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Autism 
 One in every 100 children is being diagnosed with autism, making it more common than childhood cancer, juvenile diabetes and asthma combined. An estimated 1.5 million individuals in States and tens of millions worldwide are affected by autism. Government statistics suggest the prevalence rate of autism is increasing 10-17 percent annually. There is not any established explanation for this increase, although improved diagnosis, genetic and environmental influences are the three reasons often considered. Studies suggest boys are more likely than girls to develop autism and receive the diagnosis three to four times more frequently.
Autism is a general term used to describe as a group of complex developmental brain disorders (not a disease) known as Pervasive Developmental Disorders (PDD).
The other related developmental disorders are
PDD-NOS (Pervasive Developmental Disorder – Not Otherwise Specified) 
Asperger’s Syndrome
Rett Syndrome
Childhood Disintegrative Disorder.
 Together this group comes under the heading of Autism Spectrum Disorder.

 A Common Presentation and Diagnosis of Autism
Children with autism often appear relatively normal in their development until the age of 12- 18 months, when parents may notice delays in language, play and social skills, along with some repetitive and obsessive behaviors.
 According to the National Institute of Child Health, there are some red flag signs for autism that the professionals should look for even in very young children. Parents and practitioners should pay special attention to the kids who are showing some or all of these indicators for early diagnosis and intervention programs establishment. 
· _          Doesn’t babble, point, or make meaningful gestures by 1 year of age 
· _	Doesn’t speak one word by 16 months 
· _	Doesn’t combine two words by 2 years 
· _	Doesn’t respond to name 
· _	Poor eye contact 
· _	Doesn't seem to know how to play with toys 
· _	Excessively lines up toys or other objects 
· _	Is attached to one particular toy or an object 
· _	Doesn't smile meaningfully. 
· _	At times seems to be hearing impaired 


The American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders is the main diagnostic reference used by the developmental and mental health professionals. The current (fourth) edition, which was published in 1994, is commonly referred to as the “DSM-IV.” The diagnosis of autism requires at least six developmental and behavioural characteristics are observed, that problems are present before age three, and there is no evidence for certain other conditions that are similar.
 
DSM-IV criteria for a diagnosis of Autism
I. A total of six (or more) items from heading (A), (B), and (C), with at least two from (A), and one each
from (B) and (C):
(A) Qualitative impairment in social interaction, as manifested by at least two of the following:
• Marked impairments in the use of multiple nonverbal behaviors such as eye-to-eye gaze, facial expression,
body posture, and gestures to regulate social interaction.
• Failure to develop peer relationships appropriate to developmental level.
• A lack of spontaneous seeking to share enjoyment, interests, or achievements with other people, (e.g., by
a lack of showing, bringing, or pointing out objects of interest to other people).
• A lack of social or emotional reciprocity.
(B) Qualitative impairments in communication as manifested by at least one of the following:
• Delay in or total lack of, the development of spoken language (not accompanied by an attempt to
compensate through alternative modes of communication such as gesture or mime).
• In individuals with adequate speech, marked impairment in the ability to initiate or sustain a
conversation with others.
• Stereotyped and repetitive use of language or idiosyncratic language.
• Lack of varied, spontaneous make-believe play or social imitative play appropriate to developmental level.
(C) Restricted repetitive and stereotyped patterns of behavior, interests and activities, as manifested by at least
two of the following:
• Encompassing preoccupation with one or more stereotyped and restricted patterns of interest that is
abnormal either in intensity or focus.
• Apparently inflexible adherence to specific, nonfunctional routines or rituals.
• Stereotyped and repetitive motor mannerisms (e.g. Hand or finger flapping or twisting, or complex
whole-body movements).
• Persistent preoccupation with parts of objects.
II. Delays or abnormal functioning in at least one of the following areas, with onset prior to age 3 years:
(A) Social interaction.
(B) Language as used in social communication.
(C) Symbolic or imaginative play.
III. The disturbance is not better accounted for by Rett’s Disorder or Childhood Disintegrative Disorder.

 A panel of 3 or more professionals need to agree with the child fulfilling the diagnostic criteria.
1. A child psychiatrists or a clinical psychologist 
2. A paediatrician
3. A speech language pathologist.


Understanding Autism From A Child’s Perspective
1. I am first and foremost a child. I have autism. I am not primarily “autistic.” My autism is only one aspect of my total character. It does not define me as a person. Are you a person with thoughts, feelings and many talents, or are you just fat (overweight), myopic (wear glasses) or klutzy (uncoordinated, not good at sports)? Those may be things that I see first when I meet you, but they are not necessarily what you are all about. As an adult, you have some control over how you define yourself. If you want to single out a single characteristic, you can make that known. As a child, I am still unfolding. Neither you nor I yet know what I may be capable of. Defining me by one characteristic runs the danger of setting up an expectation that may be too low. And if I get a sense that you don’t think I “can do it,” my natural response will be: Why try?

2. My sensory perceptions are disordered. 
Sensory integration may be the most difficult aspect of autism to understand, but it is arguably the most critical. It  means that the ordinary sights, sounds, smells, tastes and touches of everyday that you may not even notice can be downright painful for me. The very environment in which I have to live often seems hostile. I may appear withdrawn or belligerent to you but I am really just trying to defend myself. Here is why a “simple” trip to
the grocery store may be hell for me: My hearing may be hyper-acute. Dozens of people are talking at once. The loudspeaker booms today’s special. Musak whines from the sound system. Cash registers beep and cough, a coffee grinder is chugging. The meat cutter screeches, babies wail, carts creak, the fluorescent lighting hums. My brain can’t filter all the input and I’m in overload!
My sense of smell may be highly sensitive. The fish at the meat counter isn’t quite fresh, the guy standing next to
us hasn’t showered today, the deli is handing out sausage samples, the baby in line ahead of us has a poopy diaper,
they’re mopping up pickles on aisle 3 with ammonia….I can’t sort it all out. I am dangerously nauseated.
Because I am visually oriented (see more on this below), this may be my first sense to become overstimulated. The
fluorescent light is not only too bright, it buzzes and hums. The room seems to pulsate and it hurts my eyes. The pulsating light bounces off everything and distorts what I am seeing-- the space seems to be constantly changing. There’s glare from windows, too many items for me to be able to focus (I may compensate with “tunnel vision”), moving fans on the ceiling, so many bodies in constant motion. All this affects my vestibular and proprioceptive senses, and now I can’t even tell where my body is in space.

3. Please remember to distinguish between won’t (I choose not to) and
 can’t (I am not able to). 

Receptive and expressive language and vocabulary can be major challenges for me. It isn’t that I don’t listen to instructions. It’s that I can’t understand you. When you call to me from across the room, in complex sentences, it doesn’t make sense. Instead, come speak directly to me in plain words: “Please put your book in your desk, Billy. It’s time to go to lunch.” and use visuals. This tells me what you want me to do and what is going to happen next. Now it is much easier for me to comply.

4. I am a concrete thinker. This means I interpret language very literally. It’s very
confusing for me when you say, “Hold your horses, cowboy!” when what you really mean is “Please stop
running.” Don’t tell me something is a “piece of cake”when there is no dessert in sight and what you really
mean is “this will be easy for you to do.” When you say “Jamie really burned up the track,” I see a kid playing
with matches. Please just tell me “Jamie ran very fast.” Idioms, puns, nuances, double entendres, inference,
metaphors, allusions and sarcasm are lost on me.

5. Please be patient with my limited vocabulary.
 It’s hard for me to tell you what I need when I don’t know the words to describe my feelings. I may be hungry, frustrated, frightened or confused but right now those words are beyond my ability to express. Be alert for body language, withdrawal, agitation or other signs that something is wrong. Or, there’s a flip side to this: I may sound like a “little professor” or movie star, rattling off words or whole scripts well beyond my developmental age. These are messages I have memorized from the world around me to compensate for my language deficits because I know
I am expected to respond when spoken to. They may come from books, TV, the speech of other people. It
is called “echolalia.” I don’t necessarily understand the context or the terminology I’m using. I just know that it
gets me off the hook for coming up with a reply.

6. Because language is so difficult for me, I am very visually oriented. 
Please show me how to do something rather than just telling me. And please be prepared to show me many times.
Lots of consistent repetition helps me learn. A visual schedule is extremely helpful as I move through
my day. Like your day-timer, it relieves me of the stress of having to remember what comes next, makes for
smooth transition between activities, helps me manage my time and meet your expectations.
I won’t lose the need for a visual schedule as I get older, but my “level of representation” may change. Before I
can read, I need a visual schedule with photographs or simple drawings. As I get older, a combination of words
and pictures may work, and later still, just words.


7. Please focus and build on what I can do rather than what I can’t do.
Like any other human, I can’t learn in an environment where I’m constantly made to feel that I’m not good
enough and that I need “fixing.” Trying anything new when I am almost sure to be met with criticism, however
“constructive,” becomes something to be avoided. Look for my strengths and you will find them. There is more
than one “right” way to do most things.

8. Please help me with social interactions.
 It may look like I don’t want to play with the other kids on the playground, but sometimes it’s
just that I simply do not know how to start a conversation or enter a play situation. If you can encourage other
children to invite me to join them at kickball or shooting baskets, it may be that I’m delighted to be included.
I do best in structured play activities that have a clear beginning and end. I don’t know how to “read” facial
expressions, body language or the emotions of others, so I appreciate ongoing coaching in proper social responses.
For example, if I laugh when Emily falls off the slide, it’s not that I think it’s funny. It’s that I don’t know the
proper response. Teach me to say “Are you OK?”

9. Try to identify what triggers my meltdowns.
 Meltdowns, blow-ups, tantrums or whatever you want to call them are even more horrid
for me than they are for you. They occur because one or more of my senses has gone into overload. If you
can figure out why my meltdowns occur, they can be prevented. Keep a log noting times, settings, people,
activities. A pattern may emerge. Try to remember that all behavior is a form of communication. It tells you, when my words cannot, how I perceive something that is happening in my environment. Parents, keep in mind as well: persistent behavior may have an underlying medical cause. Food allergies and sensitivities, sleep disorders and gastrointestinal problems can all have profound effects on behavior.

10. Love me unconditionally.
Banish thoughts like, “If he would just……” and “Why can’t she…..” You did not fulfill every last expectation your
parents had for you and you wouldn’t like being constantly reminded of it. I did not choose to have autism. But
remember that it is happening to me, not you. Without your support, my chances of successful, self-reliant
adulthood are slim. With your support and guidance, the possibilities are broader than you might think. I promise
you – I am worth it.


Best Practices for Establishing Bond, Communication & Teaching Set-ups.



Sensory Exploration & Rehabilitation Therapies

Sensory Integration (SI) therapy is designed to identify disruptions in the way the individual’s
brain processes movement, touch, smell, sight and sound and help them process these senses in a more
productive way. It is sometimes used alone, but is often part of an occupational therapy program. It
is believed that SI does not teach higher-level skills, but enhances sensory processing abilities, allowing
the child to be more available to acquire higher-level skills. Sensory Integration therapy might be used to
help calm your child, reinforce a desired behavior or to help with transitions between activities.
Therapists begin with an individual evaluation to determine what your child’s sensitivities
are. The therapist then plans an individualized program for the child matching sensory stimulation
with physical movement to improve how the brain processes and organizes sensory information. The
therapy often includes equipment such as swings, trampolines and slides.



Occupational Therapy (OT) brings together cognitive, physical and motor skills. The aim of OT is to enable the individual to gain independence and participate more fully in life. For a child with autism, the focus may be on appropriate play, learning and basic life skills.
An occupational therapist will evaluate the child’s development as well as the psychological, social and environmental factors that may be involved. The therapist will then prepare strategies and tactics for learning key tasks to practice at home, in school and other settings. Occupational therapyis usually delivered in a half hour to one hour session with the frequency determined by the needs of the
child. Goals of an OT program might include independent dressing, feeding, grooming and use
of the toilet and improved social, fine motor and visual perceptual skills. OT is provided by Certified Occupational

Physical Therapy (PT) is focuses on any problems with movement that cause functional limitations. Children with autism frequently have challenges with motor skills such as sitting, walking, running and jumping. PT can also address poor muscle tone, balance and coordination.
A physical therapist will start by evaluating the abilities and developmental level of the child. Once they identify where the individual’s challenges are, they design activities that target those areas. PT
might include assisted movement, various forms of exercise and orthopedic equipment. Physical therapy is usually delivered in a half hour to one hour session by a Certified Physical Therapist, with the frequency determined by the needs of the child.

Auditory Integration Therapy (AIT), sometimes called Sound Therapy, is sometimes used to treat
children with difficulties in auditory processing or sound sensitivity. Treatment with AIT involves the patient listening to electronically modified music through headphones during multiple sessions. There are different methods of AIT, including Tomatis and Berard. While some individuals have reported improvements in auditory processing resulting from AIT, there are no credible studies that demonstrate its
effectiveness or support its use.

Communication Building Therapies

Picture Exchange Communication System (PECS) is a learning system that allows children with
little or not verbal ability to communicate using pictures. PECS can be used at home, in the classroom
or a variety of settings. A therapist, teacher or parent helps the child build a vocabulary and articulate
desires, observations or feelings by using pictures consistently.
The PECS program starts by teaching the child how to exchange a picture for an object. Eventually, the individual is shown how to distinguish between pictures and symbols and use them to form sentences. Although PECS is based on visual tools, verbal reinforcement is a major component and verbal communication is encouraged. Standard PECS pictures can be purchased as a part of a manual or pictures can be gathered from photos, newspapers, magazines or other books or using the special Boardmaker Program. 
Initializing and Individualized Suggestions for the Picture Exchange Communication System
1. What he likes.
2. What he likes to do
3. Family members
4. Rooms, places/
5. What you would like him to do





Floortime is a specific therapeutic technique based on the Developmental Individual Difference
Relationship Model (DIR) developed in the 1980s by Dr. Stanley Greenspan. The premise of Floortime is that an adult can help a child expand his circles of communication by meeting him at his developmental
level and building on his strengths. Therapy is often incorporated into play activities – on the floor.
The goal of Floortime is to help the child reach six developmental milestones that contribute
to emotional and intellectual growth:

• Self regulation and interest in the world
• Intimacy or a special love for the world of human relations
• Two-way communication
• Complex communication
• Emotional ideas
• Emotional thinking
In Floortime, the therapist or parent engages the child at a level the child currently enjoys, enters
the child’s activities, and follows the child’s lead. From a mutually shared engagement, the parent
is instructed how to move the child toward more increasingly complex interactions, a process known
as “opening and closing circles of communication.” Floortime does not separate and focus on speech,
motor, or cognitive skills but rather addresses these areas through a synthesized emphasis on emotional
development. The intervention is called Floortime because the parent gets down on the floor with
the child to engage him at his level. Floortime is considered an alternative to and is sometimes
delivered in combination with behavioral therapies.


Speech-Language Therapy (SLT) encompasses a variety of techniques and addresses a range of
challenges for children with autism. For instance, some individuals are unable to speak. Others seem to
love to talk. They may have difficulty understanding information or they may struggle to express
themselves.
SLT is designed to coordinate the mechanics of speech and the meaning and social value of language.
An SLT program begins with an individual evaluation by a speech-language pathologist. The therapy may
then be conducted one-on-one, in a small group or in a classroom setting.
The therapy may have different goals for different children. Depending on the verbal aptitude
of the individual, the goal might be to master spoken language or it might be to learn signs or gestures to
communicate. In each case, the aim is to help the individual learn useful and functional communication.
Speech-language therapy is provided by Speech-Language Pathologists who specialize in
children with autism. Most intensive therapy programs address speech-language therapy as well.


Intensive Intervention Therapy Plans

Applied Behavior Analysis ABA is sometimes referred to as the Lovaas Model, for its pioneer, Dr. Ivar Lovaas, or Discrete Trial Teaching (DTT), for its primary teaching technique. ABA targets the learning of skills and the reduction of challenging behaviors. Most ABA programs are highly-structured.
Targeted skills and behaviors are based on an established curriculum. Each skill is broken down into small steps, and taught using prompts, which are gradually eliminated as the steps are mastered. The child is given repeated opportunities to learn and practice each step in a variety of settings. Each time the child achieves the desired result, he receives positive reinforcement, such as verbal praise or something that the child finds to be highly motivating. Majority ABA consultants use ABLLS-R (Assessment of Basic Language and Learning Skills- Revised) for the program setup,  progress and next objective monitoring.



TEACCH is a special education program, developed by Eric Schopler, PhD and colleagues at
the University of North Carolina, in the early 1970s. TEACCH’s intervention approach is called “Structured Teaching.”
Structured Teaching is based on what TEACCH calls the “Culture of Autism.” The Culture of Autism
refers to the relative strengths and difficulties shared by people with autism that are relevant to how they
learn. Structured Teaching is designed to capitalize on the relative strength and preference for processing
information visually, while taking into account the recognized difficulties.
Children with autism are assessed to identify emerging skills and work then focuses on these to
enhance them. In Structured Teaching, an individualized plan is developed for each student rather than
using a standard curriculum. The plan creates a highly structured environment to help the individual map
out activities. The physical and social environment is organized using visual supports so that the child can
more easily predict and understand daily activities and respond in appropriate ways. Visual supports are also used to make individual tasks understandable. One should consider structuring:

· Work sessions
· Indoor Play sessions
· Outdoor Play Sessions
· Extend Communication
· Social Interaction, interventionist, siblings.
· Diet and nutrition
· Self help skills
· Structured Community Outings.
· Functional skills
· Social do’s and don’ts  (social stories)


Relationship Development Intervention (RDI) Like other therapies described in this
handbook, RDI is a system of behavior modification through positive reinforcement. RDI was developed
by Dr. Steven Gutstein as a parent-based treatment using dynamic intelligence. The goal of RDI is to
improve the individual’s long-term quality of life by helping them improve their social skills, adaptability
and self-awareness. The six objectives of RDI are:
Emotional Referencing: The ability to use an emotional feedback system to learn from the subjective experiences of others.
Social Coordination: The ability to observe and continually regulate one’s behavior in order to participate in spontaneous relationships involving collaboration and exchange of emotions.
Declarative Language: Using language and non-verbal communication to express curiosity,
invite others to interact, share perceptions and feelings and coordinate your actions with others.
Flexible thinking: The ability to rapidly adapt, change strategies and alter plans based upon
changing circumstances.
Relational Information Processing: The ability to obtain meaning based upon the larger
context; Solving problems that have no “right-and wrong” solutions.

SCERTS is an educational model developed by Barry Prizant, PhD, Amy Wetherby, PhD, Emily
Rubin and Amy Laurant. SCERTS uses practices from other approaches including ABA (in the form of
PRT), TEACCH, Floortime and RDI. The SCERTS Model differs most notably from the focus of “traditional” ABA, by promoting child-initiated communication in
everyday activities. SCERTS is most concerned with helping children with autism to achieve “Authentic
Progress,” which is defined as the ability to learn and spontaneously apply functional and relevant
skills in a variety of settings and with a variety of partners.
The acronym “SCERTS” refers to the focus on: 
“SC” Social Communication - Development of spontaneous, functional communication, emotional expression and secure and trusting relationships with children and adults.
“ER” Emotional Regulation - Development of the ability to maintain a well-regulated emotional
state to cope with everyday stress, and to be most available for learning and interacting. 
“TS” Transactional Support - Development and implementation of supports to help partners
respond to the child’s needs and interests, modify and adapt the environment, and provide tools to
enhance learning (e.g., picture communication, written schedules, and sensory supports).


Therapy Selection for A Child is a challenge  and it usually requires a very intensive, comprehensive undertaking that involves the child’s entire family and a team of professionals, preferable guided by a consultant with expertise in different approaches. 
Therapy for autism is usually based on one or a combination of the above described therapies.
Some programs may take place at home with professional specialists and trained therapists or may include the parent being trained as a therapist for their child under supervision of a professional. Some programs are delivered in a specialized center, classroom or preschool. It is not unusual for a family to choose to combine more than one treatment method.
 If the child has Biological or Medical Conditions, such as Seizures, Allergies, Food Intolerances, Gastrointestinal Issues or Sleep Disturbances, these will need to be treated too. Treatment programs may combine therapies for both Core Symptoms and Associated Symptoms. Each child’s treatment program depend on his needs and strengths. Some of these therapies may be used together. For example, if medical causes for sleep disturbances are ruled out, a behavioral intervention might be used to address them. Occupational Therapy or Speech & Language Therapy are often integrated into one of the intensive therapy programs described here as Core Symptom Therapies. Many children benefit from receiving multiple therapies provided in the same learning format. 
A Behaviour Consultant can help you in multidisciplinary assessment and an initial individualized program plan set up encompassing required domains, along with the team training, supervision and objective revisions. A trained parent can be the best advocate and coordinator of different team members as well as help generalize and propagate the mastered skills at home and community. 

Ideas for A Purposeful Play Sessions with Prompts and prompt fading approach.

Imitation: Object and Motor 
• Sing finger play songs such as the Itsy Bitsy Spider, 5 Little Monkeys, Zoom down the Freeway
• Utilize musical instruments: “Let’s make music”, play Simon Says, have a musical parade,
slow down, speed up, “Follow Me Song”
• Figurines: know on barn door, follow the leader to the schoolhouse
• Block play: make identical block structures
• Painting and drawing similar pictures, strokes, circles, lines, dot art
• Dramatic play: feeding babies, pouring tea, driving cars or trains on tracks, hammering nails,
stirring

Receptive and Expressive Labeling 
Embed labeling into activities such as:
• House (cup, spoon, plate, door)
• Grocery store (orange, apple, banana)
• Dolls (body parts, brush, clothing)
• Barn (animals, tractor)
• Art: Colors, scissors, glue, markers, big crayons, little crayons
• Books: pointing and labeling objects, letters, numbers, shapes, etc.
• Sensory Table: put different colors of animals, shapes, sizes, common objects
• Park/Playground: slide, swing, ball
• Play Dough: use different colored play dough, animal shaped cookie cutters

Receptive Instructions 
• Songs: “Simon Says” clap hands, tap legs, etc.
• Clean up time: put in garbage, put on shelf
• During activities request items, “Give me ___”
• Ask child to get their coat/backpack on the way outside or at the end of the day

Matching
 • Lotto matching game
• Puzzles with pictures underneath
• Picture to object matching can be done as activity during play (have the child match the
picture of a cow while playing with the barn)

Requesting 
• Utilize motivating items (i.e. bubbles, juice, trains) to address requesting/communication
• Swing: wait to push until child makes the request
• Door: wait to open until child makes a request
• Lunch/Snack withhold until child makes request
• Art: child can request glitter, glue, stickers, paint, etc.

Turn Taking
· With board games
· swing
· Siblings, peers


Sorting
· Shapes
· Colours

Pre-academics

· Alphabet
· Numbers


Fine Motor

· Trace and Copy
· Draw and Colour
· Cutting

Computerized Learning Programs

· Receptive Language
· Reading
· Maths
· Social & Adaptive Skills


Specific Curriculum Based Task Teaching 


I would like to take the issue of teaching basic math skills, successfully learned by a 12 yr. old..
· Better task request communication, with pecs and incentives.  Use of first and then board.
·  Matching  labeled numbers with numbers
· Error less teaching 
· Lots of praise for cooperation instead of work correction. Like if the child was prompted...still praise for trying and delay then fade the prompt.
·  As kids with ASD have tactile defensiveness, so avoid touching certain surfaces and crave for rough, gritty surfaces or soft squeezable ones ..so  using valcro dots for teaching number value. 
·  Matching, sorting, singing  and then counting.
· Touch math.
More than all ...gentle persistence is the  key to success.



Role of Medication for Autism

1. Other associated medical conditions, like seizures.
2. Symptomatic Treatments like insomnia and anxiety in some cases.
3. Supplements for the dietary insufficiencies.

