difference because delay in devel opnent of
speech and |anguage the prinme feature of D.S.L. group was

very much present in severe MR group.
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Significant difference between autistic group and DSL
group is probably due to the fact that DSL group did not
exhi bit any behavior shown by autistic children except that
they showed delay in expression of |anguage but unlike
autistic gr oup whi ch showed I mpai r ment bot h in
conpr ehensi on and expression but relatively better
conpr ehensi on conpared to expression, DSL group had

conpr ehensi on on par with chronol ogi cal age.

Though 1ot of overlapping of features was seen in
autistic and severe MR group, there were sone specific
synptons seen, which could be deduced fromthis study to

differentiate between these two groups.

MR group had delay in gross as well as fine notor
devel opnent where as in autistic group gr oss not or
devel opment was normal but there was del ay/deviance in fine
notor development. As infants MR <children tended to cry
very frequently, this feature was not at all seen in
autistic group. Though MR <children failed to use |jargon
with inclusion of real words at ages of 12-18s, nonth they
did show this at |ater age, which was still not observed in
autistic group. MR group also showed delay in cognitive

and psychonotor devel opnent in contrast to autistic groups
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which had very nmuch restricted performance 1in inaginative
activities and creative play. Fascination for nusic was
seen in all the autistic children and was found to be the
only thing which could keep them occupied, MR group did

not report of any such preferences.

Apart from this, inappropriate silliness, |aughing
wi thout any apparent reason, disinterest in conmmunication,
selective attention to voice, difficulty in attending to
toys and objects as an infants was characteristic and

frequently seen only in autistic group.
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Tabl e-1V: Results of subject group across the subcategories of the test.

Autistic MR wth D.S. L
Austistic
features

Maxi mum
Total Man Total Man Total Man

Prerequisite |earning
behavi our

Sensory per cept ual
skil | s-visual

Sensory per cept ual
skills-auditory

Sensory per cept ual
tactile-kinesthetic

Sensory per cept ual
ol factory

Sensory per cept ual
skills gustatory

Sensory per cept ual
general

Motor devel opnent
Pre-language skills

Speech, |anguage and
comuni cation skills

Devel opmental rates
and sequences

Learning behavi our

Relating skills

60 4 82 2 64 2 44

» @ 204 2 164 U 28

1B 4 82 2 164 B 2

180 3 7 2 64 5 4
S W0 24 & B B3 46
630 29 438 % 192 @ 138

60 Z 54 5 5 b5 5

9 B 76 n 22 b 3
» 2 244 W B4 2 44
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| tem No. Cat egory

1 Pre-requisite |earning behaviour

2 Sensory perceptual skills - visual

3 Sensory perceptual skills - auditory

4 Sensory perceptual skills tactile + kinesthetic
5 Sensory perceptual skills ol factory

6 Sensory perceptual skills Gustatory

7 Sensory perceptual skills Genera

8 Mot or devel opnent

9 Pre-1 anguage skills

10 Speech, |anguage, communi cation skills
11 Devel opnental rates and sequences

12 Lear ni ng behavi our

13 Rel ating skills

Above graph indicates that Autistic group has got
highest scores in all the areas except area nunber 4
(tactile, kinesthetic skills) conpared to MR and D S.L
gr oup. In many instances autistic and MR group have
performed simlarly, but D S L.group maintains a clear

di stinctness fromother two groups.

Above graph can be described as autistic group shows
severe inpairnment conpared to MR wth autistic features

and D.S.L. group in follow ng areas.
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Sensory perceptual skill-auditory Nunber 3

Sensory perceptual skills-olfactory Nunber 5
Speech and | anguage communi cation skills Nunber 10
Lear ni ng behavi or Nunber 12

Autistic group and MR wth autistic features group have

perfornmed conparably in follow ng areas:

Sensory perceptual skills visual Nunber 2
Efgggi eP?Eceptual skills-tactile and Nunber 4
Sensory perceptual skills-gustatory Nunber 6
Sensory perceptual skills-general Nunber 7
Mot or devel opnent Nunber 8
Devel opnental rates and sequences Nunber 11
Relating skills Nunber 13

For the qualitative analysis the scores obtained for
i ndividual feature for different subjects in a particular
group were added, any feature occuring overall 66.66% of the

time or nore than that were noted down.

Result of the qualitative analysis indicates that

following features were consistently seen in each of the

groups.
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Autistic group showed nore disruption in -
A PRE-REQU SI TE LEARN NG BEHAVI QR
Synptons were exhibited as fol |l ows:
1) Dfficulty in sitting at a work task independently
1) Dfficulty in nmaking eye contact.
iii) Dfficulty attending to and focussing on a work task in
an appropriate nanner.

Iv) As an infant denonstrated difficulty attending to toys

or objects.

B. SENSCRY PERCEPCTUAL AUDI TCRY SKILLS:
Synpt ons wer e-
1) As an infant failed to respond to famliar voices by
cooing, attending or social smling.
1) Fails to respond when call ed by nane.

ii1) Selectively attends to voice and sounds (appears deaf

sonet i nes.

C. SENSCRY PERCEPTUAL TACTI LE- KI NESTHETI C SKI LLS:
Synpt ons wer e:
1) Self-stinmulates with vocal noises
1) Exhi bits marked physical hyperactivity
1ii) Exhibits inappropriate physical behaviors (such as
running, junping, perceptual notion that has no

apparent significance.
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D. PREMOTOR DEVELOPMENT - children showed arrests,

regression or inconsistencies in fine notor devel opnent.

E. PRE- LANGUAGE SKI LLS:

i) Between the ages of 12 and 24 nonths, failed to use
gesture in social interaction.

i1) Fails to exhibit appropriate creative play when given

functional toys.

F. SPEECH, LANGUAGE AND COVMUNI CATI ON SKI LLS:

i) Fails to initiate social interaction with conmunicative
intent with another person.

i) Denonstrates distinterest in conmunication.

iii) Fails to express a mninumof five basic words/signs
to make wants and needs known.

i V) Engages in bizarre vocal noises or sounds.

V) Lacks differential expression of 'yes' and 'no..

Vi) Fail to understand and respond to sinple questions.

G LEARNING BEHAVIOUR - perseverates or continues an

activity when it is no |onger appropriate.

H. RELATI NG SKI LLS
i) Fails to initiate or maintain social interaction.
ii1) Exhibits laughing or inappropriate silliness for no

apparent reason.

65



Mentally retarded children with autistic features exhibited
disruption in follow ng areas:
A PREREQU SI TE LEARN NG BEHAVI OUR
1) Dfficulty in nmaking eye contact wth people.
11) EBExhibits marked physical hyperactivity.
B. MOTCR DEVELCPMENT:
Delay in gross and fine notor devel opnent.
C. PRE-LANGUAGE SKILLS
As an infant used to cry very frequently.
D. SPEECHS AND LANGUAGE AND COWMUN CATI ON SKI LLS:
Between the ages of 12 and 18 nonths, failed to use
jargon with the inclusion of real words.
E. DEVELOPMENTAL RATES AND SEQUENCES:
Child exhibited delays, arrests in the cognitive,

affective and psychonotor |earning donains.
Children with delayed speech and |anguage prinmarily
showed inpairnment, in devel opnent of speech, |anguage and

comuni cati on

Thus these three groups clearly showed difficulties in

specific areas, which can be summari sed as foll ows:
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Autistic group showed problens in -

1. Prerequisite |earning behavior

Sensory perceptual auditory skills

Sensory perceptual tactile-kinesthetic skills
Mot or devel opnent

Pre-1 anguage skills

Speech, | anguage and conmuni cation skills

Lear ni ng behavi our

® N g A W N

Rel ating skills

MR group exhibited difficulties in -

1. Prerequisite I|earning behaviour

2. Motor devel opnment

3. Pre-language skills

4. Speech and | anguage communi cation skills
5

Devel opnental rates and sequences.

VWhere as children with del ayed speech and | anguage showed
inmpairment only in devel opnent of speech, | anguage and

comruni cation skills.

Result of the qualitative analysis shows at cardina
features of autistic group found in this study very nuch
correlate wth those nentioned in the literature of autism

bef or e.

67



| f we conpare these synptons to the diagnostic criteria
gi ven by Kanner, we can conclude that these kids also showed

difficulty in relating to people, they had failed to devel op

speech and also had exhibited abnormal response to
environmental stinmuli. Anong the five autistic subjects,
all the cases except one were barely at one word |evel and
preferred to remain nute nost of the tinme but all of them

had relatively better conprehension conpared to their
expr essi on. These kids showed abnornal response to
different stimuli for eg. difficulty in attending to toys as
an i nfant, I nappropriate physical behaviour (runni ng,
junping etc) but these cases did not have good fine notor

coordi nation as nentioned in Kanner's criteria.

Conparison with Rutter's criterion

1. The first condition nentioned by him about onset being
before 30 nonths was satisfied by all the subjects.

2. Second criteria of inpaired social devel opnent was also
seen, as all the cases showed poor eye contact, failed
to devel op social smle.

3. Severe |anguage inpairnment was seen in each of them
None of them could express a mninmum of five basic words

or signs to make wants or needs known. They | acked

differential expression of "yes" and "no", failed to

understand and respond to sinple questions.
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They produced bizarre vocal noises and sounds to self
stinmul ate t hensel ves rather than usi ng It for
communi cat i on.

4. These children also were engaged in stereotype activities
and in i nappropriate behaviors which seened to

perseverate when it was no |onger appropriate.

These children seemto fit very well in Wng's triad of
- social inpairnent
- communi cative inpairment

- imaginative inpairment

_ If we take into account features listed in DSM (I1l R).
ie.:-

- Autistic al oneness

- Reduced social interaction

- Reduced verbal /non-verbal conmunication
- Reduced imaginative activity

- Restricted repertoire of activiteis and interests.

In practice these criterion would be suitable for
application I n t hose cases, when clinicians face
difficulties in diagnosing a particular case, as DSM (IIl R
covers all the major and peculiar fetures seen in Autistic

cases. This would hel p speech and | anguage pathol ogists to
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clearly identify these cases, differentiate them from
ot hers. It wll also guide themin deciding what areas
should be tackled in therapy and which should be given the
priority 1in handling autistic cases as against cases of MR

Wth autistic features. For exanple in autistic cases main

aim of the therapist will be behavior nodification of the
child, he wll concentrate on reducing autistic al oneness,
help him in maintaining social interaction wth others,

inmproving his imaginative abilities, increase his repertoire
of activities and interest; therapy for developing speech
and | anguage conmunication will be nore incidental and wll
get parallel status only after child' s behaviour is sone
what controll ed. VWhere as therapy for MR wth autistic
features wll sinultaneously act on nmotor, speech and
| anguage and cognitive aspects. Therapy for children wth
del ayed speech and |anguage will be concentrated only on

devel opment of speech and | anguage.

| nplication:

Results of above study can be directly applied to
di agnosi s and habilitation of autistic children. I n
addition to the DSM (Il1IR) «criteria, the characteristic

features enlisted 1in the current study nay be checked to
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di agnose an autistic case and to confirmit to be different
fromother disorders. The main purpose of assessnent should
not be just to "label" a child but to obtain a base Iline
whi ch can be used later for therapeutic intervention. Once
therapist realises which are the areas affected in a
particular child, he/she could nove in a specific direction

and help the child to overcone his handi cap.

There were sonme difficulties in the admnistration of
this checklist, as the profile entirely depends upon
parent's observations. Reliability of such answers can be
guesti onabl e someti nes. Checklist is very | ong and
| abori ous, a general tendency of parents to get tired of it

was observed.

For the above reason, for the regular use of speech and
| anguage pat hol ogi sts, sone selected itens have been
enlisted below, clinicians should check out if child
exhibits these basic features. If the child fails in
initial screening then detail investigation for autism can
be carried out by admnistration of the conplete checklist,
but initially followng features should be taken into

consi deration for screening autistic children.
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1) Difficulty in making eye contact.

2) Difficulty attending and focussing on a work task in an
appropri ate manner.

3) Inappropriate responses to stinmuli as an infant
ie.:-
i) Difficulty in attending to toys
ii) Failure to respond to social smling, famliar voices

by cooi ng.
iii) Self-stinmulates with voi ces.

4) Exhibits delays/arrests in fine notor devel opnent.

5) Cannot initiate social interaction and denonstrates
di sinterest in comrunication.

6) Severe |anguage inpairnment, remains nute nost of the
tinmes or cannot express mnimumwants and needs. | f
| anguage is present it is characterised by echolalia,
pronom al reversals.

7) Exhibits stereotyped activities

8) Fails to exhibit imaginative activity and does not engage
in creative play.

9) Does not wuse appropriate gestures to conpensate for

absence of | anguage.
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CONCLUSI ON

From this study we can conclude that there IS
definitely a distinct group of autism which exhibits very
characteristic features but, one should keep in mnd that
there are other disorders which my share sonme comon
features W th autism for eg. children W th ment a
retardation wth autistic features. Thus delineating one
disorder fromthe other is a major task infront of speech

and |anguage therapists. This task can be made easier if

specific features are investigated. As features differ
di sorder per disorder, naturally the managenent will change
and will be nore specific pertaining to specific synptons

exhibited by the case. DSM (IIIR) criteria, could be quite

handy and easy to apply to autistic cases.

Thus once child' s problemin an area is understood

better, then managenent woul d becone easier and accurate.
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CHAPTER V

SUMVARY

The riddle of autismhas intrigued clinicians since
quite sone tine. Kanner (1943) first described this
condi tion. Since then many questions were raised by other
professionals regarding those children who could not fit
conpletely into Kanner's <criteria but had sonme obvious
simlarity. Now the trend has changed, pure autism nostly
is believed to be a rare condition. Several studies report
that autism in conbination with other devel opnental disorder

is much nbre conmnon.

As nore studies are conducted into questions of
di agnosi s, t he stronger becones the difficulties in
recognising the boundaries of autism Wng (1988) had
argued that rather than thinking rigidly in ternms of a
di screte syndrone of autism we should be aware that there
is a continuumof autistic disorder. She regards socia
inpairment as a core synptomin autism which can be
characterised by a triad of deficits, in social recognition,

soci al conmuni cation, and social understandi ng.
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There is also increasing evidence that |evel of
| anguage functioning in the preschool autistic children my
be a reliable indicator of severity of syndronme and a valid
prognosticator of future gains (Kanner, Eisenberg, 1955;

Shapiro and Fish, 1974).

The Anerican Psychiatric Association (1980) recognised
the existence of cases which resenble autismbut failed to
neet the diagnostic criteria. In DSM (IlIl R 1987, the
term "pervasive developnental disorder”™ was introduced,
whi ch enconpasses all disorders in which there is a
qualitative inpairment in the devel opnent of -

1) Reciprocal social interaction
2) Conmmuni cative

3) Imaginative activity

It states that autistic disorder <corresponds to a

severe form of pervasive devel opnental disorders.

Assessnent of such chil dren shoul d start

with devel opnental history include behavioural assessnent,

not or assessnent, non-verbal tests, and verbal tests.
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The aim of this study was to distinguish between
autistic group, MR wth autistic features and delayed
speech and |anguage group. Once the specific areas of
i npai rment was found out, this knowl edge could be applied

to find out how managenment would differ in these cases.

Fifteen subjects were taken from 3 groups nanely
autistic, MR wth autistic features, delayed speech and
| anguage. Autistic behaviour conposite checklist by Anita,
Mar cot t Riely was admnistred on all t he subj ect s.
Qualitative and quantitative anal ysis was done by using one
way ANOVA, Scheff's significance test. Results showed that
there was no significant difference between autistic and
MR with autistic features group, as also between MR wth
autistic features and D.S.L. But there was significant.
difference between autistic and DSL group at 95% |evel.
MR and autistic group did have sona features. Simlar but
autistic children had nore disruption in prelinguistic
| earning behaviour, perceptual skills, pre-language and
| anguage skills, notor behavior and relating skills M R
group had inpairnents in notor, cognitive, prelangauge and
| anguage skills where as DSL group had delay only in

devel opnent of speech and | anguage.
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Thus, we can conclude that, though "pure autisnmt can be

identified with certain core features taken into account, we

to delineate disorders, recognising their

thus wutilise this

should try
difficulties in peculiar areas, and

information to alleviate those synptons.
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Autistic Behavior Composite Checklist
by Anita Marcott Riley

Student Age

Teacher/Clinician Date

Key: ] Frequent
Intermittent
(=J seidom
[0] Not appticable

Prerequisite Learning Behaviors

Sitting
1. Does the student experience difficulty sitting at a work task independently?
What is the average length of on-task sitting time?

Eye contact

[l 2 Does the student experience difficulty making eye contact with people? Is the

eye contact made in an inappropriate manner? If so, specify inappropriate
behaviors.

Attending

(0 3 Does the student experience difticulty attending to and focusing on a work task
in an appropriate manner? If so, specify inappropriate behaviors,

Compliance

[J 4. Does the student demonstrate noncompliant behavior when requested to com-
plete a familiar task? If so, describe typical noncompliant behaviors.

Sensory Perceptual Skills—Visual
Visual attending

L1 5 Asaninfant, did the student demonstrate difficulty attending to toys or objects in
the crib?

Staring
[ 6 Does the student stare into space for prolonged periods?

7. Does the student stare at or through people or objects for prolonged periods?

8. Does the student finger- or hand-stare?

O O 4

8. Does the student stare at lights, reflections, or changing levels of illumination?



Visual distractibility

[ 10. Does the student scrutinize the visual details of an object or focus on the back-
ground details rather than on the whole or figure?

1 11. 15 the student distracted by visual stimuli in the environment?

Visual withdrawal

[3 12, Does the student withdraw from visual stimuli by covering eyes, closing eyes, or
averting eye contact? If so, specily inappropriale behaviors.

Atypical visual regard

[Cl 13. Does the student exhibit atypical responses to visual stimuli in any manner other
than listed? ¥f so, specify inappropriate behaviors.

Sensory Perceptual Skills—Auditory
Startle
[0 14. Does the student fack a startle response?

Localization
d 15. Does the student fail to localize or turn in the direction of the sound?

Familiar voice

16. As aninfant, did the student fail to respond to familiar voices by cooing, attend-
ing, or social smiling?

Name recognition
[J 17. Does the student fail to respond when called by hame?

Selective attention

18. Does the student selectively atltend to voice and/or sound (may appear deaf at
times)? If so, specify prevalent situations or stimuli when the student attends.

Specify prevalent situations and stimuli when the student does not attend.

[0 19. Does the student lack appropriate attention or responses to sound {(hyporespon-
sivity) or at times appear deaf?

Auditory distractibility
20. Is the student distracted by auditory stimuli in the environment?

[J 21. Does the student respond inappropriately to varying levels of sound? f so,
specily inappropriate behaviors.

[J 22. Does the student exhibit difficulty distinguishing figure from background
auditory stimuli?

{1 23. Does the student overrespond (hyperresponsivity} 1o sound or noise in the
environment? If 50, describe responses.




Auditory withdrawal

{1 24. Does the student withdraw from auditory stimuli by covering or plugging ears
with hands or fingers? If so, specify stimuli that seem to evoke this response.

Auditory self-stimulation

] 25. Does the student seli-stimulate with vocal noises that would not be considered
atternpts at speech communication? if so, specify prevalent stimuli in the environ-
ment that may evoke this behavior.

Atypical auditory responsivity

26. Does the student exhibit atypical responses to auditory stimuli in any manner
other than listed? if so, specity inappropriate behaviors.

Sensory Perceptual Skills—Tactile/Kinesthetic

Tactile self-stimulation

L] 27. Does the student exhibit self-stimulating stereotypic movements (such as
rocking, lunging, darting, whirling, hand flapping)? if so, specify inappropriate
bebaviors.

] 28 Does the student exhibit self-stimulating touching behaviors (such as rubbing,
saliva smearing)? If so, specify inappropriate behaviors.

Tactile withdrawal

[ 29. Does the student resist or withdraw from tactile or physical stimulation by
another person or object? If so, specify inappropriate behaviors and prevalent
stimuli that may evoke these behaviors,

Gesticulations and grimaces

1 30. Does the student exhibit inappropriate gesticulations (gestures) and facial
grimaces? If so, specify inappropriate behaviors.

Physical activity
31. Does the student exhibit marked physical hyperactivity (overactivity)?

(] 32. Does the student exhibit marked hypoactivity (underactivity)?

[J 33. Does the student exhibit inappropriate physical behaviors {(such as running,
jumping, or perpetual motion that has no apparent significance)? If so, specify
inappropriate behaviors.




Physical responsivily
34, Does the student exhibit rigidity when held or hugged?

[ 35 Does the student exhibit flaccidity when held or hugged?

[} 36. Does the student exhibit other inappropriate responses to physical contact? If
50, specify inappropriate behaviors.

Pain response

O 37. Does the student exhibit a lack of responsiveness to pain and injuries? f so,
specify inappropriate behaviors.

Sensory Perceptual Skills—Olfactory

Smell
[ 38. Does the student trequently smell or snift objects? I so, specily prevalent
stimuii.
Sensory Perceptual Skills—Gustatory
Taste

[J 39. Does the student exhibit strong food preferences (sweels, dairy producls, meats,
etc.)? If so, specify food and/or textures,

[0 40. Does the student lack any preference for foods?

[J 41. Does the student exhibit an aversion or strong negative reaclion to specific
textures of foods? If so, specify.

Licking and mouthing
[1 42 Does the student explore objects by mouthing them?

[J 43. Does the student frequently lick objects that are not edible?

Sensory Perceptual Skills—General

Preterential sensory modality

[3 44. Does the student exhibit preferences for experiencing sensory stimuli through
atypical modalities {touch, taste, smell, and movement) rather than the more
typical learning modalities (auditory and visual)?

Motor Development

Motor functioning level

[L1 45. Does the student exhibit delays, arrests, regressions, or inconsistencies in gross
motor development? If so, specify.

[T} 46. Does the student exhibit difficuity with balance?



.1 47. Does the student exhibit delays, arrests, regressions, or inconsistencies in fine
motor development? If so, specify.

Oral motor functioning

[7] 48 Does the student exhibit infantile oral motor functioning (such as rooting,
sucking, biting, drooling, difficulty swallowing solids or liquids, chewing}? If so,
specify.

[J 43 Asan infant, did the student exhibit difficulty with breast or bottle feeding? If so,
explain.

[J 50. Does the student exhibit difficulty chewing and/or swallowing foods? If so,
explain.

[] 51. Does the student drool excessively? If 5o, explain.

Oral apraxia

[J s52. Does the student exhibit oral apraxia {the inability to voluntarily execute motor

movement in the oral area) that may be present spontaneously? If so, specify
oral areas.

General motor apraxia

[J 53. Does the student exhibit apraxia (the inability to initiate motor movements in the
limbs or other areas)? If so, specify areas.

Motor retrieval

[ s4. Doesthe student exhibit difficulties with retrieval of motor movements or motor
patterns?

(] 55. Does the student exhibit. difficulty retrieving patterns of an entire motor
movement?

[J 56. Does the student exhibit motor retrieval difficulties in a specific area of the body?
If s0, specify body area or areas and behaviors.

Pre-Language Skills
Crying _
(] 57. Asaninfant, did the student fail to vocalize differential crying (crying differently
in varied situations, such as for discomfort, fear, hunger)?
{1 58. As an infant, did the student seldom or never cry?

[ s59. As an intant, did the student cry frequently?



J s0.
O] 61.

Babbling
] 62

Does the student frequently cry for no apparent reason?

Does the student cry with an unusual vocal quality or in an unusual manner?
50, explain.

Between the ages of 52 and 8 months, did the student fail to babble (vocal play
with speech sounds, such as duh, muh, buh, puh)?

Jargon
L1 63 Between the ages of 8'2 and 18 months, did the student fail to use jargon ({tlow of
connected speech sounds strung together in a sentence-like fashion without the
presence of real words)?
Gestures
[J 64. Between the ages of 12 and 18 months, did the student fai! to use simple gestures
with sound {such as pointing with jargon)?
[J 65. Between the ages of 12 and 24 months, did the student fail to use gestures in
social interactions (such as "bye-bye” or “peeck-a-boo”}?
[ 66 Does the student fail to comprehend simple gestures (such as pointing to a chair
with the command, “Sit down,” or an outstreiched hand with the command,
"Give it to me”}?
[ &7. Does the student fail to express or respond to the gestures “hi” and “goodbye?”
[ 68. Does the student fail to point to or gesiure loward desired objects?
[3 69. Does the student faif 1o use other refevant gestures? i so, specify.
[J 70. Does the student nondiscriminately imitate gestures (gesturai echolalia)? Hf so, i1s
the imitation immediate or delayed?
Cause-Etfect
B 71,

Does the student fail to demonstrate an understanding of cause-effect by using

environmental objects as a means to an end {for example, use of water fountain,
toiiet handie, light switch)?

Functions of objects
72. Does the student experience difficulty using, manipulating, or understanding the

function or uses of common objects (such as a cup, toothbrush, door knob,

lights}? If so, specify inappropriate behaviors or uses.

(if this skill is present, specify any objects used appropiiately.




Creative play

73. Does the student fail to exhibit appropriate creative play when given functional
toys (such as a cooking set or baby doll)?

(If this skill is present, specify examples of appropriate play.

o . )

Speech, Language, and Communication Skills

Receptive functioning level

[J 74. Does the student fail to recognize a minimum of five common nouns when
named (Mommy, Daddy, family names, baby, cookie, no-no)? If true, specify
approximate comprehension level.

Commands

[] 75. Does the student fail to respond to simple directional commands (such as
"Come here” or “Give it to me")?

[(] 76. Does the student fail to respond to simple prepositional commands in the
environment?

Communicative intent

[] 77. Does the student fail to initiate social interaction with communicative intent with
another person?

(If this skill is present, is the student selective in those approached?

[] 78. Does the student demonstrate disinterest in communication? If so, how?

(If the student does demonstrate interest in communication, specify method
used. )

[ 79. Does the student lack an awareness of socially appropriate uses of com-
munication?

If so, specify some inappropriate interactions.

(If this skill is present, specify some appropriate uses of communication.




Mode of communication

J s0.

Mutism

] 81,
[ s2

[ s3.

Has the student failed to develop a mode of communication 1o indicate wants
and needs?

Check all communication modes used by the student;
—— Crying
— Grabbing
—— Nonspecific gesturing
—— Pulling person or using person’s hand to attain desired object
—— Specilic natural gesturing by pointing or gesturing toward desired item
—Vocaiizing
—.Vocalizing with pulling, pointing, or gesturing toward desired item
— Signing/total communication (specify level by circiing):
One-word/sign utterances
Two- or three-word/sign phrases
Simple sentence
Compound sentence
Complex sentence
— Photo/picture system
— . Photo/picture-word system
-—— Word board system

— Mechanized communication device (specify equipment and level of
functioning):

—— Computerized communication device (specify equipment and level of
functioning):

— Verbal {specify level by circling):
One-word ulterances
Two- or three-word phrases
Simple sentence
Compound sentence
Complex sentence

—— Intonation patterning: Melodic Intonation Therapy (MIT) (speciy
tevel):

——— Qther (specify)

Does the student exhibit mutism?

s there a total absence of sound?

(If not, specify types of sound present.

)

Does the student exhibit selective mutism? If so, specify situations that evoke
expressive attempts.




Vocalization
L] sa {if nonverbal) Does the student fail to exhibit varied patterns of vocalizations?

) ss. (If nonverbal) Does the student fail to imitate others’ intonation patterns?
L] 86. Does the student fail to attend to music or singing?

3 87. Does the student fail to respond to rhythmic music by body or hand movements
in approximate time to the music?

[J ss. (If nonverbal) Does the student fail to respond to songs by vocalizing?

Jargon with words
[ 89. Between the ages of 12 and 18 months, did the student fail to use jargon with the
incClusion of a few real words?
Associaled verbalizations

[J 90 Al 1010 18 months, did the student fail to associate verbalizations of “Mama” or
“Dada” with the primary caretakers?

Normal echoing
[J 91. Between 8 and 24 months, did the student fail to imitate or echo normal speech?

Echolalia

(] 92. Does the student exhibit verbal echolatia? Ii s0, is it immediate, delayed, or
mitigated?

[J 93 Does the student exhibit gestural echolalia (indiscriminate imitations of motor
movements and gestures)? M so, is it immediate or delayed?

Perseveration

[0 94. Does the student perseverate or continue to repeat all or part of an activity, a
rmolor movement, sign, or verbal ullerance when it is ng longer appropriate? If
$0, give an example.

Quality of speech

95. Does the student exhibit atonal or monotonic speech showing littie or no
infiection?

O 96. Does the student exhibit inappropriate pitch of speech? If so, is it too high or too
low?

[J 97. Does the student exhibit atypical rhythm of speech? If so, specify.

(L] 98. Does the student exhibit inappropriate volume? f so, is it too soft or too
lovwd?

[ 99 Does the student exhibit an atypical speech quality other than listed? If so,
specily.




Expressive functioning level
[J100. Does the student fail to express a minimum of five basic words/signs o make
wants and needs known (use of family names, foods, toys, . . .)? If true, specify
approximate vocabulary level,

Indicating needs
[C}o1. Does the student fail to indicate basic wants and needs {such as food and drink)?

(If this skill is present, specify method used.

1102, Does the student fail to indicate a need for help?
{tf this skill is present, specify method used.

Verbal regression

[3103. Did the student babble. jargon, use real words or short phrases, and then dis-
continue or lose these skills? If so, at what age and to what extent did the
regression occur?

Vocal noises

OJ104. Did the student engage in bizarre vocal noises or sounds after a verbal regression
occurred? If so, describe.

Affirmation/negation
[J105. Does the student lack differential expression of “yes?”

(if this skill is present, specify method used.

[J106. Does the student lack differential expression of “na?”

(If this skill is present, specify method used.

Questions
J407. Does the student fail to understand and respond to simple questions?

(If this skill is present, specify method used.

)

[108. Does the student fail to ask simple gquestions to request objects, actions, or
information?

Pronoun usage
[1109. Does the student fail to use the pronoun “I" appropriately?

(¥f this skill is noi present, does student referto self by name? ___ )
[J110. Does the student exhibit pronomial reversals?

O111. Does the student fail to appropriately use the pronouns he, she, il, they, his, hers,
its, theirs?



[}112. Does the student demonstraté confused gender agreement in pronouns?

Generation

[1113. Does the student fail to generate varied language structures to communicate? It
s0, what types of rote communiques are typical?

[J114. Does the student ask inappropriate questions?

Expressive retrieval

[3115. Does the student exhibit difficulty retrieving words, signs, and/or phrases? If so,
specify types of cuing or therapy techniques that are helpful.

Developmental Rates and Sequences

Developmental rates and sequences

[(J116. Does the student exhibit delays, arrests, and/or regressions in the cognitive,
affective, and psychomotor learning domains? If so, specify.

[[1117. Does the student exhibit disordered skill acquisition or splinter skills? If so,
specify.

0J118. Does the student exhibit inconsistent development between the fine and gross
rmotor lunclioning levels? If so, specify.

[J119. Did the student exhibit developmental delays before 30 months of age?

Learning Behaviors

Perseverative activity

[(J120. Does the student perseverate or continue an activity when it is no longer
appropriate?

Concrete vs. abstract
[J121. Does the student learn concrete skills, yet exhibits difficulty with the abstract?

Generalization

[J122. Does the student exhibit difficulty generalizing acquired concepis into new
contexts? I so, specify measures necessary 1o achieve generalization.

Association

[L1123. Does the student exhibit difficulty associating acquired knowledge to reltated
situations and contexts?



Retention and memory

[J124.

Retrieval

[H2s.

Does the student exhibit difficulty retaining and remembering taught concepis?
If so, what maintenance schedule is necessary?

Does the student exhibit difficulty retrieving information? If so, specify the
problem;

——_. Concept retrieval
—— Sound sequencing
— Word retrieval
—__ Word order
— Other (specily)

Relating Skills

Social interactions

(J126.
127,

12s.

EPL)
a0,

(a1,
Lz,

133,

Does the student lack a social smile?

As an infant, did the student lack social interaction in play and exchanges (such
as waving "bye-bye” and playing “peek-a-boo”)?

Does the student exhibit an absence of facial responsivity and reciprocal use of
eye contact?

Does the student tack reciprocal responsivity to physical contact?

Has the student faited to develop a relationship with lamily, carelaker, or
significant other?

As an infant, did the student fail to respond differently to the primary caretaker
than lo strangers?

Does the student lack appropriate social interaction and cooperative play with
peers?

Does the student fail to initiate or maintain social interaction?

Emotional behaviors

(J134.

(J13s.
J13s.
[(1a7.

Fear

J1ss.
[J139.

Does the student exhibit laughing or inappropriate silliness for no apparent
reason?

Does the student cry for no apparent reason?

Does the student engage in frequent or severe temper tantrums?

Does the student exhibit difficulty waiting for needs to be met?

Does the student lack fear of real danger?

Does the student exhibit fear of objects, people, or situations without reason?



Aggression

1140, Does the student exhibit self-abusive behaviors (such as head banging, biting,
hilting, scratching)? If so, specify inappropriate behaviors.

[)141. Does the student exhibit aggressive behaviors toward others? If so, specify
nappropriate behaviors.

[(J142. Does the student frequently damage or destroy the property of others by break-
ing, tearing, banging? If so, specify inappropriate behaviors,

Resistance to change
[J143. Does the student resist change in daily routines?

Ritualistic behaviors

(L1144, Does the student engage in rituals (such as lining up objects, repetitive motions,
or other inappropriate behavioral patterns}?

Play
[J145. Does the student engage in odd or inappropriate play for prolonged periods?

Object relations

[[1146. Does the student exhibit an tnappropriate attachment to an object? If so,
specify.

(1147, Does the student prefer interaction with inanimate objects?

Spinning
[J148. Does the student exhibit a preoccupation with spinning, flipping, or twirling
objects? If so, specify typical inappropriate behaviors.




