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  Preface


  Autism spectrum disorder (ASD) is a developmental disorder of neurobiological origin that can have lifelong effects on social interaction, ability to communicate ideas and feelings, imagination, and establishment of relationships. ASD varies in severity of symptoms, age of onset, and association with other disorders, such as mental retardation, language disability, and epilepsy. The manifestation also varies across children and time. No two individuals with ASD are alike, even if they have the same diagnosis. ASD affects approximately four times more boys than girls. According to the National Research Council (2001), “There is no single behavior that is always typical of ASD and no behavior that would automatically exclude an individual child from a diagnosis of ASD, even though there are strong and consistent commonalities, especially in social deficits” (p. 11).


  Leo Kanner identified characteristics of ASD in 1943. After more than 60 years, these characteristics are still current. They include (a) problems in relating to people and situations; (b) speech and language problems; (c) developmental delays; (d) problems in relating to environmental changes; and (e) Stereotypic, repetitive actions and other peculiar motor movements (Simpson & Zionts, 2000).


  The overall goal of educational programs for all students, including students with ASD, is a life with independence and functioning within the community. Reaching this goal requires an education based on the individual needs of the child/student. Setting the individual goals for each child requires realistic assessment of present levels of ability, as well as identification of learning deficits. In other words, what can the child with ASD do now, what skills does the child excel in, what skills can be enhanced, and what skills does the student need to be able to seek employment and live in the community in adulthood? Is there improvement in the child’s social and language development? Are negative behaviors being addressed? What kind of program does it take to accomplish the overall goal?


  In general, we know that we must structure the classroom environment so the educational program is consistent and predictable for the student. Children with ASD are less confused and learn better in that environment. They also learn better with information presented visually as well as verbally. Insofar as is appropriate, children with ASD should have opportunities to interact with nondisabled peers who can provide models of appropriate behavior, language, communication, social, and play skills.


  Students with ASD should also have training in community living skills and vocational skills at the earliest possible age. They need to be taught how to interact with others and be provided opportunities to develop relationships with other students. Teaching safety habits, such as crossing the street or asking for help when needed, is critical to developing independence. Learning to make simple purchases and to handle money is another example of a needed skill. All of these skills may be difficult, in varying degrees, for the student with ASD to learn. However, ongoing assessment of abilities along with individualized education programs will facilitate the achievement of maximum independence for each child with ASD.


  The importance of family involvement in the educational program is paramount. Programs developed with the parents to carry over learning activities, experiences, and approaches from school to the home and community will facilitate generalization of those skills. Generalization to home and community is essential for each child with ASD to develop maximum independence and integration into the community. Also, specialized adult support services in employment and living arrangements are available to support youth and adults with ASD in living and working with varying degrees of independence in the community.


  Teaching Students with Autism Spectrum Disorders: A Step-by-Step Guide for Educators will provide an overview of ASD and numerous strategies essential to implementing effective educational programs for these students. After reading Teaching Students with Autism Spectrum Disorders: A Step-by-Step Guide for Educators, you should understand the following:


  • Characteristics of children with ASD


  • Types of ASDs


  • Eligibility criteria for children with ASD


  • Effective interventions for young children with ASD


  • Creating quality educational programs for children with ASD


  • Collaborating with parents


  • Effective programming for young children with ASD


  • Teaching students with ASD: Instructional approaches


  • Teaching students with ASD: Strategies for classroom management


  • Teaching students with ASD: Strategies for communication development


  • Teaching students with ASD: Strategies for social skills


  • Teaching students with Asperger syndrome


  • Assistive technology for students with ASD


  • Behavior and discipline issues for students with ASD


  • Facilitating inclusion of children with ASD


  • Transition planning for students with ASD
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  Introduction to ASD


  IDEA Definition of ASD


  Under our nation’s federal special education law, the Individuals with Disabilities Education Act 2004 (IDEA, 2004), all types of ASD are classified under one term, autism.


  Under IDEA 2004, autism is defined as


  a developmental disability significantly affecting verbal and nonverbal communication and social interaction, usually evident before age 3, that adversely affects a child’s educational performance. Other characteristics often associated with ASD are engagement in repetitive activities and stereotyped movements, resistance to environmental change or change in daily routines, and unusual responses to sensory experiences. The term does not apply if a child’s educational performance is adversely affected because the child has an emotional disturbance. (300.8[c][1])


  
    Important Point: Most practitioners and educators believe autism is a “spectrum” disorder; that is, a group of disorders with similar features, which can range from mild to severe. Throughout this book, we will refer to “autism” as “autism spectrum disorder” (ASD).

  


  Overview of ASD


  Originally described in 1943 by Leo Kanner (Colarusso & O’Rourke, 2004), ASD is an increasingly popular term that refers to a broad definition of ASD, including the classical form of the disorder as well as closely related disabilities that share many of the core characteristics.


  ASD has many variations in symptoms or behavioral characteristics. Furthermore, people with ASD vary widely in abilities, intelligence, and behaviors across those indicators. That is, some or all of the characteristics associated with ASD may be observed in a range of mild to very severe forms. For example, some children do not speak; others have limited language. Those with more advanced language skills tend to use a small range of topics, as well as have difficulty with abstract concepts and pragmatic language skills. Repetitive play skills, a limited range of interests, and impaired social skills are generally evident as well. Unusual responses to sensory information, such as loud noises, lights, and certain textures or food or fabrics, are also common.


  Individuals with ASD can exhibit severe mental retardation or be extremely gifted in their intellectual and academic accomplishments (Vaughn, Bos, & Schumm, 2003). While many individuals prefer isolation and tend to withdraw from social contact, others show high levels of affection and enjoyment in social situations. Some people with ASD appear lethargic and slow to respond, focusing more on objects than on other people (Scott, Clark, & Brady, 2000). Others are very active and seem to interact constantly with preferred aspects of their environment.


  Causes of ASD


  ASD is a neurological disability that is presumed to be present from birth and is always apparent before the age of three. Most researchers agree that the collection of symptoms constituting ASD arises from a set of inherited factors (Rodier, 2000). Although ASD affects the functioning of the brain, the specific cause of ASD is unknown. In fact, it is widely assumed that there are most likely multiple causes, each of which may be manifested in different forms, or subtypes, of ASD.


  In the majority of cases, no specific underlying cause can be identified. However, a variety of factors are being investigated. These include infectious, metabolic, genetic, and environmental factors. Professionals generally agree that symptoms of ASD are triggered by malfunctions in the brain (Szatmari, Jones, Zwaigenbaum, & MacLean, 1998) and that trauma related to abuse or neglect by care-givers is not the cause (Gillberg & Coleman, 2000).


  The search for physiological causes of ASD began in the 1960s (Scott et al., 2000). A working group convened by the National Institute of Health (NIH) in 1995 reached a consensus that ASD probably results from a genetic susceptibility that involves multiple genes. However, the research on chromosomal abnormalities in ASD shows no agreement as to what chromosome or chromosomes are implicated as a cause of ASD (International Molecular Genetics Study of Autism Consortium (IMGSAC), 1998; Konstantareas & Homatidis, 1999).


  Some parents and families of children with ASD believe that the measles/mumps/rubella (MMR) vaccine caused their children’s ASD. These parents report that their children were “normal” until they received the MMR vaccine. Then, after getting the vaccine, their children started showing symptoms of ASD. Because the symptoms of ASD began to occur around the same time as the child’s MMR vaccination, parents and families see the vaccine as the cause of the ASD. However, just because the events happen around the same time does not mean that one caused the other. Although children receive many other vaccines in addition to the MMR vaccine, these other vaccines have not been identified as possible causes of ASD.


  These parents’ beliefs and observations were reinforced by a small study of bowel disease and ASD published by Wakefield and his colleagues in 1998 (Wakefield et al., 1998).The study’s authors suggested that there was a link between the MMR vaccine and ASD. This study did not involve scientific testing to find out if there was a link. Rather, the authors relied on the reports of parents and families of 12 children with ASD to make their suggestion. The study did not provide scientific proof of any link.


  Since this study was published in 1998, a number of other studies have been published that suggest a link between the MMR vaccine and ASD, but none provides scientific proof of such a link.


  To date, there is no conclusive evidence that any vaccine increases the risk of developing ASD or any other behavior disorder. Currently, no study provides definitive evidence of an association between ASD and vaccines (Dales, Hammer, & Smith, 2001; Stratton, Gable, Shetty, & McCormick, 2001). However, continued research is needed to examine the mechanisms of ASD and any possible relationship to vaccines.


  Prevalence and Incidence of ASD


  According to the 26th Annual Report (U.S. Department of Education, 2004), 140,473 students between the ages of 6 to 21 were identified as having ASD. This represents approximately 2.3 percent of all students having a classification in special education and approximately 0.12 percent of all school-age students.


  A controversial finding is that prevalence figures for ASD have increased dramatically over the past 30 to 40 years, leading some to claim that there is an “ASD epidemic.” In the most recent government survey on the rate of ASD (2007 survey based on data from 2000 and 2002), the Centers for Disease Control and Prevention (CDC, 2007a) found a rate higher than that reported in studies conducted in the United States during the 1980s and early 1990s. The CDC survey assigned a diagnosis of ASD based on health and school records of 8-year-olds in 14 communities throughout the United States. Debate continues about whether this represents a true increase in the prevalence of ASD. Changes in the criteria used to diagnose ASD, along with increased recognition of the disorder by professionals and the public, may all be contributing factors. Nonetheless, the CDC report confirms other recent epidemiologie studies documenting that more children are being diagnosed with ASD than before.


  Data from an earlier report of the CDC’s Atlanta-based program found the rate of ASD was 3.4 per 1,000 for children 3–10 years of age. Summarizing this and several other major studies on ASD prevalence, CDC estimates that 2–6 per 1,000 (from 1 in 500 to 1 in 150) children have ASD. The risk is 3–4 times higher in males than females. Compared to the prevalence of other childhood conditions, this rate is lower than the rate of mental retardation (9.7 per 1,000 children) but higher than the rates for cerebral palsy (2.8 per 1,000 children), hearing loss (1.1 per 1,000 children), and vision impairment (0.9 per 1,000 children). The CDC notes that these studies do not provide a national estimate (CDC, 2007b).


  Age of Onset of ASD


  Symptoms of ASD usually appear during the first three years of childhood and continue throughout life (Friend, 2005). Interestingly, in close to 50 percent of children diagnosed with ASD, the defining characteristics do not become evident until the child is a toddler, at which point some of the children begin to regress markedly in communication and social abilities (Davidovitch, Glick, Holtzman, Tirosh, & Safir, 2000).


  Gender Features of ASD


  According to the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders: Text Revision (2000), the prevalence rate of ASD in males is about four times higher than in females. Other studies have found ratios as high (Kadesjo, Gillberg, & Hagberg, 1999) or higher (Scott, Baron-Cohen, Bolton, & Brayne, 2002). Although debate exists on this issue, it is clear that ASD is diagnosed much more often in males rather than females. When females do have ASD, however, they are more likely to have cognitive deficits (National Research Council, 2001, cited in Hallahan & Kauffman, 2006).


  Cultural Features of ASD


  ASD has been found throughout the world in people of all racial and social backgrounds. It exists at approximately the same level in all racial and ethnic groups and among individuals at all income levels (U.S. Department of Education, 2004).


  Familial Pattern of ASD


  Recent studies strongly suggest that some people have a genetic predisposition to ASD. Scientists estimate that, in families with one child with autism, the risk of having a second child with the disorder is approximately 5 percent, or 1 in 20, which is greater than the risk for the general population (Yirmiya, Shaked, & Erel, 2001).


  Educational Implications of Students With ASD


  The question as to whether a student with ASD should be fully included in the general education classroom is a subject of great controversy. Many studies support full inclusion (Kliewer & Biklen, 1996; Stainback & Stainback, 1990), while many others indicate the need for a full continuum of services (Klingner, Vaughn, Schumm, Cohen, & Forgan, 1998; Padeliadu & Zigmond, 1996). Today, more than half the students (57 percent) with ASD receive services in a self-contained classroom or more restrictive environment; approximately 25 percent are assigned to the general education classroom (U.S. Department of Education, 2004).


  Appropriate educational programs and determining a diagnosis early are critical to children with ASD. Students with ASD need educational curriculums and programs that focus on improving numerous types of skills. These include communication, social, academic, behavioral, and daily living skills (National Dissemination Center for Children with Disabilities, 2007).


  Appropriate educational programs need to be designed for children with ASD to afford them the greatest possible opportunities for future transition to living and working in the community and secure paid employment in competitive settings (Bock & Myles, 1999; Bowe, 2005; Cowley, 2000).


  Evidence-Based Practice in Working With Children With ASD and Their Families


  The best way to help individuals with ASD involves a team effort, with parents playing an integral role as respected partners.


  No one individual or group of individuals has unlocked all of the complex variables involved in ASD.... A coordinated effort by all involved can greatly enhance the functioning level of the child with ASD and concomitantly reduce the tremendous familial stress associated with having a child with a disability. (Koegel & Koegel, 1995, pp. ix–x)


  Parents need to be seen as collaborators in their child’s treatment programs beginning at the time of diagnosis. As children age, they should also be increasingly involved in decision making in all aspects of their lives. Many individuals with ASD will need an interdisciplinary team that functions as a unit throughout their lives. “Given the intensity and unique pattern of Stressors faced by families of children with ASD, the need for parent-professional collaboration in ASD intervention is paramount” (Volkmar, Paul, Klin, & Cohen, 2005, pp. 1059-1060).


  The Handbook of Autism and Pervasive Developmental Disorders (Volkmar et al., 2005) cites eight research-based general approaches that are “most relevant to working with families of children with ASD” (p. 1061). These are defined as the following:


  • Provide family members with information from the professional literature in an organized and accessible format.


  • Train parents to implement instruction techniques or behavior management strategies.


  • Help family members apply principles of learning to education and management.


  • Work with family members to increase the positive valence and decrease the negative aspects of parent-child relationships.


  • Train family members in cognitive techniques in order to modify emotional and behavioral responses.


  • Provide family members with empathy, a listening ear, and basic problem solving either through individual sessions or group work.


  • Assist family members in obtaining access to resources, services, and basic necessities.


  • Assist family members in advocating for the identified child’s needs across the lifetime, (pp. 1062-1063)


  Research Basis for Services to Children With ASD in the Home, School, and Community


  Children with ASD are a very heterogeneous group (ranging from toddlers who are nonverbal with significant developmental delays to young adults with above-average cognitive abilities but significant social and relating challenges) living and being educated in diverse circumstances. Therefore, it is unlikely that any one approach will work for all children with ASD in all circumstances. The complexity of ASD affects research into its causes and potential treatments. Different bodies of research address different aspects of service delivery to children with ASD and their families: different age groups; school versus home and community support; different diagnoses within the ASD spectrum; specific treatment, intervention, or educational strategies; and comprehensive program models. Also, different approaches are recommended for children and adolescents with Asperger syndrome. Recently, there has been considerable research regarding effectiveness of early intervention for young children with ASD. These bodies of research answer different questions regarding effectiveness (National Research Council, 2001).


  There is much controversy in the field regarding appropriate treatment, support, and intervention for ASD. Many people have strongly held opinions regarding what is most appropriate and effective. Because the causes of ASD are unknown, the field has been particularly vulnerable to purported “cures” that do not stand up to scientific scrutiny. Each system has its own traditions and guiding philosophies regarding supporting children with disabilities. Some interventions may conflict with people’s beliefs and philosophies.


  There has been a recent push in both education and the social sciences to utilize evidence-based practices to maximize outcomes and cost-effectiveness. The federal No Child Left Behind Act promotes the use of scientifically based research to improve accountability and educational outcomes. Professional organizations, such as the American Psychological Association, are developing clinical practice guidelines that promote the use of evidence-based treatments. Evidence-based practices are those whose effectiveness is supported by high-quality, peer-reviewed research. No uniform standard exists in education or the social sciences for assessing the quality and quantity of research to determine that a given practice is evidence based. Instead, a variety of standards has been proposed by the professional and scientific communities (Pierangelo & Giuliani, 2007).


  [image: image]


  2


  Characteristics of Children With ASD


  While individuals with ASD can display a wide range of possible behaviors, some behaviors are commonly characteristic of the disorder. Familiarity with these is important as a basis of understanding their impact on educational programming. They include difficulties in the areas of social interaction, communication, sensory processing, and learning new skills. Not all of these characteristics will be present in all diagnosed cases, and they will vary for individual children at different ages. Also, characteristics commonly associated with ASD are not exclusive to ASD and could appear in individuals diagnosed with other disabilities.


  Possible Early Indicators of ASD


  Clinical clues, sometimes referred to as “red flags,” are historical facts and current observations that, if present, increase concern about possible ASD in a young child. Clinical clues may be noticed by the parents, others familiar with the child, or a professional as part of routine development surveillance or during health care visits for some other reason. The clinical clues listed in Table 2.1 represent delayed or abnormal behaviors that are seen in children with ASD (although some of these findings may also be seen in children who have a developmental delay or a disorder other than ASD).


  Table 2.1 Clinical Clues of Possible ASD


  


  • Delay or absence of spoken language


  • Looks through people; not aware of others


  • Not responsive to other people’s facial expressions/feelings


  • Lack of pretend play; little or no imagination


  • Does not show typical interest in or play near peers purposefully


  • Lack of turn taking


  • Unable to share pleasure


  • Qualitative impairment in nonverbal communication


  • Does not point at an object to direct another person to look at it


  • Lack of gaze monitoring


  • Lack of initiation of activity or social play


  • Unusual or repetitive hand and finger mannerisms


  • Unusual reactions or lack of reaction to sensory stimuli


  


  If clinical clues of possible ASD are identified by either parents or professionals, it is important to follow up with appropriate screening tests. For children with suspected ASD, it is important to do both a diagnostic evaluation (to determine the specific diagnosis) and a functional assessment (to evaluate the child’s strengths and needs in various developmental domains).


  Patterns of Development


  Some children with ASD show hints of future problems within the first few months of life. In others, symptoms may not show up until 24 months or later. Studies have shown that one-third to one-half of parents of children with ASD notice a problem before their child’s first birthday, and nearly 80–90 percent see problems by 24 months. Some children with ASD seem to develop normally until 18–24 months of age, and then they stop gaining new language and social skills or lose the skills they had.


  Children with ASD develop at different rates in different areas of growth. They may have delays in language, social, and learning skills, while their motor skills are about the same as other children their age. They might be very good at putting puzzles together or solving computer problems, but they might have trouble with social activities like talking or making friends. Children with ASD might also learn a hard skill before they learn an easy one. For example, a child might be able to read long words but not be able to tell you what sound a b makes.


  Impairments in Social Skills


  Social impairments are one of the main problems in all people with ASD. These impairments are not merely social “difficulties” like shyness. They are bad enough to cause serious problems in everyday life. These social problems are often combined with the other areas of deficit, such as communication skills and unusual behaviors and interests. For instance, the inability to have a back-and-forth conversation is both a social and a communication problem.


  Typical infants are very interested in the world and people around them. By the first birthday, a typical toddler tries to imitate words, uses simple gestures such as waving bye-bye, grasps fingers, and smiles at people. But the young child with ASD may have a very hard time learning to interact with other people. One way very young children interact with others is by imitating actions—for instance, clapping when mom claps. Children with ASD may not do this, and they may not show interest in social games like peek-a-boo or pat-a-cake. Although the ability to play pat-a-cake is not an important life skill, the ability to imitate is. We learn all the time by watching others and by doing what they do—especially in new situations and in the use of language.


  People with ASD might not interact with others the way most people do. They might not be interested in other people at all. Some might want friends but have social problems that make those relationships difficult. They might not make eye contact and might just want to be alone. Many children with ASD have a very hard time learning to take turns and share—much more so than other children. This can make other children unwilling to play with them.


  People with ASD may have problems with expression, so they might have trouble understanding other people’s feelings or talking about their own feelings. Many people with ASD are very sensitive to being touched and might not want to be held or cuddled. Repetitive behaviors (called “self-stimulatory behaviors”), common among people with ASD, may seem odd to others or make them uncomfortable, causing them to shy away from a person with ASD.


  Social issues, such as having trouble interacting with peers, saying whatever comes to mind even if it’s inappropriate, adapting to change only with difficulty, and even poor grooming habits, can sometimes make it hard for adults with ASD to get and/or keep a job at their intellectual level. Anxiety and depression, which affect some people with ASD, can make existing social impairments even harder to manage.


  Social skills that many people learn by watching others may need to be taught directly to people with ASD. When deciding what to teach, remember the social value of learning independent living skills such as toilet training and other basic grooming skills (bathing, tooth brushing, dressing appropriately, etc.).


  Because children and adolescents with ASD are “different,” and because they are often very literal and sometimes naive and overly trusting, they are often the target of bullies and may be easily taken advantage of. It is very important to teach all children from a very young age to be tolerant and accepting of differences. It is also important to teach children and adolescents with ASD about personal safety and tell them to go to a parent, teacher, or other trusted adult if they need help.


  There are many strategies and curriculum supplements for teaching children and adolescents with and without ASD about bullying and other personal safety issues. These can be found by visiting a local bookstore, searching an online bookseller, or by contacting a publishing company that specializes in disability-specific and/or education publications. Teachers and health care professionals are often good resources for this type of information as well.


  Children with ASD also are slower in learning to interpret what others are thinking and feeling. Subtle social cues—whether a smile, a wink, or a grimace—may have little meaning. To a child who misses these cues, “Come here” always means the same thing, whether the speaker is smiling and extending her arms for a hug or frowning and planting her fists on her hips. Without the ability to interpret gestures and facial expressions, the social world may seem bewildering. To compound the problem, people with ASD have difficulty seeing things from another person’s perspective. Most 5-year-olds understand that other people have different information, feelings, and goals than they have. A person with ASD may lack such understanding. This inability leaves them unable to predict or understand other people’s actions.


  Although not universal, it is common for people with ASD also to have difficulty regulating their emotions. This can take the form of “immature” behavior, such as crying in class or engaging in verbal outbursts that seem inappropriate to those around them. Individuals with ASD may also be disruptive and physically aggressive at times, making social relationships still more difficult. They have a tendency to “lose control,” particularly in a strange or overwhelming environment or when angry and frustrated. They may at times break things, attack others, or hurt themselves. In their frustration, some bang their heads, pull their hair, or bite their arms.


  Impairments in Communication Skills


  Each person with ASD has different communication skills. Some people may have relatively good verbal skills, with only a slight language delay, along with impaired social skills. Others may not speak at all or have limited ability or interest in communicating and interacting with others. About 40 percent of children with ASD do not talk at all. Another 25–30 percent of children with ASD have some words at 12–18 months of age and then lose them. Others may speak, but not until later in childhood (Pierangelo & Giuliani, 2007).


  People with ASD who do speak may use language in unusual ways. For example, they may not be able to combine words into meaningful sentences. Some people with ASD speak only single words, while others repeat the same phrases over and over. Some children repeat what others say, a condition called echolalia. The repeated words might be said right away or at a later time. For example, if you ask children with ASD, “Do you want some juice?” they might repeat, “Do you want some juice?” instead of answering your question. Although many children without ASD go through a stage where they repeat what they hear, it normally passes by age 3. Some people with ASD can speak well but may have a hard time listening to what other people say.


  People with ASD may have a hard time using and understanding gestures, body language, or tone of voice. For example, people with ASD might not understand what it means to wave good-bye. Facial expressions, movements, and gestures may not match what they are saying. For instance, people with ASD might smile while saying something sad. They might say “I” when they mean “you,” or vice versa. Their voices might sound flat, robotlike, or high pitched. People with ASD might stand too close to people with whom they are talking or might stick with one topic of conversation for too long. They might talk a lot about something they really like rather than have a back-and-forth conversation with someone. Some children with relatively good language skills speak like little adults, failing to pick up on the “kid-speak” that is common in their peers.


  By age 3, most children have passed predictable milestones on the path to learning language; one of the earliest is babbling. By the first birthday, typical toddlers say words, turn when they hear their name, point when they want a toy, and when offered something distasteful, make it clear that the answer is no.


  Some infants who later show signs of ASD coo and babble during the first few months of life, but they soon stop. Others may be delayed, developing language as late as ages 5 to 9. Some children may learn to use communication systems such as pictures or sign language. Some children diagnosed with ASD remain mute throughout their lives.


  Some children only mildly affected may exhibit slight delays in language, or they may even seem to have precocious language and unusually large vocabularies but have great difficulty in sustaining a conversation. The give-and-take of normal conversation is hard for them, although they often carry on a monologue on a favorite subject, giving no one else an opportunity to comment. Another difficulty is often the inability to understand body language, tone of voice, or “phrases of speech.” They might interpret the sarcastic expression “Oh, that’s just great,” as meaning it really is great.


  It can be hard to understand what ASD children are saying, and their body language can be difficult to understand as well when facial expressions, movements, and gestures do not match what the child is saying or reflect his feelings. Without meaningful gestures or the language to ask for things, people with ASD are at a loss to let others know what they need. As a result, they may simply scream or grab what they want. Until they are taught better ways to express their needs, ASD children do whatever they can to get through to others. As people with ASD grow up, they can become increasingly aware of their difficulties in understanding others and in being understood. As a result they may become anxious or depressed.


  Unusual and Repeated Behaviors and Routines


  Unusual behaviors, such as repetitive motions, may make social interactions difficult. Repetitive motions can involve part of the body or the entire body or even an object or toy. For instance, people with ASD may spend a lot of time repeatedly flapping their arms or rocking from side to side. They might repeatedly turn a light on and off or spin the wheels of a toy car in front of their eyes. These types of activities are known as self-stimulation or “summing.”


  People with ASD often thrive on routine. A change in the normal pattern of the day—like a stop on the way home from school—can be very upsetting or frustrating to people with ASD. They may “lose control” and have a meltdown or tantrum, especially if they’re in a strange place.


  Also, some people with ASD develop routines that might seem unusual or unnecessary. For example, they might try to look in every window they walk by or may always want to watch a video in its entirety—from the previews at the beginning through the credits at the end. Not being allowed to do these types of routines may cause severe frustration and tantrums.


  Although children with ASD usually appear physically normal and have good muscle control, odd repetitive motions may set them apart from other children. These behaviors might be extreme and highly apparent, or they may be more subtle. Some children and older individuals spend a lot of time repeatedly flapping their arms or walking on their toes. Some suddenly freeze in position.


  As children, they might spend hours lining up their cars and trains in a certain way, rather than using them for pretend play. If someone accidentally moves one of the toys, the child may be tremendously upset. ASD children need, and demand, absolute consistency in their environment. A slight change in any routine—in mealtimes, dressing, taking a bath, going to school at a certain time and by the same route—can be extremely disturbing. Perhaps order and sameness lend some stability in a world of confusion.


  Repetitive behavior sometimes takes the form of a persistent, intense preoccupation. For example, the child might be obsessed with learning all about vacuum cleaners, train schedules, or lighthouses. Often there is great interest in numbers, symbols, or science topics.


  Additional Disabilities and Comorbid Conditions With ASD


  Sensory Problems


  When children’s perceptions are accurate, they can learn from what they see, feel, or hear. On the other hand, if sensory information is faulty, the child’s experiences of the world can be confusing. Many ASD children are highly attuned or even painfully sensitive to certain sounds, textures, tastes, and smells. Some children find the feel of clothes touching their skin almost unbearable. Some sounds—a vacuum cleaner, a ringing telephone, a sudden storm, even the sound of waves lapping the shoreline—will cause these children to cover their ears and scream.


  In ASD, the brain seems unable to balance the senses appropriately. Some ASD children are oblivious to extreme cold or pain. A child with ASD may fall and break an arm yet never cry. Other children may bash their heads against a wall and not wince, but a light touch may make them scream with alarm.


  Mental Retardation


  Many children with ASD have some degree of mental impairment. When tested, some areas of ability may be normal, while others may be especially weak. For example, a child with ASD may do well on the parts of the test that measure visual skills but earn low scores on the language subtests.


  Seizures


  One in four children with ASD develops seizures, often starting either in early childhood or adolescence. Seizures, caused by abnormal electrical activity in the brain, can produce a temporary loss of consciousness (a blackout), a body convulsion, unusual movements, or staring spells. Sometimes a contributing factor is a lack of sleep or a high fever. An electroencephalogram (EEG), which records the electric currents in the brain by means of electrodes applied to the scalp, can help confirm the seizure’s presence.


  In most cases, seizures can be controlled by a number of medicines called “anticonvulsants.” The dosage of the medication is adjusted carefully to use the least possible amount of medication that will be effective.


  Fragile X Syndrome


  This disorder is the most common inherited form of mental retardation. It was so named because one part of the X chromosome has a defective piece that appears pinched and fragile when under a microscope. Fragile X syndrome affects about 2–5 percent of people with ASD. It is important to have a child with ASD checked for fragile X, especially if the parents are considering having another child. For an unknown reason, if a child with ASD also has fragile X, there is a 50 percent chance that boys born to the same parents will have fragile X syndrome. Other members of the family who may be contemplating having a child may also wish to be checked for fragile X syndrome.


  Tuberous Sclerosis


  Tuberous sclerosis is a rare genetic disorder that causes benign tumors to grow in the brain as well as in other vital organs. It has a consistently strong association with ASD. From 1–4 percent of people with ASD also have tuberous sclerosis.


  Associated Features


  People with ASD might have a range of other behaviors associated with the disorder. These include hyperactivity, short attention span, impulsivity, aggressiveness, self-injury, and temper tantrums. They may have unusual responses to touch, smell, sound, and other sensory input. For example, they may over- or underreact to pain or to a loud noise. They may have abnormal eating habits. For instance, some people with ASD limit their diet to only a few foods, and others may eat nonfood items like dirt or rocks (this is called pica). They may also have odd sleeping habits. People with ASD may seem to have abnormal moods or emotional reactions. They may laugh or cry at unusual times or show no emotional response at times you would expect one. They may not be afraid of dangerous things or fearful of harmless objects. People with ASD may also have gastrointestinal issues such as chronic constipation or diarrhea.


  It is important to remember that children with ASD can get sick or injured just like children without ASD. Regular medical and dental exams should be part of a child’s intervention plan. Often it is hard to tell if a child’s behavior is related to the ASD or is caused by a separate health problem. For instance, head banging could be a symptom of ASD, or it could be a sign that the child is having headaches. In those cases, a careful physical exam is important.
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